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EXECUTIVE SUMMARY

Health insurance is relatively new in all four ctues. Ghana has the most extensive
formal health insurance enrolment (47%) comparet 86.6% in Rwanda, 25% in
Kenya and 14.5% in Tanzania. Rwanda has the maisbete Community-based Mutual
Health Insurance program. Tanzania covers somepgaatation costs for maternity, and
Rwanda has experimented with inclusion of emerg#raysportation services.

Although exemptions and fee waivers for common matlecare (i.e., ante- and post-
natal care, and simple delivery) exist in all thkesmes, inconsistencies and ambiguities
and poor knowledge of the system of waivers andngxiens frequently result in
payment of official and unofficial fees.

Catastrophic maternal payments are common. In Glsanaetimes mothers or their new
born children are detained for nonpayment. In Keayd Ghana, many households are
compelled to sell assets to pay for care. Kenyalddn fees inflate user costs but
Rwanda has clear and unambiguous co-payments.

Ghana has the best maternal care indicators dbthiecountries. It has the lowest median
months pregnant at first visit to an antenatal dac#ity; 84.3% of pregnant mothers

satisfy the WHO recommended 4-5 antenatal cardsvigr pregnancy compared to
13.3% in Rwanda or 52.3% in Kenya. In Ghana, 47%ihs are attended by a trained
professional compared to 46% in Tanzania, 42% inydeand 38.6% in Rwanda. Ghana
also has the highest rate of postnatal care whilarigla has the lowest.

Policy Recommendations

Educate people on their entitlements, waivers,e@mptions in health care. There were
instances, particularly in Kenya, where the womeeksg help and even the healthcare
providers, knew very little about the prevailingeexptions and fee waiver systems.

Intensify public educational campaigns on beneditsocial health insurance schemes.
Stress that they broaden the fiscal space of heakhfinancing for the government.
Premiums, not only improve healthcare servicesafipibut also help target public funds
to the healthcare needs of the poor.

Implement monitoring mechanisms to eliminate hidéiees and informal payments to
make the health care more affordable to the poor. @&xample, Kenya’'s failure to
maintain a centralized fee-setting structure hasviged an opportunity for health
facilities to levy charges on services that are fsg national policy (Sharma et al., 2005).

Extend insurance benefits to cover delivery conapioms and neonatal intensive care.
There is no need to cover the routine deliverybich even the poor can manage to pay,



and not cover complications which are real emengsnand consequently uncertain, and
the reason to obtain health insurance. It is inmamni@ hold an infant captive due to
poverty of their parents.

Suggestionsfor Future Research
Develop more effective indicators for maternal rabty to permit a more accurate
assessment of progress towards achieving MDG 5.

Explore the role of national, social and commuiiased insurance in improving access
to and quality of maternal health services.

Determine more accurately the cost of maternal .cAezurate cost estimates are
important for planning and to gauge the relativpait of out of pocket expenditure for
maternal care.

Develop effective methods of providing emergencylivdey services in sparsely
populated rural areas to reduce delays in gettimgrgency care.

Conclusion

Maternal mortality is inextricably linked to the dih care system and cannot be
improved in isolation from the context of healtmecaNational health insurance schemes,
by making maternal health care economically acbessand reducing catastrophic

payments for delivery complications, can help duae maternal mortality, but insurance
schemes alone, without the supporting health itriraire including emergency

transport and geographically accessible healthitiasi staffed by qualified personnel, is

unable to reduce maternal mortality for those wieedcit most—poor rural women.

Nevertheless, health insurance schemes lead tomdedefiscal space for the health
systems. Premiums/contributions collected can led dsr quality improvements of

services and/or better targeting of public fundthepoor.



1. Introduction

To achieve universal healthcare coverage, with @ateqfinancial protection against the
uncertainties of illness, many countries finanaarthealthcare systems through general
taxation or some form of health insurance. With tager, individuals and families
contribute to risk-pooling mechanisms that guamnteartial or full financial
reimbursement of their healthcare cost (DonaldsahG@erard, 1993). Despite their long-
standing history in the West, and even in partsatin America (Mcintyre, 1997), formal
health insurance programs emerged only recentlyngnSub-Saharan African countries.
Many governments in the sub-region see health amae—especially the social brand—
as an effective way to increase revenue, enhasceinee allocation and efficiency in the
health sector, and to reduce the financial bartiersealth care, especially among their
poor citizens (Sikosanet al, 1997). For example Ghana, Kenya, Rwanda, Taazani
Senegal, and Nigeria, are using various healthramae schemes to improve healthcare
access for their citizens. These programs seekowde effective access to adequate and
affordable health care to ensure that out-of-po(R&P) expenses do not limit access or
guality of health services. Implementing such nalohealth insurance schemes should
have positive social and economic impacts, dueh® dlose links between health,
poverty, labor, economy, and development. Yetrige study examining the impacts of
maternal health protection through the implemeatatof national health insurance
schemes in African countries remains to be domes this research gap that the current
study seeks to fill.

The objective of the present ILO-sponsored studytoisexamine the social health
protections for maternal health and compare outgagarding benefits/services, cost, and
health impacts among four sub-Saharan African camiGhana, Kenya, Rwandand
Tanzania More specifically, the study addresses the falhgussues:

1. The main features (in terms of funding, premiucsverage, exemptions, and
administration etc.) of the existing health inswerschemes in the selected
African countries, with special reference to thaemaal protections they offer.

2. The socioeconomic and health burdens of pregnand delivery on the well-
being of women, children, and households in thectetl African countries,
paying particular attention to the extent of finahccatastrophe related to
pregnancy and delivery at the household level.

3. The social, economic, and health benefits oemal protection under the various
health insurance schemes, drawing out the reldtippsbetween maternal
protection, on the one hand, and maternal cardnaalth outcomes on the other.

4. The knowledge gaps, resultant lessons, andypohplications of our findings,
highlighting the main inter- and intra-nationalfdiences and similarities in best
practices among the various insurance schemes.

Incipient and long-standing social health insurapcegrams exist in such northern
African countries as Egypt and Tunisia, but we tioir analysis to Sub-Saharan Africa
where maternal and child health problems are fareracute. The four countries selected



span the wide range and mix of health insurancgrpros — from volunteer, community-
based health insurance (as in Rwanda) to natieoadjginized social health insurance (as
in Tanzania). By providing in-depth comparative lgsia of the insurance programs and
especially their maternity protections in theseefidly chosen countries, we seek to
provide useful prescience that will guide policy fimproving maternal and child health
outcomes. For each country, we provide a detailescription of the major health
insurance programs, available health care systanigding its geographic distribution
and fee mechanisms, and maternal and child healtomes.

The focus on maternal protection here is deliber®aternal and child health and
socioeconomic development remain inextricably lthke Sub-Saharan Africa. Thus,
safe maternity remains a vital component of the'#.long-standing advocacy for decent
work. Moreover, Millennium Development Goal #5 seé¢d reduce maternal mortality
rate by three-quarters by the year 2015. Thisaitive has reinvigorated global and
continental interest in strengthening healthcastesys to reduce maternal mortality and
other health problems in Africa. Finally, the higrefile declarations at the recent G8
Summit in Heiligendamm, Germany and at the AbujaltheSummit of 2001 attest to the
priority of maternal health improvement.

To accomplish our research objectives, we rely Iposh the review of available
literature and analysis of data from a variety @irses, including the Demographic and
Health Surveys (DHS), and other data publisheddbgble national and international
organizations such as WHO, ILO, the World Bank, &nel UN. Since confounding
variables and data constraints make it imposshkstablish a direct causal link between
health insurance schemes and maternal health oas;amr goal is to approximate this
as closely as possible. We premise our analysiherassumption that better maternal
care, measured by outcomes such as the percentabeties attended by trained
professionals and use of prenatal care will reBoltn better access to care through
improved financing by way of social insurance sceemThe significant impacts of
location and transportation costs on health cacesscare given special attention in this
study, with conscious efforts to highlight ruraban disparities in maternity care, cost,
protection, and access.

This timely study of maternal protection under beahsurance schemes in Africa would
be of immense value to policy-makers, as they agwvehtional programs to improve the
healthcare, and, ultimately, the well-being of thefizenry. The study will also provide
useful insights into the extent to which the foulriéan countries, in particular, are
meeting their international health-related obligas/expectations, such as the Health
MDGs and ILO Convention 102.

2. Theoretical Framework

2.1. Determinants of Vulnerability to Maternal Mortality

A vulnerability theoretical framework is employedthis study. It posits that adverse life
circumstances such as disease and death througilicatons of childbirth do not affect
social groups uniformly. Rather, those who aretladde to protect themselves due to



lack of the necessary resources needed for protecuch as the poor, are most likely to
suffer such adverse events. The processes that soake rather than others more likely
to face maternal death define vulnerability. Inlitgachildbirth is probably the most
serious, complicated and life-threatening expepetiat most women will face in their
lifetime. In healthy women and in the right envinoent, however, childbirth should be a
normal, uncomplicated experience. Maternal deathsabstantially reduced when births
are attended by trained health professionals, ias@ptic environment, where maternal
and fetal complications are identified quickly, arahsferred to appropriate facilities in a
timely manner (Robinson and Wharrad, 2001). Consetlyy timely emergency
interventions for labor complications avert matédeaths. In developed countries where
women can count on skilled attendance and emergebsyetric care at delivery,
maternal death is rare. Women lacking access toganey obstetric care services may
experience obstructed labor, uterine rupture, sepsd death. Some survivors suffer
severe injuries and complications including fistulanfertility, chronic pelvic
inflammatory disease and nerve damage. Thus, isedeaccess to quality health care,
including antenatal care and skilled birth atterm@ameduces vulnerability to maternal
morbidity and mortality (UNFPA and University of Aldeen, 2004).

Costs of health care and travel, distance fromthdactilities, and difficulty of finding
transportation limit the use of maternal healthvieess, and delay health-seeking
behaviors. For example, antenatal care permits eftection and care for high risk
pregnancies, although many obstetric complicatiare neither predictable nor
preventable (UNFPA and University of Aberdeen, 20Q4ck of access to antenatal care
whether due to cost, geographic access, or healtlitypreduces the chances of
identifying and treating risky pregnancies and tmgrbirth complications and maternal
mortality. Remote rural residents are less likelyatcess antenatal care, more likely to
develop birth complications, and less likely toate@uality emergency care in a timely
manner. Similarly, where user fees are charged; women are more likely to be in the
same situation of increased vulnerability. Delaysdaching health facilities are almost
inevitable for pregnant women in rural areas ofiddr When complications occur, unless
transport is found to reach a facility providingsestial obstetric care promptly,
morbidity and loss of life are common outcomes. €aguently, the timing of medical
interventions in cases of obstetric emergenciedeissive in preventing maternal and
neonatal death and disability. Although patient eraent has not formed a central focus
of studies on birth outcomes, mobility and transpame important determinants of
vulnerability to maternal and neonatal disabilityprbidity and mortality (Molesworth,
2006; Cham, Sundby and Vangen, 2005).

The “three delays” model (Thaddeus and Maine, 1994) captures someaoents of

vulnerability to maternal mortality by proposingathpregnancy-related mortality is
overwhelmingly due to delays in: (1) deciding telsappropriate medical help for an
obstetric emergency; (2) reaching an appropriatetettic facility; and (3) receiving

adequate care when a facility is reached. Natigmdicies regarding user fees, the
geographic distribution of health facilities aneé tuality of care are critically influential.
Also travel costs and inadequate transport infuatire, combined with poverty and



distance from health facilities implicitly affedte decision to seek medical care, arrival
at a health facility, and finally receiving timedynd appropriate care.

The model however ignores how cultural factorsudoilg household, community, and
gender politics affect women’s autonomy and theicisions regarding reproduction,
health facility use, and birth outcomes. The hedathtus of a woman affects the
likelihood of pregnancy complications and her a&pito survive them, but health status
itself depends on a wide range of factors includmgerty. For example, anemia may
result from lack of money to buy nutritious food,limnited access to health services that
treat anemia. Access to health services dependghether adequate facilities exist (e.g.
adequate supplies and personnel, good quality i&),cphysical access (if people can
reach the available services) and economic acedsslier they can afford the services).
Maternal mortality is almost always higher among thoor and disadvantaged than
among the wealthy.

In summary, poor women in rural areas, lacking s€de quality and timely maternal
health care, are more vulnerable to dying from malecomplications than rich women
living in urban areas with more accessible headttilifies. Similarly, due to cost of
health care, women who lack health insurance areerikely to delay seeking care,
develop obstetric complications and die. Thusgmms that empower women to have a
positive delivery experience, such as national theimsurance schemes, are needed if
maternal mortality is to be reduced. Empowermeiitésantithesis of vulnerability.

2.2. Measuring Maternal Mortality

Although reducing maternal mortality is a Millenmwevelopment Goal (MDG), due to
measurement difficulties, reliable estimates ofanal mortality are rare. Indeed, under-
reporting and misclassification remain a problemestimates of maternal mortality
(WHO, UNICEF, and UNFPA, 2004).

The Tenth Revision of the International Classifmatof Diseases (ICD-10) defines a
maternal death as the death of a woman while pregrawithin 42 days of termination
of pregnancy, irrespective of the duration and sitehe pregnancy, from any cause
related to or aggravated by the pregnancy or itsagement but not from accidental or
incidental causes. Because modern life-sustainiragegolures and technologies can
prolong dying and delay death, which makes the a21unit somewhat arbitrary, ICD-
10 introducedate maternal deathwhich is defined as théeath of a woman from direct
or indirect obstetric causes more than 42 daysléss than one year after termination of
pregnancy

According to ICD-10, two groups of maternal deathay be identified:(a). Direct
obstetric deathsesulting from obstetric complications of the praghstate (pregnancy,
labor and the puerperium — approximately six weakesr birth), from interventions,
omissions, incorrect treatment, or other eventaltiag from any of the above; an¢b)
Indirect obstetric deathgesulting from previous existing disease or dise#sat



developed during pregnancy and which was not dugdireect obstetric causes, but was
aggravated by physiologic effects of pregnancy.irAitation of this definition is that
maternal deaths are not usually amenable to snehcfassification, as the precise cause
of death might be unknown. To permit the identtiima of maternal deaths in
circumstances where cause of death is unknown, 1CRlefinespregnancy-related
death as: the death of a woman while pregnant or within 4%-daf termination of
pregnancy, irrespective of the cause of death.

Practically then, maternal deaths can be identifiased on medical cause of deatiu
the timing of death relative to pregnancy. This haportant implications for the
approaches to measurement. Three distinct measuineaternal mortality are commonly
used:the maternal mortality ratio, the maternal mortglitate andthe lifetime risk of
maternal death Maternal mortality ratio (MMR), the most commoreasure, is the
number of maternal deaths during a given time pepier 100,000 live births during the
same time period. This is a measure of the riskle#th once a woman has become
pregnant. Maternal mortality rate is the numbematernal deaths in a given period per
100,000 women of reproductive age during the same period. This measures the
frequency with which women are exposed to deatbutin fertility. Lifetime risk of
maternal death considers both the probability abb@ng pregnant and the probability of
dying as a result of that pregnancy cumulated acaosroman’s reproductive years. In
theory, the lifetime risk is a cohort measure, ltus usually calculated with period
measures for practical reasons.

2.2.1. Differences between DHS and WHO/UNI CEF/UNFPA estimates of MMR

Maternal mortality is difficult to measure becauseequires information about deaths
among women of reproductive age, pregnancy statasrzear the time of death, and the
medical cause of death. All three components eamlifficult to measure accurately,
particularly in absence of a comprehensive vitgisteation system or accurate medical
certification of cause of death. Consequentlyeaibting estimates of maternal mortality
have varying degrees of uncertainty. When reliaiibd registration systems are lacking,
maternal mortality estimates are based on househwoiceys, usually using the direct or
indirect sisterhood methods, which are not only recse due to sample size
considerations, but are also based on a refereond# pome time in the past, at a
minimum six years prior to the survey. While a direritique of the different approaches
for measuring MMR is beyond the scope of this watkis important to state that
household surveys using direct estimation are esiperand complex to implement and
require large samples. Similarly, the direct ststped method, the approach used by the
Demographic and Health Surveys (DHS), requires elasgmple sizes, has wide
confidence intervals, and is unsuitable for momigrshort-term changes in maternal
mortality (Stanton, Abderrahim and Hill, 2000; WHAGINICEF, and UNFPA, 2004).



To surmount these limitations, WHO, UNICEF and UMHARave developed estimates of
maternal mortality primarily with the informationeeds of countries with no or
incomplete data on maternal mortality in mind, aaldo as a way of adjusting for
underreporting and misclassification in data faneotcountries (WHO, UNICEF, and
UNFPA, 2004). The approach adjusts existing coumtrfprmation to account for
problems of underreporting and misclassificatiod ases a simple statistical model to
generate estimates for countries without reliabldad MMR estimates from the
WHO/UNICEF/UNFPA are usually higher than the DHSalfle 1), because the latter
tends to underestimate overall maternal mortaftaiiton, Abderrahim and Hill, 2000).
Despite these efforts, robust measures of matemoghlity remain elusive. For example,
UNICEF, UNFPA and WHO warn against comparing tf2€i00 estimates with those for
1990 in order to draw conclusions about trends (WH®ICEF, and UNFPA, 2004).
Without a robust estimate for MMR measuring progresMDG 5 remains impractical
(Abouzahr and Wardlaw, 2001).

Table 1: Maternal Mortality Estimates by DHS and @MNICEF/UNFPA

Country DHS WHO/UNICEF/UNFPA
Year Estimateg Confidence Year Estimate Uncertainty Range
Interval
Ghana
1990 1990 740
1998 1995 590 234 - 1177
2003 214 2000 540 140 - 1000
Kenya
1990 1990 650
1995 590 1995 1300 1024 - 1650
2003 414 2000 1000 580 - 1400
Rwanda
1990 1990 1300
1995-1999 | 1071 1995 2300 977 - 4171
2000-2004 | 750 2000 1400 790 - 2000
Tanzania
1990 1990 770
1999 529 1995 1100 802 - 1316
1995-2004 | 578 466 — 690 2000 1500 910 - 2200

2.3.2 Skilled Birth Attendance and Other Measures

Another indicator for assessing progress in reduonaternal mortality is the percentage
of births with a skilled attendant. It avoids thelemargins of error and other limitations
associated with maternal mortality ratio and otimeasures. As a process indicator, it is
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sensitive and widely available through Demograpind Health Surveys; but a major
challenge in measuring and interpreting the indica determining who counts as a
skilled attendant. While efforts have been madstandardize the definitions of doctors,
nurses, midwives and auxiliary midwives used in Did&d other surveys, many
attendants who are described as “skilled” wouldophdy not meet the internationally
accepted criteria (WHO 2004). In addition, a fuocing health system has been
identified as another key for reducing maternal taly. Yet, the skilled attendant

indicator provides no information regarding whetldediveries occur in a safe, clean
environment where emergency obstetric care is Iseadailable. Moreover, the indicator
conceals disparities among regions, socioeconom] ethnic groups. Additional

research is required to identify gaps in calcutp@md interpreting the skilled attendant
indicator and develop more accurate mechanismissfareasurement.

The percent of women using antenatal facilities ala® been used as a measure for
assessing improvements in maternal deaths, but rédsearch evidence on the
effectiveness of antenatal care on reducing mdtéeelth is inconclusive. According to
WHO, to be effective, antenatal care must be sowgtity, continue throughout the
pregnancy, and must comprise at least four regukits. In poor rural areas, these
standards may be unattainable. McDonagh (1996)earghat there is insufficient
evidence to reach a firm decision about the effeatss ofintenatal care, yet there is
sufficient evidence to cast doudt the possible effect of antenatal care. Antercated is
critical for detecting risky pregnancies and obltagn help to prevent obstetric
complications. However, Carroli, Rooney and Vil{@001) suggest that some antenatal
interventions have proven effectiveness, others @amising, and some may be
ineffective. Consequently they advocate researahitientifies a package of proven and
effective antenatal procedures.

In light of the shortcomings of the different indiors for assessing MMR, multiple
indicators are needed to gauge progress more aeluréhere appears to be consensus
that skilled birth attendance and the preventich ta@atment of obstetric hemorrhage are
the critical ingredients for reducing and elimimatimaternal mortality (Costello et al.,
2007; Ronsmans and Graham, 2006; UNFPA 2004). Bpveng cost as an impediment
to quality obstetric care, National Health Insugschemes contribute towards the grand
goal of MDG 5 — reduced maternal mortality.

3. Maternal Mortality in Africa

The WHO estimates the number of maternal deatl20@® for the world was 529,000
with an MMR of 400 per 100,000 live births. By regj the MMR was highest in Africa

(830), followed by Asia (330), Oceania (240), Lafimerica and the Caribbean (190),
and the developed countries (20). The highest MRK000 or greater, are, in order of
magnitude, Sierra Leone (2,000), Afghanistan (1)9™Malawi (1,800), Angola (1,700),

Niger (1,600), the United Republic of Tanzania (D} Rwanda (1,400), Mali (1,200),
Central African Republic, Chad, Guinea-Bissau, S@mand Zimbabwe (1,100 each),
and Burkina Faso, Burundi, Kenya, Mauritania andz&tobique (1,000 each).
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Maternal mortality rates in Africa are excessivel atarming. Forty-seven percent of
global maternal mortality occurs in African couatri(Mohana, 2005), and according to
the World Health Organization (WHO), the MMR in Z0/as 1,100 for Sub-Saharan
Africa compared to less than 100 for the more dmed countries. In fact, no other
health indicator depicts the difference betweeneltgped and developing countries as
accurately as MMR (WHO Commission on Macroeconoraims Health, 2002). Within
the Africa region itself, significant geographicriadions in MMR exist. In 2000, the
estimated MMR per 100,000 live births were: 1,060 East Africa, 1,020 for West
Africa, 950 for Central Africa, 340 for Northern Wda and 260 for Southern Africa
(WHO, 2001). Among other factors, serious deficieadn the existing health services
have been blamed for the problem (WHO, 2001). kanwple, an estimated 85% of all
maternal deaths in Africa result directly from cdicgitions arising during pregnancy or
delivery (Abdoulaye, 2006), and are therefore pnéafale.

Lack of affordable, high-quality healthcare is gjondactor contributing to Africa’s high
maternal mortality. Until recently, the only methofdhealth care finance in most African
countries was the “cash-and-carry” system, whictesn by many observers to be highly
regressive, with detrimental consequences partigular the poor. Due to cost, many
pregnant women delay seeking healthcare until tbanditions deteriorate to the point
where treatments become too expensive or tooHateexample, the poor are more likely
to opt for home deliveries without skilled birtheatdants, which typically result in poor
birth outcomes. Because most Africans do not h&aeess to insurance coverage at the
time of illness (Preker, 2004), they face heavyafytocket payments and a high risk of
household impoverishment through catastrophic @GostO 2001).

4. Health Insurancein Africa

Besides the purchase of auto insurance (which msergdy mandatory and actively
enforced), formalized insurance—be it for propertgsidential, life, disability, or
funeral—is quite uncommon in Africa. As well, forimaealth insurance is only now
appearing in many African countries. Traditionalyricans relied on informal, kinship
and other communal networks and associations fauahgupport and solidarity during
illness, bereavement, and other contingencies. |&iyi the variety of arrangements
among the incipient health insurance programs acfdsca is complex. For analytical
purposes, we group the health insurance schemes twd broad categoriesoluntary
andmandatory Typically, mandatory insurance covers formal seeimployees such as
the case in the Kenya Hospital Insurance Fundybluintary membership is by choice.
Mandatory and voluntary health insurance prograrag be commercial or not-for profit.
While commercial schemes are usually expensiverakerated, non-profit schemes are
based on ability to pay, and have a relativelyrigsd package of benefits due to their
more limited resource base (Nitayarumphong and sMill998). Commercial health
insurance schemes are less popular across Afritepe due to the difficult economic
circumstances of most people.
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Social Health Insurance, which normally combinestdess of both the voluntary and
mandatory schemes, is gaining currency across &friCypically, it begins as a
mandatory earnings-based risk-pooling mechanisnfdional sector workers, managed
by a government agency or other autonomous bodgh{Bann, 1994). Subsequently,
such schemes are extended to cover non-formalrsgottiers such as farmers and self-
employed people, but such extension invariably iregqueffective means of premium
collection, since it is more complex and diffictdt capture members of the informal
sector. Perhaps the most striking feature of Sddedlth Insurance programs is their
emphasis on social solidarity, entailing an explarbss-subsidization of lower income
members by the relatively well-to-do, and of tHeby the healthy (Hasio, 1996)—an
arrangement that fits well with the endemic comntisnaof Africa’s traditional culture.
By allowing enrollees to contribute on the basighdir ability to pay and by pooling
low- and high-risk people together, this systemingurance usually eschews adverse
selection. Social Health Insurance schemes are omiymcalled National Health
Insurance Schemes (NHIS) when they seek to assatimnal coverage, as in the case of
Ghana.

Other forms of social health insurance programs ecamder the general rubric of
Community-Based Health Insurance (CBHI). Like otbecial health insurance schemes,
CBHlI is couched in social solidarity and risk-shar{Atim, 1998). But, unlike the NHIS,
CBHlis tend to focus more on those who work in tifermal economy, and limit their
coverage to a particular community, or geographegian. Typically, CBHIs are
community-owned and managed by autonomous, ngbtafit, community health
organizations. A fairly similar, and a relativelyore recent, brand of insurance is the
Mutual Health Insurance (MHI) organization, oftestablished (either solely or partly)
by an external organization, such as a hospitalp@or organization, an NGO, or a
church, to assist a group of people having diffieslin accessing health care. Like the
Community-based schemes the MHI organizations tendocus on people in the
informal sector, and while most are managed by reartmus community solidarity
groups and NGOs, some may be managed by the cegav&rnment organization
together with local officials (Sabi, 2005). Sineeost Mutual Health Insurance
organizations are community-based, or emerged fapitler community-based programs,
the two terms ‘Community-based Health Insurancet @4utual Health Insurance” are
often used interchangeably (Diop and Butera, 2@@&midt, Mayindo and Kalk, 2006).

4. 1. The Evolution of Health I nsurance Schemesin Africa

The dominant politico-economic ideology of mostiéén governments in the immediate
post-independence era was socialism, with highgo$@rotectionism and government
involvement in key sectors of the emerging econemiexamples include Nkrumah’s
Ghana, Nyerere’s Tanzania and Kenya under Jomo d&nyHealthcare in such
countries was ‘free’ and publicly-funded, with wvally no out-of-pocket payment.
Amidst rapid population growth and economic deglittes system quickly became
unsustainable (Criel, 1998). In the 1970s, durimg ©OPEC oil crisis, when the global
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economy almost ground halt, most African governmewntre compelled to reduce their
budget allocations to social services, includingltie

In the 1980s, most African countries were teetetavgards socioeconomic collapse, as a
result of a volatile mixture of internal and ext&rnfactors, including economic
mismanagement, corruption, political instabilitthrac conflicts, drought, unfair terms of
trade, and high oil prices, among many others (idaragyemang, 2001). Consequently,
many African countries sought financial assistamtéhe form of loans and grants, from
international financial institutions such as the \foBank and the IMF. As a major
funding conditionality, African governments were nguelled to switch from their
socialist-based development policies toward operketareforms under the Structural
Adjustment Programs (SAP) imposed by the World Bami IMF (Mensah, 2006).

A major component of SAP was the removal of govemninsubsidies and imposition of
some form of user-fees for healthcare by the e&f90s. Suddenly, out-of-pocket
payment for health care services, which used tdhleeexception in the early post-
independence years in Africa, became the rule (anwbrtelest al 1997).

Despite the shift towards free-enterprise under S$AKrican economies continued to
perform poorly in the 1990s, and poverty, malniginf high infant and maternal
mortality persisted widely across the continentiti€€sm of World Bank-IMF policies,
particularly SAPs proliferated, not only from Afaic intellectuals, policy makers, and
social resistance movements, but, indeed, fromaensous individuals and groups all
over the world. UNICEF called faadjustment with a human fgcthe ILO advocated
decent work arrangements under SAPs. SimilarlylJiNe G8, the African Union, WHO,
and many other international organizations intéediftheir advocacy for increased
funding for healthcare systems in Africa, in geheemd the reduction of maternal
mortality in particular. It is against the backdropthese continental and international
calls that health insurance, especially the sdwiahd, is gaining currency in Africa. As
we shall soon see in the specific cases of Ghaeay#& Tanzania, and Rwanda, African
countries are now moving towards comprehensivejakdwalth insurance regimes,
which combine private and public-funding arrangetsem creative, socially- and
culturally-sensitive ways.
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5. The Case of Tanzania
5.1. The Health Care System and its Financing

As recently as the early 1990s, health serviceBaimzania were provided primarily by
the State. With itsArusha Declarationof 1967, the government, among many other
patently socialist initiatives, sought to make abservices, in general and education and
health services, in particular, more equitable ddr Tanzanians regardless of gender,
geographic location, and socioeconomic status (@fcg 1997; Kharet al, 2005). To
redress the usual urban bias in health care service government developed a broad-
based, grassroots-controlled network of health ezentand dispensaries in rural
communities across the country. It is estimated Hyal992, 55% of the total hospital
beds, 98% of health center beds, and 78% of apedisaries in the country were
government-run. The remainder was run by faith-thagganizations, NGOs, and other
private agencies and individuals. Even more impvessearly 70% of the Tanzanian
population lived within 5 km of a health facilityld992, and 90% lived within a 10-km
radius of such facilities (Humba, 2005).

The economic crisis of the 1980s made it diffidolt the government of Tanzania, to
maintain its commitment to ‘free’ health care, aslortages of medical personnel,
supplies, equipment, and drugs became prevalesithénation’s financial resources and
even donor assistance dwindled through the 198@s,government was forced to
abandon its economic controls and promote the eqarticipation of the private sector
in the national economy. In 1986, under the newddeship of President Mwinyi,
Tanzania adopted the IMF- and World Bank-sponsateactural adjustment package,
locally dubbed the Economic Reform (ERP [). Tamaanadjustment package required
trade liberalization, privatization, and graduamowal of government subsidies on
various social services, including health.

Despite these economic shifts, the private secas mot allowed to operate in the health
sector until the early 1999sfollowing the introduction of the Tanzanian Heafector
Reform (HSR) program in 1993. With the HSR, Tanaasbught to improve the
provision of health care, which had by then detated to the point of virtual collapse.
Among other initiatives, the HSR introduced usessfén the health sector; instituted a
national Drug Revolving Fund to assist ordinary Zamans to purchase drugs at a
reduced price; established Community Health Futdbeadistrict and local levels; and
empowered local councils and communities to supertiealth care providers in their
localities with the formation of District Health Magement Committees in hospitals,
health centers, and dispensaries.
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5.2. Health Insurance Schemesin Tanzania
5.2.1. The National Health Insurance

The Health Sector Reforms culminated in the creatibthe Tanzanian National Health
Insurance Fund (NHIF) in 1998 (Humba, 2005). Esshleld by an Act of Parliament
(Act No. 8 of 1998), and administered by an automesnBoard of Directors, the NHIF
aims to create a reliable, affordable, quality aeeadily accessible system of health care
for formal sector employees in Tanzania, with tlopé of extending it to other groups
and individuals over time. Like most social progsanthe NHIF is based on a
progressive, income-tested premium system. Theewurpremium is set at 6% of
employees’ salary to be paid equally (at 3% eacgh}he employees and employers
(Kamuzora and Gilson, 2007).

NHIF membership covers the principal member or eyg®, his or her spouse(s), and
four children or legal dependents. In a situatiomere both parents are in the public
service, each has the right to register up to éuldren or dependents. As of 2005, there
were some 1.1 million beneficiaries of the NHIFarg a quarter of which (248,343)
were principal members. With an estimated natipogulation of 36.7 million (in 2005),
a mere 3% of Tanzanians are evidently covered ®&yNiHIF. At the onset of operations
in July 2001, NHIF covered only central governmeniployees, but was expanded to
include all public servants in the country the daling year; the plan is to cover all
formal sector employees ultimately. The MinisteHgfalth, to whom the NHIF Board of
Director reports, has been empowered to deternmgether categories of workers to be
included in the Scheme (Quijada and Comfort, 2002).

In benefits, the Scheme covers registration or wlting fees; basic diagnostic tests;
outpatient services, including payments for exatmomaand prescription drugs; and in-
patient services, which include accommodation, cedin, examination, medical
investigations and surgeries, ranging from minomi@jor specialized surgeries. NHIF
uses a National Essential Drug List (NEDLIT) as thesis for clients’ drug benefits.
Publicly funded health programs relating to chifdsevaccination and major epidemics
are exempted from the NHIF; so also are sociabapjproved health procedures such as
sex change or cosmetic surgery. As of January 28f5e 3,705 (or 86 percent) of the
existing 4,284 public and private health facilitiasross Tanzania were accredited to
work for the NHIF (Humba, 2005; Tanzania NHIF, 2p05

5.2.2. Community Health Fund and other Health Insurance Schemes

Other community, occupational, and private healtisurance schemes operate in
Tanzania in addition to the NHIF. Following the #9®lealth Sector Reform, the
government introduced the Community Health Fund ECHh 1995, targeting the
nation’s rural population, the bulk of which is ligible for the NHIF. The CHF was first
piloted in the Igunga District in 1996, and subsaygly expanded to 9 other districts in
1999. In 2001, the Community Health Fund Act wasspd, making the CHF an integral
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part of the government’s national health plan &t ldcal level. By 2002, a total of 23
districts across the nation had CHF (Quijada ananféd, 2002; Chee, Smith and
Kapinga, 2002). The number of district under CHEreased to 48 by 2005—even
though the target was to cover all 127 district3afizania by 2003 (Humba, 2005, 4).

CHF members pay a fixed annual fee per househad. ihcome households which are
not able to pay the fees are, in principle, ertitle an exemption, and all those who are
capable, but refuse to join this prepayment schamesubject to a parallel user fee
regime upon visiting public health facilities. TR#Fs are managed by Council Health
Services Boards (CHSB) whose members are drawn tinentocal government and the
community. The CHSBs work with Council Health Masagnt Teams (CHMT) to
ensure quality of care. At the local level, Wardalle Committees (WHCs) mobilize
members of the community to join the schemes, geaatnptions to the very poor, and
develop community health plans for submission te thstricts, where the CHF
membership contributions are pooled together. Adsent the government provides
matching funds for the CHF at the district leveleWhust note that the CHFs are
implemented differently by different districts. Forstance, while the CHFs in most
districts cover primary care services at healthtersnand dispensaries, the CHF in the
district of Songea provides three gradations ofefitsy with members paying for
different levels of health care, including outpati@nd inpatient treatment at mission
hospitals (Quijada and Comfort, 2002).

The benefit package for the Tanzanian CHF is prédiantly primary care, with some
hospital benefits (Bennett, 2004). In principlee t&HF embraces the services of
government, private non-profit, and private forffirdhealth care providers, but in
practice no, or only a few, members of the lattategory actually participate in the
scheme. Shaw (2002) and Kamuzora and Gilson (2007 of the problems of low
enrolment in the Tanzanian CHF. Indeed, a mere b@%he target population was
enrolled by 2002—woefully short of the 70% envisatpy the government by that time
(Shaw, 2002). Following a comprehensive evaluatidamuzora and Gilson (2007)
attributed the low enrolment in the Tanzanian CH¥F miany factors, including a
widespread inability to pay membership contribusiothe poor quality of available
services, a failure among communities to see thenale for protecting against the risk
of illness, and a lack of trust in CHF managergdttedly, the acuteness of these factors
varied with the respondents’ socioeconomic statitk, the poor complaining most about
their inability to pay their membership contriburtso

Besides the CHFs, there are various occupationdbasd associational Mutual Health
Insurance schemes in the nation’s informal sedtablg 2). Notable among these are the
Umoja wa Matibabu sekta isiyo Rasmi Dar es Sal@8adMASIDA) and theVikundi vya
Biashara Ndogondogd@VIBINDO)—or the Association of Petty Traders wittealth
Insurance. Also, a few private for-profit healthsumance agencies, such as Medical
Express (MEDEX) and Against All Risk (AAR), are optng in Tanzania (Humba,
2005, 4).
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Table 2: Health Insurance Schemes in Tanzania

Sector Existing Programs
PUBLIC
National * National Health Insurance Fund established by [Act
No. 8/1999

» National Social Security Fund (medical care)
Established by Act No 28/1998.

e« Community health insurance programs run in|48

Community districts, under Act No. 1/2001

o + UMASIDAY, VIBINDO? and health insurande
Micro-insurance schemes run by churches, informal sector groups,
cooperatives, etc, all of which operate under |the
Societies Act.

Occupational Schemes ¢ Schemes organized by some employers.

PRIVATE « National Insurance Corporations; MEDEX (T) f:id
AAR Health Insurance and Strategic Insurance—all
these are registered under the Insurance Commigsion
as brokers.

Notes:
1. UMASIDA = Umujo wa Matibabu sekta Isiyo Rasmi Dar es Salgammutual health insurance
scheme in the informal sector).
2. VIBINDO = Vikundi vya Biashara Ndogondogassociation of petty traders with health
schemes).
3. MEDEX = Medical Express (a Tanzanian-incorpaitgigvate health insurance company.
4. AAR —Against all risks: a private insurance ca@myp, incorporated in Tanzania.

Soufce: Humba (2005, p. 4).

5.3. Maternal Health Care: Cost, Finance, and | nsurance Protections

According to Tanzania Demographic and Health SufiyHS) 2004-05, 94% of the
women who gave birth within 5 years of the survegeived antenatal care from a trained
health professional at least once. Median montlirgitantenatal visit was 5.4 months.
Only 47% of women gave birth at a health faciljst the same as in 1999. Only 46% of
births were attended by a trained professional 084205, an increase over the 36%
reported in 1999 (Quajada and Comfort, 2002). Aldoereas 81% of the births in urban
areas were attended by trained professionals,dtresponding figure for rural areas was
40%. An estimated 83% of those who delivered oatsichealth facility did not receive
postnatal care (Quajada and Comfort, 2002).

Financial barriers do not seem to be a factor oessing antenatal care in Tanzania, as it
is generally provided free of charge to the vagonitsgt of women. Even the cost of drugs
and transportation associated with antenatal caeens to be minimal, hence the high
utilization of antenatal care in Tanzania. For anse, the 1996 Tanzanian Human
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Resources Development Survey noted that about 958omen who had given birth in
the year preceding the survey had used antenatgl tbee vast majority (92%) accessed
antenatal services free of charge. No significardlrurban differences were recorded for
the proportion of women who had antenatal carevamten who did not have to pay for
this care. The fact is antenatal services provibdgdgovernment and mission health
facilities are usually free of charge, and thesdifees happen to be the main providers of
antenatal services in the country, as can be seenTable 3 below.

Table 3: Cost of Antenatal Care Services, by Tyiperovider

Type
of Cost (in Tanzanian Shillings)
Provider
Free 1-499 500-999 1,000-9,999 10,000-40,000
Government| 95% 4% 0% 1% 0%
(n=576) (n=21) (n=3) (n=8) (n=1)
Mission 71% 22% 3% 4% 0%
(n=41) (n=16) (n=2) (n=5) (n=0)
Private 57% 5% 9% 16% 13%
(n=14) (n=4) (n=5) (n=9) (n=7)
Employer- | 100% 0% 0% 0% 0%
Owed (n=5) (n=0) (n=0) (n=0) (n=0)

'The exchange rate of the Shilling to the US$ vafiech Tsh763 to Tsh 800 per US$1.00 in 1996 when
the Tanzanian Human Resource Development Survay, fvhich this table is derived, was conducted.

Source Quijada and Comfort (2002, 8)

5.3.1 Cost of Delivery

Available records show that the majority of womehowgave birth in health facilities
received delivery services, drugs, supplies, aadsportation free of charge. Still the
percentage of women who incurred delivery-relatgqoeases is significantly higher than
those who incurred antenatal expenses, accordiegtimates by Quijada and Comfort,
(2002, 19). Also, cost of delivery varied with deliy type — whether vaginal or
caesarian section (Tables 4 and 5).

Table 4: Payments for Delivery Services

Type of Cost (in shillings)
delivery
Free 1-499 500-999 1,000-4,999 5,000-40,000
Vaginal | 84% 5% 3% 7% 1%
Caesarian 77% 9% 2% 8% 4%

Source: Quijada and Comfort (2002, 9)
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Table 5: Payment for Delivery-related drugs andic@dupplies

Type of Cost (in shillings)
delivery
Free 1-499 500-999 1,000-4,999 5,000-40,000
Vaginal 76% 8% 8% 8% 0%
n=278 n=22 n=23 n=36 n=1
Caesarian 53% 20% 7% 10% 10%
n=22 n=3 n=2 n=6 n=5

Source: Quijada and Comfort (2002, 10)

Most women had no delivery-related transportatiossts, especially when they

underwent vaginal deliveries; this was even morésdhose in rural areas, where up to
85% vaginal deliveries had free transportation camag to 61% in urban areas (Quijada
and Comfort (2002, 10). Only few women are reimbdrior any antenatal and delivery
costs out of health insurance or through their eygy, and even fewer women in rural,
as against urban, areas generally have this costeey opportunity. The rural-urban

ratio for reimbursement stood at 0.4:3 (Quijada @odhfort, 2002).

5.3.2. IsMaternal Carein Tanzania Free or Not Free? That isthe Question

In 1993 when the government of Tanzania introdusst-fees for health care, a national
waiver/exception policy was developed for specedlth services (e.g. family planning)
and specific groups, including the poor, childremder five, patients with epidemic
diseases, and, more importantly, for pregnant workiiéhile the number of outpatient
visits to public hospitals declined by as much 3& %3 year after the introduction of user-
fees, the utilization of private health servicesmiamed almost constant during the same
period (Hussein and Mujinja, 1997). Also, Kwast afidkery (1998) found a drop in the
number of births attended by a skilled professi@uaing this same period. A study of 30
Tanzanian districts by the Muhimbili University Gage of Health Science (1999), noted
that high financial cost—in the purchase of drugedical supplies, and charges for
delivery complications—was the main reason for wongiving birth at home. The
guestion that persists is whether maternal cafieamezania is free or not. Put differently,
are pregnant women actually and truly includedhie hational waiver and exception
policy for health care?

A closer look at the available data suggests thamh ¢hough maternal care is supposed to
be officially free, women often have to purchasetematy-related drugs and other
medical supplies, and sometimes even have to payefalth procedures associated with
complicated deliveries (Muhimbili University Collegf Health Science, 1999). Indeed,
the interpretation of ‘free’ varies among healthilides and health providers. While the
official, legal language put ‘free’ antenatal coltstion as a right of every woman in
Tanzania, many health providers interpret this iway to strictly associate the term
‘free’ solely with ‘consultation,” and consequenfigd any maternity care-related drugs
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and medical supplies legally chargeable. The kesstjon is whether mothers can afford
their maternal health care costs. This is exacthatwKowalewski, Mujinja, and Jahn
(2002) set out to answer in the context of Southz&aia.

Using data from 107 women attending governmentthdatilities in the Mtwara urban
and rural districts in South Tanzania, and insigidm 21 key informants and some field
observations, Kowalewski, Mujinja, and Jahn (200@%ed the following intriguing facts
about the cost and affordability of maternal caréhe study area:

» Users of maternal services pay for admission, drsiggplies and travel costs.

» Travel cost usually takes up about one-half oftladl financial costs associated
with maternal care.

» Average total cost varies from a low of US$11.60dontenatal consultation to as
high as US$135.40 for caesarean section at theéthbsp

» Time costs or opportunity costs—which include thetof foregone wages by the
care seekers and time spent in travel, waiting, tesmtment, as well as the time
invested by the caretaker or accompanying persoa-alarost always higher than
financial costs, which include all direct expensasealth care by the household,
such as expenditure on transport, drugs, admidgies and cost of food and
living at the treatment site for both the patiemd @aretaker.

* The opportunity costs of waiting times and hosagdion are particularly hard on
peasant farmers and mothers with many children.

* High direct payments and the fear of unofficial tsogre acute barriers to
accessing maternity service; we must note thaetheshors excluded unofficial
costs (of drugs and treatment which are often higien the official payments)
from their calculations, given their irregular cheter.

* Mothers can rarely afford the costs of maternalises; many women found the
direct costs of their maternal service to be wayobd what their nuclear family
could afford, and had to routinely borrow moneynake up the difference
(Kowalewski, Mujinja, and Jahn, 2002).

In yet another study on the affordability of masdroare among Tanzanian women, Prata
et al, (2004) examined what it will take to meet WH@rstards on maternal care, as set
up in the Mother-Baby Package (MBPYVith data on some 757 women of reproductive
age derived from the 1993 Living Standard MeasurgrBervey (LSMS), they estimated
the spending on maternal care by women of diffessmmio-economic background. In
addition, they examined the effect of prices paidrhaternal care on the likelihood of
using antenatal care and safe delivery servicegyabng for relevant socio-economic
and demographic factors, under a logistic regresamalysis. Their findings included the
following:

* Tanzanian households were spending between 3 armaf 8%ir total expenditure
on maternal health care (in 1993).

» Poverty and lack of education generally cause wotoeanderutilize maternal
health services.
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* If the WHO mother-baby package were to be impleedninder a 100% cost
recovery regime, most Tanzanian households wowe Iha allocate more than
half of their annual consumption on maternal heedtte alone.

» Poor socio-economic groups would experience thatgse increase in the use of
maternal care if the MBP were subsidized. Consefyyethe authors argued for
financing arrangements that entail subsidies aosisesubsidization to the benefit
of the poor, in particular (Pra# al.,2004)

Evidently, Tanzanian women still pay for maternale; even though it is officially ‘free’
in the country. Moreover, the cost involved in nna& services is prohibitive enough to
prevent some women from seeking these servicegetdhter. Thus, one has to read the
‘official’ literature on maternal care in Tanzam#h some dose of skepticism, especially
as it pertains to who pays for what.

6. The Case of Rwanda
6.1. The Rwandan Health Care System and its Financing

Rwanda had a virtually ‘free’ government-provideshlth care system immediately after
independence. However, since the economic cridiseoéarly 1980s, free health care has
become difficult to sustain, and various prepaynsgstems have become common. With
insights from the 38 Session of the African Regional Committee of WH@Jd in
Lusaka in 1985, and tH@amako Initiativeof 1987, the Rwandan government adopted a
health care strategy that placed more emphasiseoanttalized management, district-
level care, and community-based healthcare fingndim fact, some 68% of all health
centers were involved in a community-based healtk inancing of one sort or another,
by the time the war started in 1994 (Republic ofaRda, Ministry of Health [MoH],
2003). However, these developments were compldistypted during the civil war and
genocide of 1994.

In 1995, the government issued a new policy to gufte reconstruction of the health
system. Among other things, the Bamako Initiativeaswre-launched with the
establishment of health committees in various heedinters and district health offices
that included community members. Also, in 1995etwork of health promoters were set
up throughout the country (Republic of Rwanda, M@B03), and a year later, a user-fee
scheme was introduced in some areas of healthcesrio help recover some of the cost
of health care in the country (Save the ChildreK, ®007, 3). Since April 2000, the
various health committees have included health pters elected by the population to
ensure a better representation of community cosag&tapublic of Rwanda, MoH, 2003).

Healthcare services in Rwanda are provided thrdiogin main entities — the public
sector, government-assisted health facilities (G&kiFprivate health facilities, and
traditional healers. Rwanda has a three-tier, hthreal public healthcare structure,
starting from a broad base of peripheral or distrealth facilities (which include district
hospital and primary level health centers and dispees), through the intermediate or
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the provincial health offices, to the central otio@al reference hospitals at the peak
(Republic of Rwanda, MoH, 2005 and 2004). The @nkevel is responsible for
developing health policy and the overall strategid technical framework of the health
sector. It is also responsible for monitoring, edibn, and quality assurance in the
provision of health care, and manages the natiogferral facilities—i.e., the Butare
Teaching Hospital and the teaching hospital in Kigéhe intermediate level of care is
made up of 11 provincial health offices, managedhayDepartment of Health, Gender,
and Social Affairs. The intermediate level doesprotvide health services, but deals with
management and policy issues. With the increadingpwards decentralization in health
care, the facilities at the peripheral or distlatel are now empowered to plan, manage,
coordinate, and evaluate the activities of distnaspitals and health centers. The district
management teams are made up of health professialiedctors of nursing schools, and
representatives of various community groups. By émel of 2001, there were 33
functioning district hospitals across the countRefgublic of Rwanda, MoH, 2005).
Below the district hospitals are numerous healthters, health posts and dispensaries
serving the small rural communities. The systemredérral naturally runs bottom-up,
with the Teaching Hospitals at the national lewdlibiting the highest level of medical
and health care sophistication. Fully-integrated the public health system are
Government-Assisted Health Facilities (GAHFs) ruy BIGOs and faith-based
organizations. In 2001, some 40% of primary andosdary health facilities were
GAHFs. In addition to these are the health car@ices provided by private health
facilities, which now number over four hundred withore than half located in and
around the capital city of Kigali (Republic of Rwda) MoH, 2003.

Medical pluralism is the norm in Rwanda. The siok jaist as likely to consult traditional
medical practitioners as they are to see modertihheare providers, depending on the
type of illness. Recognizing the importance of itradal medicine (TM) in the health
care system, the Ministry of Health and the Ingitwf Scientific Research and
Technology have embarked on a program to orgamzktain TM practitioners. In
particular, efforts are underway to enhance thditguaf home deliveries assisted by
traditional birth attendants (TBAS), with pilot iméng programs in various districts. By
the end of 2001, some 1800 TBAs had been trainddruhese pilot programs (Republic
of Rwanda, MoH, 2005 and 2003).

Data from the Rwanda National Health Accounts f@02 show that total health

expenditure (THE) decreased substantially from R385 billion in 1998 to RWF 30.6

billion in 2000, before increasing to RWF 33.3ibifl in 2002. The nation’s total health
expenditure, as a percentage of GDP, decreased5rbta in 1998 to 4% in 2000 and
remained at the same level in 2002 (Table 6). \Althncrease in the national population
of more than 400,000 in absolute terms between 20002002, the per capita health
expenditure has declined. In the immediate yeatlowog the civil war, donor

contribution to the nation’s health care systenmréased substantially. However, since
2000, there has been a decline in donor suppomR¥andan reconstruction in general,
and the health sector in particular. Consequebityh the government and the private
sector have been compelled to contribute morenanfie the health sector (Table 6).
Although the Rwandan government has increased healpenditure as a percent of
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government spending from 4.7% in 2000 to 6.1% b@220t still falls far short of the
15% of total government expenditure target set bycAn governments under tiAdouja
Declaratiorr.

Table 6: Rwanda National Health Account: Summar$tatistics, 1998, 2000, and 2002

Indicator 1998 2000 2002
Total Populatioh 7,883,000 7,691,783 8,128,553
Total Health Expenditure (THE) per capita RWF 4,500LRWF 3,985 | RWF 4,096
(US$14.20) | (US$10.14) | (US$8.62)
THE as % of nominal GDP 5% 4% 4%
Financing sources as % of THE
Public (including public firms) 9.9% 18% 24.7%
Private 39.6% 30% 41.8%
Donor 50.5% 52% 33.4%
Household Spending on Health
Household spending as % of THE 33% 26% 31%
Out-ofpocket (OOP) spending as % of TH 32.5% 25% 25%
OOP spending per capita RWF 1,464 | RWF 987 RWF 1,011
(US$4.26) (US$2.51) (US$ 2.13)
Provider as a % of THE
Public facilities 66% 69% 55.6%
Gov't-assisted not-for-profit facilities 10% 7% 24.8%
Private facilities 24% 19%’ 19.6%
Exchange rate US$ 1 = RWF 317 393 475

Notes:
Al RWF amounts for 1998 and 2000 are in consta®®22 RWF to facilitate comparison. The
Consumer Price Index (CPI) was used for the comei(89.3 for 1998 ad 93.1 for 2000).
*The 1998 population figure is based on the 1993w=nthe 2000 and 2002 figures are based on the
2002 census. Due to the genocide and subsequettiatipn, is virtually impossible to determine the
precise population trends for the 1990s.
Does not add up to 100% because other represents 5%

Source Republic of Rwanda, Ministry of Health, 2005. Rwla National Health
Accounts, 2002.

6.2. Health Insurancein Rwanda
6.2.1. Community-Based Mutual Health I nsurance Schemes

In 1999, the government of Rwanda, in collaboratath local communities, and with
technical assistance from Partnerships for Heakfoffhs (PHR)—a USAID-funded
project—created 54 micro-health insurance schemethree rural districts, including
Kabgayi, Byumba, and Kabutare (Diop and Butera,52@epublic of Rwanda, 2004).
Organized and managed on the basis of partneb&tipeen the various communities
and health providers, these Mutual Health Insuraectemes are actually recent versions
of older community-based health insurance schenmgh as theassociation
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Muvandimwe de Kibung§l1966) and theAssociation Umubano mubantu de Butare
(1975). No wonder some authors (e.g., Schmidt, Miyiand Kalt, 2006; Diop and
Butera, 2005), still refer to them as Community-BhsHealth Insurance (CBHI)
schemes, while others (including us) use the twagenterchangeably.

Community-based Mutual Health Insurance (MHI) oigations (locallymutuelle$ have
tripled from 76 in 2001 to 226 by November 26(Republic of Rwanda, 2004, 4). While
estimates vary, at least 2 million out of Rwandatl population of 7.7 million then,
were covered by MHI schemes in 2004 (Republic oaRda, Ministry of Health, 2004).
Schmidt, Mayindo, and Kalt (2006) even put the @fteoverage at 43% of the nation’s
total population of 8 million, with one in everyntanembers being insured for free on
grounds of indigende

Membership to the MHI organizations is voluntargually through a contract between
the scheme and members. The amount of annual lootdn varies slightly from
organization to organization, with individuals payibetween US1.20 and US$2.0 per
annum, and households paying between US$7.90 afd0J® depending on the scheme
(Republic of Rwanda, Ministry of Health, 2004). Tyearly premiums are calculated on
the basis of variables such as people’s abilitpay, the health center’'s recurrent costs,
utilization rates, existing user fees, the targgiyation, and the desired benefit package
(Musangoet al, 2006; Schmidt, Mayindo and Kalt, 2006; and Dayu Butera, 2005).
Each member is entitled to sign up to seven mempersamily per annum. The MHI
organizations pay a monthly capitation amount tdnes health centers, based on the
number of enrollees. According to Musangfoal, (2006, 98) members are required to
pay between US$0.30 and US$0.60, as co-paymengpigrde of illness. Schneider and
Hanson (2006) report that the insured patient pbyeut RWF497 (US$1.27) but the
uninsured pays about RWF1987 (US$5.09) per episbill@ess.

While the benefit packages vary slightly across Mtel organizations, they generally
include all services and drugs provided at thetheznter, or what is officially called the
Minimum Package of Activities (MPAS) in the Rwanidealth Accounts. The MPAs are
care provided at health centers and include prenata, postnatal care for mother and
child, simple childbirth, vaccination, family plaimg, nutritional services, and curative
consultations. Other MPAs are nursing care, holgmat#on, essential and generic drugs,
laboratory analysis, minor surgical operations, Itheanformation, education and
communication, and transportation of patient to thstrict hospital (Republic of
Rwanda, Ministry of Health, 2004 and 2005; Musargal, 2006). In addition, a small
number of Complementary Package of Activities (CHAse covered by many MHI
organizations. The common CPAs covered are cotisugawith doctors, pediatric care,
difficult deliveries including caesareans, and asgwmdation at the district hospital
(Musangcet al., 2006, 98).

A number of NGOs, faith-based organizations, arehesome local communities provide
grants and subsidies to enable the poor to join Nf# organizations in Rwanda
(Republic of Rwanda, MoH, 2004, 8). Besides the momity-based Mutual Health
Insurance organizations, other types of healthrarsze operate in Rwanda, of which the
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Rwandaise Health Care Insurandés (Rwandaise d’assurance maladiRAMA]), the
Fonds d’appui aux rescap du gnocide(Genocide Survivors’ Support Fund [FARG]),
the Gacacaprogram, and the Army Mutual Association are wpulhnote.

6.2.2. RAMA and other Public Health | nsurance Schemes

Set up in 2001 by the government, RAMA is an inaelemt association which provides
compulsory health insurance for workers in the falrreector, and now allows the
enrollment of members of the private sector, onolunary basis. The premium for
RAMA is set at 15% of the employee’s basic salangh the employee paying half (i.e.,
7.5%) and the employer also paying the other Maémbers have to wait for at least
three months, following their premium payments bef@accessing benefits, which
include all medical benefits provided in the na®omublic and approved health
establishments, with the notable exception of ambwriral drugs (ARVS), prescription
eye glasses, and prostheses. Eighty five perceRAMA members’ health coverage
comes under a third party payment system, withréhgaining 15% paid by the member
in the form of a co-payment upon accessing benéfitsording to Musanget al, (2006,
96), RAMA had some 49,283 contributors and 106,HdEpendents—thus a total
membership of 155,394.

The Gacaca Insurance scheme is a State-organized health aimeer program for
members of the public that are involved in traditibconflict resolution tribunals, known
locally asgacaca Set up to arbitrate and resolve genocide allegatimembership to the
gacacais by election and those elected work, not as gawkernment employees, but as
highly esteemed members of the community in an teogaapacity to resolve conflicts.
These tribunal members are commonly caitséingamugayoor ‘people with integrity.’
The Gacaca health insurance, which covers 100% of the minimamd some
complementary medical cost ghcacamembers, is the government’s way of showing
appreciation for the services of these tribunal ilers1 An estimated 18,350 persons
with 95,420 dependents are covered under the Gdomscaance, a total of 113,770
beneficiaries (Musanget al, 2006, 97).

Rwanda’s military and their dependents are covénedhe Army Mutual Association,
which now has some 100,000 beneficiaries. The ltep@tkage and the premiums paid
by members are similar to those of the RAMA schefte Rwandan prison system also
runs a free health care service for inmates wi¢hState footing the entire bill. Table 7
shows the number of beneficiaries in the variowdthensurance programs in Rwanda.
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Sector Scheme Number As percentage (%) of total
of population covered by health
beneficiaries insurance.
Public RAMA 155,394 5.1%
System | FARG 283,000 9.2%
Gacaca 113,770 3.7%
Prisoners 107,000 3.5%
Army 100,000 3.3%
Private Community-based Mutuals 2,101,034 68.4%
System
Health insurance in the private sector
213,512 6.9%
Total number of beneficiary 3,073,710 100%
Total national population 8,128,553
Percentage of national population covered 37.8%

Source: Musanget al.,2006, 99.

6.3. Reproductive/M aternal Healthcare: Financing and Protections

With a MMR of 1071 per 100,000, a mere 30% of irdttended by a trained birth
attendant, and only 27% of births taking place ihealth facility, Rwandan women
clearly have poor reproductive health status (T&hl& he high poverty rate, estimated at
62% among female-headed households and 54% amomgrhesded households,
compounds the problem further (Republic of RwariddaH, 2005). About 79% of the
respondents of the nationistegrated Household Living Conditions Survey (2Q001)
reported that cost is their greatest barrier t&kisgebasic medical services (Republic of
Rwanda, Ministry of Finance and Economic Plannifg2.

Table 8: Reproductive Health Indicators in Rwanda

I ndicator Value/Rate
Women of reproduction as a % of total population %25
Maternal mortality ratio per 100,000 live births 011
Total fertility rate 5.8

Use of antenatal care 92%
Percentage of birth in a health care facility 27%
Percentage of births with a trained birth attendant 30%

Use of postnatal care 1.1%

Source: 2002 Census of Rwanda; DHS 2000

How is reproductive healthcare financed in Rwania2002 the nation spent a total of
RWF 5.2 billion (or US$10.9 million) on reproduativhealth in general; this constituted
about 16% of all government spending on health, teauaslates to a spending of RWF
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2,524 (or US$5.31), per woman of reproductive agestriking feature of reproductive

health financing in Rwanda is its high dependentedonors. According to Rwanda’s
2002 National Health Account, an estimated 80%heftbtal spending for reproductive
health emanated from donors, followed by 12% fronvgbe sources (mostly from

households), with the remaining 8% coming from tgevernment (Table 9).

Reproductive health receives a mere 4% of Rwandmergment health expenditure,
although women of reproductive age account for 28%he total population (Rwanda
National Health Accounts, 2002). Of the allocatfon reproductive health, 8% is spent
on prenatal care, and 7% on postnatal care (Repwafnda, MoH, Rwanda National
Health Accounts, 2002).

The cost of each facility-based delivery was edaiaat about RWF 3,603 (US7.59) in
2002, a sizeable sum when the per capita GDP ig loetween US$220 and US250
(Schneider and Hanson, 2006; ILO, 2007). Even mameying is the fact that a greater
part of this cost (some 60%) is shouldered dirdayiyrouseholds.

Table 9: Financing of Reproductive Health (RH) wddda, Summary Statistics, 2002

I ndicator Value
General Indicators
Total Reproductive Health (RH) Expenditure RWF 5,216 million
(US$10.98 millior)
RH expenditures per woman of reproductive age RWF 2,524 (US$5.31)
RH expenditures as a % of GDP 0.6%
RH expenditures as a % of total of overalllthespending 15.7%
Financing Sources of Reproductive Health Funds
(as % of the Total Health Expenditure for RH)
Public (including parastatals) 7.7%
Private 12.5%
Donor 79.8%
Household (HH) Spending
Total Household spending as a % of THE for RH 10.6%
Out-of-pocket spending (OOP) as a % of THERbr 10.0%
OOP spending per woman of reproductive age RWF253.36/US$0.53
Functions (as % of THE for RH)
Curative care as a % of THE for RH 18%
Preventive & public health programs as a %HE for RH 66%
Pharmaceutical & other non-durables as a ¥H# for RH 3%
Health administration as a % of THE for RH 7%
Other as a % of THE for RH 6%
Breakdown by Reproductive Health Functions (as % of THE for RH)
Maternal health services (curatives care) 15%
Family planning (FP) 6%
Preventive and public health programs on matdrealth & FP 66%
Administration 7%
Other 6%

!Exchange rate used for 2002 is 1US$ = RWF 475
Source: Republic of Rwanda, Ministry of Health, 20Rwanda National Health Accounts, 2002
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6. 3.1. Health Insurance and Maternal Carein Rwanda

With all the insurance schemes profiled above dgogahe stipulated Minimum Package
of Activities (MPA), it is implicit that they all @ver maternal care, which, as we saw in
the preceding paragraphs, is part of the MPA. A&t same time the matter is not that
simple, considering the fact that most insurandeses require some co-payments, to
the tune of about 15% of the cost of benefit pesage of illness. With more than 60%
of the population below the government’s own poyére (Musangoet al, 2006, p.93),

it is not hard to speculate that even some insw@den would find it difficult to access
maternal care due to cost.

In principle, very poor households are to be induo free or at a subsidized rate, with
the help of grants from NGOs and Faith-based orgdions, and even from some local
community resources, but in practice this doeshagipen. Hospital bills of the indigent
are often left unpaid by the public authorities doddudget shortfalls. And since health
providers cannot continue to operate at a losy, dhe becoming increasingly demanding
when it comes to the provision of healthcare to\they poor and needy. Despite the
popularity of health insurance in Rwanda, howewaly a little over a third of Rwanda’s

population has health insurance coverage.

7. The Case of Kenya
7.1. The Healthcare System and its Financing

Healthcare in Kenya is provided by both the publd private sectors. Public facilities
are run by the Ministry of Health (MoH) and othergstatal agencies. Private hospitals,
clinics, maternity and nursing homes, as well asumber of health facilities run by
NGOs and faith-based organizations (FBOs) conetitiné private sector in health care.
By 2004, there were some 4,767 healthcare faslitieross the country, with a 51:49
public-private percentage split (Kenya National @imation for Population and
Development [NCAPDEt al., 2005, 15). Table 10 shows the number of healtittfes,
hospital beds, and cots in Kenya from 2001 to 2004.

The public health system in Kenya is hierarchictéilyed from community and village
dispensaries and health centers through distrigpiteds and provincial general hospitals
to the national referral hospitals at the apex.eBupion and management support
generally flow inversely to referral in this hiechy, with the national hospitals—namely,
the Moi Referral and Teaching Hospital and the KetayHospital—exercising the most
administrative influence, management power, andistipation in terms of health care
facilities and professionals. The private healttt@eis monitored and supported by the
Ministry of Health, which also offers staff traigirand secondment as well as drugs and
vaccines whenever necessary. The NGOs, FBOs, aminGnity-based organizations in
the private sector provide a variety of servicespehding on their mission and
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capabilities (Kenya National Coordination for Pagiidn and Development [NCAPL2

al., 2005).

Table 10: Health Facilities in Kenya, 2001-2004

Facilities 2001 2002 2003 2004
Hospitals/maternities 500 514 526 562
Health centers 611 634 649 691
Dispensaries 3310 3,351 3,382 3,514
Total 4421 4,499 4,557 4,767

# of beds and cots 58,080 60,657 65,851 65,97
# of beds and cots per 100,000 people 18.9 19.2 519. | 18.1

Sources: Kenya National Coordination for Populatod Development [NCAPDEt al.,
2005, p.17.

Kenya'’s health care system was financed almostednfrom government revenue in the
immediate post-independence era. However, withidagl government tax revenue and
mounting external debt, especially since the eh8980s, the government has moved to
incorporate more user fees, health insurance, NGBS&s and donor funds in health
financing. Available records show that the governtmeow finances about 50 percent of
the recurrent health care costs in the country with private sector, including health
insurance and other out-of-pocket payments, cogesimme 42% (Kenya Ministry of
Health, 2005). Donors, NGOs, and other institutibnance the remaining 8% (Kimalu,
2002, 4). Per capita health expenditure stoodS$#6.2 by 2004. While this amounts to a
sizeable increase over the 1996 figure of US$3i0B; still below the corresponding
figure of US$9.55 for 1980, and, indeed, well shoiitWHQO’s recommended health
spending of US$34 per capita (Kimalu, 2002). Keaygovernment has pledged under
the Abuja Declarationto increase its annual healthcare spending fronctineent 8% of
national budget to at least 15%; the country isffam meeting this target (Kenya
Ministry of Health, 2005).

While Kenya’s health indicators improved steaditymi independence to the early 1990s,
recent evidence suggests a reversal of fortuneis,declines in key health indicators. For
example, infant mortality rate increased from 511892 to 74 per 1000 live births in
1998. Similarly, under five-mortality rate incredsieom 74 in 1992 to 90 in 1995, and
jumped again to 112 by 1998 (KDHS, 1998; Kimalu,020 6). Furthermore,
immunization coverage declined from 79% in 19936&%0 in 1998 (KDHS, 1998;
Kimalu, 2002, 6).

With deteriorating macroeconomic conditions inchglihigh inflation, sky-rocketing
national debt, and dwindling national tax reverh@h the quantity and quality of health
services in Kenya have eroded considerably. Thess&n more so for the nation’s poor,
following the introduction of various user-fees. Woshortages of staff, drugs,
pharmaceutical supplies, and healthcare equipmentcammonplace in the Kenyan
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healthcare system. While the government had watttegly more and more on cost-
sharing mechanisms to alleviate the shortfallstsnhealth budget, there seems to be a
policy reversal in recent years, with an increasmgye towards social health financing.
Plans are well underway to institute a Nationalidlodealth Insurance in place of the
existing National Hospital Insurance Fund, whichrently covers only formal sector
workers and their families, who constitute lessithajuarter of the national population.

As of 2002, more than one-half of the Kenyan healté financing emanated from
households (Table 11), although nearly 56 percéi€emya’s population is poor. For
example a Kenyan national survéjousehold Health Care Utilization and Expenditure
Survey, noted that poor households used less health caag their well-to-do
counterparts (Kenya Ministry of Health, 2005).

The government continues to explore different waf/gaising healthcare funds, but
given the limited financial resources of most Kamgjathis has never been easy. Efforts
to generate more funding from the existing NHIFplagued with several problems, not
the least of which are the weak administrative capand poor investment portfolio for
the fund. Cost-sharing has not been a smooth satfitcealth revenue generation, either,
because it provides less than 3 percent of govarhneeurrent health budget (Kimalu,
2002).

Table 11: Who Pays for Health Care in Kenya, 2002

Payer Per centage Share
Household 51

Public 30

Donors 16

Other Private 3

Total 100

Source: Kenya Ministry of Health, 2005.

7.2. Health Insurancein Kenya

In 1966, Kenya became the first sub-Saharan Africanntry to introduce health
insurance for workers and their families, with tbeeation of its National Hospital
Insurance Fund [NHIF] (ILO, Social Security Depaetmhy 2007, 49). At first, only
salaried workers were enrolled on a mandatory pdsis in 1972, the program was
expanded to include the self-employed—and, morentdg organized groups and
pensioners—on a voluntary basis (Kenyan RetirenBamntefits Authority, 2007). The
program was transformed in 1998, with the enactroéMHIF Act No. 9, to become a
State Corporation managed by a Board, whose menalberdrawn from a far broader
spectrum of the Kenyan society, including represtérgs from Ministry of Health,

Federation of Kenya Employers, Christian Assocratiof Kenya, Kenya Medical

Association, Trade Unions, NGOs, Farmers and Teachénion (Kenya Retirement
Benefits Authority, 2007).
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The NHIF now draws from workers who earn at leash¥1000 per month and self-
employed persons whose annual income is at ledst. k3,000 per annum. Premiums are
set per family, as against per head, and are baséncome. As of February 2007, the
premiums ranged from Kshs.30 to 320 per month, fewmal sector workers; for
informal sector workers, pensioners, and membewsgdnized groups the premium was
Kshs.160 per month or Kshs.1920 per yelmne premiums for salaried workers are
collected by way of payroll deductions, while infaal sector enrollees pay directly at
any of the NHIF offices.

The scheme covers in-patient medical needs togetltbrmost admissions to a fixed
number of days. As of February 2007, the schemeereova total of 180 days of
hospitalization per year, at a daily rate whichgeh between Kshs.400 and Kshs.2200.
Thus, depending on the type of iliness, and, camsety, the number of days in the
hospital, members may still have to make out okpbpayments. The coverage extends
to the enrollees’ immediate family members, inchgdspouse, and children under 18.
For a child over 18 years to be covered, he orlgt®eto be attending an educational
institution. There is no limit on the number of spes covered, as long as the
polygamous enrollee has the ability to pay for #uglitional spouse(s). By February
2007, the scheme had some 1.5 million principables, and 800,000 dependents,
bringing the total number of beneficiaries to 2.Biom; this represents a meager 6 2%
of Kenya’s estimated total population of 36.9 il (CIA World Factbook, 2007;
Kenyan Retirement Benefits Authority, 2007).

Kenya’'s NHIS is essentially a risk-pooling mechamisy which the rich, (in)advertently,
supports the poor, the young supports the old,thachealthy supports the indisposed.
A health service provider has to be accreditedherbasis of established standards, to be
enlisted in the scheme. By February 2007, some hEEth care providers had been
enlisted to offer service to NHFI beneficiaries.

Available financial data indicate that the NHIFreasonably solvent, at least since the
late 1990s and early 2000s (Table 12). Efforts énegate more funding are routinely
plagued with problems of weak administrative cafya@nd poor investment portfolio for
the fund.

Table 12: NHIF Resources, 1999-2004 (in Kshs)

Financial Year Receipt Benefits Contributions net of
(millions) (millions) benefits (millions)
1999/2000 1,694.3 497.9 1,196.4
2000/2001 2,147.7 710.0 1,437.7
2001/2002 2,143.9 5914 1,552.5
2002/2003 2,523.9 822.0 1,701.9
2003/2004 2,639.5 713.3 1,926.2

Source Kenya Ministry of Health , 2005.

There are indications that the health care servidéenya is in a decline, with clearly
discernable inequities not only between the ricth #ue poor, but also between urban and
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rural areas, with conditions favoring the formereither case. Also, inequities along the
axes of gender and education are evident from thgonal Health Accounts of 2002
(Kenya Ministry of Health, 2005). Most of the gainsade in major Kenyan health
indicators in the early years of independence s&erbe eroding. It is against this
background that Kenya is currently embarking oniratiative to replace the existing
NHIF with a National Social Health Insurance Schemth the intent of providing a
comprehensive, equitable, and affordable health tmall Kenyans. The legislation for
the proposed schemes is yet to be approved in éhg&parliament, though.

7.3. Reproductive/Maternal and Child Health Care: Utilization, Financing, and
Protections

The Kenya “Ministry of Health has sanctioned theseence offree unfettere@dperations
of the Reproduction Health and Child Health Divisd (Kenya National Coordination
for Population and Development [NCAPBY{ al., 2005, 22; our emphasis). The nation’s
reproductive health program provides antenatalyvelsl, postnatal, and other services
relating to safe motherhood and family planninghédtservices include the prevention
and treatment of infertility, cancer, HIV/AIDS arséxually transmitted diseases. Until
quite recently, Kenya’s reproductive health sersiaere directed solely to adult females,
but there is now a move to cover adolescents, #is Tvee child health services offered
by the nation’s Child Health Division are equallyngprehensive, at least on paper. These
include various nutrition, immunization, de-wormjngnd health education programs
aimed at ensuring the survival, growth, and devalem of children under 18. In
addition, Kenya has several private maternity angsing homes which work in close
collaboration with the Reproduction and Health &tdld Health Division to provide
maternity and child health services (Kenya MinigifyHealth, 2005).

Table 13 presents data on the health facilitie$ pnavide maternal health services in
Kenya. Clearly, maternal care is available at ninestlth facilities in the country. As to
whether pregnant women use these services, foonmsas culture, cost, education etc., is
a different matter. Unlike ordinary antenatal cdegjlities with medicines for treating
pregnancy complications are few and far betwedfeimya, as in many other countries of
the developing world (Table 11).
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Table 13: Availability of Maternal Health Care Seps in Kenya by Facilities

Percentage of facilities offering the
indicated services
ANC! PNC |TT® ANC, | Pregnancy # of
vaccine | PNC | Complica- | facilities
&TT | tions’ (weighted)
Type of facility
Hospital 84 53 98 50 8 28
Health center 86 51 94 47 8 125
Maternity 76 44 84 41 9 20
Clinic 53 21 52 18 8 8
Dispensary 77 24 79 24 0 249
Managing authority
Government 81 40 86 38 4 245
NGOs 88 74 89 74 0 16
Private (for-profit)| 59 23 66 22 8 61
FBOS 87 24 88 24 2 109
Notes:

1. ANC= Antenatal care; 2. PNC= Postnatal care ;T3= Tetanus Toxoid; 4. Pregnancy.
Complications = Percentage of facilities with akdicine for treating pregnancy complications;
and 5. FBOs= Faith-Based Organizations.

Source: Kenya NCAPRLt al. 2005

Whether maternal care, such as ANC, is free ofgghar not in Kenya is not quite clear.
Some government documents and independent studiksate that the government
provides free unfetteredmaternal care as part of its Reproduction Healtd &hild
Health provisions (Kenyan National Coordination Agg for Population and
Development [NCAPDJet al., 2005, 22; Sharmat al., 2005, 15; Republic of Kenya,
1996; Quick and Musau, 1994). Sharmiaal., (2005, 15) note that “based on the
exemption rules issued by the MoH in 1994, anténdiants are exempt from ANC
treatment, laboratory, and x-ray fees. Deliveryecservices generate user fees” (p15). At
the same time, the data in Table 14 show that hmesth care facilities in the country, be
it government-, NGO- or private-run, do charge sdonmal user fees.

Upon a closer reading of the available literatuwee might reasonably attribute the
apparent contradiction to the lack of knowledgetmpart of both health care providers
and some maternal care seekers, about what thengoeet policy really is. For instance,
Sharmaet al (2005) revealed that ‘less than half of providegrKenya] were aware that
antenatal care services were exempt from userféeetients” (p.vii). Not only that, they
(Sharmaet al, 2005, vii) noted from their focus group discusstbat “all participants
were aware that antenatal care service were freglfbut the first visit; however none of
the respondents knew that the fee for the first eisuld be waived.” Any encounter
with Kenya’s system of fee waiver will also shovattlit is hardly automatic: the patient
must first request a waiver and wait for a fornesponse based on set criteria (Shaeima
al., 2005, 14).
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Table 14: Maternal Care in Kenya: Facilities witlser fees and the Emergency
Transportation.

Percentage of facilities| Percentage of facilities with
that charge user-fees fptransportation for maternity
antenatal care emergencies.
Type of facility
Hospital 80 91
Health center 67 42
Maternity 100 59
Clinic 100 -
Dispensary 61 9
Managing authority
Government 53 16
NGOs 43 87
Private(for-profit) 76 37
FBOs 95 37
Province
Nairobi 87 34
Central 77 33
Coast 67 26
Eastern 69 22
North Eastern 20 29
Nyanza 84 26
Rift Valley 52 21
Western 57 46

Source: Kenya NCAPLet al 2005: Kenya Service Provision Assessment Sunfey o
2004, Tables 6.4 and 6.5).

That Kenyan women pay user-fees for even antenatel (Table 14), should not be very
surprising, given the way the waiver system wotks: first visit attracts a fee; although
subsequent visits are free, some health care Ewvidre not even aware of the
exemption policy, and some pregnant women are wateaof their waiver rights. The
universal problem of bribery and unauthorized feedenya (Oppong and Oppong,
2004) compounds the problem and could easily prttst of maternal care beyond the
reach of many poor women. Sharma (2005) reportatd“#® percent of poor women in
Kenya had no antenatal care during their last @egyy and 85% of poor women
delivered at home.” Nevertheless, sizeable prapwst of health facilities offer
emergency transportation in support of maternitergancies (Table 14). Whether this
service is provided free or not is not clear frdra available literature.

User fees may have either a positive effect ofzatibn of health facilities (by increasing
the funds available to the facility) or a negateféect (by deterring poor clients from
using services). Posting user fees is a good stdridaquality of care, since clients are
able to know exactly the cost of services. Appraatisly two-thirds of facilities charge
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some form of user fees for ANC. All maternities aclchics charge user fees, and
facilities in Nairobi and Nyanza provinces are mdieely than facilities in other
provinces to charge fees for ANC services (87 at¥h,8espectively). Only 20 percent of
facilities in North Eastern province charges usesf despite the fact that fewer facilities
in this province offer ANC services. Approximat&yin 10 facilities charge user fees
specifically for client consultations by residembyiders; these are mostly private for-
profit facilities, FBO-managed facilities, and fi#ees in Nairobi province. A very small
proportion of facilities (mostly private for-profaand FBO-managed) charge for client
consultations by consultants, and about one-focindrge user fees for laboratory tests
and iron tablets. About 4 in 10 facilities haveefilxfees for all ANC services.

7.3.1. Maternal Health Status and Utilization

Complications related to pregnancy and childbighaileading cause of morbidity and
mortality among Kenyan women. Recent estimates estgipat there are 414 maternal
deaths per 100,000 live births, representing a PSnlifetime risk of dying from a
maternal-related cause (KDHS 2003). Hospital basedies suggest that the majority of
these deaths are due to obstetric complicatioogjdimg hemorrhage, sepsis, eclampsia,
obstructed labor, and unsafe abortion. Unsafe @pmogractices alone are thought to
cause at least a third of all maternal deaths.

Kenyan women’s use of maternal health servicedgben than in many other African
countries. The KDHS 2003 found that 88 percent oimen make at least one antenatal
care visit, 31 percent make two or three visitg] arore than 52 percent make four or
more visits. However, the majority of these womerksantenatal care relatively late in
pregnancy; the median gestation at first visit.&srhonths.

Delivery within a health facility or with a skilledttendant is much less common than
antenatal care. Only 42 percent of women have leedkattendant present at delivery,
while 28 percent of women deliver with a traditibbath attendant (TBA). Slightly over
one-fifth deliver with a relative; and nearly oremth of women deliver entirely alone.
The majority of the deliveries with a skilled attkamt occur in health facilities. Overall,
26 percent of all deliveries occur in public hedtlilities, and three out of five births
occur at home.

The National Reproductive Health Strategy for 199histry of Health, 1996) has two
principal maternal health objectives: to reduceamrat mortality to 170 per 100,000 live
births by the year 2010, and to increase profeaflipattended deliveries to 90 percent in
the same time period. The objective is to help thef@cilities in various areas manage
pregnancy-related complications, unsafe abortiod, @ewborn care, and to establish a
functional referral system.

Some improvement in maternal health is being aeue¥ccording to the 2003 KDHS,
the national maternal mortality rate has declineinf 590 maternal deaths per 100,000
live births in 1998 to 414 maternal deaths per Q00,live births in 2003. However,
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Millennium Development Goal (MDG) No. 5 is to re@umaternal mortality rate to 175
maternal deaths per 100,000 live births or lesschvitill needs to be done to achieve the
MDG target.

7.3.2. Availability of Delivery Services

Although about 8 in 10 facilities offer ANC, onlybaut 38 percent of facilities offer
normal delivery services; one-third offer both ANEDd normal delivery services.
Hospitals are most likely to offer delivery sensceNGO-managed facilities are more
likely than others to offer delivery services. FB&d government-managed facilities,
and facilities in Central province, are least ljk&d offer these services.

Caesarean sections are offered by only 7 perceeligible facilities, typically hospitals
(76 percent). Only 3 percent of government-mandageitities offer caesarean sections (a
decline from 15 percent in 1999), compared with @8cent of private for-profit
facilities. Among eligible hospitals, 67 percenttbbse providing caesarean sections are
government-managed, 78 percent are NGO-managedg8@rukrcent are private for-
profit facilities (data not shown).

One way of increasing access to emergency obstarecis to offer rapid transport to a
facility where the needed service is available. it a facility-supported emergency
transportation system, the expectant mother andyfare forced to use their own means
of transport during an emergency. Even when aifaadbes not offer delivery services,
but does offer ANC, it is desirable to have emecgetransport available. For many
home deliveries, the facility where a woman recei®C may be the nearest formal
health sector site from which emergency help casdoght.

Only 27 percent of all facilities have a systemeafergency transportatido another
facility for obstetric emergencies. Hospitals anere likely (91 percent) than other
facility types to have an emergency transportasiopport for maternity emergencies, as
are NGO-managed facilities (87 percent). Approxehat in 10 maternities do not have
emergency transport services available. Among tHas#ities supporting emergency
obstetric transport, 62 percent have an ambulamcether facility based vehicle, 19
percent have other arrangements to support codtgrercent are themselves referral
sites. Among facilities offering delivery servicehpwever, 52 percent have an
emergency transportation system in place for ofistemergencies (data not shown).
This is a modest improvement since 1999, when 4tepé of facilities providing
delivery services had a driver and vehicle.

7.3.3. Newborn Care Practices

The perinatal mortality rate (PNMR) in Kenya is d8aths per 1,000 births (KDHS

2003), with the Coast province having the highatt and Western province the lowest.
The KSPA 2004 assessed newborn care practiceshamalvailability of equipment and

supplies for newborn care. Facilities sometimesdnggecial equipment to support the
newborn. KSPA observers noted whether facilitie$ &ia emergency respiratory support
unit and an external heat source to maintain tlentis body heat, especially in a
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premature newborn (incubator, heat lamp, or otleercg). Details on emergency support
for newborns and on newborn care practices (exetudare of the umbilical cord) are
provided. Only 39 percent of eligible facilitieschan Ambu bag for newborn.

In conclusion, while economic access to materna¢ caay be a factor in poor birth
outcomes, the generally poor health infrastrucaymgears to be a much bigger problem.

8. The Case of Ghana
8.1. The Health Care System and its Financing

For governance and administration purposes, Ghalavided into ten Regions, which
are in turn subdivided into a total of 138 DistsicThe nation’s health care system is
hierarchically structured around the administrategions and districts. There is a major
hospital in each regional capital, below which segeral District Hospitals, sub-District
Health Centers or Polyclinics, and Community-Babledlth Planning Services (CHPS)
zones, in a descending order of administrative posved order of services (Heyen-
Perschon, 2005, 12). At the CHPS zones, a smalhhieility is usually located in one
village to cover the healthcare needs of 5 to 1lages, under the auspices of a
Community Health Officer (CHO), with the assistamdea professional nurse, auxiliary
nurse, midwives, and one or two Community Healthudteers (CHV). At present only a
handful of Community-Based Health Planning Servaresestablished and operational in
the country (Heyen-Perschon, 2005, 12).

Like Kenya, Rwanda, and Tanzania, Ghana, at the ¢ihindependence, had a healthcare
system that provided ‘free’ medical services inlmuhealth institutions to all citizens.
However, with time, population increase and ecomordecline undermined the
government’s ability to fully fund the nation’s Hémeare system, hence the resort to a
user-fee system by 1985. @dash-and-carrysystem with drugs charged at full cost to
patients was introduced in 1990 as part of theonatireforms under its IMF- World
Bank-sponsored Structural Adjustment Programs ($ARstable exception to theash-
and-carry system included entitlements to free medical sessifor antenatal care, for
children less than 5 years, for adults of 70 yeard over, and for emergency health
situations where patients could not immediately foayhe services.

The introduction of theash-and-carrysystem had a negative impact on the utilization of
health services. Paying out-of-pocket for healttvises in times of need did impose a
serious, and sometimes catastrophic, strain on nragiyiduals and families’ budget.
Healthcare became unaffordable to the vast majofitiie population, especially those in
rural Ghana with no regular income. The incipieftls, introduced by the government
in 2003, is to make healthcare services availafbtkadfordable to all Ghanaians.
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8.2. Health Insurancein Ghana
8.2.1. The Ghana National Health | nsurance Scheme

Formal health insurance is fairly new in Ghana, netkough traditional, informal
networks of social capital and solidarity have #edsaround health care and other
emergencies such as bereavement for decades. &dooplthe growing inequities of the
cash-and-carrysystem of healthcare delivery, The National PatriBarty (NPP) sought
to end the system when they came to power in 2800 ,to replace it with the incipient
National Health Insurance Scheme (NHIS).

After a series of consultations with Ghana’s inédional health development partners—
notably, the WHO, DANIDA, DFID, and IL—as well as with relevant national
agencies (e.g., and Ministry of Health and NGO, dovernment realized that it would
not be feasible to establish a single insurancd,fgiven that about 70% of the Ghanaian
workforce is in the informal sector, and about 46Bthe nation’s population lives below
the poverty line (Government of Ghana, 2000), amdewncapable of paying the high
premium a single, rigid system would ultimatelyahtThus, traditional mechanisms of
communal contributions needed to be explored awcdrporated into the design and
implementation of any new health insurance scheféMinisterial Task Force on
Healthcare Financing was established in March @22 conduct further studies and
recommend an appropriate scheme for Ghana. The Hasle's recommendations were
submitted to Parliament in 2003, culminating in th&ssing of the National Health
Insurance Act of 2003Act 650, and the official birth of the NHIS.

The stated mission of the NHIS is “to ensure edtpatainiversal access for all residents
of Ghana to an acceptable quality of essentialtinesgrvices without out-of-pocket

payment being required at the point of service ((&fana Ministry of Health, 2004a). It

is reasoned that the new system would protect l[@inGians from the problem of having
to come up with money for medical care at the tinkeen a person is sick and, most
vulnerable. The goal is to ultimately eradicate tlash-and-carry system, by gradually
replacing it with the new NHIS. The Ghana NHIS i®deled around the existing

Community-based health insurance schemes, with minaoiations to accommodate

other forms of health insurance in the countgt 650identifies three major types of

health insurance in the country. These include:

(a) District Mutual (or Community-based) Health lmance Scheme3hese operate
across a district with membership opened to altlexds of the district.

(b) Private Commercial Health Insurance Schem&kese are private for-profit
schemes that are not restricted to a particularidRegr District of Ghana.
Membership is, thus, open to all Ghanaians residerthat area;

(c) Private Mutual (Community-based) Health InswwarSchemesThese are made
up of a group of people—by way of club, a churchaoy other organization—
who come together to form their own mutual heattburance schemes; usually
membership is open to only members of the orgapizabncerned.
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All these schemes have to register with the govenirto be able to operate legally in the
country. The government provides direct financigport only to the District Mutual
Health Insurance as part of its ongoing Povertyuggdn Strategy. Community-based
District Mutual Health Insurance Schemes constittite bedrock upon which the
government is building its national health insuepcogram.

Ghana's NHIS is regulated by the National Healtrsuhance Council (NHIC)
headquartered in Accra, the national capital. Regi@and District offices of the NHIC
are being set up to decentralize the operationtheMNHIS. The Council manages the
National Health Insurance Fund (NHIF) through thellection, investment,
disbursement, and administration of the NHIS. Theriil also undertakes the licensing,
regulation, and accreditation of health providésthe District level, there are Health
Insurance Assemblies which comprise all membetb®frespective District schemes in
good standing.

NHIS premiums are generally based on clients’ gbtio pay. Community Insurance
Committees identify and categorize residents intor ocial groups—i.e., theore poor,
the poor, the middle clasand the rich—and vary their respective contributions
accordingly. Thecore poot* (or the indigent) and people who are 70 years aremand
former Social Security and National Insurance T{&8NIT) contributors on retirement
are exempted from paying any premiums.

While premiums vary slightly from district to digtt, generally members pay no less
than ¢72,000 cedis (or New GH7.2; about US$8.06). For members in the formal
sector, 2.5% of their contribution to SSNIT is detdd monthly as their health insurance
premium. Thus, workers in the formal sector bec@au®matic members of the NHIS,
but they still have to register with their respeetiDistrict Mutual Health Insurance
Schemes. Those in the informal sector, or those areoself-employed, pay between
¢72,000 andt480,000 depending on income. The government hadsrai®duced a 2.5%
sales levy to fund the NHIS. Other notable souatdanding include government budget
allocations and donor contributions (Sabi, 2005).cAntributors’ premiums cover their
children and dependents below 18 years of age.

The benefits package of the NHIS include generatpatient services, in-patient
services, oral health, eye care, emergencies amermitsg care—including prenatal care,
normal delivery, and some complicated deliveriealyGspecialized services, such as
HIV antiretroviral drugs, VIP accommodations etare excluded from the health
insurance package. According to the Legislativerinment (LI) which accompaniestt
650 about 95% of all essential or common health gnaisl in Ghana are covered (Ghana
Ministry of Health, 2004a and 2004b).

Data from Ghana NHIS headquarters in Accra indidhtd by June 2007 some 9.5
million Ghanaians, or 47% of the total national plagion of 20.4 million, had registered
for the NHIS. The largest numbers of enrolleesgbeolute term, are in the Brong Ahafo
Region (1.4 million), the Eastern Region (1.2 m#nd the Northern Region (1.0
million). Of the total enrolled, some 4.1 millioar(slightly more than 40%) are children
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under 18 years, 714,317 (or 7.4%) are over 70 yaars186,992 (or 1.9%) are indigent,
all of whom are essentially exempted from premiuayments. The impact of these
exceptions on the Scheme’s finances can hardlyhered in any analysis of its long-

term sustainability (Table 11).

Table 15: Ghana National Health Insurance Schermeinsary of Operational Status

Report, June 2007

Region | | | FULL MEMBERS
Exempt Group
Pop Total Informal SSNIT SSNIT Children Aged 70 Indigent Membership
Registered (Fully Paid) Contributors | Pensioners| Under yrs and (Fully Paid +
18yrs Over Exempt
group)
Ashanti 3,924,425 2,008,002 377,317 167,925 18,424) 755,192 135,692 16,754 1,468,946
Eastern 2,274,453 1,161,071 277,102 94,066 11,714 59,951 95,215 20,537 1,127,640
BA 1,968,205 1,417,540 456,386 74,303 4,764 711,057 | 91,578 27,927 1,326,455
Central 1,687,311 934,894 100,331 86,335 10,896 ,9260 68,114 13,826 664,998
Western 2,042,340 826,340 158,714 91,061 5,677 1484, 35,149 6,372 724,219
Upper 561,866 261,443 64,306 13,699 4,788 134,975 34,874 7,550 237,568
West
Upper 963,448 366,702 58,030 28,738 6,265 128,284 43,485 24,967 291,302
East
Northern | 1,790,417 1,029,593 130,859 110,917 23,273 443,715 82,363 37,087 826,194
G Accra 3,576,312 861,414 222,381 207,935 14,376| 4,630 44,839 18,013 773,414
Volta 1,636,462 726,021 73,525 47,639 8,133 242,570 | 83,006 13,959 474,592
Total 20,425,239 9,593,040 1,927,951 922,574 1@8,31] 4,165,406 714,317 186,992 7,915,328

Source: Ghana National Health Insurance Schemé&, 200
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8.3. Maternal Health Care: Cost, Financing and I nsurance Protections

Few studies have examined the costs of maternéthresvices in developing countries,
and fewer still have included any Sub-Saharan Africounties in their analysis, making
the USAID-funded work of Ann Levin and her colleaguwvorth reporting here. In this
study, Levinet al, (2000) examined the provider and consumer afstsaternal health

in Ghana, Malawi, and Uganda, with data from heakinters, hospitals, community
practitioners, and traditional birth attendants BBin selected regions of the respective
countries. In the specific case of Ghana, the degige derived from the South Kwahu
District of the Eastern Region. Leviet al., (2000) divided the costs of maternal
intervention into two main categorie@) costs of supplying services to the consumer
(e.g., costs of personnel, drugs, supplies, @djtimaintenance, repair and cost of
equipment and other capital expenditure, @rdcosts to consumers, such as travel and
waiting time, transport fees, service user feesl atier expenditures such as for the
purchase of drugs and supplies. While these castspart of the total costs, it is
reasonable to separate them, they argue, becauleindifferent implications on health
care financing. Among the key findings on Ghanapeas our present interest, are the
following:

e The unit cost of antenatal health care ranged lt82.97 and $5.45; for vaginal
delivery, $7.66-$14.60; and for obstetrical comations, $37.57 - $92.94 (Table
16).

» Material costs comprised a large proportion of tiné costs of maternal health
services; they actually made up a larger percentdgée total costs than did
labor in most routine services (Table 16).

* The costs of antenatal care for Ghanaian womerethhgtween $0.62 and $3.13;
and for vaginal delivery, $12.52 - $20.64 (Tabl¢.17

» For routine services, client costs were generaifjhdr at the hospitals than at
health centers, due to higher user fees in some aaswell as greater travel
costs—the latter is in turn attributable to thetfttat hospitals are generally
farther apart than health centers.

» Client costs were greater for the treatment of ethisal complications—service
offered only in hospitals. This was particularlyfso cesarean sections which cost
anywhere from $68.39 to $139.58 (Table 17).

» User fees, travel costs, and other costs wereuallierstandably, higher for
obstetrical complications than for routine services



Table 16: Unit Costs of Routine Services and oft€tnsal Complications by Type of

Facility
Services Hospitals Health Centers
Routine Services Public Mission Public Mission
Antenatal Care
Labor 0.77 (14.1) | 0.40 (13.5)| 0.52 (16.4) | 0.62 (14.9)
Materials 2.59 (47.5) | 2.09 (70.4)| 1.94 (61.2) | 2.37 (58.8)
Indirect Costs 2.09 (38.3) | 0.48 (16.2)| 0.71 (22.4) | 1.06 (26.3)
TOTAL $5.45 $2.97 $3.1 $4.03
Vaginal Delivery
Labor 2.02 (13.8) | 1.88 (15.8)| 1.03 (13.4) | 1.40° (14.4)
Materials 7.57 (51.8) | 7.26 (61.0)| 2.76 (36.0) | 5.40 (55.4)
Indirect Costs 5.01 (34.3) | 2.75(23.1)| 3.87 (50.5) | 2.94 (30.2)
TOTAL $14.60 $11.89 | $7.66 $9.74

Obstetrical Complications

Public Hospital

Mission Hospital

Cesarean Section

Labor $21.55 (14) $8.65 (16)
Materials 51.20 (58) 38.02 (68)
Indirect Costs 25.08 (28) 8.93 (16)
TOTAL $88.83 $55.60

Post-abortion

Complications. 5.00 (8) 2.40°(4)
Labor 43.55 (66) 41.80 (65)
Materials 17.91 (27) 19.68 (31)
Indirect Costs $66.46 $63.88
TOTAL

Postpartum Hemorrhage
Labor 29.69 (32) 3.35 (9)
Materials 36.48 (39) 25.78 (69)
Indirect Costs 26.77 (29) 8.44 (22)
TOTAL $92.94 $37.57

Figures in parentheses are percentages

2Estimate is based on recall rather than observation

Source: Leviret al.(2000, Tables 5 and 6).




Table 17: Costs to Clients: Antenatal Care, Vagidelivery, Cesarean Section and Other

Obstetrical Complications in Hospitals
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Services Hospitals Health Centers
Routine Services Public Mission Public Mission
Antenatal CaréN) (39) (40) (29) (18)
User fees $2.40 $2.40 0.47 0.65
Travel costs 0.64 0.64 0.15 0.08
Other costs 0.09 0.09 0.00 0.05
Average Total cost/client | $3.15 $3.15 0.62 0.78
Vaginal Delivery(N) (2) (9) NA NA
User fees 11.77 18.10 NA NA
Travel costs 0.75 1.35 NA NA
Other costs 0.00 1.19 NA NA
Average Total cost/client | 12.52 20.64 NA NA

Obstetrical Complications

Public Hospital

Mission Hospital

Cesarean SectidiN) 3) (2)
User fees 66.97 $117.50
Travel costs 1.25 11.67
Other costs 0.14 10.42

Average Total cost/client | $68.39 $139.58

Other Obs. Complications 4)

(N) NA 8.39
User fees NA 1.13
Travel costs NA 1.93
Other costs NA $11.44

Average Total cost/client

Postpartum Hemorrhage
Labor 29.69 (32) 3.35 (9)
Materials 36.48 (39) 25.78 (69)
Indirect Costs 26.77 (29) 8.44 (22)
TOTAL $92.94 $37.57

Source: Source: Leviet al. (2000, Tables 11 and 12).

Perhaps blindsided by the official declarationsfree maternal care in Ghana, some
analysts have studied the uptake of maternal cal®w considerations of costs. A case
in point is the work of Addai (2000) which examintte factors that determine the
propensity to seek maternal-child health servicesiial Ghana. The dependent variables
used in his various logistic regression modelsudet! the following four: use of a doctor
for prenatal care; soliciting four or more antehatiaeck-ups; place of delivery; and
participation in family planning. The astoundingtigre of this study was the absence any
direct measure of cost or income among his predicdables, which included measures
of ethnicity, religions, age, regions of residencegupation, and education. He found
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education and religion to be the leading predictirsnaternal and child health service
utilization among the Ghanaian women. Not surpglsingiven his focus on rural women
(and the ubiquitous lack of health care serviceiral Ghana), region of residence did not
play a major role in predicting the uptake of ma#érand child health care services
among his respondents. In Overbeslal.,(2003) where costs and income variables were
considered, it was found that household incomdance to health facilities and charges
for services had significant, negative bearing loa tiptake of antenatal care services
among Ghanaian women.

In 1998 the Government of Ghana instituted a freereatal care regime for pregnant
women, and “in September 2003, a policy of exengptlt users from delivery fees in
health facilities was introduced” (Biritwum, 20083). Thus, financial barriers to the use
of antenatal care and delivery care in public andneprivate facilities are officially
eliminated, according to Biritwum (2006, 78). Algsbe NHIS offers pre- and post-natal
care, normal deliveries, and many even cover caaigd deliveries. What then are the
media reports on “...Newborn babies [being] detaimetiospital pending payment” all
about Political Affairs Magazing2005: September-October, 12-18).

In a report in thdolitical Affairs Magaine, one reads of a situation in Accra involving
women whose babies are detained in the nation’sniprehospital, the Korle-Bu
Teaching Hospital, for failing to pay for the castdelivery. The case of one 28-year-old
Gifty Torto was extensively covered in this piete,the effect that she owes close to
¢3,000,000 (or New G§¢800; roughly some US340), and for that her new-laioy had
been detained in the hospital. Ms. Torto, who haenbdischarged three weeks earlier
(without her baby), had to go to the neo-natalrisiee care unit of Korle Bu about twice
daily to care for her ‘detained’ baby. The repdoserved that some 74 women in the
neo-natal ICU were unable to pay.

Upon further investigation, the report noted thegrethough deliveries are covered by
the NHIS in addition to the exemption policy of tlighana government, this is
implemented only at the district level of care, wehthe cost is not that exorbitant. At the
Korle Bu Teaching Hospital, the cost is about threees that of the district hospital, and
women are generally expected, or supposed to hasdistrict facilities for delivery, and
not the high cost, state-of-the-art health cardlifies at Korle Bu Political Affairs
Magazine 2005: September-October, 12-18). However, givet most of the women
who came to Korle Bu were there as a result ofvdgli complications and consequent
referral from District hospitals, the main issuetmes whether complicated deliveries
are covered (i.e., under the NHIS or by the govemta exemption policy) or not, for
the state-of-the-art facilities at Korle Bu hasbi used one way or the other. But then,
the question becomegho pays for what, and when?

In a similar vein, a recent editorial in t&hanaian TimegThursday, September 6, p.4)
entitled “A Problem for the NHIS” writes about pdéepvho are refused treatment at
hospitals because they hold NHIS card. It appess fthe story that some health
providers prefer to treat those who are prepargghioon the spot, or out-of-pocket, to
those holding NHIS. The apparent reason is thalglS clients the health provider has
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to do a considerable amount of time-consuming pemdrto get paid in a later time—
something some health providers are unpreparedotdGthanaian Time Thursday,
September 6, p.4). It is important to note, evempdfenthetically, that the Korle Bu
Teaching Hospital was implicated in ti&hanaian Timesstory as well. Nevertheless
Ghanaian women appear to enjoy better maternabmés compared to women in the
other countries. Indeed, it is only natural thay aoch national program, especially one
of a social caliber with distributional undertonegjuld encounter problems (and even
some resistance and political backlashes) in ity sgage. In the final analysis, though,
given the mounting evidence linking out-of pockayments of health care financing to
catastrophic health spending by households (ILA)720it is hard to argue against
Ghana’s move towards a national prepayment systdraaithcare.

9. Main Findingsin a Comparative Synthesis

Based on our stated research objectives, the rfiafhngs in comparing the health care
systems, health insurances schemes, and mateatatfons in Ghana, Kenya, Rwanda,
and Tanzania are as follows:

1. All four countries had “free” health care sysgenm their immediate post-
independence era, and moved towards user-fees astttand-carry systems
following economic declines and upon adopting IMKFerld-Bank sponsored
Structural Adjustment Programmes in the early 1980s

2. Health insurances—unlike auto insurance whichmiandatory and strictly
enforced—is fairly new in all four countries.

3. None of the four countries spend more than 5% soGDP on health care. The
total health expenditure (THE) as a percentage BP Ganged from a low of
3.7% in Rwanda to a high of 4.5% in Ghana (Table 18

4. OOP as a percentage of the health expenditwieaable in all the four countries
with the biggest percentages recorded in Ghana2¥®8.and the lowest in
Rwanda (23.6%).

5. Ghana leads all the four countries in formalltheasurance coverage, with 47%
of its total population of 21 million enrolled irhé NHIS. Rwanda comes in
second with 36.6%, followed by Kenya (25%), whidcistituted the first major
health insurance scheme in Africa. Only 14.5% afizEaia’'s national population
of 37 million is covered by formal health insurance

6. The premiums of the leading health insurancermses in all the four countries
are fairly small by Western standards, but placetthé context of Africa, they are
sizeable, especially considering that many peopléhe continent earn no salary
or income whatsoever and, therefore, have no meamsying any premium.
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Some of the schemes, including the Ghana Natioralthl Insurance Scheme and
the Community-basellutuallesin Rwanda, have exemptions for the poor.

Maternal protection is taken seriously in a# fiour countries. For the most part
the governments, as in the case of Ghana, Kenyazah&, have instituted
exemptions and fee waivers for common maternal ¢ag ante- and post-natal
care, and simple delivery). Also, the main insueaschemes in all the four
countries provide coverage for maternal care. Atshme time, we must note that
notwithstanding official declarations of fee waiseand exceptions for maternal
care, women continue to pay dearly for maternaé¢,caot only in official fees,
and unofficial payments, but also in transportatemd other personal, and
opportunity costs.
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Table 18: Key Indicators on Health Care and Sddesdlth Protection for Ghana, Kenya, Rwanda, anddiaia

Variable GHANA KENYA RWANDA TANZANIA
National Population (2003) 21 million 32 million 8 million 37 million
THE? as % of GDP 4.5 4.3 3.7 4.3
OOP as % of THE 68.2 50.6 23.6 36.2
Formal Coverade

Total out of national pop.(%). 47.0 25.0 36.6 145

State (%)| Negligible - 2.6 -
Social Health Insur (SHI) (%)} 47.0 25.0 8.9 145
Mutual Health Insur (MHI (%))| Now National SHI Negligible 25.1 0.005
Private HI; Co.; etc.(%)| Negligible --

Major Private and Public Health
Insurance Schemes/Programs

NHIS; Private Mutuals; Private
Commercial Health Insurance.

NHIF; Incipient National Social
Health Insurance (NSHI).

MHI, FARG* RAMA® Gacacd®

NHIF, CHF UMASIDASZ,
VIBINDO®, MEDEX®

Main Health Insurance Scheffie
Main Characteristics

Ghana National Health Insurang
Scheme

eNational Hospital Insurance
Fund

Community-Based Mutual
Health Insurance

National Health Insurance Fund

Acronym

NHIS

NHIF

Mutuelles

NHIF

Eligibility

Voluntary for informal sector, &
the self-employed; mandatory fq
formal sector workers.

Voluntary for self-employed,
rinformal sector; mandatory for
formal sector workers.

Mainly voluntary and
community-based.

Formal sector workers and their
spouse(s) & 4 dependents.

Size of Membershi

9.5 million people, or 46.5% of
D national population.

2.3 million people, or 6.2% of
national population.

2.2 million people, or 25% of
national population.

1.1 million people, or 3% of
national population.

Premiums & Exemption

Informal and the self-employed
pay New GH7.2 — 48.8%

5 formal workers pay 2.5% of
SNNIT contribution. Core poor
and elderly are exempted.

Informal workers and pensioner
pay Kshs. 160 per month; forma
workers pay Kshs. 30-3%bper
month. No exemptions.

s Ranges between US$1.20 -US

| per annum per person; and US§
to US$16° per household per yr
The poor are exempted.

55% of employee’s salary (3%
b7each paid by employee and
employer). No exemptions.

Benefits

Out- and in-patient services, org
health, eye care, emergencies g
maternal health care

| In-patient services; admissions

inplaid to a fixed amount and days:

180 days of hospitalization per
year at Kshs 400-2200 per day.

All Minimum Package of
Activities (MPAs)** and selected
Complementary Package of
Activities (CPAs)™>.

Consulting fees, basic diagnosti
tests, out- and in-patient service
medical investigations and
surgeries.

Maternal Protectiong

Maternal care covered under
NHIS; Gov't provides maternal
care free of charge even outsidg
the scheme. However women
bear transport and other official
fees and unofficial fees;
catastrophic delivery cost is
common.

The government purportedly
provides ‘free unfettered’

2 maternal care through the
Ministry of Health, but women
still bear both official and
unofficial fees; catastrophic
maternal cost is common.

Maternal care and transportatio
to district hospitals are covered
under the MPAs, but most
mutuellesequire co-payments.
Poor women are, in principle,
exempted from premiums, but
they pay unofficial fees in
practice.

h Financed by the government for
all women through a national

maternal cost exemption regime.

It is officially free, but there are
several (un)official fees and
travel cost to women; many
women bear catastrophic cost.

Notes: The data are derived primarily from ILO, Social @&ty Department, 2007. 2THE = Total Health ExpendituréOOP = Out-of-pocket payment%-ARG = Fonds
d'appui aux rescags du gnocide (or Genocide Survivors Support FUndRAMA= La Rwandaise d’assurance maladi&acacais a state-organized health insurance for

wn O
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members of he public involved in a traditional dimfresolution tribunal in conjunction with the mecide.”CHF=Community Health FundUMASIDA = Umujo wa Matibabu
sekta Isiyo Rasmi Dar es Salagamnmutual health insurance scheme in the infoseator).®VIMINDO = Vikundi vya Biashara Ndogondodassociation of petty traders with
health schemes}°MEDEX = Medical Express (a Tanzanian-incorporateidate health insurance company)New GH{0.93 is equivalent to US$1.0. US$1 (Nov. 2007).
2ys$1 is equivalent to 64.70053 Kenyan Shilling (N2907);*US$1is equivalent to 545.20 Rwandan Franc (Nov72GfRwanda’s Minimum Package of Activities (MPAS)
are health care provided at health centers; thelpde prenatal care, postnatal care, simple dgljweaccination, family planning, nutritional sere&; curative consultations,
nursing care, hospitalization, essential and gerkrigs, laboratory test, minor surgical operatteeglth education, and transportation of patiemtdistrict hospitals (Republic of
Rwanda, MoH, 2005 and 2004fThe Complementary Package of Activities (CPAs) lagalth care provided at district hospitals; theglide consultations with a doctor,
hospitalization in rooms, eutocic and distocic @hiith, caesarean operations, minor and major seggaefereed serious malaria, all diseases ddrelm under 6 years, medical
imaging, laboratory analysis (Republic of Rwand@Hv12005 and 2004j%Information on the key features of the various aleealth protections is derived from various searc
used for this paper.
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8. Some women, as in the case of Kenya, contingmyofor maternal care, for which they
are officially exempted, due to lack of knowledge the system of waivers and
exemptions. Others, as in the case of the Korl& &ching Hospital in Ghana, continue to
face catastrophic maternal cost because of appa@risistencies and ambiguities in the
benefit package in their prepayment system. Theolesfrom the unfortunate incidents of
detaining new-born babies at the Korle Bu Teacliogpital for mothers’ inability to pay
is to streamline maternal care in such a way thextet will be an increased use of services
at the lower levels of the health care system, evteserving the use of high-end facilities
for severe complications.

9. Maternal care uptakes were generally lower amlomgincome women wherever the
available data on maternity intervention were digagated along income lines, as in the
cases of Kenya and Ghana—drawing on the works afrdet al. (2005) and Overbosh
et al.,(2003), respectively.

10. Similarly, maternal care uptakes were generkdlyer among women in rural areas,
compared to their urban counterparts, as shownhbywork of Quajada and Comfort
(2002) in Tanzania, as well as that of Addai (2060Fhana, to a limited extent.

11. High, often unexpected, fees and out-of-poplgiments increase women’s propensity to
endure catastrophic health spending. Extreme edates to the Ghanaian women whose
new-born babies had to be detained for weeks, kecafitheir inability to pay for their
delivery complications and the neonatal care reguloy their children. It is clear from the
preceding analysis that notwithstanding the offigmoclamations of free universal
maternal care in countries such as Ghana and Tanzatastrophic health spending on
maternity care is not uncommon, with many househbleing compelled to sell assets to
pay for care. The same can be said of the existehggepayment systems, when the
benefits are too small.

12. At the level of theory, we must stress thairaatl link between health insurance, or any
prepayment system, on the one hand, and materméihheutcomes, on the other, is
difficult to ascertain. None of the available seglivas able to draw that causal connection
with any degree of certainty. While it is intuitlyeappealing to expect an increase in
access and utilization of maternal care servicesrasult of good prepayment system, one
cannot stretch this argument to link health insceanoverage or a prepayment system
directly with the reduction of say maternal motiglidue to confounding factors such as
women’s education, economic status, and geogragrbiamity to healthcare facilities.

13. Women do seek access to care for obstetricgemeles, but because of a variety of
problems encountered, appropriate care is oftegyddlor unavailable. Disorganized
health care with lack of prompt response to emagigsnis a major factor contributing to a
continued high mortality rate. Stories like thddaling from Tanzania are all too common
but frequently end tragically.

Veronica Joseph began walking when she felt cotitnag. She delivered on the
roadside five kilometers from the hospital. It isvander that her newborn, only a
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few hours old, is fast asleep in his snug clothoococ He has had a dramatic life up
to now. “My mother helped. We put the placenta plastic bag and arrived at the
hospital. But | feel fine,* Joseph insists, spegkifianzania’s national language
Kiswahili through a translator. Looking unruffledhe sits on the edge of the bed
she shares with two other women and their infantdhe crammed one-room
maternity ward of the Dodoma Regional Hospital anZania’s capital city. Only a
flimsy curtain separates dozens of resting new mfyoa the moans of those
delivering in the adjoining labor room. Joseph mded to give birth to her still-
unnamed son surrounded by healthcare providers wate trained to handle
emergencies on the spot. “It is safer here thamgthome.” The decision is not so
clear-cut for many other expectant women in thet Bdiscan nation. Tanzania is
ranked the fifth most dangerous place in sub-Saha@fica for a woman to give
birth, behind Sierra Leone, Niger, Malawi and Argyohccording World Bank
development indicators. For every 100,000 babies laive in 2000, Tanzania
saw an average of 1,500 women die during pregnastaid labor or shortly after
delivery, World Bank statistics show. That yeamadt 21,000 women died after
problems arose while they were pregnant. The sdanabad worsened from a
decade earlier, when the maternal mortality ratesw&0 per 100,000 live births
and about 8,700 women had died due to complicatidneng pregnancy
(McGregor, 2007).

10. Best Practices

Few differences exist between the schemes. Ghan#éhkamost broad-based system, embracing
both formal and informal workers. A fairly similacheme is found in Tanzania, but the latter
covers only 14% of the national population, allvdafiom are formal sector workers and their
immediate family members. Kenya’'s National Hospkaind covers both formal and informal
workers, but the benefits are limited to in-patisatvices. Kenya is increasingly moving towards
a National Social Health Insurance scheme likeotieeGhana.

Rwanda boasts of perhaps the most elaborate Cortyvhased Mutual Health Insurance program
together with many other health protection instraotee-e.g., RAMA, FARG, anacaca.

Tanzania’s insurance benefits cover some trangpmrteosts for maternity, a clearly laudable
effort. Unfortunately, Tanzania has the least cagerof all the countries studied. Rwanda has
experimented with inclusion of emergency transpganmaservices in the community based
insurance schemes (Sharma et al., 2005). Theseméedexpanded to cover a wider population.

All the countries have exemptions for the poorimfbrtunately they are poorly enforced.
Rwanda appears to do a better job here, partigidarte the co-payment amounts appear to be
quite unambiguous. In contrast, Kenya’s pervasiutue of corruption produces hidden fees and
inflates user costs.

Ghana has the best maternal care indicators dbtlrecountries studied (Table 19). For example,
it has the lowest median months pregnant at figt to an antenatal care facility, and 84.3% of



51

pregnant mothers satisfy the WHO recommended 4+&natal care visits per pregnancy
compared to 13.3% in Rwanda or 52.3% in Kenya. I8igimore Ghanaian women who deliver
outside a health facility are more likely to re@epost natal care than in any of the other cousntrie

Obviously, maternal health is inextricably linkeal averall economic development. The Gross
National Income (GNI) per capita expressed in Pasoig Power Parity (PPP) using US dollars
was as follows: Ghana -$2,190, Kenya -$1,020, R@an#i1,290, and Tanzania - $610 (de Bljj

and Muller, 2006).

Table 19: Maternal Health Indicators for Ghana, y¥&rmRRwanda, and Tanzania

Indicator Ghana Kenya Rwanda Tanzania
MMR (DHS) 214 414 750 578
(2003) (2003) (2004) (2004)
Median months pregnant at 4.0 5.9 6.4* 5.4
first visit
Urban 3.8 5.7 6.2 5.3
Rural 4.2 5.9 6.5 5.5
Number of ANC visits — None 1.2 9.6 5.4 3.0
1 0.9 4.2 13.0 1.7
2-3 8.3 31.3 68.1 33.4
4+ 84.3 52.3 13.3 61.5
Percent deliveries attended b 6.6 11.4 5.0 3.9
doctor
Percent deliveries attended b 40.5 30.2 39.5
Nurse/midwife
Percentage delivered by 47.0 42.0 38.6 46.3
trained health professional
Urban 80.0 72.0 63.1 80.9
Rural 31.0 34.5 34.6 38.0
Percent women with no 53.2 80.0 95.2 82.6
postnatal care
Urban 39.4 78.9 92.2 71.3
Rural 55.5 81.0 95.5 83.6
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11. Policy Implications

The preceding best practices and findings fromcounparative synthesis have a number of policy
implications, among which the following are notethyry based on our overarching research
objective:

* Educate people on their entitlements, waivers, ergmptions in health care. There were
instances, particularly in the case of Kenya, whbeeewomen seeking help, and even the
healthcare providers, knew very little about thevailing exemptions and fee waiver
systems.

» Intensify public educational campaigns on socialltheinsurance schemes, to educate the
general public about the benefits of membershig Will boost people’s willingness to
pay. The fact that the introduction of nationalltteansurance broadens the fiscal space of
healthcare financing for the government needs tstlessed in these public educational
campaigns. Citizens should be well-informed thagdirthinsurance premiums would not
only help improve healthcare services for all, higo help target public funds to the
healthcare needs of the poor. Permitting healthitiaadministrators to use revenue from
insurance contributions and user-fees for the ergraent of local facilities may be a huge
incentive.

* Additional educational campaigns can target thevideys of healthcare to sensitize them
about the need for accountability and proper re¢eeping. As we saw in the case of
Ghana, there were health providers who refusedtémé to NHIS members just because
they did not want to do the paperwork implicatedhiat system of payment.

* Make the system of payment for any maternal cateaasparent as possible; hidden fees,
whether official or unofficial, make it difficultot plan for the already precarious
circumstances surrounding the financing of matecaeg at the household level.

* Embark on monitoring mechanisms to limit the leg€linformal payments to make the
health care more affordable to the poor. For exam@enya’s failure to maintain a
centralized fee-setting structure has provided gpodunity for health facilities to levy
charges on services that are free by national yp¢Bbarma et al., 2005). Poor knowledge
and awareness of the availability of free serviob@spounds the problem of poor women
not receiving exemptions.

» Extend the benefits to cover delivery complicatiamsl neonatal intensive care. There is
no need to cover the routine delivery for whichrettee poor can manage to pay, and not
cover complications which are real emergencies, @mtsequently uncertain, and the
reason to obtain health insurance. It is inhumartetd an infant captive due to poverty of
their parents.

* Travel cost plays such an important constraining iothe procurement of maternal health
care services that social health insurance schehwsgd seriously consider it in the setting
of their premium and benefit package. As a corgllgovernment user-fee regimes should
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also be adjusted to take into account transportaitd other monetary and time costs to
clients.

* Policy makers should take income redistributionasgis maternal care uptake seriously,
by embarking on prepayment systems that give pmantiol cross-subsidizations, and
matters of human rights, equity, and universal caye, at expense of market-based
considerations which tend to treat health carengother commodity.

* In the final analysis, efforts to sustain affordaihprovements in maternal care services
can hardly be divorced from conscious attempts @yegiments to improve the health
system as a whole. For example, using skilled axiddd delivery care providers assures
that all women have access to life saving emergerieyventions at the time of labor and
delivery. Despite efforts to train TBAs, the lewsdl skill among “skilled traditional birth
attendants” is lower than is considered “safe” &fg snotherhood programs.

12: Suggestionsfor Future Research

* More effective indicators for maternal mortalityeaneeded to permit a more accurate
assessment of progress towards achieving MDG 5.

* Additional research is needed to determine morerately the cost of maternal care. For
example, we were not able to determine the exasttafoa normal delivery or c-section in
Rwanda. Such accurate cost estimates are impddamianning and also to gauge the
relative impact of out of pocket expenditure fortemnal care.

* The role of cultural factors in maternal care méition needs to be unraveled. In Rwanda,
to what extent is the late attendance at antenatalfacilities due to cultural practices and
understandings rather than an indication of pooes€ to antenatal care?

* Research into more effective methods of providimgegency delivery services in sparsely
populated rural areas is critically needed. Redyudelays in getting emergency care
particularly in rural areas will improve birth ootoes.

* Finally, more research into the specific role ofiov@al/community-based health insurance
in improving access and quality of maternal healtéds needed to enhance the theoretical
and empirical grounding for the much needed shifinf OOP towards social health
protections in maternal healthcare in the Develgpiforld.

13. Concluding Remarks

Maternal care is as good as the overall healttesystational health insurance schemes cannot
make up for the poor quality of care that previailander-funded and poorly equipped health
facilities. In Kenya for example, elements neededupport quality antenatal care are commonly
lacking; only 10% of facilities have all the itemeeded for counseling, 37% have items needed
for infection control, and 57% have all the iterssential for providing basic antenatal care.
Moreover, basic equipment and supplies recommefatexhy normal delivery are available in 1
of 3 facilities offering delivery services. Aboud% of hospitals have all the basic medicines and



54

supplies for managing common complications of ladoadt delivery, but only 25% have medicines
for managing serious complications (Godia et &Q7). When facilities provide quality services,
they become widely used and trusted by community bezs

Transportation is an important but often negleatechponent of maternal care. The best health
providers in well-equipped facilities are littleeausvhen labor complications arise and emergency
transport is lacking. In Kenya, for example, Sharetaal. (2005) report that the majority of
antenatal clinic clients cited distance to thelftycas the decisive factor in seeking or not segki
services. National health insurance systems showhdider transport costs and make efforts to
improve geographic access to health facilities.

Emergency transport systems are needed not jush&bernal care, but for all health care. A
simple, well-organized system for responding to icecemergencies is required. This will mean
the difference between life and death for many Eedpne way of increasing access to emergency
obstetric care is to offer rapid transport to alityovhere the needed service is available. Withou
a facility-supported emergency transportation systie expectant mother and family are forced
to use their own means of transport during an eeraryg

The content of antenatal care should be streamlioedssure its utility in reducing labor
complications. In this regard, special efforts aeeded to keep and maintain the supply of skilled
midwives who provide most maternal care in rurgasr The combination of an aging midwife
population, inadequate salaries, and few incentivgemain in rural areas all limit the supply of
skilled providers who attend deliveries and posallehges to reducing maternal and child
mortality (USAID, 2006).

A clear designation of hierarchical systems is erdedBasic delivery facilities are more widely
needed, but referral facilities should also be ssitde, although less frequently needed, and the
user fees should be streamlined. In fact recoggithat out-of-pocket costs for users of high level
facilities are usually higher, such users needyhdrilevel of subsidy.

Finally, there is not a simple and straight-forwandervention, which by itself will reduce
maternal mortality significantly. Maternal mortglis inextricably linked to the health care system
and cannot be improved in isolation from the cont#xhealth care. For example, emigration of
health workers affects the totality of health caot just maternal care. Similarly, while there is
consensus that skilled attendance at delivery esiumaternal mortality, without essential
medicines and equipment skilled personnel in alposguipped health facility can do little to
prevent maternal deaths. National health insuraotemes, by making maternal health care
economically accessible and reducing catastropdyenents for delivery complications, can help
to reduce maternal mortality, but insurance schemese, without the supporting health
infrastructure including emergency transport anaiggaphically accessible health facilities staffed
by qualified personnel is unable to reduce matemmadtality for those who need it most—poor
rural women.
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! Arguably, this delay was due to lingering ideotmgiproclivities towards socialism.

2 In the WHO Mother-Baby Package, antenatal carsistsof: at least four visits of at least 20 mésugach, starting
before the last trimester of pregnancy. Diagnassstinclude: hemoglobin, blood group, urine anslgad RPP
syphilis test. Treatment covers: iron and folatgpdements, 60mg three times a day for 90 days;tétemus
vaccinations; treatment of malaria and hookworm(Btataet al, 2004, 1640

% The Bamako Initiative is a declaration adoptedhfijcan health ministers at a meeting in Bamaka87. The
thrust of this initiative was for African leadesémbark of strategies to increased the availghifiessential drugs
and other health care services. In addition thethie called of the decentralization of healtihecdecision-making to
local levels.

* We must note, though, that Schneider and Hans@@v2and Shepard, Carrrin, and Nyandagazi (1988gtthe
origins of a user-pay regime in health care in Rizato as far back as 1976.

® The Abuja Declaration emerged out of a Special fitran HIV/AIDS, TB and other infectious diseasedchby the
Heads of State and Government of the African Uimofbuja, Nigeria, in April of 2001.

® We must note Musangat al. (2006, 98) put the number of these community-tb&gell at 116 by December 2004.
it is very likely these authors included other nalies, such as the army mutual associations or #wefonds
d’appui aux rescags du gnocide(Genocide Survivors’ Support Fund [FARG] in thegtimation.

8 Complementary Package of Activities (CPA) are et in district hospitals; they include consuliativith a
doctor, hospitalization in rooms; eutocic and digtehildbirth, caesarian operations, minor andanayrgeries,
referred serious malaria, all disease of childneden 6 years, medical imaging, laboratory analgsis

? Scheil-Adlung, Xeniat al2007, put this figure at 7% which is not that mdéferent.

9 The ILO, for one, continues to provide techniogiertise to the Government of Ghana and other btiéers on
the Ghana National Health Insurance Fund. The Ild@lkboration with the Ghana Social Security aradidhal
Insurance Trust (SSNIT)—which culminated in a 288ort on ‘Health Insurance in Ghana,’ set in thietext of the
ILO Global Social Trust Initiative—is worthy of nethere (ILO, 2005).

" The NHIS defines the core poor as “adults whousmemployed and do not receive any identifiable @rtstant
support from elsewhere for survival” (Republic di@a NHIS Brochure n.d., 6; Ghana National Healfuitance
Council, 2007).

21n 2007, Ghana changed its currency from the etli ¢) to New GH Cedig). One New GH¢ = 1000 old Ghana ¢. The
exchange rate to the US$ is now about US$1=New GH¢0.93.



