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Abstract

Out-of-pocket payment, which has been dominantnieeting the
health needs of individuals and households, is ga#lg crumbling due
to non-affordability and equity concerns in the <tdtharan African
region. Most countries in the region are beginninge-think on how
to reform their health care financing in order tmprove on coverage
and equity. There is an active debate and conshderdisagreement
about the appropriate role of five approaches talttecare financing
at low-income levels in the regiomhis paper reviews the application
of these health care financing mechanisms and stgdeow best to
protect the poor when they fall sick.

I ntroduction

Health care financing continues to be a key chghen the developing
world. Despite efforts to improve the provision lo¢alth services,
many low- and middle-income countries are still filam achieving

universal health coverage. As documented by Worleéaltd

Organization, WHO (2005), an estimated 1.3 billip@ople do not
have access to effective and affordable health, ¢éackuding drugs,
surgeries, and other medical facilities. Developtogntries bear 93%
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of the world’s disease burden, yet, merely accdantl8% of world

income and 11% of global health spending. At thie-rsational level,

the rich often benefit more from public expenditared subsidies on
health care than the poor. And scarce public ressurthat are
available to the poor in many low-income and midd@me

countries are often squandered on ineffective care.

Meeting the basic health needs of the people haayal been
one of the greatest challenges faced by countrie&frica. Yet, in
competing for resources, the health sector is ofterked relatively
low among national development priorities. Currgnthe proportion
of the central government expenditure on healtAfiica ranges from
less than 5% to high 14%, with an average of 8%as@ering the high
burden of diseases in the region, the allocatiofinancial resources
for health must be critically assessed, especialierms of equitable
distribution. It must be recalled that the Heads Sfate and
Government of the African Union committed themsslire the Abuja
Declaration 2001 to allocate 15 % of their natiobatiget to health.
Progress on this commitment reveals that 4 counéie allocating less
than 5 %, 25 countries between 5 and 10 % and @Btges between
11 and 14 %CAMH2, 20085.

In relation to health care financing in Africa,@tained in the
World Health Organization’s 2001 National HealthcAants (NHA),
Mcintyre et al (2005) observed that the current level of heatirec
funding from government tax revenue is relatively in most African
countries. In about 60% of African countries, tiealth sector share of
total government expenditure is below 10%.There is still a
reasonably high level of reliance on donor fundibgnor funding
accounts for over a quarter of total health carglifog in about 35% of
African countries, with 5% of countries having mdhan half of all
health care funding coming from external source$here is limited
insurance coverage, especially in relation to mtorga health
insurance. However, community pre-payment schena@e fbeen on
the increase in recent yearsOne of the single largest sources of
financing is that of out-of-pocket payments, whetteed 25% of total
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health care expenditure in more than three-quaxérsub-Saharan
African countries. Out-of-pocket payments includeufees at public
sector facilities as well as direct payments tegie providers, ranging
from doctors working in private practice to inforhthug sellers and
traditional healers.

The critical question is how to improve the accesdealth
care and financial protection of the poor in depelg countries.
Whereas formal statutory health insurance scheraes largely failed
to reach the poor, private for profit and not-feoft schemes are
emerging in different regions of the world, offeyina potential
improvement in risk sharing for a larger part ok tipopulation
(Drechsleret al, 2005). Developing countries rarely have the foiain
means and institutional capacity to provide staseld health
insurance. A large amount of health costs is, thiugctly borne by
patients. So-called “out-of-pocket-payments” acddon one third of
total health expenditure (THE) in two thirds of dbw-income
countries. This situation became even more prevabdter the
introduction of cost sharing mechanisms in manyetting countries
(e.g. user fees, co-payments, or deductibles). inmeme families, in
particular, suffer from these conditions as difggyments pose severe
risks of impoverishment. Without sufficient socilotection, many
households are threatened by catastrophic healipeneitures,
especially considering the impact of indirect coassociated with
illness (e.g. a loss of productive capital) (Dréehst al, 2005).

In view of these perils, the current debate on theaéctor
reform clearly emphasizes the need to move awam fexcessive
reliance on point-of-service-payment to prepaymaamd risk-sharing.
Private health insurance (PHI) offers a potentltdraative to insure
against the cost of illness and, lately, has bemeiving increasing
consideration from policy makers around the woideChsleret al,
2005). Many low-income countries are falling significgntyehind in
achieving the Millennium Development Goals (MDGA&)though no
single mechanism of health care financing is likelymobilize all the
needed financial resources to achieve the MDGs, ymktal
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communities are introducing micro-level health mace as one —
albeit small — contribution to this agenda. Suchmewnity financing
schemes often evolve during severe economic caomstrgoolitical
instability, and lack of good governance. Usualigyernment taxation
capacity is weak, formal mechanisms of social @tode for
vulnerable populations absent, and government mdrsof the
informal health sector lacking. In this contextpoaunity involvement
in the financing of health care provides a crititalt often insufficient,
first step in the long march towards improved asdeshealth care by
the poor and social protection against the costnafss (Tabor, 20056

Although much is known about the issues and patiptions
for improving health financing in other regions ahijher income
levels, there is still a considerable knowledge gaphow best to
approach this challenge in the context of the loeeime levels and
weak institutional capacity especially in the Afnccontext. Several
factors relating to revenue collection, risk pogliand spending at low
income levels make the policy options for financheglth care in the
Africa region and other low income countries diffiet from those of
middle and higher income countries (Danida, 2007).

There is an active debate and considerable disagrgeamong
policymakers at the country level, internationalnois, and others
about the appropriate role of four approaches #itiheare financing
at low-income levels in the sub-Saharan Africa.eSéhapproaches are
user fee social health insurange private finance and new
international donor mechanismdn addition, a fifth dimension in the
realm of complimentary and alternative medicined| waiso be
examined as a growing strategy of health careegjyat This paper has
the objective of reviewing the application of thebkealth care
financing mechanisms in sub-Saharan Africa and ngaki
recommendations on equity and on how best to prétecpoor when
they fall sick. It is important to stress that health care finagcin
mechanisms differ in each African country and thatre are no ‘one-
size-fits-all’ solutions (Mcintyret al, 2005).
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This review attempts to identify some common tretachsl
challenges, illustrate important issues in relatitm particular
healthcare financing options through reference gecsic country
experience and propose possible policy options méanaddress
considerations within each country-specific. Thepgraprovides a
general overview of health care financing in Afriagth particular
reference to equity issues and challenges, a ariteerview of the
coping strategies adopted by the varying socio-eenn groups of the
population in fulfilling their health care finantiabligations, and
makes some contributions toward equitable health iaancing and
poverty reducing options pertaining to health darancing in Africa.

Resear ch questions

1. Which health care financing option provides eqtitythe poor
and protects them from impoverishments in caséfiets?

2. What are the challenges and coping mechanismsaitthheare
financing in Sub-Saharan Africa?

3. How do we use the outputs from objectives 1 anadl ilnprove
policy options in health care financing in the <tdiaran
African region?

M ethodology

A systematic review of the literature was undenateunderstand the
level and usage of these health care financingoogtin the sub-
Saharan African region. Documents made availaplevdxld bodies,
like WHO, World Bank, African Union, etc., publistheesearches and
presentations were used in the review. The reviemeatkerials had
clear statements on the usage of these healtlicaneing options and
the challenges encountered in the process, eslye@al coping
strategies and equity.

Data identification mechanism
The following databases were searched: Google 8chBlub-Med,
Embase/Medline.The list of the words or a combarathereof used in
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the search were: health care financing in develppountries, coping
mechanisms and health care financing, challengeheaiith care
financing options, donor activities and health darancing in Africa.

Key Health Care Financing Optionsin Africa

User fee
According to Bennett and Gilson (2001: 5):

In the user fees system, patients pay directlypraiag

to a set tariff, for the health care services these.
There is no insurance element or mutual supporis Th
is the most common way of paying for privately
provided services in developing countries and soal
used as a component of financing for public sector
services.

User fees for health services are not new in Africdew countries in
Anglophone Africa, such as, Ethiopia, Namibia, a@aduth Africa,
have had national user fee systems for years, viilmany others,
charges have historically been applied in both gowental and non-
governmental facilities (Nolan and Turbat, 1995s&all and Gilson,
1995; Gilson, no-date). However, since the 198@8s, number of
African countries implementing some form o$er feesystem has
grown considerably. Governments have come to see fees as a
critically important alternative to tax-based ficarg for government
health services in Africa, even in countries, s Kenya and
Tanzania, which had previously provided governneame free at the
point of use.

Recent surveys show that most African countriese hagw
introduced some form of fee system for governmaailifies (Russell
and Gilson 1995). Fourteen of the 15 African caesti(Russell and
Gilson, 1995) and 28 of the 37 African countrieol@h and Turbat,
(1995) surveyed have done so. The out-of-pocketesisa high on
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average for low-income countries and accounts ®7@% of total

health expenditure, although this varies greatlyuglytove and
Zeramdini, 2001; Bennett and Gilson, 2001). In 195 out of the 37
African countries studied in a World Bank survegdhntroduced user
fees in government health facilities (Nolan andbidy 1995 in Arhin-

Tenkorang, 2001). However, much of the out-of-pbdkes are spent
in urban areas for non-essential services (BemanetiGilson, 2001).

User fees are commonly regarded as the most “aotip
financing system, as it prevents the poor from gigive services that
they cannot pay for. This situation has been regpkah Africa
continually, especially after the introduction dfugtural Adjustment
Programmes (SAPs) in 1980s, when cost recoverynsehewere
introduced. In particular, the problem was thatcbkection of out-of-
pocket payment did not translate into an improvanwénthe health
facilities (where the fees were collected) in moases. Generally,
although the fee is significant for the individuaspecially if poor, the
total revenue raised is low at the aggregated ldwelGhana where
hospital fees were introduced as part of the gowent’'s Economic
Recovery Programme with the target of raising 15P4rexurrent
budget, only 1-12% cost recovery ratios had beetagied and with
the trade off of declining use of health facilitiemstly in rural areas
(Arhin-Tenkorang, 2001). In Nigeria, the absencdnstitutionalized
National Health Accounting System (NHA) has ampltifithe weak
basis for judgment on the adequacy or otherwiskeafth spending.
Funding of the sector relies on a mixture of gowegnt budget, health
insurance (social and private), external fundingl @mivate out-of-
pocket spending to finance health care.

Despite the variety of financing sources, the leoklhealth
spending is relatively low at less than 5% of thesg domestic
product (GDP) on health (WHO CCS. Federal Repubfidigeria,
2008-2014). Household out-of-pocket expenditurdctvimcludes user
fee as a proportion of total health expendituraayed 64.5% between
1998 and 2002. This indicates that the burden althh@xpenditure on
households is very high. On average, about 4% aofséloolds are
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estimated to spend more than half of their totaiSetiold expenditures
on health care and 12% of them are estimated todspere than a
quarter (WHO CCS. Federal Republic of Nigeria, 22084).

Out-of-pocket spending (OOPS) is the major paynsémategy
for healthcare in Nigeria and the real challengked#lth care financing
in Nigeria as in many sub-Saharan African (SSA)ntoes lies not
primarily in the acute scarcity of resources, butthe absence of
intermediation and insurance mechanisms to managie Bnd
inefficient resource allocation and purchasing ficas (Soyibo, 2004).
Thus, developing equitable financing approaches adgpend on the
assessment of the burden and determinants of O@PRealthcare
seeking by different socio-economic and geograglocps, leading to
determining how best to protect the poor. User fiediswithin the
broader concept of “cost-sharing”, a practice whgrbéeneficiaries
contribute towards the cost of a public service tey are defined as
payment of out-of-pocket charges at the time ofafservices (Witter,
2005).

OOPS for healthcare increased with the introductidruser
fees in the health sector and like most African ntnes, Nigeria
introduced user fees as a mode of financing govemimealth services
within the framework of the Bamako Initiative revimlg drug funds
(Uzochukwuet al, 2002; Ogunbekuet al, 1996). The introduction of
user fees was arguably in response to the sevebdeprs in financing
health services in Nigeria, like in most of the Sdharan Africa.
Government health budgets declined in real termgesponse to
macroeconomic problems at the time, while demanthdalth services
increased, partly because of population growth suctessful social
mobilization. Currently, user fees apply to goveemin owned
healthcare services in Nigeria with the major aiein to generate
more funds for the health sector, so as to imprthee quality of
services (FMOH, 2005). In the private sector, pasieare also charged
fees, which they mostly pay out-of-pocket.

However, public expenditures in Nigeria account jiest 20-
30% of total health expenditures (THE), while ptesa@xpenditures
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accounts for 70-80% of THE and the dominant privatpenditure is
OOPS, which accounts for more than 90% of privatalth
expenditures (Soyibo, 2004). The recently introdunational health
insurance scheme is not expected to change thergiat the near
future, since it presently covers a minority ofdeal government civil
servants only. Hence, the excessive private shiiexmenditures in
Nigeria is all the more alarming, as most of itegsiplace via non-
pooled OOPS, the most regressive form of paymerak@?, 2005).
Private expenditure on health has been exponentiadreasing in
Nigeria, with a revised THE over GDP range betwéeéi7.4% and
private shares of THE between the ‘low’ of 66.5%(02) and the high
of 74.5% (2002), total private expenditure rougtdgcounts for
between 4.3-5.5% of GDP (Onwujekwe and Velenyi,53000PS is
about US$ 22.5 per capita, which accounts for 9%otafl household
expenditures and half of those who could not accass did not do so
because of its costs (Federal Office of Stati2@34).

Tax funding is a core foundation of all African hbasystems.
The availability of adequate tax funding is critiagh problems in
equitably accessing health care are to be addreBsedexample, tax
funded health budgets are critical in promoting aquitable
geographical allocation of recurrent resourcespanticular, general
tax revenue (sometimes combined with donor funds)thie only
funding source that can be actively redistributetiieen geographic
areas in order to promote equity. Tax funding caearty also
significantly reduce financial access barriers, tipalarly through
reducing out-of-pocket payments (Mcintygtal, 2005).

The WHO National Health Account (NHA) database shiow
that in African countries, where there is a comreititnto devoting a
relatively large share of government resourcefi¢ohiealth sector, the
burden of out-of-pocket payments is kept relativielw. No African
countries have reached the target of 15% of govemiinudgets being
directed to the health sector, as agreed to bycafriHeads of State in
the Abuja declaration (OAU, 2001). One of the maonstraints to
achieving this is the high level of external dekperienced in many
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countries that translates into levels of intereaympents and debt
repayments that consume a considerable share efrgoent budgets
(Mclintyre et al, 2005).

Situations of conflict are often another constraintincreasing
health’s share of budgets, given that they resula ilarge share of
government resources being directed to defenas. ititeresting that
the sub-Saharan African (SSA) countries that deleds than 5% of
their government budget to the health sector (NageBudan, Cote
d’'lvoire, Eritrea, Ethiopia and Somalia) have vdngh levels of
indebtedness and/or conflict situations. Debt fediforts in many
instances are wholly inadequate (Mcintyee al 2005). The key
development in relation to user fees in recent yyé&athe removal of
fees for some or all health services in some Africauntries, such as
South Africa and Uganda, and the mounting pressarether African
countries to adopt a similar policy (Mcintyeeal 2005).

The experience in countries that have removed s that
there were rapid and large utilisation increassgeeially for the poor.
For example in Uganda, an extensive study usinditsieand second
Ugandan National Household Surveys (conducted @0/£®900 and
2002/03 respectively) and data from the Health Manzent
Information System, highlighted that the poor hadrtipularly
benefited from the removal of fees (Deininger angula 2004,
Mcintyre et al, 2005). A key finding of this study was that alligh
there were substantial differences between theamchthe poor in use
of health services when ill while fees were in plathese differences
were completely eliminated in the case of childaéer the removal of
fees (although inequities in service use contirareatiults) (Mcintyre
et al, 2005).

Experience suggests that four groups of constraint&ermine
the effective implementation of fee systems (Csllgt al, 1996;
Gilson and Mills, 1995; Gilson, Russell, and Buks#95; Kutzin, 1995;
Nolan and Turbat, 1995, Gilson, no-date) as foltows
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Poor design of fee systems as shown in complex fee
structures that are difficult to administer, fostance,
itemized billing. Types of fees, such as general
consultation fees, that deter patient utilizatietduse
they are not linked to care received. Failureaoise
fees annually in line with inflation, thereby undening

the amount of revenue generated. Complex and/or
unworkable exemption mechanisms, which require too
much information and are costly to administer. Fees
implemented at low levels within the system whétke|
revenue can be generated and lack of coordination
between fee levels across the health system, ppssib
generating perverse utilization incentives, fortanse,

to use higher level care before lower level carg] a
inequities, for example, inappropriately differenéd

fee levels between areas.

Poor capacity for local-level financial managemand

fee system implementation as shown in lack of fonn
management skills throughout the health system, but
especially at the district or community level. Abse of
appropriate financial management information anditau
systems that support management rather than simply
seeking to prevent misuse of finances. Lack of
information with which to target the poorest effeely
through exemptions. Limited local authority to take
appropriate resource use decisions without referéoc
higher authorities. Limited effectiveness in cdiieg
fees, thereby undermining revenue generation etds
revenue use for quality improvements. Lack of gnaia

on financial management and control practices, for
instance, on how to determine who is eligible for
exemptions, on how to account for revenue generated
or on procedures for using revenues. Failure taimet
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fees locally, thereby undermining the incentive to
collect them and use them for local-level quality
improvements. Total retention of revenues locally,
leading to limited redistribution of resources bedwn
geographical areas with different capacities tcseai
revenues and absence of procedures that would allow
monitoring of the impact of policy implementation.

Weak supporting systems as demonstrated by poor
quality public services that undermine the popalat
willingness to use them, for instance, drug sheasagr
poor staff attitudes. Inadequate human resourdeiesl
that do not promote or sustain staff morale. Inadés)
drug supply and distribution systems. Operational
inefficiencies within the health system that cdmite to
quality failures, for example, drug wastage ahdsa,
leading to shortages. Limited funding for the
supervision and support needed at the primary .level
Inadequate management information systems that do
not, for example, allow resource use to be reldated
services provided and organizational structures tha
generate weak and conflicting lines of accountihili
both downward to the community level and upward to
technical supervisors.

Contextual constraints such as the population’k &c
experience in paying for public health servicesjciwh
generates an unwillingness to pay for them, es|hgcia
when they perceive the services as providing ooy |
quality care. The weak banking and communication
systems, which undermine local-level financial
management and the potential for support a vaoéty
sociocultural and political constraints at both tbeal
and national levels that allow richer groups to be
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incorrectly exempted and prevent the reallocatibn o
resources to primary health care, which would benef
the poorest members of society the most.

Social insurance

In recent years, there has been a growing emphasisng

international organizations on health insurance aasfinancing

mechanism. For example, the principles for fairaficing in the

WHO'’s 2000 World Health Report, such as revenuéectbn in the

form of pre-payment, pooling resources to promotss-subsidies and
strategic purchasing, imply that the main alterreatio tax funding

should be some form of health insurance (World the@irganization

2000, Mclntyreet al, 2005).

Health insurance is still relatively limited withifrica. Private
voluntary insurance schemes for formal sector wwsrkae mainly
concentrated in Southern Africa (particularly SoAfnica, Zimbabwe
and Namibia) but also exist, to a more limited ekten some East and
West African countries. Experience of these typeschemes has not
been entirely positive, with very limited coverdgeels, fragmentation
of risk pools and rapid, uncontrolled cost spirtiseatening their
sustainability. For these reasons, limited attenti® being paid to
expanding this form of health insurance within thigican context
(Mclintyre et al, 2005).

Social health insurance is seen in Nigeria as aentec
development and is manifested in the activitieshef national health
insurance scheme. From the support to developoh&ltiHealth
Account in Nigeria, evidence was adduced to indidaigh level of
out-of-pocket funding for the sector leading goveemt to accelerate
the launch of the National Health Insurance Scherot only to
mitigate catastrophic health expenditure but alewide pool of funds
for the health sector (WHO CCS. Federal RepubligeNa 2008-
2014).The national health insurance scheme in Nigess met with
little or no success as the coverage is low-maiatylimited formal
sector, and the scheme is limited in the procedtoesred.
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The few examples of National Health Insurance s&seim
sub-Saharan Africa have evolved from two distinppraaches to
insurance: social health insurance (SHI), whictyjscally mandatory
for groups of individuals and funded through palytakes earmarked
for health; and community-based health insuranberses, described
in the section below. Social health insurance,etbasipon the
European modelis more likely to be more successful in contextdwi
large formal sector employment, high wages andisaldow poverty
rates, low dependency ratios and high capacityréoige health care
(Fourth Session of the African union conference, 020
CAMH/EXP/13a (IV). CBHI schemes can operate sudodigsin the
informal sector, but have historically been difficto scale up beyond
the community level. These two patterns help erphdny countries in
Sub Saharan Africa historically faced considerablallenges in
successfully and sustainably implementing healsiance schemes at
the national level (Fourth Session of the Africamon conference,
2009 CAMH/EXP/13a (IV).

Nonetheless, several countries in sub-Saharanakitountries
are now experimenting with new and innovative forofshealth
insurance, including variations on social healthsunance and
community-based health insurance schemétereas previous
attempts at implementing social health insuranceAfrica were
confined to the formal sector, new National He#ltdurance Schemes
or Funds (NHIS or NHIF) are attempting to enrolialuand informal
sector workers. In Ghana, Rwanda and Tanzania eth®mes were
preceded by CBHI pilot schemes (Fourth Sessionhef African
Union Conference, 2009 CAMH/EXP/13a (IV).

Rwanda’s is arguably one of the most dramatic recen
experiences of CBHI-based National Health Insurancib-Saharan
Africa today, at least in terms of population cage. After
successfully initiating pilot schemes in 1999, Gavernment decided
to go to scale in a rapid fashion. As of Octob@d? it is reported
that the schemes had enrolled 6,702,391 beneésiaut of a total
population of 8.9 million, that is, about 75% ottlotal population.
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To support the growth of the schemes, the Goverhinas created a
special solidarity or risk pooling fund, into whi¢cransfers from the
Ministry of Finance via the Ministry of Health ameade to cover the
costs of indigents and people living with HIV/AIDEhe Global Fund
to Fight AIDS, Tuberculosis and Malaria is proviglirfinancial
support for five years to cover the Government slybdt will be
important to assess the success of this solid&umtgl in covering
vulnerable population groups, as more data reggrdire socio-
economic and demographic profile of schemes andbaerbecome
available in the future(Fourth Session of the Adriainion conference,
2009 CAMH/EXP/13a (IV).

A 2003 National Health Insurance Act set up the rahHIS
after a period of autonomous CBHI development. Mersitip in the
NHIS is not mandatory for all Ghanaians, althougikimg enrollment
compulsory is part of the government’s long-tersiomn. Presently, the
NHIS encompasses district mutual health schemégtprinsurance
schemes and private mutual health insurance, gi@hgnaians the
freedom to choose among them. The government defireeminimum
benefits package, certifies providers and reguldtes insurance
schemes. It has also set up a separate NationéthHesurance Fund
(NHIF), financed by a special 2.5% National Hedlbkurance VAT
levy and 2.5% of the social security contributicsfsformal sector
workers (Fourth Session of the African Union Coefare, 2009).

The NHIF is used to subsidize the membership ohédrsector
employees, pensioners, children under the age pfinthgents and
those over 70. In practice, however, this means itifarmal sector
workers and their families are the only people \phy cash to join the
schemes. Revenues from the NHIF are also usedirisure district
health funds and to support programs that impraeess to health
care. Since the Ghana NHIS is a relatively receewetbpment,
evidence on its performance is limited. The avédaimformation
indicates that there has been a rapid growth in Ineeship, totaling
about 7.8 million people or nearly 40% of the topapulation by
March 2007.
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But this rapid growth in membership is driven mgibly the
subsidized groups: children under 18 make up 47%mehbers, and
formal sector workers are automatically enrolled aanstitute 22% of
members. Those over 70 make up about 8% of memibeasidition,
despite the subsidy for indigents, only around Z%egistered scheme
members are said to be indigent, an indication ¢laity is not being
fostered by this scheme despite the fact that ama&ted 40% of the
population lives below the national poverty lin@ng concerns about
the design of the Ghanaian NHIS have been raifidths been argued
that the minimum benefits package may be too expenw be
sustainable in the long term. The question of howaver the indigent
also remains a clear problem that is highlightedhgydata on scheme
enrollment presented above. The government estarihtg indigents
who are entitled to subsidized premiums account 986 of the
population, but this seems very low (Fourth Ses@ibrthe African
union conference, 200BAMH/EXP/13a (1V)).

There is great potential in sub-Saharan Africarfational and
sub-national health insurance systems. Howevergtimay be stark
trade-offs between revenue raising to ensure fiahrsustainability
and ensuring coverage of the poor in countries \uithh levels of
poverty. Collecting premiums from individuals imetinformal sector
is administratively difficult. Subsidizing premiumsf the poor is
challenging given the limited tax base. The fedisjoof heavy cross-
subsidization depends on a high level of socialitah@nd strong
sense of social solidarity, which may exist at¢bexmunity level but
are difficult to translate to the national level.oidver, identifying
whose premiums should be subsidized can be diffithe challenges
associated with operationalizing exemptions for fises suggests that
administrative capacity to accurately distinguible poor from non-
poor is frequently lacking in low-income countryttsegs. Thus, while
the equity, access, financial protection and reeegeneration benefits
of national health insurance make this strategyealpg to pursue, it
is an approach that is rife with challenges (Fous#ssion of the
African union conference, May 2009 CAMH/EXP/13a)IV
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Private health insurance

Whereas formal statutory health insurance scheraes largely failed
to reach the poor, private for profit and not-faofii schemes are
emerging in different regions of the world offering potential
improvement in risk sharing for a larger part ok tipopulation
(Drechsler et al, 2005). Private health insurance (PHI) offers a
potential alternative to insure against the costloéss and lately has
been receiving increasing consideration from pofti@kers around the
world. This trend is being further accelerated the inclusion of an
insurance component into microfinance- institutiohgalth sector
reforms and decentralization and the increasinggeition of the
importance of health security for pro-poor growth.

Apart from rare exceptions (notably South Africaarbia,
Zimbabwe), private health insurance in sub-SahAfana occurs on a
low membership, contributions, and coverage scaledhsleret al,
2005). Community-based health insurance scheme hwisc also
privately organized has been on the increase edpeini the eastern,
southern and western sub-regions of Africa. Tloegi@sing emergence
of community-based health insurance during the pasple of years
has been patrticularly strong in these regionsi(@jjt004, Drechsler
et al, 2005).

Micro insurance schemes were recently implememtdsenin,
Burkina Faso, Cameroon, Cote d’lvoire, Ghana, Gajifali, Nigeria,
Senegal, Tanzania, Togo, and Uganda. Owing todhe or low-profit
nature of most schemes, premiums are relatively ematd, which
explains the low level of PHI expenditure in sulir&an Africa.
Although coverage is limited to a few people (gefigrbelow 1 per
cent of the population) and services (moderate remee for only
certain types of treatment), community-based heaklirance might
become a building block in future health financingspecially
considering that — due to financial and instituéibrtonstraints —
private (community-based) health insurance is oftenonly available
form of risk-pooling (Drechsler et al, 2005).
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In a study conducted bjohannes P. Jutting in 2003 in a rural
Senegal pertaining to community based health imearathe findings
suggest that membership has a strong positivetedfethe probability
of going to a hospital when sick, even though tregnitude, with a
higher probability of 2% points, is quite moderakore important
from the perspective of the functioning of the nalitis the expected
strong negative effect on expenditure in the cdsbospitalization.
The findings also show that in such a situationipers pay on
average less than half of the amount nonmembers Thaig is an
impressive finding and is an indication that thetunals seem to reach
the objective of better financial protection againgspitalization risk.
Mutual members also had to pay lower out-of-pocketyment
compared with non-members. The analysis of the anpd the
mutuals on access to health care has shown irstilnity that members
frequent the hospital more often than nonmembeds gy less per
visit.

But an extensive WHO review made in 1998 tells feedint
story concerning 82 non-profit health insuranceesobs for people
outside formal sector employment in developing ¢oes. It was
observed that very few of these schemes coverge laopulations or
did not even cover high proportions of the eligiptgulation. From a
subset of 44 of the schemes, the median valueegpécentage of the
eligible population covered was 24.9%; 13 schenes & coverage
rate below 15%, and 12 schemes had a coverageabaiee 50%
(WHO, 2003). Another conclusion was that adversecten was
more affecting the schemes that insured againsh-¢ogt low
frequency events than schemes that covered lowkagktfrequency
events. One of the main reasons was that many @d¢eptied to sign
up with the CHIs, at the moment of illness. It dolls that the members
with high risks tended to be over-represented & @HIls (WHO,
2003).

Further information became available since 1998.w Lo
percentages of enrolment were observed in a stady GHls in East
and Southern Africa. In four schemes, enrolmentcem@ages vary
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between 0.3% to 6.5% of the target population; scigeme is very
small with 23 members out of a target populatior2@fcooperative
society members. In Rwanda, a project was launcbstdplishing 54
CHis in three districts in July 1999. By the endtloé first year of
operation, the enrolment rate reached in the tdrskeicts was 7.9%
(88,303 members out of a total target populatiod,@f5,509 (WHO,
2003).

Another study was made in nine West and Centraicéfr
countries on 22 CHls. From the available informatom beneficiaries
and target membership, one CHIs in Benin reacheenapiment rate
of 24% in 1998, whereas another achieved an enntlma¢e of 8%;
the target population in these CHIs was 13,0007800, respectively.
In one CHIs in Ghana and Mali, 53% and 25% of #rgét population
of 25,000 and 200,000 was covered, respectively QN/2003). And
in Senegal, one CHIs reached a coverage rate ofdtothree years
of operation whereas another achieved an enrolnagatof 82%; the
target population was 13,650 and 1,200, respegtivelrecent study
was also made on 4 out of 16 CHiIs in the area @s[ISenegal. In the
year 2000, the average household enrolment pegenita these
villages was 68%, with enrolment rates varying lestwa minimum of
37.4% and a maximum of 90.3 % (WHO, 2003).

From the WHO Study, information about the prepayimatio,
but through household contributions only, was amé for 24 CHlis.
Thirteen CHIs had a ratio lower than or equal 86T his means that,
without subsidies or grants from sources other thanseholds, the
share of out-of-pocket payments (co-payments or fess) in health
expenditure would be 40% and higher (WHO, 2003)adfmmunity-
based insurance may not be pro-poor, private inserg even less so,
being a privilege for those with stable income.sTisilargely absent in
low and middle-income countries, although exceptierist. In South
Africa and Zimbabwe the large income disparitiegehallowed higher
income groups to use private health insurance.eadi¢ is argued that
the use of private insurance may free the publistesys from
expensive non-essential demands (related to higtnmie groups) and
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thus having a positive impact on health budgetswéi@r, because
private insurance is closely linked to the mostuafit population,
issues of political governance may not facilitat@ttthe very poor
benefit from the design of this schenirei(zun-Lopez 2003)

Donor activities

Because of the limited extent to which domesticoueses can be
reached, and the need for additional financial ueses to fight rising
epidemics, external resources are necessary, aultode effectively
disbursed. Commission on Macroeconomic on HealtlHL (2001)
calculated that out of the extra funds needed obat AIDS, TB, and
malaria, US$ 2.2 — 2.4 billion needed to come fexternal grants and
concessional lending. Whereas financing public thes¢ctor budgets
from total identifiable ODA is 7% in low income aqaimies, it is up to
12% for Sub-Saharan Africa on average (Roberts3p0@d 2000,
ODA commitments explicitly earmarked $2.6 billioa be added to
national health budgets (Roberts, 2003).

There is a general feeling of scepticism in Africauntries
about the recycling of aid instead of an actuakanent in aid. In
addition, even when extra resources are mobiliseth foutside to
increment health budgets, there is the dangerpgbhblic expenditure
planners may compensate for this increment by iagudomestic
allocations. Therefore, even if aid is earmarkedhealth, it may not
lead to an increment in expendituteuifzun-Lopez 2003). In spite of
this, international concern of rising epidemics laso created a
positive momentum in terms of mobilising new sosrcgeveral new
initiatives have been created to mobilise extradfuto tackle AIDS,
TB, and malaria, such dake Global Fund to fight AIDS, Tuberculosis
and Malaria, Roll Back Malaria Partnership and Biind Melinda
Gates Foundatiolllrurzun-Lopez 2003).

The Global Fund is a new approach to internatidmedlth
financing that exemplifies the extraordinary intens and
mobilisation and efforts at the international anaméstic levels to
effectively and quickly channel funds to these asss. However,
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these initiatives, including the Global Fund, awmstjdisease-specific
funds that may even disestablish national healttgbts. Rather, what
is needed is not to lose track of strengtheningallvbeealth systems as
a necessary conditioirrzun-Lopez 2003).

A key problem linked to external resource mobiiizat is
conflicting conditionalities attached to donor fimgl The politics of
international aid have an influence on the openstiof national
institutions as well as on crucial social and pwdit dimensions,
limiting effective national leadership. Aid effeatness varies from
country to country depending on the robustnesstibnal policies and
the tightness and feasibility of conditions attathe The
unpredictability and conditionalities attached t@iseas development
assistance present a major constraint to effeatitegventions against
diseases in Africaliurzun-Lopez 2003).

More often than not, recipient countries are undbl@redict
the availability (or even the amount) of donor cimitions.
Conditionality of donors” support may take sevdaaims, structural
reforms, macroeconomic conditions, areas and wayatervention,
including geographical areas. For example, thealyekof aid to district
projects can be a problem if this does not refteet country’s needs
(Pearson 2002yurzun-Lopez 2003). This can be avoided if project-
support is substituted by donors budget supportioasexample in
Uganda, where “central allocations to districtsereing large inputs
from NGOs and donors were reduced as a means wighreg greater
equity in overall resource flows” (Pearson p. 1B9th conditionality
and lack of predictability have a negative effent the expenditure
planning processes. For example, for countries svitemor budget
support is high such as Mozambique (60-70 percant), Ghana (40
percent), the availability and timeliness of infaton on donor
contribution is critical. Notwithstanding this, Gieis an interesting
example of how donor budget support is managednirefficient
manner, in terms of ownership and coordinatidrur¢un-Lopez
2003).
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There is currently a shift in international aid rtmove from
programme-linked aid towards supporting nationaldgais, leaving the
country to make the decision regarding the distrdouof the funds
(Irurzun-Lopez 2003). In the mid 1990s, sector-wide approaches
(SWAPs) became the sought form of support by doasra response
to the fragmentation of aid. Even more comprehengvthe budget
support system that pools together the whole natiobudget
increasing the ownership in the decisions by thenal government,
even more than SWAPs (Roberts 20038;zun-Lopez 2003).

Complementary and Alternative Medicines
The complementary and alternative medicine is aving strategy in
healthcare provision in Africa. The African Unianember states and
the Regional Economic Communities (RECs) will usie Strategy as
the inspirational framework within which they wiililfil their roles
pertaining to health care provision. The Strategyides a focus for
all health initiatives to converge around. Ministef Health are calling
on multilateral agencies, bilateral developmenttn@mas and other
partners in Africa’'s development to build their hleacontribution
around this Strategy. Such a co-ordinated respisnsitical to ensure
maximum benefit from the resources mobilised and ptevent
fragmentation and duplication. This Strategy thusvigles an
overarching framework to enable coherence withird dretween
countries, civil society and the international coomity (Third Session
of the Africa Union Conference, 2007 CAMH/MIN/5(I
Development partners have increased their developené for
health in Africa beyond US10 billion per annum d@he move towards
funding of core public health budgets based oronatiplans, such as
through Sector Wide Approaches (SWAPS) integrat¢ersectorally,
offers a major opportunity to move away from fragrneel and
inefficient vertical projects and programmes, whiglsupported by the
international commitment on aid effectiveness ased) at the High
Level Forum in Paris in 2005. The benefit is endlddg alignment of
donor funding with nationally determined plans gmidrities. Funding
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opportunities such as Global AIDS Vaccine InitiatifGAVI) could
also be utilized (Third Session of the Africa UniGonference, 2007
CAMH/MIN/5(111)).

The goalof this Africa Health Strategy is to contribute to
Africa’s socio-economic development by improving thealth of its
people and by ensuring access to essential heakhfar all Africans,
especially the poorest and most marginalised, 520he overall
objective of this strategy is to strengthen healfstems in order to
reduce ill-health and accelerate progress towattisnment of the
Millennium Development Goals in Africa; More specd#ily: a. To
facilitate the development of initiatives to strémgn national health
systems in member states by 2009 b. To facilitab®nger
collaboration between the health and other sedrémprove the
socio-economic and political environment for impgray health c. To
facilitate the scaling up of health interventions member states
including through regional and intergovernmentaldibs (Third
Session of the Africa Union Conference, 2007 CAMHWA(II)).

This Strategy presents an approach for addressioglable
disease, disability and death in Africa and foesgthening Health
Systems for equity and development, especiallytHer poorest, most
marginalised and displaced people.

To achieve the goals of this Strategy, a humbestrdtegic
interventions need to be concurrently implementedatds achieving
an effective and sustainable health sector, symited with an
integrated focus on the major health burdens aridevable groups.
The intention is to incorporate best practices fmomotion,
prevention, care and rehabilitation into countryaltie plans in line
with national circumstances. There should be spatiention to post-
conflict countries and those caring for refugeed anternally
displaced persons. The Strategy must apply thecyitde approach for
cost-effective disease prevention (Third Sessiorhef Africa Union
Conference, 2007 CAMH/MIN/5(1II)).

Countries are committed to enhancing the performarfdheir
health system to achieve the best value with tseurees available.
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Each country will update and cost their nationaltieplan, following
a gap analysis between existing plans and thistegyyaand other
commitments, taking into account an agreed mininpackage of core
interventions. These National Health Plans willthe centre of health
development in the country, and the basis for gtteaning the health
system, its implementation continuously monitoradl ats content
regularly reviewed and updated (Third Session ef Atfrica Union
Conference, 2007 CAMH/MIN/5(1II)).

In declaring a Decade of African Traditional Medigiin 2001,
Governments have recognized the wide use and hem@tance of
integrating traditional medicine into their natibmealth systems and
creating an enabling environment for optimisingdttribution. The
latter includes mobilizing and connecting all stakleers. It is
essential to strengthen structures of traditionaddicine through
analysis of the prevailing systems and with theolwement of
traditional health practitioners and communitiegculssing on
strengthening the best practices of traditional icied. Organizational
requirements include the establishment of a naltionatidisciplinary
body responsible for the coordination of traditionaedicine;
formulation of a policy and legal framework; alltica of adequate
resources; development of regulations for the Iqmalduction and
rational use of traditional medicines and protectiof intellectual
property rights (Third Session of the Africa Uniddonference,
2007CAMH/MIN/5(II)).

Another strategy employed CAM is performance-based
financing. Performance-based financing (PBF) is teategy for
improving how money is spent on health, and making the resdgoce
farther’. PBF links health funding to actual résukather than linking
funding to inputs, which is the traditional way lkacare has been
financed. To achieve health results, householddtthevorkers, health
facilities, and the systems that knit these pastbhegether need to take
effective action. By providing financial incentivés achieve results,
performance based financing seeks to change bebawio health
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system actors and reward actions that lead totsetburth Session of
the African union conference, May 20C&AMH/EXP/13a (IV)).

At this juncture, global awareness of the acutemésfrica’s
funding crisis is high. The international commyndonors, charitable
foundations and the private sector have displayedirgprecedented
interest in innovative international health finargimechanisms to
complement existing efforts and to encourage mireient solutions
to the health problems confronting low-income coiest Much of the
renewed interest in global health financing hasnbdeven by the
appearance of significant new actors in the globaalth arena,
especially richly-endowed private foundations swashthe Bill and
Melinda Gates Foundation. Indeed, a significantoam of the
funding behind some of the new mechanisms desciisow (e.g.
GAVI and the Global Fund) has been provided by tBates
Foundation. Bilateral donors have also made adrigffort in recent
times to increase their commitments. The UnitemteSt continues to
be the biggest health donor in absolute terms,eMArance, Norway
and the United Kingdom are the primary donors behimee new
innovative mechanisms — the airline tax, the Iraégomal Health
Partnership Plus (IHP+) and the Global Campaign tfee Health
MDGs, respectively(Fourth Session of the Africanoanconference,
May 2009CAMH/EXP/13a (IV)).

Coping Strategies

In the face of mounting problems on accessibilify healthcare
considering the different modes of payments, irmhigls and
households and even countries have devised waysomhg with

payments for health care. In the constrained ecanoontexts, many
African countries face, household strategies fopirmgp with the

parallel demands of reduced household income aoetased prices
for basic household needs are already overstretdkeohji and

Jazdowska 1993; Pinstrup-Anderson 1993 and Gilsotdate). Thus,
payment of increased health care fees will repteaenunacceptable
burden on households that may lead them to delelirsg treatment,
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to use informal, and less effective sources of theahre, or to
marginalize impoverished families further (Boothdaathers 1995;
Gilson 1988; Russell 1996 and Gilson, no-date).Mtayilies have
also undertaken to cope with increasing health gaynburdens by
disposing of valuable property and livestock.

According to Russell and Gilson (1995, p. 68), aecskers
should pay more attention to understanding better hechanisms
mediating the impact of fees on ability to pay:

In particular, their [fees’] potential effect onfférent types of
household and user behavior needs to be assedsednay involve
willingness and ability to pay studies and more litptave research
exploring community responses to user fees. Sucleareh may
indicate, for example, that fees in some ruralirsgstwithin a country
are inappropriate due to the large proportion dfepés who would
need exemptions, the lack of revenue such feesdvgaiherate, and
the impact that such fees would have on finanaakss to essential
services in the area (Adams and Harnett 1995 alsthi§;ino-date).

Discussions

Out-of-pocket payment has been the dominant modddalth care
payment in the majority of Sub-Saharan African ovadi and its
feasibility is waning in the face of mounting héattare costs. Many
households and individuals are finding it difficidoping with this

mode of payment. The feasibility of making out-aieget payment
work for the poor will depend on the proper desigmd

implementation of the scheme, especially if goveceaissues as well
as the combined utilization with other systems agxteptions
mechanisms for the very poor are considdifadzun -Lopez,2003).

For example experiences in Kenya where more attertias been
drawn on appropriateness and implementation shawuser fees may
bring benefits to the poor. In areas with low agerancome it will

naturally be difficult to make this system work ttve poor. Similarly,
where the mechanisms to ensure equitable redistibwf revenues
are not put in place, or exceptions for the vergrpare not common,
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the pro-poor potential of this system is not likebysucceedlrurzun-
Lopez,2003).

Nowadays efforts in Africa are to move away fronerugees
and invest more on community-based and social amag schemes, as
a mean to reach and protect the majority of the.pdithough moving
in the right direction, the need remains to ensheeprotection of the
very poor in the design and implementation of @&tfeesmes. Because of
the non-universal coverage of insurance of any,kind often the case
that the poor and very poor tend to be left-out #mg it will further
the health gap between the poor and the rest qddpelation(lrurzun-
Lopez,2003).

Strengthening more participatory and accountaldgtirtions is
expected to address this problem. The Communitythl&and (CHF)
established in several districts of Tanzania exdiepla scheme that is
affordable to the majority of the population whilecluding
exemptions mechanisms. It combines three financimeghanisms:
user fees, insurance contributions, and matchirggidies from the
government and it is governed at the district lduelalso coordinated
from the Ministry of Health (Arhin-Tenkorang 200kurzun-Lopez,
2003).

Finally, the adequate design of the financing systehindered
by lack of information of who is paying the sengcand what kind of
services, and thus a bias assessment of the capacfiay of the
population. To deal with it, South Africa, for expl®, has started the
exclusion of some employment-related members thatgenerally
well-off, from the base population when formulatitig allocation of
public funds. However, this requires good qualiggtadon population
and health related, often not available, even nwordime, for most
African countrieqIrurzun-Lopez 2003).

On the issue of donor activities, my contributiamdaas was
raised in the Experts Meeting of the African Mieist of Finance
Conference, Addis Ababa 29-30 May 2003, the notaguability of
funds suggests that the way to tackle the healddsidor African
countries may not rely on these promises from ivatonal partners,
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but rather the solution may lie ‘in house’. The gers attached to
conditional aid may supersede their benefits. Thusjget support
systems that respect national ownership and proadeountable
decision-making processes should be enhanced. dloisg, there are
some preconditions that need to be met to ens@dinll success.
Two key issues relate to the technical capaciipttmduce the reforms
and maintain systems of regular monitoring, andptd in place
institutional arrangements to ensure the allocatibfunds is achieved
as desiredlrurzun-Lopez 2003).

Having a limited capacity for raising funds domestiy
through fees or social health insurance schemespptions left are
national budget or donor support. Recently fiscastrictions to
expanding health expenditures seemed to focus theate on
deflationary policies having priority over increagiaccess to health.
But further than that, the debate lies on how tashcrease the budget
of the Health Ministry, a much more complex isslibe solution to
what level of spending is non-inflationary is diffit without more
precise information. Decisions are difficult to ¢akwhen the
estimations change for different actéhsirzun-Lopez 2003).

In many African countries revenue generation levale
constrained by the need to keep fees low, becaossehold income
levels are low. In addition, the administrative tsosf implementing a
fee system, including the costs of the exemptioesessary to
safeguard equity and public health objectives, hierrtreduce cost
recovery levels (Gilson, Russell, and Buse 1993sd@i no-date).
Poorer, rural areas will inevitably generate lovesels of income as a
result of both influencedVeak accounting and resource management
practices and skills further undermine revenue gdimm levels.
Assessing the impact of fees on system sustaitghifierefore, also
requires consideration of the contribution of fegstems to the
development of the other capacities required toeaehsustainability.
Yet this is an area that few studies have spetlifiessessed. A few
country experiences demonstrate the limited immdctiser fees on
system sustainability (Gilson, no-date).
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Conclusion

User-fee which is the dominant mode for health gagment in Sub-
Saharan Africa needs reforming. Overall, therefdltee evidence
suggests that governments should exercise cautiamroducing fees
for three main reasons. First, reviewing the lexfethe health system
at which to introduce fees remains important, ewghere the

alternatives seem limited. Second, seeing feesaat qf a wider

package of health care financing policies rathanths the central or
only strategy for addressing current resource caimgs is also

important. Within this package, fees may be a fatelp toward, for
example, developing risk-sharing mechanisms, batishnot be seen
as an end in themselves. Third, as “managerial @gdnizational

factors are central determinants” (Kutzin 19951, Gilson no-date)
of the impact of fees on key health sector goaly, fae system must
be devised carefully. The evidence suggests that fees alone are
unlikely to accomplish equity, efficiency, or sustbility objectives.

Moreover, when fee policies are poorly designed and
implemented, they can actually undermine equitylsydéees should,
therefore, be seen as only one element in a brohdalth care
financing package that should, in particular, idellsome form of risk
sharing (Gilson no-date). Although fees may be itical step in
allowing the development of other financing meckars, for instance,
high hospital fees promote insurance coverager thglementation
must be tied to this broader package to limit tlessgble equity
dangers that are clearly associated with them. iWithis package fees
have a greater potential role within hospitals thamthe primary care
level.

Achieving equity, efficiency, and, in particulanissainability
requires implementing a broader policy packageeetbp the skills,
systems, and mechanisms of accountability criticansure effective
implementation. Some local control of revenuestipaarly if fees are
introduced at the primary level, is an element to§ tpackage, but
equally important are supporting systems, suchhaset associated
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with drugs and human resources (Gilson no-date)addition, the
process of policy development and implementationitself an

important aspect of this package, as it enablesi¢éivelopment of the
full range of capacities necessary to ensure suidity (Gilson no-

date).

Complementary and Alternative Medicine is a growapiion
to healthcare provision and African nations areawing their strategy
in that direction. The Strategy provides a focusalb health initiatives
to converge around. Ministers of Health who arepgh®tal points in
this strategy are calling on multilateral agenciekgteral development
partners and other partners in Africa’s developmentouild their
health contribution around this Strategy for suchc@ordinated
response is critical to ensure maximum benefit friiv@ resources
mobilised and to prevent fragmentation and dupbcatThis Strategy
as already stated thus provides an overarchingefrark to enable
coherence within and between countries, civil dgciand the
international community. Working part of this sagy is to improve
on African traditional medicines and promote parfance-based
health care financing to achieve optimal contrittiof traditional
medicine and prudence in the allocation of fund Faalth care
expenditure respectively.
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