
  

 

 

Tilburg University

Health Care Governance in Developing Countries

Habtom, G.

Publication date:
2006

Document Version
Publisher's PDF, also known as Version of record

Link to publication in Tilburg University Research Portal

Citation for published version (APA):
Habtom, G. (2006). Health Care Governance in Developing Countries: The Case of Eritrea. [n.n.].

General rights
Copyright and moral rights for the publications made accessible in the public portal are retained by the authors and/or other copyright owners
and it is a condition of accessing publications that users recognise and abide by the legal requirements associated with these rights.

            • Users may download and print one copy of any publication from the public portal for the purpose of private study or research.
            • You may not further distribute the material or use it for any profit-making activity or commercial gain
            • You may freely distribute the URL identifying the publication in the public portal
Take down policy
If you believe that this document breaches copyright please contact us providing details, and we will remove access to the work immediately
and investigate your claim.

Download date: 23. May. 2023

https://research.tilburguniversity.edu/en/publications/289e6243-bb73-4d66-a6a1-89e1b1661ec7


Health Care Governance
In Developing Countries

The Case of Eritrea

GEBREMICHAEL KIBREI~B HABTOM





Health Care Governance in Developing
Countries: The Case of Eritrea

GebreMichael K. Habtom



Health Care Governance in Developing
Countries: The Case of Eritrea

PROEFSCHRIFT

ter verkrijging van de graad van doctor aan de Universiteit van
Tilburg, op gezag van de rector magnificus, prof.dr. F.A. van der
Duyn Schouten,in het openbaar te verdedigen ten overstaan van
een door het college voor promoties aangewezen commissie in de
aula van de Universiteit op woensdag 10 mei 2006 om 16:15 uur
door

GebreMichael Kibreab Habtom
geboren op 20 juni 1971 te Damba, Eritrea.



Promotors: Prof. dr. P.H.M. Ruys
Prof. dr. T.W.A. Camps



Acknowledgements

Writing a Ph.D. thesis is not something that you ca.n do by yourself very easily. This is
because you need a number of individuals who support and comfort you throughout the long
journey of the study. Thus, I would like to express my deepest appreciation to those who, in
one way or another, have contributed to the success of this dissertation. Indeed, few must be
mentioned by name.

Above all, I would like to thank my two promoters, Prof. Pieter Ruys and Prof. Theo Camps
for their excellent support, guidance and motivation. Without their professional guidance in a
very friendly environment, the work could not have the quality it has now. I benefited greatly
from the numerous discussíons we had on the topic. These discussions assisted me to acquire
in-depth knowledge of the subject matter and the research methodology.

I would like to thank the Netherlands government, particularly to Nuffic for financing my
research, and Tilburg University for offering me a conducive work envirorunent. I am greatly
indebted to the staff members of IVO for their dedication and support. I thank Gerard de
Groot, Wim Pelupessy, Tinka Ewoldt, Ruud Picavet, Jennifer Weusten, Treja Wilkens, Monica
Twumasi, Arthur Giesberts, Roldan Muradian, Luuk van Kempen and Bertha Vallejo. I would
especially like to thank T~eja and Jennifer for their time a.nd generous support in taking care
of the administrative issues and their friendship, which has made IVO more than a temporary
place of study. Many thanks to Arthur to whom I turned for assistance each time I encountered
computer problems. But, most importantly, to whom I owe much gratitude is Gerard de Groot
who has provided me great support and encouragement through out my study years. He was
there every time I needed his opinion and advice, always patient and good-willed. I also wish
to thank him for his generous material and financial support to avail myself any opportunity
to attend local or international academic conferences.

I must thank the University of Asmara for allowing me to pursue my Ph.D. study. I also
wish to express my special thanks to the following staff members of the University of Asmara,
namely, Dr. Kiflemariam Abraham, Dr. Melake Tewolde, Dr. Sebhat Tewolde, Dr. Stefanos
Hailemariam, Dr. Abebe Kifleyesus, and Dr. Tesfayesus Mahari, for their friendly advice and
morale support, throughout the duration of my study.

Since this study was based on a fieldwork, I received the assistance and co-operation of a
number of individuals, who devoted their precious time. Without their sincere co-operation
and assistance, my study could not have been successfully completed. Hence, I am heavily
indebted to all the respondents to the questionnaires and individuals whom I interviewed in
Eritrea. Particularly, I would like to acknowledge the support of the staff of the Ministry
of Health, namely, Berhane Gebretinsae, Bernando Kifleyesus, Shashu G~selassie, Asemehay
Yebio, Dr. Tesfaldet Teclemichael, Dr. Alazar Sahle, Dr. Hamid Chewai, Dr.Andom, Dr. Gir-
may and Dr. Samson. I am also grateful to Dr. Berhane Kidane, Director of Sembel Hopital,
Sister Tsega and Aba Ogbagebriel staff of the Eritrean Catholic Secretary, and Andemichael
Solomon, Head of Social Services at Zoba Anseba for their hospitality and co-operation. I am

i



also thankful to my research assistants for their great help in the data collection period.

I am grateful to Rejie George, and Mewael Frezghi for their insightful and constructive sug-
gestions at the latter stage of my work and for their continued interest in my research. I
am also thankful to my colleagues and friends at Tilburg University: Mussie Teclemichael,
Petros Bahta, Daniel Tekle , Yonas Mesfun, Bejoy Thomas, Gerardo Jimenez, Martin Gomez,
Raphael Diaz, Claudia Qturoga, Aussi Sayinzoga, and Claude Bizimana for their morale sup-
port and the continuous discussion that we had over the last four years. I owe much gratitude
to Mewael Frezghi and Petros Bahta, who introduced me with LaTex software in a short period
of time. The thesis manuscript would not have taken its final shape without their help.

I am also grateful to my PhD. committee members, Prof. dr. Jacques van der Gaag, Ams-
terdam University, Prof. dr. Niels Noorderhaven, Prof. dr. Joseph Soeters, Prof. dr. Pieter
Tops,Tilburg University, and Dr. Stifanos Hailemariam, University of Asmara, for their will-
ingness to read the manuscript and be part of the examining committee.

The most exciting parts of the research were my field trip to Eritrea, where I got married
in 2003. Having a family and at the same time doing a Ph.D. research was not always easy.
However, the unreserved encouragement and support that I got from my wife - Semhar Simon -
was a sine qua non for the successful completion of my study. She carried the full responsibility
for the family, while supporting my study with love and patience. Special thanks also goes to
my mother and father in law for taking care of my wife during my absence.

I am extremely grateful to my aunt Tserha Habtom and her late husband Ato Kebede Hailu
for being the wonderful, loving and caring parents that they are and for raising me up since
my childhood and taking care of my education all the way from elementary to secondary
school.I am also indebted to my mother and my late father for the support I got while I was
a student at the University of Asmara. My deepest appreciation also goes to my brothers
Tesfaldet, Hailemichael, Teclemichael and to my sister Nighsti. I owe also much appreciation
to my sister in law Elsa Mogos for her encouragements and moral support throughout the
study period. Her warm reception and hospitality has always overwhelmed me.

Last but certainly not least, I thank God for his blessing......the long journey comes to an end.

Tilburg, 06 March 2006

GebreMichael K. Habtom

ii



Contents

Acknowledgements

List of Tables

List of Figures

i

xi

xv

I Introduction 1

1 Introduction and Problem Definition 3

1.1 Introduction . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3

1.2 The Research Problem in Perspective . . . . . . . . . . . . . . . . . . . . . . . 6

1.2.1 Research Questions . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 8

1.2.2 Objectives of the Study . . . . . . . . . . . . . . . . . . . . . . . . . . 9

1.3 Relevance, Focus and Research Methodology . . . . . . . . . . . . . . . . . . . 10

1.4 Organization of the Study . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 12

II Policy Issues in Health Care Provision and Financing, and
Experience in Sub-Saharan Africa 15

2 Policy Issues in the Role of the State and the Market in Health Care Pro-
vision and Financing 17

2.1 Introduction . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 17

2.2 What is Health Care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 18

2.3 What Kind of Commodity is Health Care? . . . . . . . . . . . . . . . . . . . . 19

2.4 Markets in Health Care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 20

2.4.1 Are Health Care Markets Perfect? . . . . . . . . . . . . . . . . . . . . . 21

2.4.2 What are the Problems with Health Care Markets? .. ......... 22

2.5 Equity and Efficiency Conflicting Policy Issues in Health Care ......... 26

2.5.1 Public-Private Conflict in Health Care Financing . . . . . . . . . . . . 27

iii



2.5.2 Public-Private Conflict in Health Care Provision . . . . . . . . . . . . . 29

2.6 Public-Private Mix and Quasi-Markets in Health Care . . . . . . . . . . . . . . 31

2.6.1 Quasi-Markets in Health Care . . . . . . . . . . . . . . . . . . . . . . . 31

2.6.2 Public-Private Mix in Health Care Financing and Provision ...... 32

2.7 Concluding Remarks . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 34

3 Health Care Provision, Financing, and the Determinants of Health in Sub-
Saharan Africa: Lessons to Learn 37

3.1 Introduction . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 37

3.2 Health Care Provision in Sub-Saharan Africa . . . . . . . . . . . . . . . . . . . 38

3.2.1 Levels of Health Care Facilities in Sub-Saharan Africa .......... 40

3.2.2 Primary Health Care as a Principal Strategy in Sub-Saharan Africa .. 41

3.3 Health Care Financing in Sub-Saharan Africa . . . . . . . . . . . . . . . . . . 43

3.3.1 Financing Health Care through User Fees in Sub-Saharan Africa .... 45

3.3.2 Financing Health Care through Insurance in Sub-Saharan Africa .... 49

3.4 The Determinants of Health in Sub-Saharan Africa . . . . . . . . . . . . . . . 51

3.4.1 The Position of Eritrea . . . . . . . . . . . . . . . . . . . . . . . . . . . 54

3.5 Health Care in 5ub-Saharan African Countries: Problems and Prospects .. 57

3.5.1 Problems . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 57

3.5.2 Prospects . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 58

3.5.3 Lessons Learned . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 60

III Theoretical Framework and Methodology 63

4 Institutional Forms of Governance 65

4.1 Introduction . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 65

4.2 Review of Relevant Theories . . . . . . . . . . . . . . . . . . . . . . . . . . . . 66

4.2.1 Agency Theory . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 66

4.2.2 Transaction Cost Theory . . . . . . . . . . . . . . . . . . . . . . . . . 68

4.2.3 Contract Theory . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 70

4.2.4 5ocial Capital Theory . . . . . . . . . . . . . . . . . . . . . . . . . . . 72

4.2.5 Central Place Theory . . . . . . . . . . . . . . . . . . . . . . . . . . . . 73

4.3 Governing Pay: Compensation for Health Care Service Providers ........ 75

4.4 Health Care Governance Under Different Service Specific Regimes ....... 79

4.4.1 The Unified Public System . . . . . . . . . . . . . . . . . . . . . . . . . 80

4.4.2 The Atomized Private 5ystem . . . . . . . . . . . . . . . . . . . . . . . 81

iv



4.4.3 The Public Contract System . . . . . . . . . . . . . . . . . . . . . . . . 81

4.4.4 The Segmented System . . . . . . . . . . . . . . . . . . . . . . . . . . . 84

4.5 Conclusion . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 85

5 Conceptual F~amework and Research Methodology 87

5.1 Introduction . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 87

5.2 Conceptual Framework of Analysis . . . . . . . . . . . . . . . . . . . . . . . . 87

5.3 The Role Approach . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 91

5.3.1 Roles in the Health . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 92

5.4 Purchaser-Provider Split in the Health Sector as an Analytical Tool ...... 101

5.5 The Concept of a Dual Economy and the Role of Micro-Health Insurance in
such Economy . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 103

5.6 Empirical Research Methodology . . . . . . . . . . . . . . . . . . . . . . . . . 106

5.6.1 Case Study Method . . . . . . . . . . . . . . . . . . . . . . . . . . . . 107

5.6.2 Survey Method . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 107

5.6.3 Sample Size and Sampling Techniques . . . . . . . . . . . . . . . . . . 108

5.6.4 Methods of Data Collection . . . . . . . . . . . . . . . . . . . . . . . . 112

5.6.5 Methods of Data Analysis . . . . . . . . . . . . . . . . . . . . . . . . . 116

5.6.6 Credibility of the Research Findings . . . . . . . . . . . . . . . . . . . . 117

5.7 Concluding Remarks . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 118

IV The Research Context and Empirical Study 119

6 Overview of Eritrea: Economic and Social Perspective 121

6.1 Introduction . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 121

6.2 Geography . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 122

6.3 Demographic and Population Characteristics . . . . . . . . . . . . . . . . . . . 123

6.4 History . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 124

6.5 The Economy . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 126

6.6 Political System . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 131

6.7 Structure of the Government . . . . . . . . . . . . . . . . . . . . . . . . . . . . 132

6.8 Health Services and Programs . . . . . . . . . . . . . . . . . . . . . . . . . . . 134

6.8.1 Health Care Facilities and Personnel . . . . . . . . . . . . . . . . . . . 135

6.8.2 Health Care Policy . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 137

6.8.3 Burden of Disease . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 137

6.8.4 Immunization . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 140

v



6.9 Concluding Remarks . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 142

7 Eritrea's Health Care Policy and Strategy 145

7.1 Introduction . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 145

7.2 Health Care Policy . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 145

7.2.1 Primary Health Care as a Principal Strategy . . . . . . . . . . . . . . . 146

7.2.2 Primary Health Care in Eritrea . . . . . . . . . . . . . . . . . . . . . . 148

7.3 Public Health Priorities . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 149

7.3.1 HAIv1SET Project in Eritrea . . . . . . . . . . . . . . . . . . . . . . . . 151

7.4 Inter-sectoral Collaboration in Health . . . . . . . . . . . . . . . . . . . . . . . 154

7.4.1 Effectiveness of Past and Current IEC Activities in Eritrea ....... 157

7.5 Decentralization . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 158

7.5.1 Community Participation . . . . . . . . . . . . . . . . . . . . . . . . . 161

7.6 Concluding Remarks . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 164

8 The Distribution of Modern Health Care Facilities and Health Personnel in
Eritrea: Implications for Equity 167

8.1 Introduction . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 167

8.2 Levels of Health Care Facilities in Eritrea . . . . . . . . . . . . . . . . . . . . . 168

8.2.1 Primary Level Health Care Facilities . . . . . . . . . . . . . . . . . . . 168

8.2.2 Secondary Level Health Care Facilities . . . . . . . . . . . . . . . . . . 170

8.2.3 Tertiary Level Health Care Facilities . . . . . . . . . . . . . . . . . . . 170

8.3 The Distribution and Location of Health Care Facilities in Eritrea ....... 171

8.3.1 Distribution of Health Care Facilities in Eritrea . . . . . . . . . . . . . 172

8.3.2 Population Distribution and the Location of Health Care Facilities in
Eritrea . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 173

8.3.3 Measuring the Dístribution and Utilization of Health Care Facilities in
Eritrea . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 178

8.4 Distribution of Health Care Personnel in Eritrea . . . . . . . . . . . . . . . . . 190

8.4.1 Measuring inequality in the distribution of health care personnel in Er-
itrea: an analysis using Pearson correlation, Gini coefficient, and Lorenz
curve ..................................... 192

8.4.2 Measuring the Distribution of Health Personnel . . . . . . . . . . . . . 196

8.5 Conclusion . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 198

9 Health Care Provision in Eritrea 201

9.1 Introduction . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 201

9.2 Health Care Provision in Eritrea . . . . . . . . . . . . . . . . . . . . . . . . . . 202

vi



9.2.1 The Public Sector . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 202

9.2.2 The Private Sector . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 203

9.3 Organization of Eritrea's Health Sector: Interactions and T~ansactions .... 211

9.4 Analysis of Public-Private Mix in Health Care Provision in Eritrea ....... 214

9.4.1 Promoting Public-Private Mix in Health Care Provision in Eritrea ... 220

9.4.2 Regulation of Health Care Services in Eritrea . . . . . . . . . . . . . . 223

9.5 Constraints for Effective Public-Private Mix in Health Care Provision in Eritrea 224

9.6 Conclusion . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 227

10 Health Care Financing in Eritrea 229

10.1 Introduction . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 229

10.2 Health Care Financing in the Public Sector . . . . . . . . . . . . . . . . . . . . 229

10.2.1 Public Expenditure on Health . . . . . . . . . . . . . . . . . . . . . . . 230

10.2.2 Sources of Finance for the Public Health System . . . . . . . . . . . . . 231

10.2.3 The Price of Health Services at MOH Facilities . . . . . . . . . . . . . 234

10.2.4 New Proposed Health Care Pricing Policy's at MOH .......... 237

10.3 Analysis of Public-Private Mix in Health Care Financing in Eritrea ...... 239

10.3.1 Promoting Public-Private Mix in Health Care Financing in Eritrea .. 244

10.3.2 Constraints for Effective Public-Private Mix in Health Care Financing
in Eritrea . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 248

10.4 Conclusion . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 249

11 1~aditional Social Insurance as an Alternative Financing Mechanism for
Health Care in Eritrea 251

11.1 Introduction . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 251

11.2 Social and Economic Networks in Traditional Eritrean Community ....... 252

11.2.1 Kinship Networks . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 253

11.2.2 Networks of Traditional Mutual Aid Community Associations ..... 255

11.2.3 Ekv,bNetworks: Rotating, Saving and Credit Associations ........ 256

11.3 Membership of Mahbers and Acceptability of Dues . . . . . . . . . . . . . . . 257

11.3.1 Assistance Expected and Received . . . . . . . . . . . . . . . . . . . . . 258

11.3.2 Voluntarism and Sharing of Resources . . . . . . . . . . . . . . . . . . 259

11.3.3 Reciprocity and Exchange . . . . . . . . . . . . . . . . . . . . . . . . . 261

11.3.4 Use of Common Resources to Finance Social Services .......... 261

11.3.5 Outcome Contingent Contracts . . . . . . . . . . . . . . . . . . . . . . 262

11.3.6 Willingness to Extend Dues and Assistance to Health Care Services .. 262

vii



11.4 Transformation of Existing Mahóer Institutions . . . . . . . . . . . . . . . . . 264

11.4.1 Effects of Extending Services in Existing Institutions .......... 265

11.4.2 Design of Contracts . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 267

11.5 Conclusion . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 267

12 Traditional Medical Practice: Complementary and Alternative to Modern
Health Care System in Eritrea 269

12.1 Introduction . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 269

12.2 Traditional Medical Practice in Eritrea . . . . . . . . . . . . . . . . . . . . . . 270

12.3 Perceptions and Attitudes of IVlodern and T4~aditional MPs about Traditional
Medical Practice in Eritrea . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 274

12.3.1 Perceptions and Attitudes of TMPs . . . . . . . . . . . . . . . . . . . . 274

12.3.2 Perceptions and Attitudes of MMPs . . . . . . . . . . . . . . . . . . . . 279

12.3.3 Differences in Perception Between Modern and Traditional Medical Prac-
titioners . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 282

12.4 Complementarities Between Traditional and Modern Health Care Systems in
Eritrea . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 283

12.4.1 Socio-cultural Dimension . . . . . . . . . . . . . . . . . . . . . . . . . . 284

12.4.2 The Medical Dimension . . . . . . . . . . . . . . . . . . . . . . . . . . 284

12.4.3 The Economic Dimension . . . . . . . . . . . . . . . . . . . . . . . . . 285

12.5 Discussion . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 287

12.6 Conclusion . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 293

13 The Choice ofa Health Care Provider: The Central and Northern Highlands
of Eritrea 295

13.1 Introduction . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 295

13.2 The Economic Model . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 296

13.3 Variable Definition . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 300

13.4 Results . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 301

13.4.1 Demographic and Socio-economic Characteristics . . . . . . . . . . . . 301

13.4.2 Important Reasons for the Choice of a Health Care provider ...... 304

13.4.3 Parameter Estimates . . . . . . . . . . . . . . . . . . . . . . . . . . . . 306

13.4.4 Elasticities and Policy Simulations . . . . . . . . . . . . . . . . . . . . 314

13.5 Conclusion . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 317

Vlll



V Research Findings, Implications and Conclusions 319

14 Conclusions and R.esearch Implications 321

14.1 Introduction . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 321

14.2 Key Research Findings and Answers to Sub-Research Questions ........ 321

14.3 Research Implications . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 330

14.3.1 TheoreticalImplications . . . . . . . . . . . . . . . . . . . . . . . . . . 330

14.3.2 Policy Implications . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 334

14.4 Conclusion . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 342

VI Appendices,Bibliography,and Summary in Dutch 345

Bibliography 353

Summary in Dutch (Samenvatting) 381

ix



List of Tables

2.1 Public-private mix in health care, selected advanced economies, 1993 ..... 34

3.1 Crude Classification of Countries by exemption Policies . . . . . . . . . . . . . 48

3.2 Healthy life expectancy and the effects of the explanatory variables ...... 52

3.3 Percentage of adult population infected with HIV or suffering from AIDS in
selected SSA countries, year end 2002 . . . . . . . . . . . . . . . . . . . . . . . 53

3.4 SSA countries: life expectancy by income group, year 2002 ........... 53

3.5 Under-five mortality rate and the effects of explanatory variables ........ 54

3.6 Supply of Human Resource in Health Services, 1985-90 . . . . . . . . . . . . . 57

3.7 Share of Population Covered by Health Insurance, Selected SSA ........ 58

3.8 Approximate categorizations of the best and worst performing national health
systems, year 1990 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 60

4.1 Health care provider payment methods: strengthes and weaknesses ...... 76

4.2 Typology of health systems . . . . . . . . . . . . . . . . . . . . . . . . . . . . 79

4.3 Present design of the segmented system . . . . . . . . . . . . . . . . . . . . . . 84

5.1 Health facilities visited during the assessment period, 2003 ........... 109

5.2 Health care personnel by specialization and administrative zone ........ 109

5.3 Sample distribution by administrative zone . . . . . . . . . . . . . . . . . . . . 110

5.4 Distribution of traditional medical practitioners by zone, 2003 ......... 110

5.5 Sample distribution by type of practice and administrative zone ........ 111

5.6 Sample distribution by sub-zone, field data 2003 . . . . . . . . . . . . . . . . . 112

6.1 Eritrea ethnic and linguistic groups (nationalities) . . . . . . . . . . . . . . . . 123

6.2 Population dependency ratio, 2000 . . . . . . . . . . . . . . . . . . . . . . . . 123

6.3 Key demographic indicators of Eritrea, 2002 . . . . . . . . . . . . . . . . . . . 124

6.4 Eritrea: Gross domestic product by sector, 1997-2002 . . . . . . . . . . . . . . 127

6.5 Structure of the economy, 1997-2002 . . . . . . . . . . . . . . . . . . . . . . . 128

6.6 GDP annual growth rate and GNI per capita, 1992-2001 ............ 128

xi



6.7 T~ade balance of Eritrea (real, millions of US dollars, constant 1995 prices) .. 129

6.8 Eritrea's saving and investment portfolio, 1992-2001 . . . . . . . . . . . . . . . 130

6.9 Type 8e number of health facilities for the period before 8e after independence 136
6.10 Number 8e category of health personnel in the MOH, 1995-2002 ........ 136

6.11 Ten leading causes of inpatient deaths in Hospital 8c Health Centers in Eritrea,
2002 .........................................138

6.12 Trends of the ten leading causes of inpatient deaths (for patients five years old
8c above), 1998-2002[Ranked] . . . . . . . . . . . . . . . . . . . . . . . . . . . 138

6.13 Ten leading causes of outpatient morbidity in hospitals 8z health centers, 2002 139

6.14 Ten leading causes of admission (inpatient) in hospitals 8c health centers, 2002 140
6.15 The share of malaria's burden of disease in hospitals and health centers, 1998-2002140

6.16 Immunization coverage for Eritrea, 1994 8e 2002 . . . . . . . . . . . . . . . . . 141

6.17 Immunization coverage for Eritrea, Sub-Saharan Africa 8e developing countries 141

6.18 Under-five 8c infant mortality rates, 8c life expectancy in Eritrea, 1993-2002 .. 142

7.1 Burden of disease in Eritrea . . . . . . . . . . . . . . . . . . . . . . . . . . . . 147

7.2 Public health priorities in Eritrea . . . . . . . . . . . . . . . . . . . . . . . . . 150
7.3 Trends of HAMSET Diseases in Eritrea . . . . . . . . . . . . . . . . . . . . . . 152

7.4 Health problems, strategies 8c community roles in Eritrea . . . . . . . . . . . . 163

8.1 Levels of health care facilities 8c population threshold in Eritrea ........ 171

8.2 Health care facilities by type and ownership, 2002 8c 2004 ............ 172

8.3 Distribution of lower level private health care facilities by zone, 2002 ...... 173

8.4 Number of health care facilities by type 8t zone, 2003 . . . . . . . . . . . . . . 173

8.5 Central places, population size 8z number of health facilities in Eritrean central
8e northern highlands, 2003 . . . . . . . . . . . . . . . . . . . . . . . . . . . . 175

8.6 Central places, population size 8e number of health facilities in Eritrean eastern
8e western lowlands, 2003 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 176

8.7 Early child mortality rates by zone, EDHS 2002 . . . . . . . . . . . . . . . . . 177

8.8 Ratios of advantage . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 179

8.9 Ratios of advantage, population proportion, and proportion of health care fa-
cility (Health Station) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 180

8.10 Cumulative proportion of population 8zhealth care facility (health station) .. 180

8.11 Gini coefficients (G) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 181

8.12 Coefficients of correlation Rt determination . . . . . . . . . . . . . . . . . . . . 183

8.13 Number of health facilities per 10,000 population, 2002 . . . . . . . . . . . . . 184

8.14 Number of hospital 8c health center beds and inpatients by zone ........ 186

8.15 Growth of human resource in the MOH, 1991-2002 . . . . . . . . . . . . . . . 191

xii



8.16 Distribution of health care personnel by zone, 2002 . . . . . . . . . . . . . . . 191

8.17 Ratios of advantage . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 193

8.18 Gini coefficients (G) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 194

8.19 Coefficients of correlation 8e determination . . . . . . . . . . . . . . . . . . . . 195

8.20 Population per health worker by zone, 2002 . . . . . . . . . . . . . . . . . . . 196

8.21 Total number of patients per physician, nurse and associate nurse by zone, 2002 197

9.1 Distribution of private clinics by type and zone, 2000 . . . . . . . . . . . . . . 204

9.2 Distribution of mission health facilities 8L number of patients served, 2002 ... 205

9.3 Total number of health services provided by Catholic Mission facilities, 2002 . 206

9.4 Percentage of health services provided by Catholic Mission health facilities, 2002206

9.5 NGOs and type of their intervention, 2002 . . . . . . . . . . . . . . . . . . . . 207

9.6 Distribution of traditional medical practitioners by zone, 2003 ......... 208

9.7 Number of traditional birth attendants, 2000 . . . . . . . . . . . . . . . . . . . 209

9.8 Number of community health workers, 2000 . . . . . . . . . . . . . . . . . . . 210

9.9 Response frequencies to government policy on health care provision ...... 215

9.10 Response frequencies on the need for government action . . . . . . . . . . . . . 219

10.1 Eritrea's selected national health accounts, 1995-2001 . . . . . . . . . . . . . . 230

10.2 Government expenditure on health, 1997-2002 . . . . . . . . . . . . . . . . . . 231

10.3 Sources of finance for health care in Eritrea, 1998-2002 . . . . . . . . . . . . . 231

10.4 Health care expenditure by type of intervention (percent) . . . . . . . . . . . . 233

10.5 Availability of financial 8e non-financial resources in the public health system
(Response frequency of MMPs in percentage . . . . . . . . . . . . . . . . . . . 233

10.6 Availability of reward 8c incentives in the public health system (Response fre-
quency of MMPs in percentage) . . . . . . . . . . . . . . . . . . . . . . . . . . 234

10.7 Comparison of fee levels . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 235

10.8 Percentage of unit cost recovered through user fee by MOH facilities, 1996 .. 235

10.9 Amount of revenue collected from outpatient 8s inpatient services by zone, 1998-
2002 (in Nakfa) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 236

lO.lOFees paid by referred Se bypassing patients . . . . . . . . . . . . . . . . . . . . 237

10.11Schedule of user fees at different health facility levels . . . . . . . . . . . . . . 238

10.12Response frequencies to government health care financing policy ........ 241

10.13Pro-poor health care policies in Eritrea . . . . . . . . . . . . . . . . . . . . . . 243

10.14Suggested models for achieving universal coverage . . . . . . . . . . . . . . . . 247

11.1 Type of traditional mutual aid community associations (Mahber) in Eritrea .. 256

~tiii



11.2 Membership in different traditional mutual aid community associations (in per-
cent) ......................................... 258

11.3 Potential sources of finance for health care 8e other related social costs at times
of illness . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 259

11.4 Types of voluntary contribution~ assistance (in percent) . . . . . . . . . . . . 260
11.5 Mahber membership, payment 8c willingness to join possible scheme ...... 262
11.6 Types of benefits sought by those willing to join Mahber based health insurance

scheme ........................................ 263

12.1 Classification of traditional medical practitioners . . . . . . . . . . . . . . . . . 273

12.2 Socio-demographic characteristics of TMPs . . . . . . . . . . . . . . . . . . . . 274

12.3 Perceptions 8L attitudes of TMPs about traditional medical practice in Eritrea 275
12.4 Perceptions 8c attitudes TMPs about traditional medical practice in Eritrea .. 277

12.5 Socio-demographic characteristics of IV4MPs . . . . . . . . . . . . . . . . . . . 279
12.6 Perceptions 8c attitudes of MMPs about traditional medical practice in Eritrea 279

12.7 Perceptions 8L attitudes of MMPs about traditional medical practice in Eritrea 280
12.8 Complications on traditional surgical medical practice . . . . . . . . . . . . . . 282
12.9 Difference in socio-demographic characteristics between MMPs 8t TMPs ... 282

12.lODifference in attitudes and perceptions between Modern 8e Traditional Medical
Practitioners about traditional medical practice in Eritrea . . . . . . . . . . . 283

12.11Social, economical 8c medical dimensions of modern8c traditional medical systems286

12.12Possible complementarities of traditional medical practice . . . . . . . . . . . . 288
12.13Preferred treatment for specific types of diseases . . . . . . . . . . . . . . . . . 288

12.14Patients' classification by treatment sought . . . . . . . . . . . . . . . . . . . . 289
12.15Assistance during delivery . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 291

13.1 Mean 8e standard deviation of selected household SL facility characteristics by
type of provider. (standard deviation in parenthesis) . . . . . . . . . . . . . . 302

13.2 Percentage distribution by provider . . . . . . . . . . . . . . . . . . . . . . . . 303

13.3 Parameter estimates (Multinomial logit model) . . . . . . . . . . . . . . . . . 307

13.4 Female education and its effect on children's health in Eritrea ......... 308

13.5 Own and Cross-Elasticities of Demand ~1 . . . . . . . . . . . . . . . . . . . . . 314

13.6 Policy simulation . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 315

13.7 Change in probability of choice of health care provider with respect to one unit
change on the level of income . . . . . . . . . . . . . . . . . . . . . . . . . . . 316

13.8 Change in probability of choice of health care provider with respect to one unit
change on the level of quality . . . . . . . . . . . . . . . . . . . . . . . . . . . 316

3tiv



List of Figures

2.1 Provision of Merit Goods by the Market . . . . . . . . . . . . . . . . . . . . . 23

3.1 No blanket solution on user fees . . . . . . . . . . . . . . . . . . . . . . . . . . 47

3.2 The determinants of health in Sub-Saharan Africa . . . . . . . . . . . . . . . . 52

3.3 HALE, GNI per capita and health expenditure for Eritrea and 43 SSA countries 55

3.4 HALE, Under-5 Mortality, and HIV Prevalence for Eritrea and 43 SSA countries 56

5.1 A conceptual framework of analysis of a health care system ........... 88

5.2 Disaggregating the service provision dimension . . . . . . . . . . . . . . . . . . 90

5.3 The six relations of health care regulation . . . . . . . . . . . . . . . . . . . . 91

5.4 Possible roles and transactions in the health sector . . . . . . . . . . . . . . . 94

5.5 Purchaser-provider split . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 102

5.6 Triangulation of information . . . . . . . . . . . . . . . . . . . . . . . . . . . . 112

6.1 Structure of Eritrea's central government . . . . . . . . . . . . . . . . . . . . . 133

6.2 Percentage share of burden of disease in Eritrea, 1994 . . . . . . . . . . . . . . 137

7.1 Organizational structure 8c coordination framework of HAMSET ........ 153

7.2 Zonal health organization . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 160

7.3 Organization structure zonal level . . . . . . . . . . . . . . . . . . . . . . . . . 161

8.1 Lorenz curves for secondary 8c primary level health care facilities ........ 182

8.2 Lorenz curves for lower level private health care facilities ............ 182

8.3 Health care facilities per 10,000 population . . . . . . . . . . . . . . . . . . . . 184

8.4 Bed occupancy rate . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 185

8.5 Population per bed by zone, 2002 . . . . . . . . . . . . . . . . . . . . . . . . . 187

8.6 Indicators of hospital performance in Eritrea . . . . . . . . . . . . . . . . . . . 188

8.7 Human resource growth, 1991-2000 . . . . . . . . . . . . . . . . . . . . . . . . 190

8.8 Number of health professíonals per zoba, 2002 . . . . . . . . . . . . . . . . . . 192

8.9 Lorenz curve for health care personnel . . . . . . . . . . . . . . . . . . . . . . 195

xv



8.10 population per health worker by zone, 2002 . . . . . . . . . . . . . . . . . . . . 197

8.11 Patients per health worker by zone, 2002 . . . . . . . . . . . . . . . . . . . . . 198

9.1 Interactions 8e transactions in Eritrea's health sector . . . . . . . . . . . . . . 212

9.2 A framework of public private mix for Eritrea's health care provision ..... 222

10.1 Health care financing system in Eritrea . . . . . . . . . . . . . . . . . . . . . . 232

10.2 Proposed model of public-private mix for Eritrea's health care financing .... 246

11.1 social 8c economic networks in traditional Eritrean community ......... 253

11.2 Promoting Mahber-based health insurance scheme in Eritrea .......... 266

12.1 Complementarities between modern 8e traditional medical systems ....... 292

13.1 Choice of a health care provider . . . . . . . . . . . . . . . . . . . . . . . . . . 300

13.2 Patients' choice of health care provider . . . . . . . . . . . . . . . . . . . . . . 302

13.3 The most important reasons for the choice of a health care provider ...... 304

13.4 The most important reasons for the choice of traditional medication ...... 306

13.5 Registration process in Eritrea's public health facilities . . . . . . . . . . . . . 312

xvi



List of Acronyms
ALOS Average Length of Stay
ARI Acute Respiratory lnfection
BASP Births Attended by Skilled Personnel
BOD Burden of Disease
BOR Bed Occupancy Rate
CHS Community Health Services
CHWs Community Health Workers
CPR Contraceptive Prevalence Rate
DKB Debubawi Keih Bahri
ECS Eritrean Catholic Secretariat
EDHS Eritrean Demographic and Health Survey
EPI Expanded Program on Immunization
FGM Female Genital Mutilation
GDP Gross Domestic Product
GOE Government ofEritrea
GNP Gross National Income
GPs General Practitioners
HALE Healthy Life Expectancy
HMIS Health Management Information System
IEC Information, Education and Communication
IMCI Integrated Management of Childhood Illness
IMR Infant Mortality Rate
IPD Inpatient Department
MCH Mother and Child Health
MMPs Modern Medical Practitioners
MMR Maternal Mortality Rate
MOH Ministry of Health
MOLG Ministry of Local Government
NRHs National Referral Hospi[als
NUEYS National Union of Eritrean Youth and Students
NUEW National Union of Eritrean Women
OECD Organízation for Economic Co-operation and Development
OPD Outpatient Department
PFDJ People's Front for Democracy and Justice
PHC Primazy Health Care
PFP Private for Profit
PMU Project Management Unit
PNFP Private Not-for-Profit
SKB Semenawi Keih Bahri
SSA Sub-Saharan Africa
STDs Sexually Transmitted Diseases
STIs Sexually Transmitted Infections
TBAs Traditional Birth Attendants
TB Tuberculosis
TMPs Traditional Medical Practitioners
UFMR Under Five-Mortality Rate
UNCDF United Nations Community Development Fund
UNDP United Nations Development Program
VIP Ventilated Improved Pit
WHO World Health Organization



XVÍI]



Part I

Introduction

~



Chapter 1

Introduction and Problem Definition

1.1 Introduction

Health care is one of the many policy issues competing for priority in the welfare and public
programs of national and local governments. In many countries the health sector is an im-
portant part of the economy: employing huge numbers of workers, and absorbing relatively
large amounts of national resources. Governments in developing and developed countries have
been centrally involved in health regulation and provision, ranging from public measures that
ensures safe water and unadulterated food, to broader controls that attempt to regulate the
spread of communicable diseases. They are concerned with injury and accident prevention
(seat belts, crash, helmets, and speed limits) as well as with safety at work. They regulate
industries such as pharmaceutics, and license suppliers, production, labeling, testing, patent
production and so on. Furthermore, government tells consumers what goods and services they
can and cannot buy; it tells workers what jobs and working conditions they can and cannot
accept. In general, the government's role in health care is pervasive.

However, the question here is whether the government should provide and finance health care
through its command and control (hierarchical) system or should leave it to the market and
strengthen its regulatory mechanism to control private health care providers (hospitals, health
centers or clinics) and purchasers (insurance companies). It is known that both the state and
the market are not perfect in the provision or production of health services. The failures
of markets and bureaucracies have been documented in economics and public choice litera-
tures. The market is deficient in addressing externalities, moral hazard, adverse selection, and
asymmetric information problems in health care. The public system also deficient in certain
aspects, in most developing countries, there are budgetary constraints (supply bottlenecks),
bureaucratic procedures, restriction on the choice of consumers, waiting lists, poor quality
services, and less incentive and reward structures. To address the failure of the state and the
market Ford and Zussam (1997) suggest an alternative service delivery (ASD), which they
call "creative and dynamic" public sector re-structuring. ASD is a platform for developing
relationships among the public, private, and voluntary sectors, others call it public-private
partnership (public-private mix) (Hanson and Berman, 1994; Price, et al., 1993; Mujinja,
et al., 1993). In some countries, the public sector, private non-profit, and private for-profit
health sectors have co-existed for decades, while in others the development of some of these
sectors more recent, for instance in Eastern Europe (transitional economies). The fact that
these sectors co-exist does not necessarily mean, however, that they communicate or that they
work in partnership. Establishing a good communication between sectors and organizations is
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the first step in developing a partnership. In many countries, political a.nd economic changes
have created an environment that supports the growth of the nongovernmental sector, re-
sulting in an increasing number of public-private partnership. For instance in Sub-Saharan
Africa, Moza.mbique has a growing number of private-sector organizations working in health
alongside the publicly financed health delivery system In Eastern Europe, Romania has new
non-governmental and private for-profit organizations delivering health and family planning
services since the adoption of the new constitution in 1991. In Asia, Bangladesh has many
active NGOs working alongside or in collaboration with the national government and private
for-profit providers. The substantial growth in health service provided through the private sec-
tor means that in many countries the government is no longer the only engine of development
and main provider and financier of health services.

Public-private mix (partnership) is interplay of three governance systems: markets, networks,
and hierarchies. How can these different governance systems provide an optimal health ser-
vice? Many argued that the efficient way of coordination for these different governance systems
is the separation of the responsibilities for purchasing (financing) from that of provision (pro-
duction) of health care services (Koldarie, 1986; Savas, 1987). For example, the government as
a partner with both the non-profit and for-profit private sectors can often provide the partner-
ship with needed public health goals, funding, training, and quality standards. To economists
the introduction of quasi-markets in the health care sector is an efficient way for the coordi-
nation of these three different governance systems (Walsh, 1995; Istenic, 1995; Bartlett, 1991;
Lapsley, 1992; Jones, 1999; Le Grand and Bartlett; 1993). Quasi-markets are different from
conventional markets in a number of important respects. Quasi-markets are the combination
of competition between providers and free access for service consumers at the point of deliv-
ery. The interesting feature of quasi-markets as a form of organization is their combination
of government direction with elements of market discipline, and the resulting potential for
avoiding some of the deficiencies of both bureaucracies and markets.

In line with the economists' argument of quasi-markets in health care recently in many in-
dustrialized countries, a number of organizational changes have been undertaken. One of the
significant changes is the split in the purchaser and provider. This has changed more or less,
in countries such as the United Kingdom, Finland, Portugal, Italy, Germany, the Netherlands,
Russia, and to some extent Sweden (Borgenhammer, 1999:107). To this end various mecha-
nisms are used to operate quasi-markets in health care, for instance in the United Kingdom
"internal markets" in the US "managed competition" in Sweden "public competition" and in
others "yardstick competition" (the private sector used as a`benchmark'). The aim of much
recent health care reform has been to increase the role for the private sector as the deliverer,
rather than alter the role for the public sector as the financier of care (Propper and Green,
1999). The general argument is that these reforms retain equity in the financing of health
care, whilst promoting efficiency in its delivery through the introduction of competition.

In industrialized countries health care governance is characterized by diversity, with public and
private sectors competing to a greater or lesser extent. At one end of the continuum countries
such as the United States rely almost entirely on the market to provide health care, treating
it as a commodity. The state only steps into cover the very old and the very poor through its
Medicare and Medicaid programs, respectively. At the other end of the continuum in countries
such as United Kingdom, Sweden, Italy, Spain, Portugal, Norway, Denmark, Finland, Greece,
Ireland, Iceland, parts of France and Germany the public sector plays a significant role in
health care financing and provision, and health care has been seen as an essential part of the
welfare state (Drache and Sullivan, 1999; Propper and Green, 1999). In between there are
countries with more public finance and (substantial) private delivery, for example, Canada,
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The Netherlands, and parts of Germany (Besley and Gouveia, 1994).

Developing countries have had to cope with a range of health care governance issues as divers
as the urgency of fiscal restraints, the pressure to decentralize, increased citizen participation
in health care decision-making, the need for harmonization of health arrangements across ju-
risdictions, liberalization of health delivery systems, the rationing of expensive technology and
drugs, self management of hospitals, adoption of appropriate provider payment mechanisms,
and the regulation of non-medical practitioners.

Most of the reforms in health care provision and financing, and their corresponding governance
systems are relevant for the analysis of Eritrea's health care system. Eritrea as a new nation
can learn a lot from the experience of advanced and transitional economies, and from the
experience of sub-Saharan African countries. Despite the suffering in the long years of conflict
and the associated destruction of health service infrastructures, Eritrea is now in an enviable
position as far as health planning and policy formulation is concerned. The Ministry of Health
is in the position of forming health policy, rather than reforming as many neighboring African
countries. Eritrea is in the process of establishing a national health system that accommodates
the public and private health sectors.

One of the government's priorities after independence, in 1993, was to make health care
services available to all Eritreans'. As a result the number of hospitals was increased by 50010
within the last 12 years of independence and the improvement was tremendous in primary
health care facilities. Health centers increased from 4 in 1993 to 52 in 2003, which was an
increased by 1200 ~o (MOH, 2003). Overall health care facilities were increased by 172 QI'o. In
1996 the Eritrea's Ministry of Health adopted Primary Health Care (PHC) as its principal
strategy, which focuses on health promotion, prevention of diseases, and reduction of morbidity
and mortality. The aim of PHC is to promote equity, accessibility, affordability, community
involvement, inter-sectoral collaboration, and decentralization. Eritrea's macro-policy (1994)
also set forth the introduction of community and beneficiary contribution, and social insurance
schemes in the Eritrean health care system. In line with the Macro and Sectoral health policies
the government strives to address the policy issue of who pays, who delivers and who benefits,
and to what percentage of national resources should be devoted to expenditures of health.

Over the last 12 years, since independence in 1993, the scope and range of tasks and responsi-
bilities of the government has increased tremendously, thus resulting in a significant reduction
of maternal and infant mortality, under-five mortality and morbidity, and a reduction in the
epidemics of malaria, HIV~AIDS, and other sexually transmitted diseases (STDs). Further-
more, there is high government involvement in the training of health workers, from doctors
at foreign university to para-professionals in schools of health sciences. To enhance existing
training and education programs, in February 2004, the Ministry of Health opened the Orotta
School of Medicine in Asmara, the first medical school in Eritrea.

Eritrea's health system has a dual structure with the traditional and modern sectors coexisting
side by side. Modern health care services are provided, in Eritrea, by public, private for-profit
and private not-for profit organizations. There are two groups of private for profit health
service providers: full-time providers who own private health facilities and collect fees directly
from their clients; and, part-time private health care providers who are on the staff of public
health facilities but work during the evening or at other times and collect fees directly from
their clients. Private for-profit health care facilities are highly concentrated in urban areas
mainly in the capital city- Asmara. The Eritrean government is expected to devise some
mechanisms (incentives) to encourage private health care service providers to locate in rural
and under-served areas.
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1.2 The Research Problem in Perspective

Health systems in many countries (both in advanced and transition economies), and in most
developing countries, are undergoing major reforms. Over the last six decades there had been
three overlapping generations of reforms in the health sector. These reforms were not only
initiated by perceived failures of the command and control (hierarchical) health systems but
also by a quest for greater efficiency, fairness, and responsiveness to the expectations of the
people (WHO, 2000a). The first generation reforms focused on the establishment of national
health care systems, and the extension of social insurance systems to middle income nations,
mostly in the 1940s and 1950s in richer countries and somewhat later in poorer countries.
However, by the late 1960s the nominal universal system of health care coverage failed to reach
the poor and hospital costs increased tremendously. As a result majority of the poor did not
use medical services; only the better off extensively used medical services. These problems
were severe in developing countries. As a remedy second-generation reforms were launched
in the 1970s with the aim of promoting Primary Health Care (PHC) as a route to universal
coverage. The second-generation reforms were initiated based on the success stories of China,
Cuba, Guatemala, Indonesia, Niger, The United Republic of Tanzania, and Maharashtra state
in India (Newell, 1975). By the late 1990s some of these countries, and others such as Costa
Rica and Sri Lanka, achieved very good health outcomes at relatively little cost, adding 15 to
20 years of life expectancy at birth in a span of just two decades (WHO, 2000a; Pannenborg,
1995). In each case, there was a very strong commitment to assuring a minimum level for
all of health services, food, and education, along with an adequate supply of safe water and
basic sanitation (WHO, 2000a; World Bank, 1994b). These were the key elements, along with
an emphasis on public health measures relative to clinical care, prevention relative to cure,
essential drugs, and education of the public by community health workers.
Despite the success stories, PHC partially failed in many developing countries because of
lack of funding, equipment and trained manpower. Quality of care is often so poor as to be
characterized as"primitive" rather than primary, particularly when primary care is limited to
the poor and to only the simplest services (WHO, 2000a). As a result referral systems, which
are unique to health services and necessary to their proper function, have proved particularly
difficult to operate adequately (Sanders, 1998). Lower services are often poorly utilized, and
patients who can do so commonly bypassed the lower levels of the system to go directly to
hospitals. Whereas in developed countries, primary health care has been better integrated
into the whole system, perhaps because it has been more associated with general and family
medical practice, and with lower level providers such as nurse practitioners and physician
assistants (WHO, 2000a). Greater reliance on such practitioners forms the core of many
developed countries' current reform agendas. Managed care, for example, revolves to a large
extent around the strengthening of primary care and the avoidance of unnecessary treatment,
especially hospitalization.

The first and second-generation reforms were quite supply-oriented, exclusively concentrating
on presumed needs; gave little attention to people's demand for health care, which is greatly
influenced by perceived quality and responsiveness. Health systems fail when these two con-
cepts do not match (WHO, 2000a). In developing countries poverty is one reason why needs
may not be expressed in demand, and that can be resolved by offering care at low enough
cost, not only in money but also in time and non-medical expenses. But there are many other
reasons for mismatches between what people need and what they want, and simply providing
medical facilities and offering services may do nothing to resolve them.

The 1990s witnessed a third generation of health sector reforms in many developing countries,
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aimed at improving health status and client satisfaction, technical and allocative efficiency,
and equity of access to care. Major elements of these reforms included reorganizatíon of
government health agencies, user charges for publicly provided services, establishing health
insurance systems, and service contracting (Kutzin, 1994). The third generation of health
sector reforms, which are currently underway, pays more attention to the demand side, in-
cluding attempts to make "money follows the patient" or "value for money" and shifting away
from central budgetary allocation of resources to provider, which in turn are often determined
by supposed needs. The conceptual shift took place in the context of major political and
economic changes in the world starting in the mid-1980s. Ideologically, this meant greater
emphasis on individual choice and responsibility. Politically, this meant limiting promises
and expectations about what governments should provide to conform better to their actual
financial and organizational capacities (WHO, 2000a).

For Eritrea the first and the most important policy imperative remains how to sustain a
public commitment to a comprehensive range of health services for all citizens. This is not
an easy task. The challenge remains on the legacy of universal health care coverage in an era
of global markets. The government has to make a trade-offs to maintain affordable coverage
for all. Health authorities have had to choose between the cost of expensive technology and
the benefits of better primary care; between critical life-saving interventions and the need for
spending more on effective public health programs; between expensive measures to extend
life and an increase in resource on prenatal care; between more efficiency planning by central
government and increased reliance on devolution and decentralized organizations of health
delivery systems; and between an enhanced role for doctors and other medical elites who want
to be paid more and the interest of the public for greater public accountability.

For Eritrea the establishment of a national health system with a wide network of primary
health care facilities is a top priority, which were typical in the first and second generations
of health sector reforms, respectively. During independence Eritrea inherited a devastated
and inadequate health infrastructure with a marked discrepancy in regional distribution. The
delivery system for primary health care services was severely limited. Most health care facilities
were damaged by war and by neglected maintenance.

E~cisting health care facilities are also short of inedical personnel, basic drugs, equipment and
supplies. Preventable diseases are responsible for most of the burden of diseases in Eritrea.
Diarrhea, acute respiratory infections, and problems associated with poor maternal and infant
health care account for 50 percent of the burden of diseases, yet can be prevented. Limited
access to clean water and sanitation, malnutrition, inadequate maternal and child health care,
inadequate health education, and the lack of curative health facilities all contribute to the
population's poor health status (GOE, 2001). In rural areas, the geographical distribution
of health and other social services (such as water and sanitation facilities) are extremely low.
Walt (1994) noted that the best indicators of equity in health are statistics, which shows that
differences within and between rural and urban areas were small. Walt mentioned Cuba as
an example among the developing countries where everyone had nearly equal access to health
services. In Cuba between 1964 and 1980 infant mortality rates fell from about 60 to 14 per
1000 live births (Walt, 1994). The state perceived health as a right of all citizens, and society
was structured to allow for maximum participation in health, through mass mobilization
campaigns and other mechanisms such as neighborhood communities.
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1.2.1 Research Questions

The recent reforms as well as the experience of health care delivery and financing systems in the
developed and developing countries can provide helpful lessons for Eritrea. Therefore, the first
question addressed in this study is "what can we learn from the e2perience of Sub-Saharan
African countries to promote e,~ciency and effectiveness in the provision and financing of
health care seruices?" Under this general question we have three sub-questions:

~ How is health care provided and financed in Sub-Saharan African countries?

~ What are the typical problems in Sub-5aharan Africa health care systems?

. What are the key determinants of healthy life expectancy (HALE) in Sub-Saharan
African countries?

Although Eritrea has shown remarkable achievements in the development of health care in-
frastructures over the last 12 years, since independence in 1993, there are still many challenges
ahead. The health status of many Eritreans remains poor despite the existence of compre-
hensive health policy and operational guidelines, and an extensive network of service delivery
points (UN, 2001). Poverty is one of the causes of poor health among many Eritreans. The
most recent World Bank poverty assessment, conducted in 1993-94, estimated that 69qo of the
Eritrean populatíon lives below the poverty line. In rural areas, the geographical distribution
of poverty is apparently uneven: whilst 83~0 of the population in the highlands is classified
as poor, in the lowlands the corresponding estimate is 52010. However, while poverty is more
widespread in the highlands, the more sparsely settled lowlands have poorer access to health
and education facilities. Basic social services are concentrated in urban areas, which comprise
about 20010 of the population. The remaining 80oI'o of the population are living in rural area
and their livelihood is dependent on agriculture. The UN (2001) report added that only 59.6010
of the urban population and 8.1070 of the rural population have access to safe drinking water
in Eritrea. Sanitation and sewerage services are extremely low in Eritrea; only 1.2070 of the
rural population and 66PJo of the urban population have access to such services. The maternal
mortality ratio is estimated to be among the highest in the world (998~100,000) (EDHS, 1995).
The health problems in Eritrea inquire into the political and economic issues of equity and
efFiciency both in the financing and provision of health care services. Therefore, the second
question addressed in this study is "how can the Eritrean government promote equitable, af-
fordable, accessible, efficient and e,~ective health seruices?" Under this general question we
have three sub-questions:

~ Which are the major health problems in Eritrea?

~ What policy instruments are available to help the poor in Eritrea?

~ Does spatial variation in need dictate spatial inequalities in the distribution of modern
health care facilities and health personnel in Eritrea?

Health service alone will not improve people's health. Health affects many policies and trav-
els all sectors. The health problem in Eritrea requires a coordinated effort of many sectors
(government and none-government) and the participation of the public at large. Therefore
the third question addressed in this study is "how can the Eritrean goverament organize its
health care system within the framework of the three goveraance systems (markets, networks
and hierarchies)?' Under this general question we have five sub-questions:
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. How is the health system organized in Eritrea?

. How is the health system financed?

. How is the public-private mix in health care provision and financing in Eritrea?

. How is the trend of decentralization and community participation in the Eritrean health
system?

. Are inter-sectoral collaboration and multi-sectoral cooperation effective in the promotion
of primary health care activities such as information, education and communication in
Eritrea?

Like in most Sub-Saharan African countries Eritrea's health system has a dual structure with
the modern and traditional sectors coexisting side by side. The fourth question addressed here
is that with a vertically integrated service in the health sector, with a traditional and modern
health care systems, "is it possible that both coexists and even supports each other and under
which conditions is that possible?"

Although the government of Eritrea beliefs that social insurance is the best way of health
care financing and promoting equity among different sections of the society so far no viable
action has been taken to introduce it. Health insurance in Eritrea is currently restricted to
compulsory work-related accidents insurance for employees in companies of 100 or more, and
a very small number of health cover supplements to private accidents and injury policies.
In Eritrea there are no formal health insurance systems that cover the traditional~informal
sector of the economy. Social insurance is still confined to a minority of the population, e.g.
through contributions to pension and health insurance funds that are directly deducted from
the pay. Therefore the fifth question addressed in this study is that in the absence of health
insurance and other formal safety nets "how does the traditional Eritrean community manage
the uneapected costs of health care and other related social costs?"

A common error in many health care policies in developing countries is the implicit assumption
that usage of inedical care can simply be achieved by providing medical care through the
construction of clinics, the training of nurses, the provision of drugs, etc. In that way one
stresses only the supply side of the problem. However, high quality health care provision is
only translated into a better health of the population if individuals and households make use
of the health care system. Illness recognition and hence considering health care, is still an
important problem in Eritrea. Health care facilities are not used by all who need it. The sixth
question addressed in this study is, therefore, "what socio-economic and facility characteristics
dti„Q'erentiate individuals who select treatment option on gove~rn.ment, mission, or private health
care providers versus those in the reference group who chose traditional medical practitioners
including self-care option?"

1.2.2 Objectives of the Study

The main objectives of the study are to:

1. Review Eritrea's health care policy and strategy;

2. Examine the role of the state and the market in health care provision and financing in
Eritrea;
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3. Analyse the distribution of health care facilities and health personnel in Eritrea; and to
examine their implications on equity;

4. Analyse the health care system in Eritrea; and to develop a framework for the organiza-
tion of Eritrea's health care system within three governance systems: Markets, Networks,
and Hierarchies.

5. Examine the role of traditional risk-sharing arrangements (informal social insurance) in
Eritrea.

6. Analyse patients' choice a health care provider (i.e. a choice between Government,
Mission, Private, and Traditional Medical Practitioners).

1.3 Relevance, Focus and Research Methodology

The choice of Eritrea as the research country was not only determined by the prevalence of
high burden of disease but was also determined by the social and economic transformation
undergoing in the country. The government of Eritrea is in the process of forming national
health policy rather than reforming as many countries are doing. For Eritrea the establish-
ment of a national health system is a top priority. Health is an integral part of the national
development program. In its poverty reduction strategy (2001-2002) and macro-policy (1994)
the government of Eritrea clearly stated that health is the key input for national development.
In Eritrea, the attainment of the highest possible level of health requires the involvement of
relevant stakeholders: the state, civil society, and private sector. Our study on health care
governance, therefore, provides a framework for public private mix (i.e., markets, hierarchies,
and networks) in health care provision and financing in Eritrea.

In this study we used both survey and case study methodologies. The case study and survey
methods are not mutually exclusive; hence, one could have a case study within a survey or a
survey complementing a case study (Hakim, 1987; Dancey and Reidy, 1999). Basically, we used
descriptive and explanatory case study methods in the analysis of health care provision and
financing in Eritrea. A key strength of the case study method is that the use of multiple sources
and techniques in the data gathering process, e.g. documents, interviews and observations.
Survey is the appropriate mode of enquiry for making inference about large groups of people
from data drawn on a relatively small number of individuals from that group (Marshal and
Rossman, 1995). hlrrther, surveys provide a speedy and economical means of determining
facts about people's knowledge, attitudes, beliefs, expectations, behaviors, etc.

We collect primary and secondary data for the survey and case study design. Secondary
data were collected from the archives of the MOH (documents, publications, and annual
reports); reports of the World Bank, IMF, WHO, UNICEF, UNDP; and reports of Eritrea's
Demographic and Health Surveys of 1995 and 2002. Thus the secondary data were collected
from various sources inter alias relevant books and journals, international and national health
reports, published and unpublished documents.

Primary data were collected by three methods: in-depth interviews with key informants,
questionnaire data of households, and personal observation. The rationale for using multiple
sources of data is the triangulation of evidence. `I~iangulation increases the reliability of the
data and the process of gathering. Ghauri and Gronhaug (2002:181) defined triangulation
as "the combination of inethodologies in the study of the same phenomena" . Triangulation
compares the results from either two or more different methods of data collection (for example,
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interviews and observation) or, more simply, two or more data sources (for example, inter-
views with members of different interest groups). In this study we drew three independent
samplesl. from different populations. A random sample was used to draw 250 modern medi-
cal practitioners from a population of 2,317, and 250 traditional medical practitioners from a
population of 2,952. The study was conducted in four administrative zones of Eritrea: Maekel,
Debub, Anseba ared Semenawi Keih-Bahrá. The lists of modern and traditional medical prac-
titioners were obtained from the MOH. The study focused on perceptions and attitudes of
modern and traditional medical practitioners about traditional medical practice, and comple-
mentarities between modern and traditional medical practices in Eritrea (see chapter 12). A
household survey was also conducted to study patients' choice of a health care provider (i.e.

a choice between government, mission, private, and traditional medical practitioners, which
includes self-care). For this study a sample of 1,657 households was drawn from a population
of 52,771. The study was conducted in three sub-zones of Eritrea: Dekemhare (zoba Debub),
Ghireda (zoba semenawi Keih-Bahri), and Semenawti-Mierab (xoba Maekel). The list of house-

holds was obtained from the Ministry of Local Government. The data was collected through

an open and close-ended questionnaire. Ten persons (4 University of Asmara Students and 6
elementary school teachers) were recruited to collect the household data in the selected areas.
Data were collected about demographic and socio-economic characteristics of household mem-
bers, method of finance for health care at time of ill-health, choice of a health care provider,
membership of households in traditional mutual aid community associations, willingness of
household members to join Mahber2 based social insurance schemes, and the type of contri-
bution made by households to communal activities. Information on health facility attributes,
such as distance to the nearest health facility, the price of services, and travel time to the
nearest facility were obtained from providers independently of the information reported by
household members. An interview was also conducted for village and community leaders, and
local government and health officials. Issues raised on the interview include: source of finance
for health services, the utilization of health services, distribution of health care facilities and
personnel, people's perception about health service provision in the area, prevalence of mah-
bers and membership pattern, amount of contribution for mahber, management of mahbers,
the possibility of using mahber-based insurance schemes for financing health care, and the
type of benefits people want if they participate in possible schemes. To check the reliability
of data and information we have asked similar questions to different respondents at different
levels. The same question has also been asked to health care professionals, and to key infor-
mants (Mahber and community leaders, and local government officials). As a further proof of
reliability we have asked similar questions to the same informants at different period of time
(at the end of the data collection period). Thus we have designed the interview questions to
support the reliability and objectivity of the answers to the questionnaires.

In this study, we focused on the role of the state and the market in health care provision and
financing. We analyzed the public-private mix within three governance systems: hierarchies,
markets and networks. We explored also the collaboration between the Ministry of Health and
different stakeholders: government agencies, non-government organizations, and the public at

large. However, it is worthwhile at the outset of the study to mention that this study does not
purport to provide a complete analysis of all the policies that affect health care (e.g. nutrition,

water 8a sanitation, family planning, education and information etc.). Our study is limited to
the economic and social aspects of health care.

1See chapter 5, section 5.6, for research methodolog,y, sampling procedures, and methods of data analysis

2Mahber is a traditional mutual aid community association in Eritrea. For more information about Mahber

refer to chapter 11
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This study is the first of its kind in Eritrea. So far there is not much research on health
care governance in Eritrea and in most sub-Saharan African countries country specific studies
are lacking. Most researches are carried out in industrialized countries and in the transition
economies of Central and Eastern European countries. This study, therefore, fills the gap, and
paves the way for further research on health care governance in developing countries.

1.4 Organization of the Study

This thesis has fourteen chapters. The first chapter introduces the reader to the main research
problem, research questions, objectives, relevance and focus of the study. Following the first
chapter, the thesis is divided into three main parts: literature review ( chapter two and three),
conceptual framework and research methodology ( chapter four and five), and empirical study
(chapter six to chapter thirteen).

Chapter two examines the role of the state and the market in health care provision and
financing. It defines health care from economical and social points of view and answers the
question "what kind of commodity is health care?" Furthermore, it discusses on the conflicting
issues of efficiency and equity in health care. It sees health care from the egalitarian and
libertarian points of view.

Chapter three deals with health care provision and financing in Sub-Saharan African countries.
It examines the roles of the state, NGOs, and private for profit health care service providers in
the health sector. It discusses also on the mechanisms of health care financing and provision,
and the determinants of health in SSA countries. Furthermore, it reviews the problems,
challenges, and prospects of African health systems.

Chapter four focuses on institutional forms of governance. It reviews five relevant theories:
agency, transaction cost, contract, social capital, and central place. These theories are used as
the basis for the analysis of health care financing and provision. This chapter further describes
alternative payment mechanisms for health care service providers~ performers, and discusses
on the governance of health care service under different service specific regimes.

Chapter five demonstrates the conceptual framework of analysis and empirical research mod-
eling and methodology. It analyses the various roles in the health sector, and demonstrates
the purchaser-provider split. Furthermore, it explains the concepts of a dual economy and the
role of micro- health ínsurance schemes in such economy.

Chapter six focuses on the background of Eritrea: economic and social perspective. It describes
the geographical, historical, political, and economical situations of Eritrea. It demonstrates
also the structure of the central government, the demographic and population characteristics,
and the health of Eritrea in general.

Chapter seven reviews Eritrea's primary health care policy and strategy with respect to decen-
tralization, community participation, multi-sectoral coordination ( horizontal integration), and
inter-sectoral collaboration (vertical integration). This is in line with the Al~rta Ata Decla~n-
tion where primary health care is considered as an integral part of development that involves
not only the health sector but also all related sectors and aspects of national and community
development.

Chapter eight examines the distribution of health care facilities and personnel in Eritrea. We
use the Gini coefficients and Lorenz curves to measure the inequalities in the distribution of
health care facilities and personnel in Eritrea. Furthermore, we compute the bed population
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ratios and bed occupancy rates to analyse the overall distribution of health care facilities.

Chapter nine deals with health care provision in Eritrea. It examines Eritrea's health system
and demonstrates a framework for public-private mix. It analyses aLso the value generating
interactions in the health sector.

Chapter ten focuses on health care financing in Eritrea. It examines public expenditure on
health, sources of finance, and the price of health services. Furthermore, it analyses the public
private-mix in health care financing and its constraints.

Chapter eleven examines the role of kinship networks and mutual aid community associations
in the provision of social safety nets in Eritrea. It analyses the economic and social net-
works, and traditional risk-sharing arrangements (or informal health insurance mechanisms)
among traditional Eritrean communities. Furthermore, it discusses on the transformation of
traditional mutual aid community associations into Mahber-based social-insurance schemes.

Chapter twelve focuses on Eritrea's traditional medical practices. It analyses the views, at-
titudes and perceptions of modern and traditional medical practitioners about traditional
medical practice in Eritrea. Furthermore, it demonstrates the complementarities between
traditional and modern health care systems in Eritrea.

Chapter thirteen deals with the choice of a health care provider in Eritrea. It analyses the vari-
ables that affect patients' choice of a health care provider (i. e. a choice between government,
mission, private, and traditional medical practitioners), and examines the policy implications
for future health care provision in Eritrea.

Chapter fourteen presents conclusions and research implications. It discusses the theoretical
and policy implications of the study. It presents also the findings and answers to main research
questions.
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Chapter 2

Policy Issues in the Role of the State
and the Market in Health Care
Provision and Financing

2.1 Introduction

The state and the market play essential roles in health care. The market is an effective way
of processing and transmitting information in the form of prices. The forces of supply and
demand are the one, which determines the price and quantity of a particular product, material
or service. When markets work well, they are an excellent way of processing information, while
simultaneously providing incentives to act upon it. However, there are certain very technical
or professional services, which most people have to take on trust, although independent advice
services, consumer protection agencies and legislation help to reduce the danger of exploitation.
~rthermore, the existence of externalities poses another problem in the efficiency of markets.

Many scholars argued that markets respond to demand backed by the ability to pay, rather

than to need, and that may lead to an allocation of resources that devotes too much to
satisfying the wants of the rich and too little to meeting the needs of the poor. Without

doubt, unregulated market will produce great inequality in health care particularly among
the poor and deprived sections of the society; and chronically sick and disabled people and

children.

The state has greater responsibility to address the failures of the market through its regulatory
and distributive policies. The economical, social and political arguments, more importantly,
justifies the state intervention in health care. These arguments mainly focus on equity in health
care financing and efficiency in health care provision, which is a tradeoff between equity and
efficiency. Economists argued that the introduction of quasi-markets in health care could
maintain a balance between equity and efficiency. The interesting features of quasi-markets as
a form of organization is their combination of government direction with elements of market
discipline.

In this chapter there are seven sections. Section 2.2 provides the definition of health care. It

views health care from an economic and social perspective. Section 2.3 seeks to answer to the

question "what kind of commodity is health care?" Section 2.4 examines health care markets

and related problems. Section 2.5 discusses on the conflicting issues of efficiency and equity

in health care. It reflects the views of the egalitarian and libertarian. Section 2.6 focuses on
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public-private mix and operations of quasi-markets in health care. Section 2.7 concludes.

2.2 What is Health Care

The term "healthcare" is a combination of two words "health" and "care". Let us see first,
what do we mean by "health"? Health is a multi-dimensional, which is affected by many
factors. Fuchs (1993) tried to define health according to criteria such as life expectancy,
capacity for work, need for medical care, or ability to perform a variety of personal and social
functions. Fuchs, however, did not give us the exact definition of health. Like many authors
we preferred to adopt the World Health Organization (WHO) definition of health as "a state
of complete physical and mental, and social well-being and not merely the absence of disease
or infirmity". As it has been reaffirmed by the constitution of WHO and numerous health
assembly resolutions, health is a basic human right that is essential to the satisfaction of basic
human needs and the quality of life.

Economists' attempt to measure and analyse differences in health across individuals and pop-
ulations have typically focused on mortality (especially age specific and age adjusted death
rates), morbidity (as evidenced by symptoms or diagnosed illness), or self-evaluation of health
status. Morris (1964; cited in F`uchs, 1993:20) defined morbidity as whether a subjective
malaise, measurable evidence of disorder, pathology diagnosed by a doctor, or certified inca-
pacity to work.

Our second point. is, "what do we mean by care"? Does caring mean altruism or social justice?
Wagstaff and Doorslaer (2000) pointed out that caring and altruism are matters of preference.
In the context of health care a caring individual might be one who drives utility-i.e, an external
benefit-from seeing another person receiving health care (Culyer, 1980). In this case the caring
individual prefers that the person in question receives health care and is prepared to sacrifice
resources to ensure that the person actually obtains treatment (Wagstaff and Doorslaer (2000).
Quite how much they are prepared to sacrifice will depend on how much they are (which will
depend on, inter alia, their income) and on the cost of providing health care. This may also
relate to the charity and humanitarian organizations, which provide free medical care to people
in need.

Alternatively a caring individual might be one who drives utility from the act of providing
health care for others (Mooney, 1986). Quite how much of their income the individual will be
prepared to sacrifice to provide health care for others will depend on the utility they derive
from the act of providing medical care (which again will depend on their income) and on the
cost of providing health care. With caring preferences of either type, therefore, "costs and
benefits are balanced at the margin and ... the level of provision is ... determined by the
wealth of the community" (Culyer, 1980:70). The language of caring is thus, as Culyer (1989)
notes, the language of efficiency. Hence the term "Pareto optimal redistribution" (Hochman
and Rodgers, 1969).

Wagstaff and Doorslaer (2000) noted that social justice (or equity) is not a matter of preference.
Reflecting this idea, Culyer (1980) argued that the source of value for making judgments about
equity lies outside, or extrinsic to, preferences Social justice derives from a set of principles
concerning what a person ought to have as of right. The difficulty, of course, is how to obtain
views about social justice in a way that ensures that they are not contaminated by the interests
of the individuals concerned.

Rawls (1971) devised the "veil of ignorance" to ensure that principles of justice are genuinely
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impartial. This puts self-interested individuals in an "original position" where they are igno-
rant about the positions they will occupy in society. According to Rawls the rules of justice
agreed up on by individuals in these circumstances are argued to be genuinely impartial. The
"veil of ignorance" is not however, the only means of arriving at a set of just rules. Barry
(1989) has argued that justice can more simply be construed as the set of rules that can be
justified on an impartial basis.

From an efficiency point of view, we can say that caring is a preference, in which an individual
maximizes his~her utility from seeing or providing health care for others. From an equity
(social justice) point of view caring is a basic social right what a person ought to have as a
principle. Distributional objectives in health care and in social policy, therefore, arise from
the two sources: equity or social justice, on the one hand, and altruism or caring, on the other.

The different motivations behind social justice (equity) and caring have at least three im-
portant implications for health care policy. First, distributional decisions regarding health
care provision prompted by considerations of social justice ought not to be influenced by cost:
justice requires that an equitable pattern of provision be ensured, irrespective of the sacrifice
to the rest of society (Culyer, 1980: 69-70). Second, there is a scope for conflict between effi-
ciency and equity: an efficient redistributional program prompted by caring preferences need
not be equitable, and vice versa (Culyer, 1980: 98). Third, the distributional rules derived
from the two approaches are likely to be different. Different rules may emerge in the caring
approach, depending on whether caring is postulated to relate to a person's absolute level
of inedical care consumption (Culyer, 1971), to the deviations of their consumption from the
mean (Lindsay, 1969) or to health itself (Culyer, 1980).

2.3 What Kind of Commodity is Health Care?

Despite much debate among health economists, there has been little agreement on the core
issue: what kind of commodity health care is? Is it a public good that only states can really
effectively provide? Is it closer to what Adam Smith described as a non-market "necessary"
for the support of life that no society can afford to be without? Or is it a service to be bought
and sold like any other commodity and subject to market rules and discipline (Albert, 1993;
cited in Drache and Sullivan, 1995:5)?

Most economists agreed that health care doesn't "trade" like other goods and services (Kut-
tner, 1997; Evans, 1997). This is because there is no limit to the amount which consumers'
pay when it comes to preserve their health or the health of their families. It is driven by need
rather than want. Most purchasers of health care do not pay at the point of provision for the
service; they have insurance and it is the insurer who signs the cheques and pays the doctor. It
makes little sense to look to universal laws of supply and demand to discipline health markets
when there is no apparent limit to the amount of service they can buy under such an insurance
arrangement. With such "imperfect competition" private health care markets become very
expensive, particularly when there is indeed a very large asymmetry between what consumers
need to know and the health care providers have. Supporting this argument Walsh (1995)
pointed out that education and health care are merit goods, which can be seen as a special
case of public goods.

"Knowledge about health and illness is closely guazded as a professional commodity. It is
the intellectual property ofhealth care professionals and health care vendors. Information
flows aze not like capítal movements and are subject to many non-tariff intellectual
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property barriers erected by private individuals and organizations. This asymmetry
of knowledge drives the growth of health care costs in private markets because of the
push from provider-induced demand. At least on theoretical grounds, there is a strong
analytical case that the market model can not be easily applied to the health care
domain".

Drache and Sullivan (1995:5)

Fuchs (1996) takes the same stand as Drache and 5ullivan, he argued that the market fails
to consider the diversity of human wants and the difference between what may be technically
best and what is socially desirable. Opposing the market system Brousselle (1998) indicated
that it is always easier to control health care costs through integrated public payment systems
rather than through multiple, private financed alternatives. Private insurance markets fail,
for instance, because insurers are unwilling to assume the expensive risks associated with
genetic anomalies and catastrophic illness such as AIDS. For example in the Netherlands
very expensive risks such as long term care in nursing homes, psychiatric institutions, mental
homes, rehabilitation centers, etc, are covered for all citizens by the Exceptional Medical Act
(AWBZ). These risks are deemed 'uninsurable' in a free market and therefore included in a
general compulsory insurance.

Many scholars argued that health care should be distributed according to need (Williams,
1962; Harris, 1988; Lockwood, 1988; Waltzer, 1983). These scholars do not argue that all
goods and services should be distributed according to need; rather, they argued that health
care is a special kind of good, which requires a special principle of distribution. Waltzer
(1983) developed this idea into a theory of "spheres of justice"; according to which different
goods require different principles of distribution according to the nature of the good (consumer
goods, for instance, should be distributed according to market forces; higher degrees according
to academic merit; health care according to need).

2.4 Markets in Health Care

Most economists agree that there are certain social goals, which markets perform better than
the planned economy such as the production and distribution of consumption goods and
services. The classical view is that prices are determined by the relationship between supply
and demand. According to the laws of supply and demand in a free market economy the
forces of supply and demand push prices to a point at which quantities supplied and quantities
demanded are equal. At this point consumers are willing to buy what producers are willing to
sell, which means that the price of a good is in equilibrium. As Adam 5mith (1876) described
in his book "The Wealth of Nations" that disobeying this law or as he called it "fighting the
invisible hand" will lead to a wasteful allocation of scarce resources. 5imilarly, a too low price
creates a shortage and a too high price leads to an excess. A price below equilibrium, for
example through government price ceilings on commodities will lead to shortages that creates
a condition for black marketers to exploit due to high demand. In such situation the profits
go to black marketers instead of to the producers of that commodity. As a result the producer
will stop investing, and the supply further reduces.

In the classical view the market price mechanism determines how much of each commodity to
produce, what combination of goods to produce, and how much of each good to distribute to
each consumer. Central planners trying to perform the same tasks can in practice impossibly
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collect enough information to assess these market forces. Therefore they usually fail which may
lead to shortages, excesses, and waste of resources. The collapse of the planned economies in
the Eastern Europe countries is additional prove for this economic theory (Baumol 8c Blinder,
1991).

In conditions of perfect competition, no single buyer or seller controls enough of the market to
be able to affect prices by his or her own actions, so that large numbers of competing separate
firms, seeking to maximize their profits, adjust their outputs to the known market price. When
the equilibrium position is reached, no participant can improve his or her position without some
one else losing; perfect competition, therefore ensures the most efHcient allocation of resources.
Any interference with perfect competition will lead to a loss of efficiency and therefore to be
deprecated: trade unions, cartels, monopolies and monopsonies are equally condemned. The
most pure form of the free market is the laissez-faire economy whereby governments interfere
as little as possible with the operation of markets. In a laissez-faire economy the state will
only be responsible for crime prevention, property rights, enforcement of contracts and public
works such as building roads (Soeters, 1997:6).

2.4.1 Are Health Care Markets Perfect?

An economic market analysis usually starts with the description of perfect competition con-
ditions. This is useful, because even if there are problems to meet these conditions it serves
as a standard against which to measure alternative health systems. The health care market
under perfect-competition conditions would operate as follows:

"Fhlly informed and knowledgeable patients weigh the costs and benefits of health care
in comparison to other goods. They spend that amount of money that maximizes their
well-being that will result in the appropriate amount of resources allocated to different
types of health care, so behaving in an allocatively efficient manner. At the same time
providers, seeking to maximize profits, will produce patients' most highly valued types
of health care at least cost, so behaving in a technically efficient manner".

Donaldson and Gerard (1993:15)

Self-interest is the basis for the market; patients seek their well-being and providers seek
profits. The law of supply and demand in a competitive environment sets equilibrium prices
without outside interference. So, it seems that the pursuit of self-interest is not necessarily
bad as long as there is competition for the favors of the well-informed patient.

Should government organize health care this way? If markets would work perfectly and pa-
tients have resources to buy health care on the market, the answer is an unqualified "yes".
No alternative system would achieve the same level of benefits to society, or, if it did, only at
a greater cost. However, the problem is that markets in health care are not perfect. Perfect
competition depicts the operation of markets under conditions of certainty while health events
entail a considerable degree of uncertainty. Folland et al (2001: 426) described several ways
in which the health care markets departed from perfect competition. In health care: there are
barriers to entry, such barriers include licensure laws and health planning controls on prices
and facility construction; there are information problems; there are often few firms that they
have some degree of monopoly power; there are externalities; health services are not uniform
in quality or character; and there are motivations other than pure profit.
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2.4.2 What are the Problems with Health Care Markets?

The market for health care is far from perfect and this must be born in mind when consid-
ering privatization. The patient, for example, frequently does not know what is needed and
cannot judge the quality of the service received. IVlany argued that allocating health care
through the market would create an unfair system. Johnson (1995:11) argued that markets
in health and welfare may create greater inequality in a variety of ways: (1) by excluding
poor and disadvantaged people from its benefits; (2) by creating a two-tier service; and (3)
by affecting the distribution of services and enabling more prosperous areas to attract better
and more resources. The following are the main problems in health care markets: asymmetry
of information, externalities, adverse selection, moral hazard, and economic of scale.

(A) Patients lack Knowledge: Asymmetry of information

Health care markets tend to be characterized by both imperfect information and asymmetric
information. Asymmetric information describes a situation in which those on one side of
a transaction have better information than those on the other side. Often, providers are
relatively well informed (e.g., about the patients illness and possible treatments).

"In the perfect market patients know the outcome and cost of every possible treatment,
and choose rationally the best type of health care. In reality, patients often lack this
knowledge, and depend on the knowledge of their doctors. In a free unregulated health
care market unqualified doctors would practice without restrictions, while patients lack
the knowledge to judge their performance".

Soeters (1997:16)

Asymmetry of information is also common among traditional medical practitioners where they
use herbs and roots with excessive~lower proportion to cure patients. This is dangerous and
may cost the lives of citizens. Patients may also lack the information to judge whether a given
treatment or drug is necessary. Under such circumstance the possibility for doctors to misuse
their superior knowledge becomes greater if the patient is in a critical condition that requires
quick decisions or when the patient is in pain that impairs his~her judgment. Through this
asymmetry of information, the practitioner does not only provide the services, but also decides
about which services to provide to the patient. Conflicts of interest easily occur, unless the
practitioner is able to separate personal interest and that of the patients.

(B) Public Goods and Services with Externalities

In a free market economy goods and services will only be provided if firms can ensure they will
receive payment for them. They will then provide whatever quality is the most profitable. In
doing this, they take into account only of the costs and benefits to them. If there are external
costs or benefits, they will not take account of these. This may mean that they don't provide
the socially optimal level of output (public and merit goods are a good example). Public and
merit goods are goods that would either not be provided at all or would not be provided in
sufficient quantity, for these reasons.

Public goods would not be provided in a free market system, because firms would not be able
to adequately charge for them. This situation arises because public goods have two distinct
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characteristics: (a)non-excludability- once the goods are provided, it is not possible to exclude
people from using them even if they haven't paid. This allows 'free-riders' to consume the
good without paying. (b)Non-rivalry- this means that consumption of the goods by one person
does not diminish the amount available for the next person.

We can see this in health care, in area-wide control of diseases such as spraying to prevent
vector born diseases, immunization programs, health education campaigns or scientific infor-
mation. Most preventive health services have a public or semi public good nature. Government
intervention, therefore, promotes the provision of such services at the expense of the general
public.

The existences of services with externalities (merit goods) are another justification for gov-
ernment intervention in the free market economy. Some scholars defined merit goods as those
goods and services to which people are entitled as a birthright, simply by virtue of being
members of society, regardless of ability to pay, for example basic education and safe drinking
water.

Merit goods are goods that would be provided in a free market system, but would almost
certainly be under provided1. Take the case of health care if there were no public health
system provided at all, there would still be a private health system for those who could afford
it, and indeed many new private clinics might open. However, there would not be nearly
enough health services provided for every one to benefit. This would happen because the
market would only take account of the private costs and benefits. It would not take account of
the external benefits that might arise to society from everyone being healthy. For this reason,
merit goods would be under-provided by the market.

Figure 2.1: Provision of Merit Goods by the Market

P
SMC-PMC

Private Marginal Benefit (PMB)

ql qo
-~
Q

qo- socially efficient level SMC - Social Marginal Cost
q1- free market equilibrium PMC - Private Marginal Cost

As shown in figure 2.1, the optimum equilibrium for society would be where the marginal
social cost is equal to the marginal social benefit (qo). However, a free market left to itself

1Merit goods are goods and services where the social benefit exceeds the private benefit, e.g. health care,
education, etc
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will produce where the marginal private cost is equal to the marginal private benefit (ql). A
rule of thumb worth remembering is that if the social cost exceeds the private costs the good
can be taxed to reflect the difference and to allow the social optimum quantity to be produced
at the social optimum price. However, if the social benefit exceeds the private benefits then
the good can be subsidized to reflect the difference and to ensure that the socially optimum
quantity is produced at the socially optimum price. In this case social marginal benefit is
bigger than private marginal benefit; in a free market economy welfare would be lost due to
underproduction (i.e. DABC in figure 2.1).

In a free market economy the private sector does not provide merit goods (e.g. health care
and education)in sufficient quantity, then the only way more will be provided is either the
government should encourages firms to produce more (perhaps by subsidizing the good or
service) or provides them itself.

Externalities are both positive and negative. Folland et. al. (2001:428) explained that an
externality occurs when someone external to the market transaction-that is, someone who is
neither the buyer nor the seller-is affected directly by the transaction and not compensated.
A common example in health care occurs in the case of immunization for contagious diseases.
Here people outside the market transaction -people who are not presently being immunized-
are affected by the immunization. This occurs because the immunized person is less likely
to become a carrier of the diseases. This situation is an example of a beneficial consumption
externality. In the presence of a beneficial externality, the competitive market will tend to
produce an inefficiently low level of output (ibid.).

In health care tuberculosis is another example of beneficial externality whereby curing an
individual also prevents transmission of the disease. In private markets TB treatment may
cost too high, with the result that fewer patients may receive treatment than socially desired.
On the other side smoking, pollution and the indiscriminate use of antibiotics are examples of
negative externalities whereby the market would price commodities too low because the market
does not consider the negative side effects of these commodities. It is from these consideration
governments subsidize immunization and TB treatments, and levied excise taxes on negative
externalities such as tobacco and alcohol.

(C) Failures in Health Insurance Markets

For the individual, illness is unpredictable, and its future health status uncertain. For this
reason it is impossible to plan the consumption of health care as if one plans to buy a pieces
of furniture or equipment. Adverse selection, and consumer and provider moral hazards are
the common problems of health care insurance markets.

(i) Adverse Selection

Asymmetry of information creates adverse selection in insurance markets that is buyers of
insurance tend to have more knowledge of their health status than sellers of health care
insurance. To these effect consumers who know themselves to be at high risk will buy insurance
and are also likely to use it. It is in the insurance company's interest to identify these high-risk
customers and either exclude them or charge them higher premiums. Initially, in a competitive
market, if the insurance companies have no idea of indivídual risk status, a premium could be
set reflecting the general health risks of the insured population (Donaldson 8c Gerard, 1993:35).
Thus, the premium paid by everyone who makes out insurance would be the same, reflecting
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the "average" risk level of the insured population. This is what is called 'community rating'.
However, for some members of the insured population who perceive their own risk level to be
lower than average, this community rating premium will be too high. They will then elect not
to take out health care insurance and will not be covered in the event that the unexpected
happens (ibid.). The effect of this decision, however, means that only persons with high risk,
which is above average, will be in the insurance market. Thus to cover the projected health

care costs of these groups, premiums must rise.

The presence of a low-risk, uninsured group of people presents the potential for insurance
companies to tailor premiums to levels of individual, rather than population, risk. This is 'ex-
perience rating'. However, this process will kick out high-risk group members, particularly the
elderly and the chronically sick by charging higher premium and attracts low-risk individuals
with a lower premium. This creates also another problem, which is referred as "skimming" or
"creaming off" .

As a result of adverse selection two groups of people may be left uninsured. These are those of
low risk and those in high-risk group. Fuchs (1993:33) suggests a group insurance as a typical
solution, with participation achieved by compulsion, direct subsidies, or indirect subsidies via
the tax system. In USA, as an effect of adverse selection, it has been estimated that, in 1977,
50 million people (Farley, 1985) and, currently 44 million people, who are about 17o-10 of the
population, have no health insurance (Folland, et. al., 2001).

(ii) Moral Hazard

In insurance -based health care systems the problem of potential "excess" demand exists
because of what has become known as "moral hazard". Moral hazard is basically a change in

the attitudes of consumers and providers of health care, which results from becoming insured
against the full costs of such care (Donaldson 8c Gerard, 1993:31). Moral hazard can be divided

into `consumer moral hazard' and `provider moral hazard'.

Consumer moral hazard stems from the fact that an insured individual may use the health care
services more easily than if uninsured. Moreover the insured person may adopt unhealthy life
styles and, if sick, will use health services quickly. Consumer abuse may contribute significantly
to an increase in health care costs. The Canadian Medical Association Journal (cited in Drache
and Sullivan, 1999:49) reported a consumer abuse in such a way:

"An Ontario man lent his health card to an out-of country relative who needed medical
attention. After a costly stay in hospital, the relative died, but because he had been
using an assumed identity the wrong person was declared dead. In another case it was
found that one woman was made 247 office visits to 71 different physicians over the
course of a year".

Provider moral hazard stems from the doctor who, knowing that the patient has insurance,
will be less cost conscious than if the patient pays out of pocket. The financial benefit for
the practitioner to provide more care is obvious. This is common in a system where uses fee-
for-service remuneration methods for doctors. This phenomenon is also known as "supplier-
induced demand". The idea behind supplier-induced demand is that health care providers
have and use their superior knowledge to influence demand for self-interests; that is, they take
advantage of the 'information gap' (Folland, et. al., 2001:205).

There are several methods for governments to respond to moral hazard. They may impose co-
payments or deductibles for patients, provide budget-ceilings for hospitals, or pay doctors on a
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caption -basis. Furthermore, Fuchs (1993:33) noted that the solution to the risk aversion~moral
hazard dilemma is for insurance to be provided in the form of contingent claims. For each
identifiable condition, the insured would be covered for care up to the point where the marginal
benefit equals the marginal cost. However, the physician may want to provide care up to the
point where marginal benefit is zero. Under such situation the insurer's task is to enforce the
tighter standard on the patient and the physician.

(iii) Economies of scale in production

Being small in size private insurance markets lack the benefits of economies of scale. The
bigger the organization becomes, the easier it is to distribute fixed costs across its products,
so reducing the cost per unit. In health insurance the marketing costs for a particular com-
pany may be the same, no matter how many people are members. Therefore, several smaller
competing companies will have higher average administrative costs per capita than one big in-
surance firm. This made many industrialized countries to create public insurance monopolies
to maintain low costs without the risk of exploitation. For example, the Australian govern-
ment replaced private insurance funds by one public health insurance scheme in 1983. The
administrative costs reduced from 14.801o to 4.7~0 (Donaldson and Gerard, 1993:30).

2.5 Equity and Efficiency Conflicting Policy Issues in
Health Care

There is a great deal of argument among policy-makers (politicians) and economists in equity
and efficiency in health care financing and provision. These lines of argument are drawn
from the two philosophical approaches in the context of health care: the libertarian and the
egalitarian. The egalitarian contends that "access to health care is every citizen's right"
and this ought not to be influenced by income and wealth (Gillon, 1986; cf. Sugden, 1983).
According to the egalitarian health care is a basic social right that is essential to the satisfaction
of basic human needs. In the libertarian view, by contrast, access to health care is viewed as
"part of society's reward system". As Williams (1993) puts it, " at the margin at least, people
should be able to use their income and wealth to get more or better health care than their
fellow citizens if they so wish". Libertarians reject the notion that there should be government
agencies with direct responsibility for efficiency and equity in the provision of health (Nozick,
1974). Instead, they advise that state involvement in health care should cease and be replaced
by private health care insurance and private charity for the poor and the disabled.

The egalitarian and libertarian viewpoints lead us towards different health care systems. The
egalitarian viewpoint suggests that a publicly financed system should predominate, with health
care being distributed according to "need" and finance according to "ability to pay". The
libertarian viewpoint, by contrast, points towards a mainly privately financed health care
sector, with health care being rationed primarily according to willingness (and ability) to pay.
According to libertarian public involvement should be minimal and limited to providing a
minimum standards of care for the poor, for e.g. Medicare and Medicaid programs in U.S.A.

In practice, in most countries health care is financed and delivered by a mixture of systems
and there are traces of both approaches in policy making, with the emphasis often changing
with changes of government. Broadly speaking policy makers in Europe gíve the impression
of being much more inclined towards the egalitarian viewpoint in health care matters than
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libertarian. Reflecting the European view Wagstafl and Doorslaer (2000) said that it appears
to be broad agreement amongst policy-makers in several European countries that payments
towards health care should be related to ability to pay rather than to use of inedical facilities.
It is evident that European countries are committed to the notion that all citizens should
have access to health care (OECD, 1992). The commitment to linking health care payments
to ability to pay is less in the United States. In 2000 it was reported that there were 44 million
people without health insurance in the United States and many more were considered to have
inadequate insurance (Folland et al., 2001). The notion of universal coverage and equal access
is less evident in the United States.

2.5.1 Public-Private Conflict in Health Care Financing

Modern health care systems are financed by public or private insurance companies, with
modest contributions coming from the employee, employer and the state. Nowhere does out
of pocket payment by patients cover more than a small portion of total system costs. Evans
(1999:29) noted that with the possible exception of Switzerland, modern health care systems
are predominantly financed from public sources-either directly from government budgets or
through non-profit social insurance schemes under close public regulation. Evans further
argued that in the United States private insurers are not the primary sources of funding for
two reasons; even though a private insurance system is used as a primary source of coverage:
first, the highest users of care, the poor and the elderly, are covered by the public plans known
in the United States as Medicaid and Medicare. Private insurers do not cover people who
have high risks and few resources; it is more profitable to insure healthy people. Public plans
therefore cover a small share of the population, but pay a large share of the bills. Second, most
private insurance is provided by the employers, and receives a substantial subsidy from the

US government. Employer-paid premiums are deductible from the employer's taxable income
as a business expense, a labor cost like wages. But unlike wages, they are not taxable as
income in the hands of the employee. This subsidy, hidden in the tax system but very real,
now worth about ~100 billion per year (Ibid.: 30). The reported expenditure data understate
public contributions by this amount, and correspondingly overstate the net contribution by

this insurance. The United States is not the only country with private coverage for health

care; most, if not all, industrialized countries have some form of private insurance. But private
coverage dominates more in Switzerland and United States.

The other area of conflict lies on the progressiveness or regressiveness of the health care fund-
ing system. This raises two questions: who has to pay, and how much? These questions
remain highly sensitive because they determine the decision that for any given level of total
outlays, who will pay more and who will pay less. In a progressive tax system in general people
with more money pay more in tax-at least up to a point. Thus wealthy people, whether they
use care or not, will contribute more to health system financed from a general revenues. For
example, in the United States the share of health spending that comes through public budgets
is progressive, because it takes a large share of the incomes of people at higher income levels
(Rasell, et. al., 1993; Rasell 8c Tang, 1994). In a system wholly fmanced from user charges-if
such could exist -the principal contribution would be made by the unhealthy, whether they
are rich, poor or in between. Stewart (1999: 81) stated that direct cost sharing through user
fees does limit access, especially by those who are most prone to the consequence of ill health
and those in low-income groups. The introduction or increase of user fees in the public health
system may create inequalities in access to services, particularly where compulsory exemp-
tion systems do not exist or provide inadequate safety nets for the poor (Segall et al. 1999;
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Ensorand Pham 1996; Wilkinson 1999; World Bank 1999). Where exemption mechanisms
are in operation, inequalities may be exacerbated by ineffective targeting, as well as signif-
icant administrative, economic and informational barriers to their implementation (Russell
and GIlson, 1997). If we shift the mix of revenue sources by raising user fees and lowering
taxes, the effect is to transfer income from the unhealthy and unwealthy to the healthy and
wealthy. Conversely, the shift from out-of pocket to tax based finance has the opposite effect of
transferring income from the healthy and wealthy to the unhealthy and unwealthy. In Eritrea
tax and out of pocket payments are used as a means of health care financing. The primary
purpose of the tax base financing system was to ensure access for those with inadequate re-
sources and the income transfer from the rich and healthy to the poor unhealthy would be
inevitable concomitant.

The third potential source of revenue, besides tax and user fee, for health care is private
insurance. There is, also here, an active policy debates both private insurance and user fees
are advocated or opposed as complementary alternatives to public funding. Stewart (1999:79)
argued that health care systems that rely primarily on private insurance arrangements are less
successful in cost containment than are those that rely on public funding. The major problem
with private insurance is cream skimming, which can result in limited access to health care
for certain categories of patients. Private insurers attempt to offer coverage to groups of
individuals at premium rates that match their risk, i.e. their expected outlays for health
care. In the private insurance market the simplest way to relate premiums to risk is through
experience rating-high outlays today; higher premiums tomorrow. One would therefore, expect
the costs of private coverage to be distributed over the population in proportion to their
expected use of care, which in practice means in proportion to their actual use of care. But
when one looks across income classes, the fact that private premiums are based on expected
use, and not at all on income, means that they should distribute the burden of paying for
health care system in very much the same way as user charges do much more heavily on the
unhealthy and unwealthy.

User fees and private insurance are strikingly regressive, taking a much larger share of the
incomes of lower income people. Empirical studies both in the United States and the European
community show that there is regressivity in private insurance coverage. This pattern is
particularly apparent among those over sixty-five years old, who are virtually all enrolled
in the national medical program for the elderly. The various deductibles, coinsurance rates,
and exclusion in that program, and the corresponding private "medigap" insurance market,
produce highly regressive financing structure even for this universal public program. Doorslaer,
et al., (1993) noted that the two countries with predominantly private financing systems-
Switzerland and United States - have the most regressive structure overall. The groups of
countries with the next regressive systems are the countries operating the so-called social
insurance model.... countries which ...rely mainly on tax finance....have the least regressive
financing systems (ibd: 44). However, out-of-pocket payments tend to be a highly regressive
means of financing health care. Private insurance that is purchased as supplementary cover in a
more or less universal public system appears to be a"luxury" that is more commonly bought by
people with higher incomes; such payments are thus progressively distributed (Evans, 1999).
However, in the United States, private insurance is purchased by a large proportion of the
population because public coverage is restricted or non-existent, the distribution of its costs
is highly regressive (ibd: 33). In general the larger the user charges and the more people who
must pay them, the more regressive are the costs of private insurance to cover them.

The are also problems with the universal public coverage because it require high taxes that
would affect the individuals who are above average income, and relatively healthy, because they
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might pay more in extra taxes than they saved in (direct~indirect) costs of drugs. However,
regardless the claim of higher taxes the universal system would not only be more equitable,
and reduce barriers to needed care, but would actually be less costly than the mixed funding
system. Many politicians argued that if taxes go up, but private premium and out of pocket
charges go down by more, then total costs fall and the public saves money; why should the size
of the individual component matter? This argument has a great benefit to those individuals
with an average income. An individual who is above average income would not accept this
argument.

The other policy issues on health care deals with the questions of who gets what care, when
and how? According to the universal public system the answer is that everybody gets all the
care they need, when they need it, on equal terms and conditions, without financial barriers.
But this is a statement of principle or an aspiration; in practice there are two lines of response,
administrative and market. The former involves determining priorities on the basis of relative
need or capacity to benefit; the latter on the basis of willingness, which in practice means
ability to pay. The supporters of the market argue that the market will push resources to
continue to flow into the health care system as long as individuals are willing to pay, or
more accurately as long as various private and public institutions can extract from them the
necessary money. The market is not a solution to health care problems as long as it relies on
ability to pay. R.esponsive political system must find an acceptable balance between reasonable
access and willingness to pay. Stewart (1999) noted that as long as cost containment is a major
concern of governments, it is essential that the instruments of cost containment be designed
so as to minimize their negative impact on access and equity. Further Stewart argued that
direct cost sharing through the introduction of user charges does little to control the total cost
of health care or to enhance the efficiency of resource allocation.

2.5.2 Public-Private Conflict in Health Care Provision

Medical, health and other social services serve a multitude of different developmental, distri-
butional, social and other-functions. All are considered highly relevant and important; their
relative weight may vary over time and between countries, depending on parameters such
as income, age, technology, and the prevailing set of economic and social (equity) objectives
(WTO, 1998). Accordingly, such services may be core instruments in the pursuit of social and
distributional justice or could be viewed as important contributors to, or preconditions for,
economic development. The basic argument in this section is that such basic social services
cannot be left to the private sector for equity, moral and political considerations although the
government is not efficient in providing such services. Thus, in a nutshell, health and other
social services are subject to panoply of economic and non-economic goals, influences and
constraints.

However, provision of basic social services by the government is not without problems. There
are budgetary constraints; supply bottlenecks and bureaucratic procedures, which creates
delay of action in the provision of such services. Walsh (1995:23) added that the supply
of public sector goods is in the hands of a monopoly, which has the backing of the law, so
that the market is not contestable, and the production technology is uncertain, in that the
relation between inputs and outputs cannot easily be specified. Much of the public sector
is concerned with the production of services for which there are inherent problems in the
definition and control of production technologies. Wolf (1988; cited in Walsh 1995) maintained
that the inherent characteristics of the supply and demand for goods and services in the public
sector will lead to systematic non-market failures. The mechanisms that bring the supply and
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demand of public services into equilibrium are weak, because it is 'essentially a political process
characterized by lags, bottlenecks, coalitions, log-rolling and other fuzzy attributes of political
behavior' (Wolf, 1998:62). Wolf further argued that in the public sector there is no `bottom-
line' and that there is no mechanism for the termination of unsuccessful public policies. We
support the argument of Wolf and Walsh that there is difficulty in defining and measuring
output of the public sector, both in principle and in practice, and there are particular problems
in the evaluation of quality.

However, markets are also deficient in important and significant aspects. They are not efficient
except under very restrictive and special conditions. Moreover, they produce welfare distri-
butions that are not socially just. Muller (1979) puts the case for public goods arguing that
defence, clean air, street lighting, policing, and highways, for e.g. are socially necessary but
there are no economic incentives for individuals to participate in funding them, unless forced
to do so. Where the market cannot operate effectively in determining an appropriate amount
of a commodity to produce, nor determining its distribution, the only way of financing such
goods is through collective taxation (Farnham and Horton, 1993). There is also an argument
in the provision of inerit goods, where they are socially desirable for citizens to function and
act purposefully. Walzer (1983) has argued that different social goods must be distributed
according to different principles, and that the market is not an acceptable mechanism, for ex-
ample, in the production and distribution of education or health caae. Education and health
care are merit goods; government action in the production and distribution of such goods can
ensures that all have appropriate levels of access to them (Walsh, 1995).

A basic argument for government production of goods and services is that, in certain cir-
cumstances, the market fails and that collective decision and public provision will be more
effective in forwarding certain social purposes than processes of individual exchange. Blank
(1999) argued that the market is not perfect for the provision of various social services because
the existence of externalities, information asymmetries, agency problems and distributional
concerns. Another argument for public service provision is that there are certain activities
that are of such moral significance that they should not be provided by the market, even if
they could be, because they will be tainted by the association with financial exchange and
profit. Therefore the argument for direct provision of public services can be made in value
terms as well as in terms of economic efficiency or distributional equity. Walsh (1995) noted
that the state must not only provide services but must also act to preserve the community
through protective regulatory and enforcement services.

It is known that both the state and the market are not perfect in the provision and production
of public services. The failures of both markets and bureaucracies have been well documented
in the economics and public choice literatures. Market co-ordination may lead to unfair
outcomes and be incapable of satisfying certain needs, and may not even produce efficient
benefits under monopoly conditions or where there is inefficient competition. On the other
hand, it has been argued that bureaucracies have a tendency to be self-serving, wasteful and
inefficient. This argument would lead us further to the question of- how the state should
govern the provision of social services in a market economy?

Health care services can be conceptualized as consisting of public and private goods. Hanmer
(1994) stated that health care services are divided into those with predominantly public good
qualities and those with private good qualities. Preventive health services, for example im-
munization program, spraying to prevent vector born diseases and oral dehydration programs
are defined as public goods, their benefit being greater to society than to the individual. In
contrast curative medicines, treatment of individuals for illness by drugs or operations per-
formed in hospitals or surgeries are private goods as the benefit from these treatments are said
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to accrue solely to the individual.

From this conceptual division the analysis followed that government responsibility for the kind
of services that provide few benefits to society as a whole should be reduced and eventually
privatized. However, the argument for government concentration on `public good' types of
health provision is reinforced by the fact that these services frequently benefit the poor more
than other sorts of health services and are thus consistent with the aim to increase equity.

Reflecting these issues the World Bank (1993) presented three rationales for a major gov-
ernment role in the health sector: (i) many health-related services, such as information and
control of contagious diseases, are public goods. Because private markets alone provide too
little of the public goods crucial for health, government involvement is necessary to increase
the supply of these goods. (ii) Provision of cost effective services to the poor is an effective
and socially acceptable approach to poverty reduction. Private markets will not give the poor
adequate access to essential clinical services or the insurance often needed to pay for such
services. (iii) Government action may be needed to compensate for problems generated by the
failure of health care markets. The World Bank (1997) further noted that the core functions
of the state in a socially conscious market economy are to "correct market failures and to
improve equity".

2.6 Public-Private Mix and Quasi-Markets in Health
Care

2.6.1 Quasi-Markets in Health Care

The production and distríbution of health care cannot be left to the market for pragmatic
or equity reasons and the interests of recipients of the health services cannot be reduced to
simple consumption. Giddens (1998:74) argued that there is a need to find a balance; a"third
way" which is a mixed economy of the best features of the market and bureaucratic designs.
He further states that the structuring of government should follow the ecological principle
of " getting more from less", understood not as downsizing but as improved delivery value.
The objective is to balance the claimed efficiency of markets, and the individual freedom they
provide, with the needs for economic and social stability. Many claimed that such balance
could be maintained by an optimal mix of markets and hierarchies (public-private mix) in the
provision and financing of social services, such as health care. The key to efficiency in public
service management is increasingly seen to be the separation of responsibility for the provision
from that the production of public services (Koldarie, 1986; Savas 1987; Siverbo, 2004). The
split of purchaser and provider can create greater accountability both within the organization
and to external monitoring bodies and the public generally.

The primary objective of public policy should be to promote competition among providers,
and competition should increase consumer choice and satisfaction and drive down costs by
increasing efficiency (World Bank, 1993). Government supply in a competitive setting may
improve quality or control costs, but non-competitive public provision of health services is
likely to be inefficient or of poor quality. Gilbert 8c Tang (1995:207) contends that there are
limits to affordability of desirable social welfare services, and no limit to the demand for them,
so that the mode of financing, delivery, and usage of the past must be restructured to maintain
reasonable overall service levels. The central argument is that the state should decline its role
of sole provider, funder, and regulator of health and welfare services. Instead, the state should
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assume the role of funder with a variety of suppliers of welfare services (public, private and
voluntary) bidding for public funds and competing in the provision of these services. While
such arrangements have some elements of the market place they can be described as "quasi-
markets" because they differ from conventional markets in a number of important respects
(Lapsley, 1992).

Bartlett defined quasi-markets in a more general terms, "the quasi-markets revolution
involves a process of separation of state finance from state provision of welfare services,
alongside the introduction of competition in the provision of services between indepen-
dent agencies. These agencies may be under private or public ownership, and may have
profit or not-for -profit objectives, but are no longer to be under exclusive public con-
trol. The agencies involved are to operate systems of service delivery that involve the
extension of public choice and competition between private, voluntary or public suppliers
within a framework of rules and funding set out by the state".

Bartlett (1991:2)

The key institutional innovation of quasi-markets is the combination of competition between
providers and free access for service consumers at the point of delivery (Jones, 1999). The
interesting feature of quasi-markets as a form of organization is their combination of govern-
ment direction with elements of market discipline, and the resulting potential for avoiding
some of the deficiencies of both bureaucracies and markets. Quasi-markets may offer distinct
advantage over pure market relationships in circumstances where the distribution of social
goods (such as health, education, housing and other public services) can not be left to the
market for pragmatic or equity reasons, or where the interests of recipients of public services
(for example as citizens) can not be reduced to simple consumption.

Le Grand and Bartlett (1993), explained that quasi-markets difFer from conven-
tional markets both on the supply and demand sides "on the supply side....there
is competition between productive enterprizes or service suppliers....however.... all
these organizations are not necessarily out to maximize their profits, nor are they
necessarily privately owned.....on the demand side, consumer purchasing power is
not expressed in money terms....Instead either it takes the form of an earmarked
budget or `voucher' confined to the purchase of a specific service allocated to users,
or it is centralized in a single state purchasing agency".

Le Grand and Bartlett (1993; cited in Jones, 1999)

Quasi-markets are one manifestation of the revolution in public sector service reform along with
the DPM approach- deregulation, privatization and marketization. The promoters of the DPM
approach argue that the public sector needs to be reformed in a fundamental fashion, touching
all three fundamental governmental functions: allocation, redistribution and regulation (Lane,
1997).

2.6.2 Public-Private Mix in Health Care Financing and Provision

A government that decides that a service is to be provided at collective expense does not
necessarily have to produce it using government equipment and government employees. Walsh
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(1995) has pointed out that the recognition of market failures does not imply that government
need necessarily employ and staff or own any productive resource at all. Supporting this
idea Istenic (1995:167) argued that social care should no longer be financed exclusively by
the state, but also by charity and voluntary organizations, donors, enterprizes and the users.
However, Istenic did not deny the role of the state in financing of public programs such as social
prevention, primary social care, institutional care for elderly and disabled people, handicapped
children, and young people.

The role of the state in the financing and provision of health care services largely depends on
whether the emphasis falls on equity or efficiency. If the policy goal is to establish a uniform
system, then a public, single financing system is more cost-effective. But if the government's
responsibility is confined to providing a decent minimum for those unable to afford better
care, then a plural source of funding coming largely from the private sector is the obvious
solution (Dunlop and Martins 1995). But safeguards have to be made to prevent "skimming"
of healthy members. Most advanced economies use a mixed form (public and private) in the
provision and financing of health care services, which means that the market has some roles
in health care.

The emphasis on efficiency changes the way public-private mix is promoted in health care
financing. Many industrialized countries tried to grapple with cost containment through
improvements in efficiency. They use different approaches, with some opting for 'managed
competition' models others pursuing `internal markets' options and yet others the more lim-
ited `public competition' options. In the United Kingdom, cost control was achieved through
national global budgeting, with recent National Health Service (NHS) reforms being directed
to increasing ef6ciency in the allocation of resources (Dixon 8c Glennerster, 1995; Maynard,
1995). In the UK, approximately 90 percent of NHS funds are acquired from national general
taxation and another 9 percent is derived employer and employee contributions to the NHS
insurance fund (Feldbaum, et. al. 1995:5). About 11 percent of the population in the UK
carry private insurance, in addition to their NHS coverage. While in Canada between 70 and
80 percent of Canadians have supplementary private insurance (ibd).

Most industrialized nations feature some role for private insurance, either as a supplement to
or in competition with publicly insured health care. In F'rance, supplementary health insurance
covers 87 per cent of the population and is used primarily to cover the costs associated with user
charges and extra-billing. Italy, Germany and the United Kingdom have small, but growing,
private insurance sectors. In Italy, private insurance is primarily the domain of high-income
individuals seeking treatment in private facilities, and is perceived to be of higher quality than
the service provided by the National Health Service. Norway, Sweden and Finland feature
virtually no role for private insurance.

The United States and Switzerland feature a dominant role for private insurance, while in
The Netherlands private insurance provided through private sickness fund is a prominent part
of the financing. In the Netherlands health care system there is a high degree of mutual
dependence. This can be seen, for example, in the principle of 'income solidarity' whereby
the insured are required to pay a premium related to their income rather than to their likely
use of health care facilities. As a result, there is a considerable amount of cross-subsidization
whereby those in high incomes who make relatively little use of the system subsidize those on
low incomes who do" (Kirkman-Liff and Maarse, 1992:24).
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Table 2.1: Public-private mix in health care, selected advanced economies, 1993

Country Financin~ and provision

Canada Financed mainly by taxaáon with mainly
pávate providers

France Financed mainlv by social insurance
with mixed public and private providets

Gemmany Financed mainly by social insurance
with mixed public and private providers

Italy Financed almost equally by social
insurance u~ith mainly public providers

Japan Financed mainlv by social insurance
with mixed public and private providers

Uni[ed Financed mainly bv taxaáon with mainly
Kingdom public providers

United Financed mainl bv~ p rivate voluntary
States insurance with mainly pnvate providers

Australia Financed mauily by taxaáon with mixed
public and private providers

Denmazk Financed mainly by taxaáon with mainly
public providers

Exclusions in social insurance

Sanatoria, out of hospital dental care,
non-hospital drugs, varying degrees
of prostheses, spectacles, heanng
aids, and treatment in pricate
hospitals
Spectacles, dentures, and replacement
dental treatment
Virtually none

Virtually none

Inoculaáons, health check-ups,
pávate rooms, eyeglasses, and health
promoáons for the elderly
Dental care and opácal care (except
for low income groups), and low cost
pharmaceuácals.
Medicare excludes long-term home
care, out-paáent pharmaceuácals,
rouáne eye care, and dental
treatment.
Dental care (limited for specific
groups) and phammaceuácals (some
subsidies)
V"irtually none

Finland Financed mainly by taxaáon with mainly Virtually none
public providecs

Nethedands Financed by a mixture of social and Spectacles
pávate insurance with mainly pávate
providers

New Financed mainly by taxaáon with mainly Ambulatory care for higher income
Zealand pávate providers Aroups, dental care and Qlasses
Nocway Financed mainly by taxaáon with mainly Virtually none

public providers
Sweden Financed mainly by taxaáon with mainly Low-cost medicines

public providers
Switzerland Financed mainly by voluntary private Spa hotel charges, dental treatment,

insurance with mainly pnvate procldecs prostheses, Qlass and hearinQ aids
Source: Stewart (1999: 70)

2.7 Concluding Remarks

Efficiency and equity are main policy issues in health care. Efficiency questions are dominant
in the health sector because health care costs are increasing from time to time claiming a large
proportion of government budget. Without government support many citizens in developing
countries could not afford health care. Unlike other commodities health care cannot be left to
the mercy of the market. Markets in health care are not perfect indeed government intervention
is needed. Asymmetry of information between the patient and the doctor, and adverse selection
and morals hazard in the insurance markets are the common problems in health care markets.
Government influence in health care through its policies toward education, water supply,
sanitation, and other sectors for health, as well as through regulation of health systems,
health providers, and insurers are pervasive.

The degree of public private mix in the health sector depends upon social, political and
economic motives of the government. For example, if financing is public but provision is
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private, governments must decide how to subsidize private care. And if government is to
influence the market for discretionary services, it must decide what instruments are most
appropriate for affecting the behavior of insurers, providers, and patients. This raises the
question of how far the government should itself act as an insurer, through social insurance,
and how far it should regulate private insurers. Each of these decisions involves tradeoffs
among the objectives of health policy: better health outcomes, lower costs, more equity, and
greater consumer satisfaction with the health system as a whole and with individual care.
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Chapter 3

Health Care Provision, Financing, and
the Determinants of Health in Sub-
Saharan Africa: Lessons to Learn

3.1 Introduction

The advent of structural adjustment policies in the 1980s in Sub-Saharan Africa (SSA) entailed
in most cases a reduction in public spending, which greatly affected the provision of public
health services. With sharp falls in tax revenue and external aid, it was argued that African
governments should focus on the provision of basic curative and preventive services, which
has potentially a large life saving effect. This demands correcting the most obvious inequity-
the over financing of curative medical care and the under financing of primary and preventive
care. The argument for greater equity in health spending is a strong one, given the widespread
poverty and the many political and economic conditions that make for unstable household
incomes. Redirecting spending away from curative care to combat the majority of diseases and
illness that are preventable or relatively easy to treat has obvious appeal on cost-effectiveness
grounds.

The economic and social situation in sub-Saharan Africa remains fragile and vulnerable to
domestic and external shocks, and the region has a long way to go to make up for the grounds
lost over the last decades. Despite some upturn in economic growth rates, poverty is still
widespread and in ma,ny parts of the continent basic public services such as safe water, sani-
tation, and prevention of communicable diseases remains inaccessible. These services benefit
the community at large and have an immense impact on health of the people. But the invest-
ments on these services are frequently so costly that people are unlikely to be motivated to
provide them for themselves on an individual basis. If these services are to be provided, local
and national governments will be the only agents capable of ensuring that they are provided.
These institutions have the necessary legal authority to do so.

More than ever before public spending on health were guided more stringently by cost effec-
tiveness and equity criteria. Many countries in Sub-Saharan African have engaged in the task
of formulation and adaptation of comprehensive health policies that include explicit health
goals and targets. There is a hope for change in Afríca as many governments are now giving
greater priority to public spending on health care, education, and other basic social services.
In addition, there has been a growing movement toward more open and participatory forms
of government that encourage cooperation between the state and civil society. Based on pre-
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vailed conditions in Sub-Saharan Africa the following three questions are addressed in this
chapter: (a) How is health care provided a.nd financed in Sub-Saharan African countries? (b)
What are the typical problems in the health systems of Sub-Saharan African countries? And
(c) What are the key determinants of healthy life expectancy (HALE) in Sub-Saharan African
cotmtries?

As in most developing countries in SSA the public health sector is dominant. The public
sector, however, is not without a problem. One of the problems in the public health system
is that health service providers rarely receive incentives and there are no stipulations for
service quality and quantity, no measurement of effectiveness and productivity. There are
only few rewards and penalties. It is widely believed that transparency, local accountability,
and local retention of revenues from fees could establish incentives among public sector, private
voluntary, and private for-profit-providers, to furnish high quality and low cost services. To
this end, this chapter examines the mechanisms of health care provision and financing in SSA
countries, and analyses the key determinants of health in SSA countries.

In this chapter there are five sections: section 3.2 deals with health care provision. It focuses
on the role of NGOs and central government on health care provision in Sub-Saharan African
(SSA) countries. Section 3.3 discusses on the mechanisms of health care financing: the in-
troduction of user fees and health insurance in SSA countries. Section 3.4 analyses the key
determinants of health in SSA countries. Section 3.5 concludes.

3.2 Health Care Provision in Sub-Saharan Africa

The health care systems inherited by African countries at independence were equipped to pro-
vide personal care to only a small fraction of the population. During colonial rule, control of
epidemic diseases was the main concern of the French and British regimes. The French made
serious efforts to deal with vector-born diseases through programs organized on a paramilitary
basis, while the British placed greater stress on controlling fecal contamination of food and
water (World Bank, 1994b). Hospitals were built principally for the benefit of colonial admin-
istrators and settlers, and rural clinics were usually the by-product of missionary activities.
Health education, mass immunization, screening of population for diseases, and good nutrition
played only a small part in colonial policies.

Most Sub-Saharan African countries at independence inherited weak and dualistic health care
structures-being almost perfect mirror images of the domestic economies, with the traditional
and modern sectors coexisting side by side (Cornia 8e Mwabu, 1997:2). To this effect modern
health services were understaffed, distorted and located mainly in urban areas; in consequence,
the bulk of the population, which resided in rural areas relied on traditional medicine to meet
basic health needs. Curative care was equally underdeveloped.

Despite the colonial atrocities, after independence, many African countries have managed to
develop a modern health care system, which is a mix of public, NGOs and private-for profit
health care facilities. In Zimbabwe, for example, the health system is commonly categorized as
having four components-government, mission, industry and mines, and private. The system
is largely private. About three-quarters of all doctors, two-thirds of nurses, and half of all
hospitals and clinics are private (Turshen, 1999). In Zimbabwe 35 percent of all hospital beds
and 96 percent of NGOs facilities are located in disadvantaged rural areas (Gilson, et al.,
1997). The government subsidized the missions to reimburse them for providing health care
to indigents. In 1980-1981, the subsidy amounted to US~ 6.6 million; this sum represented
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4 percent of central government health care spending but an estimated 85 percent of mission
health service revenues (Martin, 1993:7). In the 1990s, the direct grant to mission hospitals
amounted to 25 percent of the health budget (UNDP, 1993:6). In addition the government
purchased US~ 1.3 million in services from hospitals owned by industrial or mining companies
(Turshen, 1999). The public system also subsidized the private sector by paying two-thirds
of the hospital costs of private patients, by giving tax rebates and related allowances, and by
exempting contributions for medical insurance from taxation (ibid.).

The health care systems in many SSA countries are more or less similar to that of the health
care system of Zimbabwe. Zambia's health system, for example, is more similar to Zimbabwe's
health system. Zambia inherited the usual mix of state, mission, industrial, and private health
services. Missions provide a significant proportion of all health services: they offer health caze
to 50 percent of the rural population and 35 percent of the total population (Turshen, 1999:29).
The government subsidized the missions, providing about US~ 9.4 million in 1980-1981, which
was over half of the missions' expenditure on health care (ibid.). With the adoption of the
third national development plan (1979-1983), the ministry of health committed to primary
health care as the national health care strategy.

In Mozambique the health care system is different from the health care system of Zimbabwe
and Zambia. Since independence, in 1975, F~elimo, the political party leading the struggle
for independence, introduced primary health care, as a practical response to needs for health
services in the liberated zones, with the idea of creating a just society involving popular
participation in social affairs. In 1977, the government extended free health care to virtually
all Mozambicans, and primary health care became the main thrust of the Ministry of Health's
policy. The government devoted over 64 percent of the current budget to primary care and
rural health services (Turshen, 1999:30). The World Bank praised the Mozambican health
service, saying it was in the vanguard of broad-based primary health care programs and that
it had successfully avoided excessive concentration on referral hospitals, directing nearly all
investment to lower level facilities (ibid.).What is remarkable in the Mozambique's story is
that even in the face of extreme poverty and under the pressure of a destructive guerrilla
war, primary health care worked as a strategy to extend health care to formerly undeserved
populations.

In Malawi health planning got under way since 1971 at the impetus of a WHO expert team,
which suggested a pyramid of health posts, sub-centers, primary health centers, district and
regional hospitals, and national referral canters (Turshen, 1999:31). In Malawi the two main
providers of biomedical health care are the government (the Ministry of Health and local
authorities), which offered most services free of charge, and the church missions, which charged
for all services. In the 1980s the non-governmental sector was responsible for 40 percent of all
health services (ibid.). Although outpatient consulting, drugs, inpatient stays, immunization,
and maternal and child health care are free at public health facilities, consumers usually walk
miles passing free goverrunent centers to pay relatively high fees at mission clinics, where they
perceived the quality of care to be better (World Bank, 1987). Tltrshen (1999) argued that
poor staffing, and lack of drugs and equipment at the lower public service levels motivated
people to opt for better-staffed and equipped central hospitals. Turshen further stated that in
Malawi 85010 of the Ministry of Health budget is still spent on hospitals-half on the two central
hospitals and one general hospital. Although Malawi later introduced primary health care as
a donor-funded program many areas of the country still remain without health coverage, and
the immunization of children is not yet a high priority. In 1993, the median age at death was
four years, and the under 5 mortality rate (1999) was a very high 227 per 1000 live births,
and the infant mortality rate (1998) was 134 per 1000 live births, and life e3cpectancy at birth
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(1999) was 39 years. (Turshen, 1999:31; World Bank, 2002:233; World Bank, 2000~2001:286).

In Uganda, the Ministry of Health (MOH), the Ministry of Local Government (MoLG) and
non-government organizations (NGOs), particularly religious groups, provide health services.
The MOH is responsible for planning and developing health policies and for providing health
care in all government hospitals. The MOLG is in charge of health care delivery at the
district level and below. The NGOs provide services both in hospitals and in small medical
units. Okello, et. al., (1998) noted that there are general feelings among health care providers
and consumers that NGOs health facilities are offering better quality services than government
owned units. Poor motivation of staff due to low salaries, led to a feeling that the general
standard of care and services in government owned health units are falling drastically (ibid.).
Following the signing of the Alma Ata Declaration on Primary Health care (PHC) in 1978, the
Ugandan government in 1983 adopted PHC as the official health policy for making essential
health care accessible to households.

In Africa, especially in the south of the Sahara, NGOs provide significant portions of health
care services and are generally seen as being of high quality. In Ghana, for example, NGOs
provide 40 percent of clinical care needs, 27 percent of hospital beds and 35 percent of outpa-
tient services (Leonard, 2002). In Tanzania, NGOs provide half of all hospitals and beds and
receive half of all curative visits (ibid.). In Cameroon, church mission support 40 percent of
health facilities, and profit making facilities are only 4 percent of the total non-government
facilities (Hanson et. al., 1994). In Uganda and Malawi, NGO's provide approximately 40
percent of all health care (Dejong, 1991). In Kenya non-government health care providers
account for 50P1o of all hospitals and 36~0 of the total hospital beds; and 21010 of health centers
and 51010 of all other outpatient treatment facilities (AMRF, 1995). In Tanzania 41.5oI'o of the
hospitals are owned by non-governmental organizations.

In Sub-Saharan Africa there is little private (for profit) provision of health care (Bennett, et.
al., 1997; Hanson 8c Berman, 1998). Most countries have no private sector of which to speak.
Some countries have done better; in Kenya 23 percent of health facilities are private and in
Ghana this figure reaches 40 percent (Leonard, 2002). However, even these facilities are not
serving their expected function in health care. It appears that private providers most often
are selling drugs or clinical tools, but not diagnostic service; they are acting as pharmacists
not doctors (McPake, 1997, P.26). In this respect, at least, privatization reforms have led to
the proverbial "race to the bottom", where private providers exist only in small, profitable
market niches, most of which provide poor quality services, and the majority of health care
needs are not being satisfied by this sector (Leonard, 2002).

3.2.1 Levels of Health Care Facilities in Sub-Saharan Africa

In most developing countries there are three major levels of health facilities: primary, sec-
ondary and tertiary. The primary level is the first point of contact between the client and
the facility in the health care system. Normally this level embodies village posts, health dis-
pensaries, and health centers. The secondary level consists of first referral hospitals, where
expertise and equipment for more complex cases are available. Higher-level referral hospitals
(regional or national hospitals) as well as officially designated teaching hospitals constitute
the tertiary level health care facilities. Some countries have more than three levels of health
care facilities, for instance, in Ugandan there are four health care levels: primary, secondary,
tertiary and quaternary. The primary level of care comprises health centers and other lower
units. The secondary level comprises a network of districts and rural hospitals. The tertiary
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level includes all General Referral Hospitals based at regional capitals. The two national hos-
pitals (Mulago and Butabika) comprise the quartnary and highest level of care (Okello, et.
al., 1998).

3.2.2 Primary Health Care as a Principal Strategy in Sub-Saharan
Africa

The 1978 Alma Ata Declaration stressed the importance of providing primary health care for
everyone in developing countries and the need for strong community participation in achieving
that goal. However, in most African countries, neither of these strategies had done much to
persuade policy makers to shift resources away from curative care to a well-defined package
of cost effective primary and preventive care services (World Bank, 1994b). Hospitals are still
providing primary and preventive care, which is uneconomical. The World Bank reported
that treatment cost per illness is much more expensive in hospitals than at a health center or
dispensary; by some estimates it can be ten to twenty-five times as much. Further it has been
noted that provision of primary care distorts a hospital's functions. The World Bank (1994b)
noted that imbalance in public spending on health care widens geographical imbalance in
access to health care in African countries. Major urban hospitals (so-called tertiary facilities)
often receive half or more of the public funds spent on health and commonly account for
50 to 80 percent of recurrent health expenditures by the governments. In addition, major
urban hospitals often employ the largest proportions of highly trained health personnel. Many
of the apparent shortcomings of hospitals are linked to congested outpatient departments
and overworked laboratories performing hundreds of so-called routine tests. The pressure of
primary care on hospital facilities also distort health program development at the community
level because it fixes attention on the distressed hospitals, creating the impression that further
extension and development is required, when the real need is for a very large increase in the
number of effectively functioning health centers.

There are two approaches in the PHC strategy: the selective approach (vertical program)
and comprehensive approach. The selective approach got a strong support of international
and multilateral donors. Walsh and Warren (1979) argued that until comprehensive PHC are
available to all, services that aimed at the most important diseases might be the most effective
means of improving the health of the greatest number of people. The selective approach focuses
on specific problems, such as controlling outbreak of contagious childhood diseases through
mass immunization, or encouraging greater use of family planning measures (World Bank,
1994b).

In the last two decades, remarkable achievements were made by the selective approach. The
most striking success was the eradication of smallpox in 1977. In many countries a circum-
scribed number of diseases are selected for prevention in a clearly defined basis morbidity,
mortality, and feasibility of controlling them. For example in Eritrea, four diseases were se-
lected for HAMSET primary health care project: HIV~AIDS, Malaria, Tuberculosis, and other
Sexually Transmitted Diseases (STD's). Selective PHC programs appear to be cost-effective
in the prevention of epidemics-following earthquakes and floods.

Selective PHC services are provided by fixed units or mobile teams visiting once every four to
six months in areas where resources are more limited. The cost of fixed units is similar to that
of basic PHC, although efficiency should be much greater. Selective programs have minuses as
well as pluses. The World Bank (1994b) contended that routine health care can be disrupted
and national capacity weakened when selective programs temporarily or permanently lure
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away specialists from national health systems. On the positive side the World Bank noted
that selective PHC programs have enjoyed positive and robust results in situations where
health centers and under-five clinics offer integrated child care.

Box 3.1 Declaraáon of Alma Ata, (a'HO 1978), Pnmary Health Caze

Primary health care is essential health care based on pracácal, sciená5cally sound and socially
accephable methods and technologv made universally accessible to individuals and families in the
community through theic full parácipation and at a cost the community and country can affocd to
maintain at every stage of their development in the spint of self reliance and self detemunaáon. It
foans an integral part both of the country's health svstem, of which it is the centra] funcáon and main
focus, and oF the overall social and economic development of the community. It is the first level of
contact of individuals, the familv and commuruty with the naáonal health system, bnnging health care
as close as possible to where people live and work, and consátutes the first element of a conánuing
care process.

Pnmary health care reflects the economic, social and poliácal situaáons of a country and its
communiáes and is based on the applicaáon of the relevant results of social, biomedical and health
services cesearch and public health expenence. Pámary health care:

1. Addresses the main health pcoblems in the community providing promoáve, prevenáve,
curaáve and rehabilitaáve services accordingly;

2. Includes at least: educaáon conceming prevailing health problems and the methods of
prevenáng and controlling them; promoáon of food supply and proper nutnáon; an
adequare supply of safe water and basic sanitaáon; matemal and child health care, including
family planning; immunizaáon against the major infecáous diseases; prevenáon and control
of locally endemic diseases; appropnate treatment of common diseases and injuríes; and
provision of essenáal drugs.

3. Involves, in addiáon ro the health sector, all related secmrs and aspects of naáonal and
community development, in particular agriculture, animal husbandry, food, industry,
educaáon, housing, public works, communicaáons and other sectors; and demands the
coordinated efforts of all those sectors.

4. Requires and promotes maximum community and individual self-reliance and parácipaáon in
planning, organizaáon, operaáon and control of pámary health care, making fullest use of
local, naáonal and other available resources; and m this end develops through appropnate
educaáon the ability of communiáes to participate.

5. Should be sustained by an integrated, functional and mutually refemal sy5tem, leading to the
progressive improvements of comprehensive health care for all and giving pnority to those
most in need.

6. Relies at local and referral levels, on health workecs, including physicians, nurses, midwives,
auxiliaries and community workers as applicable, as well as tradiáonal medical pracááoners as
needed, suitably trained socially and technically ro work as a health team and to respond to
the expressed health needs of the community.

Source: Koivusalo and Ollíla (1997).

The policies of the Alma Ata declaration and Health for All, in their approach, have empha-
sized in social justice, universal access and inter-sectoral action. However, in most African
countries it was found that inter-sectoral coordination and universal access, which is a means
to achieve the goals of Alma Ata and the health for all declarations, became difficult in the
last two decades.

The World Bank reported that reviews of programs in Burkina Faso, IV1ali, Niger, and Central
African Republic have uncovered various problems of coordination and logistics. However,
some African countries have made a concerted effort to improve access by emphasizing the
delivery of primary health care in rural areas. The World Bank (1994b) reports that some 99
percent of the rural residents of Alauritius have such access, as do 85 percent in Botswana, 73
percent in Tanzania, and 70 percent in Congo.
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The distribution of health facilities and health personnel tends to be disproportional across
administrative districts and between rural and urban areas. For example, among 30 states
in Nigeria, the number of health facilities ranges from one per 200 people in Lagos State to
one per 129,000 in Benue State (World Bank, 1994b). Three-fourth of the country's public
and private health facilities are located in urban areas, which contain only 30 percent of the
population. The World Bank report added that in Angola the supply of hospital beds ranges
from 4 per 10,000 people in the province of Malage to 42 per 10,000 in Luanda Norte. Similarly
in Kenya there is one doctor on average per 500 people in Nairobi, compared with one per
160,000 people in the rural ~rkana district (ibid.).

In most African countries access to personal health services tends to vary in a greater extent.
As access is defined, by the World Bank, as the patient being no more than an hour away from
a health facility by local means of transportation, only 11 percent in Rwanda, and 30 percent in
Liberia, Niger, and Nigeria have such access (World Bank, 1994b: 46). Okello, et. al., (1998)
citing the Ugandan Government (1992) estimated that some 27010 of the Ugandan population
are within 5 km of the nearest health unit, while 5707o are within 10 km. Inaccessibility of
health services particularly affects the health of children and women. In effect the mortality of
children under-five ranges from more than 200 deaths per 1,000 live births in Malawi, Angola,
and Mozambique to fewer than 100 in Botswana and Zimbabwe (ibid.).

Attempts have also been made to expand primary health care by establishing networks of
village or community health workers modeled on China's success in using "barefoot doctors"
to enlarge the geographic scope of health care. Village health work programs are aimed at
extending health care to unserved regions, while community health programs are principally
intended to be catalysts for community development and involve a more holistic approach to
health that includes such tasks as developing safe water supplies (World Bank, 1994b:52).

It has been suggested that the China's model can be performed relatively well when the role
of the village and the community health workers as an intermediary between the community
and the health care system is clear, and when they receive visible support from health centers.
This has been the case in Lesotho, where more than 4,000 trained village health workers are
supported by local development councils; in Zimbabwe, where more than 6,000 community
health workers receive stipends as general development workers (ibid.). The World Bank
(1994b) noted that village and community health work programs have not worked well when
their links to the health system and to communities have been weak. In Burkina Faso, Gambia,
Ghana, Niger, and Tanzania, community health workers were trained on a massive scale in the
1980s to be the principal providers of primary health care. Because of their limited training
and nebulous connection to the formal system of health care the contribution of community
health workers has been blunted by lack of constant support and supervision (Walt, 1988).

3.3 Health Care Financing in Sub-Saharan Africa

The main argument in health care financing is that governments should cease heavily reliance
on out-of-pocket payments as a source of health care financing. As part of their reform
agenda governments should strive to establish a health financing system that incorporates the
elements risk pooling (e.g. health insurance schemes), and thus affords greater protection for
the poor.Many countries in SSA do not have a viable health insurance system and existing
social insurance schemes cover a negligible portion of the population.

In a situation where fiscal crises are severe due to revenue falls many countries in SSA rely
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on donors finance. In 1990, for example, Burkina Faso covered 71Q1o of its health expenditure
by aid, and Sierra Leon and Tanzania covered 50 and 51 percent of their health expenditure
respectively. In Lesotho, donor financing covered about 80 percent of the Ministry of Health
capital budget between 1987 and 1992 and in Uganda donors financed 87 percent of total
public development expenditures on health in 1988-89 (World Bank 1994b: 152). Aid covers
19P1o of the total health expenditure in Sub-Saharan Africa.

Box 3.2 Health Care Financing: A World Bank Approach

In 1987 the World Bank suggested four policy options to enhance efficiency in health care provision and
financing in developing countries:

1. Charge users of government health faciGties. Institute charges at govemment faciliáes, especially
for drugs and curative caze. This will increase resources available to the govemment health sector,
allow more spending on under funded progtams, encourage better qualiry and more efficiency, and
inctease aceess for the poor. Use differential fees to protect the poor. The poor should be the major
beneficiaries of expanding resources and improved efficiency of the government sector.

2. Provide insurance or other risk coverage. Encourage well-designed health insurance programs to
help mobilize resources for the health sector while simultaneously protecting households from
financial losses. A modest level of cost recovery is possible without insurance. But, in the long
run, insurance is necessary to relieve the government budget of the high costs of expensive
curative caze; govemments canno[ raise hospital charges close to costs unál insurance is widely
available.

3. Use non-government resources effecávely. Encourage the non-government sector (including non-
profit groups, private physicians, and other health practiáoners) to provide health services for
which consumers are willing to pay. This will allow the govemment to focus its resources on
programs that benefit whole communiáes rather than particular individuals.

4. Decentralize government health services. Decentralize planning, budgeting, and purchasing for
government health services, particulazly the services offering private benefits for which users are
charged. When setáng naáonal policies and programs, use mazket incentives where possible to
better motivate staff and allocate resources. Allow revenues to be collected and retained as close
as possible to the point of service delivery. This will improve both the collecáon of fees and the
efficiency of service.

Source: Koivusalo and Ollila, (1997:143).

External financing, however, often worked against sustainability when it has been used for
vertical programs or inappropriate capital or development expenditure. When external funds
have the goal of expanding coverage and quality of services, the recurrent costs necessary to
sustain the capital investment are often very high and beyond the country's ability to finance
(World Bank, 1994).

With the decline of donors financing and sharp falls in tax revenues it was argued that African
governments could no longer afford to provide health care free of charge. Governments were
thus to encourage the private sector and make households bear a greater share of the cost of
publicly provided social services (Cornia 8L Mwabu, 1997:1). Taube and Tadesse (1996) further
noted that in a situation where fiscal crises are severe, little thought was given to protecting
the provision of health care for all. Neither was sufficient attention paid to the rationalization
and better use of existing resources nor to the mobilization of additional revenue through
traditional or presumptive taxation.

Economic circumstances affect. health systems in a variety of ways. Their most obvious and
direct impact, however, is on public sector health spending. Levels of government expenditure
on health care vary greatly between countries, from 51000 or more per person annually in
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some of the richest countries to less than ~5 in the poorest countries (La Fond, 1995:41). As
a result of severe financial crises the health status of Sub-Saharan African countries remains
poor with high infant and child mortality and morbidity rates, and low life expecta.ncy at
birth.

The prevalence of a high burden of disease and HIV~AIDS pandemic in SSA countries chal-
lenges the public health system both in financing and provision. Many governments in Africa
are now looking for alternative sources of finance for health care. Free health care policy in
many SSA countries failed to warrant service quality and long-term sustainability. In due
course, several countries in Africa introduced user fees to support the strained public health
facilities.

3.3.1 Financing Health Care through User Fees in Sub-Saharan
Africa

The reality in many Sub-Saharan African countries is that health service systems are not
providing cost-effective services in ways that would have the greatest impact on the major
causes of illness and death. Chronic shortage of drugs, infrequent equipment maintenance,
inadequate logistical support, and weak supervision further contribute to inefficiency (World
Bank, 1994b:54). Shaw et al., (1995) also reported that the rising costs, limited funding, and
increasing inefficiency have greatly weakened the ability of public systems to provide effective
care and universal coverage. It was suggested that a combination of user fees and self-financing
health insurance could reinforce each other's contribution to sustainable health finance. User
charges are a stimulus to self-financing health insurance schemes.

Shaw (1995) argues that countries cannot jump into self-financing health insurance schemes
without first passing the hurdle of imposing user fees in government facilities, especially hos-
pitals. The reason is simply that when people have the option of obtaining health services at
zero or low cost, they are unlikely to have much incentive to pay insurance premiums to cover
unexpected health hazards. The argument is that user fees can enhance more efficient, equi-
table and sustainable use of health care services. By charging fees for services that primarily
benefit the user, such as tertiary level curative care, governments can free up and reallocate
budgets to public health services (e.g., community health services, immunizations, and con-
trol of infectious diseases). However, Matji, et al., (1995) warn that charging for health care
without improving the quality of service is disappointing, as it has been seeing in Zaire. If
quality of service did not improve then reduced utilization of services at a higher cost makes
imminent sense from the standpoint of the client (ibid.). Clients must feel that they are get-
ting value for services that are no longer free. The issue of quality must be addressed before
the implementation of user fees.

Many countries in Sub-Saharan Africa have considerable experience with private out-of-pocket
expenditures, which represents about 43 percent of all expenditures on health, compared with
37 percent from government, and about 20 percent from donors (World Bank, 1994). Private-
for-profit and private voluntary clinics, including church missions charge fees for their service
to recover costs and to sustain their services. In Uganda, with a per capita income of á170,
four mission hospitals recovered 78-95 percent of their operating costs, and in Tanzania nine
of eighteen non-governmental dispensaries recovered 100 percent of their operating costs from
user fees, and seven of twenty-one NGO hospitals recovered more than 75 percent of their
operating costs (Shaw, 1995:7).

In Ethiopia, user fees represented 23 percent of the operating costs of ten rural public hospi-
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Box-3.3 The potential benefits of increased cost recovery for government health services

1 Revenue and quality of services
~ Increased revenues from user fees can augment financing of under-funded recurrent inputs, such

as dmgs, improving the quality and effectiveness of services.
~ Increased revenues from user fees can free up resources to expand the availability of services.

2 Efficiency
~ Pricing of services in line with their unit costs, clarifies the benefits expected for any given

service, whether the government should be financing it, who is likely to use it, and who will pay.
It also creates incentives among administratocs to minimize costs.

~ Pricing of services reduces excessive use of services and can bring supply capacity in line with
willingness and ability to pay.

~ Pricing of services can improve efficiency in the referral system. Pricing differentials can direct
clíents to lower cost sources of basic preventive and curative care at lower level facilities, while
higher-level facilities provide higher cost curative treatments with higher user chazges.

3 Equity-user fee can improve the equity of health systems:
~ By charging those who make most use of curative care and who are most able to pay, channeling

health caze subsidies to those least able to pay and who aze less likely to seek care (the poor)
~ By supplementing public coffers to help subsidize the poor. Exemptions can be implemented for

the most destitute.

4 Public -private collaboration
~ User fees for govemment services foster greater competition between private and public providers

and improve efficiency of both.
~ User fees for govemment services divert demand to private providers, freeing up govemment

resourees for more purely public health services.

Source: Shaw, et al., (1995:2).

tals and 32 percent in eight urban public hospitals (Shaw, 1995:11). In the Central African
Republic, 4 regional and 5 prefectural hospitals recovered 45 and 26 percent of operating costs
(excluding salaries and drugs), respectively (ibid.). Shaw further extends that more surpris-
ingly China recovers 90-97 percent of hospital costs from user fees, and more than 80 percent
for all health facilities combined.

Appropriate user fees can benefit both providers and clients by strengthening the referral
system and providing better signals about appropriate points of entry to the health system.
In Zaire, with the implementation of user fees attendance has increased at health centers as
patient's use of hospital's out patient clinics decline as their first access to a health facility.
Shaw (1995:15) reported that people attending in health centers, in Zaire, climbed from 13,522
in 1973 to 54, 400 in 1987 where as the use of hospitals out patient clinics declined from 11,800
in 1973 to 1, 050 in 1989 as a result of the imposition of user fees. In low-income countries it is
the demand reduction effect of user fees, rather than the demand diversion effect of user fees
is the source of much concern. In most Sub-Saharan African countries the imposition of user
fees divert the demand for modern medical care from government to non-government facilities
including a shift to informal medical care and home remedies.

User fees may rationalize the use of resource by freeing up highly expensive technology and
personnel for more complex referred cases. The management of less costly services at health
centers would make easy the task of combating preventable diseases, and hospitals would
not be squandered on easily detectable and treated illness. Equity could also be served by
introducing progressive user fees. In Zimbabwe the fee schedule is progressive with regard to
income at the central hospitals, with higher charges for the relatively well-off and lower charges
for lower income household (Hecht et. al., 1992). Further Zimbabwe provides a free care for
individuals whose earning is less than Z~150~month (ibid.). Fees can increase or decreases
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Figure 3.1: No blanket solution on user fees
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also according to the hierarchies of facilities. Lower fees could be charged to consumers who
enter for services at health centers rather tha,n at hospital levels. The basic outpatient charge
for adults, for example in Zimbabwe, is Z~5 in a central hospital, Z~3 in a provincial general
hospital and Z~1.50 in a district hospital (ibid.). The World Bank (1995) further suggested
that the implementation of user fees in phases, first in tertiary facilities, then in district
hospitals, and finally in health centers will give the time for users to become accustomed to
paying and to understand the rationale behind fees, and for providers to develop best practice
in administering fees and collecting bills.

Many argued that fees should be charged to more personal care services of a curative nature
rather than to preventive care services of a public good nature. It has been noted that there
are several components of basic packages of health services that are believed to contain strong
public benefits, with the implication that charges for such services shottld be exempted, or at
least heavily subsidized for the poor (World Bank, 1993).

time available for higher -prioriry public health actlvities is
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Low-income rural households have more difficulty paying for health services during sometime
of the year than others. Farm households are likely to have more access to cash after harvesting
crops than during planting season. They are also likely to be in a better position to pay for
services with "income-in kind", such as a bag of grain or poultry. In kind payments are a
prevalent form of payment to traditional healers. Shaw (1995) suggests that permitting some
form of alternate payment from low-income households opens options for the poor to seek
services from modern health facilities. Although in kind payments are more awkward and
time consuming than cash transactions in Tanzania privately operated hospitals and clinics
allow alternate forms of payment for the poor, including payment with crops, temporary
employment, and assignment of specific task to perform (Mujinja, et. al., 1992; quoted in
Shaw 1995). In Guinea-Bissau, community based prepayment insurance plans allow villages
to make in-kind contributions of agricultural products. In 1988, four villages contributed the
value of a crop, produced through joint labor on a common field (Shaw, 1995).

Although they are difficult to administer, many countries in Africa have an exemption policies,
which waive user fees for the core poor. One of the problems of exemptions is that it is difficult
to identify the core poor, who are in need of health services. In Lesotho, for example, relatively
sever criteria have been used to distinguish between the poor and non-poor, awarding exemp-
tions only to people with no means of income, land, livestock and other belongings (Shaw,
1995:33). The individuals are certified by village chiefs and district officers as being "paupers"
and there are only about 200 of them certified in the country. Shaw complains that poor
female-headed households with sick children might be denied treatment while almost 30,000
people with ability to pay, comprising 99 doctors, 620 nurses, 5120 Village Health Workers,
and their children aged less than 10 years receiving no fee paying exemptions. Similarly in
Ghana most statutory exemptions from payment of user fees are granted to Ministry of Health
employees and their dependents. This magnitude of imbalance clearly prevents an exemption
policy from promoting meaningful equity.

Table 3.1: Crude Classification of Countries by exemption Policies

Exemption Policies Countries
National Policy and Income CeilinQ Criteria Zimbabwe
National policy but criteria not clear Burundi, Congo, Ethiopia, Gambia, Ghana,
e.g. Unable to pay indigent paupers Kenya, Lesotho, Mauritania, Mozambique,

NiQeria, Rwanda, Swaziland
Local level policy Cameroon, Central African Republic,
e.g. Project related community by community ad hoc Equatorial Guinea, Guinea-Bissau,

NiQeria, Up,anda, Zaire Zambia
Source: Nolan and Turbat (1993; quoted in Shaw (1995).

In Malawi the core poor were defined as families farming less than 0.5 hectares, comprising
an estimated 500,000 households, or about 19 percent of all households in Malawi (Ferster et
al., 1992; quoted in Shaw 1995). Shaw (1995) suggests that in the areas where the poor pre-
dominate, a lower and more affordable schedule of fees should be determined in collaboration
with the communities served instead of working on a complicated sliding fee schedule. Tar-
geting by type of service, rather than exempting to broad groups (the poor) were also raised
by Shaw as a possibility. In this case the services needed disproportionately by low-income
households would be offered free of charge or heavily subsidized, for example, prenatal and
delivery services, management of the sick child, and STD and tuberculosis treatment.
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3.3.2 Financing Health Care through Insurance in Sub-Saharan
Africa

In a traditional subsistence society, the largest social structures capable of absorbing health
risks are extended families, clans, and tribal organizations. Griffin, et. al., (1995) stated that in
subsistence economies the cost of inedical care is handled through simple arrangements within
highly institutionalized risk-sharing arrangements. They noted that in subsistence economies
traditional healers and midwives do not use capital-intensive procedures; they are remunerated
only for their personal services and for drugs or ceremonies. Moreover, remuneration involves
sharing of risks between provider and patient. Payment is usually in kind; often no charge is
made until a cure is achieved. Such arrangement clearly results in some sharing of inedical cost
risks between patient and healer; they do not involve sharing of risks across the population.

With modernization, however, old societal arrangements may crumble rapidly, as new tech-
nologies evolve to combat illness or accidents that might have ended in death. Treatments
associated with these new technologies typically involve a prolonged hospital stay, expensive
procedures and drugs, and a long period of recuperation, which is beyond the financial capa-
bility of the patient and the immediate family. This has prompted new ways to cope with risk
sharing of illness beyond the immediate family, tribe, or community associated with modern
medical care. The monetization of transactions and the spread of markets improve prospects
for more broadly-based risk-sharing arrangements, which are known as health insurance mar-
kets.

Health insurance aims to protect the welfare of individuals who fall seriously ill. By pooling
financial contributions from many people, insurance plans can cover the hospital expenses of
those experiencing catastrophic events, such as near-fatal illness or injury. Without to such
insurance, many people are unable to obtain treatment or must incur debts to pay hospital
bills. Insurance mechanisms can also generate large volumes of revenue for health services.
Grifim, et al., (1995:143) argued that health insurance is virtually the only practical instrument
through which governments can get out of the expensive business of across-the-board subsidies
for hospital care, and thus release funds for public health, preventive, and primary services
that benefit the poor.

However, health insurance is not without problem, it creates incentives for consumers and
providers to behave in a certain way that induces adverse selection, moral hazard, and cost
escalation. Griffin and Shaw (1995) explained that in developing countries a loading cost to the
cost of inedical care is a unique problem that contributes to cost escalation. The loading cost
includes administrative costs, sales costs, or commissions, and profits of the insurance system.
As these loading costs increase, they diminish the value of insurance to the consumer and make
it less likely that insurance will be a viable alternative to accepting catastrophic risks. Griffm
and Shaw (1995)identified five reasons for high administrative and sales costs:(i) an inability
to identify and insure groups (as opposed to individuals) to reduce adverse selection, (ii) the
high cost of collecting premiums because a lack of a regular income stream or banking system,
(iii) the high cost of credit (which is typically rationed), (iv) the high cost of policing claims
in a dispersed population, (v) and the lack of reinsurance markets. All of these characteristics
militate against insurance in less developed countries, especially in rural areas.

Rural areas in Sub-Saharan African countries are dominated by a traditional society. Formal
health insurance is least feasible and may not yield a significant net increase in welfare as rural
people still depends on traditional risk-sharing arrangements. Thus, to finance health care in
more traditional rural settings, it may be most appropriate to charge user fees for low-cost
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services, with rural insurance for more costly in-patient interventions handled through other
means, such as a stop-loss mechanism (Griffm and Shaw, 1995:144). Unlike in the rural areas
in urban areas there is high possibility to organize market-based risk sharing institutions, as
traditional methods of risk sharing arrangements are less available.

In Sub-Saharan African countries the percentage of the total population insured ranged from
.001 in Ethiopia to a high 11.4 percent in Kenya (ibid.: 147). In a recent survey conducted
by the World Bank in thirty-seven Sub-Saharan African countries it was found that fourteen
countries have formal insurance systems in place and another four countries have some kind
of employer provided program, eighteen have no formal system (Nolan, et. al., 1993).

Vogel (1990) characterized the prevailing government health insurance arrangements in Sub-
Saharan Africa into seven:

. Free health care provided and financed for all citizens out of national revenue, as in
Tanzania;

. Health care provided by government and financed through the general tax fund and
through cost recovery, as in Ghana;

. Compulsory Social Security for the entire formal labor market, as in Senegal;

. A special health insurance fund for government employees, as in Sudan;

. A discount at health care facilities for government employees; as in Ethiopia;

. Other public "insurance", such as those entitling government employees to private med-
ical care as a fringe benefits, as in Kenya; and

. Mandated employer coverage of health care for employees, as in Zaire.

In Sub-Saharan Africa most people do not have regular incomes and thus becomes a major
problem for any insurance pan. Any attempt to include such people in formal insurance plans
can increase administrative costs, billing and collection problems and adverse selection. The
formal insurance plans should find groups, who lend themselves to regular payments such as
civil service and other salaried employees in formal sector jobs.

Rural insurance is more difficult but hardly impossible. A village-level prepayment scheme
for drugs and basic services has been funded in Guinea-Bissau through annual collections
made shortly after the harvest, when cash is readily available in the village (Griffin, et. al.,
1995:159). Rural pre-payment schemes are increasing attention as a means of financing and
organizing health services within a district setting (Corte et al 1992; cited in Griffin and Shaw
1995). For example, with varying degrees of success, countries like Brazil, China, Ecuador,
and Mexico have extended their insurance systems into rural areas. In China over 60 percent
of the population is covered by some type of insurance system (Griffin, 1990).

An important advantage of prepayment is that it can limit the effects of seasonal income
fiuctuations on ability to purchase care. Thus, collecting a contribution when cash incomes
are highest helps to guarantee financial access even during seasons when much of the rural
population is cash poor.
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3.4 The Determinants of Health in Sub-Saharan Africa

Health spending alone cannot explain all the variations in health among countries. Nor can
income and education, or even spending, income, and schooling taken together (World Bank,
1993). IVlany argued that in SSA income is not the main determining factor in health status
only one-half of the total gain in life expectancy over the thirty year period from 1940-1970
could be accounted for in terms of changes in per capita income, adult literacy, and calorie
intake (Preston, 1980:183 cited in World Bank 1994b). The World Bank notes that wealth does
not necessarily bring health, for example, in Zimbabwe the mortality rate of males under five
is approximately one-half than in Cote d'Ivoire, even though Zimbabwe's per capita income is
lower. And in Kenya, with a per capita income one-half that of Cote d'Ivoire, the male child
mortality rate is again lower, at 112 per thousand, compared with 144 for Cote d'Ivoire.

The ranges of disease vary from country to country with differences in climate and geography,
existence of civil confiicts and natural calamities, cultural and social barriers, population
growth and gender inequalities, level of poverty and economic growth. In this section we have
identified eleven variables, which are believed to explain the differences in the outcome of
health in Sub-Saharan African:

. Economy: Gross National Income (GNI) per capita (US ~) is used as a standard measure
of the status of an economy.

. Health Care Expenditure: Per capita health expenditure in PPP (US ~) is used as
standard measure of health expenditure.

. Education: Adult literacy rate, the percentage of people aged 15 and above who are
literate are used as a proxy for education.

. Sanitation and safe water: two indicators taken from the World Development Indicator
list: percentage of households with access to improved water sources and improved
sanitation.

. Family planning: Contraceptive prevalence rate is used as a standard measure for family
planning practices.

. Food and nutrition: undernourishment, the percentage of population undernourished
(1995-2002) is used as a standard measure for food and nutrition status of a nation.

. Child mortality: Under-five-mortality rate per 1000 live births is used as a standard
measure child mortality rate of a nation.

. Epidemics: The HIV prevalence rate as percentage of the adult population, malaria
mortality rate per 100,000, and tuberculosis prevalence per 100,000 was used to indicate
epidemics in the country.

. Health: Healthy Life Expectancy (HALE) is used as indicator of the health of nations.

The data were collected at country level. The 47 countries of SSA were taken as subjects
for analysis. Liberia, Somalia, Seychelles, and Sao Tome and Principe have been excluded
because of too many missing data this left us with 43 countries.
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Figure 3.2: The determinants of health in Sub-5aharan Africa

Source: Based on World Bank (t994), Better Health in Africa:
Ezperiences and Lessons Leamed.

Data were collected from four sources: UNICEF (2004) The State of the World Children;
World Bank (2004) World Development Report; UNDP (2004) Human Development Report;
and WHO (2004) The World Health Report.(5ee Appendix 3.1).

We conduct a stepwise multiple regression analysis ( OLS) to establish the relative effect of
the above variables on HALE in SSA countries. We used stepwise regression because of the
low number of countries. Since we identified quite a lot of explaining variables in relation
to the number of observations, stepwise regression has the advantage of including only those
variables that contribute significantly to the explanation of the variation in HALE. The few
missing data were dealt with by the pair-wise deletion option. Per capita health expenditure
is excluded from the multivariate analysis due to high correlation matrix with GNI per capita
(See Appendix, 3.1).

In table 3.2 the results of the multivariate regression analysis (OLS) for HALE are presented.
As clearly shown in the table , the prevalence of HIV and under-five mortality rates approxi-
mately explain 87.7010 of the variation in HALE in SSA. All other variables do not contribute
significantly.

Table 3.2: Healthy life expectancy and the effects of the explanatory variables

Predictor variables Model l Model2 Model3
Constant SL1H3" 60.642' 60.080'
Under-five mortality rate -0.066' -0.096' -0.094~`
Prevalence ofHIV -- -0.464` -0.537~`
GNI per capita -- -- 0.002
Adult literacy rate -- -- --
Malaria nartality rate per 100,000 -- -- --
Access to improved water sources -- -- --
Access to sanitation facilities -- -- --
Contraceptive prevalence rate -- -- --
Undemourishrnent -- -- --
Adjusted R'- 0.304 0.877 0.904
F-statistic 14.105' 107.993" 95.231 ~
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HIV~AIDS pandemic and under-five mortality rates are the most determining variables for a
country's health in SSA, irrespective of country's economic position. The regression analysis
gives us almost an exact prediction of a country's healthy life expectancy (HALE). To com-
pute the predicted HALE for Eritrea, we recalculated the regression equation with only the
significant variables included. When applying the regression equation (HALE - 60.080 -0.094
under-five mortality rate - 0.537 HIV prevalence rate f 0.002 GNI per capita) to Eritrea gives
a predicted HALE of Eritrean population of 50.53 years. The figure for HALE computed by
the WHO is 50.0 years, a difference of 0.53 years.

Adult prevalence rate of HIV~AIDS account for 57.3010 of the variations of HALE in SSA
whereas GIN per capita explains only 2.7P1o of the variations. The AIDS epidemic halts
or even reverse years of hard won human and economic development progress in numerous
countries. In Eritrea HN~AID is an alarming rate recently it goes up from 2Plo to 2.8P1o of the
adult population.

HIV~AIDS has already become a serious health problem in sub-Saharan Africa. In some
countries the improvements made in mortality rates since the 1960s have been swept away
by the HIV~AIDS epidemic and a resurgence of malaria and tuberculosis. The region also
continues to suffer from man-made shocks such as conflict, large-scale migration, famine and
economic decline. Table 3.3 shows countries with the highest prevalence rate of HIV~AIDS in
SSA.

Table 3.3: Percentage of adult population infected with HIV or suffering from AIDS in selected
SSA countries, year end 2002

Botswana 38.8
Zimbabwe 33.7
L.esotho 31.0
Zambia 21.5
South Africa 20.1
Namibia 22.5
Malawi 15.0
Kenya 15.0

Central African Republic
Morambique
Cameroon
Cote d'Ivoire
Rwanda
Congo
Uganda

Sounre: UMCEF (2004), The State of the Wodd Children

12.9
13.0

'11.8
9.7
8.9
7.2
5.0

Table 3.4: SSA countries: life expectancy by income group, year 2002

Life expectancy (years) Low
30-34 3
35-39 4
40-44 7
45-49 13
50.54 8
55-59 2
60-64 I
65-69
70.74

rttcome rgrou~
Middle

l 3
Total 39 8

Source: UNDP (2004), Human Development Report. Table 1, p. 139- l42
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It has been projected that by the year 2010 life expectancy in Namibia will fall from 70.1
without AIDS to 38.9 with AIDS; in Zimbabwe, from 69.5 to 38.8; in Botswana, from 66.3 to
37.8; and in Malawi, from 56.8 to 34.8; and other countries in the same region face dramatic
decline in life expectancy, for example, Zambia, from 60.1 to 37.8, South Africa, from 68.2 to
48.0, and Tanzania, from 60.7 to 46.1 (Todaro et. al, 2003:394, 415).

For under-five mortality, adult literacy, malaria mortality, tuberculosis, and HIV prevalence
are found to be statistically significant (see table 3.5). The four variables explained about
80 percent of the variations in under-five mortality rates in sub-Saharan African countries.
More government intervention on the prevention of tuberculosis, malaria, and HIV~AIDS can
save much live in SSA. The Eritrean government has already launched HAMSET project in
the year 2000 to combat HIV~AIDS, Malaria, Tuberculosis, and other sexually transmitted
diseases.

Table 3.5: Under-five mortality rate and the effects of explanatory variables

Predictor variables Model 1 Model 2 Model 3 Model 4

Malaria mortality rate per 100,000 . 834' 0.707" 0.651 ~` 0.684~
Adult literacy rate -0.274~` -0.320' -.451'
Tuberculosis prevalence per 100,000 -- - - 0.204s`' 0.228~`~`
HIV prevalence among 15-49 years -- -- -- 0.241 ~`'
GNlpercapita -- -- -- -
Access to improved water sources -- -- -- -
Access to sanitation facilities -- -- -- -
Contraceptive prevalence rate -- -- -- -
Adjusted RZ 0.685 0.737 0.770 0.802
F-statistic 66,161' 42.989' 34.550~` 31.470'

As shown in table 3.5, adult literacy rate is another important variable, which plays a sig-
nificant role in the reduction of under-five mortality rate in Sub-Saharan African countries.
Education in general, and females' education in particular found to be important in the re-
duction of child mortality rates in SSA. Data for thirteen African countries between 1975 and
1985 show that a 10 percent increase in female literacy rates reduce child mortality by 10
percent, whereas changes in male literacy had little influence (World Bank, 1994b:35).

Many scholars believed that better access to sound health information to households and suit-
able health education in schools promotes self-care for illnesses (Brieger, et. al., 1986; World
Bank 1994b). More than ever before information, education, and communication programs for
health have begun to receive increasing attention in Africa as a means of improving knowledge
about individual self-care and best practices. Uganda, for example, reduced the transmission
of HIV~AIDS epidemic through massive dissemination of information and education over the
last ten years.

3.4.1 The Position of Eritrea

Eritrea's position is above the regression line regarding the relationship between healthy life
expectancy (HALE) and GNI per capita. The health of Eritrea's households is better than
would be predicted by the economic strength of their country. Even with low GNI per capita
(U5 ~160) Eritrea's HALE is greater than South Africa (GNI per capita of US ~2600), Namibia
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(GNI per capita US ~1780), Botswana (GNI per capita U5 52980), Swaziland (GNI per capita
US ~1180), and Zimbabwe (GNI per capita U5 5470). Only six upper~lower middle-income
countries of SSA have greater HALE than Eritrea. These are Mauritius, Cape Verde, Comoros,
Gabon, Seychelles, and Sao Tome and Principe.

As can be seen from figure 3.3, the familiar linear relationship between "health" and "wealth"
is low (Pearson's correlation r- 0.382; significant at 0.05 level).The linear relationship between
`health' and `wealth' improves when the outliers excluded: Zimbabwe, Swaziland, Botswana,
Namibia and South Africa(Pearson's correlation r- 0.504;significant at 0.01).There is quite a
strong association between a higher income and the proportion of that income spent on health
care(Pearson's correlation r-0.824;significant at O.Ollevel).

Figure 3.3: HALE, GNI per capita and health expenditure for Eritrea and 43 SSA countries
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As can be seen from figure 3.4 below, under-five mortality and HIV prevalence rates are
strongly associated with low level of healthy life expectancy. Countries with high HIV preva-
lence (and this can be over 30010 of the adult population in some countries) experience higher
under-five mortality rates and lower HALE. This is typical in countries like Botswana, Zim-
babwe, Lesotho, Namibia, South Africa, Swaziland, Zambia, Malawi, Kenya, Mozambique,
Cameroon, Central African Republic, Cote d'Ivoire, Rwanda, Congo, and Uganda. Both HIV
prevalence and under-five mortality rates are relatively low in Eritrea (HIV prevalence rate is
2.8010 of the adult population and under-five mortality rate is 89 per 1000 live births). Eritrea
is doing better than can be predicted based on its economic position.

In the 1980's the differences in health spending and income were an obvious starting point
in the search for an explanation of differences in health in SSA1.In 1990 total annual health

1The World Trade Otganization (1998), Council for T~ade in Services, reported that on a global scale,
per capita health expenditure varies dramatically, between some US á5 per annum in some least developed
countries, including Bangladesh, Ghana and Nigeria, and US83,500 and more in Switzerland and the Uruted
States. It is very difficult to assess, however, to what extent such differences are actually reflected in the
quantity and quality of inedical supply and, as a possible result, the health status of the population.
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Figure 3.4: HALE, Under-5 Mortality, and HIV Prevalence for Eritrea and 43 SSA countries
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spending ranged from less than S10 per person in several African and Asian countries to more
than ~2,700 in the United States. There was also considerable variation within regions. In
Africa, Tanzania spent only S5 per capita for health in 1990, while Zimbabwe ~42 per person.
In Asia, Bangladesh spent S7 per person each year, as against ~377 in Korea (World Bank,
1993). Since the share of GDP devoted to health tends to rise with income, rich countries differ
from poor ones even more in health expendit.ure than in income. Evidence from China, Costa
Rica, Sri Lanka, Honduras, and the state of Kerala in India, however, shows that health has
improved remarkably in these countries despite low annual per capita income (World Bank,
1993). The World Bank argued that even within existing levels of per capita income, health
in Sub-Saharan Africa could be dramatically improved by strategies that create an enabling
environment for health.

Better health in Sub-Saharan Africa hinges on the availability of households and communities
to obtain quality health services at less cost and to use them more effectively. According to
the World Bank ( 1994b:3) this requires: a strong political commitment to improving health,
as reflected in preferential government spending; an inter-sectoral perspective in planning
and operating systems of health care, including provisions for safe drinking water, sanitation,
and health education; an appropriate organizational framework and managerial process; an
equitable distribution of health resources; and community involvement at all levels.

Beside the HIV~AIDS pandemic, political instability and war have deteriorated the health
of Sub-Saharan African countries. The region is under constant threat of unstable political
environment ( fragile democracy). War creates external and internal displacements, which
leave growing scores of refugees without adequate access to food, fresh water and health care,
and deprives them their coping strategies. Since the late 1970s, the number of external and
internal refugees has increased constantly. In 1995, there were 5.2 million refugees in Sub-
Saharan Africa as a whole, with the biggest group being in Zaire ( 1.3 million), followed by
Tanzania ( 0.7 million), and Guinea ( 0.6 million) ( World Refugee 5urvey 1996: 4-5).

I ''
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3.5 Health Care in Sub-Saharan African Countries: Prob-
lems and Prospects

3.5.1 Problems

Shortage of financial resources and skilled manpower- are the main problems in most
Sub-Saharan African countries. According to the World Bank report(1989) except for four or
five countries, the average number of people per doctor varied between 12,000 and 100,000.
Where as in most developed countries per 1000 population on the average there are from 2-3
doctors available (OECD, 2000).

Table 3.6: Supply of Human Resource in Health 5ervices, 1985-90

Item SuMSaharan All developing Industrial World
Africa countries countries

Population per doctor 10,800 1,400 300 800
Population per nurse 2,100 1,700 170 530
Nurse per doctor 5.0 1.0 2.0 I.5

Source: Wodd Bank (1994b), Better Health in Africa.

In most SSA countries government health expenditure is low due to economic problems, poor
tax revenues and often-insufficient political commitment to spend money in health (World
Bank, 1994b). In the 1990 in most Sub-Saharan African countries per capital health ex-
penditure was between US ~5.00 -~42. Even if governments take steps to shore up lagging
commitments to health there is no guarantee that per capita health expenditure will grow as
well. One problem is inflation, which erodes the real purchasing power of national currencies
in many African countries. Another problem is the average annual population growth of 3010
in Africa during the 19880s. This absorbs any increase in government health expenditures.
Health care expenditure is also influenced by HIV~AIDS epidemics. HIV~AIDS increases the
burden on health systems of many S5A countries and deters other health care interventions.
HIV~AIDS has a negative economic impact as often affects the productive age groups.

Underdevelopment of health insurance markets-insurance cannot be created without
a health care market. The private health sector is not yet fully developed in most SSA
countries. Risk-averse individuals can insure themselves against unexpected health care costs
only if there are insurance markets. An efficient insurance system has an impact not only on
the number of providers but also on the price, quality, and availability of care. In 55A only
six countries: Cote d'Ivoire, Ethiopia, Kenya, Nigeria, Swaziland and Zimbabwe have private
health insurance schemes, which covers a very small percentage of the population (Tlirshen,
1999).

As they cover negligible portion of the population, private insurance schemes face high admin-
istrative costs, which make premium unaffordable to many lower income households. Most
rural areas in SSA have little infrastructure such as roads, telephone or mail services and the
population have often-insufficient income to pay premiums. Carring and Vereecke (1992) ar-
gued that the escalation of health care costs due to moral hazard and adverse selection would
certainly appear in African health insurance markets, which further complicates the entry of
firms in the market. The AIDS epidemic also creates enormous costs and risks for insurance
companies that discourage potential investors in the insurance market. Thus, privatization
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Table 3.7: Share of Population Covered by Health Insurance, Selected SSA

Country Year Population Percentage covered by
(Millions) insurance

Burkina Faso 1981 6.7 0.9
Burundi 1986 4.9 1.4
Kenya 1985 21.2 11.4
Mali, 1986 7.6 3.3
Nigeria 1986 103.1 0.04
Senegal 1991 7.2 13.0
Uganda 1991 16.8 0.0
Zambia 1981 5.6 6.1
Zimbabwe 1987 8.7 4.6
Source: World Bank (1994b), Better Health in Africa: Experiences and Lessons Lea

of health services, especially tertiary-level services, in SSA cannot occur without some kind
of self-financing insurance to provide protection against, and payments for, catastrophic on a
large scale (World Bank, 1995).

In most SSA countries, the poor cannot afford health care costs. According to the World
Bank ahnost half of the SSA population is classified as poor. Only rich patients pay for their
health care in private markets through user charges or commercial insurance schemes. The
patient can either pay when sick or the patient anticipates this risk and pays a premium in
advance. Such system will only work for all citizens, if the prevailing distribution of income
is fair, and when patients have enough money to buy health care. The problem is that the
initial distribution of society's resources is not fair. Most societies have groups of poor people
who cannot afford either the user fee or the insurance premium. This is not a market failure
because "poor people can also not afford a Mercedes Benz either, which is not a failure of the
automobile market" (Evans, 1984).

Inequity in the distribution and access to health services- there is a wide gap between
the rich and the poor as well as between rura] and urban areas in the distribution and access
to health services in most SSA countries. In Zimbabwe, for example, childhood mortality in
urban areas is 45 percent less than the rate in rural areas and is up to 20 percent less among
urban dwellers in Sudan, Togo, and Uganda (World Bank, 1994). One of the justifications
for state intervention in the health sector in developing countries is to achieve greater equity.
In developed countries there is less government intervention because the economy is somehow
efficient and is producing sufficient resources to redistribute among the poor. Moreover, in
affíuent countries the economy has reached a level of maturity whereby the average per capita
health expenditure is ~1200 (Soeters, 1997:24). Most countries in SSA are not in such a fortu-
nate position. The average per capital health expenditure in Sub-Saharan African countries
is 100 times less than the affluent countries.

3.5.2 Prospects

Health policy-households and communities, in SSA, could become much healthier if govern-
ments concentrated on three mutually reinforcing health care policies. The first refers to broad
use of cost-effective packages of services designed to deal with the most common health prob-
lems. The second involves decentralization of health care delivery, especially through expansion
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of district-based health care networks composed of health centers and first-referral hospitals.
The third deals on improved management of essential inputs to health care-pharmaceuticals,
health sector personnel, and health sector infrastructure and equipment.

Cost sharing- governments in SSA countries can mobilize financial resources through cost
sharing~user fees for the basic program of clinical and ambulatory health services, especially
if these fees are kept low in relation to incomes and are targeted selectively to the middle
and upper income groups (Pannenborg, 1995). At the same time SSA countries could well
improve efficiency by redirecting resources much more to "public health"; e.g. immuniza-
tion, vector control, health education, food and workplace safety, epidemiological surveillance,
health statistics, and health policy formation. Mali is a typical example in Africa, where
there is a strong community involvement in planning and management of services. The local
people finances the community health centers, which provides basic health services, including
curative care for the most prevalent conditions, reproductive health services, preventive child
health, vaccination and health education (Dubbeldam, et. al., 1999:24). A typical community
health center in Mali covers a catchment population of 5,000 to 10,000. In Mali, communities
cover about 80010 of the recurrent costs of community health centers, including salaries of staff,
essential drugs and transport costs for outreach services (ibid.). Mali uses `public-private mix'
in its primary health care system.

Community financing- in most SSA countries, community financing becomes a practical
necessity, as it supplements strained public budgets. A free health care system cannot be
sustainable as demand for health care service is continuing to grow. In most SSA coun-
tries, private household expenditure exceeds 50PIo of total health expenditure (World Bank,
1994b). Community financing tries to capture this private household expenditure through user
fees, pre-paid insurance schemes, or payment in kind. The basic characteristic of community
financing is that it involves local organization by either the health center staff and a health
committee, or the community itself (Carring, et al., 1992). Community financing complements
weakly operating public systems with bottom-up action. This may make health workers more
accountable to their clienteles. However, it should be noted that client's willingness to pay
is strongly conditional on the quality of the services (Litvack et. al., 1993). Quality usually
improves when government allows the use of the revenues at the site of collection. This serves
as an incentive for the local health institutions to perform better. All these conditions con-
tribute to the view that successful user fee systems can only be within a decentralized form of
management.

Health insurance schemes- experience in Asia and Latin America shows that an increase
in per capita income leads to the appearance of health insurance markets. In many middle
income countries insurance has already covered a substantial fraction of the population (e.g.
in much of Latin America, Korea, Hungary, Turkey and Tunisia) (Pannenborg, 1995: 57). The
policy question in these countries is that whether to move toward private voluntary insurance
markets or toward the state financed or compulsory social insurance schemes of all other OECD
countries. Many empirical studies show that the publicly-oriented health financing systems
(health insurance schemes) contain costs far better and achieve greater overall efficiency than
private voluntary insurance, and avoid the perverse equity effects (failure to insure sick and
elderly persons as "bad risks"). As income grows, in most sub-saharan African countries,
health insurance schemes can be introduced over an extended period of time.

Public-private mix in health care financing and provision- by maintaining public-
private balance African governments can exploit the potential of the private sector. If govern-
ments establish a sound regulatory and administrative mechanisms, efficient and accountable
providers in the private sector can offer health institutions and households the services they
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want a,nd are willing to pay for. By this way the private sector can supplement also the
public sector. The World Bank (1993) mentions IVIali as an example, where a medical school
has started to train graduates to set up private practices in small towns of 15,000 and 50,000
inhabitants. Some of these physicians have established successful private practices, and demon-
strated that households are prepared to pay on average 2.00faranoutpatientvisit,and8.00 for
a normal delivery (World Bank, 1993:128). In many countries, the not-for-profit private sec-
tor with a public purpose plays an important role in the provision of health care. In several
African countries, mission hospitals, owned by local churches, play an important role in hos-
pital care and in PHC. In Zambia, for example, up to 50 percent of all hospital beds are being
run by this sector (Dubbeldam and Bijlmakers, 1999:23). Furthermore, studies from Ghana
and Cote d'Ivoire show that mission institutions are more successful in cost-recovery systems
than government health institutions (World Bank, 1993).

Political commitment-the evidence from China, Costa Rica, Sri Lanka, Honduras, and the
State of Kerala in India shows that health have been improving so markedly despite very low
annual per capita income in these countríes (World Bank, 1993; 1994). Poor countries can
achieve a good health through a political commitment to equity that took the form of policies
and programs assuring wide access to food, education, and basic health services (World Bank,
1993; Pannenborg, 1995).

Table 3.8: Approximate categorizations of the best and worst performing national health
systems, year 1990.

Health
Status

Best

Worst

Low- income Low-Middle Upper-Middle High-Income
Per capita Per capita Per capita income Per capita income
income income (~2556-7909) (~~7910)
(~5635) (~636-2555)
China Jamaica Greece Japan
Sri Lanka Costa Rica Uruguay Sweden
Honduras Poland Argentina Italy
Sierra Leone Senegal Gabon United States
Malawi Congo Saudi Arabia lreland
Guinea Swaziland South Africa Denmark

Source: (World Bank, 1993; Ok Pannenborg, 1995)

As shown in table 3.8, the United States, Ireland and Denmark-from high-income countries,
Gabon, Saudi Arabia, and South Africa-from upper-middle income countries, Senegal, Congo,
Swaziland-from lower-middle income countries, and Sierra Leone, IVlalawi, and Guinea-from
low-income have the worst health status. Worst health status might be attributed to poor
performance of the national health system or to lack of political commitment and good gov-
ernance.

3.5.3 Lessons Learned

~ A strong macroeconomic performance and a stable political environment would help to
create an effective health system. Sound economic growth provides the basic resources
to improve health, while predictable political institutions provide the structure for de-
signing and implementing sustainable social policies. Thus, effective macroeconomic
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management and good governance are important elements of a framework for imple-
menting health status in Sub-Saharan Africa. Violence and political instability are the
leading cause of poor health and death in Africa in addition to the toxic and hostile
environment. Economic growth rates are still not high enough to make a real dent in
the pervasive poverty and to catch up other developing nations. Poverty is a major
problem in Sub-Saharan Africa. In many countries poverty rates are as high as 50 to 60
percent. Policies for improving health status should thus include strategies dealing with
this problem.

. Financial resources for health are in jeopardy in most SSA countries. More financial
resources are needed for the public health system. This can be partially achieved by
mobilizing resources from tax and non-tax revenues and strengthening the political com-
mitment to public spending on health. It is equally important to make more efficient use
of public funds by reallocating them from expensive and relatively cost ineffective ter-
tiary care to cost effective preventive and primary care services. Taking into account the
economic situation in most SSA countries substantial revenues would not be collected
from the introduction or increase of user fees. A combination of cost recovery systems
(general taxation, social insurance, private health insurance, and limited out of pocket
user charges) may be preferred to ensure financial sustainability of the public health
system. However, cost sharing would be successful only if it led to immediate and mea-
surable improvements in access and quality of health services. The World Bank (1994b)
argued that there is a considerable scope for expanding user fees and that households are
willing to pay those fees, provided that quality improvements accompany higher prices.
In this regard, revenue generated through cost sharing must be retained, with the spend-
ing authority, at the local level. Disadvantaged regions and community may need extra
financial support to avoid wide regional, socio-economic and gender disparities.

. In most SSA countries there is a potential for the expansion (introduction) of health in-
surance schemes in urban areas among groups with regular income such as civil servants,
and other salaried employees, thus generating revenues for the health sector in general
and stimulating the growth of the private health sector in particular. In rural areas, in-
troduction of micro-insurance schemes (community financing) is more difficult, but not
impossible. Pre-payment schemes organized through existing agriculture cooperatives
and timed to coincide with harvest seasons have shown successful results in some SSA
countries and elsewhere (World Bank, 1995).

. In most SSA countries, exemption policies are ineffective. Most means tests and fee
exemptions for the poor for government health services in Africa are applied loosely and
informally at health facilities at the time a patient seeks care. There are often leakages
due to irregularities. Targeting by type of service rather than broad groups, which is
subsidizing or offering free of charges for services, which are disproportionately used by
low-income households, seems to be appropriate. Non-discretionary exemption criteria
such as age, gender, region, and type of service may also be used, as they are less likely
to affect access of the poor to services. The discretionary criteria, such as income and
physical assets are difficult and costly to administer.

. Health systems in most 5SA countries perpetuate inequity between rich and poor. The
urban and the rich benefit disproportionately from the health services compared to the
rural and the poor. Most health services are concentrated in urban areas. There are
geographical imbalances in the distribution of health facilities and personnel. Those from
rural areas have to travel long distance to reach hospitals and clinics at a high personal
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opportunity and monetary cost. The urban rich benefit more as they afford to pay for
private health services and know how to use the public system. In SSA, therefore, there
are urban-rural inequities, inequities due to distance from facilities, and inequities due
to wealth and social circumstances.

. In many SSA countries primary health care services are not used sufficiently, and too
much resources are diverted to secondary and tertiary health care services. The referral
systems within the different levels of health care facilities are ineffective; hospitals of-
ten provide primary and preventive care services, which are uneconomical. Provision of
primary health care services by hospital distorts hospital function and creates conges-
tion and long waiting time in outpatient departments, and overworked laboratories in
performing routine tests.
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Chapter 4

Institutional Forms of Governance

4.1 Introduction

Governance relates to both the public and private sphere of human activity, and sometimes a
combination of the two. In broader terms, governance can be defined as the action and means
adopted by a society to promote collective action and deliver collective solutions in pursuit of
common goals (Dodgson et. a., 2002). This is a broader term in which human beings, as in-
dividuals and groups, organize themselves to achieve agreed goals. Such organization requires
agreement on a range of matters including membership within the co-operative relationship,
obligations and responsibilities of inembers, the making of decisions, means of communica-
tion, resource mobilization and distribution, dispute settlement, formal or informal rules and
procedures concerning all of these. When governance is institutionalized within an agreed set
of rules and procedures, regular and irregular meetings of relevant parties, or a permanent
organizational structure with appropriate decision making and implementing bodies, we can
describe these as the means or mechanisms of governance (FinkeLstein, 1995), of which gov-
ernment is one form. In other cases, however, governance may rely on informal mechanisms
(e.g. custom, common law, cultural norms and values) that are not formalized into explicit
rules.

The World Bank (1994a) describes governance as the manner in which power is exercised in
the management of a country's economic and social resources for development. Williamson
(1996:11) sees governance as an exercise in assessing the efficacy of alternative modes (means)
of organization. The object is to effect good order through the mechanisms of governance.
However, how can efficacy of a mode of organization be defined and measured? One needs
to compare alternative modes of management for a given society. One way is to identify the
transaction costs corresponding to some mode of organization and to compare these costs for
alternative modes. This is a difficult exercise for economistsl, who are accustomed to take the
market mechanism free and for granted (Ruys, 2005) . The only way to identify the costs and
benefits of a mode of governance is to compare its outcome with this outcome an institutional-
free structure, just as the concept of Pareto-optimality allows us to compare solution-concepts
that use institutional arrangements.

1Ruys and Bruil, (2005) extended that the governance of today's market economy is much more complex
than Smith could imagine. The [nain reason is that the complex social services required today are not the simple
marketable commodities that were prevalent at Smith's time. Today we are in a need of governance for a social
economy. The neoclassical paradigm is deficient fot solving this question. But although economists are aware
of the restrictions of the neoclassical paradigm, no alternative has yet reached the economic establishment.
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Governance was defined quite similarly but in a different way by (World Bank, 1994a; Dodgson
et. al, 2002; Finkelstein, 1995; and Williamson, 1996). What is clear is that in any governance
systems there are rules (could be formal or informal), institutions, power, and common goals.
Nowadays, the World Bank and others give more emphasis to'good governance'. In the second
Pan-African conference of the ministers of civil service (1998) good governance was defined as
'a dynamic process, which involves all the actors in a society, and including the way in which
they interact with each other. It therefore facilitates the necessary collaboration between the
government, the private sector, NGOs and citizens in new partnerships and new modalities for
sharing power'. Further, the World Bank (2000:99) defined good governance as a system that
includes the creation, protection and enforcement of property rights, without which the scope
for market transactions is limited. It includes also the provision of a regulatory regime that
works with the market to promote competition; efficient and effective in the use of resources,
and promotes active involvement of the private sector and civil society to counteract vested
interests (ibid).

In this chapter there are five sections. Section 4.2 is a review of relevant theories: agency the-
ory, transaction cost theory, contract theory, social capital theory, and central place theory.
These theories are used as a framework for the analysis of health care financing and provi-
sion. Section 4.3 describes alternative payment mechanisms for health care service providers~
performers. It shows the strengths and weakness of each payment mechanism. Section 4.4 dis-
cusses on the governance of health care service under different service specific regimes. Section
4.5 concludes.

4.2 Review of Relevant Theories

In this section we review five theories, which are helpful to analyze the role of the state
and the market in health care provision and financing.These are: agency theory, transaction
cost theory, contract theory, social capital theory and central place theory. Agency theory
demonstrates the relationship between health care service providers (performers) and health
care service receivers (patients); and the relationship between health care service purchasers
(insurance company~government) and potential beneficiaries (citizens). We examined these
relationships with respect to asymmetry of information, moral hazard and adverse selection.

Transaction cost theory provides a basic insight for the analysis of the role of the state and the
market in health care provision and financing; whether markets or hierarchies have the lower
transaction costs? As a subset of the transaction cost economies we deal also with contract
theories (complete and incomplete contracts)in the analysis of health cared services.

Social capital and central place theories are used to address the social and distributional
issues of health care. The economic function of social capital is to reduce the transaction costs
associated with formal co-ordination mechanisms like contracts, hierarchies, bureaucratic rules
and the like. Central place theory provides a framework for the analyses and planning of health
care facilities in developing countries.

4.2.1 Agency Theory

An agency relationship exists whenever one person or organization (the agent) acts on behalf of
another (the principal). A doctor is a patient's agent, the chief executive is the shareholder's
agent and the politician is the electorate's agent (Connolly and Munro, 1999). There is a

66



Chapter !. Institutional Forms of Governance

problem, in the sense of potential market failure, when the relationship is marked by three
features: principal and agent have confticting goals; the actions of the agent cannot be inferred
directly from observable outcomes, such as profit or output, and costless monitoring of the
agent is also not feasible. The theory argues that under conditions of incomplete information
and uncertainty, which characterize most business settings, two agency problems arise: adverse
selection and moral hazard. Adverse selection is the condition under which the principal cannot
ascertain if the agent accurately represents his ability to do the work for which he is being
paid. Moral hazard is the condition under which the principal cannot be sure if the agent has
put forth maximum effort (Eisenhardt, 1989).

In economics, the problem of motivating one party to act on behalf of another is known as "the
principal-agent problem". The principal-agent problem arises when a principal compensates
an agent for performance certain acts which are useful to the principal and costly to the agent,
and where there are elements of the performance, which are costly to observe. This is the
case to some extent for all contracts, which are written in a world of information asymmetry,
uncertainty and risk. Thus in a less-than-perfect world, agents may not perform as their
employers may desire. The employer's (principal's) problem is to find the combination of
monitoring, rewards and penalties that most effectively discourage shrinking.

Agency theory provides powerful tools for examining organizational arrangements in health
care service delivery. In health care there are four principal-agent relationships. These are
between: (a) the patient and health care service performer~ provider (physician or nurse),
(b) health care service purchases (insurance companies) and potential beneficiaries (citizens),
(c) health care service providers and purchasers, and (d) financiers and purchasers. The
physician patient relationship is the most fundamental in health care. It contains features,
which make the traditional principal-agent theory relevant. Asymmetric information clearly
plays a central role in health care, in the sense that the physician (agent) knows much more
about medical treatment than a lay-person patient (principal). Using standard theory of
agency, when applied to any market characterized by such asymmetric information, it is usual
to assume that the principal's and the agent's utility functions are independent. However,
Mooney and Ryan (1993) pointed out that in health care the physician and patient's utility
function are, to a certain extent, independent. In a perfect world, the physician works in
the patient's best interest (Feldstein, 1994). If the physician and the patient can agree on an
outcome, then the agency issue may not be relevant. However, outcome in health care may not
be easily defined. In practice, because improvements in health may be difficult to measure,
outcome may be defined in terms of a process (Smith, et. al., 1997). It has been azgued
that as a result physicians may tend to overuse diagnostic or therapeutic approaches. As the
doctor has a large degree of control over the quantity and quality of treatment provided the
problem of physician (supplier) induced demand may arise. This comes from a'technological
imperative', which in economic terms means that clinicians expand the use of services until
the marginal benefit of the last procedure equals zero (ibid.).

When it comes to financing health care service performers (physicians, nurses, etc.) have a
double agency to the funder (insurance company or government) and the hospital (health care
service provider). Principal number one (funder) seeks to control the agent via cost control
and management system, and principal number two (provider) via the revenue system. This
is a very natural source of conflict. In the public domain, however, the main principal-agent
relationship is between the government and the hospital. By directly owning hospitals, the
government imposes hieraachical power over them in terms of budgeting, increased payments,
and staffing costs. In this way, the government as a principal can bring the hospitals and public
physicians into line with its objectives using the behavior oriented principal-agent approach.
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The other principal-agent relationship in health care is between potential beneficiaries (for-
mal sector-employees), financiers (employers), and purchasers (insurance companies). The
principal agent relationship here is complicated by uncertainty, neither the employer nor the
health insurer has complete information on the employee's health status or future propensity
to use health care services. It is in this context that adverse selection plays an important
role. For example, employers wanting to curtail health care costs may hire `health' individuals
who would be less likely to use health care services, which in turn would drive up health
insurance premiums (Smith, et. al., 1997). Therefore, it would be in both the employer's
and health insurer's interest either to enter into restrictive contracts that limit coverage or to
charge certain types of employees more for coverage. Another problem the purchaser (insurer)
faces is that 'moral hazard' from the side of the insured (potential beneficiary). Because the
patient has health care insurance or government financing it can be argued that he~she con-
sumes more health care services that he~she would in the absence of health care insurance
or government financing (ibid.). In other words, the patient's marginal utility of consuming
health care services is not equal to the price or value of those health care services, so he~she
over-consumes. As a response to the principal-agent problem insurance companies tend to
increase cost sharing~co-payments for the patients (the portion the patient pays for the direct
care) or by increasing the deductible (the amount the patient must personally expend before
insurance will pay) or both, and to increase control over the physicians.

4.2.2 Transaction Cost Theory

The transaction cost approach to the theory of the firm was initially created by Ronald Coase
(1937). Tra.nsaction cost refers to the cost of providing for some good or service through the
market rather than having it provided from within the firm. The market versus hierarchy
dichotomy has become an important issue in institutional economics, in the theory of the
firm (Simon, 1957; Arrow, 1969). Coase (1937) explained that a firm and a market are
alternative means of organizing economic activity, he emphasized that the use of the market
place involves costs. These costs determine the market structure and shape transactions and
inter firm relationships. In order to carry out a market transaction it is necessary to discover
who it is that one wishes to deal with, to conduct negotiations leading up to a bargain, to
draw up the contract, to undertake the inspection needed to make sure that the terms of the
contract are being observed, and so on.

Tl~ansaction cost economics is most associated with the work of Oliver Williamson. His con-
tribution rests in specifying the variables that determine whether "market or hierarchy" will
have the lower transaction costs in various circumstances. When the cost of buying from other
firms is relatively low, a firm is more likely to buy supplies from others than producing itself.
Williamson (1975) argues that four basic concepts underline this analysis. These are: (1)
markets and firms are alternative means for completing related sets of transactions, (2) the
relative cost of using market or a firm's own resources should determine the choice, (3) the
transaction cost of writing and executing complex contracts across a market 'vary with the
characteristics of the human decision makers who are involved with the transaction on the
one hand, and the objective properties of the market on the other'; and (4) these human and
environmental factors affect the transaction cost across markets and within firms.

Transaction cost theory presumes the following assumptions and variables: (1) bounded ratio-
nality, (2) opportunism, (3) uncertainty, (4) asset specificity, and (5) frequency, (Williamson,
1985). While the first two are assumptions about human behavior the last three factors
(variables) are key dimensions that determine the transaction governance structure. Bounded

68



Chapter .~. Institutional Forms of Govern.anee

rationality refers to the fact that people have limited memories and limited cognitive pro-
cessing power (Simon, 1985). Transaction cost economics subscribes to bounded rationality
and urges that the crucial importance of bounded rationality for economic organization re-
sides in the fact that all comple.z contracts are unavoidably incomplete (Williamson, 1998).
Also transaction cost economics describes self-interestedness not as frailty of motive but as
opportunism, whereupon additional contractual complications are posed. Not only does an
incomplete contract contain gaps, errors, and omissions [by reason of bounded rationality],

but mere promises, unsupported by credible commitments, is not self-enforcing by reason of
opportunism (ibid.). Opportunism is the possibility that people will act in a self-interested way

'with guile,' as Williamson puts it2 . That is, people may not be entirely honest and truthful
about their intentions, or they might attempt to take advantage of unforeseen circumstances
that give them the chance to exploit another party. Williamson doesn't assume that all peo-
ple will act opportunistically all of the time. He merely assumes that some people will act
opportunistically some of the time, and that you can't tell in advance who is an opportunist
and who is not.

The real explanatory power of the theory comes from the three dimensions or variables that

are used to characterize any transaction. Transaction can be frequent or rare; have high or

low uncertainty; or involve specific or non-specific assets. These three variables, according the

theory, determine whether transaction costs will be lowest in a market or in a hierarchy. It

is easiest to consider these variables with respect about whether to integrate vertically. Un-

certainty refers to 'parametric changes' in exogenous forces (such as the market) compounded

by unpredictability stemming from individuals limited information processing capabilities, as

well as the consequences resulting from the opportunistic motives of other actors (Williamson,
1985). Simon (1957) embedded the uncertainty dimension to market choice and emphasized
that in a world of great uncertainty, it may be difficult or costly to negotiate contracts that

deal with all possible contingencies. As a result, firms may produce internally even though,
otherwise, it would be cost effective to rely on markets. Thus, reliance on the market is more
likely when there is little uncertainty; there are many firms and limited opportunities for op-
portunistic behavior. When these conditions are reversed firms are more likely to produce for
themselves than to rely on markets. Another dimension that determines the efficient way of
organizing transactions is asset specificity. Williamson (1985) argues that where transactions
involve assets that are only valuable (or are much more valuable) in the context of a specific
transaction, transaction costs will tend to be reduced by vertical integration. Asset specificity
refers to durable investments that cannot readily be redeployed to other uses and which are
made in support of particular transactions (ibid.). The commitment of such assets locks the
partners concerned into the given type of transaction.

Frequency is the most easily dealt with. There will never be a situation in which a firm would
want to integrate vertically so as to bring `in-house' the provision of a good or service that
is very rarely used. Williamson (1985) classified the frequency of transactions into occasional
and recurrent. In the first case he suggests that market contracting backed by third party
assistance, such as arbitration and litigation, is an appropriate mode of governance. In the
second case, he suggested that relational contracting and bilateral governance should prevail.
In Williamson's opinion relational contracting involves a long-term investment in building
relationships between the parties. Bilateral governance, however, implies that both parties

2Williamson (1985) noted, "Principals and agents are both opportunistic. Agents seek to minimiu aggre-
gate production and transaction costs and to maximize their benefits. Unless closely monitored, agents may be
unreliable, engaging in behavior such as rent-seeking, cheating, breech of contract and incomplete disclosure.

Principals may try to maximize their benefits to such an e~ctent that the relationship could become unviable

for the agent".
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invest in specific assets, which generate mutual dependence and serve as hostages against
opportunism. In this view relational contracting and bilateral governance are examples of
hybrid governance structures, intermediate between markets and hierarchies.

Although transaction cost economics is very useful, it is not without its critics. It is important
to recognize some possible weaknesses in the theory. The theory assumes that it is possible
to neatly separate production and transaction costs, but in practice this is often not the case.
More generally, it is often very difHcult to measure transaction costs even if they can be defined.
In his examination of opportunistic behavior in inter-firm relationships, John (1984) reaches
contradictory evidence regarding the role of opportunism. He concludes that opportunism can
be viewed usefully as an endogenous variable that is evoked by certain antecedents within a
long-run relationship. In other words, individuals may not always behave opportunistically
even if conditions permit such behavior. Refusal to honor agreements and misrepresentation
of intentions cannot be taken for granted. Rather, they are induced to certain other factors.
To remedy this problem Nooteboom (1992) acknowledges the importance of trust and that a
dynamic treatment of ongoing relations allow for the building of trust.

Trust economizes on the specification and monitoring of contracts as well as material incentives
for co-operation and reduce uncertainty (Nooteboom, 1999; Powell, 1990). Therefore it is im-
portant to verify which instruments are available in a market to strengthen trust among actors.
Nooteboom (1999) argues that institutions (certification, professional standards, benchmarks,
and intermediaries) can produce trust. Contracting may also reduce the risk of opportunism,
although detailed contracts are expensive and impossible to the extent that contingencies are
complex and variable (ibid.). Trust developed between people as they do business with each
other. We know that a reputation for trustworthiness is an important business asset that firms
will often be reluctant to jeopardize.

Despite some of the criticisms, transaction cost theory has great implication in the analysis
of health care service provision and financing. The debate on public-private provision and
financing of social services is based on transaction cost economies.

4.2.3 Contract Theory

Contract theory is only a subset, albeit a large and significant one, of the modern economics
of organization, which also includes, for example, transaction cost economies. Common to
contract theories is that they are partial equilibrium models, examine small-scale interactions,
focus on (explicit and implicit) contracting relation, use non-competitive game theory, assume
Bayesian behavior, and use perfect Bayesian equilibria as the relevant solution concept (Foss
and Foss, 1999).

Conventional literatures distinguish between complete and incomplete contract theories3 . The
former category includes principal-agent theories and the latter one includes the 'new' property
right theories (Hart, 1995). Under complete contracting, the contracting decision makers can
(costlessly) write a contract that describes their actions given all the future contingencies that
may influence their contractual relation4 . In this context, there may be failure to reach the

3It is possible to distinguish between complete and incomplete contracting theories on the basis of the kind
of transaction costs that are considered. Thus, incomplete contract theories, the relevant transaction cost is
the loss in welfare relative to the first best that is caused by the cost of observing efforts being infinitely large,
while the costs of writing (complete) contracts are taken to be zero (Foss and Foss, 1J99). In incomplete
contracting theories, on the other hand, t.here are no monitoring costs, while the costs of writing complete
contracts are infinitely large (ibid.).

4However, although all contingencies can be specifies, the court may not be able to verify some contingencies
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first-best outcome because of asymmetric information and different risk preferences, but given
these constraints (and a specification of the parties bargaining power), there is a determinate
perfect outcome, on which the parties can coordinate without any problems (Foss and Foss,
1999). Under incomplete contracting, in contrast, some contingencies are left out of contracts
for whatever reasons, such as information costs, the limitation of natural language, etc. Or,
while it may be possible for pastners to agree on contract terms, these may not be enforceable
by a third party, such as a court (i.e., are 'non-verifiable')5 In these cases, it may not be
possible to sustain the first-best outcome, that is, the one that unambiguously maximizes
joint-surplus. Some complete contingent contracts cannot be written, parties to a contract
may find it necessary to renegotiate their contracts after the contract has been signed, either
because they encounter states of nature about which the contract is silent or where the contract
specifies inefficient terms.

The theories of complete and incomplete contracting affect the provision of social services,
especially health care. Most contracts in the health care sector are incomplete because health
services are characterized by asymmetry of information, externalities, unobservable output
quality, distributional concerns, and agency problems. Government ownership and provision of
services may be preferred when there are agency and externality problems, and out put quality
is not observable (Blank, 1999). In this case, there is no way to "contract out" the work and
assure that desired standards are met. Agency problem means that there are informational
asymmetries between service receivers and performers. In such condition provision of service
by the government may guarantee at least the minimum level of service quality (ibid.).

Distributional issues are often a fundamental reason why private market outcomes are consid-
ered inadequate in health care services, particularly when some people have limited incomes
and are thus excluded from the market. It is not difficult to name a variety of areas (ed-
ucation, health, child care, welfare) in which there are externalities, informational failures,
distributional concerns, and potential agency problems all at the same time (Poterba, 1996).
If output quality is observable, but there are agency and distributional problems as well as
externalities, then privatization via "contracting out" may be viable (Blank, 1999). In this
case, the government, because it actually owns the service, can write extensive contracts for a
private manager that assures quality standards are met, access and equity issues are addressed,
and appropriate decisions are made for those unable to decide for themselves. The key point
here is that the nature of the service provided is observable enough that the government can
assure a contractor is meeting the desired standards.

If output quality is observable, and there are no agency or distributional issues, then some form
of government regulation, designed to deal with externality problems, seems the appropriate
response (ibid.). Shliefer (1998) concludes that even in an environment where government
seeks to ma~cimize social welfare and contracts are incomplete, public ownership is preferred
to private contracting only when both of the following are true: non-contractible quality and
innovation are important and cost saving will lower this quality and consumer choice and

or outcomes (Foss and Foss, 1999). The parties may therefore not be able to condition performance on every
relevant contingency. However, under complete contracting, all payments and actions can be specified ex ante
(ibid.).

SIncomplete contract implies that some actions and payments will have to be determined ex post. The
difference between complete and incomplete contracting aLso has to do with the roles of the court ( Foss and
Fass, 1999). In complete contract theories, courts are assumed to enforce the original agreement, and ordering
is efficacious, even if all information may not be available to the cotut. This is in contrast to the incomplete
contracting approach where the incompleteness of contracts introduce opportunities for re- contracting and
whete court enforcement of the original terms would leave gains from trade unrealized given the information
available to courts at the time performance takes place ( ibid.).
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reputation are ineffective.

4.2.4 Social Capital Theory

The concept of social capital has received considerable attention recently among sociologists,
economists, and political scientists. Social capital is a very useful concept, but an extremely
complex one, in which different perspectives have much to contribute. Putnam (1995) defined
social capital as connections among individuals-social networks and the norms of reciprocity
and trustworthiness that arise from them. According to Putnam (1993:167) social capital
refers to features of social organization, such as trust, norms and networks that can improve
the efficiency of society by facilitating coordinated actions. Similarly, Carroll (2001) defined
social capital as the trust, reciprocity, and norms and networks of civic engagement in a
society that facilitate coordinated action to achieve desired goals. Social capital contributes
to collective actions by increasing the potential costs to defectors; fostering robust norms
of reciprocity; facilitating flow of information, including information on actors' reputations;
embodying the successes of past attempts of collaboration; and acting as a template for future
cooperation (Putnam, 1993:173).

Coleman (1994:300) defined social capital as the set of resources that inherent in family re-
lations and in community social organization and that are useful for the cognitive or social
development of a child or young person. Kinship and family represent a societal keystone in
Coleman's theory of social capital. Social capital, according to Coleman (1994), represents a
resource because it involves the expectation of reciprocity, and goes beyond any given indi-
vidual to involve wider networks whose relationships are governed by a high degree of trust
and shared values. Social capital is the sum of resources, actual or virtual, that accrue to an
individttal or a group by virtue of possessing a durable network of more or less institutionalized
relationships of mutual acquaintance and recognition (Bourdieu and Wacquant, 1992: 119).

Social capital is frequently a by-product of religion, tradition, shared historical experience,
and other factors that lie outside the control of any government (Fukuyama, 1999a). Social
capital generally refers to trust, concern for ones associates, a willingness to live by the norms
of one's community and to punish those who do not (Bowles and Gintis, 2001). Bowles and
Gintis introduce the concept of commtuuty governance as part of the social capital to describe
the structure of small group interactions, distinct from market and state rationalities. The
concept of social capital has been applied to explaining a wide variety of social and economic
phenomena, ranging from the growth tragedy in Africa (Easterly and Levine, 1997) to the
mortality crises in Russia (Kennedy et al., 1998); from the successful group lending programs
in Peru (Karlan, 2003) to the flourishing township village enterprizes in People's Republic of
China (Weitzman and Xu, 1994).

The central idea of social capital is that social networks are valuable assets. Social networks
are defined as the sum of all the relationships that a subject perceives as significant (Rosas,
2001). Neta~orks provide a basis for social cohesion because they enable people to cooperate
with one another-and not just with people they know directly- for mutual advantage (Field,
2003). Networks of civil engagement, such as neighborhood associations, sport clttbs, and
cooperatives, are an essential form of social capital, and the denser these networks, the more
likely that members of a community will cooperate for mutual benefit. This is so, even in the
face of persistent problems of collective action (tragedy of the commons, prisoner's dilemma,
etc.).

Social capital works through multiple channels: information flows, norms of reciprocity (mu-
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tual aid), collective action; and broader identities and solidarity (Putnam, 1995). Emphasizing
the importance of social networks Loury (2000: 233) noted that individuals are embedded in
complex networks of affiliations: they are members of nuclear and extended families, they
belong to religious and linguistic groupings, they have ethnic and racial identities and they
are attached to particular localities. Each individual is socially situated, and one's location
within the network of social affiliations substantially affects one's access to various resources.
Opportunity travels along these social networks.

The concept of social networks can be analyzed along various social dimensions, in terms of
number, objectives, degree of connectedness, as well as the nature of the social ties. Social
networks can be simplex (one-dimension) or multiplex (several-dimension) (Gluckman,1955);
horizontal (networks among similar social and economic groups) or vertical (network with dif-
ferent formal sector society) (Gonzales, and Mercedes,1986; Rosaz, 2001); formal (impersonal
relations with defined contract) or informal (spontaneous social interaction without explicit
agreement) (Dabas, 1993; Godelier, 1998; Rosas, 2001); egocentric (when the ultimate motive
for social interactions is individual benefit) or exocentric (when the ultimate motive for so-
cial interactions is to realize collective benefit) (Lomnitz,1977); and mobilized (when external
formal institutions are established to organize and guide the operations and activities of the
network) or voluntarily (when the social network is formed and organized by the members
themselves) (Ogbazghi, 2005).

4.2.5 Central Place Theory

Health care facilities have considerable impact on the population of any given locality and
there is almost universal demand For the services they provide. However, as of yet there is
no definite theory for the location and distribution of health facilities as in the case with
other public facilities. Existing location theories are primarily concerned with agricultural,
industrial, commercial and residential activities (Onokerhoraye, 1999). There is therefore no
clear theoretical basis for planning and evaluating the spatial efficiency of public facilities.
The literature is however, replete with a wide range of concepts and principles, which can
provide the framework for the analysis and planning of health care facilities in a developing
country such as Eritrea. One of these is the central place theory, which was articulated by
Walter Christaller (1966) to show the relationship between the presence of a service and the
population needed to support it, the size of the hinterland within which such a population was
contained and the size and the central place itself. Christaller defines a central place as having
a number of smaller towns at an equal distance away from it. He stated that the smaller towns
use the central places' shops and services often; the central place offers many more goods and
services than a smaller town can.

In an elegant and rigorous statement Christaller demonstrated how, under specified conditions
nested hierarchy of central places would result and these would be distributed in a hexagonal
pattern of service areas. The main thesis of central place theory is that the spatial pattern of
central places displays remarkable regularities. In the ideal case, if there is: a uniform plane
of constant population density and purchasing power; a linear variation of transport cost with
distance; and an equal movement ease in all directions, then central place will spring up at
evenly spaced points to serve tributary market areas with goods and services.

The spatial expression of this arrangement is one of regularly spaced settlements or central
places with hexagonal market areas. When central places are considered in terms of their
mutual relationships, their organization follows a hierarchical pattern. At one extreme there

73



Health Care Governnnce in Developing Countries: The Case of Eritrea

are the lowest order central places, which provide low range goods and services for very small
catchment areas. At the other extreme there are the highest order central places, (towns and
cities), which supply goods and services of their respective orders, as well as those supplied
at lower-order centers. High-order central places have extensive catchment areas. Within a
theoretically ideal landscape, a hierarchy of tiered size-orders of centers will therefore emerge
and their trade areas in a regular way. That is to say that the trade areas of smaller centers
lie within those of large centers. This hierarchical system is also reflected in space by the
geographical arrangements of health service outlets in which a particular area tend to have
numerous primary health care facilities, much fewer secondary facilities and very few tertiary
facilities if at all (Onokerhoraye, 1999). The logic is quite simple; if a particular health planning
facility has a very small catchment area, then the area in which it is located shall need many
such facilities to cover a given area with services. Conversely, if a facility has an extensive
catchment area, there would be need for very few (and probably only one) of such facilities to
cover the area in question with services. The frequencies of need as well as the type of services
rendered therefore determine the spatial pattern of the different types of health care facilities
(ibid.).

The area for which a central place is center is variously described as the complementary region,
catchment are, market area or sphere of influence. Distance is important in determining
complementary regions, especially economic distance measured in terms of travel time or
transport cost. Economic distance determines the range of goods and services. In central
place theory the range of goods or services is the maximum distance over which a seller will
offer a good or service or from which a purchaser will travel for it. The former interpretation
relates to the provision of ambulatory services while the later relates to the utilization point-
located services. There is a functional relationship between the size of a central place, the
order of the goods or services it offers and the size of its complementary region. In the central
place theory Christaller further notes that:

. The larger the settlements, the fewer their number but the higher the order of their
services; and the larger a settlement, the farther away a similar size settlement is;

. The less there are of a settlement, the larger the 'hinterland' or 'sphere of influence' of
its services; the sphere of influence is the area of under influence of the central place.

. The range increases as population increases; the range of higher order goods is greater
than lower order goods; and having of a higher order service implies there are low order
services around it, but not vice versa. The range is the maximum travel distance of a
consumer;

. The threshold for higher order goods is greater than lower order goods.

The concepts of the threshold population and the range of a good are relevant to analyse
the distribution of health care facilities. According to Christaller the range of a particular
category of service is the maximum distance, which the users will be prepared to travel; and
the threshold population for a particular level of service is the minimum population that
justified the allocation of scarce financial and personnel resources to the establishment and
sustenance of that level of service. Below that level, there are too few users to allow the service
to operate with acceptable efficiency.
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4.3 Governing Pay: Compensation for Health Care Ser-
vice Providers

In most developing countries government funding for public health centers and hospitals tends
to be based upon historic budgets, thus defining a health system with little accountability
among health workers and managers and with few built-in incentives for efficiency gains in
health service production (Bitran, et. al., 1998). In addition, to improve equity in access,
health care in public facilities has been offered free-of-charge, partly limiting the right of
patients to demand timely, good quality service. Free care, and the associated inability to
collect revenue from patients, has also reinforced the health workers' and managers' lack of
incentive to improve output levels, quality, and input mix.

In recent years, the question of how to provide the most cost-effective health care services has
been of increasing interest to health care managers, health insurers, providers, patients, and
governments. Provider payments systems have been central to this discussion. These mecha-
nisms are defined as the way money is distributed from the government, insurance company,
or other fund holder to a health care provider (Maceira, 1998). Different payment systems
generate different incentives for efficiency, quality, and utilization of health caze facilities, and
these incentives may vary according to whether one is a provider, patient or payer.Payment
systems can be singled or mixed over several dimensions. For example in Germany, ambulatory
caze physicians are reimbursed on the basis of points per service (on the basis of individual
services provided) (Barnum, et. al., 1995). The value of a point is adjusted at the end of the
period to constrain the aggregate reimbursement within a global budget set at the beginning
of the period.

In India, government physicians are salaried. In the Netherlands, primary caze physicians
are capitated (receive a fixed amount for the year per patient from the sickness funds) while
specialists aze paid a fixed number of points for service with the value of a point preset at the
beginning of the period. Capitated primary care givers, thus, have an incentive to refer and
specialists have an incentive to accept the referrals to increase their volume of services and
income. Why do countries adopt such different provider payment mechanisms? What effect
do payment mechanisms have on health care? Country experience revealed that payment
methods generate powerful incentives that affect how providers produce health services. They
give incentives to increase or decrease the number of patients (capitation), the number of visits
(salary or fee-for-service), the type of diagnostic and treatment procedures selected (fee for
service), and the referral systems. All existing mechanisms of payment have their advantages
and disadvantages. For example, under the fee-for-service system, hospitals and physicians
have an incentive to deliver more units of service, regazdless of their necessity. If hospitals are
paid on a planned or actual number of beds occupied, they have an incentive to keep their
beds fully occupied by increasing the patient length of stay per admission.

When physicians are paid salary, they have an incentive to see as few patients as possible, and
this may result in waiting lines. For example, under Romania's old health care system (before
1994) primary care doctors faced few incentives to provide preventive care or ensure patient
satisfaction. Patients were simply assigned to practitioners on the basis of their residence or
employment (World Bank, 2001a). Doctors' income was determined by seniority and length
of service with no link to quality or volume of care; and decision-making power over resources
were centered in hospitals, with the result that primary caze centers were starved of drugs
and equipment. The end result of this system was that patients often bypass primary health
services, seeking care directly from specialists and hospitals (ibid).
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Table 4.1: Health care provider payment methods: strengthes and weaknesses

Payment Description
method

Strengths Weaknesses

Line item Budget is allocated
Budget according to specific

categories of resources of
functions, usually on annual
basis. Budget categories
include: salaries, medicines,
equipment, food, overhead,
administration, etc.

Global Total payment fixed in
Budget advance to cover a specific

period of time. Some end-
of year adjustments may be
allowed. Various formulas
can be used: historical
budgets, per capita rates
with various adjustments
(age, sex), utilization rates
for the previous year.

Fee- for- Separate fees for different
Service service item e.g. medicines,

consultations, tests, etc.
Payment is per unit of
service.

Case- A fixed payment covering
based all services for a specified

payment case or illness. Patient
classification systems (such
as Diagnosis Related
Groups) group patients
according to diagnosis and
major procedures
performed. Most frequently
applies to inpatient
services, although
outpatient groups are being
developed.

-Low financial risk to
the provider and
payer (funder)

-Management and
information systems
are relatively simple.

-Flexible in resource
use.

-Case-mix
adjustments in global
formulas link budget
amounts to
complexity of cases;
other adjustments
may be used to adjust
payment for special
population groups.

-Provider's reward
closely linked to
level of effort and
output.
-Allows for easy
analysis of provider's
practice.

-Flexible in ~esource
use.
-Provider's reward
fairly well tied to
ou[put
-Gives provider
incentiveto minimize
resource use per
individual treated.
- Patient
classification systems
can be used to
monitor performance.

-Little flexibility in resource
use.

-Tendency to spend entire budget
even if unnecessary, to ensure that
level of budget support is
maintained
-Rationing may occur if budget is
too low (if rationing occurs more
complex cases may be refetred
elsewhere).
-High financial risk to provider.
-Spending set artificially rather than
through market forces.
-Not always linked to performance
indicatots (e.g. volume, quality,
case-mix, etc.).
-Spending set attificially rather than
through market forces.
- Rationing may occur if budget is
too low (if rationing occurs more
complex cases may be refetred
elsewhere).
- Cost-shifting possible if global
budRet covers limited resources.
-Tendency for provider to increase
number of services to increase
revenue.
-Tends to cause cost inflation.
-Creates incentives for excessive
and unnecessary treatment.
-HiRh financial risk to payer.

-Technical difficulty of foming all
cases into standard list can lead to
mismatch between output and
reward.
-Providers may misrepresent
diagnosisin orderto receive higher
payment.
-Tendency forhospitalstoincrease
cases to increase revenue
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Table 4.1 Continue..........
Payment Description
method

Strengths Weaknesses

Capitation A payment made directly to
health care providers for
each individual enrolled
with that provider. The
payment covers the costs of
a defined package of
services for a specified
period of time (usually a
year). [n some instances,
the provider may then
purchase services, which it
cannot(orchooses not[o)
provide itself from other
providers.

Per diem An aggregate payment
covering all expenses
incurred during one
inpatient day.

Salary Straight payment per period
of work.

Source: Based on literature survey.

- Administratively
simple; no need to
break down
physician's work into
procedures or cases.
-Facilitates
prospective
budgeting.
-Gives provider
incentive to minimize
cost of treatment
-Allows for customer
dout iCpatient can
select own provider

-Per diem rates allow
longer stay for more
complex cases.
-Flexible in resource
use.

-Administratively
simplest.
-Facilitates
prospective
budgeting.

-Gives providerincentive to selec[
patients based on risk and to reject
high~ost patients.
-May create incentives for provider
to under service-accepted patients.
-Difficult to analyze provider's
practice.
-Providers may sacrifice qualiry in
orderto contain costs.

-Tendency for hospitals to
increase length of stay to
increase revenue.
-High financial risk to the payer.

-L.oss ofpatient influence over
provider behaviour unless patient
choice links provider salary to
patient satisfaction.
-Can easily create incentives for
provider to under-service patient
and to reduce productivity.

Depending on the nature of these incentives and the market and institutional contexts in
which they exist, payment mechanisms may induce movements toward or away from improved
efficiency, equity, consumer satisfaction, and health status. For these reasons, provider pay-
ment reforms are a central part of broader health financing reforms. In the early 1990s many
countries in East Europe 'transitional economies' were introduced reforms in their health care
system. The reforms were more focused on the financing~ purchasing aspects of health care
(or provider payment mechanisms). For example, in Romania the payment from the health
authorities to doctors combined a caption adjusted for patient's age (about 60 percent of the
total) and reimbursement for about 30 fee-for-service items (about 40 percent) (World Bank,
2001a) .

A caption is a fixed payment for providing a list of services for a set period to an enrolled
patient. Providers receive the payment whether or not the patient used the services, so in
principle they had an incentive to keep their patients healthy. The capitation was also meant to
give physicians in areas with a surplus of providers an incentive to move to areas with a deficit,
where it would be easier to build up patient lists (to hold a contract a family doctor had to have
at least 500 registered patients). The caption was increased for work in remote areas or difficult
conditions (by 20-60 percent) and for professional qualifications (5 percent for specialists, 10
percent for senior specialists)-and reduced for not providing coverage at night (5 percent) or on
week-ends (10 percent) (ibid.). (The contract required 24-hours availability for emergencies).
The fee-for-service payments covered primary and secondary clinical preventive care, including
periodic checkups, immtuuzations, pregnancy and child development monitoring, cancer and
tuberculosis detection, and public health activities.
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The interesting thing in the Romania's health care system is that doctors are paid based on
their output (doctors output are converted into points). To discourage doctors from registering
too many patients (the optimum number of patients are deemed to be 1,500), points for services
were progressively reduced above two thresholds-by 50 percent above 1500 registered patients
and by 70 percent above 2000 (ibid). And to take into account the higher demand for services
by infants and the elderly, these points were assigned three to four times as many patients
as a young adult. The monetary value of a point was determined quarterly by dividing
the budget for paying family doctors by the points reported. The contract required doctors
to submit monthly reports on changes in their patient list and on the number of fee-for-
service items provided. District health authorities have the right to audit the doctor's records.
By introducing competition for patients, the scheme was expected to encourage doctors ton
e~cpand their services rather than refer patients to hospitals, reducing health care costs.

In the early 1990s China had also experimented with a new model of urban health insurance,
patterned after the Singapore model of Medical Savings Account. Contrary to Singapore,
China also introduced a prospective, fixed payment system. These reform models were first
experimented in Zheniang city, Jiangsu, and Jiujiang city, Jiangxi province, beginning De-
cember 1994 (Bitran and Yip, 1998). Packaged fees were set for outpatient visits and inpatient
admission, and payment rates were prospective. The provider can keep whatever part of the
payment is in excess of the cost of treatment, but if they exceed the case payment they also
must bear most of the financial risk. This is similar to the system used in USA in the Medicare
program where hospitals are reimbursed by a pre-designed formula based on patient's diagno-
sis and other characteristics. Beginning 1997, the two cities also introduced global budgets.
In some of the reform cities, while case based reimbursement is contemplated for inpatient
services, a caption payment system is used for outpatient services. Preliminary evidence in
China shows successful cost containment (Yip and Hsiao, 1997). Real per capita health expen-
diture fell substantially, and there is reduction in length of stay and prescription of expensive
diagnostic tests.Based on the early experience of success, the Chinese government has decided
to expand these experiments to 38 other cities. However, there is anecdotal evidence that
the prospective case-based payment method has led to risk selection and under-provision of
services, hence potentially threatening the quality of care (Bitran and Yip, 1998). Moreover,
there is also anecdotal evidence, which shows that providers cost shift to the population who
still pay on a fee-for-service basis, i.e. the uninsured population (ibid.).

Each provider payment method carries a set of incentives that encourage providers to behave
in specific ways in terms of the types, amounts, and quality of services they offer. As can be
seen from table 4.1, there is no single optimal method for paying providers. All methods have
some advantages as well as drawbacks, and the desirability of a specific approach depend on
the economic, social and institutional context of a particular setting. Mixed forms of provider
payment are superior to reliance on any single method they are more practical and allow a
trade off of administrative costs and desirable incentives. To foster the provision of some
form of treatment while providing other services in a more restrictive way different payment
mechanisms can be combined (e.g. basic salary plus fee-for-service for preventive and health
promotion services). The payment to hospitals can also be a combination of prospective
budget, a fee for service, or a charge per day, per admission, or per diagnosis-related group.
A fee for service, capitation, or salary system can be used to pay physicians in a combined
or single form depending on the working conditions. Hospitals in Hungary, for example,
reimbursed on a case basis while primary care doctors are paid on a caption basis (Barnum,
et. al., 1993).

In low-income countries, complex fee-for-service or case-based reimbursement schemes are
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not appropriate (Barnum, et. al., 1993). In addition to the greater degree of resoi.trces and
training required for such schemes, fee-for-service and case payments are not the best way
to reimburse for the public health and primary services appropriate to the epidemiological
environment (high rate of communicable diseases, high fertility, and high infant mortality) in
most poor countries (ibid.).

Prepaid caption schemes or straight global budget with quality monitoring can have an impor-
tant role in low-income countries, however. For middle income countries with more developed
institutions that are partly through the epidemiological transition, the benefits of relatively
simple service based or case-based reimbursement~specially in the institutional context of
competitive provision of services-begin to outweigh the administrative costs of the systems.

4.4 Health Care Governance Under Dif~erent Service
Specific Regimes

The governance of health care services varies from country to country depending upon eco-
nomic, social and institutional settings. In Nordic countries, for example, the financing and
provision of health care services are traditionally government responsibility. Contrary in the
United States the financing and provision of health care services are left to the private sec-
tor (except Medicaid and Medicare programs). In the Netherlands health care provision and
financing is a combination of public and private system. In other countries public provision
and private financing is common (e.g. France, Italy, Japan, and Germany impose user charges
for publicly provided services, mainly in public hospitals and health centers) (Donaldson, et
al., 1993).

The extent and nature of the change in the management of the public health service, there-
fore, depend upon the existing institutional framework and the structure of the political and
administrative system. In the health sector there are four service specific governance systems:
the unified public system, the atomized private system, the public contract system, and the
segmented system. The public contract system has a large continuum with diversified contract
arrangements.Table 4.2 demonstrates the typology of the four health care systems.

Table 4.2: Typology of health systems

[ntegration of Integration of institutional functions
populations

Vertical inte ation Se aration
Horizontal integration Unified public system Public contract system

(e.g., Cuba, Costa Rica,) (e.g., Brazil, U.K., Uganda,
Zambia, Chile, Namibia)

Segregation Segmented .r~~stem Atomised private system
(Most Latin American ( e.g., Argentina, Paraguay,
countries) Cuch. Re J

Source: Londono and Frenk, 2000.

According to London and Frenk (2000) integration refers to the two essential components of
health systems: populations and institutions. With respect to populations, integration means
the extent to which different groups have access to every institution in the health system. With
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regard to institutions integration refers to the arrangements for carrying out the functions of
financing and delivery. Integration encompasses both vertical and horizontal. In horizontal
integration all groups in the population have potential access to all institutions. As far as
institutions are concerned at one end there is 'vertical integration', meaning that the same
institution carries out the different functions. At the other end, there is separation of functions
among different institutions.

As a reflection of the profound inequalities in the health system of many countries with respect
to population there is also segregation. For example, the segmented system segregates different
segments of the population into different health care institutions.

4.4.1 The Unified Public System

In the unified public systems, the state directly finances and provides health services through
a single, vertically integrated system. This system is similar to Muschel's (1999)'public mono-
lith'7 It achieves horizontal integration of the population at the expense of freedom of choice,
since it is illegal to offer services outside the government monopoly8 In its extreme variant,
this system at present occurs only in Cuba. But in its less extreme variant can be seen also
in Sub-Saharan African countries and Eastern Europe where the public system is almost uni-
versal, yet there is no legal limitation to choose other service options. In this system, the
virtual public monopoly is mostly due to the capacity of the government to offer services of a
reasonable quality, while competing with the private sector on the basis of price (Musgrove,
1996). 5ince the government does not finance other providers, these must charge what ser-
vices cost or find a private subsidy. In contrast, public services seldom charge users the real
cost. This absence of public subsidy to private provision of service is one of the main features
distinguishing the unified public system from the public contract system (Hirschman, 1970).
In turn, a major difference with respect to the segmented system is that the unified public
system maintains one public budget, while in the segmented system public monies are divided
between the Ministry of Health and the social security institutions (London and Frenk, 2000).

Londono and Frenk (2000) contended that in accordance with the Latin American bureaucratic
tradition, the unified public system excludes delivery options under consumer control and
limits effective representation of users in the organization of services. Furthermore, providers
cannot compete to deliver better service, since there are no alternatives.

In the unified public system a government may finance health services from tax revenue and
employ health workers directly. This is a complete command-and -control health system,
which is used mostly also in Nordic countries. At best, the system supplies good quality care
at reasonable cost according to clinical need. However, usually there are waiting lists and it

sThe World Trade Organization (1998) called the unified public system 'an integrated health system' where
one single institution fully controls the provision of health services. Medical personnel are paid salaries and
other spending tends to be bullc funded. Integrated systems are used in the Nordic countries and Tlrrkey (for
general practitioners as well as hospitals) and-for public hospital services-in F7ance, Italy, Australia, Greece,
Iceland, and Portugal.

7In the public monolith system financing and provision of health services are government responsibility
(e.g. Nordic countries traditionally). The public sector has generally taken on responsibility for the delivery
of services and frequently used civil service bureaucracies as the instrument.

BThe system relies on the state both for financing and servicve provision. The state owns all the relevant
assets, and resources are allocated through instructions given to agents through a managerial hierarchy. Classic
examples are, of course, the systems of econonuc organization that eharacterized the Soviet Union and Eastern
Europeaai countries before the fall of the Berlin wall. Le Grand (1999) desctibed the unified public system as
"command and control" or "hierarchical'' system.
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seems to encourage an impersonal style of service. At worst, it results in crowded and low
quality services, supplied by ill-motivated staff in shabby premises. Patients often corrupt the
professionals by private "under the table" payments (Soeters, 1997).

In most public systems whereby the health workers receive salaries the patient has no choice
of provider; money does not follow the patient. This means that the incentives for providers
are perverse. Efficient providers may receive as 'reward' more work but not more resources
and the 'reward' for the inefficient providers may be quite life and idle resource (ibid.).

4.4.2 The Atomized Private System

In the atomized private system, the financing function is performed either by out-of-pocket
payments from consumers or by many private insurance agencies, which reimburse multiple
providers without vertical integration of these two functions. Even though formally there is
free domain of choice, the enormous differences in financial accessibility generate an extremely
segmented private market, which excludes the majority of the population from its upper end
(London and Frenk, 2000).

London and F'renk argued that because of the imperfection of health markets the diversity
of financing and delivery entities does not necessarily produce competition. Even when there
is competition, it often occurs through risk selection rather than through differences in costs
or quality. Consumers can be left also unprotected as a result of information asymmetries.
In sum, by excluding large groups of people in need and segmenting the supply of services,
market failures generate global inefficiencies in the health system.

The private atomized system is characterized by the segregation of different occupational
groups into exclusive, non-competitive sickness funds. Although occasionally some funds may
have their own delivery facilities, the most common arrangement involves a separation of
financing and delivery, so that the sickness funds pay for care that is provided in public or
private institutions.

In the real world, however, health care has never left to the market; there is always government
intervention either in the financing or provision. In US, for example, although the private
health system is dominant both in financing and provision there is considerable government
intervention in financing (for example, IVledicaid and Medicare programs) and in provision
(the US federal government, for example, owns and operates 286 hospitals, while state and
local government own and operate 1389 hospitals nation wide) (Smith, et. al., 1997).

4.4.3 The Public Contract System

In the public contract system public financing is combined with a private delivery of services.
This system is common in Canada, Japan, parts of French and Germany (Donaldson, et al.,
1993).The separation of functions is achieved by contracting services. When public financing
has universal coverage, horizontal integration of the population is achieved.

Compared to the unified public system, the population has more options of choice of providers,
and the providers have more opportunities for autonomy and competition. Usually there is a
global public budget, just like in the public unified model. The difference is that the budget
is not assigned in advance to public providers regardless of their performance, but is directed
to a pluralistic set of providers as a fimction of certain criteria that reflect productivity and,
in the best cases, also quality (Londono and Frenk, 2000).
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According to Londono and Frenk the major problem with the public contract system is that
the lack of explicit articulation function, which is often collapsed with the financing function.
Such deficiency leads to the fragmentation of delivery and makes control of costs and quality
extremely cumbersome.

There are several ways in which the public sector contracts with the private sector for the
provision of health care services: (a) fund-holding arrangements; (b) contracting with private
not-for profit; (c) the creation of internal markets; and (d) contracting with private-for-profit.

(a) Ftind-Holding Arrangements

This is a typical public sector contracting for the private provision of health care services in the
United Kingdom. The contract is signed between independent medical contractors and public
authorities. In the United Kingdom the local health authorities are responsible for developing
contracts with public, private or voluntary agencies for the provision of services (Muschell,
1999). As part of this process, large General Practitioners (GPs) practices are allowed to
"hold" or manage funds for the provision of certain hospital services for their patients. The
GPs fund-holders are expected to arrange and pay for the provision of hospital services on
behalf of their patients (Ham, et al., 1990).

A related development in fund holding is the rapid transformation of public hospitals in the
United Kingdom into self-governing trusts. Although trust hospitals are financed primarily
through public funds, administration and management of resources and service provision are
the responsibility of the individual hospital (group of hospitals) (Muschell, 1999). Hospitals
that have been granted trust status have control over employment decisions, the raising and
development of capital, and the range of services offered. Trusts are expected to compete with
other hospitals for contracts.

(b) Contracts with Private Not-for-Profit

The use of more formal contractual agreements between governments and not for profit
providers has been suggested as a way of ensuring that the activities of these providers cor-
respond more closely with government policy objectives. This form of contracting has been
used in Uganda and Zambia between Ministries of Health and not for profit providers. These
contracts include for the provision of specific technical services and negotiated as part of donor
project agreements. Despite the lack of experience with developing explicit contracts with not
for profit providers, there is a distinct potential for equity gains with this strategy (Muschell,
1999).

Not for profit providers, usually NGOs, frequently establish health facilities in areas where
government do not exist (Kutzin, 1993), providing access to health services for populations
with otherwise limited alternatives for care. In return for some form of government subsidy;
incentives are frequently provided in the form of tax-free imports of equipment and drugs,
purchase rights from government stores, or the payment of retirement benefits for employees
of not for profit provider organizations (Bennett, 1997). In Ethiopian, for example, private
providers can purchase drugs and some medical supplies from government sources, allowing
providers to take advantage of lower prices available through government bulk purchasing
power.

Contracts with not for profit providers can ensure that disadvantaged groups have access to a
minimum set of essential services (Muschell, 1999). Efficiency gains are also feasible with this
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strategy, to the extent that the "financial survival" of not for profit providers is dependent on
their ability to manage resource use.

(c) The Creation of Internal Markets within the Public Sector

In this case public providers are encouraged to compete for patients through policies, which link
contract-based provider payment with the patient's choice of provider. The objectives of these
strategies are twofold: to stimulate efficient use of resources, and to encourage providers to
offer better quality of care. Examples of these forms of contracting-out are found in the Nordic
countries. In Sweden, for example, virtually all of the municipalities and county councils are
operating contract payment systems for public hospitals and specialist physicians.

Muschell (1999) noted that many hospitals in Sweden are no longer financed from the budget
rather they are paid for what they actually produce along with a freedom of choice for patients.
This means that the hospitals are competing among themselves for patients. Government
resources are tied to the consumer, not the health care facility. Implicit in this approach to
public competition is that health care consumers must have the right to choose their provider.
However, it is difficult to predict how the promotion of a public market might impact social
objectives such as quality of care, equity and efficiency.

Since most of the experiments within internal markets are taking place in countries with highly
equitable health systems, any deterioration in equitable access to care would be ready observ-
able, although the outcome of these reforms will not known for some time (Muschell, 1999).
Quality of care improvements resulting from competition for patients, and perhaps efficiency
gains, could be realized more quickly, although an implicit assumption behind provider choice
provision is that enough providers exist for patients to make an informed choice.

The development of internal markets may become indistinguishable from contracting with the
private sector, since part of the idea behind contestable contracts is to invite new potential
service providers to emerge, and to encourage existing providers such as hospitals or primary
care practitioners to think of themselves as independent contractors and not necessarily public
sector employees. To this end hospitals in the United Kingdom and New Zealand, and in some
cases general practitioners associations, are increasingly becoming trusts or corporations.

(d) Contracts with Private-for-Profit

Contracting of public health facilities to the private-for-profit is becoming a common practice.
Some of these practices involve allowing private sector activity to take place within public
sector facilities. In Mozambique, for example, medical staffs are allowed to run special private
clinics in government facilities outside normal working hours (Muschell, 1999). In Namibia,
surgical care in rural areas is frequently carried out by teams of general practitioners (GPs)
in private practice, under contract with the Ministry of Health (ibid.).

Several countries, including Indonesia, Mexico, the United Republic of Tanzania and Zim-
babwe, have private pay beds in government hospitals (WHO, 1993). However, when health
workers are allowed to supplement their income by offering private services in public facilities,
there is a risk that the quality of care provided to public patients may diminish, as clinicians
give preference to the more lucrative private services.

Government encouragement to the growth of the private sector is crttcial. This can be done
through tax breaks, such as allowing the importation of specific medical supplies duty free, or
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bonus incentives to encourage physicians to locate in under-served areas. Indonesia, Nigeria,
and Zimbabwe all offer tax relief to not for profit providers, as does Mexico for some private
health expenditures (WHO, 1991). In the case of tax relief for private insurance contributions
or for private health expenditures, inequities may result if the tax policies represent subsidies
to those most able to pay (WHO, 1991). These and other potential problems indicate that
privatization policies designed to spur the growth of the private sector must be developed and
implemented with care and with attention to the problems of oversight.

4.4.4 The Segmented System

The segmented system is common in most Latin American and in some sub-Saharan African
countries. In this system an initial fundamental distinction is made between the poor and the
non-poor. Within the non-poor category there are two groups.The first group is formed by
those working in the formal sector of the economy (and often their relatives as well), who are
covered by one or several social security institutes. The second group comprises the middle and
upper classes, mostly urban, which are not protected by social security. The health needs of
this group are mostly catered to by the private sector, with financing coming principally from
out-of-pocket payments. Increasingly, some middle and upper class families get coverage from
private insurance or prepaid plans, whether purchased directly or offered through employers.

Finally, there are the poor, both rural and urban, who are excluded from social security
because they do not have formal employment. To this group the Ministry of Health is in
charge of providing personal health services in addition to the public health programs that
benefit the whole population.

Table 4.3: Present design of the segmented system

Functions

Social ou s

Modulation Financing Articulation Delivery

Non-poor Socially
insured

Social
securitv
institute(s)

Privately
insured

`

Private
sector

Uninsured
Poor Ministry o1

Health
Source: Londotïo and Frenk, 2000

The segmented system segregates the three population groups into their respective institu-
tional niches. Indeed, this system can be described as a system of vertical integration but
horizontal segregation9. Each institutional segment-the Ministry of Health, the social security

9"Strictly speaking, segregation is always partial, since in all count.ries the services provided by the Ministry
of Health are, in principle, open to the whole population and t.he financial barriers are usually the lowest in the
system. In contrast, the other segments of the health system do exclude certain social groups either through
legal restrict.ions-as in many social security institutions-or through financial barriers-as in the upper end of
the private sector. Therefore, the extent. of segregation depends on how important the Ministry of Health as
a provider of services" (Londono, et. al., 2000:30).

84



Chapter 4. Insttitutional Forms of Governance

institutes and the private sector-performs the functions of modulationlo , financing, articula-
tionll , and delivery of services for their respective groups.

Londono and FY~enk (2000) noted many problems with the segmented system: first, it makes
for duplication or waste of resources, especially in high technology services. Second, it usually
leads to major quality differentials among the various segments in particular with services
reserved for the poor suffer from a chronic shortage of resources (IVlusgrove, 1996). Third
segmentation actually implies the coexistence of the two polar systems and combines the
disadvantages of the two. Thus the integrated Ministry of Health has all the shortcomings
of the unified public system, but without the advantage of universal coverage. Similarly,
each social security institution exercises a monopoly over its respective clientele. And the
private sector presents all the limitations that were discussed earlier for the atomized private
system. Londono and Frenk further observed that segmentation creates incentive for many
health professionals to seek employment in more than one institution, typically by combining
a salaried job in a public organization with private practice. Such a combination often creates
conflicts of interest and leads to a differentials in the quality of standards applied by the same
physician.

The other problem with the segmented system is that it does not reflect actual population
behavior and people do not necessarily respect the artificial division among the three segments.
In fact, there is a considerable overlap of demand, with a very high proportion of social security
beneficiaries using services provided by the private sector or the Ministry of Health (Gonzalen-
Block, 1994).

Londono and F~enk (2000) argued that the notion that private services are reserved to the
middle and upper classes, thereby liberating public resources to care for the poor, is not sup-
ported by utilization data in most countries with such data, it turns out that the private sector
is an important source of care for poor households, which spend a much higher proportion of
their income on out-of-pocket payments than richer households.

4.5 Conclusion

In most developing countries and in some industrialized countries, the formal health sector
is dominated by publicly financed, publicly provided services. Here, government is both the
main insurer and major provider of services. Budgetary transfers are the most common forms
of payment to public facilities, usually through line-item allocations from government health
authorities (usually ministries of health) to specific programs or facilities. Health workers
within public facilities, in turn, are paid for the services they provide on salary basis. Funding
of facilities is usually based on norms and historical spending patterns. These types of publicly

loModulation is a broader concept than regulation. It involves setting, implementing, and monitoring the
rules of the game for the health system, as well as providing it with strategic direction (Londoo and FY~enk,
2000). Setting the rules of the game is a delicate process where the interests of the various groups have to
be balanced. Too often, this function has been neglected, particulazly in those health systems in which the
Ministry of Health devotes most of its human, financial and political resources to the direct delivery of services
(ibid.)

11The term "azticulation" is meant to convey the notion that this function pulls together and gives coherence
to various components of health care (Londoo and FY~enk, 2000). Articulation encompasses key activities that
allow financial resources to flow to the production and consumption of health care. Examples include the
enrolment of populations into health plans, the specification of explicit packages of benefits or interventions,
the organization of networks of providers so as to structure consumer choices, the design and implementations
of incentives to providers through payment mechanisms and the management of quality of care (ibid.)
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managed systems face problems in generating adequate incentives for efficiency. Competition
between providers is limited. Not only are the incentives to provide effective services at low
cost weak, but administrative rules and regulations may also impede efficient management.
Many countries have already moved or are moving from this system to one with a widening
role for the private sector in the provision of care and with more competition among health
care fund holders and providers. A key principle of health sector reform that has emerged over
the last few decades is the feasibility of separating institutionally, as well as conceptually the
finance, management of finance, and provision of health care. This may take several forms:
service contracting with the private sector, fund-holding arrangements, the creation of internal
markets, incentive and regulatory stimulation, leases, etc. In this chapter it has been noted
that

~ The provider payment scheme must be appropriate to the country environment. A
developed banking and monetary system is particularly important for fee for service and
case based reimbursements. A stable macro-economic environment is important for all
payment schemes to allow funds to retain their values over the reimbursement period.

~ There is no single optimal method for paying providers. All methods have some ad-
vantages and disadvantages. As a result most provider payment systems are mixed. A
mixed system may be adopted for practical reasons: it may be simple administratively
and more practical and less costly to reimburse a prímary care physician one way and
a diagnostic laboratory another way. Mixed systems are also adopted to counter the
adverse incentives in pure systems while retaining the desirable features.

~ The public contact system is widely used as a new model of public service governance.
The emphasis of the current reform is the separation of health care financing from
provision (purchaser-provider split). This reform has a greater impact in public service
management as it separates the responsibilities for the provision from that the production
of public services. The motto of this reform is "value for money" or "money should follow
the patient" .
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Chapter 5

Conceptual ~amework and Research
Methodology

5.1 Introduction

This chapter focuses on the conceptual framework of health care financing and provision, and
corresponding governance systems in the health care sector, and the research methodology.
In this chapter we reviewed different literatures and conceptual models on the supply and de-
mand sides of health care, and their systems of governance. Our conceptual framework is the
synthesis of the following literatures and conceptual models: Londono and Frenk (2000), struc-
tured pluralism an innovative model for health system; Ruys (2002b), governance regimes for
elementary service; Grimmeisen 8z Rothang (2004), the changing role of the state in Europe's
health care systems; Siverbo (2004), the purchaser-provider split in principle and practice;
Brinkerhoff (2003), accountability and health systems; Hsiao (1995), bilateral and trilateral
exchange model; Shaw (1995), the process of choosing type of curative and preventive health
care; and Mwabu, et. al., (1996), the demand for medical care.

In this chapter there are seven sections. Section 5.2 describes the conceptual framework of
analysis. Section 5.3 analyses the roles of the various actors in the health sector. Section 5.4
examines the purchaser-provider split in health care provision and financing. 5.5 focuses on
the concepts of dual economy and the role of health insurance in such economy. Section 5.6
deals with empirical research methodology, and finally section 5.7 concludes.

5.2 Conceptual Framework of Analysis

The last twenty years has witnessed a transformation of the public sector in many western
industrial democracies. This transformation is often described as one from bureaucracy to
markets and ~or from hierarchies to networks in a mixed economy (public-private partnership).

In order to understand the roles of the state and the market in a dual economy especially in
the health care sector the conceptual framework is designed in such a way that to include the
three dimensions of health care: service provision, financing, and regulation. The regulation
function includes both the demand and supply sides of health care. The demand side is
analyzed through empirical data collected at household level. A multinomial logit model was
used to analyse the effects of household and individual characteristics, and health system and
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access variables on the choice of a health care provider. The probability of choice for each
health care facility (public, private for profit, private- not-for profit, and self-treatment) was
analyzed through simulation and marginal effects.

Figure 5.1: A conceptual framework of analysis of a health care system
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Community factors such as cultural values and norms, and traditional risk sharing arrange-
ments and informal health insurance mechanisms are discussed in the proceeding chapters.
To analyse the traditional risk-sharing arrangement and informal health insurance among
Eritrean communities four central aspects of social capital are identified: relations of trust;
reciprocity and exchanges; common rules, norms and sanctions; connectedness, networks and
groups. ~aditional community associations (such as Mahber, Ekub, etc), and extended family
networks are the building blocks of social capital in the traditional Eritrean community.

The state of the health system is analyzed through various indicators: changes in life ex-
pectancy (healthy life expectancy~disability free life expectancy), mortality rates, burden of
disease; availability and accessibility of health care facilities and personnel; financial protec-
tion for ill-health (availability of social insurance or waiver mechanisms for the poor); and

88



Chapter 5. Conceptual Framework and Research Methodology

the performance of the health system in general (public-private partnership in health care
provision and financing). The main blocks of the conceptual framework are elaborated further
in the proceeding sections.

Health Care Policy

In last fifteen years we have witnessed a number of health policy dilemmas in many Sub-
Saharan African countries. In response to the fiscal crises affecting the region in the early
1980s, most governments introduced a series of ineasures with the intention of achieving one
or more of the following objectives: increasing the overall efficiency of the health care sys-
tem; increasing the volume or the quality of the services rendered; and increasing monetary
contributions from service users (Cornia and Mwabu, 1997:25).

More than ever before health policies are now directed towards equity and efficiency goals. The
provision and financing of primary health care is still the ultimate goal of many governments
in Sub-Saran Africa. Primary health care has a direct impact on mortality rates. Many argued
that top priority should be given to the restructuring of government expenditures involving
the shifting of resources towards health, rural water supply and maternal education, and away
from defence, production subsidies and interest payments on the foreign debt (ibid.: 38).

In many Sub-Saharan African countries secondary and territory level health care services took
the lion share of the health sector budget. Such services are very expensive and consume
the resources that could be used for primary health care facilities. In several cases, for both
services governments' have faced financial burdens and opted to separate the responsibility
for provision from that of financing. In most developing countries, the health care reforms
have focused on making better use of existing resources and increasing the non-governmental
economic share. In practice this has meant changes and reorientation in Ministries of Health,
introducing user charges, liberalizing parts of health services (hospitals) or supporting services,
enabling private medical care, decentralization of health services, introduction of funding
mechanisms for health insurance, and different ways of contracting publicly provided services
(Kutzin, 1995; Koivusalo 8c Ollila, 1997).

In advanced economies (countries with National Health Service such as Russia, the United
Kingdom, New Zealand) the separation of the provider and purchaser of health care has been
an essential element of the reforms, the aim being to create a third-party purchaser, enabling
competition between the providers. In other advanced economies (countries such as the United
States or the Netherlands), the emphasis has been on reforming the third party purchasing of
health care. In all countries, the encouragement of competition among providers is a common
aspect of the reform. Recent reforms in West Europe have generated competition between
doctors within Germany and Britain, among pharmaceutical products in Germany and The
Netherlands, between hospitals in Germany, the UK and The Netherlands, and insurers or
fund holders in the UK and The Netherlands (Saltman, 1995).

In line with the reforms in developing countries and advanced economies the Eritrean health
care policy is analyzed with respect to decentralization, public participation, public-private
mix (multi-sectoral approach), equity (in financing and distribution of health care facilities
and personnel), and purchaser-provider split in the health care sector.

The Service Provision Dimension

Breaking the public private continuum down for the dimension of service provision, we thus
examine whether health care services are provided by public providers, by private not-for profit
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providers, or by private for profit providers. While a majority of public providers generally
indicates a strong role of the state in health care provision, a change towards a dominance of
private for profit providers for instance would indicate a weakening role of the state-in respect
to service provision.

Figure 5.2: Disaggregating the service provision dimension

Organizational axis
Public ~ ~ Private

Public Private-not-for profit Private-for-profit
(Hierarchy) (Networks) (Markets)

The organizational axis1 would allow us to view the role of the state and the market in health
care provision. Whether the state has withdrawn from public service provision; thus leaving
increasing parts of the provision to private non-profit and for profit providers or not. Thus
analyzing the changes in service provision along the organizational axis.

The Financing Dimension

To analyse the dynamics of health care financing, we split the organizational axis into public
sources on the one hand and private sources on the other. This allows us to see whether
the money allocated into health care system mainly coming from public funds, which would
indicate a strong role of the state-or whether the loin's share of health care budget coming
from the private sources, which would indicate a rather weak role of the state in health care
financing. To go even further, we subdivided the sources of financing into taxes (and other
governmental sources of financing), social insurance contributions, private insurance financing,
if any, and out-of pocket payments. This fourfold subdivision of the financing dimension is of
major importance in analyzing the role of the different actors in health care financing.

Most developing countries have to deal with three major issues of health care financing: how
to mobilize sufficient funds to finance health care, how to allocate those funds and organize
health care delivery to produce the most health benefits for the largest number of people, and
how to control the costs of that care.

The Regulation Dimension

Apart from its role in financing and provision of health care, the government has an important
role in the regulation of health care systems. Generally speaking the government can be more
or less engaged in the regulation of the relationships between the three major stakeholders of
a health care system, i.e. financing agencies, service providers, and (potential) beneficiaries-or
it can leave this task to corporate self-regulation mechanisms or to the markets. The role of
the government in the regulation of health care systems can be systematically analyzed by
decomposing the health care system in six regulatory relationships.

In relation between (potential) beneficiaries and financing organizations we can assess the
role of the government with respect to the regulation of the health care service coverage and
financing of the health system. A focus on t.he relationship between financing agencies and

~The organizational a~s is a continuuin stretching between the public and the private domain.
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Figure 5.3: The six relations of health care regulation

Financing bodies

Source: Grimmeisen and Rothgang (2004).

service providers would allow us to assess the role of the government in the regulation of
the remuneration system of service providers and access of (potential) providers to health care
markets. In the relationship between service providers and patients, the role of the government
can be assessed with respect to the regulation of the access of patients to service providers
(doctors).

5.3 The Role Approach

There exists a deplorable dichotomy in the literature when modeling services such as health
care. Either one focuses on the institutional features, as described in the previous chapter,
or one starts from an economic perspective, taking the institutional aspects for granted. The
economic literature is based on the neoclassical paradigm, which allows for determining optimal
allocations and searching for allocation mechanisms that realize such an allocation. These
mechanisms are all complementary to the market, which is the basic allocation mechanism in
neoclassical theory, and solve for market failures inherent in some commodities or services.
The societal goals or values are invariant for these mechanisms, because they can be formulated
in terms of institution-free concepts, such as Pareto optimality.

The theory applied in this chapter makes a distinction between the determination of goals or
values, and the use of appropriate institutions or mechanisms to attain these societal goals, just
like neoclassical economics. The fundamental difference is that the basic concept in neoclassical
theory - the commodity concept - is generalized to a relational concept. That allows for a
much better and sophisticated treatment of services such as health care, which are relational
by nature. The societal goaLs and values are all expressed in terms of relations between people
- the service performers and the service receivers - rather than in terms of utilities of people.
The institutional domain, where possible mechanisms are described, is also constructed in
terms of relationships. They describe power relationships between people: the power of two
groups - the procurer (purchaser) and the provider - to enter into a transaction with the
purpose to realize a well defined service. So we start with four roles in this theory, two more
than the consumer and producer role in neoclassical theory. The two institutional, power
exchanging roles are differentiated according to the type of power given to the transaction
parties. That may be public, private, or community powers. The two purpose giving roles
are differentiated according to the size of the externalities they internalize, a size required for
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adequately rendering the service. That explains calling this approach the Role Approach.

The Role Approach uses the relational form of services and the relational form of institutional
exchanges as analytical tools. Although the content determines those forms, there is also
another predictable relationship between the form of a service exchange and the form of
institutional power exchange. The Role Approach is based on the hypothesis that not only
every service has to be managed, but that this management is restricted on a predictable way.
A specific form of a service can only be managed by an institutional form that covers at least
the form of the service exchange. So, for example, a public service cannot be managed by
a private exchange form. That feasibility restriction reduces the choice of governance for a
service. A form of management is efficient for some service if it is feasible and if no weaker
form of exchange power can manage that service. So we have an analytical criterion to assess
forms of management for some service.

Next we analyse the content of the various services to identify their form and their purpose
giving roles. In the case of health care, the main receiver-performer relation is the relation
between the medical professional and the patient or care-seeker. But also the community may
be involved as either receiver or performer, when it provides insurance to its members. Or
the government may be a performer of the service of offering a public health infrastructure.
These roles are presented in Figure 5.4.

5.3.1 Roles in the Health

For any service2 transaction to be successful, there needs to be a front line provider who is
capable, who has access to adequate resources and inputs, and who is motivated to pursue
an achievable goal (World Bank, 2004). In the health sector there are three front line service
providers: public, private for profit, and private not-for profit (NGOs) with their correspond-
ing governance systems Hierarchy, Market, and Networks, respectively. Each value-generating
interaction3 and transaction is characterized by a principal-agent relationship, for example,
the interaction between service receivers and service performers (patients and doctors) and the
transaction between service procurers and service providers, and service providers and service
performers. Moreover health services are characterized by strong asymmetries among service
providers, users, and oversight bodies in terms of information, expertise, and access to ser-
vices. Regarding information, central oversight bodies can experience difficulties in monitoring
provider performance since providers often control the necessary information. Concerning ex-
pertise, for example, service users "may be ignorant of treatment and medicines that could
harm them, and thus need some form of protection" (Shaw, 1999:12). Regarding access,
providers can exercise significant gatekeeper power, for example, determining who receives
what care, despite official procedures. Health service users, especially the poor, are in a weak
position to confront this power.

In the health care system, there are four principal-agent problems: First, patients (principals)
have an interest in having health care service performers (medical professionals) act as their
agents in providing (diagnostic) information and treatment. Second, insurers (heath care ser-
vice procurers) have an interest in having health care providers (hospitals, health centers and

2A service is a value-generating interaction between individuals, each in the role of either a performer or a
receiver (Ruys, 2002a).

3Ruys (2002b) extends that in a service economy there are two types of intcractions: the first type of
interaction creates user value and is the cause wh,y people are interest.ed to engage in t.he relat.ion between the
performer and the receiver, such as the interaction betwmn a medical doctor and a patient. The second type
of interaction, however, the internal type of interaction, provides a chazacterized distinction between services.
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clinics) economize on the use of inedical care. Thus, in an efficiently organized health care
system, health care providers should act as 'double agents'. Indeed according to Blomqvist
(1991:142), it is this'double agency' role of physicians (which is due to the combination of both
information asymmetry and third-party financing) that differentiates the health service sector
from other industries in which information asymmetries give rise to principal-agent problems.'
The principal-agent problem between insurers and insured is twofold. The first problem arises
from the hidden preventive action by the insured once the contract is concluded. Insurers are
interested in having subscribers take appropriate preventive action to reduce claim costs. The
second problem arises from the applicant's hidden risk information before concluding a con-
tract. These relationships are shown in figure 5.4. First, the roles of performers and providers
are assembled in one domain and separated from the domain of receivers and procurers or
purchasers. A double-sided arrow represents value-creating interactions between performers
and receivers. A pointed-arrow represents a principal-agent relation from the principal to
the agent, which produces value-generating transactions. The relevant governance-system is
determined by the text in the blocks.

The first four vertical arrows or links from the left to the right in the procurement section
(in figure 5.4) represent the four types of transactions involving insurance: the first arrow
represents transactions related to unified public systems where taxes and social insurance are
the main sources of finance for health acre; the second refers to the integrated private system
where private insurance and user-fees are the sources of finance for health care; the third arrow
shows that patients are taking health risk themselves where health care services are provided
on the basis of fee for service; and the forth arrow refers to network~ stakeholder4 system
where user fees, government subsidies, and members contribution is the source of finance for
health care. Each link refers to an agency relation, which describes an elementary service (in
this case a health care service).

In each system the government has different roles. If the policy goal of the government is to
establish a uniform service delivery a horizontally integrated system could be cost-effective.
This is the public system (pointed arrow 1 in figure 5.4). The public system achieves horizontal
integration of the population at the expense of freedom of choice, since it is illegal to offer
services outside the government monopoly. In its extreme variant, this system at present occurs
only in Cuba. But in its less extreme variant can be seen also in Sub-Saharan African countries,
where the public system is almost universal, yet there is no legal limitation to choose other
service options. Nations that provide health care services directly usually allow consumers a
choice on primary care physicians but restrict the choice on hospitals and specialists (Hsiao,
1995).

The public system is characterized by a single provider and procurer of services. If the govern-
ment is ultimately both the provider and the procurer, the governance structure is hierarchical
or `command and control' system. According to Ruys (2002) this is a political system where a
transaction takes place between one team and one club (i.e. services are provided by a single
team with a cooperative regime-administrative transaction, and procured by a single club with
cooperative regime- political transaction).

Ruys made a distinction between a club (the legislative) and a team (the executive) of the
political system. The club is organized to express the wishes of its members about the service
to be ordered or procured, usually by means of voting or lobbying and the team is organized
to fulfil the task expected by the procurer (ibid.).

4"The stakeholder system is chazacterized by voluntary coutributions. Stake-holders may supply contribu-
tions in terms of money, labor, leisure time, influence, knowledge or industry. Typica] examples are non-profit
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Figure 5.4: Possible roles and transactions in the health sector
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In the public health system the government has the responsibility for the welfare of its citizens
and that the most effective way to fulfil this responsibility is through the direct production
of services through a public sector organization with civil service employees. In the public
health system individuaLs are neither trusting patients nor price-conscious consumers but are
more akin to citizen-members (Emanuel, 1991). Similarly, physicians are not merely economic
producers and are more than health professionals; they are too citizen-members (Emanuel and
Emanuel, 1996). In this system the main procedure of accountability is "voice". However, in
developing countries there are voice failures. The state (controlled by politicians and policy
makers) simply does not care about providing services-or does so in a strictly venal or clientelist
manner (World Bank, 2004). The clearest sign of this: when too little budget is devoted to
services for poor people, and when that budget is allocated to meet political interests. There
are also compact failures, in which the state fails to communicate clear responsibilities for
outputs or outcomes to the public organizations and fails to enforce any responsibility (ibid.).
Compact failures are also associated with management failures, in which the public sector
organization fails to motivate its front line workers.

If the government's responsibility is confined to providing a decent minimum for those unable
to afford better care, then a plural source of funding coming largely from the private sector
may be a solution. But safeguards have to be made to prevent `skimming' of healthy members.
In this case, if only private procurers and providers are active, it is a private system (pointed
arrow 2 in figure 5.4). In this system consumers maximize their utility within a given budget
constraint, which is determined by market prices, as in the neoclassical framework. In the
private system financing function is performed either by out-of pocket payments (user fees)
from consumers or by many private insurance agencies, which reimburse multiple providers.
The governance structure is a'market system'. This is typical in the United States where
government responsibility is limited to the poor and the elderly through its Medicaid and
Medicare programs, respectively.

In the market system (private sector), individual patients are viewed as consumers; physicians
and hospitals, as providers or economic producers; and health care as a commodity or product.
In the market system health services are provided by multiple teams in a non-cooperative
regime (i.e., economic transaction), and procured by multiple clubs in a non-cooperative regime
(Ruys, 2002). The fundamental locus of accountability rests on the individual consumers and
providers of health care-physicians, or hospitals. However, to ensure efficient, competitive,
and fair operation of the market, there is a role for a marketplace regulator. Traditionally,
this role has been entrusted to the government, the only body with sufficient power and
resources to oversee providers. In the market system the primary domains are price and
quality.s Accountability is mediated by the marketplace, where the mechanism for expressing
dissatisfaction is "exit". Consumers are supposed to switch away from poor providers, whose
'revenues drop, membership declines and management is impelled to search for ways and means
to correct whatever faults have led to consumer "exit" (Hirschman, 1970). For the market to
work, consumers must be able to easily switch among providers and must have accurate and
accessible information on the price and quality of providers (Arrow, 1963). In general, such
information has been lacking.

If the objective of the government is to promote efficiency and consequently service quality
contracting-out may be a solution. Usually, in this system, there is a global public budget, just
like the public unified system. The difference is that the budget is not assigned in advance to

organizations as a cooperative, or an association" (Ruys, 2002b).
SAccording to Ruys (2002) this is the Utility and Price S,ystem. Consumers maxicnize utility given their

budget constraint, which is determined by market prices, as in the neciclassical framework (ibid.).
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public providers regardless of their performance, but is directed to a pluralistic set of providers
as a function of certain criteria that reflect productivity and, in the best cases, also quality
(Londono and Frenk, 2000). In the contact system services are procured by a single club
with a cooperative regime and provided by multiple teams in a non-cooperative regime (Ruys,
2002). The procurement system is output~price contract system (ibid.). A more sophisticated
contract system is the Regulatory System, in which not the content of a service is contracted
out, but the form and the legal conditions needed for providing the service (Ruys, 2002).
The contract system is typical in the health systems of Canada, Germany, Japan, and South
Korea where health care services are provided by the government indirectly through long-term
contracts (Hsiao, 1995). In the indirect way of health care service provision the insurance plan
contracts with both public and private providers for service. Under this system, patients have
the freedom to choose any physician or hospital.

The stakeholder system is shown in figure 5.4 by pointed arrow 4. The governance structure
is network. The stakeholder system includes local and international NGOs. In this system
health services are provided by a single team with a cooperative regime and procured by
multiple clubs in a non-cooperative regime (Ruys, 2005). Each club is organized to express
the wishes of its members about the service of general interest for the society. Clubs have
an open membership with a voluntary contribution. Thus the procurement system is called
the Interest and Contribution System (ibid.). Under a simple legal system, there may exist
a close link between the members of the club and the members of the team (ibid.). In this
case if financing is public but provision is private~ NGOs), governments must decide how
to subsidize private care. The question of incentives to providers raised by that issue also
applies to paying for publicly provided care- to the "internal market" in the public sector.
And if governments are to influence the market for discretionary services, they must decide
what instruments are most appropriate for affecting the behavior of insurers, providers, and
patients (World Bank, 1993). This raises the question of how far the government should itself
act as an insurer, through social insurance, and how far it should regulate private insurers.
Each of these decisions involves tradeoffs among the objectives of health policy: better health
outcomes, lower costs, more equity, and greater consumer satisfaction with the health system
as a whole and with individual care.

As can be seen from figure 5.4, there are different incentive structures between the public and
private health care financing systems. When the government is the most important third-
party payer (service procurer) health care is largely financed by taxes (for example in the
UK, Denmark, Ireland, and Sweden). Since tax revenues generally fall short of government
expenditures there is a strong pressure to control health care costs. Hence, it is not surprising
that in tax-financed health care systems most health care institutions are state-owned and
medical specialists are salaried. Such a top-down `command and control' system presumably
is the most effective way of controlling costs by rationing the supply of care, but offers little
incentives for (dynamic) efficiency and for an effective matching of patient needs and care
(Maynard, 1999).

In many industrialized countries health insurance is the dominant method of health care fi-
nancing (for example the US, Germany, France, the Netherlands and Belgium). One should
distinguish between social insurance bodies and private health insurance companies. Social
insurance bodies typically cover the costs of a largely defined package of benefits for a com-
pulsorily insured population and are not at financial risk. Since social health insurance contri-
butions are designated for health care only, there is less direct pressure to contain costs (the
most important indirect pressure usually comes from employers who regularly pay a substan-
tial part of their employees' social insurance contributions). In most countries where social
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health insurance is the primary source of health care finance, fee-for-service is the primary
method of paying physicians.

Private health insurance is relatively important in the US, Germany, and the Netherlands,
where substantial parts of the population are not entitled to social health insurance (for non-
catastrophic risks). The dominant form of private health insurance is cost reimbursement,
which means that the full medical costs rather than fixed indemnities are covered. In countries
where social or private insurance is non-existent user fees are the ultimate sources of finance
for private health service, and taxes for public health service. In most developing countries
both user-fees and taxes are used to finance public health facilities. Further some Sub-Saharan
African countries subsidize private-not-for profit (NGOs~ Mission) health care facilities.

As can be seen from figure 5.4, in the health sector there are various actors, which are linked
in a principal agent relationship. The following are some of the main actors in the health
care sector: health care service receivers (patients~potential beneficiaries), health care service
performers (physicians and nurses), health care service providers (hospitaLs, health centers, and
clinics), health care service procurers (funding agencies), the Ministry of Health (regulatory
body), non-government organizations, professional associations, parliament, local government
officials, and healthy councils and hospital boards. The roles of each actor are described below.

Health Service Users (Citizens~Potential Beneficiaries)

Although health care beneficiaries and patients are central to service delivery, traditionally,
health systems have not accorded them much of a role in accountability (Brinkerhoff, 2003).
As noted above, information and expertise asymmetries and the gatekeeper power of health
care providers have limited health service users' ability to obtain and evaluate health service
information. Shaw (1999:12) notes that the public and private sector can be sharply distin-
guished in terms of the speed by which client feedback can affect production, performance
and job tenure. When services are under-provided or of poor quality in the public domain,
negative client feedback often takes considerable time, through public opinion polls, media
coverage, and eventual changes in political candidates and platforms via the voting process.
All this implies a lagged process whereby public administration officials may be misinformed
about client demands for some time.

Many health system reforms, however, seek to strengthen the role of health service users and
patients in accountability, particularly for purposes of assurance (e.g. meeting standards) and
improving performance. The creation of health care markets through privatization and new
provider payment schemes, which characterizes reforms in the United States and Common-
wealth countries (Appleby, 1999) as well as developing nations (Bennet, et. al., 1997; Shaw,
1999), seeks to transform service users into customers. Customers can hold services providers
accountable by exercising their positions for either voice (expressing preferences, complaining)
or exit (choosing another provider), thereby imposing sanctions that influence providers' in-
centives (Paul, 1992). Similarly, efforts to increase users' participation at the community level
also aim to expand the role they play in accountability relationships by transforming them
from passive recipients of services to active, engaged shapers of policies and services, and in
cases where the health system decentralizes and devolves some service delivery functions to
communities themselves, turning them into service co-producers and partners'. Focus groups
and client satisfaction surveys are some of the mechanisms that can be used to obtain the
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views of service users.

Ministry of Health

The role of the Ministry of Health is above all to formulate and develop policy, but also to
regulate and control that policies are being followed. It is a central actor in accountability re-
lationships, both in terms of holding health care providers accountable, and being accountable
to other branches of government, and indirectly to citizens. The MOH oversight a significant
number of actors: public sector health care providers at various levels (central, regional, local),
private sector health care providers through regulatory monitoring and enforcement; budget,
logistics, facility, and equipment management units; purchasing and contracting entities; pol-
icy, planning, regulatory and quality assurance functions; and so on (Brinkerhoff, 2003). This
broad oversight mandate is in most cases accompanied by strong sanctions: the ability to
hire, fire, and promote; the right to awa.rd or abrogate contracts; and the authority to set
and enforce policy, regulatory, and performance standards. In many countries the ability of
the MOH to fulfil this mandate is limited, and thus health system reforms often focus on
strengthening or building the organizational systems and procedures needed for the MOH to
exercise its accountability functions effectively, and on devolving functions best fulfilled by
other actors- in particular, separating payment from provision of services (Brinkerhoff, 2003).
For example, the WHO's concept of stewardship identifies ensuring accountability as one of
the key domains for successful health systems and a major responsibility of the MOH as the
primary policy maker and overseer of the health system (Travis, et. al., 2002).

Funding Agencies

Funding agencies are an important set ofactors in health system accountability. In most devel-
oping countries the finance ministry provides sectoral entities with annual budget envelopes,
which are usually arrived at through a budget forecasting and negotiation processes. Funds
are then disbursed against those targets (on a quarterly or monthly basis). Disbursements
required the MOH to report on and account for funds spent, and in some cases, to make
adjustments in forward spending plans.

In health syst.ems where payment and provision are separate, and providers are reimbursed for
services based on a capitation or other formula, the insurance fund agency becomes a key actor
in accountability relationships. While the most obvious accountability role insurance funds
play relates to financial control, these funds can strongly influence accountability for quality
of care and other standards (assurance purposes), and performance accountability through
the design and implementation of provider payment systems. These payment systems create
incentives both for patients and providers that can have important impacts on health system
performance and the achievement of health outcomes and equity (Maceira, 1998).

Insurance fund agencies are themselves subjective to accountability demands. Depending upon
how they receive their funding, these agencies are answerable to finance ministries and courts
of accounts, or in some cases to legislature, boards of directors, or other oversight entities.
They have a basic fiduciary responsibility to account for the monies they receive and disburse,
but to the extent that the information system they employ include data on service utilization
patterns and so on, they may report on performance measures as well.

Non-government Organizations

Non-governmental actors play an increasingly important role in health sector accountability.
The reasons for this are varied: the rise in contracting out for health services delivery, in-
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creased numbers of public-private partnerships, and NGO participation in policy networks.
When NGOs are engaged in service delivery, the major focus is on financial and performance
accountability. Cross-sectoral service delivery arrangements create ambiguities and possible
conflicts for accountability since it is often not clear which actors are ultimately responsible
for level of service, quality, and outcome (Edwards and Hulme, 1996; Leazes, 1997). A key
source of ambiguity has to do with whether NGOs should be more accountable to the fun-
ders of services (that is, to stakeholders~government), or more accountable to service users
(citizens). It also introduces confusion into accountability relationships because often NGOs
simultaneously deliver services through grants or contracts with public agencies and engage
in advocacy on behalf of constituents and service recipients.

Health Care Providers

Health care providers are key actors in the health system accountability. A major distinction
can be made between individual providers (e.g. doctors, nurses, community health workers)
and organizations or facilities that provide service (e.g. hospitals, family group practices, local
health centers). The behavior of individual health care service providers can be interpreted as
the combination of the perfect agent model, the medical ethics, and the private-interest model
(OECD, 1992:17):

. The perfect agent model assumes that the doctor provides expertise to the patient based
solely on the interest of that patient.

. The medical ethic model assumes that the doctor's primary motivation is to provide as
much care as possible to the patient irrespective of costs.

. The private interest behavior assumes that doctors will act in their personal interest and
will try to maximize income or other benefits.

Another important distinction is between public and private sector providers. Providers are
subject to a wide range of accountability demands from the other actors identified here. For
individual providers, the organization in which they operate create the immediate context for
accountability where organizational procedures, rules, routines, and hierarchical relationships
shape the pressures and sanctions that hold providers to account and influence their behav-
iors. Beyond their immediate organizational settings, individual providers face accountability
pressures from professional associations and licensing bodies to meet and maintain standards
and values, from community groups to respond to their needs, and from individual patients
to provide quality care.

Public versus private (including NGO) providers confront some differences in accountability
demands, although health system reforms that create public-sector markets for service delivery
have narrowed those differences, subjecting public providers to hard budget constraints and
performance targets. A major difference has to do with responsibility for service delivery to
poor and under-served populations. Public health providers are, by and large, charged with
the care of the poor and the indigent, and with offering services in areas, both rural and urban,
where private providers are unavailable. In some cases, NGO providers also fill this niche.

Parliament

Legislatures can play a role in health system accountability by virtue of their place in admin-
istrative chains of political~democratic accountability. This type of accountability flows from
the MOH to the cabinet and the parliament, and through the parliament, whose members are
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the duly elected representatives of the people, to the citizenry. These chains of links makes
the minister responsible to provide answers and explain administrative decisions; provide an
accounting of the MOH's resource utilization, activities, and achievements; investigate and
remedy deficiencies and problems; and if required resign. Legislatures can also play a role in
issues of performance accountability, quality of care, and so on via oversight committees and
hearings.

Local Government Officials

In decentralized governance systems, local authorities often have some responsibility for health
services, either direct service provision, financing or both (Mills, 1994). Particularly in terms
of decentralized health care financing, local governments are often key intermediaries between
central authorities and local citizens, which can result in accountability tensions. Since most
local governments' tax base is dependent up on land and property taxes, which put limits on
how much additional revenues can be raised, they depend upon central government transfers
for health spending. The mixed funding can put local officials in the difficult position of being
accountable to the center for planning and budgeting according to standardized norms and
procedures and to local constituents for meeting their preferences and expectations.

Health Councils and Hospital Boards

These types of advisory and oversight bodies are a growing category of actor in health system
governance and accountability. They are often the product of decentralization and privati-
zation strategies and efforts to increase responsiveness of health facilities. In many countries
councils and boards are constituted as statutory bodies with district legal identities. Coun-
cils, whether at district, provincial, country, or municipal levels, tend to have supervisory
authority over boards, and thus become links in the accountability chain upwards to health
ministries~departments and to legislatures.

Boards have responsibility for individual hospitals, undertaking strategic planning, providing
fiduciary stewardship, monitoring performance and the achievement of targets, ensuring qual-
ity standards, appointing and appraising senior management, and engaging in constituency
and community outreach. Boards are usually comprised of elected members, in general a mix
of health care professionals, private business persons, and community representatives.

Professional Associations

Particularly in health care, associations have an important role in accountability for assur-
ance and performance improvement purposes. The medical profession has a long history of
self-accountability through the Hippocratic tradition, standard setting, peer review, and ac-
creditation. Professional associations, as definers and guarantors of effective medical practice,
have an implied contract with society to hold their members accountable. To a certain extent,
accountability relies upon shared values of technical expertise and altruistic commitments to
provide quality care to assure that standards are being met and outcomes achieved. Because
of the logistical difficulties of monitoring service delivery and the specialized knowledge re-
quired to assess quality, professional associations advocate for self-policing, arguing for trust
in professional codes and in training and accreditation standards. In the United States and
OECD nations, the state and professional associations collaborate in licensing health care
providers. The state provides the legitimizing and legal basis for licensure, but the licens-
ing body is under the control of the leadership of professional associations. In developing
countries, professional associations' capacity to fulfil these roles is relatively limited, though
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growing in some countries.

5.4 Purchaser-Provider Split in the Health Sector as an
Analytical Tool

The market-inspired organization and control models along with the business-like relationships
between organizational units became prominent in the public sector in the late 1980s, which
usually go under the name of New Public Management (NPM). One area affected by NPIV1
was the health sector. The intension of the NPM was to increase ef6ciency in different ways
for service production (Pettersen, 1999). The key to efficiency in public service management
is increasingly seen to be the separation of responsibility for the purchasing from that the
provision (or production) of public services (Kolderie, 1986; Savas, 1987). The motto of the
purchaser-provider split is "value for money" or " money should follow the patient" (WHO,
2000). The purchaser- provider split was believed to create greater accountability both within
the organization and to external monitoring bodies and the public generally (Siverbo, 2004).

The purchaser-provider split was first used in Sweden in the late 1980s. At this time the
public sector was being criticized for being inefficient and politicians were seen as being too
involved in operational details (Siverbo, 2004). The purchaser-provider split was launched as
an instrument to introduce competition to the public sector and to shift political control. The
idea was that division between purchaser and provider would solve the efficiency problem at
the secondary care level (Fischbacher and Francis, 1998).

In the framework of a purchaser-provider split there are six relationships, of which the pur-
chaser has three important relationships. The first is with the public (Relationship A in figure
5.5). The purchaser should represent the public and make sure that they receive the health
care service they require. By becoming competent at mapping the wants and needs of the
population, purchasers can possess a competence that the provider lacks. In principle, the
purchaser should handle the relationship with the public, and it is only when the citizens
becomes a patient that contact is initiated with the provider.

The second relationship is with the provider (Relationship B in figure 5.5). The relationship
between purchasers and providers is, formally speaking, built on contract management and
evaluation. Through contract management, the purchasers should make sure that the providers
actually provide the service that the public demands. Before orders are placed, the purchasers
should find out who the competing providers are, specify what they want to purchase and ask
for a quote. They can then sign contract with the providers who provide the best service for
the money. Once the contract is signed there is no need for a public provider to be responsible
for production because competition does not increase after the activity has been procured;
the most important factor is the actual procurement or purchasing process. In health care it
is not a question of increasing competition in the market, but of creating competition in the
market (Siverbo, 2004).

The third relationship is between purchasers and the financiers (Relationship C in figure
5.5). The role of financier involves distributing of resources to the purchasers, who in turn
negotiate health care and sign agreements with providers. According to the principles of the
purchaser-provider split, there is a clear division of roles between financier and purchaser, but
in practice it has not worked quite so smoothly (Siverbo, 2004). The purchasers felt that
financiers intervened in the process too much, for example, deciding how to compensate for
production over and under agreed volumes and distributing extra resources straight to the
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Figure 5.5: Purchaser-provider split
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providers (Charpentier and Samuelson, 2000; cited in Siverbo, 2004).

The fourth relationship is between the providers and financiers (Relationship D in figure 5.5).
The relationship is materialized when there is a need for an investment decision from the
provider and approval from the financier. But very rarely do financiers impose demands on
the providers in terms of return on investment.

The fifth relationship is between providers and health care service performers (Relationship
E in figure 5.5). This relationship involves a contractual agreement between the employer
(provider) and employee (performer). Provider payment mechanisms can be defined as a type
of contract among two or more players-patients, providers and payers-that creates specific
incentives for the provision of health care and minimizes the risk of opportunistic behaviour
(Maceira, 1998). Provider payment mechanisms help to take care some aspects of the lack of
symmetric information across actors, by defining rules such as price per patient or group of
patients, cost reimbursements, and criteria for patient transfers or rejection. Four main actors
are affected by provider payment mechanisms: health care facilities (e.g., hospitals), health
professionals (e.g., physicians and nurses), patients, and insurers~payers. Provider payment
mechanisms determine the methods of health care service delivery and incentive and reward
structures in the health care system.

The sixth relationship in the purchaser provider split is between health care service performers
and health care service receivers (patients ~potential beneficiaries) (Relationship F in figure
5.5). This is a value-creating interaction between performers and receivers. Any contract
between a physician (performer) and a patient (receiver) involves the problem of asymmetric
information, to the disadvantage of the latter. The patient depends on the doctor to know the
nature of his illness, but he does not know if the amount and quality of the received health
care is correct. Only results can (sometimes) be evaluated. Moreover, if the patient does not
pay but has health insurance, he~she does not have to worry about the cost of the treatment,
leaving more room for physician discretion. Then the information problem is between the
doctor and the insurance company. Likewise, health insurance companies and patients do not
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always share the same ideas about the 'right' treatment.

Despite its sound theoretical base, in practice, the purchaser-provider split was found difficult
to implement in health care (Siverbo, 2004; Ellwood, 1997; and Walsh et al., 1997). In the
health service real competition was seldom achieved. It is common for the purchasers and
providers to have a monopoly (Ellwood, 1996). Another circumstance explaining the lack of
market relationships in health care was that the clear examples of hierarchical management
and planned economy that the purchaser-provider split came to operate within (Propper and
Bartlett, 1997). Given these difficulties, it may be that the desirable strategy for central
government is not to encourage direct competition between providers but either to simulate
competition between existing providers or to promote competition for the provision role. The
first could be achieved through yardstick competition, the later through contracting out or
franchising. Where there is no direct competition, 'yardstick competition' (also known as
bench-marking) can be used to identify good providers (Propper and Le Grand, 1997). That
is, the performance of providers can be compared to others who are similar. To promote
efficiency and responsiveness good providers must be rewarded for being good (and therefore
poor providers punished). In practice, there are difficulties with yardstick competition. One
key problem is the definition and establishment of the 'similarity' of the organizations being
compared. In addition, in the health service, there may be political unwillingness to define
good provider, or more likely, what is meant by good service provision may change quite
rapidly as political goals change.

By the middle of the 1990s, it was noted that co-operation and trust were important qualities
in the purchaser-provider split (Lindkvist, 1996). These are qualities that were not emphasized
in the same way in early rhetoric about the purchaser provider split. In 5weden, for example,
contractual management in its original form has been abandoned in a number of councils as
a result of few competing providers to choose from (Leffler, 1996; cited in Siverbo, 2004). In
Britain the New National Health System (NHS) ended the experiments with market-inspired
organization and control in health care sector in 1997. The division into purchasing and
providing units remained, but the word 'purchasing' was replaced by `commissioning', and
the contracts were replaced by long-term service agreements (Siverbo, 2004). The providers
(trusts) were now required to collaborate rather than compete (ibid). Nowadays, the emphasis
is on co-operation and trusting relationships (Giddens, 1999; and Locock, 2000). Efficiency
through co-ordination and co-operation has replaced ideas of efficiency through competition
(5iverbo, 2004).

5.5 The Concept of a Dual Economy and the Role of
Micro-Health Insurance in such Economy

A dual economy is an economy based upon two separate ~ distinct economic systems which
coexists in the same geographic space. Dual is the coexistence of "traditional" and "modern",
(Ray, 1998). Dualism is the characteristics of many developing countries in which some parts
of a country resemble advanced economies while other parts resemble traditional economies,
i.e. there are circuits of production and exchange. In our study a dual economy refers to the
formal and informal sectors, which are synonymous with modern and traditional economies,
respectively. The informal sector includes all economic actívities in all sectors of the economy
that are operated outside the purview of government regulation. This sector may be invisible,
irregular, parallel, non-structured, backyard, underground, subterranean, unobserved or resid-
ual (IVlagbagbeola, 1996).Informal economic activities in Eritrea encompasses a wide range of

103



Health Care Governance in Develoying Cov.ntries: The Case of Eritrea

small-scale, largely self-employment activities. Most of them are traditional occupations and
methods of production. Others include such financial and economic endeavors of subsistence
nature as: retail trade, transport, restaurant, repair services, financial inter-mediation and
household or other personal services (Adamu, 1996). Activíties in the informal sector in Er-
itrea are difficult to measure; they are highly dynamic and contribute substantially to the
general growth of the economy and personal or household income.

The informal sector in Eritrea can be categorized into the following sub-sectors: productive,
service, and financial.

Informal Prodv,ctive Sub-Sector: this sub-sector encompasses all economic activities involving
the production of tangible goods. They include agricultural production, mining and quarrying,
fishing, sma11-scale manufacturing, building and construction. Especially they manifest in food
production, woodwork, furniture making, garment making, welding and iron works, among
others.

Informal Seruice Sub-Sector: this sub-sector includes repairs and maintenance, informal edu-
cation services, health services, counseling services as well as labor menial work. Repairs and
maintenance services include tailoring, vehicle repairs and maintenance, tinkering, carpentry
and servicing of various household and commercial tools. Informal health services, especially
in the rural areas, include traditional birth attendants, herbalists and other traditional medi-
cal practitioners. There are also traditional spiritualists who offer counseling services. These
services are rendered for fees paid to those who render them.

Informal Financial Sub-Sector: the activities of this sub-sector are mostly underground, un-
official, irregular, informal, and parallel. Ekub and Mahber are the most dominant forms
of informal finance in Eritrea. Ekub is an informal association where members contribute a
fixed amount periodically and give all or part of the accumulated funds to one or more mem-
ber(s) in rotation until all members have benefited from the pool. Mahber is a quasi-religious
mutual aid informal community association where members of non-kinsmen participated in
communion. Each member of the Mahber makes a periodic contribution of a specific amount
of money and benefits are paid out to members in money, or in kind, in the event of the loss
of a job, an accident, illness or death. In addition the Mahber provides financial credits to its
members at times when they face serious crises. Some Mahber groups operate with written
laws while others operate with unwritten laws but on oath of allegiance and mutual trust. In
Eritrea, there are also informal moneylenders, saving and credit associations and credit unions.
Moneylenders are believed to be highly exploitative with high rates of interest through which
they extract economic surplus provided by peasant labor, capital and land. The saving and
credit associations as well as credit unions operate in more formalized ways than Ekub and
Mahber. They may or may not be registered under any legislation.

Like in most Sub-Saharan African countries the health care system in Eritrea has a dual struc-
ture: traditional and modern, which is almost perfect mirror image of the domestic economy.
In Eritrea there are no formal health insurance systems that cover the traditional~informal
sector of the economy. Social insurance is still confined to a minority of the population, e.g.
through contributions to pension and health insurance funds that are directly deducted from
the pay. This minority mainly consists of state employees, members of the armed forces, and
employees of large companies. In a survey of twenty-three SSA countries covering the period
1971 to 1987, Vogel ( 1990) found that only seven countries ( 30 percent) had formal health in-
surance systems in place. The percentage of the total population insured ranged from O.OOl~o
in Ethiopia to 11.401o in Kenya.

It is primarily the rural population and the population in the informal urban sector who are
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excluded from protection against disease and accidents. They try to pay for health treatment
mainly through solidarity structure based on family or ethnic allegiances. The members of
these family or ethnic groups help each other mutually and pool resources when one of their
members is in (financial) need. Private commercial health insurance organizations exclude
these two segments of the population from their services, as they are not regarded as being fi-
nancially "solvent". Neither the state nor the free market ensures adequate protection against
critical health risks for the socially excluded population. As a result at the time of ill-health,
households do not have recourse to mechanisms that will protect the financial resources re-
quired for basic consumption needs, such as transportation, education, and food not produced
by the household. As most functional health insurance systems are associated with formal
sector employment-requiring regular contributions compatible with formal sector earning-the
majority of individuals in Africa are not insured (Arhin, 2001). The formal sector schemes
effectively cover those who constitute the relatively small upper and middle classes (Vogel,
1990; Abel-Smith, et al, 1994).

Uncertainty about the timing of illness, the unpredictability of health care costs required for
episodes of illness, and the low and irregular income of individuals make it virtually impossible
for households to make financial provision for illness-related expenditures. User fees constitute
a major part of such expenditures. As a consequence, user fees have been, and continue to
be, a major contributing factor to the high incidence of out-of-pocket payment by individuals
and households at the time of illness. Furthermore, the majority of households are unable
to obtain credit from the formal banking system. Thus user fees, in addition to having been
largely unsuccessful in raising significant resources, have contributed significantly to increasing
the exposure of poor households to finance risks associated with illness (Arhin, 2001). In the
Absence of risk protection, the cost of care becomes a barrier to seeking and obtaining health
care. Thus health insurance not only provides protection for the income consequences of
ill-health, but also removes financial barriers to obtaining health care at the time of illness,
making it possible to access treatment promptly. Several African studies have demonstrated
that many typical households are unable to utilize formal health services effectively because
they are hindered by the immediate cash payments involved (Arhin, 2001). This situation
compels sick individuals to defer visits to the health facilities until their conditions become
critical. Yet when emergency treatments are delayed, it may lead to serious health and financial
consequences resulting in further impoverishment of the household.

In Africa, schemes intended for the informal sector are confronted with low and irregular
incomes of target populations and consequently negligible potential for profit making. By
necessity, therefore, schemes for the informal sectors have social welfare dimensions rather than
commercial characteristics. This is made more apparent in mutual models since they involve
actions by social institutions, communities, and the state. The mutual schemes represent
public action taken to reduce human deprivation and eliminate vulnerability (Burgess, et.
al., 1991). They facilitate explicit or implicit participation by communities in the design
and implementation of a scheme. Depending on the composition and cultural norms of the
community, emphasis should be placed either equally or preferentially on achieving the social
and financial functions of the scheme.

In a situation in which free public health services provided by the state are no longer being
provided and access to private insurance is denied, a voluntary association of the excluded
population to form an autonomous, locally organized health insurance schemes at the local
level is one possible way of closing the gap. The primary aim of these micro-health insurance
organizations is to pool the resources of a whole group (mainly of socially excluded individuals)
in order to obtain protection for all the members against the financial effects of the health
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risks to which they are potentially exposed (`risk pooling'). Joining together into a group
means that the financial costs of the health risks can be 'distributed' among the members, as
each member pays a premium.

At the local level, this means that a manageable group of people, most of whom know one
another, pay a contribution in cash or in kind to the insurance scheme, from which specific
treatment costs and~or drug costs can be fully or partially borne by the insurance association
(i.e. by all members) if one of the members fall ill. This can substantially improve the
health situation for poor households and prevent them from the shock of very high treatment
costs that would otherwise reduce them to poverty or even deepen it. In this way, setting-up
micro-health insurance organizations also help to fight poverty at the local level.

The World Health Organization (WHO) regards so-called "pre-payment schemes" as a way
of enabling poor people in developing countries to obtain access to health care services when
state-organized social insurance has not (yet) been universally introduced due to inadequate
organizational, institutional, and financial conditions (WHO, 2000). In 1998, the International
Labor Office (ILO) established its own department for social insurance, known as "Strategic
and Tools against Social Exclusion and Poverty" (STEP)s . The STEP program promotes the
setting up of micro-health insurance organizations, not only by providing conceptual work but
also through networking functions, as well as by providing training and further education in
various parts of the world-e.g. in setting up local health insurance organizations (ILO, 1998).

Dror and Jacquier (1999) noted that there are two main reasons why even poor people in devel-
oping countries are willing to join up: Because like everyone else, they have both economic and
social needs. In sub-Saharan Africa-particularly in Senegal, but also in Mali, Burkina Faso,
and Ghana considerable experience in the setting up of micro-health insurance organizations
has already been gained (Kaara, et. al., 2001). There are several examples of micro-health
insurance organizations, for example the so-called mutuelles de sante in Thies near Dakar in
Senegal. Sixteen local health insurance organizations have been in existence there since the
early 1990, cooperating closely with the "Saint Jean de Dieu" regional hospital (Jutting, et.
al., 2000). In this case, the health insurance organizations pay for 100070 of hospital costs for
15 days, while the hospital offers the mutuelles de sante and their members a 5007o reduction
on normal costs. A total of around 26,500 people are insured through the various health in-
surance organizations in and around Thies (ibid.). Arhin (1994) also mentioned a number of
successful micro-health insurance schemes in sub-Saharan Africa, which covers the informal
sector. These are Carte d'Assurance Maladie (CAM) program in Burundi, Community Health
Fund (CHF) in Tanzania, Abota Village Insurance Scheme in Guinea-Bissau, Nkoranza Com-
munity Financing Health Insurance Scheme in Ghana, Bwamanda Hospital Insurance Scheme
in former Zaire, and Dangme West Health Insurance Scheme in Ghana.

5.6 Empirical Research Methodology

Research methodology is the application of scientific procedures towards acquiring answers to a
wide variety of research questions. Methodology incorporates the entire process of a study, i.e.
conceptualizing and observing the problem understudy, research questions to be investigated,
data collection and analysis, and generalization of the results. Yin (1994) identifies five distinct
research methodologies: case studies, experiments, surveys, archival analysis and histories.

sThe International Labor Office (ILO) program "Strategic and Tools against Social Exclusion and Poverty"
(STEP) uses the term "micro-insuranees"; others describes these iiutiatives as "informal health care insurancé'
or "mutual health organizations" (mainl,y in West and central Africa; the Fl-ench term is mutuelles de sante).
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According to Yin (1994), the decision to use one of these methods depends on: the type of the
research question; the control that a researcher has over actual behavior events; and the focus
on contemporary as opposite to historical phenomena. For our study survey and case study
methods are an appropriate strategy. The case study and survey methods are not mutually
exclusive; hence, one could have a case study within a survey or a survey complementing a
case study (Hakim, 1987; Dancey and Reidy, 1999).

5.6.1 Case Study Method

A case study is an empirical enquiry that investigates a contemporary phenomenon within its
real life context, especially when the boundaries between the phenomenon and context are not
clearly evident (Yin, 1994:13). Case study is an ideal methodology when a holistic, in-depth
investigation is needed (Feagin, et al., 1991). Yin (1994) noted that a case study is preferred
where, the research question to be addressed is of the type of "how-why", when control of the
researcher over the research is none or very insignificant and the focus is on a contemporary
phenomenon within a real life context.

The case study's unique strength is its ability to deal with a full variety of data like documents,
interviews and observations (Flyvbjerg, 2004; Yin, 1994; Sekaran, 1992). With the case
method, it is possible to identify the reasons why certain decisions were made, how, and why
they were implemented, and with what results (Yin, 1994).

Yin (1993) has identified three types of case studies: Exploratory, Explanatory, and De-
scriptive.This research basically used descriptive and explanatory case study methods in the
analysis of health care provision and financing in Eritrea. A key strength of the case study
method is that the use of multiple sources and techniques in the data gathering process. The
researcher determines in advance what evidence to gather and what analysis techniques to use
with the data to answer the research questions.

Case study is known as a triangulated research strategy. Feagin, et al., (1991) asserted that
triangulation could occur with data, investigators, theories, and even methodologies. Denzin
(1984) identified four types of triangulation: Data source triangulation, when the research
looks for the data to remain the same in different contexts; Investigator triangulation, when
several investigators examine the same phenomenon; Theory triangulation, when investigators
with different viewpoints interpret the same results; and Methodological triangulation, when
one approach is followed by another, to increase confidence in the interpretation.

5.6.2 Survey Method

The word survey refers to the gathering of data or information from a sample or a specific
population, usually by questionnaires, personal interviews or telephone (Flyvbjerg, 2004). In a
survey method information is collected by means of standardized procedures so that individual
is asked the same question in more or less the same way. The survey's intent is not to describe
the particular indíviduals who, by chance, are part of the sample but to obtain a composite
profile of the population. In a survey method, samples are usually large and the focus is not
an individual in a sample but rather on the generalized profiles or statistics derived from all
the individual respondents (Bouma and Atkinson, 1995). Survey research is the appropriate
mode of enquiry for making inference about large groups of people from data drawn on a
relatively small number of individuals from that group (Marshal and Rossman, 1995).
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Surveys provide a speedy and economical means of determining facts about people's knowledge,
attitudes, beliefs, expectations, behaviors, etc. For example, major TV networks rely on
surveys to tell them how many and what types of people are watching their programs. Auto
manufacturers use surveys to find out how satisfied people are with their cars. Surveys,
therefore, provide an important source of basic scientific knowledge.

Economists, psychologists, health professionals, political scientists, anthropologists, and so-
ciologists conduct surveys to study such matters income and expenditure patterns among
households, the roots of ethnic or racial prejudice, the implications of health problems on
people's lives, comparative voting behavior, cultural beliefs and traditions, and the effects on
family life of women working outside the home, and son on, respectively. In our research we
use a survey method to collect primary data from health care service providers and health
care service receivers. The data was collected through questionnaire and interview.

5.6.3 Sample Size and Sampling Techniques

The first step in determining the sample design in general and the sample size in particular is
to set a specific objective7 in terms of the most important parameters to be estimated (Maisel
and Persell, 1996). Once the specific objectives are set the next step is to determine the sample
size and sampling techniques. Determination of the right sample size is not an easy task.

". .. if you select a sample that is too small, your confidence interval will be too large. If
you select too large a sample, you will waste your time, money, and effort. So you have
to know the right sample size-that is, the sample size that gives you enough precision
for your purpose, but not more" .

Maisel and Persell (1996)

Selecting a sample is a process in which you make a serious of decisions. In this study two
conflicting factors influence our decisions about the sample size: the precision required and the
cost. In general, the larger the sample size, the smaller the random error in sampling and the
greater the precision achieved in the study. However, the greater the sample size, the higher
the cost in time, money and effort. In selecting the right sample size, we have to achieve a
balance between our need for precision and cost.

In this study we drew three samples from different populations. The first sample was drawn
from modern medical practitioners; the second from traditional medical practitioners; and the
third from health service receivers (households). The techniques used in sample selection are
shown below.

~In this study we drew three independent samples from different populations. Each sample is designed to
achieve a specific objective. The first 250 samples were selected from a population of 2317 modern medical
practitioners; the second 250 samples from 2,952 traditional medical practitioners; and the third 1,657 sample
households were randomly selected from 52,771 households. The first. two samples were used to study the
perceptions of modern and traditional medical practitioners about traditional medical practice, and to assess
the complementarities between modern and traditional medical practices in Eritrea. The third sarnple was used
to study patients' choice of a health care service provider (i.e. government, mission, private, and traditional
medication) in Eritrea.
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Sampling Procedures: Modern Health Care Service Providers

First, the number ofhealth facilities in both public (governmental) and private (non-governmental
and for profit) sectors has been identified in the research site. The list of health care facili-
ties was obtained from the Ministry of Health, Research and Human Resource Division. The
following health care facilities were selected in the study areas:

Table 5.1: Health facilities visited during the assessment period, 2003

Health facilities
Adm. Zone Hospitals Health Centers Health S[a[ionsl Clinics

Maekel -Edaga-Hamus -Acria -Adi-Hawusha
-Hazhaz -Godaif -Embaderho
-Sembel -Merhano -Maitemenai

Debub -Dekemhare -Dbarwa -Dekemhare
-Adi-Keih -Segeneiti -Alla
-Mendefera

Anseba -Keren

SKB

National
Referral
Hospitals

-Adi-Tekelezan
-Elabered
-Hagaz

-Ghindae -Nefasit
-Massawa
-Halibet -Bum and Treuma Center
-Mekane-Hiwot -National Physiotherapy
-Berhan Ayni Center

-Geza Manda (Keren)
-Magarih (Keren)

-Ghahtelay
-Ghindae

5econd, at each chosen study unit (health facility) the number of workers was categorized
according to professional groups: physicians, nurse, assistant nurse, health technicians (lab-
oratory and x-ray), and other health professionals (sanitarians, anaesthesia, etc). For health
facilities that have large numbers of employees, a sample of at least 10 percent of were taken
from each category of worker. For small facilities with few personnel (up to 15 persons) all
listed workers were included in the sample.

Table 5.2: Health care personnel by specialization and administrative zone

Administrative zone

Health personnel
(yeaz-2002) II

Maekel Debub SKB Anseba NRHs Total

Physician 25 18 12 17
Nurse 177 I11 47 63
Assistant nurse 185 256 215 140
Health technicians 62 46 27 26
Other health Drofessionals 53 7 5 10
Total 502 438 306 256

Source: ll MOH (2003), Research and Human Resource Division

77
316
296
87
39
815

149
714
1092
248
lI4

2,3I7

Sample
size
45
75
85
30
15
250

Physicians, nurses and assistant nurses, account about 82 percent of the study subjects. Physi-
cians and nurses took a fair share in the sample, which is 48 percent. The persons who provide
an auxiliary service to the physicians constitute 52 percent of the sample. In Eritrea assistant
nurses constitute about 51 percent of the employees of the MOH. In our study they account
about 34 percent of the sample.
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Table 5.3: Sample distribution by administrative zone

Administrative zone Health personnel Population proportion Sample size
(year-2002) ll ( Health Personnel)

Maekel 502 0.216 54
Debub 438 0.189 47
SKB 306 0.132 33
Anseba 256 0.111 28
NRHs 815 0.352 88
Total 2,317 1.000 250

Source: 1~ MOH (2003), Research and Human Resource Division

Majority of the health facilities (45oI'o of the total health staff and 25010 of the hospitals)
are concentrated in the central zone (Zoba Maekel), where the capital city Asmara is found.
About 28.3010 of the MOH health staff are employees of the National Referral Hospitals(NRHs).
Health care facilities in Zoba Maekel and NRHs constitute about 54 percent of the samples
in this study. During the study period 3 hospitals, 3 health centers and 3 health stations
were visited from Zoba Maekel and 3 hospitals and 2 health centers from the national referral
systems. The remaining 46 percent of the samples were distributed in the three zones (zobasJ:
19 percent in Zoba Debub, 13 percent in Zoba Semenawi-Keih Bahri, and 11 percent in Zoba
Anseba. Zoba Debubawi-Keih and Gash-Barka were not included in the study because of time
and distance constraint. But we believe that the three zobas and the national referral hospitals
are good national representatives as they employed every category of the health staff.

Sampling Procedure: ~aditional Medical Practitioners

In Eritrea there are 2,952 traditional medical practitioners (MOH, 2003). The MOH has
identified eleven types of traditional medical practitioners. In drawing a sample of traditional
medical practitioners, population proportion and type of traditional medical practice were
taken into consideration. Efforts were made to include all types of inedical practitioners from
each administrative zone, except two zones Gash-Barka and Semenawi Keih Bahri.

Table 5.4: Distribution of traditional medical practitioners by zone, 2003

Administrative zone Number of Population Sample size
Traditional proportion

Medical Practitioners (T7~IPs)
(TMPs) ll

Maekel 364 0.123 59
Debub 1154 0.391 92
Gash-Barka 517 0.175 ----
Anseba 466 0.158 54
Semenawi-Keih Bahri 415 0.141 45
Debubawi-Keih Bahri 36 0.012 ----

Total 2952 1.000 250
Source: ll Ministry of Health: Pharmaceutical Department (2003)

Zoba Debub has the highest number of traditional healers (39010); followed by Zoba Gash-
Barka (17.5a1o) and Zoba Anseba (16o-Io). The Southern Red-Sea Zone has the lowest number
of traditional healers (1.2~0). The samples are taken in proportion to the number of traditional
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healers found in each administrative zone.

During the data collection period, in 2003, we had visited 3 cities, 4 towns and 25 villages
that are a home for the 250 samples of traditional medical practitioners. The highest number
of villages visited was in Zoba Debuó and Zoba Anseba. Zoba Maekel is highly urbanized as
compared to the other Zobas (Zones). The southern Red Sea zone and Gash-Barka are not
included in the sample because of time and distance constraints.

Table 5.5: Sample distribution by type of practice and administrative zone

Tradi[ional Medical
Practitioners

Administrative zone
Maekel Debub Anseba SKB Total

DruggistlHerbalist 5 15 10 6 36
Bone setting 7 12 5 6 30
Cupping~Bleeding 2 4 4 3 13
Traditional birth attendants 8 25 12 6 51
Magic 5 6 3 3 1~
Massage 5 2 3 1 11
Snake bite 3 7 3 5 18
Skin disease 3 5 4 8 20
Milk tooth extraction 9 7 5 4 25
Uwlectomy 12 9 5 3 29
Total 59 (23.6) 92 (36.8) 54 (21.6) 45(18.0) 250 (100)

Source: Field data, 2003.

Zoba Debub is densely populated area in Eritrea. It is a place for about 39010 of the traditional
medical practitioners and it accounts about 36.8010 of the sample. As can be seen from table
5.5, traditional birth attendants constitutes 20.4010 of the sample this is because they have
multifunction in the traditional medical system such as delivery assistance, female and male
circumcision, uvulectomy etc. About 35oI'o of the traditional medical practitioners have claimed
that they practice two or more of the above traditional medical practices.

Sampling Procedures: Health Care Service Receivers (Households)

We used a multi-stage sampling procedure to select both the study sites and subjects (house-
holds). First, from the six administrative zones in Eritrea three representative zones were
selected. These are Zoba Maekel, Zoba Debub and Zoba Semenawi- Keih Bahri. Second, from
each zone (zoba) a representative sub-zone (Nu-u-s zoba) was selected: Northwest sub-zone,
Ghindae sub-zone, and Dekemhare sub-zone. Each sub-zone has government hospital, mis-
sion (NGO), private for profit, and government clinics, and traditional medical places and~
or healers. Third, from each sub-zone a health district and two-village area administration
centers were selected. The health districts are Maitemenai (Northwest Asmara), Ghinda and
Dekemhare. The village area administration centers are Merhano and Tsada-Christian from
Northwest sub-zone, Nefasit and Embatkala from Ghinda sub-zone, and Damba-Seharti and
Alla from Dekemhare sub-zone. Fourth, from the selected health districts and village area
administration units a total of 1657 households with 7433 individuals were randomly selected.
The list of villages and households were obtained from the Ministry of Local Government. A
random sample table was used in household selection process. The sample size was determined
based on population proportion in the respective sub-zones.
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Table 5.6: Sample distribution by sub-zone, field data 2003

Sub-zone Total number of Population proportion Sample size
households ll (Households) (Households)

Ghindae 12,046 0.23 381
Dekemhaze 16,936 0.32 530
Northwest ( Maekel) 23,789 0.45 746
Total 52,771 1.00 1657
ll Ministry of Loca] Govemment: Cartographic Unit. Population of Eritrea,

Vol. 3, Dec. 2000.

Based on households proportion we draw a random sample of 381 households with 2,019
individuals from Ghin,da sub-zone, 530 households with 1908 individuals from Dekemhare
sub-zone, and 746 households with 3,506 individuals from Northwest sub-zone. The total
sample size is 1,657 households with 7,433 individuals. Average family size is 4.5.

5.6.4 Methods of Data Collection

Yin (1994) listed six sources of evidence for data collection in the case study protocol: docu-
mentation, archival records, interviews, direct observation, participant observation, and phys-
ical artifacts. The rationale for using multiple sources of data is the triangulation of evidence.
Triangulation increases the reliability of the data and the process of gathering. Ghauri and
Gronhaug (2002:181) defined triangulation as "the combination of inethodologies in the study
of the same phenomena" . Triangulation compares the results from either two or more different
methods of data collection (for example, interviews and observation) or, more simply, two or
more data sources (for example, interviews with members of different interest groups). Trian-
gulation helps the researcher to develop patterns of convergence or to corroborate an overall
interpretation. Triangulation is better seen as a way of ensuring comprehensiveness and en-
couraging a more flexible analysis of the data. In this study information was collected from
three sources: health care service performers (physicians, nurses, assistant nurses, health assis-
tances, traditional medical practitioners, and other health professionals), health care service
providers~purchasers (health administrators, medical directors, politically appointed health
officials and stake holders), and health care service receivers (citizens~potential beneficiaries).

The information obtained from the three sources was incorporated with overall findings of
the case study and survey results. Thus, data and methodology triangulation improves the
accuracy of judgments and results (Ghauri and Gronhaug, 2002).

Figure 5.6: Triangulation of information

Health caze service ~~ Health care service
performers: providersl purchasers:
(Modem and Traditional ~ ~ -Politically appointed health
Medical Practitioners) officials (ministers á division heads)

-Health administrators
- Decision-makers (stakeholders)

Health care service receivers (citizens~potential beneficiaries):
Households

Patients
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In this study we have collected both secondary and primary data. Secondary data have been
collected from the documents, achieves, publications, and annual reports of the Ministry of
Health.Secondary data were also obtained from the reports of the World Bank, IMF, WHO,
UNICEF, UNDP, and Eritrea's Demographic and Health Survey (2002; 1995).Therefore, our
secondary data were collected from various sources inter alias relevant books and journals,
international and national health reports, published and unpublished documents and so on.

Primary data were collected through questionnaires and interviews. Armstrong (2001: 797)
underlines that the combination of questionnaires and interview is the ideal approach because
it combines the quantitative data from the questionnaires with the qualitative data from the
interviews. It is always advisable to accompany questionnaires with some in-depth interviews,
even if time permits only a limited sample (Gobo, 2004; Soeters and Nijhuis, 1988).

(a) Data Collected through Questionnaire

In this study three types of questionnaires were administered. The first questionnaire was
administered to 1657 households of which 635 individuals (aged 15 years and above) were
reported illness in the selected areas. The second questionnaire was administered to 250 tra-
ditional medical practitioners, and the third was administered to 250 modern medical practi-
tioners. In addition to questionnaire in all cases an interview was made with key informants.
The first questionnaire was aimed at collecting data on the choice of a health care provider
while the second and the third questionnaire were aimed at collecting data on the perceptions
of modern and traditional medical practitioners about traditional medical practice in Eritrea.

Questionnaire Data on the Choice of a Health Care Provider

The household data were collected in a ten-month period from January to October 2003. The
head of the household was asked if he or a member of his family was ill in a three-month period
prior to the survey or during the survey period. Information was obtained for the first and
second attempts to cure an illness. But we use information on first visits of household members
because the focus of the study is on a one-period analysis of health care demand by the adult
population. Visits pertaining to obstetric care were discarded because the focus of the study is
on primary care. The data was collected through an open and close-ended questionnaire. Ten
persons (4 University of Asmara students and 6 elementary school teachers) were recruited to
collect the household data in the selected areas. The persons were trained on techniques of
data collection and interviewing.

A pre-test of the questionnaire was done in Southwest Asneara to 100 households. After some
adjustments the questionnaire was administered in the selected areas. In addition to illness-
related information, data were collected about demographic and socio-economic characteristics
of household members, method of finance for health care at time of ill-health, membership of
households in traditional mutual aid community associations, willingness of household mem-
bers to join Mahber based social insurance schemes, and the type of contribution made by
households to communal activities. Information on health facility attributes, such as distance
to the nearest health facility of each type, the price of services, and travel time to the near-
est facility, was also obtained from providers independently of the information reported by
household members.

A total of 21 health care facilities, of which 5 hospitals, 3 health centers and 2 clinics are
government owned; 1 hospital and 7 clinics are privately owned; and 3 mission clinics that are
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closest to the households were assessed. For each of these facilities, information was collected
about availability of drugs, type of inedical equipment, type of health personnel, and prices
charged for outpatient and inpatient services.

From the perspective of patients, the facility information in the enriched data set, such as the
charges for medical care, is exogenous. That is, each individual is linked to the characteristics
of available services, not the services that were actually used. Thus, the endogeneity problem
that arises when this information is collected from respondents is avoided (see Mwabu, et al.,
1993; Lavey and Quigley, 1993).

Questionnaire Data on the Perceptions of Modern and Zl~aditional Medical Practitioners
about ~aditional Medical Practice in Eritrea.

A cross-sectional study was carried out in 2003 in four zones of Eritrea to explore the knowl-
edge, attitudes and practices of traditional and modern health practitioners about traditional
medical practice in Eritrea. A sample of 250 1~aditional Medical Practitioners (TMPs) and
250 Modern Medical Practitioners (MMPs) were selected for the study. The samples were
drawn from the four administrative zones of Eritrea. The modern health practitioners were
contacted at their respective working places, while traditional medical practitioners were ap-
proached through the district and village administrators. Their names and addresses were
obtained in advance from the Pharmaceutical Department in the Ministry of Health. Most of
the TMPs conduct healing in their spare time.

In this study two types of questionnaire were administered, one for the modern and another for
the traditional medical practitioners. It is important to acknowledge that some of the questions
in the questionnaire were adopted from Addis et al. (2002). The study questionnaires for
the traditional and modern medical practitioners contain the following three components: (a)
personal data including age, gender, and educational status; (b) knowledge and practice about
traditional medicine, which includes source of knowledge, year of service, type of traditional
medical practices, collaboration with traditional and modern health practitioners; and (c)
attitudes toward modern and traditional health care practices, cooperation with modern health
practitioners~researchers and integration of the two systems etc.

Both questionnaires were semi-structured with closed and open-ended questions. Prior to
the distribution of the questionnaire, informed consent was obtained. The questionnaire was
prepared in Tigrigna (widely spoken language in Eritrea) and English. Limitations posed
by language barriers between the interviewers and the traditional medical practitioners were
solved by the help of village area administrators and students who speak Tigrigna and the
language in the study area.

(b) Data Collected through Interviews

Interview is one of the most common methods for collecting data in qualitative research.
According to 5tewart and Cash (2000) an interview is an interactional communication process
between two parties, at least one of whom has a predetermined and serious purpose, and
usually involves the asking and answering of questions. Thus interview allows participants to
províde rich, contextual description of events.

In our field study we conduct semi-structured interview with different health ofI'icials and key
informants. The int.erviews were conducted to collect three kinds of data from the subjects:
[a] health care financing, [b] health care provision, and [c] the utilization of health care fa-
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cilities in Eritrea. During the fieldwork in 2003 we interviewed 32 individuals. These were
5 top-level officials from the Ministry of Health (Director of Public Health Service, Head of
Pharmaceutical Service Department, Director of Research and Human Resource, Head of Fi-
nance Department, and Director of Public Health Service in zobn Anseba), Head of Eritrean
Catholic Mission Secretariat, Director of Social Services in Zoba Anseba, 10 Medical Directors
of public and private health care facilities, 5 Local Government Officials, and 10 community
leaders.

In order to facilitate communication with the subjects interviews were conducted in local
languages, and transcribed into English on the same day while observations and information
was fresh in mind. Interview questions took generally from 60 to 90 minutes. We use the
response of key informants to substantiate questionnaire results and the information obtained
from government officials. Because we felt that information collected solely from government
officials may not adequately reflect the actual reality; it could be politically or ideologically
motivated. Conducting interviews with many stakeholders is therefore intended to compensate
in part for this shortcoming. As noted by Ghauri et al. (1995: 94), the main advantage of
triangulation is that it can produce more complete, holistic and contextual portrait of the
object under study.

(c) Data Collected through Personal Observation

The observation method is the primary technique for collecting data on nonverbal behavior.
Although observation most commonly involves sight or visual data collection, it could also
include data collection via the other senses, such as hearing, touch, or smell (Bailey, 1978).
Observation is an important source of information (Yin, 1994; Ghauri et al., 1995).

In our study observations are often conducted as a preliminary to surveys and interviews.
During the data collection period we visited 12 hospitals, 11 health centers, and 9 health
stations~ clinics. Use of the observational method does not preclude us from simultaneous use
of other data-gathering techniques. Observations were also conducted jointly with documents
and facility study. Observation provides us an opportunity to study our subjects in their
natural environment. Some proponents ofobservational techniques (e.g., Johnson, 1975) noted
that observation is less reactive than the other major data collection techniques. Both the
experiment, with its heavy reliance on artificial environment, and the survey, with reliance
on verbal answers to a limited set of questions, can clearly cause bias in every data they are
attempting to study, so that data can be a product of the method rather than merely a measure
of an existing empirical reality. Observation methods could be participant or non-participant.
A participant observer is a regular participant in the activities being observed, and his or her
dual role is generally not known to the other participants. A non-participant observer, on the
other hand, doe not participate in-group activities and does not pretend to be a member. The
later type is adopted in our study.

Observation method is not without problem. One of the major problems cited by scholars is
that the researcher's own bias and lack of control over extraneous variables that may affect
the data can jeopardize methodological reliability (Marshal and Rossman, 1995; Bailey, 1978).
Nevertheless, in our study the problem of subjectivity is minimized by a number of factors.
First, our observation pertains to a relatively small section of the research subject. Second, the
information collected via questionnaires and interviews serve as the first hand sources, which
go beyond our subjective limitations, thereby diluting the problems of subjectivity. Third, the
secondary sources, which are widely used in this study, represent the interpretations of other
scholars, which make them transcendent, thus providing a counter to our own subjectivity.
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5.6.5 Methods of Data Analysis

Studies in health care are both quantitative and qualitative. In recent years there have been
a move towards combining quantitative studies with qualitative studies, with the objective
of gaining a deeper insight into the process of interaction between the variables (Kroeger,
1983). Quantitative study enables the researcher to measure the reactions of many people
to a limited set of questions thus facilitating comparison and statistical aggregation of data
with broad generalizable set of findings (results), and qualitative study on the other hand
helps the researcher to obtain detailed information about the subject under investigation
(study). Thus, our analysis has both qualitative and quantitative dimensions. Argyrous
(2000) noted that quantitative research techniques are used to quantify the size, distribution,
and association of certain variables in a study population. The quantitative data of this study
includes statistical tables and statistical descriptions showing the opinions and perceptions of
modern and traditional medical practitioners, and patients' choice on a health care provider.

All completed questionnaires were collected for data analysis, which consisted of office editing,
coding of open-ended questionnaires, and data entry. We have a missing data profile for
incomplete questionnairese . If there are many missing items in a particular questionnaire,
we may decide to exclude the whole questionnaire from our analysis (Varkevisser et al., 1993:
242). Too much missing data may indicate a problem with a question, either because of a
misunderstanding by the respondents or poorly written questions (Dancey and Reidy, 1999;
Green et al, 2000). We counted the missing values for the three types of questionnaires9
During the six-month (January-June, 2003) data collection period 218 questionnaires were
collected from a sample of 250 TMPs and 225 questionnaires from a sample of 250 MMPs.
32 questionnaires were missed from TMPs (12 questionnaires were discarded because of too
much missing data and 20 were not filled in because of refusal of the subject to participate
on the study). 25 questionnaires were missed from A1MPs (10 questionnaire were discarded
because of too much missing data and 15 questionnaire were not returned). The household
data were collected in a ten-month period from January to October 2003. During the ten-
month period data were collected for 1583 households out of 1657 households in the sample
by trained investigators. 54 households were excluded because either they were not available
at the time of the survey or unwilling to fill the questionnaire. In addition, 20 questionnaires
were discarded because of too much missing data. The average household size being 4.48, 635
individuals aged 15 and older were reported an illnesslo during that period, rather than the
expected 100011. Since children's demand (or choice) for a health care provider is different
from adults in this study we exclude household members below 15 years old (see Mwabu,
et al., 1993; Dor, et al., 1987). As many scholars pointed out, missing data are common in
surveys for many legitimate reasons. The major ways that data to become missing are: (a) no
response (refuse to answer the question), (b) don't know, and (c) not available (e.g., Ghauri

BThe few missing values incorporated in our data were analyzed t}uough SPSS version 11. SPSS missing
value azialysis is a critical tool for any one concerned about data validity. We examine our data from several
angles using six diagnostic reports to uncover missing data patterns. Then, estimate sununary statistics and
impute missing values through statistical algorism.

9The response rate for the three questionnaires are above 85 percent (i.e. the response rate for MMPs is
900l0, TMPs 87010, and households 9510).

loLike many other health demand studies, this sample is conditioned on reporting an illness. Unfortunately,
information was not collected on persons who were not ill. Thus, it will not be possible to correct for sample
selection bias associated with endogenous reporting of an illness (Mwabu, et al. 1993).

llDespite the high burden of disease in Eritrea only nine percent of the sample wcre reported illness in a
three-month period prior to tbe survey or during the survey period. Under reportiug of illness is a major
problem in Eritrea.
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et al., 1995; Argyrous, 2000).

The data collected through questionnaire were processed by SPSS program version 1112 . We
use a multinomial logit model to analyse the effects of independent variables on the choice
of a health care provider. Probabilities and marginal effects were computed by stata version
8. We conduct also Levene's test for equality of variance and t-test for equality of inean to
analyse the perceptions and attitudes of modern and traditional medical practitioners about
traditional medical practice in Eritrea.

5.6.6 Credibility of the Research Findings

Credibility of the research findings can be verified by subjecting data to two important mea-
surements: reliability and validity (Yin, 1994; Ghauri et al., 1995; Hakim, 1987). These tests
have been commonly used to establish the quality of any empirical social research. These tests
are also used to establish the trustworthiness of research results of an assessment tool. Hence,
empirical research work requires the identification of the needed information and an approach
to gather such information consistent with the demands of the above-mentioned tests of data
and analysis (Green et al., 2000; Dancey and Reidy, 1999).

Reliability refers to consistency of ineasurement, or the degree to which an instrument mea-
sures the same way each time it is used under the same condition with the same subjects.
The reliability of a measure indicates the stability and consistency with which the instrument
is measuring the concept (Sekaran, 1992). The ultimate objective of reliability is to minimize
the errors and biases in a study. In support of the reliability of the research findings, we have
performed several activities, as suggested by Yin (1994), Varkevisser et al. (1993), and Ghauri
et al. (1995). The reliability of the subjective responses can also be checked by [a] asking
similar questions to different categories of informants and [b] asking similar questions to the
same informants at different period of time (Ghauri et al., 1995; Dancey and Reidy, 1999).

For a case study to be reliable there must be a database that can be transparently used so
that other investigators can review the evidence. Accordingly our database includes documents
collected from the Ministry of Health, World Bank Reports 8e Publications, United Nations
Publications, World Health Organization Reports 8e Publication, Demographic and Health
surveys (EDHS, 1995; 2000), questionnaire data in summary sheets, and narrative interview
records. We used multiple sources of evidence as a means to check the reliability.

Moreover, to check the reliability of data and information we have asked similar questions to
officials in the MOH at different levels. The same question has also been asked to medical
directors in public and private health care facilities, and to key informants (Mahber 8e com-
munity leaders, and local government officials). As a further proof of reliability we have asked
similar questions to the same informants at different period of time (at the end of the data
collection period). Thus we have designed the interview questions to support the reliability
and objectivity of the answers to the questionnaires.

Validity refers to the degree to which a study accurately reflects or assesses the specific
concept that the researcher is attempting to measure. In short validity is concerned with the
study's success at measuring what the researchers set out to measure. There are four types of
validity: construct, content, internal and external.

Content validity ensures that the measure includes an adequate and repetitive set of items

12The data collected through interview were used to substantiate questionnaire data. Thus the findings
generated by SPSS aze synchronized with the qualitative data.
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that are relevant to the concept (Green et al., 2000). In this study, content validity is taken
care of by checking whether the responses to questions in the interview and questionnaires
converge into the same direction.

Construct validity relates to establishing correct operational measures for the concepts being
studied (Yin, 1994). It refers to the extent to which an operationalization measures the
concept, which it purports to measure. One can measure construct validity by showing that
the data gathered from the new measure fit existing research and theory (Bordens and Abbott,
1988: 84). In support of construct validity we have compared the relations between the
empirical findings of the research with the supporting theories in chapter 4. To further support
the construct validity we have used multiple sources of evidence (questionnaire, interview, and
archival records).

External validity refers to the extent to which the results of a study are generalizable or
transferable. Generalization can be statistical or analytical. Statistical generalization deals
with generalization of a sample from a population. Analytical generalization can be attained
if previously developed theory is used as a template against which to compare the empirical
results of the case study (Yin, 1984). In our study we made both statistical and analytical
generalizations. In our analytical generalization we used previously developed theories such
as neoclassical economic theory, agency theory, central place theory, social capital theory,
transaction cost theory, and contract theory as a pattern with which to compare the empirical
results of the case study. Our statistical generalization is based on the results of household
data. A sample of 1,583 households was drawn from a population of 52,771 households to study
patients' choice of a health care provider (see chapter 13). Our empirical results were further
compared with the results previous researches and with the experience of other countries
(mostly low-income countries).

5.7 Concluding Remarks

There is no fully developed model that fits into our research question. The conceptual frame-
work depicted in figure 5.1 and 5.4 emerges from the cross fertilization of the literature dis-
cussed in chapter 2 and 4. The conceptual framework focuses on the interaction of three
governance systems, hierarchies, markets and networks. A national health system that com-
bines these three governance systems requires institutions that promote collaboration, exit
and voice within the system. These elements do not coexist easily. To combine them synergis-
tically requires careful institutional design. In low-income countries like Eritrea institutional
mechanisms for reporting complaints (e.g., ombudsman oífice, citizens charter, free press, etc.,)
are not developed. Expression of dissatisfaction and implementation of change requires time
and commitment on the part of the patient and the government.

This chapter shows also research design and methodology. In this study we used case study
and survey methods. Data were collected through three methods: interviews, questionnaires,
and personal observation. These three methods formed a triangle of primary data collection
for this study. Thus, such integrated data collecting approaches helped us to explore and
understand the health care system in Eritrea.
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Chapter 6

Overview of Eritrea: Economic and
Social Perspective

6.1 Introduction

Eritrea is the newest nation in African, which got independence from Ethiopia in 1993. Because
of its strategic geographical location in the horn of Africa, Eritrea had been under different
foreign occupation for more than three centuries; dated back to the middle of the sixteenth
century until the middle of the nineteenth century under the Ottoman Turks and in the late
nineteenth century under the Egyptian Khedives. However, modern Eritrean history begins
in the 1890s with the occupation of the country by Italy.

During the last hundred years Eritrea was under different successive colonial powers: Italy
(1890-1941), Great Britain (1841-1952), federation with Ethiopia (1952-1962), and as a colony
of Ethiopia (1962-1991). Eritrea became free in May 1991, when the Eritrean People's Lib-
eration Front (EPLF) achieved a decisive military victory over the huge Ethiopian army and
then became formally independent in May 1993 after 30 years of armed struggle, which was
the longest war for independence in Africa.

This chapter provides background information about Eritrea's economic and social condi-
tions. It describes the geographical, historical, political, and economical situations of Eritrea.
It demonstrates also the structure of the government bureaucracy, the demographic and pop-
ulation characteristics, and the health conditions of Eritrea in general.

This chapter has nine sections. Section 6.2 describes the geographical and climatic conditions
of Eritrea. Section 6.3 demonstrates the demographic and population characteristics of Er-
itrea. Section 6.4 focuses on the historical background of Eritrea. This section covers the
Italian, British, and Ethiopian colonization period, and the 30 years of war for independence.
Section 6.5 shows the current economic situations of Eritrea; presents also some economic
data from 1993-2002. Section 6.6 describes the political system of Eritrea. Section 6.7 focuses
on the structure of the central government bureaucracy. Section 6.8 shows the general health
conditions of Eritrea. It deals with health care policies, health care facilities and personnel,
burden of disease and immunization activities. Section 6.9 concludes.
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6.2 Geography

Eritrea is situated in the Horn of Africa and lies north of the equator between latitudes 12022'
N and 180002' N, and longitudes 36026'21'E and 43o13'E. (EDHS, 2002). Eritrea is bordered
in the northwest by Sudan, in the south by Ethiopia, in the southeast by Djibouti, and in the
east by the Red Sea. Its longest border is the east in the Red Sea that extends about 1,212
kilometers from Ras Kasar in the north to Dar Elwa in the southeast (ibid).Eritrea has a
strategic geographical location in one of the world's busiest shipping lanes, and closer to the
Arabian oil fields. The country has a land surface area of 125,700 sq. km, and its territory
includes more than 350 islands (UN, 2002).

Eritrea has various climatic and rainfall zones. Rainfall in Eritrea ranges from less than 200
mm per annum in the Eastern Lowlands to about 1000 mm per annum in small pockets of the
escarpments. The annual rainfall in the highlands ranges from 450 to 600 mm. The southern
part of western lowlands receives 600-800 mm per annum, but rainfall decreases substantially
as one moves northward. There are two major periods of precipitation in Eritrea. One, from
June to Sept.ember, covers both the western lowlands and the highlands. The second comes
between October and March and covers the eastern lowlands. Eritrea is in the Saharan rainfall
zone and receives its heaviest rains from the southwest monsoons.

Eritrea has lowland and highland areas with an altitude ranges from 75 meter below sea level
(near Kulul within the Denkalia depression) to more than 3000 meters above sea level. The
highlands with an average elevation 2000 meters above sea level cover part of Northern Red
Sea, Central, South and Anseba zones. The western lowland includes Gash-Barka and part of
Anseba. The average elevation in this area reaches about 1000 meters. The eastern lowland
includes the northern and southern Reds Sea zones, and the coastal plains. The average
elevation in this region is about 500 meters. The huge variations in altitude created different
physiographic zones in Eritrea. Generally there are three major physiographic zones in Eritrea:
the Western Lowlands, the Central and Northern Highlands, and the Eastern Lowlands (also
referred to as the Coastal Plains). In these zones, temperature varies with altitude: the mean
annual temperature is between 1óoCandl8oC in the Highlands, 28oC in the Lowlands; and
more than 30oC in the coastal plains (MLWE, 1997).

Most of the western lowlands and coastal plains are associated with hot and dry climatic
conditions; the highlands are relatively cool. The presence of flat land, relatively fertile soil,
and a milder climate makes the central highlands a center of rain-fed agricultural activity.
Most Eritrea's urban centers, including the capital city, Asmara, are located in the central
highlands zone. During good rains the western lowlands have a potential for cultivation and
agro-pastoralism. The coastal plain is the location of the two major port towns of Eritrea,
Asseb and Massawa. The central highlands are densely populated areas in Eritrea. About 50P1o
of the Eritrean people live in the central and southern highlands, which is about one-quarter
of the total land area of the country (Gebremariam, 1999). Over 70 percent of the Eritrean
people depend on traditional subsistence agriculture including crop farming, livestock rising
and fishing.

Eritrea has ample natural resources including over 2 million hectares of potentially arable land
and the vast red sea continental shelf. Several studies indicated that Eritrea has a wide range
of mineral resources: gold, potash, iron, copper, silver, nickel, and zinc (Aradom, 1964: 59-70;
GOE, 1998). There are also prospects of gas and petroleum in the red sea coastal areas. Some
companies have already granted licenses to explore mineral resources in Eritrea.
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6.3 Demographic and Population Characteristics

Eritrea has 3.7 million people with annual population growth rate of 2.6P1o (World Bank, 20016;
WHO, 2000a)1. Out of this, about 700,000 citizens are estimated to be in the diaspora. The
Eritrean population is culturally and linguistically diverse; there are nine ethnic language
groups in the country. The Tigrigna ethnic group is dominant in the highland areas whereas
Hedarió, Kunama, Bilen, Nara and Tigre are in the western lowlands, and the Saho, Rashaida,
and Afar in eastern lowlands. The major ethnic groups are the Tigrigna and the Tigre who
constitutes 50P1o and 3001o respectively. The remaining ethnic groups constitute 20010 (UNICEF,
1994). Based on the colonial records and incomplete data from the 1993 referendum, it appears
that the distribution of the Eritrean population in terms ofethno-linguistic groups is as follows:

Table 6.1: Eritrea ethnic and linguistic groups (nationalities)

Ethnicity Approximate percentagc Ethnic language

Tigrinya 50.0 Tigrinya
Tigre 30.0 Tigre
Saho 7.0 Saho
Bilen 5.0 Bilen
Afar 3.0 Afar
Kunama 3.0 Kunama
Nara ~ 1.0 Nara
Hc.l:uch ~ 1.0 Tobedawe
Rashaida ~1.0 Arabic
Source: (Killion, 1998; cited in Kitlemariam, 2001)

Each ethnic group has its own pattern of socio-cultural practices that makes it different from
others. There are, for example, differences in marriage customs, social taboos, dance and
musical instruments, and distinctive civil laws.

About 80010 of the Eritrean people live in rural areas, and the population density ranges from
36.3 people per sq. km to 40.6 people per sq. km (World Bank, 2001). Comparing to SSA
countries, Eritrea has a high population dependency ratio; the population dependency ratio
is high among the age group of 6-14 years. The dependency ratio is defined as the sum of all
persons under 15 years or over 64 years divided by the number of persons age 15-64 (Ministry
of Education, 2001).

Table 6.2: Population dependency ratio, 2000

A~e -group Population Dependency ratio

0-5 years 759,886 42.1
6-14 years 904,499 50.1
65 years and above 144.819 8.0
Source: Ministry of Education (2001), Eritrea: Essential education indicators, 2001

The population pyramid follows an early development pattern: 43P1o of the population is under
15 years old, 6Plo above 65 years old and nearly 70P1o of the population is composed of children

tThe total population figures vary from 3.2 to 4.0 million. Oflïcial population census has not yet been done.
As the result the populatiou Sgures presented by the UN and World Bank publications differ significantly from
the population Sgures used by the Ministry of Health and the Ministry of Local Government. In the World
Development Report (2002 and 2004) the Eritrcan population is estimated to be 4 million in the years 2000
and 2002.
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and women in child-bearing age (Haddas Eritrea, 2002; World Bank, 2000). About 52~0 of the
Eritrean population is under 18 years old and 17P1o are under five years old (UNICEF, 2004).

Over the lats eight years, the fertility rate per woman decreased by 21010. It decreased from
6.1 children per woman in 1995 to 4.8 children per woman in 2002 (EDHS, 2002).The average
household size is 4.8 persons, which is larger than the household size observed in both rural
and urban areas in 1995 (4.4)(EDHS, 2002).The mean household size increased more in rural
areas (4.9) than in urban areas (4.7) (ibid.).t

Table 6.3: Key demographic indicators of Eritrea, 2002

Etitrea SSA Low-income
Gross National Income ( Per Capi[a) 160 450 430
Life expectancy at birth (years) 53 46 59
Crude bitth rate per 10001ive births 40 41 39
Crude death rate per ] 000 live births 12 18 I S
Infant mortality ( per 1000 live births) 48 105 81
Under five mortality rate ( per 10001ive births) 89 174 158
Matemal mortality (per 100,000 live births) I I 630 686 308
llliteracy rate (k, age 15 and above) 42 37 37
Gross ptimary enrolment ( 5E of school age population) 6l 86 95
Urban population ( 9c of total population) 20 33 30
Access to improved water source !9 of total population) l2 67.4 58 76
.~ -.. ....mi4 ii ~n (ecil~.ti,. r"~ nf total pupululionl l3 ~5.6 j3 -1~
C~c,r.ra.~l~n:~ I,rc~:J~n~r nac (hcrcenu :-~. 'I '-1

Source: UNDP (2004), Human Development Report; UNDP (2003), Human Development Report;
World Bank, (2004a), World Development Report; World Bank (2003), Eritrea at a Glance;
UMCEF (2004), The State of [he world's children; EDHS, 2002. WHO (2004), The World
Health Report, 2004.

t. The maternal mortahry rate was 998I11X),000 birth in the 1995 Eritrean Demographic and Health
Survey, (EDHS, 1995). In the EDHS 2002 the maternal mortality rate was not included. According
to the Ministry of Health facility based assessment the current maternal mortality rate is
320J100,0001ive births.

2. According to EDHS, 2002, this refers to percent of households within 15 minu[es of safe wa[er
supply. The water source can be piped or protected well; water from covered well or tanker.

3. According to EDHS 2002, this refers to the percent of households with flush toilet, pit
toiledlatrine. It can be in household or shared with others.

Except for GNI per capita, the demographic indicators of Eritrea are relatively better when
they are compared with the standards of Sub-Saharan Africa and other low-income countries.
They look also better when they are compared with Eritrea's neighboring countries such as
Ethiopia, Kenya, Sudan and Djibouti.

6.4 History

Eritrea's strategic geographical location in the R.ed Sea, world's busiest shipping lane, at-
tracted many foreign invaders and expansionists. For more than two centuries, the Eritrean
people have been suffering from invasion and colonization. The Ottoman Turks controlled the
northern and coastal areas of Eritrea from the middle of the sixteenth century to the second
half of the nineteenth century, until the Egyptians drove them out. The Egyptian Khedives
evicted the Ottoman Turks from their stronghold position in IVlassawa in 1872 and extended
their controlled over the coastal areas of Eritrea. However, the Egyptians didn't stay longer
in Eritrean soil they were replaced by the Italians in 1889.

In January 1890 Italy declared Eritrea as its first colony in Africa and ruled Eritrea until
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1941. The Italians exploited Eritrea's numerous mineral resources in various quantities; de-
posits of gold, iron ore, nickel, copper, manganese and chromium, among others had been
explored.Despite its exploitation, Italian colonization paved the way for Eritrean moderniza-
tion. During Italian occupation a vast network of roads, railways, airports, and ports were
constructed. Telegraph and postal services were expanded and refined (Sherman, 1980).

In 1941, Italy was defeated by the Allied forces, and Britain took over the administration of
Eritrea. Immediately Eritrea becomes a center for British and American military operations
in the region. The British did nothing to improve the political or economic situation of Eritrea
during their 10 years of occupation (1942-1952).Instead the British dismantled most of the
infrastructures made by Italians. Araia (1976) noted that the British military administration
weakened the Eritrean economy by dismantling the plants and machinery and selling them to
various countries for US ~19,500,000. During the British rule the Eritrean economy declined;
the industrial and commercial base deteriorated.

In 1952, after 10 years of British rule, Eritrea was federated with Ethiopia by the United
Nations against the will of the Eritrean people.A decade later, Ethiopia abrogated the federal
arrangement of the United Nations and annexed Eritrea as one of its provinces. This led to
the Eritrean struggle for self-determination, which resulted in a destructive war lasting from
1961-1991.The Eritrean people fought for 30 years two successive Ethiopian regimes (Emperor
Haile Selassie and the military dictator Mengistu Hailemariam, who came to power in 1974).

During the protracted war of independence Eritrea suffered human tragedy and socio-economic
devastation of immense proportion. Kloos (1993) reported that between 1974 and 1990 at least
500,000 civilians from both Eritrean and Ethiopian side died in the war.Similarly, Cobb (1996)
stated that during the years of armed struggle about 60,000 Eritrean liberation movement
combatants died and 10,000 were permanently disabled.

"Independence had great cost: around 65,000 fighters had died, 10,000 were disabled; an
estimated 40,000 civilian deaths were directly associated with the fighting and around
90,000 children were left without parents" .

(Pool, 2001:157)

With all its destruction and human tragedy the war came to an end in May 1991, when the
EPLF liberated the country. Eritrea became free after 30 years of armed struggle, which
was the longest war for independence in Africa. On May 27, 1991, the EPLF established the
Provisional Government of Eritrea (PGE) to administer Eritrean affairs until a referendum
was held on independence and a permanent government established. During the interim period
EPLF leader Isaias Afewerki became the head of the PGE, and the EPLF central committee
served as the legislative body of the PGE. A 28 member advisory council, which is headed
by the secretary general, was also formed. The advisory council included the governors of the
10 provinces, which are now merged into six administrative zones, and the secretary of key
departments (Briefing, 1993:110).

On April 23-25, 1993, the PGE conducted an internationally supervised referendum in which
99.8 alo of the people voted overwhelmingly for independence from Ethiopia. Eritrea became
formally independent on 24 May 1993, just a month after the referendum. The government
issued proclamation No. 37~1993, which declares the establishment of a four-year transitional
government. The government was consisted of 16 ministries, 5 authorities, 2 departments
and a civil service office. The new government rapidly engaged in the development task of
'nation building' and 'socio-economic' transformation. The government adopted new policies
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to recover the war-ravaged economy; relied on self-reliance, technological transfer, and private
investment, to stimulate economic growth and flow of foreign capital. Beside the task of
economic recovery the creation of the structure of governance and, the drafting and adopting
of a new constitution was a major task for the government. Eritrea shows a significant progress
in education, health and other social services. The economy also starts to grow (real GDP grew
at an average annual rate of 7Plo). By the year 1998, most of the transitional challenges were
addressed. However, Eritrea's initial promising growth was disrupted by the border conflict
with Ethiopia that started in May 1998 and resulted in a war that continued until June 2000.
The two-year conflict came only a few years after one of the longest-running civil wars in
African history, in which the EPLF led a 30-year war for independence from the Ethiopian
nation. The unnecessary war has not. only caused loss of human life, displacement of nearly one-
third of the population (about one million people), and huge damage to physical infrastructure,
but also reversed the positive economic trends of the pre-conflict, post independence period.

After nearly two years of bloody war Eritrea and Ethiopia signed cease-fire agreement in
June 2000 and a contingent UN peacekeeping force deployed in a 25 km wide temporary
zone running the length of the border. With the relative peace Eritrea is now engaged in
the reconstruction of infrastructures and rehabilitation of displaced people, which were both
severely affected by the war.

6.5 The Economy

In the 1940's Eritrea was one of the most industrialized countries in Africa, with a network of
roads, railways and light industries. However, the massive industrial and infrastructural devel-
opment was damaged by the successive British and Ethiopian colonial administrations. The
thirty-year war of liberation also caused decades of lost development as well as the destruc-
tion of economic and social infrastructures. The war left the country in ruins. When EPLF
liberated the country in 1991, it inherited a bankrupt treasury and a collapsed economy. The
infrastructure was shattered: water and sewage systems in the towns barely functioned; the
asphalt roads had been torn up by heavy military vehicles; port facilities in Massawa, the
country's main outlet to the sea, were badly damaged by heavy bombing; and the rail system
was entirely dismantled; its iron rails used to make bunkers. The country's light industries
have not been maintained or modernized in a quarter century.

Successive colonial administrations and neglect lasting over a century, a protracted war of
liberation lasting over three decades, and intermittent droughts severely damaged Eritrea's
infrastructure, development institutions and productive capacity. Consequently, at the time
of liberation, the Eritrean economy was characterized by devastated infrastructure, weak in-
stitutions, and technologically backward agricultural, manufacturing and service sectors.

Eritrea adopted three development phases since its liberation from Ethiopia: the first phase
covered the period from 1991 to 1994 where major constraints were identified and addressed.
The second phase (1995-1996) was devoted to the preparation of long-range economic pro-
grams. The third phase is the transition of visions and strategies to something concrete.In
November 1994, the government of Eritrea issued a macro-policy statement, which spells out
the broad goals and development strategies of the country. According to the IVlacro-Policy, '
the creation of a modern technologically advanced and internationally competitive economy
within the next two decades is an overriding national development objective'. The key strate-
gies envisaged in realizing this objective are 'human capital formation with education and
health as key inputs, export oriented development both in industry and agriculture, infras-
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tructure development to remove critical bottlenecks, environmental restoration and protection,
and the promotion of the private sector'. The Macro-policy clearly indicates that the develop-
ment strategy of Eritrea is an outward-oriented, private-sector-led market economy. It moves
away decisively from the central planning system it had inherited.

The transition from a state dominated economic order to market based economic system,
however, is not without challenge. The transition to market economy had three main challenges
to Eritrea, namely: providing an effective regulatory framework for efficient functioning of
markets; reorienting the public service to be efficiency conscious with regard cost and time;
and enhancing reliance on market mechanisms for the management of public organizations
(Beyene and Otobo, 1994). The economic transition demands also difficult tradeoffs between
the market, the sate and the international arena. Striking a balance between Eritrean national
interests and the international economic community was also a challenge quite for some time
(Ruth, 1995: 143).

Agriculture is the mainstay of the Eritrean economy; about 80 percent of the Eritrean people
are engaged in subsistence farming and livestock rearing (World Bank, 1994c). The major
crops are barley, wheat, taff, maize, millet, sorghum, and various pulses. Eritrea's major
livestock are sheep, goats, cattle, and pack animals. At household level, lívestock are used
for íncome generation, as drought animals in farming, for manure, transport and for food. At
the national level, livestock are used for food consumption, supply of raw materials in the
industrial sector, and generation of foreign exchange (Melake, 2002).

Eritrea is also endowed with marine resources along the coastal lines and the continental shelf
that covers an area of more than 52,000 sq. kilometers. Eritrea has various marine resources
like fish, lobsters, shrimp, shark and shells, pearl, and salt. The Red Sea fishing grounds are
estimated to be capable of sustaining a production level of around 79,000 tons of fish per
annum, while the current production level is less than 13000 tons per year. The World Bank
(1994c:80-1) states that Eritrea has the potential to earn US ~55 million annually by exporting
its marine resources.

Table 6.4: Eritrea: Gross domestic product by sector, 1997-2002

1997 1998 1999 2000 2001' 2002'

(In millions of Nakfa, unless otherwise indicazed)

Agiculture 752.5 1,293.3 1,291.9 871.1 1,279.2 941.3
Industry 1,044.4 1,067.0 1.186.8 1,326.1 1,602.5 1.997.1
Disuibwion services 1.670.4 1,520.8 1.661.7 1.864.0 2.246.5 2.743.9
Other services 995.6 1.184.6 1.354.2 I,711.6 2,005.8 2,363.6
GDP at current factor cost 4,462.8 5.065.7 5,494.6 5,772.8 7,134.0 8.045.8

Indirect tazes less subsidies S I 1.5 464.7 487.5 427.7 637.0 985.4
GDP at current market price 4,974.3 5.530.4 5.982.1 6,200.5 7,77 t.0 9.031.2

Net factor payments 1,275.8 913.4 1,038.4 961.0 983.1 1.472.8
GNP at current market prices 6.250.2 6,443.8 7.020.5 7,161.5 8,754.1 10.504.0
GDP at constant factor prices 3.266.8 3,394.9 3,403.8 2,996.7 3.256.9 3.218.2
(annual percentage change) 7.7 3.9 0.3 -12.0 8.7 -1.2

Source: Intemational Moretary Fuod (IMF. 2003). Eritrea: Selec[ed Issues and StaUstical Appendiz
k 2001 and 2002 ate preliminary estimates.

Eritrea's industrial base is relatively narrow, as it is dominated by small and medium-scale
industries ( food, beverage, leather goods, textiles, etc.), whose technology is largely out of date
as a result of neglect of investment during the long war. Its contribution to GDP is not more
than 25P1o. Only 5Plo of the labor force is employed by the industrial sector. However, after
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independence the sector showed tremendous growth in building and construction, electricity
and water, and manufacturing. The average rate of growth from 1992 to 1997 for this sector
was 19qo ( Melake, 2002).

Although agriculture dominates the Eritrean economy in terms of employment (80070 of the
population), its contribution to GDP is not more than 20a1o. The sector's output and pro-
ductivity is largely dependent on rainfall. In 1998 and 1999 agricultural output was high in
Eritrea. During these years the agricultural sector contributes about 25.5 percent of the GDP
(see table 6.4 and 6.5). In both years there was sufficient rainfall in Eritrea. The service sector
is dominant in the Eritrean economy; distribution services like trade, wholesales and retail,
and transport and communications contribute more than 30010 of the GDP ; other services
contribute from 20 to 30010.

Table 6.5: Structure of the economy, 1997-2002

1997 1998 1999 2000 2001 2002

Agriculture 16.9
Industry 23.4
Distribution services 37.4
Other services 22.3

(In percent of GDP at current factor cosQ

25.5 23.5 15.1 17.9 11.7
21.1 21.6 23.0 22.5 24.8
30.0 30.2 32.3 31.5 34.1
23.4 24.6 29.6 28.1 29.4
(In percent of GDP at cutrent market price)

Gross domestic
expeadittue 155.8

Consumption 123.9
Investmem 31.9
Net exports -55.8

Gross national savinQS 34.0

164.8 172.5 162.I 159.3. 158.6
138.2 138.3 143.6 130.7 132.3
26.6 34.1 18.5 28.5 26.3
-64.8 -72.5 -62.1 -59.3 -58.6
3.0 6.2 2.3 10.1 10.9

Source: Intemational Monetary Fund ([MF, 2003), Eri[rea: Selec[ed Issues and Statistical Appendix
~` 2001 and 2002 are preliminary estimates.

As shown in table 6.5, over 50010 of the country's GDP comes from the service sector. The
agricultural and industrial sectors together contribute less than 40010, except in 1998 and 1999.
The service sector employs about 15010 of the labor force in Eritrea. The large share of the
service sector, however, is not an indication of the maturation of the Eritrean economy as
most of the services are non-tradable, except that of tourism and port service (Melake, 2002).

Table 6.6: GDP annual growth rate and GNI per capita, 1992-2001

1992 1993 1994 1995 1996 1991 1998 1999 2000 2001

GDP growth, percent annual change - I L I 23.4 2.S 9.2 8.0 3.1 0.6 -12.1 9.1
Gross National Income (GNi) Per Capita 140 130 160 160 110 180 I80 110 I50 160

Source: Afican Development Indiatas 2003, Wald Bank, Washington D.C.

During the first five years of independence (1993-1997) Eritrea's real GDP average annual
growth rate was 7010 (see table 6.6). GDP growth rate was the highest in 1994 (23.4010). This
was due to massive investment and aid flows. But with the eruption of the border war with
Ethiopia in 1998 real GDP growth declined from about 7010 (1993-1997) to 3.1 percent in 1998,
0.6 percent in 1999, and a negative growth of 12.1 percent in 2000 (World Bank, 2003). With
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the cessation of hostilities and cease-fire agreement in June 2000 the Eritrean economy started
to recover from its -12.1~o growth rate in 2000 to 9.7P1o in 2001. Before the outbreak of the
war GNI per capita increased by 38a1o i.e. an increase from US ~130 ( 1993) to US ~180 ( 1997).
In 1998, Eritrea's GNP and GDP per capita were USS200 and US ~ 175, respectively (UNDP,
2000).

Table 6.7: Trade balance of Eritrea ( real, millions of US dollars, constant 1995 prices)

1992 1993 1994 1995 1996 1991 1998 1999 2000 2001

Expon of goods 8c non-facta services real 99 1 S3 141 123 194 203 121 14 109 169
Impat of goods ~ non-facta services, real 3S3 3SI 44S 45S S60 S82 612 638 S48 S83
Tradebalance (254) (198) (298) (332) (366) (379) (491) (564) (439) (369)

EzporUmpat 2896 44~k 33~ 219; 3596 3S~b 2(196 1196 20~ 31~b

Sowee: African Development Intiatas 2003, Wodd Bank, Washington D.C.

As shown in table 6.7, there is a wide gap between imports and exports. Eritrea's merchandize-
export earnings do not cover more than 35o1c of the imports of goods and services. About
70010 of the imports are financed through national reserves, foreign aid, and borrowing. The
widening trade deficit of the country reflects the post-war situation, in which all sectors of
the economy demand imported inputs, while the export base remained weak ( Melake, 2002).
Eritrea's foreign earning mainly comes from remittance of her citizens in the diaspora. The
Eritrean economy benefits substantially from diaspora financing, which brings to the country
much-needed foreign exchange. This support has mainly guided by family relationships and
patriotism, but has increasingly also been viewed as an investment in the country. As the latter
element increases in importance, the soundness of the government policies and the performance
of the economy will increasingly condition the preparedness of the diaspora to make savings
available to the country and influence the sustainability of the public finances (Yamauchi,
2004:19). The importance of the diaspora for the public finances and foreign exchange is
demonstrated by the fact that the level of bonds issued to the diaspora reached 3.1 percent of
GDP in 1999 and grants amounted to 3.2 percent of GDP in 2000 ( ibid: 20). On the external
account, private transfers from the diaspora are the largest single source of foreign currency
inflows into the country, with the ratio of these transfers to GDP averaging 37P1o over the last
10 years ( IMF, 2003). These levels of diaspora financing are clearly exceptional; but even
lower levels are achievable only if confidence and trust in government policies and economic
developments are maintained and contracts are honoured ( ibid.).

Table 6.8 shows that gross domestic investment and gross national savings were high during
the time of independence in 1993. In 1998 the gross national saving was the highest 121.1010
of GDP. However, gross domestic savings and trade balance remain negative through out the
years since independence. Generous donor financing is indispensable for Eritrea's economic
development and the sustainability of public finance and external deficits. Following indepen-
dence, donor assistance became the largest engine of economic and social development (IMF,
2003). Similarly, following the confíict with Ethiopia, total assistance from donors, including
net official loans and external grants reached 31010 of GDP in 2001 (ibid).

Eritrea showed an impressive social and economic development in the first five years of in-
dependence ( 1992-1997). Before the outbreak of the border war (May 1998) with Ethiopia,
the new government had pursued policies, strategies and investments to promote rapid and

129



Health Care Governance in Developing Countries: The Case of Eritrea

Table 6.8: Eritrea's saving and investment portfolio, 1992-2001

Percenta;e of GDP
1992 1993 1994 1995 1996 1997 1998 1999 2tx10 2001

Gross domestic investment -102.9 71.3 20.7 27.9 33.9 38.4 36.9 42.8 35.7 35.3
Gross public investtnent 3.5 15.5 I 1.4 13.0 16.3 19.1 21.3 30.6 26.2 18.6
Gross private investment -106.4 55.7 9.3 14.9 17.6 19.3 15.6 12.2 9.5 16.8
Gross domestic savings -138.4 27.4 -37.0 -36.1 -27.6 -20.9 -31.1 -32.8 -28.4 -19.2
Gross national savings -92.0 81.9 29.2 I 1.6 14.9 40.7 121.1 13.3 19.1 22.9
Resource balance -35.5 -43.9 -57.7 -64.0 -61.5 -59.4 ~8.0 -75.6 -64.0 -54.5
Source: African Development Indicators 2003, World Bank, Washington D.C.

equitable economic growth led by the private sector (United Nations, 2002). It embarked on
creating an enabling policy environment and investing in infrastructure and strategic indus-
tries. It adopted an investment code that opened up the economy to private sectors, and
began to rehabilitate, upgrade and expand transportation, communications, power, and water
supply facilities; improved the capacity of the health care, education, and financial systems to
deliver services; and restored the productive capacity of the economy particularly in agricul-
ture and fisheries, tourism, construction, mining and manufacturing. These policies resulted
in significant progress in education and health care during the 1992-97 period school enrolment
increased and there was a sharp decline in infant and child mortality rates. Eritrea's real GDP
grew at an average annual rate of seven percent during this period. By early 1998, most of
the transition issues had been addressed, investor confidence was beginning to grow, private
investment in a number of sectors was increasing and the economy was growing rapidly (ibid.).

Unfortunately, Eritrea's initially promising growth was disrupted by the border conflict with
Ethiopia that started in May 1998 and resulted in a war that continued until June 2000.
The war has not only caused loss of human life, displacement of nearly one-third of the total
population (about one million people), and huge damage to physical infrastructures, but has
also reversed the positive economic trends of the pre-conflict post independence period. The
country's food security situation has also been adversely affected by persistent drought over the
last three years. Mobilization of the population between the ages of 18 to 40 for the war effort
has resulted in critical shortages of professional, skilled, and semi-skilled workers in both the
public and private sectors, adversely affecting the delivery of public sector services, agricultural
output, and the productive capacity of the private sector. In addition to its devastating social
and human impact, the conflict has resulted in (GOE, 2001:9; United Nations, 2002:5):

~ A decline in real GDP growth from about 8010 (1993-1997) to 3.901o in 1998, 0.8~ in 1999,
and a negative growth of 8.207o in 2000.

~ Inflation soaring from an average of 601o during 1994-97 to 27~o in 2000;

~ International reserves falling from five months of imports to less than one month in 2000;
and

~ Fiscal deficit rising from 6010 of GDP in 1997 to 48010 of GDP in 2000.

At present, the country faces two daunting development challenges. Firstly, meeting imme-
diate needs for emergency humanitarian assistance, reconstructing infrastructure damaged
during the war, assisting nearly one-third of the displaced population to resume their eco-
nomic activities, demobilizing and integrating nearly 200,000 combatants mobilized for the
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war, rebuilding the economy, restoring social services and completing the economic and polit-
ical reforms initiated before the conflict began (United Nations, 2002:5). Secondly, planning
a medium to long-term development program to attain rapid, sustainable, pro-poor economic
growth and reduction of poverty in an environmentally sound manner, led by dynamic private
sector based on the founding principles of Eritrea's constitution: participatory development,
equitable economic growth, social justice, and the rule of law (ibid :5).

Even though Eritrea's economy is severely affected by the war the long term economic outlook
is promising because of sound management and relatively diversified production in agricul-
ture, industry, manufacturing, and services (World Bank, 2001). The government has already
launched a campaign called "wefri-warsay-yikealo" to rehabilitate the war-ravaged economy.

6.6 Political System

The Eritrean government system is a hybrid between presidential and parliamentary systems
in which the legislative and executive bodies are inextricably linked due to the fact that its
officials held dual membership in both sections of the government. The National Assembly
is the highest legislative body in the country. It formulates domestic and foreign policies,
issues proclamations, approves the national budget and elects the president of the nation.
The Transitional National Assembly is made up of 150 people, consisting of 75 members of
the ruling People's Front for Democracy and Justice (formerly known as EPLF), 60 members
representing the six Regional Baitos (Councils) and 15 members representing Eritreans residing
abroad.

The People's Front for Democracy and Justice (PFDJ), formerly known as the Eritrean Peo-
ple's Liberation Front before 1993, is the broad based ruling front in Eritrea. Eritrea has
adopted its constitution in May 1997, although its implementation was disrupted as a result
of the unexpected conflict that erupted with Ethiopia in May 1998. The second election for
Eritrea's 150-member National Assembly is expected to take place in the near future with the
prospects of peace. The first election took place in 1993 where the PFDJ won 284 of the 303
declared results.

Eritrea is in a twofold political transition: a transition from Ethiopian colonial military regime
into a democratic society on the one hand and the transition from conflict and strife to
political reconciliation and economic rehabilitation on the other. These transitions, however,
are not without challenges. The transition to democracy poses the challenges of creating
or strengthening watchdog mechanisms-organizations for upholding accountability whether
democratic, legal or professional, enhancing the institutions for checks and balances; and
promoting the neutrality and professionalism of the civil service (Beyene and Otobo, 1994). As
regards the transition from conflicts to reconciliation, the main challenges are instilling public
trust in the discipline of law and order agencies; fostering policies that promote economic
and social equity; and increasing opportunities for popular participation in decision-making
(ibid.).
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6.7 Structure of the Government

After independence Eritrea formed a new system of government by issuing proclamation No.
37~1993 that defines the powers and responsibilities of the local government units, and estab-
lished the IVlinistry of Local Government. The National Assembly entrusted the Ministry of Lo-
cal Government to undertake the task of redrawing the boundaries of the 10 inherited regions.
With this mandate a committee, from the various government agencies, for the restructuring
of the regions was established. As a result, the 10 provinces, 50 su}rprovinces, 194 districts
and 2580 villages were restructured into 6 administrative zones (zobas), 58 sub-zone (sub-
zoba), and 699-village~area administrations. To this effect the government of Eritrea issued
Proclamation No. 86~96 announcing the establishment of six administrative zones (zobas) in
Eritrea. The six administrative zones (zobas) are: Debubawi Keih-Bahri, Gash-Barka, Maekel,
Semenawi Keih-Bahri, Anseba, and Debub. The main objectives for undertaking the restruc-
turing program were: to minimize the levels of administrative tiers vertically and horizontally
and speed up the process of decentralized administration and devolution of authorities, en-
suring democracy and sustainable development, throughout the country; to bolster equitable
economic growth; and to strengthen the unity of the people

Proclamation No. 86~96, gives way for the establishment of four layers of government in Er-
itrea: Central, Zonal, Sub-Zonal, and Village~ Area Administration. Urban areas were also
classified into three categories depending on the area they administer. The proclamation rec-
ognizes 18 urban areas as towns classified into three categories, Asmara (the capital city of
Eritrea) having a special status of a zone. Category `A' includes Keren, Asseb, and Massawa
administer as sub-zones. Category `B' includes Adikeih, Mendefera, Aku~et, Tessenei, and
Barentu, and their outskirts administer as sub-zone. Category `C' includes Dekamhare, Ghin-
dae, Afabet, Nakfa, Segeneity, Senafe, Adiquala, Hagaz, and Dubarwa administer as centers
of their respective sub-zones. Asmara is conferred with the status of a Zone including the
4 Sub-zones within the city proper and 3 sub-regions within the radius of 20 kms as Maekel
(central zone). The regional and town administrations are composed of the legislative council
(Baito), executive, and judiciary bodies, while the village~area administrations have a general
assembly (Megaba'aya) constituting all residents above 18, in addition to the executive and
judiciary.

In addition to the task of administrative restructuring the government of Eritrea has also
conducted a functional review of the public services in 1995. As a result of the functional
review a smaller, leaner and relatively well-paid civil services has emerged in Eritrea. To
enhance the skills of the civil servants, in the last ten years, the University of Asmara enrolled
several ex-fighters, who are in different administrative position, in its one-year certificate
program in public administration.

Decentralization and devolution of power has also been pursued for the last four years (1997-
2000). While considerable achievements can be noted for Zoba Debub and Gash-Barka, human
resource and material limitations and the conflict with Ethiopia have hampered progress in
other regions.

The Eritrean central government is composed of the legislative, executive, and judicial branches.
The president and his cabinet of 18 ministers, 6 regional governors and other officials form the
24-member State Council. The state council is the executive branch of the Eritrean govern-
ment, which is chaired by the president.

A unicameral, 150 members of National Assembly, which comprises 75 Central Committee
members of the ruling PFDJ together with 75 others (representatives elected by the general
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Figure 6.1: Structure of Eritrea's central government
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population, of whom at least 11 must be women, and 15 members representing Eritreans living
abroad) forms the legislative branch of the government of Eritrea. The National Assembly
establishes the domestic and foreign policies of the government, regulates the State Council's
execution of these policies and approves the country's budget. The National Assembly elects
the president directly.

The judiciary consists courts at national (supreme court), regional (10 Zoba courts), and at
district levels (29 sub-zoba courts). The Sheria law also used in the Muslim communities in
family and other related cases. In principle the judiciary is independent of the executive and
legislative branches of the government.

In Eritrea the regional assemblies are directly elected by the people while the governors are
appointed. The practice of democratic election has a long-standing history. Local elections
have been organized by local people in their villages and the practice continued during the
struggle for independence. The voting systems in the villages are accomplished by direct show
of hands and open debates. The council of elected village elders are traditionally in charge
of organizing the Megaóa'aya and rekindling people's participation in administering various
socio-economic activities.

Although the efforts of the government are encouraging and commendable, the United Nations
Common Country Assessment Group (2001) has identified many challenges that have to be
addressed. These are: (1) delays in devolution of power; (2) shortage of skilled human resource
in the public sector; (3) lack of awareness and appropriate mechanisms for the implementa-
tion of fundamental rights and freedoms; (4) inadequate systems, procedures and controlling
mechanism in public sector management; (5) inequality in the position of women and men in
the State and society; (6) delay in the promulgation of various laws, such as budgetary law,
civil service law, cooperative law and electoral law, as well as legislation governing non-profit
organizations and non-government organizations all of which have an impact on the public
sector management; (7) lack of access to information; (8) rigidity of internal structures, not
necessarily reflecting the powers and function of individual ministries; (9) backlog on unmet
needs due to the two year state of war with Ethiopia.

Common factors to all of the key challenges are the lack of qualified personnel and material
resources. After many years of colonization and deprivation, the education system in Eritrea
is weak and is unable to supply the number of qualified persons needed to establish strong
civil service and private institutions (UN, 20001). The UN report further added that due to
the educational gap and the unfamiliarity many community leaders in Eritrea are not in a
position to lead the needed transformation and to take charge of the subsequent change in
working out procedures the new technology require and induce.

6.8 Health Services and Programs

Before the advent of colonialism the Eritrean people, like any other African societies, depends
on traditional medicine for all health problems. Herbs and roots were extensively used as a
curative medicine in addition to bone setting and bleeding. Illnesses were often ascribed to
supernatural causes and both Christian and Moslem clergy were frequently called upon to
provide religiously inspired medical interventions (MOH, 1999).

The introduction of modern health services into Eritrea is relatively recent. The first hospital
was established in Asmara by the Italians at the end of the nineteenth century and later
expanded into some parts of Eritrea. The British also opened a network of dispensaries and
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a hospital in Zula in their 10 years of occupation. In the period prior to federation with
Ethiopia, Eritrea had a relatively advanced health care system at least by the standards of the
time. In the late 1950s, however, Haile Selassie's regime began to cut Eritrea's budget, which
by 1965 had fallen to a third of its 1955 level (Firebrace and Holland, 1987). As the Eritrean
liberation movement becomes more active, the Ethiopians began to close and destroy clinics.
During the three decades of war for independence, almost all existing health facilities were
destroyed, medical supplies were disrupted, and health professionals abandoned their posts
(EDHS, 2002).

In all the war zones the EPLF was the sole health services provider. EPLF set up several
clinics in the set.tled areas and served the nomadic zones and the contested areas with mobile
teams. The EPLF health service started in 1970 with a single mobile clinic only competent to
treat malaria and give basic first aid. Training of the first group of 25 "barefoot doctors" began
in 1972, but it was not until the period 1975-78 that the health service really became effective.
During these years hundreds of skilled Eritreans, including doctors, nurses and paramedical
staff, fled the towns and joined the EPLF. Health services were rendered to both combatants
and civilians (Firebrace and Holland, 1987). The EPLF also established a drug production
plant in the liberated zone and was able to manufacture some 44 items including LV. fluids,
tablets, capsules and ointments (MOH, 1999).

By 1987, the EPLF operated 40 mobile health units, 42 health posts, 22 health centers and
six hospitals in the liberated and contested areas (Kloos, 1998). The field health workers
included, 1,600 mobile "barefoot doctors", nearly 600 village health workers and 180 nurses
trained in eight-week courses (ibid.). The Eritrean public health service grew out of the EPLF
health service in 1985. This was particularly the case with the manufacturing of drugs, the
provision of support services and technical innovations. Indigenous drug production, aiming
at self-sufficiency, met 40P1o of the needs in the late 1980s.

At the time of liberation in 1991, however, EPLF inherited a health care system totally
inadequate in terms of physical facilities, trained personnel, availability of drugs and other
medical supplies. After the formal independence in 1993, the newly formed government faced
a number of formidable challenges. These included the rebuilding of efficient and equitable
health care services throughout the war-torn country and the need to harmonize the two health
delivery systems-that is, the system adopted by the EPLF during years of armed struggle and
the colonial system. The most urgent need was the rehabilitation of disused and war damaged
facilities. Since independence the Ministry of Health (IV10H) has made significant progress
in ensuring access to health care services through restoration of health facilities damaged
during the war, the provision of adequate supplies of drugs and equipment, the expansion of
available health services to communities where they are lacking, through the construction of
new facilities and the training of qualified health personnel.

6.8.1 Health Care Facilities and Personnel

Health care facilities and personnel have substantially increased in the last few years of inde-
pendence. In the period 1991-1997, 7 new hospitals have been opened, along with 31 Health
Centers and 81 Health stations ( MOH, 1999). The construction of five more zonal referral
hospitals in Asmara, Ghindae, Mendefera; Asseó and Barentu are under way. Construction
of these hospitals began in 2000. The construction of Orotta national referral hospital was
completed in 2003. A number of Maternal and Child Health Clinics and Eye clinics have
also been established and there is a continuing program to increase the availability of these
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services.

Table 6.9: Type 8e number of health facilities for the period before 8c after independence

Yeaz
Percentage

Type of health facility 1990 t~~ 2003 ~z~ increase
Hospitals 16 24 50.0
Health Centers 4 52 1200.0
Health stations 72 174 141.6
Clinics (Industrial , MCH, Private) 34 74 117.6
Pharmacies 15 32 113.3
Drug shops 10 31 210.0
Drug vendots 60 187 211.6
Total 211 574 172.0
Source: (1) Ministry of Health (2001), Eritrea: Health Profile 2000;

(2) Ministry of Health (2003), Research and Human Resource Division

As shown in table 6.9, the numbers of hospitals are increased by 50~o within the last 12
years since independence in 1993. The remaining health care facilities~ outlets have also
tremendously increased. Health centers increased from 4 in 1990 to 52 in 2003, which are
increased by 1200P1o. Overall, health care facilities are increased by 172010.

An increase in health personnel, over the last 12 years, was also remarka,ble. On the training
side between 1994 and 1998, 544 nurses, 316 health assistants, 66 midwives and 276 technicians
of various professional classifications had been trained (MOH, 1999). Moreover, ex-fighters
who have had basic training in various fields of health have been upgraded to specific health
professions such as nurse, x-ray, laboratory, and pharmacy technician, anaesthetist, ophthalmic
officer etc. The first public health college was opened in 1996 to train high-level medical
personnel in Eritrea. The overall increases in health staff from 1995 to 2002 is illustrated in
table 6.10.

Table 6.10: Number 8t category of health personnel in the MOH, 1995-2002

Year
Percentage

Category 1995 2002 increase
Physicians 108 174; 61.0
Nurses 391 846 116.4
Health assistances (Associate nurses) 539 1488 176.1
Pharrnacists, pharmacy technicians and
druggists 17 105 517.6
Sanitarians 15 21 40.0
laboratory technicians 35 l49 325.7
X-ray technician 18 39 116.7
Source: MOH (2001), Eritrea: Health Profile 2000

MOH (2003) Research and Human Resource Division (2003)
'Expaviate physicians are not included.

As can be seen from table 6.10, the number of physicians increased from 108 in 1995 to 174
in 2002; an increase by 61010. Although, still there are shortages of physicians in the country
this is a great achievement over a short period of time. The increments over the remaining
health staff are more than doubled. But, the increments in health care facilities and health
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care personnel have not yet matched. Several health care facilities are still in need of trained
medical personnel.

6.8.2 Health Care Policy

Eritrea's national health policy is based on the concepts a.nd principles of primary health
care (PHC). The PHC strategy emphasizes on the development of basic health services at the
local level to reach more people and to strengthen preventive public health activities including
the prevention and control of endemic diseases such as HIV~AIDS, malaria, tuberculosis, and
sexually transmitted infections (STIs). Maternal and child health, and family planning services
are also widely provided. In 2002, 175 health care facilities provided family planning services
in Eritrea. Out of which 6.9~o were hospitals, 23q health centers, ó501o health stations, 1.7010
MCH clinics, and 3.4P1o were NGOs and other Ministry clinics (MOH, 2003). Immunization
services are provided in all health facilities.

6.8.3 Burden of Disease

Burden of disease is an indicator of the loss of healthy life caused by death and disability.
It permits comparing the relative aggregate importance of different health problems. The
major health problems in Eritrea are communicable and nutritional deficiency diseases, namely
diarrhoea, acute respiratory infections, tuberculosis, malaria, HIV~AIDS, skin, eye, ear, ore-
dental and parasitic infections (MOH, 2003). In 2002 these diseases were responsible for 60010
of outpatient and 40PIo of inpatient incidences and 56070 of inpatient deaths (ibid). Most of the
outpatient incidence and inpatient deaths were in under five years old children.

Figure 6.2: Percentage share of burden of disease in Eritrea, 1994

~ Malaria

~ Nutrition defxiencies
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O t{ry~plpS and STDs
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. Injurylrtauma

~ Othercauses

0 PennazaUMaternal

t! DiartFra

ll ARI
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Source: MOH (2002I2003), Strategic action plan

In the general population 63trIo of the burden of disease is caused by prenatal~maternal causes,
malaria, diarrhoea, acute respiratory infection ( ARI) and tuberculosis. Moreover nutrition
deficiency diseases are common among children in Eritrea; 37.6P1o of under five children are
stunted, indicating chronic malnutrition, 12.601o are wasted, indicating acute malnutrition and
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39.601o are underweight; 50010 of the children have anaemia and only 20~ of children have
adequate levels of iodine (MOH, 2000; EDHS, 2002).

Table 6.11 illustrates the rank of major diseases that are responsible for all deaths in hospitals
and health centers in Eritrea in the year 2002.

Table 6.11: Ten leading causes of inpatient deaths in Hospital 8c Health Centers in Eritrea,
2002

Less than 5 ears old Five and above ears old

Lhagnosis No. of Percentage Diagnosis No. of Percentage
deaths deaths

ARI 187 22.7 HIVIAIDS 206 12.0
Diarfiea 145 21.4 Tuberculosis 146 8.5
Malnutri[ion 106 15.7 ARI 141 8.2
Septicemia 84 12.4 Diarrfiea 131 7.6
Malaria 32 4.7 Hypertension 122 7.1
HIVIAIDS 32 4.7 Otherliverdiseases 93 5.4
Prenatal Respiratory
problem 17 1.8 Heart failure 81 4.7
Hean failure 11 1.6 Diabetes mellitus 74 4.3
Tuberculosis 8 1.2 Malnutrition 66 3.8
Renal failure 3 0.6 Septicemia 60 3.5

Malaria 53 3.1
Total 625 100.0 Total I173 100.0

Source: MOH (2003) Annual Health Service Activity Repon panuary-December 2002).

As shown in table 6.11, Acute Respiratory Infection (ARI), Diarrhea and Malnutrition are
the major causes of deaths for children below five years old. These diseases are responsible
for 60070 of all hospital and health center deaths for under-five years old children. HIV~AIDS,
Tuberculosis, and Acute Respiratory Infection (ARI) are the major causes of death for all
age groups of five years and above. These diseases account for 40P1o of all hospital and health
center deaths of five years and above.

Table 6.12: Trends of the ten leading causes of inpatient deaths (for patients five years old 8z
above), 1998-2002[Ranked]

1998 1999 2000 2001 2002
Malaria l 5 6 4 ll
Tuberculosis 2 2 3 2 2
Malnutrition 3 7 7 ]0 9
ARI 4 3 2 3 3
HIV IAIDS 5 1 1 1 I
Hypertension 6 S 4 5 5
Other liver diseases 9 6 8 5 6
Diabetes Mellitus l0 ]0 10 7 8

Soft tissue injuries 7 8 5 --- --
Diarrhea 8 9 --- --- 4
Heart failure ---- --- 9 9 7
Septicemia ---- --- --- 8 10

Source: MOH (2003) Annual Health Service Activity Report (January-December 2002).

As can be seen from table 6.11 and 6.12, HIV~AIDS is the major cause of death for all age
groups in Eritrea. From 1999 onwards it beconles the number one cause of death in hospitals
and health centers. The number of AIDS cases increased from 8 in 1988 to 11,013 in 2002
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(MOH, 2003). In 2002 alone, 2,223 cases were report.ed to the National AIDS Control Program
(NACP) office of the Ministry (ibid).

Until 1998 malaria was the number one cause of mortality and morbidity in Eritrea. The cost
to the country from malaria was enormous, not only in the death and illness of more than
200,000 people each year (up to 25010 of the population in some areas) but also because of
the long-term debilitating effect, which seriously affects productive activities. In 1998 malaria
was the major cause of death in hospitals and health centers for all age group in Eritrea that
constitutes about 21PIo and 30010 of all deaths of under five years old children, and five years
and above, respectively (MOH, 2002). It is a surprise to see that in 2002 malaria accounted
only for 3Plo and 4.7PIo of all deaths of five years and above, and under five years children,
respectively.

Table 6.13: Ten leading causes of outpatient morbidity in hospitals 8z health centers, 2002

Less than 5 years old

Diagnosis No. of Percentage
cases

ARI 79831 51.7
Diarrhea all forms 38051 24.6
Skin infection and
scabies 10741 7.0
Infection of eye
including traclwma 7373 4.8
Far infection 6052 3.9
Anaemia and
malnuuition 4895 32
Ore-0ental infectinn 3571 2.3
Malaria all types 3262 2.l

[ntesti nelPeritoneuml 02
Colitis 340

Five and above years old

Diagoosis No. of Percentage
cases

ARI 12198 35.7
Skin infection and scatries 39859 I 1.7

Dian'hea all tixms 396I8 1 I.8

GastritislDuodenal ulcer 341 l0 10.0
Ore-dental infection 28771 8.5
Infection of eye
including trachoma 24833 7.3

Malaria all types 16100 4.7
Anaemia and 15847 4.7
malnutrition
Ear infection 12963 3.8

Hypenension related
TB all tvces 268 0.2 diseases 6740 2.0
Total 154384 100.0 Total 340139 100.0

Source: Ministry of Health. (2002). Gritrea Health proiile, 2002.

Table 6.13, shows that acute respiratory infection (ARI), skin infection and scabies, and
diarrhoea are the major causes of outpatient morbidity in hospitals and health centers in
Eritrea. These diseases are responsible for 83oI'o of all under-five years old children outpatient
morbidity and 58Q1o of all five years and above outpatient morbidity. Diarrhea is a common
cause of morbidity and morality in Eritrea, especially to children below five years old. This
is because of the limited access to adequate sanitation and safe water facilities. Only 46~Io of
the Eritrean population have access to safe drinking water (6301o urban and 4201o rural), and
13P1o of the population use adequate sanitation facílities (66Q1o urban and lo-lo rural) (UNICEF,
2003).

As can be seen from table 6.14, malaria is the major inpatient morbidity and hospitalization
in Eritrea. In 2002, malaria accounted for about 20P1o of all hospitalization of five years and
above. This is because of the fact that about 67Q1o of the Eritrean population live in malarious
areas. In 1998, 62010 of hospital cases and 29.9Q1o of all deaths were due to malaria. Diarrhea
and malaria are common inpatient and outpatient morbidity and mortality in Eritrea. From
1999 onwards the incidence of malaria substantially decreased. In the first six months of 2002,
the rate of malaria morbidity reduced to 4.201o from 6.4P1o in the same period of the year in
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Table 6.14: Ten leading causes of admission ( inpatient) in hospitals 8e health centers, 2002

Less than 5 ears old Five and above ears old

Diagnosis No. of
cases

Percent Diagnosis No. of
cases

Percent

ARI 5796 45.9 Malaria all types 4404 19.8
Diarthea alI fomu 3515 27.9 All types of abortion 3812 17.2
Anaemia and malnutrilion 1509 12.0 ARI 3623 17.2
Malaria all types 937 7.4 Diatrhea all forms 2659 12.0
Skin infection and scabies

320 2.5 OBS emergencies 2090 9.4
TB. all types 273 2.2 TB, all types 1594 7.2

GaslriclDuodenal
HNIAIDS l47 1.2 ulcer I115 5.0

Anaemia and
Ear infection 46 0.4 malnutrition 962 4.3
Infeclion of eye including
vachoma 40 0.3 Hypettension related 933 4.2

diseases
Neoplasm of muskulo Skin infection and
skeletal s stem 33 0.3 scabies 797 3.6

Total 12616 100.0 Total 22,189 100.0
Source: Ministry of Health, (2002). Eritn;a Health protile, 2002.

2001. Over the last 7 years (1999-2005) the incidence of malaria morbidity decreased by 34oI'o
(MOH, 2002a).

Table 6.15: The share of malaria's burden of disease in hospitals and health centers, 1998-2002

1998 1999 2000 2001 2002
OPD Morbidity ~ 18.2 8.4 5.5 5.1 2.7
~D morbidity Wc 32.9 20S 13.3 14.8 8.5
Total morbidity 16.2 9.4 6.1 5.9 3.2
Deaths oh 18.6 8.5 4.5 6.6 3.6
Case fatality ok 1.6 L2 l.l 0.2 0.3
Average length of stay in days 3.7 4.0 4.2 3.9 3.9
Source: MOH (2003), Annual Health Service Activity Report (January-December 2002)

As shown in table 6.15, the outpatient morbidity rates of malaria decreased from 1801o in 1998
to 2.7P1o in 2002 and hospitalization due to malaria decreased from 32.901o to 8.507o in the same
years, respectively. Deaths in hospital and health centers due to malaria also decreased from
18.6`~o in 1998 to 3.601o in 2002. The reductions are very impressive and encouraging. The
Ministry of Health is successful in its rollback malaria program, which was launched in 1999.

6.8.4 Immunization

The Expanded Program on Immunization (EPIC) is one of the PHC strategies of the IVlinistry
of Health. The main objective of this program is to reduce morbidity and mortality due
to vaccine preventable diseases such as measles, tuberculosis, diphtheria, pertussis, tetanus
and polio. This program mainly focuses on the vaccination of children under one year old
against the above diseases and mother against tetanus with tetanus oxide. EPI is integrated
with other activities at health facilities (hospitals, health centers and health stations) and at
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village outreaches. Significant progress has been made in the last 12 years since independence.
Table 6.16 illustrates immunization coverage for Eritrea.

Table 6.16: Immunization coverage for Eritrea, 1994 óc 2002

Percentimmunized
12-23 monthsold children

Year BCG DPT3 Measles TT, t(Regnant women)

1994 45.0 36.0 27.0 5.0
2002 91.4 82.8 84.2 34.6

Coverage increase by (Nc) 46.4 46.8 57.2 29.6

Source: MOH: EPI Unit; Research and Human Resource Division (2003); EDHS 2002.

As can be seen from table 6.16, there is a tremendous increase in immunization service coverage
in Eritrea. The increments are great in the case of ineasles (57070), BCG (45010), DPT3 (47P1o),
and TT2 (29010). In 2002, 1010 children above one years old had BCG, 1013 DPTHB3, 2122
measles, and other 1228 completed their immunization program after their first year of birth
(MOH, 2003). Access to immunization services within 5 kilometers increased from 4001o in
1995 to 97.401o in 2000 (MOH, 2001).

In 2002, 230 health care facilities provided immunization services, out of which 6.l~lo were
hospitals, 20.4 01o health centers, 67.8 oI'o health stations, and 5.7 Plo were MHC and NGO
clinics (MOH, 2003). Besides, in the health facilities, immunization services are also provided
in 308 outreach sites. In 2002, the immunization service coverage for 1-year old children was
91oI'o for TB, 83P1o DPT3, 8301o Polio3, and 8401o Measles (UNICEF, 2004a). The immunization
service coverage is higher for Eritrea when it is compared with Sub-Saharan African and other
developing countries. Table 6.17 below, illustrates the percentage of one year old children
immunized in 2001 against TB, DPT3, Polio3 and Measles. The immunization coverage for

Table 6.17: Immunization coverage for Eritrea, Sub-Saharan Africa 8L developing countries

Percentimmunized
1-yeazold children

TB DPT3 Polio3 Measles
Eritrea 98 93 93 88
Sub-Saharan Africa 73 54 52 58
Developing countries 78 71 73 70

Source: UNICEF (2003), The State of the World's Children.

TB, DPT3, and Polio3 in Eritrea are above 9001o percent, and measles 8801o while for Sub-
Saharan Africa and developing countries are below 80010 (see table 6.17).

Eritrea's greater emphasis on primary health care services significantly decreased under-five
and infant mortality rates over the last 12 years. See table 6.18 below, for infant and under-five
mortality rates, and life expectancy in Eritrea.

As can be seen from table 6.18, during independence, in 1993, Eritrea inherited a life ex-
pectancy oft 46 years compared to 50 years for Sub-Saharan Africa and 67 years for East
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Table 6.18: Under-five 8c infant mortality rates, 8t life expectancy in Eritrea, 1993-2002

Under five mortality rate Infant mortality rate Life expectancy
Yeaz (Per ]0001ive births) ( Per ]0001ive births) (Years)
1993 203 135 46
1994 200 117 50
1995 l95 ll4 52
1996 l20 78 50
1997 116 73 51
1998 Il2 70 51
1999 105 66 51
2000 114 73 53
2001 111 72 52
2002 89 47 53

Source: UNICEF (2004), The State of the World's Children: UNICEF (2003), The State of the
World's Children: World development Report (2000I2001); World Development
Report (2002).

Asia; an under-five child mortality rate of 203 per 1000 live births, compared to 196 for Sub-
Saharan Africa and 96 for East Asia. In the last ten years of independence under-five child
morality rates decreased from 203 in 1993 to 89 in 2002; a reduction by 56~10. Infant mortality
rate also decreased from 135 in 1993 to 47 in 2002; a reduction by 65~0. Life expectancy
increased from 46 years in 1993 to 53 years in 2002. The overall health achievements in the
last 12 years were great.

6.9 Concluding Remarks

After 30 years of war for independence Eritrea became independent in 1993. Eritrea emerged
from the ashes of war; the war left the country in ruins. The country is now under economic
and political transformation. In 1994 the government of Eritrea issued its macro-policy, which
defined the long-term development strategies of the nation. The government stressed in its
macro-policy the importance of human capital formation with education and health as key
inputs in its economic and social transformation while creating internationally competitive and
technologically advanced economy. On the political side some progress has also been made;
Eritrea adopted a constitution in 1997 after more than two years of debate on its deliberations.
Eritrea is a country in transition:

~ A transition from a state dominated economic order to market based economic system;

. A transition from colonial military regime to a just and democratic society; and

. A transition from conflicts and strife to political reconciliation and economic rehabilita-
tion.

By early 1998, most of the transition issues had been addressed, investor confidence was
beginning to grow, private investment in a number of sectors was increasing and the economy
was growing rapidly. Significant progress also show'n in education and health. Primary and
middle school enrolment increased from about 178,800 in 1991-92 to 370,000 in 2000 (GOE,
2001) and there was a sharp decline in infant and child mortality rates; under five mortality
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rate declined from 203 to 89 and infant mortality declined from 135 to 47 (per 1000 live
births) during the period 1993 to 2002, respectively. No cases of polio or diphtheria have been
reported since 1998 and all immunization diseases and malaria have declined.

Although the achievements were tremendous during the last 12 years (since independence in
1993) much remains to be done. Preventable diseases are still responsible for most of the
burden of diseases in Eritrea. Diarrhea, acute respiratory infections, and problems associated
with poor maternal and infant health care account for one-half the burden of disease, yet can
be prevented. Access to primary health care services remains low in comparison with other
countries with a similar income. Health care services are not adequate for the population, a
problem common to most African countries. There is, for example, a shortage of skilled medical
personnel, medications, and equipment. In 2000, the ratio of population per physician was
13,144, while the ratio of population per nurse was 2,804 (WHO, 2002). Another problem is
the uneven distribution of inedical facilities. There is high concentration of health facilities in
urban areas, especially in the capital city, Asmara.

The sudden out break of the border war with Ethiopia in May 1998 and the continuation of
the war until June 2000 has reversed the positive economic trends of Eritrea. The prolonged
conflict has had devastating human and social impacts. As the result of the conflict (GOE,
2001:13):

~ Over 70,000 Eritreans and Ethiopians of Eritrean origin have been forcibly deported
from Ethiopia;

~ About 1.1 million people were driven from their homes, the great majority women and
children;

~ Over 250,000 men and women between 18-40 were mobilized for national defence. They
are workers, farmers, professionals, civil servants and business people, and are among
the nation's most productive citizens. Many provide most of their family's income. This
widespread mobilization is costly to the economy both in terms of direct costs, as the
government provides subsistence to the soldiers and financial support to their families,
and indirect costs due to the divers in of labor from productive activities to national
defence.

The real cost to the nation, however, is not limited to financial and economic sacrifices. The
separation of family members for long periods due to deportation, internal displacement and
mobilization has created social and psychological scars that are deep and serious. Dependent
children and the elderly are affected. No family has been spared from this tragedy, and the
social and psychological impact of the trauma will take a long time to heal.
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Chapter 7

Eritrea's Health Care Policy and
Strategy

7.1 Introduction

Health is part of the national development program in Eritrea. In its poverty reduction strat-
egy (2001-2002) and Macro Policy (1994b), the government of Eritrea clearly stated that
health and education are the key inputs of national development. The Eritrean government
established two primary objectives in its Macro Health Policy of 1994. These were the re-
duction and eventually elimination of deaths from easily controllable diseases, and enhancing
the awareness of good health practices so that to improve the productivity of the work force.
To achieve these objectives the Ministry of Health [MOH] adopted primary health care as
its principal strategy. The philosophy behind Primary Health Care (PHC) strategy is that
health care is a fundamental human right and that the attainment of the highest possible level
of health is a most important social goal whose realization requires the action of many other
social and economic sectors in addition to the health sector (Alma Ata Declaration 1978). The
Alma Ata declarationl clearly noted that governments have a responsibility for the health of
their people, which can be fulfilled only by the provision of adequate health and social services.

This chapter reviews Eritrean health care policy and strategy with respect to decentralization,
community participation, multi-sectoral coordination and inter-sectoral collaboration. This is
in line with the Alma Ata Declaration where primary health care is considered as an integral
part of development that involves not only the health sector but also all related sectors and
aspects of national and community development.

7.2 Health Care Policy

In 1994 the Government of Eritrea established a comprehensive macro-policy, which includes
strategies for food security, human resource development, with education and health as key

inputs, physical and social infrastructure development, and environmental restoration and
protection. The Eritrean health policy supports the macro policy and aims to (a) minimize,

and eventually eliminate, easily controlled diseases; and (b) enhance awareness of good health
practices to improve the productivity of the workforce. Eritrea's national health policy is

1For the declazation of Alma Ata (WHO 1978)tefer to chapter 3(Box 3.1).
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based on the concepts and principles of primary health care. The main areas of focus of the
health policy are to:

. ensure the equitable distribution of health and social services to rural and urban areas,
support primary health care, in particular improve and expand mother and child care
services;

. give special attention to major health hazards and promote health care services;

. encourage the private sector to actively participate in the provision of health services,
following rules and regulations and operational modalities provided by the MOH;

. promote community and beneficiary contribution in financing health services;

. introduce national health insurance schemes; and

. actively promote information dissemination on health practices.

As in most developing countries, in Eritrea, policy formation is the prerogative of the gov-
ernment. Proclamation No. 86~1996 gives power to the MOH to formulate policies, prepare
regulations, directives, standards, integrated plans and development of budgets, as well as
supervise their implementation throughout the country. The private health sector has no ap-
parent role in policy formulation, financing and regulation. Its activity is limited to service
provision.

7.2.1 Primary Health Care as a Principal Strategy

There are several reasons for the government of Eritrea to adopt primary health care as its
principal strategy: first, Eritrea's disease patterns are very different from those found in eco-
nomically developed countries. The leading killers across Eritrea are respiratory and infectious
diseases e.g. ARI, diarrhoea, malaria, measles, and other afHictions that are no longer given
much attention in the West (see table 7.1). 1~eatment of these diseases does not require ad-
vanced technology, and in fact, such technology drains resources from the preventive measures
required to check basic illnesses. Medical technology also requires a high level of dependency
on Western countries, particularly the supply of inedical equipment and medications. The
World Bank ( 1994b) noted that many of the apparent shortcomings of hospitals in developing
countries are linked to congested outpatient departments and overworked laboratories per-
forming hundreds of so-call routine tests, which were supposed to be performed at primary
level health care facilities (health centers and health stations). The pressure of primary care
on hospital facilities distort health program development at the community level because it
fixes attention on the distressed hospitals, creating the impression that further extension and
development is required, when the real need is for a very large increase in the number of
effectively functioning health centers (ibid).

Eritrea still faces a high burden of disease ( BoD) from communicable and preventable diseases.
In the general population 69010 of the burden of disease is caused by: prenatal and maternal
causes, malaria, diarrhoea, malnutrition, acute respiratory infection ( ARI), tuberculosis and
HIV~AIDS. About 53P1o of BoD is due to communicable diseases. In 2002 HIV~AIDS, Tu-
berculosis, diarrhoea and ARI were responsible for about 37P1o of deaths of under-five years
old children in hospitals and health centers. Most of these diseases were preventable. The
high incidence ofcommunicable diseases emphasiaes the need for Eritrea to focus on preventive
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Table 7.1: Burden of disease in Eritrea

Disease Percentage of share Percentage of deaths 5 years and
of burden of above in Hospitals and Health
diseases (1994) ll Centers (2002) 2l

HNIAIDS 2.0 12.0
Tuberculosis (TB) 7.0 8.5
Acute Respiratory Infection (ARI) 15.0 8.2
Diarrhea 17.0 7.6
Malnutrition 4.0 3.8
Malaria 6.0 3.1
PrenatallMatemal 18.0 --

Othercauses 31.0 56.8

Source: ll MOH (2002-2003), Strategic Action Plan
2l MOH (2003), Annual Health Service Activity Report ( January-December 2002).

health programs and the provision of appropriate health care services to address communicable
diseases and nutritional conditions (World Bank, 2004b).

The second reason for the adoption of PHC as a principal strategy is that Eritrea inherited
a devastated health system, which was more urban-biased, emphasizing hospitals and clinics
in cities although about 80 percent of the people are living in rural areas. During indepen-
dence Eritrea had 16 hospitals, 4 health centers and 72 health stations, which were barely
functioning. Thus it was very difficult for many rural residents to travel to urban areas for
treatment. To obtain formal biomedical health care, rural residents have to travel long dis-
tances, sometimes on foot, to urban centers where they have to endure a long wait before finally
seeing a biomedical practitioner. The inconvenience and hassles involved, particularly when
patients are illiterate and unable to communicate meaningfully with doctors are formidable.
The strange and impersonal cultural environment in which biomedical services are provided
frequently leads to patients vowing not to repeat the experience. Part of the problem also
centers on language considerations. Rural residents may find it difficult to locate someone
who speaks their ethnic language, adding to the difficulty of maneuvering in what feels like a
"foreign" environment (Mbatia et. al., 2003).

The third reason is that western-based models place an emphasis on medical professionals
and elites. This is congruent with an approach that focuses on curative care in urban-based
health institutions. International organizations like UNICEF and the World Health Organi-
zation (WHO), however, are speaking out against this focus and placing more emphasis on
Primary Health Care (PHC) approach. In fact, the PHC approach has been emphasized,
albeit with varying degrees of success, since the late 1970s. According to this model, health
care decisions are decentralized and greater emphasis is placed on community decision-making
and participation. Communities are more interested in the provision of preventive care that
entails providing safe water, vaccinations, and mosquito nets to citizens instead of inedical
procedures requiring advanced technology. A PHC approach to health care sees communities
not just as a recipient of health care, but instead as an active partner in the health delivery
process (Kassler 1983; Kasaje 1992).

There are two approaches in the primary health care strategy: selective and comprehensive.
The comprehensive approach unites health with the total development of the community. It
promotes community participation, inter-sectoral collaboration, and use of appropriate tech-
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nology. It focuses on the development of horizontal institutional structures. This type of
institutional development allows the management of emerging new health problems without
establishing new and external structures. Major problems with comprehensive approach are
that results are not readily detectible in the short term and costs are too high for developing
countries, due to its extensive coverage and the number of trained personnel needed to sustain
it. On the other hand the selective approach focuses on prevention or treatment of few diseases
that cause the most mortality and morbidity and for which there are effective interventions.
The selective approach promotes rational, cost-effective, and readily detectible results in the
short-term. The Eritrean government uses both approaches in its public health programs.
The selective approach is used in HAMSET project (see the sub-section 7.3.1).

7.2.2 Primary Health Care in Eritrea

Eritrea's national health policy is based on the concept and principles of primary health care
(PHC). The PHC strategy emphasizes the development of basic health services at the local
level to reach more people and to strengthen preventive public health activities including the
prevention and control of endemic diseases such as HIV~AIDS, malaria, tuberculosis, and
sexually transmitted infections (STIs). The major objectives of the PHC program are to:

~ reduce infant and maternal mortality, and increase life expectancy through the provision
of adequate and equitable maternal and child health services, promotion of adequate
nutrition, and control of infectious diseases;

. ensure that health services are available and accessible to all urban and rural communi-
ties;

~ sensitize the community to common preventable health problems and design appropriate
activities through genuine community involvement;

~ promote awareness among the relevant offices and the community at large that health
problems can only be solved through multi-sectoral cooperation;

~ create awareness among the community that responsibility for one's health rests with
the individual, as an integral part of the family; and

~ move towards self-sufficiency in manpower by creating cadres required at all levels (WHO
2002 ) .

PHC, in Eritrea, includes the following components: maternal and child health (MCH) ser-
vices, family planning, health and nutritional education, expanded program on immunization,
control of communicable diseases, water and sanitation, provision of basic and essential pre-
ventive and curative care, and provision of essential drugs. All programs and activities of PHC
are integrated, and provided in almost all health care facilities at different levels.

The Primary Health Care division is responsible for the promotion of health and prevention of
diseases. As such, it has been instrumental in the formulation of strategies and guidelines for
the implementation of PHC policy of the MOH. One of the major achievements of the MOH,
under the PHC programs is the strengthening of immunization services. The adoption of the
Safe Motherhood and the Integrated IV'Ianagement of Childhood Illness (IMCI) programs are
also major strides towards the improvement of mother and child health.
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In the MOH, PHC division has five units: family and community health, environmental health,
expanded program of immunization, nutrition, and information, education and communica-
tion. The family and community health unit encourages communities to take responsibility
for their own health by encouraging them to participate in the planning, implementation,
and evaluation of health services, through village health assemblies. It supports communities
by training members in basic health care, to enable them become trained traditional birth
attendants and other trained community health workers. The environmental health unit is in-
tended to provide integrated environmental health services, including protection of and access
to safe drinking water, sanitation, food safety and hygiene, monitoring of air pollution, vector
control and hygiene education and promotion. The expanded program of immunization unit is
responsible for the control and eradication of six common vaccine-preventable childhood dis-
eases: measles, poliomyelitis, diphtheria, tetanus, whooping cough, and tuberculosis, through
routine vaccination and supplemental immunization activities, such as National Immunization
Days.

Primary health care is delivered in Eritrea through four separate systems that are integrated
to some degrees. These are the public health system, private health system (for-profit and
non profit health care service providers), traditional medical system, and programs aimed at
specific diseases.

7.3 Public Health Priorities

The most important public health priorities in Eritrea are malaria, HIV~AIDS and sexually
transmitted diseases, tuberculosis, reproductive health and family planning, child health and
nutrition, and water and sanitation. The Ministry of Health (MOH) set these priorities because
70o-Io of the major health threats can be overcome by focusing on the delivery of cost-effective
intervention in these six areas.

The distribution of safe drinking water and maintenance of proper sanitation facilities is one
of the top priorities of the GOE. Safe water and proper sanitation are essential in life. The
scarcity of water, compounded by inadequate sanitation and poor hygienic practices, is a cause
for common diseases that are risks to public health. Safe drinking water coverage in Eritrea
is 4601o and only 13070 of the population use adequate sanitation facilities (6601o urban and
1PIo rural) (UNICEF, 2003). Diarrhoeal and parasitic infections (such as amoeba 8c giardia,
roundworms, whipworms, hookworms, schistosomiasis, typhoid, cholera, dysentery, etc.) are
major causes of admission and deaths in hospitals and health centers in Eritrea. In 2002
diarrhoea was responsible for the death of 21.4P1o under-five children and 7.6P1o five and above
years in hospitals and health centers (MOH, 2003). Health workers in Eritrea are trained to
assist the population to make use of cost-effective interventions. They concentrate on building
safe, closed wells, traditional and sometimes-ventilated improved pit (VIP) latrines, improving
refuse disposal, vector control and food hygiene. Eritrea's government target is to increase
access of sanitation facilities by 30P1o to rural population by the year 2015.

Under-five and maternal mortalities are main public health problems in Eritrea. The maternal
mortality ratio is estimated to be among the highest in the world (998~100,000 live births)
(EDHS, 1995), and under-five mortality rate is 89~1000 live births (UNICEF, 2004). Eritrea's
government target is to reduce maternal mortality rates to the level of 250~100,000 live births
and under-five mortality to the level of 48~1000 live births by the year 2015.

HIV~AID, Tuberculosis, Malaria, and Sexually ~ansmitted Diseases (STDs) are serious public
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health problems in Eritrea. Until 1998 malaria was the number one cause of mortality and
morbidity in Eritrea. The cost to the country from malaria was enormous, not only in the
death and illness of more than 200,000 people each year (up to 25010 of the population in some
areas) but also because of the long-term debilitating effect, which seriously affects productive
activities. HIV has emerged as the first leading cause of in-patient mortality among adults
from 1999 to 2002, compared to its position as the fifth cause of death in 1998. Tuberculosis
stands in the second place, as most tuberculosis cases are associated with HIV~AIDS.

The MOH adopted vertically integrated programs (selective PHC approach) to curve the
alarming rate of HIV~AIDS, Tuberculosis, Malaria, and other Sexually Transmitted Diseases
(STDs), whilst adopting a comprehensive PHC approach to other public health programs.
These four diseases constitute HAMSET project in Eritrea.

Table 7.2: Public health priorities in Eritrea

Global I Millennium Gbbal Targets Current status Government of
Development Goals Eritrea Target 1201~1

Universal Access to By 1999, 70 percent of the populazion were reported to have ,100~,
Primary Health Care access to primary health care services (defined as being with

10 km of a health faciliry)
Reduce Child Reduce by two thirds, between , Infant Mortality Rate is 48 per IOOO live births. , fMR 27l ]000
Mortality 1990 and 2015, the unda-five , Under-Fve Mortality Rate is 89 per I000 Gve births , UF1vIIt 48I1000mortality rate

, 84 percent of chifdren less than one-year received , Measles vaocine
me~sles vaccine, 100rk

Improve Maternal Mazemal Monality Ratio
Health (MMR}reduceby~baween

1990-2015
Combat HNIAIDS, By 2015 to have halted and begun
Malaria, and aher to reverse, the spread of
diseases HIVIAIDS, ( 8c aher diseases e.g.

malaria, TB).

Universal Access to
Reproductive Health
Services and
Information.

Ensure Environmental Halve, by 2015, the proportion of
Sustainability people without sustainable access

to safe drinking water. By 2020,
to hare achieved a significant
improvement in tM lives of at
least 100 million slum dwellers.

, Mazemal Mortality Rate (MMR) is 998I100,0001ive births. , MMR: 2501100,000
, 28 percent of births attended by skilled personnel (BASP). , BASP 90~

, HN adult sero-prevalence between l.5 and 2.8 percent.
, Contraceptive rete: 8 percent of married women.
, TB: 50 percentdiagnosed reses are smear-positive.

Cure greáer than 60 percem.
, Cootraceptive prevalence rate (CPR) (aoy rrethod, currently , CPR 25~b

married wanen) is B.O~c
, Contraceptive prevalence raze (any rrrahod, all wanen) is

5.890
, Access to safe water: 8.1 percent of nual populazion , Increase to

and 59.6 percent in urban areas. 3096 rural populazion
, Access to sanitation: 1 percent of nrrel populatán and 66 with access to

percent of urban populazion. sanitation

Source: Wald Bank (2IXH), Tk Health Secta in Erivea, Washington D.C.: United Nations (2001), Fiitrea : Comrron Cowuy Assessmem, Vol. I

The government of Eritrea has to work hard to achieve the Millennium DeveloPment Goals.
Given its commitment to eliminate poverty, the government has to take appropriate actions
to achieve the desired impact on the health status and general well being of the population.
Thus, adequate resources need to be mobilized and made available to health care services,
as well as to other related sectors, such as water and sanitation. However, given competing
demands on the country's limited resources, actions in all sectors need to be prioritized (World
Bank, 2004).
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7.3.1 HAMSET Project in Eritrea

HAMSET is a multi-sectoral primary health care (PHC) project in Eritrea. HAMSET is an
acronym for HIV~AIDS, Malaria, other Sexually ~ansmitted Diseases (STDs), and Tlibercu-
losis. The MOH identified these four diseases in its multi-sectoral PHC project. The project
was launched in 2001 to combat the major infectious diseases in Eritrea. It is a 50-million
dollar five-year project largely financed through soft loans from the World Bank.

The overall objectives of the project is to increase the population's knowledge and access to
prevention measures and basic early treatment for HIV~AIDS, Malaria, Sexually Transmitted
Diseases, and Tuberculosis. The specific objectives of the project are to2: increase effectiveness
and efficiency of policies and interventions to reduce the spread of HAMSET diseases; improve
community, household and individual's knowledge of the practices that facilitate or minimize
the spread of HAMSET diseases; improve access of communities, households, and individuals
to affordable preventive measures and early treatment services; improve quality of basic health
care by providing drugs and medical materíals; reduce environmental impact of vector control
activities; and identify affordable community -managed~home-based care for AIDS patients.

HAMSET project is e~cpected to reduce the transmission of the four aforementioned diseases,
as it involves several ministries and community-based organizations. The project promotes be-
havioral change in specific target groups such as adolescence, commercial sex workers, migrant
workers, families affected by HIV~AIDS, and populations living in malaria affected area. The
project ensures that both health care workers and the community at large employ cost effec-
tive, affordable and safe disease control measures. Coordination of the project occurs through
the MOH and other partners, while implementation takes place primarily at the community
level.

Why is the Ministry of Health selected these four diseases to make up the component parts of
HAMSET project? The Minister of Health Mr. Salih Meki in an interview with shaebia.org
(2002) explained that3 :

"We embarked on effective control of these four diseases because they are the most
common diseases in Eritrea and are a.ffecting the most productive members of our society.
HIV~AIDS is the most scourging disease in Africa. Although it is relatively small and
controllable in Eritrea, less than 301o compared to 20oI'o or 30010 or more in some countries
of the continent, HIV~AIDS can proliferate at extremely high rate of increase and needs
to be controlled before it runs out of hand and causes mass-destruction of human lives.
The most vulnerable groups to HIV~AIDS in Eritrea are youth, the military, commercial
sex workers, mobile workers and women. Malaria is the number one cause of mortality
in Eritrea. The immediate cause is the exposure to the infected mosquitoes and the
presence of untreated infected persons and the emergence of drug resistance, especially
to chloroquine. Some 67070 of our population is infected with malaria. The MOH has
been carrying out malaria control program for many years before the HAMSET project,
but there is a long way to go before bringing the disease under control. STDs are disease
on their own right, and are also conduit to other diseases like HIV~AIDS. Tliberculosis
is a contagious disease and is often associated with HIV~AIDS disease. Thus, these
four diseases have so much in common and together can totally paralyse a given society
beyond imagination unless well-studied radical measures are taken to bring them under
complete control. Certainly our main focus is on HIV~AIDSn4

2For details see MOH (2000), project appraisal document. Eritrea: Malaria~HIV~AIDS.
3Taken from the archives of [www.Shaebia.com~ interview with Minister of Health Mr.Salih Meki (2002).

HAMSET a uovel project to save life.
4Since 1999 HN~AIDS has been becoming a serious public health problem in Eritrea. O~cial records in
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Table 7.3: Trends of HAIVISET Diseases in Eritrea

Disease CateROry 1998 1999 2000 2001 2002

STI No. of cases ín Ho. 8t HC. 5401 4526 3790 3183 3367
(`b) (0.6) (0.5) (0.5) (0.3) (0.4)

No.ofcasesin HS 4583 5413 I0839 3369 3355
(`~) (0.6) (0.7) (1.4) (0 4) (0.4)

Malaria OPD Morbidity (~ïc) 18.2 8.4 5.5 5.1 2.7
IPD Morbidity (90) 32.9 20.5 13.3 14.8 8.5
Total Morbidity (~Xo) 16.2 9.4 6.1 5.9 3.2
Deaths (~Io) 18.6 8.5 4.5 6.6 3.6

TB OPD Morbidity (90) 0.8 0.9 0.6 0.6 0.4
IPD Morbidity (~io) 2.4 2.4 2.6 2.8 2.7
Total Motbidity (~k) 1.0 LO 0.8 0.8 0.6
Deaths (~k) 6.6 7.1 6.2 9.1 6 4

HIVIAIDS No. of cases in Ho. Bc HC 1105 1844 1443 1666 1591
Deaths in Ho. 8c HC (~h) 130 212 188 233 216
Non-HAMSET Diseases

Diatrhea OPD Morbidity (~Io) 10.2 10.4 11.8 9.7 9.9
IPD Morbidity (90) 7.6 3.5 8.9 8.0 8.6
Total Morbidity (~Io) 9.9 ]0.1 11.6 9.5 9.8
Deaths (ok) 11.0 ]0.1 9.3 5.5 I 1.5

ARI OPD Morbidity (~á) 20.4 20.4 23.3 25.5 27.3
IPD Morbidity (90) 10.4 12.4 13.4 14.1 14.9
Total Motbidity (~k) 19.4 19.7 22.5 24.6 26.3
Deaths ( íR) 13.0 12.7 13.5 13.0 13.7

Source: MOH (2003), Annual Health Service Activity Report (lanuary-December 2002)

HAMSET is a multi-sectoral project in which the Ministry of Health, Ministry of Information,
Ministry of Education, Ministry of Labor and Human Welfare, Ministry of Local Government,
Ministry of Agriculture, Medical service of Ministry of Defence, University of Asmara, National
Union of Eritrean Youth and Students, National Union of Eritrean Women and Eritrean
Confederation of Workers and religious groups are engaged in its implementation as related
to their respective sectoral activities and societal missions.

Structurally, the HAMSET project is organized at the national, regional, sub-regional and
community levels. At the national level there are steering and technical committees, comprised
of representatives from line ministries and governors of the six administrative zones, formulate
policy guidelines, strategies and action plans. The MOH is responsible for the overall nation-
wide coordination, planning, financial management and procurement.

In the Zoóas there are zonal HAMSET coordinating committees. The tasks of these commit-
tees are to assume the overall responsibility for the project at the Zoóa level and to ensure
that the required coordination is secured in the implementation process of the multi-sectoral
project. There is also zonal HAMSET technical committee that checks whether all action
plans and implementations on activities at zonal level are delivered at the given time and
place. The Zonal HAMSET Project Management Unit (PMU) is responsible for the day-to-
day operational activities of the HAMSET project and it is directly accountable to the office
of MOH. In the Zoóas, there are zonal PMU under the zonal coordination committee; their
tasks are provision of guidelines of the program implementation towards the fulfilment of pro-
gram goals and objectives, ensuring complia.nce with the program implementation manuals
and other established documents. At the bottom of t.he hierarchy under the Zonal HAMSET
PMU there is a project of6cer, who is responsible for the coordination of the zonal HAMSET

the MOH show that. in 2002 HN~AIDS was responsible for 10 percent of the total deat}ts in htnpitaLs and
health ccnters in Eritrea despite its lower shaze of OPD (O.l~lo) and IPD (1.201'0) morbidity rates (MOH, 2003).
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Figure 7.1: Organizational structure 8c coordination framework of HAM5ET
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tivities and writes reports to PMU (MOH). Parallel to the project officer there is financial
officer, whose task is to prepare and to update the implementation plan based on the project
norms and procedures agreed with donors, and prepares and presents annual financial report
to Ministry of Health (MOH), Ministry of Finance (MOF), International Development Asso-
ciation (IDA) and other funding agencies and transfer funds to zonal PMU to ensure timely
retrieval of financial documents.

The HAMSET project is implemented within the decentralized framework of the government.
The actual implementation at regional and sub-regional levels is carried out through the Min-
istry of Local Government's (MOLG's) respective regional zonal administrations (the Zobas).
Representatives of the MOLG at the sub-regional and village (community) levels makes it
possible to supervise the details of program implementation, follow up activities, and cross-
sectoral coordination at all administrative levels. Project implementation involves the active
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NGOs. Community participation would be facilitated, based on successful experiences of the
Eritrean Community Development Fund (MOH, 2000).

Coordination seems to be difficult, as HAMSET project involves many government and non-
government organizations. However, the existence of the following specific task arrangements
are expected to resolve coordination problems: [1] Establishment of adequate coordination
and management structure, leaving to the individual ministries the full responsibility for the
implementation of their respective sub-components; [2] Centralized procurement by the MOH-
Project Management Unit (PMU) on behalf of the participating agencies. The MOH-PMU
has sufficient experience in the management and coordination of World Bank financed health
projects.Usually the PMU makes procurement based on: a pre-determined annual budget
of the 'Participating Agencies' (PAs); and PAs draft of precise list of procurement require-
ments, established priorities, desired quantities, and technical specifications; [3]Contracting
out of certain services to NGO's, and civil society associations. Moreover, the MOH enters
legal agreements with different government agencies to carry out treatment, education and
promotion activities.

HAMSET project brings together the state, NGOs and the private sector. It has more than
thirteen stake-holders, which are involved in education and dissemination of information on
HIV~AIDS, Malaria, T.B. and STDs. Among the thirteen stake-holders, the Ministry of Ed-
ucation, Ministry of Health, and Ministry of Information are the most prominent government
ministries in the HAMSET project. The HAMSET project is technically sound although
there are some coordination problems across sectors (World Bank (2000).

7.4 Inter-sectoral Collaboration in Health

Health is an integral part of development, requiring the cooperation of many sectors of society
including nutrition, education, water and sanitation, agriculture, social and women's affairs,
housing, information, etc. Inter-ministerial councils and collaboration with non-governmental
organizations (NGO's) play an important role in the inter-sectoral approach to health. Effec-
tive inter-sectoral collaboration is frequently mobilized during major disasters and emergen-
cies. The MOH should collaborate with other organizations to address major health problems.
These may include the quite emergencies of chronic malnutrition, inadequate educational op-
portunities particularly for girls and lack of effective sanitation and safe water.

The Eritrean Ministry of Health recognizes that the health of a society is closely related to its
overall socio-economic situation and the extent of poverty with in it. There are situations in
which health is too inextricably tied to other aspects of development that there will be limited
opportunity for advancing either health or development unless progress is made along both
lines. The causes of ill health are not limited to factors that relate directly to health, and
the paths to be taken to deal with ill health must not be solely health interventions. Level
of literacy, household food security, improved housing, ecological sustainability, more effective
marketing of products, building of roads, enhanced roles for women, existence and accessibility
of social infrastructure and services such as water and sanitation, schools and health facilities,
etchave a substantial impact on health of a population.

For effective service delivery the public health system should coordinate all its activities with
the public and private sectors. For example, a health center or hospital responsible for a sub-
zone would need to work closely with the Ministry of Agriculture extension (home economics)
workers and other agricultural activities in many ways, including in identifying nutritional
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problems and finding appropriate solutions, analyzing seasonal relationship between agricul-
tural labor demands and disease incidence (e.g. Malaria), in minimizing environmental health
haza.rds from irrigation schemes. The health center~hospital also needs to coordinate its activ-
ities with the Eritrean Relief and Refugee Commission (ERREC) in mitigating environmental
and other health hazards from resettlement programs for the internally displaced, refugees,
etc.

The MOH sees collaboration as an effective way of service delivery. The MOH in its strategic
health sector plan pointed out that in collaboration with concerned government and non-
government organizations, comprehensive and standardized health services for students and
workers in factories and on large scale firms will be developed and organized with functional
linkages to the regular health service infrastructure (MOH, 1996).

Inter-sectoral collaboration will be further strengthened with the Ministry of Local Govern-
ment at the zonal level. All social services and development programs are directly accountable
to the local government; in fact health, education, and labor and human welfare are under one
Director General in the local government, which could easily facilitate multi-sectoral approach
to social services and development programs. To facilitate inter-sectoral collaboration further,
heads of the various sectors in a zone are members of the zonal council.

The structure of the local government is, therefore, conducive for inter-sectoral coordination at
the most important level, zonal and sub-zonal levels, although, the capacity of effective coordi-
nation needs to be developed and strengthened. In all inter-sectoral activities the importance
of communication by both traditional and non-traditional means are stressed. Misunderstand-
ing is often the cause of inter-sectoral disagreement. The Head of Public Health Service, in
the MOH, in an interview (2003) stated that each government ministry wants to achieve its
own goals and there are conflicts of interest in inter-sectoral collaboration. The coordination
mechanisms at the central level should be clearly defined to minimize the conflict of interest
among the participating agencies.

To enhance inter-sectoral cooperation in public health promotion the Eritrea government in-
volves several organizations and governmental departments in information, education and
communication (IEC) activities on various health issues. Prominent among them are the
Health Education Unit and the National AIDS control and prevention program of the Min-
istry of Health, Educational Media of the Ministry of Education, Population and Family Life
Education Project of the Ministry of Labor and Human Welfare, Family Reproductive Health
Association of Eritrea (FRHAE), National Union of Eritrean Youth and Students (NUEYS)
and the National Union of Eritrean Women (NUEW). Although there are overlapping and joint
campaigns on some priority health topics such as HIV~AIDS prevention, most IEC activities
are initiated and conducted by each organization or government department with less coor-
dination or collaboration among the concerned organizations and agencies. The following are
the specific activities of the aforementioned government and non-government organizations.

The Ministry of Health-the health education unit of the ministry of health is a coordinating
body for all health related IEC activities on the national scene. The activities conducted by
the health education unit include production of posters, preparing or advising on scripts for
the health program on the national radio, providing technical oversight on IEC materials on
health, etc. Officials in the MOH, however, stated that staff and budgetary constraints have
impeded the capacity of the health education unit of the MOH to fulfil its leadership role as
national coordinator of health related IEC activities. The health education unit is awaiting
for the adoption of national IEC strategy for health by the MOH, which calls for an increase
of staff and budget as well as for IEC training.
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The National AIDS Prevention and Control Program (NAPCP)-the NAPCP in-
volves in IEC activity with more media coverage using diversified formats such as radio and
television, drama, spots, interviews etc. Pamphlets and posters are also being used to supple-
ment peer counseling and school educational programs. However, there are some critics that
the pamphlets on HIV~AIDS developed and distributed by the NACP targeting adult men
and women have emphasized the sexual mode of transmission without mention of the other
modes of transmission and preventive measures, for example, discouraging traditional medical
practices that use and reuse the same incision instruments.

The Ministry of Labor and Human Welfare-the ministry involves in IEC activities
by spearheading population and family life educational projects. The target groups in the
population and family life education are members of organized labor, civil servants, hotel
owners, truck drivers, the military, police force and members of NUEYS and NUEW, and
commercial sex workers. Health promotional activities are conducted through workshops and
distribution of posters. The promotional activities were focused on HIV~AIDS prevention,
family planning, environmental sanitation, gender equality, etc.

The Ministry of Education-the ministry of education broadcasts health education through
its adult educational radio along with programs on Agriculture and Civics. Health education
consists of fifteen-minute program broadcast in Tigrigna and Tigre, which is repeated three
times a week. The health topics have been broadcasting since 1995 include 38 different health
problems, such as STDs, HIV~AIDS, malaría, diabetes, TB, asthma, influenza, diarrhoea,
intestinal parasites, rabies, communicable diseases, eye and skin diseases, meningitis, ulcers,
etc. There is also coverage of nutrition and diet, water and sanitation, first aid, traditional
medicine, breastfeeding and supplementary feeding. Maternal health issues, i.e. maternal care
during pregnancy and delivery, care of new born, and family planning are dealt with in three
programs constituting about 12o-Io of the annual health education program on adult educational
radio. The Ministry of Education (MOE) adult education Mass Media Unit currently reaches
75P1o of the rural population with messages addressing malaria and other health issues (World
Bank, 2000).

The Ministry of Information-the ministry of information broadcasts two bi-weekly health
education programs through Dimtsi Hafash Eritrea (National Radio): one on general public
health issues and the other specifically on maternal and child health. The maternal and
child health program on national radio combines interviews with doctors, nurse midwives,
traditional birth attendants etc. The coverage of family health issues includes the concepts
and benefits of family planning; the dangers associated with early and late pregnancies; the
direct causes of maternal death; the role of TBAs in reducing maternal and infant mortality
through education and training and need for community support of TBAs; etc.

The National Union of Eritrean Women (NUEW)-the NUEW involves in various health
issues including safe motherhood, STDs (HIV~AIDS) prevention, family planning, and Female
Genital Mutilation (FGM). The Union has trained several health educators, who are currently
conducting health education among women in urban and rural areas. There have been no IEC
materials developed by NUEW as yet, but the need to standardize teaching methods and
contents as well as to supplement the health education lectures with take home pamphlets
is recognized by the health education department of NUEW and plans to produce them are
underway.

The National Union of Eritrean Youth and Students (NUEYS)-the NUEYS involves
in various health issues that are related to adolescent sexual health, family planning, and
HIV~AIDS. NUEYS has also initiated a campaign against the practice of Female Genital
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Mutilation. NUEYS IEC activities include producing and distributing pamphlets, booklets
and posters on various health issues. NUEYS provides counseling services at the youth centers
in Asmara, and conducts workshops and seminars on female genital mutilation (FGM) in rural
and urban areas.

The Eritrean Social Marketing Group (ESMG)-the ESMG is a local NGO, which is
active in the prevention of HIV~AIDS. It distributes condoms and disseminates information on
HIV~AIDS prevention. It works in collaboration with NUEYS and other government agencies.
Social marketing is an approach where the experience of commercial market.ing is applied to a
product, which has a social benefit with the main motivation being social improvement rather
than financial gain to the marketer (Andreasen, 1995).

The Family Reproductive Health Association of Eritrea (FRHAE)-the FRHAE in-
volves in IEC activities with the focus on: family planning, STDs and HIV~AIDS prevention,
and elimination of harmful traditional practices (e.g. female genital mutilation). FRHAE's
target audiences are members of the NUEW, NUEYS, and junior and secondary school stu-
dents. FRHAE produces posters (in Tigrigna, Tigre and Arabic), flip charts and pamphlets
to disseminate information on reproductive health, contraceptive use, and safe sex. FRHAE
provides also family planning training at the Nursing and Health Assistant Schools, and pre-
pares courses for NUEW, and Ministry of Labor and Human Welfare. FRHAE's main IEC
activity is counseling and periodic outreach to zonal urban and rural centers.

7.4.1 Effectiveness of Past and Current IEC Activities in Eritrea

Despite the fact that there is an increasing amount of IEC activities on issues related to Safe
Motherhood and HIV~AIDS prevention, they seem not to have been consistent, comprehensive
or effective in promoting behavioral change, i.e. there has not been a corresponding increase
in the utilization of ante-natal, delivery, or family planning services nor an increase in the
practice of safe sex. One of the most glaring shortcomings of past IEC activities has been
the lack of coordination and collaboration between the concerned organizations to prioritize
and standardize health messages, as well as in pooling available resources towards a national
effort to promote health and health seeking behaviors. The lack of services and inadequate
promotion of available services are also among the factors that contribute to the ineffectiveness
of IEC activities.

Although there have been recent efforts to expand the scope of IEC activities, they are still
mainly limited to the production and distribution of posters and written materials. Despite
the fact that some of the posters and pamphlets are well planned and designed, these types
of IEC materials have very limited impact in Eritrea for several reasons. Among them the
following can be mentioned: low level of literacy in the country; problem of pictorial illiteracy
particularly among the rural population; limited circulation of the available posters and written
materials due to the high cost of production and distribution; and poor quality of some posters.

In addition to the above it has been claimed that most health staff involved in providing health
education and counseling lack interpersonal communication skills and knowledge of the local
languages, which makes communication with clients very difficult.
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7.5 Decentralization

Conceptually, decentralization is a term that describes a process by which powers (political
decision-making, financial and managerial) are transferred from central to local governments
giving them more autonomy and liberty to manage their local affairs. Rondivelli and Cheema
(1983) defined decentralization as the transfer of planning, decision-making or administra-
tive authority from central government to its field organizations, local administrative units,
semi-autonomous and parastatal organizations, local governments, or non-governmental or-
ganizations. Decentralization is all about moving administrative, managerial, fiscal and risk
functions from the center to the periphery (Varatharajan et. al., 2004).

The theory underlying decentralization argues that services should be decentralized if demand
and supply conditions are highly localized, as is the case of primary health care. Andrews, et
al., (2003) noted that a sector is a prime candidate for decentralization if: (a) local demands
for a service differ across localities; (b) there are no substantial economies of scale associated
with the service; (c) there are no substantial spill-overs of costs or benefits from the service;
(d) the service is amenable to at least partial local financing through taxes or charges; (e)
local governments have the capacity to deliver the service; and (f) the service is not meant to
provide substantial redistribution of income or wealth.

The theory on decentralization suggests that, as a first approximation, sectoral decentraliza-
tion policies should review the nature of the service and the situation of local governments to
determine if conditions are conducive for decentralization (Andrews, et al., 2003). The pri-
mary health care sector entails a number of services including immunization, family planning,
maternal, infant and child health services, education, and treatment for sexually transmitted
diseases (STD) and HIV. These services are dispensed through complex process comprising
various components, including: resource access and allocation, policy making and planning
for primary health care provision, organization and implementation of primary health care
agencies, and operation and maintenance (ibid: 31).

The Government of Eritrea has adopted administrative decentralization as a national policy
in May 1996. The MOH is in the process of establishing a decentralized health service system
in which the major portions of the duties traditionally performed at the central level will be
executed at the zobas (MOH, 2001). In an interview in 2003, higher government officials in
the Ministry of Health said that the very essence of decentralization in the health sector is
to increase the space for decision-making at the local level for the local people, so that the
health system will be more responsive to local needs and thus more effective and efficient in
the provision of health care. This would help the local people to resolve their health problems
through personal contact with local leaders. Local workers are better able to identify problems
and opportunities, more likely to use area -and culture-specific solutions and better able to
match supply decisions to local situations. The nature of the social environment within which
such spaces for local discretion are created is thus likely to be a critically important factor in
the realization of the policy vision of the Eritrean government.

According to the Proclamation for the Establishment of Regional Administrations5, MOH role
is to:

~ formulate policies, prepare regulations, directives, standards, integrated plans and de-
velopment of budgets, as well as supervise their implementation throughout the country;

SGovernment of Eritrea, Proclamation of Eritrean Laws No. 86~19J6: Establishment of regional Adminis-
trations.
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. undertake research and studies, compile and collect statistical data;

~ provide technical assistance and advice to regional programs and administration;

~ comply with national policy, standards and regulations and, upon agreement of the
Ministry of Local Government, assign regional executives, recruit, transfer, promote and
dismiss employees; and

~ seek external funding for regional development programs.

At the zobafilevel, the main functions of the Zonal Medical Officers are:

~ Planning, including the preparation of annual plans and budgets, project monitoring
and, to a limited extent, evaluation.

~ Coordination of all development activities including those of the private sector and
external agencies.

~ Implementation- a core function at the zonal and sub-zonal levels. This involves manag-
ing relations with sub-regional and community administration ofFicials, mobilization of
community resources, handling contacts and financing mechanisms and providing sup-
port for operation and maintenance.

In Eritrea each zoba is divided into sub-zoba. In each sub-zoba there is at least one health
center, which coordinate a number of health stations. At the village level there are also com-
munity health agents and trained traditional birth attendants, who provide health education,
on nutrition, hygiene and disease prevention, as well as basic health care and medications.
The community level health care structure is more informal. The health workers at this
level are supervised by the nearest health station or health center but remain accountable to
their communities. Remuneration for these health workers is the responsibility of the local
community.

The Zonal Medical Officers report to both MOH and the Zonal Governor. For health sector
matters, zonal governors report directly to MOH. The Zoba Health Services (ZHS) are part of
the Department of Social Services of the Zoba. They are administratively accountable to the
zoba administration, which is directly under the Ministry of Local Government. However, on
technical matters, they are accountable to the Ministry of Health.

The ZHS is headed by the Zoba Medical~ Health Officer who leads the Zoba Health Man-
agement Team (ZHMT), which composed of focal persons for the different services of the
Ministry. At present, the Zoba Medical Officer, together with his Health Team, plans for the
activities of the zone (zoba) in an annually revised five-year plan, which is sent to the Ministry
for evaluation and consolidation. Financing of the action plan is done through the Ministry
of Health. The Zonal Governor cannot reallocate funds between different sectors.

At the national level all funds are gathered through the revenue department of the Ministry
of Finance and distributed through the accounts department to the different line ministries.
No funds for health go directly from the National Government to the Zones. However, once
the action plan is approved and funds are secured implementation is left to ZHMT while
monitoring and evaluation are done jointly. A project ofHcer is assigned to each ZHMT to
follow up the health activities.

sThe zoóa is the adnunistrative division, corresponding to a region. Eritrea is divided into 6 zodxis.
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Figure 7.2: Zonal health organization
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In the health sector the pace of decentralization is constrained by absence of skilled personnel
at the local level. Technical and managerial competence is central to effective assignment of
primary health care services to district and local governments (Kolehmainen-Aitken, 1999).
Hutchinson et. al., (1999) noted that human resource capacity constraints were the major
limit to the planned decentralization of planning and administration responsibilities in SSA
countries. IVlills (1990:112) provides similar comment, "it is a relatively simple matter to build
and equip health posts, but quit a different question to find the staff to run them" . Thus, acute
shortage of indispensable staff for planning, management and operation of health facilities at
the local levels are the main constraints for effectiveness decentralization in Eritrea. There are
shortages of surgeons, health laboratory technicians, midwives, and experienced administrative
personnel with good planning and management practices.

Absence of fiscal decentralization is another constraint for effective functioning of the public
health system in Eritrea. Local governments cannot reallocate funds between sectors or retain
revenues collected from health facilities. Centralized decision-making over the allocation of
financial resources made local governments heavily dependent on the center. If local authorities
do not have financial control for their activities, they cannot be flexible enough to cope with
the emerging needs or problems of the population of their jurisdiction. Thus, there is a
need for legislation that requires the decentralization of central budgets and the devolution of
some fiscal authority. The Ugandan 1997 Local Government Act, for example, requires block,
conditional and equalization grants to be used to channel funds from the national treasury to
districts but also accords districts new freedoms to use alternative financing mechanisms like
user fees and community prepayment schemes (Hutchinson et al., 1999:74).

Centralization limits the autonomy of local entities. Experience shows that central entities in
most African countries use their fiscal strength to inftuence provision and production decisions
at the local level. Central government officials in Eritrea, however, said that the decentraliza-
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Figure 7.3: Organization structure zonal level
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tion process, in Eritrea, was delayed due to: (a) lack of local level managerial and technical
capacity, particularly in planning, operations, and maintenance; (b) lack of institutional abil-
ities for intergovernmental coordination; and (c) lack of adequate level of local governance,
including legal and financial capacity.

The argument that power cannot be devolved without capacity and resources is widespread
and is often specious (Ribot, 1996; Oyugi, 2000).

... it is frequently argued that decentralization should not take place until the necessary
capacity exists; but this tends to be a"chicken and egg" type of argument, since more
often than not it is only the pressure of decentralization which motivates the action
necessary to improve capacity-and motivates the existing staff and the local level to
recognize their own potential and demonstrate their real abilities".

(Conyers, 1990:30; cited in Ribot, 2003:60).

In the case of Eritrea capacity needs to be built in local and regional levels to facilitate the
decentralization process. Local health officials do not have full authority over the management
of health facilities, they lack the flexibility to adapt to changing local conditions and underlying
needs of the population they serve. It is likely that increased autonomy and professional
management of public health facilities could increase the efflciency and quality of service
delivery (World Bank, 2004).

7.5.1 Community Participation

Participation of communities is widely argued to be an important factor in improving health
outcomes and the performance of health systems. Mahler (1981; cited in Levin 1981:179)
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commented that "if health doesn't start with the individual, the home, the family, the working
place, and the schools, then we will never get to the goal of health of all" . Although in theory
participation is an accepted principle of present day health care, it is often misinterpreted as
meaning that community resources (money, labor, materials) must be made available so that
government planned and controlled programs can be implemented.

According to Morley et al (1983:85), a more correct interpretation of community participa-
tion is that it is the process through which the people gain control over the social, political,
economic and environmental factors that determine their health. The process of participa-
tion starts with an evaluation of the situation by everyone involved. During the process, the
community defines its most important health problems, it decides on priorities. Finally, the
community participates in implementing, monitoring and evaluating a health program. All
these things are possible even when people are poor and illiterate.

For a long time, community contribution to any development activity has been a common prac-
tice through out Eritrea, and such contribution towards the establishment of health services
is quite significant. Community contributions in cash, construction materials or in labor cover
up to 20oI'o of the cost of construction. Moreover, local and village communities are responsible
for the remuneration of Community Health Workers and Traditional Birth Attendants.

Officials in the Ministry of Health, however, stated that community participation should not be
limited to contribution of money and materials. There is a need for community participation
in the prevention of infectious diseases and implementation of primary health care programs.
The expected roles of the community and the strategies adopted by MOH to combat major
diseases in Eritrea are shown in table 7.4 below.

The Government of Eritrea has put the necessary structure at the zonal, sub-zonal and village
levels for the involvement of communities. The Local Government at the zonal and sub-zonal
level is composed of three bodies: the Baito (legislative), administration (executive), and the
judiciary. At the village~area administration level, there is a "Megabaaya" which is village
level Baito, and different committees including health committees. Beside, the structure of
the local government there are also the party (PFDJ) and community organizations including
Youth and Women's associations that could assist in involving the communities. Community
participation is, therefore, a key for the success in primary health care. The MOH is training
health workers in all health facilities in interpersonal communication skills to enable them to
actively interact with communities for effective involvement of the communities at every stage
in the planning, implementation and evaluation of health programs. However, despite signifi-
cant efforts for public participation, community mobilization is still limited to implementation
of government programs. Participation mechanisms lack comprehensive involvement that re-
flects the rich traditional and cultural knowledge possessed by the communities (World Bank,
2000).

There are a lot of problems that encounter effective community participation in Eritrea, among
them the following can be mentioned: lack of community awareness on preventive and curative
primary health care activities; cultural barriers to disease prevention and low level of women's
education; inadequate skill of health workers to interact with the communities and involve
them adequately; inadequate inter and inter-sectoral coordination and teamwork; shortage
and mal-distribution of health personnel; imbalance between various types of health workers;
insufficient equipment, supplies and infrastructure; shortage of financial resources; and lack of
motivation to health workers.

The establishment of health committees that deals with health matters of the people in the
zobas would enhances community participation at the grass root level. For instance, Zoba
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Table 7.4: Health problems, strategies 8c community roles in Eritrea

Health Problems MOH Management Strategy

Acute Respiratory , Avoidance of indoor pollution
Infection (ARq , Early reporting by signs of illness

, Recognition and management by
symptoms and severity of illness

Malaria , Residual spraying;
, Larviciding, use of bed nets and
personalprotection;

, Rapid notification;
, Early reporting and clinical

managemenr,
, Control of localized outbreaks

Tuberculosis , Inpatient TB treatment
, New approach: DOTS
, Case tracing

Intestinal infections , Safe water suppGes and
sanitation

, Food hygiene
, Sugaz and salt solution
, Early reporting and treatment of
bloody diarrhceas

, Epidemic yacing and conyol
Sexually , Safe sexual pattems; Condom

Transmitted use
Infecáons (STís) , Early reportíng of infection;

HIV

partner Vacing and reporting
, Syndromic managemenr

prevention of infection
, Safe sexual pattems; Condom
use

, Early reporting and syndromic
management of STIs

, Eazly reporting and treatment of
infections

, Promote improved diets
, Prevention of infection in new
bom

, Discharge to home care

Malnutrition , Matetnal nutrition
, Manage recurrent infection
, Promote breastfeeding; growth

moni[oring
, Drought relief; supplementary
feeding; salt iodination

, Promote improved diets

Source: Field data 2003

Community Role (Expected)

, Building improved shelter and
ventilation

, Management of minor illnesses
, Knowledge of more severe signs
and reporting to health care.

, Larviciding, use of bed nets and
personal protection

, Eazly reporting of illness

, Building improved housing and
ven[ilation

, Early reporting; Case tracing;
, Supervision of DOTs
, Safe water supplies and
sanitation

, Food hygiene
, Using sugar and salt solution
, Knowledge of more severe
signs and reporting to health
care.

, Safe sexual pattems; Condom
use

, Early reporting; Partner
notification

. Prevention of re-infection

. Safe sexual pattems: Condom
use

, Prevention and early reporting
of STIs

, Prevention and early reporting
and veatment of infections

, Improved diets, hygiene and
health promotion

, Care and support of people with
HIVIAIDS

, Home care support of ill;
Fostering orphans

, Food prociuction, purchase and
preparation

, Promotion of healthy diets
, Breastfeeding; growth
monitoring

, Food production for
supplementary feeding

, Social organization for drought
relief
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Maekel has health committee, and a health sub-committee, which is under the department of
general service. The general service department has four sub-committees: health, education,
refugees, and social affairs. The function of the health sub-committee is to identify needs,
problems and hear complaints of the people related to health matters and report it to the
assembly (Baito) for further discussion. The establishment of a joint committee that accom-
modates health professionals and local communities will strengthen public participation at the
grass root level.

7.6 Concluding Remarks

The Government is committed to improve the health status of the population, as reflected in
the macro and sectoral health policies, as well as in the strategic concerns. Program specific
strategies and policy guidelines have been developed for all PHC components and for other
areas. Government's commitment is also demonstrated by the increase in health care coverage
since independence. The government is fully committed to the concept of making health
services available to all the people with special emphasis on reaching those living in remote
and inaccessible areas. During the last twelve years a vast network of principal highways as
well as small feeder roads have been constructed thus providing access to ahnost all populated
areas. This has greatly facilitated the establishment of health stations and health centers in
previously inaccessible area. It has also facilitated the provision of safe water, schooling and
other social services, to formerly marginalized parts of the country. These services obviously
would make the expansion of health services much easier. The government's commitment to
health services is also manifested by its policies on health anchored on the PHC strategy, the
budget allocated to health, especially to the training of health personnel as well as improvement
of health service coverage.

Although Eritrea has shown remarkable achievements in the development of infrastructures for
health sector over the last 12 years, since independence in 1993, still there are many challenges
ahead to be faced:

Acute shortage of human resource: with the increase in coverage of health services
and greater public awareness about health services, there is a rapidly growing demand for
human resources for health. The available supply is currently unable to satisfy this demand.
Shortage occurs in all categories of health workers, physicians, pharmacists, nurses as well as
administrative and other support staff.

Paucity of financial resources: the problem of cost recovery is a perpetual challenge that
the IVIOH has to address. The government's financial capacity simply does not permit the
continuation of the current system, whereby the government practically provides free medical
services. A cost recovery system of some sort, such as a national medical insurance scheme or
a fee for service system will have to be established at an early date. Similarly, most facilities
are experiencing a paucity of funds. There is also a shortage of skilled financial managers.

Insufficient knowledge of health practices: for the most part, Eritreans have limited
knowledge of how preventive healthy measures and social practices affect health outcomes.
Despite public efforts, literacy is low in the country, particularly among women (70010) (World
Bank, 2000). The World Bank further noted that nutritional practices are poor among adults
and children, particularly in the rural areas of Eritrea. Access to primary health care services
is also limited in most rural areas because of low population density. Thus health service
utilization continues to remain low for certain segments of the population, such as women and
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the nomadic communities (World Bank, 2004).

HIV~AIDS pandemic: even though the prevalence rate of HIV~AIDS in Eritrea is still much
lower than what it is in other parts of sub-Saharan Africa; it is spreading at an alarming rate.
It has therefore become a major health problem and is absorbing a sizeable proportion of the
resources available for health services. In addition to HIV~AIDS other infectious diseases such
as sexually transmitted diseases, malaria and tuberculosis pose the most serious problems.
Therefore, the existence of a high degree of infectious disease burden together with high level
of poverty and malnutrition complicated the challenges of the MOH and the government of
Eritrea at large.

Heterogeneous ethnic and economic cultures: Eritrea possesses heterogeneous ethnic
groups and economic cultures, varying geography and climatic zones, various vector habitats,
and remote areas that are traveled by nomadic groups. Eritrea's geography has shaped the
country's development in ways inhospitable to good public health. People a.re highly mobile,
which exposes them to a variety of infectious diseases, in a variety of different epidemiological
settings. Moreover, in the last two years border conflict with Ethiopia (1998-2000) has dis-
placed about 1.5P1o of the population. The combination of varied geography with high mobility
stimulates the rate and spread of infectious diseases, thus complicating the IV10H capacity to
reach the population consistently. The country also has an unusually large share of orphans
and female-headed households, both of which typically have worse health status than the
general population, and are less likely to seek health care by themselves.
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Chapter 8

The Distribution of Modern Health
Care Facilities and Health Personnel
in Eritrea: Implications for Equity

8.1 Introduction

Health care is both an economic and a social issue in Eritrea. The government of Eritrea sees
health care as a key component of the social and economic development of the country. Since
independence, in 1993, the government of Eritrea has made significant progress in the provision
and expansion of health care services. In the last 12 years, 7 new hospitals, 48 health centers,
98 health stations and 40 clinics were built or upgraded (MOH, 2001; 2003). The total health
care facilities increased by more than 100o-Io while professional health workers increased by
nearly 70~. Now the remaining task is to redress past imbalances in the distribution of health
care facilities and personnel, and to promote equity in health in the different administrative
zones (zobas) of the country.

This chapter is emphasizes on equity in health service delivery i.e. equity in the distribution
of health care facilities and health personnel in the different administrative zones of Eritrea.
In this chapter equity is defined as just distribution of health services according to the need.
It should be noted that equity does not mean equality. Equality is about equal share; equity
is about fairness, and it may be judged fair to be unequal. In particular, in health care it
would probably be judged equitable to have unequal access to services: with groups who are
more likely to be ill should have greater access to services.

This chapter addresses the question "does spatial variation in need dictate spatial inequalities
in the distribution of health care facilities and health personnel in Eritrea?" One of the
main areas of focus of the Eritrean health policy was to ensure equitable distribution of
health services to rural and urban areas, and to strengthen primary health care especially in
the remote and inaccessible areas (MOH, 2002). The purpose of this chapter is, therefore,
to analyze the relationship between population distribution and the location of health care
facilities in Eritrea; to assess the extent of geographical imbalances (if any) in the distribution
of health care facilities and health personnel in Eritrea; to analyze the correlation between
population distribution, and health care facilities and health personnel; and to examine the
policy implications of the findings for future health care provision in Eritrea.

In this chapter there are five sections: section 8.2 describes the levels of health care facilities
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in Eritrea. Health services are provided in Eritrea on a three-tier system starting from the
point of first contact of the patient with the health services system to the final level of national
referral hospitals. Section 8.3 shows the distribution and location of health care facilities in
Eritrea. The Gini coefficients and the Lorenz curves are used to measure the inequalities in the
distribution of health care facilities. Moreover, the bed population ratios and bed occupancy
rates for each zoba in Eritrea are computed in table 8.14 to assess the overall distribution of
higher-level health care facilities. Section 8.4 deals with the distribution of health personnel
in Eritrea. The Gini coefficients and the Lorenz curves are also used in this section to measure
the inequalities in the distribution of health personnel in Eritrea. Moreover, the ratios of
population per health worker and health worker per patient are computed in table 8.20 and
8.21 respectively. Section 8.5 concludes.

8.2 Levels of Health Care Facilities in Eritrea

In this study, health care facilities are defined as all units owned by public and private au-
thorities as well as voluntary organizations, which provides health care services, including
hospitals, health and maternity centers, health stations and community health services. In
Eritrea the Ministry of Health (MOH), private for-profit and non-profit organizations (NGOs)
provide health services. The MOH is responsible for planning and developing health policies,
and for the provision of health care in all-public facilities. The MOLG is in charge of municipal
health care and sanitation facilities. NGOs provide health services in health centers, health
stations, and in mobile clinics. Private clinics are run by General Practitioners (GPs) who are
employees of the iVIOH.

Health services are provided in Eritrea in three hierarchical levels: primary, secondary and
tertiary. On the top of the hierarchy there are teaching and national referral hospitals (special-
ized hospitals), in the middle of the hierarchy there are regional referral and district hospitals,
and at the bottom of the hierarchy there are primary health care facilities (health centers,
health stations, clinics, and community health services).

Primary health services are very broad and comprehensive, and the facilities provide many
community health services such as immunization, mother and child care, health promotion
(information, education and communication) and other preventive and curative services. Pri-
mary health care facilities serve also as an entry points for curative services. The facilities that
make up this level are health centers, health stations, clinics and community health services.
The secondary and tertiary levels provide mainly curative services. Secondary level health
care facilities encompass zoba and sub-zoba referral and first contact hospitals respectively.
The national referral hospitals constitute the tertiary level health care facilities.

8.2.1 Primary Level Health Care Facilities

Primary level health care facilities are a mix of preventive and caring services that are de-
signed to prevent ill health and to promote the health of the population as a whole as well as
to meet the health care needs of certain vulnerable groups (e.g. mother and children). The
responsibility for the provision of such services is primarily exercised by municipal authorities,
either individually (i.e. municipal medical and health services) or collectively (i.e. district
health services). Primary health care includes the following activities: general health mea-
sures, such as those designed to combat infectious diseases and their transmissions; control
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the quality of foodstuffs and environmental pollution and secure the collection and analysis of
epidemiological data; health education and promotion initiatives, including HIV~AIDS aware-
ness programs; immunization, antenatal and postnatal cares, growth-monitoring, medication,
delivery, TT vaccine for mothers etc.

Primary care encompasses most of the non-specialized extramural and preventive facilities. In
2003 at the primary level the following health care facilities were operational in Eritrea: 49
Health Centers, 174 Health Stations, 74 Clinics (private f public clinics), and 2091 Village
Health Workers (1254 Community Health Agents -~ 837 TBAs).

Primary health care is delivered in Eritrea through four separate systems that are integrated
at various degrees. These are the public health system, private not-for profit (NGOs) health
system, private for-profit system of western style medicine and the traditional medical system.
The traditional medical system is the largest of all, with an estimated ratio of 1 Traditional
Medical Practitioner (TMP) to 1200 people1.There are also primary health care programs,
which aim at specific diseases (for e.g. HAMSET project targets four diseases: HIV~AIDS,
Tuberculosis, Malaria, and Sexually Transmitted diseases).

Health Centers: provide curative and preventive care and serve populations of approxi-
mately 50,000. Typically, two or three nurses, a laboratory technician, a sanitarian, and
several associate nurse staff them, depending on the population of the catchment area. Health
centers have 25-30 beds for inpatient care. Health centers provide polyclinic services, mother
and child clinics, environmental sanitation, epidemic diseases control, and outreach services.
They also supervise health stations and provide training to community health assistants and
traditional birth attendants.

Health Stations: are the smallest health units in the conventional health service structure
and serve to a population of approximately 10,000. They are designed to serve as the first con-
tact for health services and as entry points into the general health services for the community.
A R.egistered Nurse, and one or two Associate Nurses staff health stations. Health Stations
provide primarily preventive care focusing on the provision of immunization, antenatal care,
control and care of infectious diseases and health education, and basic curative services.

Community Health Services: these services are provided by community health workers.
Community health workers are the grassroot members of the primary health system, who
are recruited from the village as a volunteer or paid through a variety of inethods. They
are the principal link between the village and the formal health-care system. Community
health workers receive basic training in the treatment of common diseases that enables them
to provide nutrition, hygienic and disease prevention advice as well as basic health services and
medications. At village level community health workers includes, community health agents,
village health workers, and trained traditional birth attendants. Most villages have a council
or committee that administers village affairs, and this group or a subcommittee focuses on
health, often in wider context of economic and social development. This committee is generally
responsible for promoting health, identifying community health needs, and making decisions
regarding community health activities. Community health workers are accountable to this
group. Typical activities at the village level include revolving funds for purchasing medicine,
latrine and well installation, and health education.

tThe population-traditional medical practitioners ratio was estimated based on the records of the MOH.
In Eritrea there are about 2952 TMPs who provide primary health care services to the population that ranges
from 2.8 to 3.5 million. In 1986, for exaniple, in Ethiopia it was estimated that from 60-80010 of the population
used TMPs such as birth attendants and bone settlers, with those from the lower socio-economic groups the
most frequent users.
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Clinics: most clinics are privately owned and they are operated by physicians who are em-
ployees of the MOH. The five principal groups that provide clinical services at primary level
are: General Practitioners ( GPs), Industries, MOH, NGOs and Eritrean Catholic Secretary
(ECS). In Eritrea, there are 74 clinics of which 34 are private for profit. Private for profit clin-
ics are run by General Practitioners on part-time basis and provide mainly outpatient services.
The remaining 40 clinics are owned by private not for profit organizations and government
ministries; about 65010 of them are owned by Industries, 12.5P1o by NGOs, 7.5c1o by ECS and
the remaining 15P1o are owned by the government.

8.2.2 Secondary Level Health Care Facilities

The second level accommodates most hospital-based facilities for both in-patient and outpa-
tient services. The two groups that make up this level are the sub-zoba first contact hospitals
and zoba referral hospitals. Secondary level health care facilities provide all the standard
services provided by a hospital including ophthalmic care. The staff includes general practi-
tioners, pharmacy and laboratory personnel in addition to nurses and associate nurses. The
sub-zoba hospitals serve as referral hospitals for the health stations and health centers in
their catchment's area and are responsible for the supervision of the health facilities in their
localities.

Zoba. Referral Hospitals: are secondary level health care facilities that provide referral
services for the entire region where they belong. Zoba Referral Hospitals (ZRHs) cater for
populations of 200,000 or more and are typically located in zoba capitals. Services provided
by ZRHs include general surgery, deliveries, laboratory, ophthalmic care, radiology, dental
obstetrics and gynaecology. ZRHs are also used as clinical training centers. In Eritrea each zoba
has its own referral hospital. The following are the six zoba referral hospitals: Halibet Hospital
(a referral hospital for Zoba Maekel), Keren Hospital (Zoba Anseba), Barentu Hospital (Zoba
Gash-barka), Ghinda Hospital (Zoba Semenaw-Keih Bahri), AssebHospital (Zoba Debubawi-
Keih Bahri), and Mendefera Hospital (Zoba Debub).

First-Contact Hospitals: are secondary level health care facilities that provide outpatient
and in-patient services mostly for patients referred by health centers. First contact hospi-
tals are situated in the small urban centers of predominantly rural districts. They cater to
populations of 50,000 or more, and provide general medical and obstruct care, along with
basic laboratory support services. Depending on its size, a first contact hospital should have
at least one general practitioner, a pharmacy technician, and several nurses, associate nurses
and laboratory technicians. These hospitals have facilities for minor surgical procedures and
deliveries, as well as beds for a limited number of inpatients. They are responsible for the
supervision of health centers in their locality.

8.2.3 Tertiary Level Health Care Facilities

The National Referral Hospitals (NRHs) constitute tertiary level health care facilities. NRHs
provide service to the whole population in the country. NRHs are staffed by specialists and
all complicated cases, which cannot be treated at the zobas, are referred to these hospitals
for specialized care and treatment. The NRHs include: Mekane Hiwot Paediatric Hospital;
Berhan Aini Ophthalmic Hospital; Orota Medical and Surgical Hospital; Burn and TY~auma
Center; National Physiotherapy Center; Hansenian Hospital; St. Mary's Psychiatric Hospital;
Mekane Hiwot Maternity Hospital; Mekane Hiwot Obstetrics and Gynaecology Hospital; and

170



Chapter 8. The Dtistribution of Modern Health Care Facilitties and Health
Personnel tin Eritrea: Implicatáons for Equity

Halibet Hospital for medical and surgical cases of adults.

NRHs get also related supporting health services from the following facilities: the national
blood bank, the national health laboratory, the national health management information cen-
ter, the national quality control laboratory, and the national information technology center.

8.3 The Distribution and Location of Health Care Fa-
cilities in Eritrea

The concepts and postulates of the central place theory are used as basis for the analysis of
health care facilities distribution in Eritrea. Central place theory was articulated by Christaller
(1966) to show the relationship between the presence of a service and the population needed
to support it, the size of the hinterland within which such a population was contained and the
size and the central place itself. The central place theory postulates that there is a functional
relationship between the sizes of a central place, the order of the goods or services it offers
and the size of its complementary region. In the central place theory Christaller notes that
the larger the settlements, the fewer their number but the higher the order of their services;
and the larger a settlement, the farther away a similar size settlement is. He further extends
that the range of higher order goods is greater than lower order goods, and the range increases
as population increases. Similarly, the threshold for higher order goods is greater than lower
order goods and having of a higher order service implies that there are low order services
around it.

The concepts of the threshold population and of the range of a good, which are implied in
the central place theory, are relevant to the analysis of health care facilities distribution in
Eritrea. The range of a particular category of health facility is the maximum distance, which
the users will be prepared to travel. This distance will vary with the category of health facility
and the mode of travel available to the users. On the other hand, the threshold population
for a particular level of health service is the minimum population that justified the allocation
of scarce financial and personnel resources to the establishment and sustenance of that level
of health facility (Onokerhoraye, 1999). Below that level, there are too few patients to allow
the health and family planning center to operate with acceptable efficiency. The threshold
population for a particular level of health service in Eritrea is illustrated in table 8.1.

Table 8.1: Levels of health care facilities 8c population threshold in Eritrea

Service levels Threshold population
National Refertal Hospitals 3,7 00,000 (the whole population)
Zonal Referral Hospitals 200,000 or more
First Contact Hospitals 50,000 -200,000
Health Centers ]0,000-SQ000
Health Stations 1000-10,000
Community Health Services 5 1,000
Source: Ministry of Health (2001), Eritrea: Health Profile 2000.

In line with central place theory table 8.1 shows that the threshold population for higher
order health care facilities are greater than lower order health care facilities. The central place
theory suggested that for efficiency to be attained in the provision of health care services in
any locality the threshold population must exist within the range of that category of health
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care service. According to central place theory the capacity of any geographical area to satisfy
the threshold requirements for the provision of a particular category of health care facility will
depend on the pattern of population density. Does this hold true with the Eritrean situation?
To answer this question a detailed analysis is made on sub-sections 8.3.1, 8.3.2, and 8.3.3.

8.3.1 Distribution of Health Care Facilities in Eritrea

In 2002, a total of 320 health facilities were registered in the MOH. This ntunber included
industrial health facilities, private clinics, NGO facilities, and temporary health stations that
were working in the IDP (internally displaced people) camps. Out of the total health facilities
only 300 were reported active in 2002. The others were either closed or were not reporting.
Two health stations (Berasole and Asseb Kebir), and two IDP health stations (Harena and
Harsile), and refinery health center in Zoba Debubawi Keih Bahri (DKB), Silike health station,
Salina industry clinic, and three private clinics in Semenawi Keih Bahri (SKB), Shilalo health
station in Gash-Barka, and six IDP health stations and three private clinics in Debub were
either closed or not active (MOH, 2002). The IDP camps and other health stations at the
border area of Debub, DKB and Gash-Barka were closed because of the border conflict. Silike
health station in SKB was also closed. However, private clinics may not necessarily be closed
but they were not regularly reporting. Existing health care facilities are shown in table 8.2 by
type and ownership.

Table 8.2: Health care facilities by type and ownership, 2002 8c 2004

Health care facilities bv tvpe and ownership (2002)~ 1
Serial No. Ownership Type of Facility Number of

Facilities
Public Private

1 Minis of Health 206
2 Catholic Mission 29
3 NGOs 15
4 Industries 20
5 Private h sicians 30
6 Laborazories 5

Total 305
Health facility by type and ownership (2004)I 2

Facility rype Ministry of Health Non-Ministry of Health
Hospitals 22 2
Health Centers 40 9
Health Stations 140 29
MCH Clinics 5 1
Clinics 36 31

Total 243 72
Source: ll MOH (2002), Reseazch and Human Resource Division.

Total
24
49
169
6

67
315

2l TASCIFsitrea Project (2004), Improving Health Care Delivery System in
Eritrea. 'Technical Assistance and Support (TASC) Final Report'.

As shown in table 8.2, most health facilities, in Eritrea, are owned by the MOH, only 3307o are
owned by the private sector. In 2002, there were 94 active private health care facilities of which
31oI'o were owned by Catholic Mission, 16P1o by NGOs including the mobile clinics in Gash-
Barka, 2101o by Industry, and 3201o mainly private for profit clinics are owned by physicians,
who are also employed in government hospitals. In addition to the existing health facilities
one National Referral Hospital in Zoba Maekel (Orota), and five Zoba Referral Hospitals are
under construction. These are: Mendefera hospital (Zoba Debub), Barentu hospital (Zoba

172



Chapter 8. The Distribution of Modern Health Care Facilities and Health
Personnel in Eritren: Implications for Equity

Gash-Barka), Ghinda hospital (Zoba SKB), and Asseb hospital (Zoba DKB). Sembel hospital,
which was a policlinic, was also opened in January 2003 in Zoba Maekle. In 2004 MOH facilities
made up approximately two-thirds of all health facilities in the country, and health stations
account for about two-thirds of MOH sites.

As shown in table 8.3, in Eritrea all pharmacies, drug shops and drug vendors are privately
owned except two, which are parastatals. The distributions of private and public health care
facilities in each zoba are illustrated in table 8.3 and 8.4 respectively.

Table 8.3: Distribution of lower level private health care facilities by zone, 2002

Adm.
zone

Population Pharmacies Drug
Sho s

Drug Vendors Total

No. ~7o No 9'o No olo No 9a No ~Yo
Maekel 538,749 18.96 21 72.4 l7 60.70 5 2.72 43 20.57
Debub 755.379 26.59 2 6.7 2 7.14 60 32.61 64 30.62
Gash-B. 564,574 19.87 I 3.4 3 10.70 62 33.70 66 31.58
Anseba 457,078 16.09 2 6.7 2 7.14 32 17.39 36 17.22
SKB 66,335 2.33 0 0.0 1 3.57 2 1.09 3 1.44
DKB 459,056 16.16 3 10.3 3 I0.70 23 12.50 29 13.87
Total 2.841,171 I00.0 29 100.0 28 100.0 l84 100.0 209 100.0

Source: Ministry of Health (2002), Research and Human Resource Division.

Table 8.4: Number of health care facilities by type 8e zone, 2003

Adm.
zone

Population
(yeaz 2000) Il

Hospirel
~~N
~sPi~
~ 2

Health
centers

Health
stations

Clinics Total
health
facilities
l3

Hospital
beds I 4

Total beds
(Hospital t
Health center
beds IS

No We No 7c No ~ No ~Ic No ~k No 9o No 9e No 9c
Maekel 538,749 18.9 3 16.7 8 16.3 25 14.4 37 50.0 73 23.2 144 9.4 219 8.3
Debub 755,379 26.6 5 27.8 10 20.4 43 24.7 8 10.8 66 21.0 389 25.5 614 23.3
G-Barka 564,574 19.9 3 16.7 ll 22.4 45 25.8 9 12.2 68 21.6 228 14.9 652 24.7
Anseba 457,078 16.1 1 5.5 8 16.3 22 12.6 8 10.8 39 12.4 l90 12.5 444 16.8

DKB 66,335 2.3 2 11.1 1 2.2 l3 24 3 4.0 l9 6.0 172 11.3 172 6.5

SKB 459,056 16.2 4 22.2 ll 22.4 26 15.0 9 12.2 50 I5.8 403 26.4 540 20.4
Total 2,841.17t141 100 I8 100 49 100 174 100 74 100 3t5 I00 1526 100 2641 100
Source: Ministry of Health (2003) Research and Human Resotuce Division.

ll Minisuy of Local Government: Cartographic Unit. Population of Eritrea, Vol. 3,
Dec. 2000,

2l The figures do not include the 7 National Referral Hospitals (NRHs).
3l The figure shows total health facilities at zonal level. The total numbers of health

facilides at national level are 322.
4l The total hospital beds at national level are 2797 (the 7 NRHs have 1,243 beds).
SI The total beds (hospital t health center beds) at national level are 3,684.

8.3.2 Population Distribution and the Location of Health Care Fa-
cilities in Eritrea

The location and distribution of settlements in Eritrea is determined by various topographic
and climatic conditions. In Eritrea there are three major physiographic zones: the Western
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Lowlands, the Central and Northern Highlands, and the Eastern Lowlands ( aLso referred to
as the Coastal Plains).These three geographical zones have different range of rainfall, temper-
ature, and landscape that affect the settlement and distribution of population. Most of the
Western Lowlands and Coastal Plains are associated with hot and dry climatic conditions,
while the highlands are relatively cool. Most urban centers of Eritrea, including the capital
city, Asmara, are located in the Central Highlands. The Coastal plain is the location of the
two major port towns of Eritrea, Massawa and Assab. The Central Highlands are the most
populated areas of Eritrea. The lowlands are sparsely populated areas; they are a habitat for
most nomads and semi-nomadic pastoralists.

For the sake of this study, in this section, the six Administrative Zones ( Zobas) of Eritrea
are classified in to two geographical divisions: Central and Northern Highlands ( Zoba Maekel,
Zoba Anseba and Zoba Debub), and Eastern and Western Lowlands ( Zoba Gash-Barka, Zoba
Debubavri Keih-Bahri, and Zoba Semenawi Keih-Bahri). These geographical divisions are
based on topography and population settlements. These two classifications would allow us to
see the impact of the threshold population and the range of a particular category of health
facility, which both are implied in the central place theory.

In line with central place theory most of the secondary and tertiary level health care facilities
are located in the central places of densely populated areas of Central and Northern Highlands
of Eritrea. In these areas there are 1,392 villages, 423 area administration centers, 27 sub-zoba
central places, and 3 zoba capitals ( high level central places). About 62.5010) of the hospitals,
53P1o of the health centers, 52oIo of the health stations, and 72010 of the clinics found in these
areas; providing service for about 62010 of the Eritrean people.

The location and distribution of settlements of various sizes have considerable impact on
the overall distribution of social services such as health care facilities. There is generally a
marked difference between urban and rural areas in Eritrea in terms of satisfying the threshold
population requirements. Urban centers are known areas of high population concentration.
Consequently it is easier for the threshold populations' requirements for the three tiers of
health care facilities to be attained in most urban centers. The problem is in rural areas
where settlements are quite small in terms of population size and transport facilities are
poorly developed or non-existent. In most rural areas in Eritrea it is difficult and in most
cases impossible to attain the minimum threshold population to provide secondary health care
facilities. In such areas it is basically unrealistic to plan the provision of tertiary health care
facilities, which will achieve the required efficiency in terms of utilization of scarce resources.

In Eritrea, however, there are some proportion between the number of villages and health
stations. As can be seen from table 8.5, the number of health stations differs with the number
and size of villages. Zones with a large number of villages have many health stations. In fact
there are exceptions in the case of May-tY7ine and Emni-Haili in Zoba Debub despite their large
number of villages, 81 and 93 villages respectively, they have only one health station each. But
their large population size helps them to fulfil the threshold requirement for a health center.

Central places with a large number of area administration centers have a high probability for
the establishment of a health center or a hospital. Except in Sela and Geleb in Zoba Anseba,
each sub-zoba has either a first contact hospital or a health center. The presence of a health
center in sub-zoba precludes the establishment of a first contact hospital in the same sub-zoba.
All the sub-zobas with a health center do not have first contact hospitals. An exception to
this is the capital city, Asmara, has all hierarchies of health care facilities. All zoba capitals
have a referral hospital and a number of private clinics.

Unlike the postulates of central place theory, central places in Eritrea, neither have smaller
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Table 8.5: Central places, population size 8t number of health facilities in Eritrean central 8e
northern highlands, 2003

Zone Zoba Sub-Zoba No. of No. of pop.ll. Number of health care
(Zoba) Capital (Central place) Area Villages faciliUes:

Admin.

CL HS HC HO
Serejeka 15 28 55,301 -- 7 1 --

Maekel Asmara Berik 10 21 44,749 -- 2 1 --
Gala-Nefhi 15 32 47,769 -- 4 1 --
Asrnara 21 390,931 37 12 5 9

Total 4 61 81 538,749 37 25 8 9
Tserona 16 95 37,221 -- 4 1 --
Dekemhare 14 47 61,660 1 5 -- 1
Segeneiti 17 41 50,479 -- 4 3 --
Adi-Keih 16 41 49,863 1 4 -- 1

Debub Mendefera Senafe 22 95 80,488 -- 6 -- 1
May-Mine 19 81 65,385 1 1 1 --
Adi-Quala I9 92 83,800 -- 3 - 1
Dbarwa 29 91 89,509 -- 6 1 --
Mendefera 49 49 57,464 5 2 -- 1
Emni-Haili IS 93 58,328 -- 1 1 --
Areza 21 87 82,300 -- 5 2 --
May-Ainee 17 74 38,880 -- 2 1 --

Total 12 254 886 755,379 8 43 10 5
Adi-Tekelezan 10 25 32,777 -- -- 1 -
Habero 9 35 46,901 -- 1 1 --
Sela 7 14 9,866 -- 1 -- --

Anseba Keren Elabered IS 72 48,905 1 3 1 --
Geleb 11 35 34,760 -- 2 -- --
Kerkebet 9 61 28,823 -- -- 1 --
Asmat 9 25 35,272 -- 1 l --
Hagaz 17 84 64,859 -- 6 1 --
Halhal 12 27 51,290 -- 2 1 --
Hamelmalo 5 43 27,093 -- 2 1 --
Keren 4 4 76,533 7 4 1

Total 11 108 425 457,078 8 22 8 1
Source: MOH( 2003), Research and Human Resource Division.

ll Ministry of Local Govemment Cartographic Unit. Population of Eritrea, Vol. 3, Dec. 2000.
Note: Cl~ CGnic, HS- Health Station, HC- Health Center, H0- Hospital

National Referral Hospitals (NRH) are included in Zoba Maekel.

towns at an equal distance nor a linear variation of transport cost with distance. In the
Eritrean Demographic and Health Survey (EDHS, 2002) it has been found that 42.9oI'o of
women in Zoba Debub, 51.7070 of women in Zoba Anseba, and 14.7010 of women in Zoba Maekel
have reported that distance to a health facility is a problem in accessing health care. In the
same survey 49.1P1o of the women in Zoba Debub, 54.5010 of the women in Zoba .4nseba, and
17.3010 of the women in Zoba Maekel have reported that they have to take transport to reach
to the nearest health care facility (EDHS, 2002).

The settlement condition in the Eastern and Western Lowlands of Eritrea is slightly different
from the Central and Northern Highlands. Many people in the Eastern and Western Lowlands
live in dispersed remote villages. The population settlement pattern and the number of health
care facilities for the Eastern and Western Lowlands are illustrated in table 8.6.

In the Eastern and Western Lowlands there are 1,189 villages, 281 area administration centers,
29 sub-zoba central places, and 3 zoba capitals (high level central places). About 37.5010 of the
hospitals, 47.3P1e of the health centers, 48P1o of the health stations, and 28P1o of the clinics found
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Table 8.6: Central places, population size 8L number of health facilities in Eritrean eastern 8e
western lowlands, 2003

Zone Zoba Sub-Zoba No. of No. of pop. Il. Number of health caze
(Zoba) Capital (Central place) Area Villages facili[ies:

Admi n.

CL HS HC HO
Logo-Anseba 15 22 38090 -- 3 I --
Mensura 13 94 57537 -- 6 1 -
Agordat 7 49 31105 3 I -- 1
Dighe 9 83 41094 -- 5 1 --
Mogolo 10 38 22584 -- 3 1 --
Shambuko 13 37 34213 1 5 1 --
Mulki 16 59 35550 -- 3 1 --
Barennt 4 18 20833 -- -- -- 1
Gogne 20 73 42551 -- 4 -- --

Gash- Barentu For[o 8 65 42944 -- I 2 --
Bazka Haycota 14 79 45146 -- t 1 --

Laelay-Gash 19 82 55046 -- 4 1 --
Omhajer 6 S4 55046 3 7 1 --
Tesseney 7 39 42835 2 2 -- I

Total 14 161 792 564,574 9 45 11 3
Arata 10 25 19,697 -- 3 -- 1

DKB Asseb Denkalia 7 21 13,750 -- 5 -- --
Keih-Bahri 7 21 11,637 -- 3 -- --
Asseb 3 5 21,251 3 2 1 I

Total 4 27 72 66,335 3 13 1 2
Ghelaelo 6 24 24,977 -- 3 2 --
Foro l4 85 47,952 -- 1 2 --
Ghindae 13 51 64,207 1 7 2 1

SKB Massawa Shieb 6 11 54,936 -- -- 1 --
Massawa 6 13 35,615 7 6 -- 1
Dahlak 5 9 3054 -- 2 1 --
Afabet 15 54 104,562 1 1 1 1
Nakfa 10 33 SS,189 -- 2 -- 1
Karora 10 21 44,408 -- 1 1 --
Adobha 8 24 24,I55 3 1

Total 10 93 325 459056 9 26 11 4
Source: MOH( 2003), Research and Human Resource Division.

1~ Ministry of Local Government: Cartographic Unit. Populauon of Eritrea, Vol. 3, Dec. 2000.
Note: CL- CGnic, HS- Health Station, HG- Health Center, H0- Hospital

National Referral Hospitals (NRH) are included in Zoba Maeke[.

in these areas; providing service for about 38070 of the Eritrean people. Fishing and rain-fed
agriculture are the dominant economic activity in this area. A significant percentage of the
population is farmers and nomadic pastoralists. Zoba Gash-Barka has the highest number of
villages (792) and area administration centers (161).

Table 8.6 shows that except in three Sub-Zobas: Gogne, (in Zoba Gash-Barka), and Denkalia
and Keih-Bahri (in Zoba SKB), every sub-zoba has either a first contact hospital or a health
center but not both. Dahlk, which is an island in Zoba SKB has two health stations and
a health center for a population of 3,054, this is an exception because this sub-zone is not
accessible by land and sea transport is not an easy way.

In the Eastern and Western Lowlands there are also uneven variation in distance from the
central places to the nearby villages and area administration centers where the health centers
and hospitals are located. In the Eritrean Demographic and Health 5urvey (EDHS, 2002) it
has been found that 37.6010 of women in Zoba Debubawi Keih Bahri, 48.5P1o of women in Zoba
Semenawi Keih Bahri and 49.2010 of women in Zoba Gash-Barka have reported that distance
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to a health facility is a problem in accessing health care. In the same survey 43.3~0 of the
women in Zoba Debuóawi Keih Bahri, 51oI'o of the women in Zoba Se~nenawi Keih Bahri, and
55.5010 of the women in Zoba Gash-Barka have reported that they have to take transport to
reach to the nearest health care facility ( EDHS, 2002).

Vis--vis the variations in population settlements and climatic conditions the two regions have
exhibited great difference in child mortality rates.

Table 8.7: Early child mortality rates by zone, EDHS 2002

Geographíc
Division

Central 8c
Northern
Highlands

Adm. Zone Neonatal Post-neonatal Infant Child Under-five
Mortaliry Mortality Mortality Mortality Mortality Rate
Rate Rate Rate Rate

Maekel 19 20 39 22 60
Debub 27 31 58 56 111
Anseba 20 16 37 37 73

Eastern 8r. SKB 39 38 77 83 154
Westem DKB 55 67 122 74 187
Lowlands Gash-Barka 41 25 66 61 123

Source: Eritrea: Demographic and Health Survey ( EDHS, 2002)

The typical problem in the Eastern and Western Lowlands is the existence of nomadic pas-
toralists, who are out of reach of modern health care facilities. About 25010 of the Eritrean
population leads a nomadic or semi-nomadic existence, both producing crops and moving
from place to place in search of pastures for their herds of cattle, camels and goats (MOH,
2001).Health conditions of women and children among the nomadic communities are below av-
erage for Eritrea. Among nomadic children the most common health problems are anaemia and
acute respiratory infection (ARI). Among women, immunization coverage is low, contraceptive
prevalence rate (CPR) is low and abortion is common (World Bank, 2003). Post-partum sep-
sis, bleeding and cephalopelvic disproportion are common causes of mortality and morbidity
during labor. Poor nutritional status and anaemia are common occurrences among pregnant
women. Maternal and infant mortality are above the country average. Malaria is endemic in
the lowlands of Eritrea and tuberculosis prevalence is high as well (ibid.).

Jones (1991) had identified three possible approaches to accommodate the health care needs of
the nomadic population in Eritrea: (1)settlement of the nomadic population in certain villages
and area administration centers; (2)the establishment of semi-permanent clinics at the point
where nomads are known to pass; and (3) establishment of mobile clinics with a health worker
traveling with each nomadic group. None of these approaches were found to be completely
satisfactory and cost effective. A settled population may facilitate easier administration of
a public health program but this is perhaps a denial of nomadism as an environmentally
appropriate lifestyle, which is socially and culturally valid in its own right. The establishment
of semi-permanent clinic, as a second option, would involve high cost, both of resources and
health workers time, given the imprecise knowledge of nomadic movements and the variation
in travel patterns brought by unreliable rainfall and war. The establishment of a mobile clinic
with a health worker traveling with each nomadic group, as a third option, would also be
difficult to achieve as many nomadic groups consist of small family units, total coverage of
which would involve thousands of `traveling health workers'.
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8.3.3 Measuring the Distribution and Utilization of Health Care
Facilities in Eritrea

(a) Measuring inequality in the distribution of health caze facilities in Eritrea: an
analysis using Peazson correlation, Gini coefficient, and Lorenz curve

Generally in developing countries health care facilities and trained health staff are not equally
distributed with respect to the population size and Eritrea cannot be an exception as the
country inherited a weak and unevenly distributed health care facilities. For instance, a 1996
survey of the MOH indicated that nearly 60010 of the health staff in Eritrea was employed
in hospitals mainly located in the urban areas. There is also much disparity among the
administrative zones (zobas) both in the distribution and coverage of different health facilities
and in staffing level2.

In most of the cases, the construction of health facilities including, health stations, health
centers, and hospitals in Eritrea are based on need as determined by population density and
availability of health facilities and other factors including feasibility and status of being an
administrative center. Over the last 12 years, an effort was made to redistribute the existing
health care facilities all over the country. This was particularly shown in the distribution
of lower-ordered health care facilities such as health centers and health stations. Each ad-
ministrative zone in Eritrea has at least one hospital and several other smaller health units
although the size of hospital beds and other health units varies across administrative zones.
Zonal referral hospitals have at least 100 beds, while health centers have 25-30 beds.

In this study the Gini coefficients and Lorenz curves were used to measure the inequalities in
the distribution of health care facilities and health care personnel across the six administrative
zones of Eritrea. The Gini coefficient is one of the best-known measures of inequality, which
comprises the percentage frequency of some attributes with the distribution of the 'distri-
butional criterion' (Smith, 1977). The coefficient is a single measure of the extent to which
a condition or activity is concentrated aerially by comparison with some other distribution
(Smith, 1975). In this case the index of need for health care, namely, population size, or more
specifically, the percentage distribution of population between zones (zobas) will be compared
with the percentage of health facilities available in the respective Zobas.

The Gini coefficient (G) ranges from 0 to 1.A coefficient value of zero indicates perfect equality,
while 1 indicates total inequality. The larger the value of the coefficient, the greater the
inequality. There are different methods to calculate the Gini coefFicients, but in this study
the Brown's formula is used3. Okafor (1987) used different formula to study the inequalities
in the distribution of health care facilities in Nigeria4.

Brown's formula for the calculation of Gini coefficient:

k-1
G - 1 - ~(ytiti f ys)(x~ti - ~t)

t-o

ZGovernment officials in the MOH stated that the reason for low concentration of health facilities at the
coastal areas of the country is that, these areas are either sparsely populated or sometimes uninhabited. High
concentration of health care facilities in the highlands is due to high population density in the region.

3Adopteci from Brown ( 1994), Using Gini-style indices to evaluate the spatial patterns of health practition-
ers: thcoreticalconsiderations and an application based on Alberta data.

40kaford ( 1987) used the following fornnila G -1~2 ~[Xi -Yi] t.o study the inequalitics in the distribution
of health czue facilities in Nigeria: The Gini cocfficicnts obt~tiued by this formula have shown slight differcncc
fonn the Gini coefficients obtained by Brown formula.
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Where, G is the Gini coefficient; Y is the cumulative proportion of health facilities in zone i;
Xs is the cumulative proportion of the total population (i.e.the index of need) in zone i; and
K is the number of geographical units.

The Gini coefficients are calculated as the absolute value of the result of the Brown formula.
In this study the following five steps were followed for the calculation of the Gini coefficient
and graphing of the Lorenz curves: (1) the administrative zones (zobas) are ranked according
to their ratios of advantage from the highest to the lowest rate; (2) the populations proportion
of each zone (zoba) is computed from table 8.5; (3)the proportion of health care facilities for
each zone is calculated from table 8.5 and 8.6; (4)the cumulative proportion of the population
and health care facilities for each zone is computed; (5) the Gini coefficient is calculated with
Brown formula; and (6)the Lorenz curves are drawn by using the X-axis for the proportion of
the cumulative population and the Y-axis for the proportion of health care facilities.

The ratio of advantage is defined as yt~x;, where y2 refers to the proportion of health facilities
in zoba i and xt is the proportion of the total population in zoba i. Ratios below unity are
indicative of disadvantage. The higher the ratio above unity, the more advantaged the zone
(xoba). Table 8.10 shows the most advantageous and the most disadvantageous zones (zobas).
Zoba Maekel found to be the most advantageous zone with regards to the availability of clinics
when it is compared with the rest of the zones. The other advantage of this zone is that all
referral hospitals are found in Asmara the capital city of Eritrea, which is located in Zoba
Maekel, and they are within less than 20 kilometers reach to the communities of this zoba.
Fltrthermore health centers and health stations are within less than 15 and 20 kilometers reach
to the people of this region respectively.

Table 8.8: Ratios of advantage

Adm. Hosp. Health Hosp. Total Health CGnic Pharmacy Drug Drug
Zone Center Beds Bedsll Station Shop Vendor

Maekel 0.88 0.86 0.49 0.44 0.78 2.67 3.82 3.20 0.14
Debub 1.04 0.77 0.96 0.87 0.93 0.21 0.25 0.27 1.23

G-Barka 0.84 L13 0.75 1.24 1.34 0.90 0.17 0.54 1.70
Anseba 0.34 I.OI 0.77 1.04 0.81 0.68 0.42 0.44 1.08
DKB 4.77 0.88 4.84 2.79 3.05 1.76 0.00 1.53 0.47
SKB 1.38 1.39 1.63 1.26 0.84 0.68 0.64 0.66 0.77
IINRH beds are not included. Total beds - Hosp. beds t Health Center Beds

Next to Zoba Maekel the Southern Red Sea (Debubawá Keih Bahri) zone is more advantageous
than the other regions in the distribution of health care facilities when it is compared with
other zones except in the distribution of health centers, pharmacies and drug vendors. Zoba
Debub and Zoba Anseba are less advantageous zones in the distribution of health care facilities
except in the distribution of hospitals and mini-hospitals, and health centers respectively. Zoba
Gash-Barka has the advantage over the distribution of health centers and health stations.

Once the ratios of advantage are computed, in table 8.8, the next step is to calculate the
Gini coefficients and to graph the Lorenz curves. The Gini coefficients and the Lorenz curves
are useful tools for the evaluation of spatial distributions on the basis of equality. Table 8.9

SPopulation figures are taken from Ministry of Local Government: Cartographic Unit. Population of
Eritrea, Vol. 3, Dec. 2000. Population estimates do not include Eritrean citizens who are living in the
Diaspora, which arc estimated to be ftom 800,000 to 1000,000. The largest cunent estimates of the Eritrean
population are 3.9 million (see World Bank, 2001b).
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and 8.10 show the steps for the calculations of the Gini coefficients for health care facilitiess
The same procedures are used to calculate the Gini coefficients for the remaining health care
facilities.

Table 8.9: Ratios of advantage, population proportion, and proportion of health care facility
(Health Station)

Proportion of health care
Ratios of Population Population Number of facility:

Adm. Zone Advantage (p;) Propoaion Health Stations Health station
- (xJ (hil (YJ

DKB 3.05 66,335 0.0233 12 0.071
Gash-Bazka 1.34 564,574 0.1987 45 0.266
Debub 0.93 755,379 0.2659 42 0.248
S KB 0.84 459,056 0. I 616 23 0.136
Anseba 0.81 457.078 0.1609 22 0.130
Maekel 0.78 538.749 0.1896 25 0.141
Total 2,841,171 1.00 169 1.00

Table 8.10: Cumulative proportion of population 8thealth care facility (health station)

Cumulative Proportion
Cumulative Proportion of hea]th care facility:
of Population Health station Y„, t Y, X;,, . X;

(X~) - (YJ (A) (B) ( A~B)

0.0233 0.071 0.071 0.0233 0.001654
0.222 0.337 0.408 0.1987 0.08107
0.4879 0.585 0.922 0.2659 0.24516
0.6495 0.721 1.306 0.1616 0.21105
0.8104 0.851 1.572 0.1609 0.252935

I.00 I.00 1.851 0.1896 0.35095
Total I.142818

As shown in table 8.10, the Gini coefficient for `Health Station' is 0.14, which is (1.142818-1).
The coefficient value 0.14 is very close to 0(total equality) than to 1(total inequality). The
distribution of health stations is more proportional to the size of the population in a given
locality. Usually a health station is e3cpected to serve 100,000 population.

As shown in table 8.11, there are inequalities in the distribution of health care facilities in
Eritrea. The general picture presented by the coefHcients is one of a modern degree of inequal-
ity on the 0-1 scales. The levels of inequalities are the highest for clinics, pharmacies, and
drug shops. These health facilities are highly concentrated in Asmara in the capital city of the
country. The levels of inequalities are lower for health centers (0.12) and health stations (0.14).
The lower-order health facilities, namely health centers, health stations and drug vendors are
numerous and relatively fair in their distribution. The Gini coefficients, however, indicated
that clinics and pharmacies are more localized in their distribution than other health facilities.

Hospitals are fairly distributed although the Gini coefficient 0.24 shows some degree of in-
equality. Each Zoba has at least one hospital and there are additional zoba referral hospitals
under construction in Ghinda (Zoba Semenawi Keih-Bahri), Mendefem (Zoba Debub), Barentu

6Note: xt - P:~ ~:-t Pt and Y: - h~~ ~; t h:-
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Table 8.11: Gini coefficients (G)

Health Care Facilities G
Hospitals 0.24
Health Centers 0.12
Health Stations 0.14
Clinics 0.43
Pharmacies 0.59
Drug Shops 0.49
Drug Vendors 0.28
Hospital Beds 0.26
Total Beds Il 0.19

ll (Hospital t Health Center Beds), NRH beds are not included.

(Zoba Gash-Barka), Villajo (Zoba Maekel), and Asseb (Zoba Debubawi Keih-Bahri). However,
the construction of these hospitals does not reduce the coefficient of inequality, which is raised
to 0.26. This is because the population size is not the only factor in the construction and
distribution of health care facilities other factors such as social, economical and political as
well considered. For instance, in Zoba Debubawi Keih-Bahri, given the dispersed nature of
the settlements of the people the zoba has two hospitals (one under construction in Asseb)
and one Mini-Hospital in Tio, for the population of the zoba that accounts 2.33P1o of the total
population of the country. On the other hand Zoba Anseba has one hospital for the population
of the zoba that accounts 16.09010 of the total population. These two extremes are the reasons
for the increase in the coefficients of inequality.

In addition to the Gini coefficients and ratios of advantage the Lorenz curve was also used to
measure inequalities in the distribution of health care facilities in Eritrea. The Lorenz curve
is a graphical device for the expression of inequalities. It is related to the Gini coefficient
and, in drawing the graph, zobas are ranked according to their ratios of advantage, and
the cumulative percentages of the distributional phenomenon (health facilities) are plotted
against the cumulative percentages of the distributional criterion (population size). A 45-
degree diagonal curve is the line of perfect equality and, if the Lorenz curve coincides with
the diagonal, then there is perfect equality in the distribution of facilities. The greater the
departures of the Lorenz curve from the diagonal, the greater the inequality.

The Lorenz curve, in figure 8.1, represents a graphical illustration of the inequalities in the
distribution of health care facilities in Eritrea. An important step in the production of the
graphs is the computation of the ratios of advantage for the six administrative zones in Eritrea
(see table 8.4). Even though the ratios are essentially used for ranking the administrative zones
for the calculation of the cumulative percentage, they gave us also important information about
the most advantageous and disadvantageous zones in Eritrea.

The Lorenz curves, in figure 8.1, do not coincide with the line of perfect equality, thus con-
firming the existence of inequalities in the distribution of health care facilities investigated.
The variations in the degrees of inequality are evident in figure 8.1. These variations are re-
vealed by the areas of inequality, which vary in size. The areas of inequality refer to the areas
between the line of perfect equality and each of the curves. Hospitals and hospital beds have
the largest area of inequality, where 41P1o of the population controlled 55Q1o and 58~0 of the
health facilities respectively. Total number of beds is the sum of hospital and health center
beds. Administrative zones with less hospital beds are usually compensated with more health
center beds. The distribution of total beds shows slight improvement over hospital beds where
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Figure 8.1: Lorenz curves for secondary 8e primary level health care facilities
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about 41010 of the population controlled 55P1o of the facilities.

The area of inequality is relatively small for health centers and health stations, where about
41~0 of the population controlled 51P1o and 49070 of the facilities respectively (see figure 8.1).
The lower level public health care facilities are numerous and fairly distributed among the six
administrative zones of the country although they lack qualified health personnel.

Figure 8.2: Lorenz curves for lower level private health case facilities
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As shown in figure 8.2, the area of inequality is generally higher in all the lower level private
health facilities. It is the highest for pharmacies and drug shops, where about 19P1o of the
population controlled 72010 of the pharmacies and 61010 of the drug shops. IV1ore than 60P1o of
these facilities are found in Asmara, the capital city of Eritrea. There is only one pharmacy in
Zoba Gash-Barka and no pharmacy in Zoba Debubawi Keih Bahri. Drug shops also unevenly
distributed. There are two drug shops in Zoba Debub and Anseba, and only one in Zoba
Debubawi Keih Bahri ( see table 8.5).

The area of inequality is also high for clinics, where about 19010 of the population controlled
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5107'0 of the facilities. More than 50PIo of the clinics are found in Asmam and 42010 of them are
private for profit. About 85010 of the private for profit clinics are owned by physicians, who
work in the public sector. Zoba Gash-Barka is next to Zoba Maekel, which has about 18010 of
the clinics. Most of the clinics in Zoba Gash-Barka are mobile and owned by Eritrean Catholic
Secretariat (EC5) and other NGOs. The area of inequality is relatively low for drug vendors,
where about 35P1o of the population controlled 60Q1c of the facilities.

As further proof of the disparity between population and health care facilities, a correlation
analysis was also carried out. A close fit between population distribution and the distribution
of health care facilities would produce a high positive correlation coefficient. This would mean
that zones with large population have large number of health facilities and vice versa. In
addition, the coefficient of determination, which is the square of the correlation coefficient,
would help establish the importance or otherwise of population in the distribution of health
care facilities in Eritrea. The correlation coefficients between population and the health care
facilities are all positive and generally low with the exception in health stations, health centers
and total beds (see table 8.12).

Table 8.12: Coefficients of correlation 8e determination

Health care facilities and personnel r

Hospi[als 0.616 0.379
Hospital Beds 0.473 0.224
Health Centers 0.853' 0.728
Total Bedsl 1 0.701 0.491
Health Stations 0.828" 0.686
Clinics 0.226 0.051

Phannacies 0.212 0.045
Drug Shops 0.211 0.044
Drug Vendors 0.717 0.514

' Cotrelation is sigrtificant at the 0.05 level (2-tailed)
ll (Hospital t Health Center Beds)

Ordinarily the positive correlations would have implied that zones with large populations have
more health facilities than zones with small populations. The correlations are valid in this case
with the exceptions in the distribution of clinics, pharmacies, drug shops and hospital beds.
The correlation coefficient for health centers, and health stations are positive and statistically
significant.

There is a positive relationship between the distribution of population and the distribution of
health care facilities, particularly in the lower level health care facilities. The coefficients of de-
termination provide strong evidence that population is an important factor in the distribution
of lower level public health facilities such as health centers and health stations.

The coefficient of determination for hospitals and mini hospitals, clinics, hospital beds, phar-
macies and drug shops are very low. This indicates that the distributions of higher-level public
and private for profit health care facilities are urban biased regardless of population size.

Generally the distribution of lower level public health facilities per zone is proportional to
the number of people in the zone. All zones have approximately one health facility for 10,000
people considering all types of active health facilities in 2002. Only the Southern R.ed 5ea Zone
(Zoba Debubawi Keih Bahri) has approximately three health facilities per 10,000 populations,
which could be reasonable considering the scattered nature of the villages in the zone. The
number of health facilities per 10, 000 population is shown in table 8.13.
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Table 8.13: Number of health facilities per 10,000 population, 2002

Administrative Zone (Zoba)
Type of Health DKB SKB Anseba Gash- Debub Maekel National
Facility Barka
Hospitals 0.15 0.12 0.03 0.05 0.05 0.04 0.08
Health Centers 0.15 0.00 0.00 0.00 0.03 0.02 0.02
Health Stations 0.15 0.32 0.23 0.20 0.15 0.18 0.20
All types of ctinics 1.81 0.61 0.62 0.79 0.66 0.55 0.69
Total 2.72 1.21 1.07 1.32 0.91 L42 1.24

Source: Ministry of Health Research and Human Resource Division (2003).

Talcing the minor variations into account the southern Zone (Zoba Debnó) and Zoba Anseba
have the lowest number of health care facilities per 10,000 population. If it is decided to
increase the number of health care facilities per 10,000 populations, Zoba Anseba should be
given priority for hospital, Zoba Debi~ó a.nd tLlaekel for health centers, and Zoba Debub and
Zoba Debubawi Keih Bahri for health stations.

Figure 8.3: Health care facilities per 10,000 population
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According to the Ministry of Health's current standard, a health station has to serve about
10,000 people, a health center and sub-zone hospital about 50,000 and a zone referral hospital
about 200,000 people.

(b) Measuring the distribution and utilization of health care facilities in Eritrea:
an analysis using population bed ratio

The number of available inpatient beds and their ratio to patients or people in the catchment
area is another indicator for accessibility and quality of care. The bed utilization at different
levels also indicates the quality of the referral system and continuity of care. In this analysis
the Orotta and Sembel hospitals are not included because Orotta is not yet functional and
Sembel was opened only in January 2003.
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A total of 3,684 hospital beds were reported for 2002, which translates into 0.921-beds~1000
population. This is a great improvement from 1999, in which a total of 3,022 hospital beds
were reported, or 0.75-beds~1000 persons. The total number of beds is expected to increase
considerably following the construction of new hospitals. Nevertheless, Eritrea's hospital bed-
to-population ratio is below average for sub-Saharan Africa region of 1.37-beds~1000 persons,
and also below average for other countries worldwide with comparable income levels (World
Bank, 2003).

In 2002, high bed occupancy rates had shown in St.Mary Hospital (91010), in Mekane Hiwet
Paediatric Hospital ( 89010), in Barentu Hospital (74070), in Mendefera Hospital ( 65070), and in
Ke~n Hospital (62010) (see table 8.14 below). The overall Bed Occupancy Rate ( BOR) was
the highest in the National Referral Hospitals ( NRHs).

The highest BOR in the NRHs indicates that the referral system is weak or not in place.
Fhrthermore, it may also indicate inadequacy of facilities to manage patients at lower levels
that may result to lack of confidence of patients to be treated at that level. Thus, patients
bypass the facilities and come to the NRH, which worsens the load. It could also be due to
the inadequate utilization of health center beds in other zones (zoba).

Figure 8.4: Bed occupancy rate
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As shown in figure 8.4, from the national referral hospitals, St.Mary Hospital had the highest
load with 9101o bed occupancy rate and 53 days of average length of stay. The number of
patients served per bed in this hospital was one of the lowest but most of the patients stay in
the hospital for long period of time since there is no community or home based cares available
for psychiatric patients in Eritrea.

The patients in Hansenian hospital are few and are residents who stay in the hospital for more
than a year or two and their stay is excluded in computing the NRH's bed occupancy rate.In
most developed countries community health services are available for long term or permanent
care, both intramural and extramural. It includes also rehabilitation centers and homes for
those with learning disabilities (severely infirm or insane) and the elderly.

As can be seen from figure 8.5, the bed population ratio is high in Zoba Maekel (1:2460)
and Zoba Debub (1:1230). The two zobas are densely populated areas in Eritrea. The bed
population ratio at national level in 2002 was about 1:771. The bed population ratio is above
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Table 8.14: Number of hospital 8c health center beds and inpatients by zone

Adm. Hospitals Number
Zone of Patient
(Zoba) Beds

--- ~B~ -

Number of Annual Average BOR Turn- Bed
Inpatients number of Length over Pop.

inpatient of stay Rate Ratio
(A) days (I) (ALOS) ('C)

Tio Mini-Hosp. 59 345 2280 6.6 11 6
Asseb Hospital 113 1483 9711 6.5 24 l3

DKB Hospital Total 172 1828 I 1991 6.6 19.1 1 I
HC Total 0 0 0 0 0 0
Zoba Total l72 I828 I 1991 6.6 19.1 11 385.7
Massawa Hosp. 200 2402 23112 9.6 33 12
Ghinda Hospital 60 I506 5992 4.0 30 25

SKB Afabet Hospital 50 556 3387 6.1 21 11
Nakfa Hospital 93 825 5468 6.6 16 9
Hospital Total 403 5289 37959 7.2 25.8 13
HC Total 137 1411 5782 4.1 11.6 10
Zoba Total 540 6700 43741 6.5 22.2 12 550.1
Keren Hospital 190 6947 42882 6.2 61.8 37

Anseba HC Total 254 2973 13504 4.5 14.6 12
Zoba Total 444 9920 56386 5.7 34.8 22 1029.5
Aqurdat Hospital 103 3286 18161 5.5 48.3 32
Tesenei Hospital 84 374 t 18301 4.9 59.7 45

Gash- Barentu Hospital 41 2603 11009 4.2 73.6 63
Barka Hospital Total 228 9630 36462 4.9 43.8 42

HC Total l96 3752 15778 4.2 19.0 19
Zoba Total 652 13382 52240 3.9 22.0 21 865.9
Senafe M.Hos. 44 590 3892 6.6 24.2 13
Dekemhare Hos. 60 1338 5473 4.1 25.0 22.3
Mendefera Hosp 105 4372 24745 5.7 64.6 4L6

Debub Adikeyh Hosp. 120 2317 20593 8.9 47.0 19.3
Adiquala-M.Ho 60 1212 6856 5.7 31.3 20.2
Hospital Total 389 9829 61559 6.3 43.4 25.3
HC Total 225 6517 29634 4.5 36.1 29.0
Zoba Total 614 16346 91193 5.6 40.7 26.6 1230.3
Edaga Hamus
Mini-Hosp 11. 54 1037 3629 3.5 24.9 19.2

Maekel Hazhaz Hosp 2l. 90 1203 3457 2.9 42.7 13.4
Hospital Total l44 2240 7086 3.2 31.2 15.6
HC Total 75 741 3100 4.2 11.3 9.9
Zoba Total 219 2981 10186 3.4 20.3 13.6 2460.0
Paediatric 200 6327 64910 10.3 89 31.6

National Matemity 156 9959 21175 2.1 37 63.8
Referral Berhan Aynee 140 1861 20551 11 40 13.3
Hospitals St. Mary 163 1009 54220 53.7 91 6.2

Halibet 354 7082 95156 13.4 74 20.0
Hansenian 30 11 4015 365 36.7 0.4
NRH Total 1043 26249 260027 9.6 69.2 25.9

National Hospital Total 2797 71642 494428 6.9 48.4 25.6
L.evel HC Total 887 15394 67798 4.4 20.9 17.4

National Total 3684 87036 562226 6.5 41.8 23.6 771.2

Source: MOH (2003), Annual Health Service Activity Report (January-December 2002).
IlEdaga Hamus Mini-Hospital's data is of 9 months;
2lHazhaz Hospital's data is of 5 months
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Notes

The bed occupancy rate (BOR) is calculated as:
I

BOR - ' [ 100], where
(365'B)

I- Annual number of inpatient days, and
B- Average number of available hospital beds during a yeaz.

The average length of stay is defined as:

ALOS - UA, where
I- Annual number of inpatien[ days, and
A- Annual number of inpaáents ( adrttissions or discharges).

ALOS can also be calculated as (BOR) (365)~I'

The turnover rate (T) is calculated as:

T - AIB, where
A- Annual number of inpatients (admissions or discharges), and
B- Average number of available hospital beds during a year.

Figure 8.5: Population per bed by zone, 2002
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the national average in most of the regions except in Zoba Debubawi Keih Bahri (1: 385.7).
The load to a patient bed is high in Zoba Debub, National Referral Hospitals and Zoba Anseba
(see table 8.14). Considering only hospitals, the load to a patient bad is the highest in Zoba
Gash-Barka. The three hospitals in Gash-Barka had the highest turnover rate in 2002: Aqurdat
Hospital (32), Tesenei Hospital (45) and Barentu Hospital (63). High turnover rate shows
high burden of diseases in the region. Malaria is the major public health problem in Zoba
Gash-Barka, which accounts for 37010 of all patients admitted in hospitals and health centers
in 2002 (MOH, 2003).

Mekane Hiwet Maternity Hospital (National Referral Hospital) and Mendefe~rn Hospital (Zoba
Debub Referral Hospital) had also the highest turnover rate, 64 and 42 respectively (see table
8.14). The highest load per bed in the Maternity Hospital could be that the hospital is dealing
with normal delivery cases that could be handled elsewhere. The high turnover of patients
with lowest average length of stay (2 days) in the referral maternity hospital could also be
an indicator of weak referral systems among the maternity hospitals in the country. Normal
deliveries kept hospital beds busy, which were supposed to be used for more complicated
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deliveries referred by zoba hospitals.
In addition to the above graphical illustrations further analysis was made on the performance
of hospitals by using the bed occupancy rate, turnover rate and average length ofstay (ALOS).
Pabon Lasso (1986, cited in Barnum et al., 1993) devised a graphical technique to analyse the
three inpatient service indicators-occupancy rate, turnover rates, and ALOS- for similar levels
of hospitals within a country in order rapidly to assess their relative performance. Lasso's
graphical techniques are adopted in figure 8.6 to describe the performance measures of the 22
hospitals in Eritrea.

Figure 8.6: Indicators of hospital performance in Eritrea
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The points in figure 8.6 are defined by the rates of bed occupancy and turnover for each
hospital; these rates in turn define the average length of stay (shown for its mean and extreme
values across the top and down the right side of the graph). The dotted lines are one standard
deviation (plus and minus) from the mean of the occupancy and turnover rates. Hospitals that
lie outside the central rectangle formed by the intersecting dotted lines (with the intersecting
solid lines in its center) are considered outliers and merit further investigation to understand
their deviation from the norm.

As can be seen from figure 8.6, the outliers in quadrant one are Tio-mini-hospital and Nakfa
hospital. Both hospitals have low bed occupancy and turnover rates. This may be due to
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excess bed availability, low demand for hospitalization in relation to installed capacity and
demand reduction because of patients bypass to other higher-level facilities. Both hospitals
are located in an area, which is predominantly inhabited by semi-nomadic population. The
nomadic population is far away from health facilities because they move from place to place
in search of water and grass for their herds. This could also justify for under-utilization of
both hospitals.

Mekane Hiwot maternity hospital is the outlier in quadrant two. This hospital has low ALOS
(2.1) and low bed occupancy rate (37oI'o); but high turnover rate ( 63.8). This hospital may
have some or all of the following characteristics: excess bed availability, unnecessary hospi-
talizations, many beds used for patient observation and a predominance of normal (as op-
posed to complicated) deliveries. In quadrant three there are four outlier hospitals: Barentu,
Mendefera, Teseney, and Pediatric. These hospitals are performing relatively well, on average
(though perhaps not compared with normative concepts of what occupancy rates and average
length of stay should be). They are characterized by a relatively small proportion of unused
beds. The outliers in quadrant four are Halibet and St.Mary hospital. These hospitals tend to
exhibit some or all of the following: a high proportion of severely ill patients, a predominance
of chronic cases, and unnecessarily long inpatient stays.

In 2002, under utilization of hospital beds had shown in most zoba hospitals and health centers,
only four hospitals had above 7001o bed occupancy rate; namely, Pediatric, St. Mary, Halibet,
and Barentu (see table 8.14). Bypassing of lower level health care facilities could be the main
reason for congestion in national referral hospitals and low BOR at regional hospitals. The
MOH has identified two methods to rationalize the use of health care services. The first
method was to encourage patients to use preventive primary health care services, so as to
avoid more costly hospital services. The second method requires patients to go to health
stations or health centers for curative services, unless referred to higher-level facilities. Those
who violate the referral system and go directly to hospitals would be required to pay higher
consultation and treatment fees than those who respect the referral system. Higher service
fees in tertiary hospitals for self-referred patients ( bypass fee) may be justified only if there
are viable lower-cost treatment settings available. Bypass fees could then be implemented to
encourage use of these alternatives.

Higher service fees have little effect on the enforcement of the referral system as long as patients
believe that lower-level health care facilities have poor quality. In an interview, in 2003, health
officials in the Ministry of Health stated that:

Many patients do not respect the referral system, they bypass the nearby health stations
and health centers. Most people perceive that better health services are available only
in the referral hospitals. Patients with mild illnesses, who can be treated at the lower
level health care facilities, often create congestion at hospitals. Patients usually bypass
lower level health facilities although the user fees are higher for those patients who come
directly to higher-level health facilities. Hospitals are incurring unnecessary costs of
making routine tests and diagnosis. Hospital services are expensive; most hospitals in
Eritrea consume more than 60P1o of the recurrent budget for health care.

In principle, referral within the health system is supposed to provide a wider distribution and
appropriate use of health services, entry being gained at the bottom of the referral pyramid
through primary care facilities and other providers. In practice, self-referral often resulting
from the perception or fact of poor quality primary care services because of a lack of drugs
or personnel-and poor administrative, transport, and communication linkages between levels
of care, frequently defeat the intended purpose of the referral system. Our study reveals

189



Health Care Governance in Develóping Countries: The Case of Eritren

that in Eritrea hospital entry is a matter of proximity rather than the appropriateness of the
classification, and that most inpatients in upper-level hospitals in the most urbanized areas
are admitted directly. This situation is to be expected in the absence of barriers to easy
admission, when, for many urban dwellers, the nearby hospital is the closest source of primary
care.

8.4 Distribution of Health Care Personnel in Eritrea

In 2002, the IvIOH had 5,323 employees including short-term contractual employees such as
cleaners and guards (MOH, 2003). Out of the total employees 52.5~ were females, and about
64~0 of the employees were permanent and the remaining 3607o were contractual. In 2002,
out of the total 211 physicians ( General Practitioners and Specialists) in the country, 24~0
were expatriates. Comparing the number of health professionals in the year 2002 to that
of proceeding years, there was a dramatic increase in physicians and nurses. The increase in
physicians was largely due to the increase in expatriate staff and deportees from Ethiopia. The
increase in nurse and associate nurse was because of training of additional human resources.

Figure 8.7: Human resource growth, 1991-2000
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Source: MOH (2003), Annual health serviceactivity report (January-December 2002)

There is a substantial growth in health staff, particularly in laboratory technicians, health
assistants and nurses since 1991 ( see table 8.15 below). Modest growth of staff also shown in
physicians and pharmacists. But a reduction of staff is also observed in administrative and
other professional areas of health.

About 43.5P1o of the total IV10H staff are working in the National Referral Hospitals (NRHs)
and in Zoba Maekel heath care facilities. Zoba Maekel has 16.5070 of the specialists, and 12010
of the nurses out of the total at national level. Next to Zoba Maekel and NRH the highest
number of physicians and associate nurses are found in Zoba Gash-Barka. In 2002 there was
no significant variation in the distribution of GPs and associate nurses in the remaining zobas.
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Table 8.15: Growth of human resource in the IV10H, 1991-2002

Total increase
Category 1991 1995 1998 1999 2000 2001 2002 1991-2002

No ~

Pnysidans-GPs 58 108 79 102 100 95 132 74 127
Pnysiáans-Spedalists 0 0 38 74 70 68 79 79
Nurses 288 391 720 756 810 803 846 558 194
Health Assistanis 0 539 1220 1292 1332 1373 1488 1488
X-ray Techniden 18 18 39 40 40 40 39 21 116
Phannacfsts, Technidare,
Druggist 8 17 83 64 85 88 105 97 1212
Sanitariare 0 15 20 21 21 21 21 21
Lab TecMiciare 15 35 117 132 133 128 149 134 893
Other health professional
statr 0 0 210 187 151 127 97 97
Administrative stalf 0 1425 1654 1776 2122 2119 731 731
Total MOH staff l1 367 2548 4160 4464 4864 4862 3687 3300 853

Source: MOH (2003), Mnual Health service Activity Report (January-December 2002).
1l Short time contractual employees are not included

Table 8.16: Distribution of health care personnel by zone, 2002

Administrative zone
Health Persoooel DKB SKB Anseba Gash-

Bar~a
Debub Maefsl To~l wnal NRHs

ll M~a
Taal
~

No. ~, No. 4 No. ~ No ~, No ~b No ~b No ~6 No 96 No Na
S i~ists 0 - I 3.9 S 19.2 2 1.1 5 191 13 50.0 26 32.9 53 61.1 0 79
G.Practiliones 6 8.6 Il IS.1 12 11.1 16 22.8 13 18.6 12 11.1 10 13.1 24 25.3 1 95
Re stcreANurse 20 5.1 38 9.8 SO 12.8 61 15.7 81 20.8 139 35.7 389 61.1 236 31.4 6 631
Nurse S' ist S 4.4 9 7.9 13 I L4 19 16.1 30 263 38 333 l l4 58.8 80 41.2 0 194
AssistaniN~use 69 6.0 215 IB.6 140 12.2 280 24.5 2S6 22.4 18S 161 1145 181 296 201 23 1464
Heallh TecMo. 1I 53 Z7 12.9 26 12.4 31 11.1 46 22.0 62 29.1 209 10.6 67 29.4 0 296
OthttheahbPmf. 4 4.1 5 5.9 10 II.B 6 7.1 1 81 S3 62.4 85 68S 39 31.5 0 17A
Administrators 31 6.1 98 11.8 50 9.1 69 12.6 l27 23.1 168 30.6 549 80.4 133 19.5 I 683
Total 152 5.9 404 15.6 306 11.8 490 18.9 565 21.8 670 25.9 2587 72.5 948 26.6 31 3566
Source: MOH (2003), Annual bealth service ac~vity repat (laauary- December. 2002).

II Naáonal Refelral Hospitals 11 Ministry of Defense 31 Toal at national level

As can be seen from table 8.16, in Eritrea 67070 of the medical doctors with specialization, 25Q1o
of the GPs, 41070 of the nurse specialists and 20o-Io of the associate nurses are employed in the
national referral hospitals. Only 33qo of the medical doctor with specialization are employed
in the regional hospitals and out of this 50q of them are staffed in Zoba Maekel. However,
regional hospitals have a lion share in general practitioners, which is 73010 out of the total
95 general practitioners. There is no medical doctor with specialization in Zoba Debubnwi
Keih-Bahri; six general practitioners run the hospitals of the zoba. Higher concentration of
medical doctors with specialization in the national referral hospitals encourages patients to
bypass zoba referral hospitals. Patients seek specialists regardless of the complications of their
illness.

As can be seen from figure 8.8, associate nurses have the highest number in all zones compared
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Figure 8.8: Number of health professionaLs per zoba, 2002
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to other health professionals. But in the National Referral Hospitals (NRH) nurses are slightly
more in number than Associate Nurses. Zoba Debubawi Keih Bahri (DKB) has the lowest
number of health personnel but the proportion of health workers (0.0587) is greater than the
population proportion (0.0233) of the region. Population per health worker is the lowest for
this region (66,335~152- 436.41).

8.4.1 Measuring inequality in the distribution of health care per-
sonnel in Eritrea: an analysis using Pearson correlation, Gini
coefficient, and Lorenz curve

Imbalance in the supply, deployment and composition of human resources for health, leading
to inequalities in the effective provision of health services, is an issue of social and political
concern in many countries. Inequitable distribution of health workers remains a major problem
even in countries with strong central planning structures and apparently rigorous regulations
and stafHng norms (such as India, Pakistan, and Nepal) (Martinez, etal., 1998). Imbalances,
especially shortages of skilled health personnel in rural or poor areas, are reported to have
a number of adverse consequences for health system performance. The potential negative
consequences include lower quality and productivity of health services, closure of hospital
wards, increased waiting times, reduced numbers of available beds for inpatients, diversion of
emergency department patients and under-utilization of remaining personnel or substitution
with persons lacking the required skills for performing critical investigations (Zurn, et al.
2002).

Factors that influence imbalance among the health workforce are numerous and complex.
Common underlying problems that may contribute to imbalances include inadequate pay,
benefits or other incentives, as well as poor management of the health personnel (Egger, et al.,
2000). In some cases, they may include active recruitment of health personnel from poorer to
richer areas within a country, or from poorer to richer countries.

There is a wide diversity in the approaches to how imbalances are monitored: imbalances
can be considered in terms of the various health occupations, such as shortages or surpluses
of physicians or nurses, as well as within a given occupation, such as medical specialists of
one type or another. They can be addressed in terms of geography, such as by rural~urban
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typology or by administrative or epidemiological regions. They may refer to disparities across
institutional settings or types of service provision.

This section focuses on geographical imbalance in the health workforce, which can be defined
as observed differences in the supply of health personnel across administrative zones of Eritrea.
It is widely speculated that health workers, especially highly skilled professionals, are more
likely to prefer setting in selected (usually more urban and affiuent) areas, which may offer
greater opportunities for professional development, education and other amenities for their
families, and attractive employment possibilities.

Data for this study were drawn from the Eritrean Ministry of Health, Research and Human
Resource Division. The data were analyzed in tables 8.18 and 8.19. Many studies on geo-
graphical imbalance usually consider physicians only, or sometimes physicians and nurses. In
this study, however, all health workers are considered as human resource in the health sec-
tor encompasses a wide range of personnel with different occupations and skill levels working
across dífferent domains of health systems: public and private sectors; clinical, research and
public health interventions; preventive and curative personal care; and health services plan-
ning and management. WHO broadly defines HRH as"the stock of all individuals engaged
in the promotion, protection or improvement of population health" (WHO, 2000). From this
perspective, the analysis includes a group of occupatíons with health related specializations.

In this section the Gini coefficients and Lorenz curves were used to measure the inequalities in
the distribution of health personnel in Eritrea, the same procedure as in section 8.4.1. These
two measures of inequality were used to analyse the relative inequalities in the distribution
of health workers in accordance to geographically aggregated units. The ratios of advantage
were used while computing and graphing the Lorenz curves.

The ratio of advantage, in this section, is defined as the proportion of health care personnel
for zoba (Y) divided by the proportion of the population of zoba (Xti). Ratios below unity are
indicative of disadvantage. The higher the ratio above unity, the more advantaged the zone.
The ratios of advantage are computed for all the zones. The results are illustrated in table
8.17.

Table 8.17: Ratios of advantage

Adm Zone Medical Medical Reg. Ntuse Associate Health Other
Doctor: Doctor. Nurse Spec. Ntuse Tech Health
Specialist (GPS) Prof.

Maekel 2.64 0.90 1.88 1.76 0.85 1.56 3.29
Debub 0.72 0.70 0.78 0.99 0.84 0.83 0.31
Gash-Barka 0.39 1.15 0.79 0.84 1.23 0.89 0.36
Anseba 1.20 1.07 0.80 0.71 0.76 0.77 0.73
DKB 0.00 3.68 2.21 1.88 2.59 2.26 2.02
SKB 0.24 0.97 0.60 0.49 1.16 0.80 0.36

Table 8.17 shows that Zoba Debubawi Keih Bahri is the most advantageous zone in the distri-
bution of all categories of health workers with the exception in the distribution of physicians
with specialization, which are not available in the zone. Zoba Maekel is the next most ad-
vantageous zone in the distribution of physicians with specialization, registered nurses, nurses
with specialization, health technicians and other health professionals. Zoba Debuó is the most
disadvantageous zone for all categories of health workers the ratios of proportion are below
uni .ty. Zoba Se~nenawi Keih Bahri is the next most disadvantageous zone in all categories
of health workers except in the distribution of Associate Nurses. Zoba Gash-Barka has the
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advantage over the distribution of GPs and Associate Nurses. Zoba Anseba has the advantage
over the distribution of physicians: specialists and GPs. Large cross-zonal variations are found
in all occupational mix-of health workers. High concentrations of health workers are observed
in Zoba Maekel.

As a first step for the calculation of the Gini coefficients administrative zones (zobas) are ranked
according to their ratios of advantage from highest to the lowest rate. The Gini coefficient
ranges from 0 to 1, with 0 representing perfect equality (that is, all spatial administrative
zones of the country having the same health worker-to-population ratio) and 1 denoting total
inequality (all health workers located in only one administrative zone). This index allows us
to examine the extent of inequality across the specified groups independently of the country's
population or workforce size. Results are interpreted in comparative terms, by contrasting the
calculated ~-alue across occupational groups. The Brown's formal was used to calculate the
Gini coefficients. The overall results are shown in table 8.18.

Table 8.18: Gini coefficients (G)

Health care personnel G
Medical Doctors-Specialists 0.44
Medical Doctors-General practitioners O.IS
Registered Nurses 0.22
Nurse specialization 0.23
Associate Nurse 0.13
Health Technology O.15
Other Health Rofessionals 0.51

As shown in table 8.18, there are inequalities in the distribution of health personnel in Eritrea.
The levels of inequalities are higher for physicians with specialization ( 0.44), and other health
professionals ( 0.51). The levels of inequalities are the lowest for Associate Nurse (0.13), General
Practitioners ( 0.15) and Health Technicians ( 0.15). There is generally a marked difference in
the zones over the distribution of physicians with specialization and other health professionals.
About 67oTo ( 53) of the physicians with specialization are in the national referral hospitals and
the remaining 33010 ( 26) are distributed to zoba referral hospitals. Out of the 26 specialists
13(50010) of them are in Zoba Maekel and only 13 specialists are available in the remaining five-
zoba referral hospitals ( see table 8.16). The remaining 13 specialists are not evenly distributed,
for example, in Zoba Se~nenawi Keih Bahri there is only one specialist and no specialist in
Zoba Debubawi Keih Bahri (see figure 8.6). The term "other health professionals" is used for
those professionals who work in the administration and medical areas such as Accountants,
Economists, Chemists, Pharmacist, and Clerks. 62oI'o of such professionals are concentrated
in Zoba Maekel ( see table 8.16). The shortages of such professionals were widely reported in
the zonal action plan. The reports generally indicated that in all the zones there is an acute
shortage of indispensable staff for planning and management of health care.

In addition to Gini coefficients and ratios of advantage Lorenz curves were used to measure the
inequalities in the distribution of health care personnel in Eritrea. The graphs are drawn from
the cumulative proportions in table 8.21. In drawing the graph administrative zones ( xobas)
are ranked according to their ratios of advantage, and the cumulative proportions of the
distributional phenomena ( health personnel) are plotted against the cumulative proportion of
the distributional criterion ( population size). A 45-degree diagonal curve is the line of perfect
equality, and if the Lorenz curve coincides with the diagonal, then there is perfect equality in
the distribution of health care personnel. The greater the departures of the Lorenz curve from
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the diagonal, the greater the inequality.

Figure 8.9: Lorenz curve for health care personnel
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The Lorenz curves in figure 8.9 do not coincide with the line of perfect equality, thus confirming
the existence of inequalities in the distribution of the health care personnel investigated. The
area of inequality is the largest for other health professionals, where 22010 of the population
controlled 70oI'o of these professionals. The area of inequality is also higher for physicians with
specialization where 21010 of the population controlled 56010 of these health professionals.

The areas of inequalities are relatively small for the remaining health care personnel where
41070 of the population controlled 53P1o of the Associate Nurses and 55010 of the Nurse specialists
and 48010 of the population controlled 60Q1o of the GPs. 37070 of the population also controlled
49~0 of health technicians and 54010 of registered nurses. Both the Gini coefficients and the
Lorenz curves proved the existence of imbalance~inequality in the distribution health care
personnel in Eritrea. However, such imbalances are greater at high levels of skills of the
medical profession.

To analyse, further, the relationship between population size and health care personnel dis-
tribution in Eritrea, we computed the coefficients of correlation and determination for each
category ( see table 8.19). A close fit between population distribution and the distribution of
health care personnel would produce a high positive correlation coefficient. This would mean
that zones ( zobas) with large population have large number of health personnel and vice versa.

Table 8.19: Coefficients of correlation 8L determination

Health care facilities and personnel r rZ
Medical Doctors-Specialists 0.437 0.191
Medical Doctors-General practitioners 0.836' 0.699
Registered Nurses 0.588 0.346
Nurse specialization 0.709 0.503
Associate Nurse 0.862' 0.743
Health Technology 0.748 0.560
Other Health Professionals 0.189 0.036

'Cotrelation is significant at 0.05 level (2-tailed)
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All the correlation coefficients, in table 8.19, are positive; ordinarily indicate that zones with
large population have large number of health care personnel. But generalizations cannot be
made, as most of the correlation coefficients are low. Only the correlation coefficients for GPs
and Associate Nurses are statistically significant. The coefficients of determination also shows
that population is an important factor in the distribution of GPs and Associate Nurses.

8.4.2 Measuring the Distribution of Health Personnel

(a) An analysis using health workers population ratio

In this section we used health workers population ratio to measure physical accessibility to
health care service providers. In Eritrea, the number of health workers increased from 327 to
3687 over the last twelve years. The dramatic increase in health workers decrease the workload
per health worker and increases access to health care providers. In 2002 the doctor, nurse, and
associate nurse population ratios was approximately 1:13270, 1:3310, and 1:1880 respectively
(MOH, 2002). The numbers include also all the doctors, nurses and associate nurses who
work in the administration areas. In Eritrea, about 27010 of the doctors, 3.4p1o of the nurses
and 5.9010 of the associate nurses work in administration areas. The population health workers
ratio becomes high when the non-medical staff, staff who work in the administrative areas,
are excluded. Considering only the medical staff, in 2002, the doctor population ratio was
1:18,449, nurse 1:3478 and associate nurse 1:2029. The doctor, nurse and associate nurse
population ratios, per zoba are illustrated in table 8.20 and in figure 8.10.

Table 8.20: Population per health worker by zone, 2002

Administrative Zone (Zoba)
Maekel Debub Gash- Anseba SKB DKB National

Barka
Popula[ion 538,749 755,379 564,574 457,(778 459.O56 66,335 2,841,171
Pop. per Physician 5282 41,966 31,365 26,887 38.255 11,056 13,270
Populazion per Nurse 947 6805 7057 7255 9767 2653 3,310
PoO,per Ass. Nurse 1120 2951 2016 3265 2135 961 1880
Total number of Health
Workers 1618 565 490 306 404 152 3566
Population per health
Worker 333 1337 1152 1494 ll36 436 797

Note: The health workers in the National Refecral Hospitals (NRH) are included in Znba Maekel's
ratio considering the physical access of the people to health workers of the NRH.

Table 8.20 shows that the load per doctor is the highest in Zoba Debub followed by Se~m.enawi-
Keih Bahri and Zoba Gash-Barka. The load for nurse and associate nurse is almost the same
in all the Zobas except in Zoba Debubawi Keih Bahri.

As can be seen from figure 8.10 and table 8.20, health personnel coverage varies significantly
across the six regions (Zones) of the country. For example, the doctor population ratio varies
from 1:11,056 in Zoba Debubawi Keih Bahri to 1:41,966 in Zoba Debub. Doctor population
ratio is the highest in all the regions, except in Zoba Maekel, which indicates acute shortage
of doctors in the country. Zoba Debubawi Keih Bahri relatively, has better coverage in health
personnel when it is compared with other zobas in the country. The distribution of health
personnel varies significantly across the different geographic regions of the country.
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Figure 8.10: population per health worker by zone, 2002
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Considering the overall health worker population ratio Zoba Maekel (1:333) and Zoba Debubavri
Keih Bahri (1:436) are in better position. Both figures are below the national average of 1:
797. But if the referral system is strictly applied or being in place the residents of Zoba Maekel
will use only the zonal first contact and zonal referral hospitaLs. In this case the physician
population, nurse population and associate nurse population ratios will be 1: 21550; 1:3044;
1:2912, respectively.

The distributions of health care personnel are expected to improve in the near future. Recently
the Ministry of Health (MOH) has established "The O~rrotta School of Medicine" in Asntara,
the first medical school in Eritrea. The school has admitted 32 students on February 2004,
launching its first year of commencement. The medical training is for six years and graduates
shall earn Doctorate in Medicine (M.D.) degrees upon completion of their studies from the
Orotta School of Medicine.

(b) An analysis using health workers patients ratios

By taking all new outpatients and inpatients treated in all types of health facilities, (hospitals,
health centers, and health stations), in 2002, we computed the health worker patient ratio for
each professional health staff. The load per doctor, nurse and associate nurse is illustrated in
table 8.21 and in figure 8.11.

Table 8.21: Total number of patients per physician, nurse and associate nurse by zone, 2002

Administrative Zone (Zoba)

Category of Health DKB SKB Anseba Gash- Debub Maekel National Total
Professionals Barka Referral

HosDitals

Patients~Doctor 10207 14964 I409tí 20692 21749 10987 1437 9701
PatientslNurse 2450 3821 3804 465tí 3527 1552 350 1975
PatientslAssociate
Nurse 888 835 1712 1330 1529 1485 374 III3
Source: MOH, Annual Heal[h Secvice Activity Report (lanuary-December 2002), May 2003

As shown in table 8.21, patient per doctor is the highest in Zoba Gash-Barka followed by
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Zoba Debub, where one doctor is for 20,692 and 21749 patients respectively. The patient per
doctor ratios is above national average in all zobas, where one doctor is for 9,701 patients.
The patient doctor ratio is relatively low in Zoba Maekel and Zoba Debubawi Keih Bahri.

Figure 8.11: Patients per health worker by zone, 2002
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Figure 8.11 further shows that the patient nurse ratio is high in Zoba Semenawi Keih Bahri,
Zoba Anseba and Zoba Gash-Barka. Except in Zoba Maekel in all zobas the nurse patient
ratio is above the national average, which is one nurse for 1975 patients. The patient associate
nurse ratio is above the national average for Zoba Anseba, Gash Barka and Debub. The patient
health worker ratio is the lowest in the national referral hospitals.

8.5 Conclusion

A decentralized health service system alone will not guarantee access to basic health care
services unless all health care facilities and personnel are distributed proportionately, and
sufficient funds are allocated accordingly. In the health service there are often conflicts between
efficiency and equity. Equity is more political and tends to override the economic issue of
effiiciency, particularly in the provision of primary health care. Basic health care services
are considered in Eritrea as a social right where all citizens should have access regardless of
their ability to pay. This strategy is aimed at ensuring universal accessibility to available
resources and services in order to provide coverage of the most important health needs of the
people, with care provided according to the need. In principle no one should be left out, no
matter how poor or how remote. However, all cannot be reached at the same time, hence
those most in need should get priority. Among those whose needs the greatest are those who
have limited physical, financial and cultural access and those who are more vulnerable like
mothers and children, and the nomadic population. Public health programs have so far had
little impact on the general health situation of some nomadic groups, for whom health care
provision and health education are difficult task. Hospitalization presents particular problems
for the nomadic people. If a patient requires admission, then the whole nomadic family group
would need to be accommodated as well including the goats (Jones, 1991). Primary care and
emergency treatment usually can be provided and seen effective but providing health education
and long term care for some groups probably requires more prolonged contact than has so far
proved possible. The other related problem is that in rural areas where settlements are quite
small in terms of population size, and transport facilities are poor or non-existent, provision
of a particular category of health service at an acceptable rate of efficiency is difficult.

198



Chapter 8. The Distribution of Modern Health Care Facilities and Health
Personnel in Eritren: Implications for Equity

Ideally the need based priority setting is the basis for planning delivery of health service in
Eritrea. However, the MOH realizes that this principle of equity may come into conflict with
the efforts to promote cost effectiveness, because those most in need are more costly to reach.
A territory where morbidity is high would, for instance, require more resources than one in
which morbidity is low in order to achieve an approximately equal level of health. In other
words, spatial variation in need might dictate spatial inequalities in resource allocation. On
the other hand, equal allocation of resources can produce inequalities in levels of health where
the need for care is unequally distributed in space.

In Eritrea the distribution of lower-level public health facilities (health centers and health
stations) are more proportional than the secondary and tertiary level health care facilities.
Lower-level public facilities, in fact handle routine and, in some cases, very simple health
problems that do not require hospital care. As such they are cheaper to provide and there-
fore more numerous than hospitals. They are essentially meant to complement hospitals with
which they form a luerarchical system. All health care facilities in Eritrea constitute a hier-
archical system and the teaching and referral hospitals occupy the top of the hierarchy while
the dispensaries occupy the bottom. This conceptualization conforms to the system of central
places recognized in Christaller's central place theory. Thus, like central places, health care
facilities can be categorized into higher and lower order facilities, depending on their size, the
variety of services they offer, their range, threshold or similar considerations. Also like central
places, the hierarchical system of health care facilities implies that higher order facilities offer
the services of their respective orders as well as the services offered by all lower-order facili-
ties below them. Accordingly, a referral hospital such as Halibet or Mekane-Hiwot hospital,
perform the functions of a dispensary, a clinic, a maternity center, a health center, a general
hospital, a specialist hospital and a teaching hospital.

However, strict application of the central place theory and the threshold population in health
service provision, in Eritrea, may promote efficiency but not equity as small rural settlements
and nomads fail to fulfil the threshold requirements. In fact the MOH is striving to fulfil the
needs of the nomadic community by establishing mobile clinics though it is expensive. One
possible option that can be suggested in the case of nomads is that the training of tradi-
tional medical practitioners, who are akeady known by nomadic communities. These include
traditional birth attendants, bone-settlers, herbalists and other groups of traditional medical
practitioners. Traditional medical practitioners might be socially and culturally acceptable to
the nomadic people as the nomads culturally identify with them.

In this study it has been found that there are imbalances in the distribution of health care
facilities and health care personnel in Eritrea. There are professional(specialty), geographic,
institutional and service, and public-private imbalances.

Professional~specialty imbalances: imbalance and shortages have been observed in the
skilled and professional areas of inedicine and administration. Physicians with specialization,
nurses (registered and specialists), and other health professional are largely concentrated in
the NRHs and in Zoba Maekel. It is obvious that the health system's requirements for skilled
workers are greater in the capital city, for instance, for carrying out nationwide public health
planning and management activities. However, with the growing emphasis on decentraliza-
tion of health care services an alternative stafiing pattern is crucial. In Eritrea 27P1o of the
physicians, 3.4~ of the nurses and 5.8010 of the associate nurse are working in administrative
areas, while their professional expertise could be used more in the medical areas. Physicians in
hospitals commonly perform management functions that could be more effectively and cheaply
filled by trained managers who are not physicians. The staffmg situation can be improved if
either of the following measures is taken: (a) substitution of non-physician for physician man-
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agers; (b) substitution of nursing for physician time. Wider use of nursing staff could reduce
the use of physician time in the hospital. Monitoring of patient condition, basic diagnosis, ob-
strics, and simple curative intervention for trauma ase possible areas in which nursing training
and activities could be extended. (c) Substitution of clerical staff for registered nurse time.
Registered nurses are widely used for clerical tasks and in some cases for non-technical nursing
activities. Many of the tasks performed by registered nurses could be adequately carried out
by less-well trained persons. Clerks could perform some clerical functions, and assistant nurses
could perform some patient care and other ward-related activities. The use of alternative staff
could free physicians and nurses from all administrative works. This would enable them to
concentrate on medical activities where they are skilled.

Geographical imbalances: in Eritrea geographical imbalance is the result of inappropri-
ate regional development. During independence in 1993, Eritrea inherited a devastated and
inadequate health infrastructure with marked discrepancy in regional distribution of health
care facilities. Although efforts are underway to bring the desired balance physicians are of-
ten reluctant to work in suburban and rural areas. In both industrialized and developing
countries, urban areas almost invariably have a substantial higher concentration of physicians
than rural areas. Eritrea is not an exception, 84070 of the physicians (specialist), 38010 of the
general practitioners, and 60070 of the nurses are concentrated in the capital city, Asmara (see
table 8.18). Regional inequalities are also resulted from greater concentration of health care
facilities in the towns, particularly in the capital, than in the countryside. Contributory to
this is the unwillingness of many wealthier and better educated people to settle away from the
facilities of the city-hospitals, schools, social, recreational and economic opportunities. While
many governments in developing countries have adopted strong policies such as combination
of compulsory services and incentives to address workforce imbalances, especially rural~urban
imbalance, however, it is acknowledged that none so far has solved the problem.

Institutional and service imbalances: institutional imbalances occur when some health
care facilities have too many staff or others are understaffed because of prestige, working con-
ditions, ability to generate additional income, or other situation specific factors (De Geyndt,
1999). In Eritrea under-staffing is a common problem than overstaffing. Zoba hospitals are
generally understaffed in all areas of inedical and managerial professions except in associate
nurses. The capital city Asmara is more attractive to physicians because of its favorable work-
ing conditions and the opportunities to generate additional income. Limited field observation
show that the health system is in place and health facilities are well kept in most urban areas
but in the more remote villages health facilities need refurbishment and lack adequate staff,
equipment, and supplies. Similarly, the MOH reports show that there are overcrowding in re-
ferral hospitals and under-utilization of lower health facilities, which indicates possible quality
issues, such as lack of adequate staff and services in these facilities.

Public-private imbalances: like in many African countries the health sector in Eritrea is
essentially public. The government owns 67qo of the health care facilities and almost 98010 of
the health staff. The private sector is generally under developed and focuses only in curative
health services. With the exception of NGOs, most private health care facilities are located
in major urban areas of Eritrea.
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Chapter 9

Health Care Provision in Eritrea

9.1 Introduction

Since the late 1980s several attempts have been made to reform the public sector. One of these
reforms was reorganization of public service delivery. In the health sector the reform processes
have been emphasized on public-private mixl in health care provision whilst maintaining equity
in health care financing. Public-private mix is a platform for developing relationships between
the public, private, and voluntary sectors. It is about strengthening governance framed by an
ethic of service and innovation. The view here is that markets, civil society, non-government
organizations, and other social structures can rectify the inadequacies in health care service
delivery. The key step in the public-private mix is therefore the separation of the responsibility
for the purchasing (financing) from that of provision (production) of health care services.
This is believed to create greater accountability both within the organization and to external
monitoring bodies and the public generally.

In line with the above arguments the following three questions are addressed in this chapter:
(a)how is the health system organized in Eritrea? (b)How is the public-private mix in health
service provision in Eritrea? And (c)what are the main constraints for effective public-private
mix in health care service provision in Eritrea? The objective of this chapter is to examine
the relationship between the public and private sectors in health care provision. The chapter
explores the ways in which the two sectors interact; asks whether the behavior of the private
sector is detrimental to the goals of the public health sector, and if so, in what way and
examines how the government should respond, and questions whether it is possible for the
public sector to benefit from working with the private sector.

This chapter has six sections: section 9.2 focuses on health care provision in Eritrea. It
gives the description of the public and private health systems in Eritrea. Section 9.3 shows
the organization of Eritrea's health sector. In this section we analyse the interactions and
transaction in the Eritrean health sector. Section 9.4 analyses the public-private mix in health
care provision in Eritrea. Section 9.5 focuses on the constraints of public-private mix in health
care provision. Section 9.6 concludes.

1Ruys and Bruil (2005) ased the term 'hybrid organization' synonymous with the tenn `public-private mix'.
A hybrid organization is defined as an organization in which public and private rationalities are intertwined
(ibid.).
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9.2 Health Care Provision in Eritrea

In Eritrea both public and private sectors provide health care services. The private sec-
tor includes private-for-profit, private not-for-profit and employer based health care service
providers, and traditional medical practitioners. Health care services are provided in Eritrea
at three levels. At primary level there are health centers and health stations, at secondary
level there are sub-zoba and zoba hospitals, and at tertiary level there are national referral
hospitals. The ministry of health (IV10H) plans to classify the aforementioned health facilities
into four categories: health stations, community hospitals (formerly health centers), regional
hospitals, and national referral hospitals.

The public sector is the major health care provider in Eritrea. Private clinics exist only in
larger cities and serve a limited proportion of the population. At the village and district levels,
the primary health care (PHC) network consists of health posts and health centers staffed with
one or several nurses. Health centers have a laboratory and limited in-patient and delivery
facilities. Many remote villages have no health facility. Every village or cluster of villages has
teachers, extension and social workers, and malaria agents. They often work in cooperation
with health facilities and sometimes refer patients. At the regional level, the recently estab-
lished zoba health team manages the PHC networks. The government is completing a network
of referral hospitals (one in each zoba).

The MOH is responsible for public health sector management and planning, health care deliv-
ery, and to a large extent, financing of health care for those who cannot afford it. In addition,
the ministry regulates and controls the provision of private and NGO-operated health services.

9.2.1 The Public Sector

In Eritrea, public health facilities are organized in hierarchy. At the top of the hierarchy there
are national referral hospitals, which provide curative and specialty inpatient and outpatient
services. Zonal and sub-zonal hospitals are in the middle of the hierarchy, which provide both
curative inpatient and outpatient services. Rural health centers, dispensaries, and mobile
clinics are at the bottom of the hierarchy, which provide some outpatient curative services
but mostly preventive and primary care services. To bring public and private health services
together, a ministry of health officer in each zone and sub-zone oversees and coordinates public
and private health services.

The MOH under the guidance of the Minister of Health manages the National Health System.
As the private sector and community health services are underdeveloped, the MOH is the
principal provider of health services in Eritrea. Currently, the MOH is running 23 hospitals,
43 health centers, 144 health stations, and 6 clinics (5 mother-child health clinics and 1 general
clinic). The public sector as a health care service provider is highly dominant in Eritrea. In
2003 out of the total of 322 registered health care facilities the government owned 66.8qo.
Except two hospitals: Sembel (parastatal) and Hanssenian (NGO), all hospitals are publicly
owned. The public sector is virtually the major provider of health services; almost 98PIc of
the national health staff is under the MOH. Public health facilities constitute 82~0 of all
treatments for ill health. Out of this health stations provide 42010 of treatments for ill health,
health centers 2101o and government hospitals 19010.

The MOH is also supporting several public health programs: child health, expanded pro-
grams of immunization ( EPI), reproductive health program, nutrition, environmental health,
information, education and communication (IEC), and community health services (CHS).
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The Eritrean Health System (EHS) is more of egalitarian than libertarian. It is influenced by
the social welfare system, which is a reflection of EPLF ideology of social justice. Because of
this the government has a dominant role in the health sector.

9.2.2 The Private Sector

In Eritrea, there are four groups of private health cate service providers. In the first group,
there are non-government, non-profit health care service providers who usually charge modest
fees with exemptions for the poorest people. This group includes religious, community, and
private voluntary providers. Under this group there are 39 health care facilities (1 Hospital, 6
Health Centers, 27 Health Stations and 5 Clinics).

In the second group, there are private-for-profit health care service providers who charge fees
to cover costs plus profit. This group includes offices operated by individual physicians or
nurses, privately operated clinics and hospitals. Under this group there are 37 health care
facilities (1 Hospital, 1 Health Center, 1 Health Station and 34 Clinics).

In the third group, there are employer based health service providers who provide selected
services for employees and sometimes their families. This group includes company clinics and
health personnel under company contracts. Under this group there are 32 health care facilities
(2 Health Centers, 2 Health stations and 28 Clinics).

In the fourth group, there are traditional medical practitioners who provide indigenous health
services and charge fee in exchange of their services. This group includes traditional birth
attendants (TBAs), community health workers (CHWs) and traditional medical practitioners
(TMPs). TBAs and CHWs are semi-integrated into the national health system and are trained
by the MOH on basic primary health care (first aid, delivery and epidemic prevention, e.g.,
malaria and other infectious diseases). Most TMPs are farmers and priests, who acquired their
medical knowledge from their parents~family members, religious book or from other traditional
healers. This group accommodates a large number of individuals (930 trained TBAs, 1596
trained CHWs, and 2022 TMPs-includes untrained TBAs).

The Government of Eritrea (GOE) has an open door policy to the private sector. Over all
the policy encourages participation of the private sector in all aspects of the health system
including service delivery, health financing through different types of insurance schemes, and
manufacturing, importation and distribution of pharmaceutical products. But despite the
presence of such policy the expansion of the private sector is limited. This is due to a number
of factors: (1)the legacy of colonial regime -nationalization of all private health facilities by
the colonial regime in the 1980s has uprooted completely the basis of the private sector, which
was at least well developed in the urban areas; (2) lack of clear policy guidelines- although the
policy of the GOE stipulates the importance of the private sector, it does not define clearly its
various roles in the national health system. This creates uncertainty in the private sector, and
limit their long term planning and commitment; (3)shortage of qualified medical personnel
and absence of well-developed national NGOs; and (4)lack of health insurance markets and
the smallness of the Eritrean health market.

[1] Private-for-Profit Health Care Service Providers

In Eritrea the private-for-profit (PFP) is composed of the private allopathic practitioners,
pharmacists, occupational providers and traditional medical practitioners. However, little is
known yet about private for profit delivery of health services, except that most private clinics
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are located in the urban areas, and that the private sector is mainly involved in the procure-
ment and distribution of drugs. The Eritrean government issued proclamation No. 36~1993
and No.7 4~1995 in 1993 and 1995 respectively, which allows pharmacists and allopathic prac-
titioners to participate in the private health sector. Proclamation No. 36~1993 permits private
investors to be involved in the importation of drugs and medical supplies. As a result of the
proclamation a number of wholesalers, and retailers of drugs and medical supplies emerged.
This function was previously monopolized by PHARMECOR, a parastatal agency. Currently,
there are six importers and wholesalers of drugs and medical supplies (MOH, 2001).

Private sector involvement in pharmaceuticals has been mainly through ownership of drug
retail shops. In 1996, 36 percent of PHARMECOR's drug expenditures were financed through
the private sector. In 2002, there were 241 retail drug outlets, which included 29 pharmacies
run by pharmacists, 28 drug shops run by pharmacy technicians, and 184 rural drug shops
run by barefoot doctors, health assistants, and nurses; and 123 clinics (all types).

To encourage the development of the private sector the Government of Eritrea issued Procla-
mation No. 74~1995, which allows consultants and general practitioners to practice in the
private sector. Furthermore, the proclamation allows also government employed physicians to
work in the private sector on part time bases, usually in the evening hours when public health
facilities are closed. As a result of the proclamation, private-for-profit health service providers
have increased, which in return improves access to health services.

In 2000 there were 68 private clinics in Eritrea, of which 53P1o are located in the capital city-
Asmara. About 85010 of the clinics are owned by government-employed physicians. Most of
these clinics are open in the evening hours and have the advantage of being accessible when
public health facilities are close. In 2000 there were also 58 clinics, which were operated by
employers. Most of them are small clinics, established within big companies to provide first
aid health services to company employees. About 71010 of these clinics are situated in Asmara.
The type and distribution of PFP clinics are illustrated in table 9.1.

Table 9.1: Distribution of private clinics by type and zone, 2000

Administrative zone

Type of facility Maekel Debub Anseba Gash- SKB DKB Total
Bazka

Polyclinic 5 -- --
General practitioners clinic 18 6 5
Consultant clinic 4 I 1
Dental clinic 5 -- 1
Geria[ric clinic 1 -- --
Company clinic 41 2 1
Laboratory 3 -- --
Total

Source: MOH (2001)

- -- -- 5
10 5 2 46
- 1 -- 7
- -- -- 6
- -- -- 1
3 9 2 58
-- -- -- 3

77 9 8 13 15 4 126

The inclusion of the private-for-profit health service providers into the national health system
(NHS) is based on the belief that all health services present within the country's territory
contributes to the population's health. The private sector is expected to grow as a result of a
change in government policy but not in uncontrolled passive privatization fashion.
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[2] Private Not-for-Profit Health Care Service Providers

There are a number of private not-for-profit health service providers in Eritrea. In 2002 there
were a total of 320 health facilities, of which 44 were owned by non-governmental organiza-
tions. Out of the 44 NGOs health facilities, the Catholic Mission owns 29 and the Protestant
denominations 2. The remaining 13 health facilities are owned by other NGOs. Catholic Mis-
sion facilities are widely distributed in the peripheral and poor areas of the country. Unlike
private-for-profit health care facilities they are predominantly located in rural areas, and so
in relative terms are more skewed in terms of access to rural residents.

The Catholic Mission has a significant presence in the Asmara Eparchy. About 65.5P1o of the
mission facilities are located in this Eparchy. Asmnra Eparch includes Zoba Maekel, Zoba
Debub and some parts of Zoba Semenawi Keih-Bahri. The distributions of mission health
facilities are shown in table 9.2.

Table 9.2: Distribution of mission health facilities 8c number of patients served, 2002

Asmara Keren Bazentu Total
Eparchy Epazchy Epazchy

Health centers 2 2 1 5
Health stationslClinics 17 5 2 24
Number of out patien[s served 180,261 94,844 47,649 322,754
Number of inpatients served 2,229 638 305 3,172

Source: Office of the Eritrean Catholic Secretary, Health Service Departrnent, 2002.

Catholic Mission health care facilities are well known by the rural communities. For example,
the health center in Digsa (zoba Debub) is famous for its services. Its services are greatly
appreciated by local rural communities. The head of Catholic Mission health services asserts
that the aim of the Catholic Mission health program is to give services to those in need
regardless of age, gender, creed or ethnicity, and to save life and to decrease the mortality and
morbidity rate of the population.

The Catholic Mission health services are somehow integrated into the national health system.
The church is working in close collaboration with the Ministry of Health (MOH) in order to
give proper health services and to avoid service overlap in a given locality.

As shown in table 9.3, in 2002 the Catholic Mission health care facilities provided 7 types
of health care services. The health care services provided are: outpatient services to 144,968
patients (first and repeated visits), inpatient services to 3,172 patients, immunization services
to 73,588 (54235 children and 19353 mothers), antenatal care to 20,780 pregnant mothers (first
and repeated visits), maternity services to 615 deliveries (493 at clinic and 122 at home), first
aid services (injections, medications and dressings) to 240,524 citizens, and health education
to 276,768 people.

In 2002 the health education services provided by the Catholic Mission account for about
17010 of the participants and 33~0 of the number of sessions (see table 9.4). The antenatal care
services account for lOPlo and the outpatient services 8.7010. In general, Catholic Mission health
care facilities cover 10010 of the total health care services at national level.

The same as the public health facilities the Catholic Mission health facilities have shortage of
trained health personnel. The Eritrean Catholic Secretary (ECS), in an interview (2003) said
that the military mobilization and other factors make it difHcult to recruit sufficíent personnel
and this obviously places extra burden on the entire operation. For example, the staff in
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Table 9.3: Total number of health services provided by Catholic Mission facilities, 2002

Service type Number of patienis served
Number of outpatients served:

First visit 139951
Repeaz visit 5017
Referrals to other facility 1714

Number of inpatients (Admitted to HCs) 3172
Irnmunization services:

Number of children immunized 54235
Number of mothers immunized 19353

Antenatal care 20780
Delivery services:

Number of deliveries at clinic 493
Number of deliveries az home 8r other places 122

First aid services:
Injections 116731
Medications 16033
Dressings 107760

Heal[h educazion:
Numbers of sessions 13717
Number of attendants 276768

Source: Office of the Eritrean Catholic Secretary, Heal[h Service Departmen[, 2002.

Table 9.4: Percentage of health services provided by Catholic Mission health facilities, 2002

Total service Total services a[ Percentage of services
Type of health service provided by naáonal level l2 provided by cazholic

Missionl l mission

Outpatient (first visit) 139951 1604071 8.7
Number of inpaáents served 3172 78063 4.1

Antenatal care:
Newregístrants 6384 61963 ]0.3

Repeat visits 14396 131055 10.1
Number of deliveries assisted 615 21887 2.8
Health educaáon:

Number of sessions 13717 41746 32.9
Number of parácipants 276768 t644841 16.8

Source: llOffice of the Eritrean Catholic Secretary, Health Service Department, 2002.
2l MOH (2003), Annual Health Service Acávity Report ( January-December 200

Gash-Bark-a are working in mobile clinics in addition to the regular jobs they have in clinics
and health centers.

Besides, the Catholic Mission, primary health care services are also provided by a number
of international NGOs on relief and humanitarian basis. In 1993,just after independence,
the following international NGOs were operational in Eritrea: the Red Cross, Norwegian
Church Aid, Accord (UK), Christian Outreach (UK), Radda Barna (Sweden and Norway),
Save the Children (UK), CRIC (Centro Regionale Intervento Cooperizione), O~cfam (UK),
Lutheran World Federation, Norwegian Association for the Disabled, and AIFO (Amici di
Raul Follerau) (World Bank, 1994c: 131).

However, the involvement of international NGOs in the health sector, over the last 12 years,
dramatically decreased . This was due to: absence of clearly defined policy guidelines and
restrictions imposed on them (Berhane, 2002); delay in the promulgation of laws and legis-
lations that govern non-profit organizations (United Nations, 2000); and conflict of interest
between NGOs and the government.
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But with the eruption of the border war with Ethiopia in 1998 and the onset of emergency
situation in Eritrea, the number of NGOs have been increasing substantially. Thus by the end
of 2000, there were approximately 20 international NGOs, providing health and health related
services at eighty-five sites (Olson and Fessehaye, 2001). Table 9.5 illustrates the number of
NGOs and types of their intervention.

Table 9.5: NGOs and type of their intervention, 2002

NGO Type of Intervention

Catholic Secretariat Mobile Clinic: nutrition and clinical services
CES V I Water and Sanitation

Concem
COSV
CRIC
Eritrean Social Marketing Group
(ESMG)
German Agro Action
ICRC
IMC
Inter SOS
Lutheran World Federation
MoviMondo
Mani Tese
Mercy Corps International
Medicines sans Frontier-France
Medicines sans Frontier-Holland

Supplies and nutrition
Rehabilitation
Nutrition and rehabilitation

Health education and condom distribution
Supplies and nutrition
Water and Sanitation
Mobile Clinic and Primary Health Care training
Supplies
Water and sanitation; health education
Rehabilitation
Nutrition
Nutrition
Clinical services; nutrition; supplies; water and sanitation
Clinical services; nutrition; supplies; EPI; ANC; water and
sanitation; training

Oxfam Water and Sanitation
Save the Children (UK) Nutrition
Vision Erivea Rehabilitation; PHC; and training
Red Cross Society of Eritrea Water and Sanitation; health education
Sotuce: Berhane (2002), Review of the Public-Private Mix of the health system in

Eritrea: Issues, challenges and prospects.

NGOs are of different nature; some of them are mainly interested in the emergency situation,
while others are interested in development-oriented activities. Despite their myriad motives,
they are very helpful. NGOs usually supplement the public health system and were valuable
during the crises period where malnutrition and dysentery were widespread within the dis-
placed population of which majority of them were women and children (Berhane, 2002). The
concerted effort of NGOs and the MOH not only avert human catastrophe but also attain
better health statistics for the internally displaced population than the host population living
outside the camps (Olson and Fessehaye, 2001).

The experience of the last six years showed that if properly managed and coordinated NGOs
would complement the activities of the MOH. NGOs have many advantages in areas such
as handling emergency situations, transferring technical skills, raising funds, expanding and
increasing mobile capacities, supplying commodities and enhancing innovativeness that are of
a greatest value for the MOH.

[3] 7'raditional Medical Practice

Traditional medical practice has ancient roots in the community life of Eritrea. Before the
introduction of modern health services in the 1890 the entire Eritrean population were de-
pending on traditional medication for all health problems. In Eritrea there are different types
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of traditional medical practitioners: herbalists, spiritualists, bone-settlers, animal bite healers,
traditional birth attendants, druggist, hydrologist, physiotherapist, magicians etc.

"Traditional medical practitioners are a group of persons recognized by the community in
which they live as being competent to provide health by using vegetable, animal and mineral
substances and other methods based on the social, cultural and religious backgrounds as well
as on the knowledge, attitudes and beliefs that are prevalent in the community regarding
physical, mental and social well being and the causation of disease and disability" (WHO,
1978).

In Eritrea, traditional medical practitioners use various physical approaches, such as acupunc-
ture or puncturing, cupping, warming of specific reflex areas, hydrotherapy, remedial massage,
soft tissue manipulation, to name but few. Traditional medical treatments are always inte-
grated and involve a combination of approaches such as psychotherapeutics, herbal medicine,
nutritional therapy and physical therapeutics.

Traditional medical practitioners are important national health resources, most of them are
accessible as they live in the same community as patients, speak a common language, and
their diagnostic procedures are not as bureaucratic as in conventional medicine. They share
the culture, beliefs and values of their patients. They are widely accepted and respected in
rural Eritrea. The distribution of traditional medical practitioners is illustrated in table 9.6.

Table 9.6: Distribution of traditional medical practitioners by zone, 2003

Administrative zone Number of traditional
medical practiuoners

Maekel 364
Debub 1154
Gash-Barka 517
An seba 466
Northem Red-Sea 415
Southern Red-Sea 36
Total 2952
Source: MOH (2003), Pharmaceutical Service Department

In Eritrea there are 2952 traditional medical practitioners. Zoba Debub has the highest number
of traditional medical practitioners (TMPs). Ivlost of the TMPs are farmers and priests who
conduct healing on part time basis. Their superior knowledge on traditional medicine helps
them to earn additional income and to gain respect in their respective communities.

(a) Herbalists

Traditional herbal medicine mainly comes from the vegetable kingdom. It comprises the leaves,
flowers, seeds, bark, sap, and roots of a wide variety of plants. Herbal medicines are prepared
to be taken as drinks, salves and inhalants. Herbs also mixed with animal products such as
honey, butter, and sheep's fat. Some of these remedies are accompanied by the recitation of
prayers. Herbal remedies have a powerful effect when they are administered by experienced
traditional medical practitioners. Herbalists could be priests or ordinary people who acquire
the knowledge and skill from their family members through practice and usually passed on
through words of mouth. Traditional mecíical practitioners use medical herbs and other local
ingredients to treat both diseases and common illnesses.
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(b) Spiritual healers

Spiritual healers focus on natural laws. They believe that all life is subject to these natural
laws and ill-health is usually due to an abnormal imbalance either within an organism or of
the organism with its environment. Spiritual healers not only work at correcting the internal
imbalances through which disease can manifest in an individual but also work at re-establishing
an individuals' harmony with their envirorunent and their relationship with the natural cycles
to which all life is subject. Debteras (priests with high level of education in theological and
magical inspirations) are powerful spiritual healers in Eritrea. Debtera's knowledge is derived
from a series of texts written for the most part in Ge'ez. These texts and the training that is
necessary for their proper use are accessible only to selected men who have already completed
their training for the priesthood. Spiritual healers are consulted for diseases that range from
mental disorders to emotional distresses.

(c) Traditional Birth Attendants (TBAs)

In Eritrea more than 50oI'o births are attended by TBAs (EDHS, 2002). Only 28.3o-10 of births
are attended by trained health staff at public and private health facilities. The World Health
Organization estimates that traditional midwives assist in up to 95 percent of all rural births
and 70 percent of urban births in developing countries. In some Eritrean communities a TBA
is a full-time worker who can be called upon by any one and who expects to be paid either
in cash or in kind. In others, she can be a woman's elderly relative or neighbor who does not
make a living from her work and will only assist in a birth if the mother is a relative or the
daughter or daughter-in-law of a neighbor or close friend. She assists in childbirth as a favor
or good deed and does not expect to be paid, but may receive a gift as a token of appreciation.
In some instances a TBA can be the family birth attendant who only delivers babies of her
close relatives.

Table 9.7: Number of traditional birth attendants, 2000

Administrative zone Total number of Number of TBAs
TBAs trained active

Maekel 141 141
Debub 199 193
Gash-Bazka 175 154
Anseba 75 56
Northem Red-Sea 210 167
Southern Red-Sea 130 126
Total 930 837
Source: MOH (2001), Eritrea Health Profile 2000.

Percentage of active
TBAs
100
97
88
75
79
97
90

TBAs have a significant role in delivery services, especially in rural~suburb areas of Eritrea,
where modern maternity services ate rare. The MOH recognized the role of TBAs, in Eritrea,
early in the 1990s. The MOH intensively trained TBAs in clean and safe home delivery and
some other related roles to reduce the high maternal mortality rates (998~100,000 live births)
in Eritrea. Training of TBAs is broadly recognized by WHO. In 2000, there were 837 active
TBAs in Eritrea.

TBAs are more integrated into the formal health system than other traditional medical prac-
titioners as they often make referrals to modern facilities, and in many areas are supervised
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by staff in rural health stations. TBAs are also frequent recipients of training and supplies
from the MOH and other donor programs.

(d) Community Health Workers (CHWs)

CHWs are community members who work almost exclusively in community settings and serve
as connectors between health care consumers and providers to promote health among groups
that have traditionally lacked accesses to adequate care. CHWs represent the first line of
contact in many cases, and provide a segue for getting clients through the door for medical
care. The important aspect of CHWs is that they come from the same under-served village
communities and share the same cultural experience as the people they serve, thus bridging
the gap between health care agencies and local communities.

In Eritrea, the MOH is responsible for the training of CHWs. The MOH provides them
refresher courses, technical assistances, continuous supportive supervision and monitoring,
and provides CHWs with initial medical supplies and drugs to start the Community Health
5ervice (CHS) programs. Communities are responsible for electing CHWs who will serve
them. They are also responsible for remunerating them and providing them with a work
place, furniture, equipment, and drugs after the initial medical supplies and drugs provided
by MOH have been utilized. The community also decides whether drugs will be sold or given
to patients for free, or at a subsidized rate.

Table 9.8: Number of community health workers, 2000

Administrative Total number of Number of CHWs
zone CHWs trained active
Maekel 21 21
Debub 756 679
Gash-Barka 168 160
Anseba 272 251
Northern Red-Sea 177 177
Southern Red-Sea 202 26
Total 1596 1314
Source: MOH (2001), Eritrea Health Profile 2000: 27.

Percentage of active
CHWs
100
89
95
92
100
13
82

In Eritrea, Community Health Service (CHS) program seeks to: enhance the links between
conventional health services and community; facilitate training of CHWs by training trainers
and preparing training manuals; establish mechanisms that encourage communities to take re-
sponsibilities for their own health and be involved in planning, implementation and evaluation
of health services; improve community understanding of the health services system and how
CHWs can improve the health of the community; facilitate establishment and active involve-
ment of health committees at every level; enable health workers at all levels to support the
implementation of the program; promote sustainability of the program; increase the number of
births attended by trained birth attendants; improve the technical support systems for provi-
sion of supplies, supervision, and referral; and strengthen supportive supervision, monitoring
and evaluation.
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9.3 Organization of Eritrea's Health Sector: Interac-
tions and 1~ansactions

Eritrea's health system has a'dual structure' with the traditional and modern sectors coex-
isting side by side. Dualism is the characteristics of many developing countries in which some
parts of the service economy resemble advanced economies while other parts of the service
economy resemble traditional economies. Our analysis incorporates both the traditional and
modern health care systems in Eritrea. The transactions and value-generating interactions
of the modern and traditional health systems in Eritrea are demonstrated in figure 9.1. In
Eritrea modern health care services are provided by public, private-for-profit and private not-
for-profit organizations (shown by arrow 1,2, and 3, in figure 9.1). A double-sided arrow (in
figure 9.1) represents value-creating interactions between performers (medical professionals)
and receivers (patients). Pointed-arrows (marked as 1, 2, 3 and 4 in figure 9.1) represent
a principal-agent relation from the principal to the agent, which produces value-generating
transactions. The relevant governance-system is determined by the text in the blocks. In
figure 9.1 the roles of performers and providers are assembled in one domain and separated
from the domain of receivers and procurers (purchasers).

The public health system is shown (in figure 9.1) by pointed-arrow 3. In the public health
system, the government is the ultimate provider and financier of health care services as user
fees cover only 1001o the recurrent costs. The main source of finance is tax. Where public
finances have universal coverage, horizontal integration of the population will be achieved.
The public health system is organized within the framework of administrative and political
transactions in which services are provided by a single team with a cooperative regime. The
governance structure is a"hierarchical system". It is vertically integrated in a principal-agent
relationship. In the public health system 'principals' are ultimately citizens (tax payers~voters)
and 'agents' are politicians and bureaucrats; the whole structure is governed by chains of
principal-agent relationships. At the upper level of the hierarchy there is the 'Minister of
Health' who is accountable to the cabinet and the parliament (national assembly), and through
the parliament, the 'Minister' held accountable to the citízens. These chains of links make
the Minister responsible to provide answers and explain administrative decisions; provide an
accounting of the Ministry of Health (MOH) resource utilization, activities, and achievements;
investigate and remedy deficiencies and problems; and if required resign. In this case the MOH
is an agent of the citizens, which is in charge of all public health facilities. In the middle of the
hierarchy there are health care service performers (medical professionals) who are accountable
to the MOH (principal).

The MOH holds its agents accountable by the established procedures, rules and routines within
the hierarchy. In the public health system, there are four principal- agent relations. These
are between: (a) citizens (financiers) and politicians and bureaucrats (procurers), (b) service
procurers and providers (hospitals and health centers), (c) service providers and performers
(medical professionals), and (d) service performers and receivers (patients).

Eritrea's public health system is characterized by a system of unified public budget; absence
of public subsidy to private provision; a unified system of service provision and financing;
a system of vertically integrated services; horizontal integration of the population; universal
access to all primary level health care facilities; and an egalitarian value.

The private not-for-profit (NGOs) health system is shown (in figure 9.1) by pointed-arrow
2. The governance structure is a stakeholder (network) system. At the upper level of the
hierarchy the stake-holders are the principals and the volunteers (health professionals) are
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Figure 9.1: Interactions 8c transactions in Eritrea's health sector
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the agents. The stake-holders are both service financiers and procurers. The stakeholder
system includes local and international NGOs. Local NGOs are more active in information,
education and communication (IEC) of various health issues. NGOs are organized within
multiple clubs in a non-cooperative regime; social economic domain, and single team with
a cooperative regime; administrative transactions (Ruys, 2005). In the stake-holders system
clubs have an open membership. The following are some of the local NGOs, which are active
in IEC activities in Eritrea: Eritrean Social Marketing Group (ESMG); Family Reproductive
Health Association of Eritrea (FRHAE); National Union of Eritrean Youth and Students
(NUEYS); National Union of Eritrean Women (NUEW); Eritrean Catholic Secretariat Health
Care Facilities; Vision Eritrea; and Red Cross Society of Eritrea.

There are also 16 international NGOs, which are operating in Eritrea in health related activities
(see table 9.6.). In countries like Uganda, Zimbabwe, Zambia, Namibia etc., NGOs have a
dominant role in health care provision and often take contracts for medical services. In Eritrea
the involvement of NGOs in the health sector is limited to humanitarian ~ basic primary health
care services.

The private-for-profit (PFP) health system is shown (in figure 9.1) by pointed-arrow 1. In
Eritrea there are two groups of private-for-profit health service providers: full-time providers
who own private health facilities and collect fees directly from their clients; and, part-time
private health care providers who are on the staff of public health facilities but work during
the evening or at other times and collect fees directly from their clients. PFP health care
facilities in Eritrea include, General Practitioners (GPs) clinics, parastatal hospitals (Sembel
hospital), polyclinics and laboratories, and pharmacies and drug shops.

In the PFP health system, health care services are fmanced either by out-of-pocket payments
from consumers or by many insurance agencies, which are unavailable in Eritrea. The PFP
health system is organized within the framework of economic transactions in which the service
is provided by multiple teams in a non-cooperative regime and procured by multiple clubs in
a non-cooperative regime (Ruys, 2005). The governance structure is a"market system". Only
patients with ability to pay have full access. At the upper level of the hierarchy there are
investors (principals) and medical professionals (agents).

In the PFP health system user fees are the ultimate sources of financing. In the absence of
social~private insurance occupational segregation is eminent in the PFP health system. The
system captures upper~míddle income citizens and excludes the poor, which is the majority.
In Eritrea, PFP health care providers are blamed for their failure to address public health
issues, such as prevention; lack of integration with the public health facilities; attraction of
health professionals out of the public sector; and exclusion of large group of people in need
and segmenting the supply of services.

The traditional medical system is shown (in figure 9.1) by pointed-arrow 4. This is an infor-
mal system where traditional medical practitioners and patients enter into outcome-contingent
contract. Village traditional resources (both cash and in kind payments) are used to finance
traditional medical practitioners. There is an informal referral system between modern and
traditional health systems. Patients use both systems to balance their respective weaknesses.
The traditional medical system includes herbalists, traditional birth attendants (TBAs), spir-
itual healers, druggist, magicians, bone-settlers etc.

Unlike modern health care service providers traditional medical practitioners usually use
outcome-contingent contract, "pay when cure" system. The outcome-contingent contract
means that TMPs have strong incentives to provide quality care even if the patient cannot
evaluate or observe the quality. Thus, remuneration involves sharing of risks between provider
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and patient. Payment is usually in kind, often no charge is made until a cure is achieved.
Such arrangement clearly results in some sharing of inedical cost risks between patients and
traditional medical practitioners. In most of the cases patients pay traditional medical prac-
titioners very little at the beginning but when they are cured payments would be substantial.
In the case of observable medical efforts patients seek providers who have an appropriate skill
at lowest cost and then insure that the necessary effort is exerted (see table 12.13, in chapter
12). Patients with disease conditions that are relatively responsive to patient and practitioner
effort are more likely to seek treatment from a traditional medical practitioner who is paid
based on outcomes (Leonard and Zivin, 2003). In the traditional medical system the repeated
interaction between the patient and the practitioner resolves the principal-agent problem as
it allows observation of a large number of outcomes from which information can be gathered
about the effort that is provided. Carroll (2001) noted that when people in groups or commu-
nities have repeated interactions, feel solidarity, trust one another, and the costs of completing
a transaction are lower than in any other formal procedures.

As the services are non-standardized, in the traditional medical system formal monitoring
mechanisms are absent. Agency problems are much more severe in monitoring the qual-
ity of non-standardized services, making traditional medical practitioners reputations much
more important. A dissatisfied patient can change a traditional medical practitioner (healer).
He~she can also warn his~her friends and relations about his~her ex-traditional medical prac-
titioner. That is, the traditional medical practitioner may be disciplined indirectly through
what is known in agency theory as the repeat purchase mechanism. The repeat purchase
mechanism makes the traditional medical practitioner's reputation a valuable asset. Reputa-
tion is important for long-term healer-patient relationships, and losing patients as a result of
dissatisfaction represents a major cost to TMPs in terms of lost future business.

9.4 Analysis of Public-Private Mix in Health Care Pro-
vision in Eritrea

(a) Analyses Based on Facts

The aim of much recent health care reform has been to increase the role for the private
sector as the deliverer, rather than alter the role for the public sector as the financier of care
(Propper and Green, 1999). The general argument is that these reforms retain equity in the
financing of health care, whilst promoting efficiency in its delivery through the introduction
of competition (or promotion of public-private mix). To this end the issue of public-private
mix in health care provision, in Eritrea, was extensively discussed with health care providers
(medical professionals) and higher level-officials in the MOH2. Most of the discussions focused
on issues related to health market liberalization, private sector development, and involvement

2The anal,ysis of public-private mix in health care provision is made based on facts and opinions' of modern
medical pract.itioners, and on the assessment of higher-level officials in the ministry of health. A questionnaire
was distributed to 250 modern medical practitioners (MMPs) both in the public and private health facilities
in 2003. MMPs were selected randomly from 12 hospitals, 11 health centers and 9 health stations. The
questionnaire had three parts: the first part dealt with questions related to heath caze provision, the second
part focused on health care financing, and the third part eacplored the perceptions and attitudes of MMPs on
traditional medical practice. This chapter analysis the first part. of the questionnaire issues on health care
provision (the second and third parts are analyzed in chapter ten and twelve, respectively). For every policy
question the respoiLSe frequencies, mean and standard deviation are computed, and the mean is tested against
the value of 3, which is the mid point of the 5-point scale.
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of NGOs and TMPs in health service delivery, and contracting out of inedical and non-medical
services within the health sector.

Table 9.9: Response frequencies to government policy on health care provision

Government health policy
No gov't E~áreme
attention gov't
at all attentioo

(I) (2) (3) (4) (S) Mean Std. Std.
Dev Error

Liberalize health markets and promote private sector 0.06 0.39 0.30 0.25 0.00 1.99 0.785 0.064
Promote voluntary non-government organi~ations to
supplement pubhc health system 0.35 0.40 O.ZS 0.00 0.00 1S5 0.499 0.041
Contracting out non-medical services to private sector 023 0.31 0.39 0.01 0.00 2.30 0.910 0.074
Contracting out medical services to private sector 0.63 0.37 0.00 0.00 0.00 137 0.485 0.041
Integrate traditional healers in the official pubhc health system 0.41 O.S3 0.00 0.00 0.00 153 O.SOI 0.041
Increase ihe capacity of traditional birth attendants 0.00 0.00 0.23 0.63 0.1 S 3.92~ 0.608 0.049

Source: Field data, 2003.
Note: t lknotes more government attention, tt Denotes moderate govemment attention. The mean is tested against the value of 3, which is the mid

point of the S-point scale ~ the O.OS level. The valt~es with mean in bold differ significantly from 3 at the O.OS level.

As shown in table 9.9, about 40P1o of MMPs replied that there is less government attention
on the development of private sector and liberalization of health markets. The mean value
1.99 also shows a significant difference from the mid point 3 (p c 0.05), which means that
government attention on the development of private health sector is not really abundant.
Regarding the development of the private health sector, health officials in the MOH said that
there is no restriction on the development of the private health sector, in fact its development
is supported by Eritrean 1994 Macro-policy and Proclamation No. 74~1995.

The relatively low supply of human resources for health, and low incomes and population
densities in many parts of Eritrea limited the development of private markets for health care.
The private-for-profit often compete with the public health system for the same resources.
The problem is particularly serious in the competition for human resources, but other inputs
may also be affected.

Health officials, in the MOH, argue that the private sector should not grow at the expense
of the public sector.Public sector physicians have a dual assignment since they work in the
public and private health sectors. There is conflict of interest when physicians work in both
sectors. Physicians generally earn more when they work in the private sector and their income
depends on the number of patients they examined. A patient in a private clinic in Asmara
said "doctors in a private clinic speak well, inquire about our health and ask about everything
from A to Z. They take money ... so give powerful medicine ... treat better".

Although the private health sector is young and relatively small in Eritrea, its emergence
and growth has already had a big impact on the public sector. Health workers themselves
draw a sharp distinction between the two sectors. The public sector is associated with low
compensation, a lack of promotion and career development opportunities, and shortages of
essential equipment and material. In contrast, compensation is the main appeal of the private
sector; the most educated professional categories can earn several times more in the private
sector.
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In the public sector physicians get a fixed monthly salary regardless of the number of patients
they examine. A patient in a public hospital said "doctors do not attend to us immediately
and do not bother about our problems" . Some people complain that patients get a special
treatment at public facilities from their private doctors who work in the public sector. The
World Bank clearly notes the conflict of interest in this way:

The same government doctor who was not easily or conveniently accessible, whose med-
ication was not satisfactory and whose manner was brusque and indifferent transformed
into a perfectly nice and capable doctor when he was seeing a patient in his private
practice. Why? Because the doctor wants the client to return. If the staff is paid
through salaries, there is no strong incentive to be accommodating. What accounts for
the difference? Not the training but the motivation.

World Bank (2004:67)

In Eritrea private-for-profit health care facilities are owned by industries and government
employed physicians. Most of these facilities are located in urban areas and provide curative
services. More than 50010 of the private-for-profit General Practitioners ( GPs) clinics are
located in Asmara and operated by government employed physicians on part time bases.
Given the shortage of human resources in the health sector and low level of public sector
salaries, public medical personnel, for the most part physicians, work in the private sector as
a way to supplement their income.

"Many health workers pursue opportunities in both the for-profit and not-for-profit pri-
vate sectors.Despite legal constraints on public sector workers seeking full-time employ-
ment in the private sector, both new and experienced public sector workers are seeking
employment in the private sector. Many hold part-time private jobs, while keeping their
position in the public sector. In urban areas it is easy to find private employment in
evenings and on weekends. In principle, one should get permission, but it is not consid-
ered essential".

Health official in the Ministry of Health (Interview data, 2003)

Officials in the MOH are very conscious about the development of the private-for-profit health
system. They have raised the following points in our discussion:

~ The private sector's objectives, particularly those of the for-profit sector, while not
necessarily purely financial, are narrower than those of the public sector. In many
cases, the PFP provides only the more remunerative services, which tend to be easier
to provide and most in demand, leaving responsibility for the poor, for emergency care,
and for training to the government.

~ The quality of health service provided by the private sector may be unreliable. Private
providers may try to increase their revenue by cutting costs (recruiting unqualified staff,
ignoring standard hygiene practices), or prescribing inappropriate drugs. In a situation
where regulatory mechanism is not well-established and private providers work in iso-
lation without formal or informal peer review, the development of the private sector
requires a careful watch.
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~ Income difference between the public and private sectors will attract health personnel
to the private sector resulting in weakening the public sector. Health personnel working
in the public sector may also compromise their responsibility by undertaking additional
work in the private sector.

~ Health officials remark that most private clinics are owned by lay investors, whose pri-
mary motive is profit. The profit motive has positive consequences for performance, but
health workers complain of heavy workloads, limited training opportunities, and a lack
of job security.

Officials in the MOH further argued that access to the private health sector is deternuned
by ability to pay. It is likely that expansion of the private sector would create inequity in
the health care system unless it is regulated and integrated into the national health system.
Coordination between the two sectors (public and private) is necessary to avoid the emergence
of a two-tier health system, with the public sector providing the poor with mediocre quality
services because of insufficient resources, and the private sector responding to the needs of
the better-off segment of the population. The private sector should not be a substitute to the
public system rather it should complement the public system. A lesson can be learned from
the experience of developed countries. In the Netherlands, for example, General Practitioners
(GPs) are well integrated into the national health in a family doctor system. All residents
are required to register with a GP. GPs are primarily responsible for the provision of personal
curative care for minor acute disorders and continuing care for chronic disorders of all patients
registered with them. They also act as 'gatekeepers' to the second and third level health
facilities. Specialists are only consulted after referral by general practitioners. Development
of a similar type of coordination mechanism may facilitate the type of services that patients
can obtain by creating a network of both public and private sectors.

Apart from the private-for-profit (PFP) there are also private not-for-profit (PNFP) health
care service providers in Eritrea. These facilities are operated by local and international NGOs.
Local NGOs are more active in the promotion of primary health care: information, education
and communication (IEC) activities. Unlike in other African countries, with the exception of
the Catholic Mission, the involvement of NGOs in the health sector is not much in Eritrea.
Most MMPs explained that government policies on the role of NGOs in the health sector are
not clearly delineated. In the last ten years there was a confusion and lack of policy clarity with
regard to the roles of NGOs in Eritrea, which in return affected their involvement in the health
sector. The government considers NGOs as partners in development and the relationship with
them not to be dominated by donor-recipient relations. The government maintained that aid
should not lead to dependency but contribute to sustainable independence.

The Minister of Health, Mr. Salih Meki, in an interview with Shaebia.org (2002) further
said, `~ve believe that all projects must be nationally oriented. We have to set up our
own priorities. Any foreign assistance must be supportive to our overall development
strategy. Within this general policy framework, national and international NGOs alike
are most welcome to participate in the public health service programs".

Eritrea's attempt to avoid aid dependence, and to set the terms the donor-recipient relationship-
the government prefers the term 'partner in development' and emphasizes national 'ownership'
of development projects-is of considerable interest given the aid dependence of much of Sub-
Saharan Africa. Eritrea's caution reflects a desire to avoid donor policy conditionality, which
is seen as incompatible with national independence. It is important to note that the Eritrean
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government is strict on its condition that foreign assistance should fit into the Eritrean devel-
opment strategy and that the projects should be owned by Eritrea. Furthermore, development
cooperation projects should not be run for but together with Eritrea. Most government offi-
cials say, 'We need people to work with us not to work for us'. Even though it may, and in
most cases also will, take a longer time to carry out the projects with no or just a few foreign
expatriates, the government seems to be convinced that this is the best policy for sustained
independence (Hansson, 2001).

As shown in table 9.9, about 31P1o of IV1MPs responded that there is less government attention
on contracting-out of non-medical services to the private sector; 39~ replied that there is
moderate government attention; and 2301o replied that there is no government attention at
all. On the other hand, health officials in the MOH said that Eritrean health policy does not
preclude contracting-out of non-medical services to the private sector. Catering and laundry
services are eligible for contracting out even though government-employed staff in some public
hospitals provides them. Contracting out. is common with the suppliers of raw materials for
such services. With regard to contracting out of inedical services to private health service
providers most MMPs stated that there is less government attention. Health officials, in the
MOH, further said that the private health service is very small and has a limited capacity. Only
Se~abel hospital, which is a parastatal, gives full medical services of all kind. It is well equipped
with modern facilities and on par with the public sector hospitals. Furthermore, health officials
pointed out that in the absence of social and~or private health insurance contracting out of
medical services to the private sector will result in cost inflation and conflict of loyalty as the
same physicians work in the public and private sectors.

We discussed also with MMPs and health officials, in the MOH, about the importance of tra-
ditional medical practice in Eritrea. Most MMPs stated that with the exception of traditional
birth attendants (TBAs) traditional medical practice is not officially recognized in Eritrea
although a significant percent of the rural population relied on it. Health officials from the
Pharmaceutical department, in the MOH, however, explained that there are some concerns
about traditional medical practice in Eritrea. In its recent preliminary assessment the phar-
maceutical department has identified 2952 TMPs in Eritrea, and the department has plans
to continue its surveillance on the therapeutic procedures of TMPs. However, the problem
is that TMPs are very secretive and their traditional medical knowledge is transferred only
to their immediate family members. Even so the MOH is successful with the integration of
TBAs. More than 78010 of MMPs responded that there is much government attention on the
development and training of TBAs in Eritrea, as TBAs attend more than 70PIo of births in
Eritrea.

(b) Analysis Based on Need

This section provides a need-based analysis. Each policy statement is analyzed based on
desirability (need). In this section we analyse the gap between what is needed and what is
provided. The first question addressed in this section was that `whether there is a need for the
liberalization of health markets and the development of the private sector in Eritrea?' About
60P1o of MMPs replied that there is a strong need; 30qo moderate need; and l0010 less need.
Physicians are in favor of private medical practice as most of them are operating private clinics
in their spare time. Despite the existence of strong need and goverrunent policy for market
liberalization the private sector has not yet fully developed in Eritrea. Its capacity is limited
to outpatient curative services. It is insufficient both in human and physical capital. Private
clinics and hospitals are heavily dependent on government-employed physicians. Due to this
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politicians and of~icials in the MOH have less confidence on the private sector.

The second question was on the need for the involvement of NGOs in health care provision in
Eritrea. About 59P1o of MMPs replied that the involvement of NGOs in health care provision is
strongly needed as such organizations tend their services toward rural and under-served areas.
30P1o of MMPs opted for a moderate role of NGOs in the health sector. The mean value 3.63
also indicates that the involvement of NGOs in the health sector is moderately needed.

The third question was on the need for contracting out of non-medical health services to the
private sector. Majority of MMPs supported the idea of contracting out of non-medical health
services to the private sector. As shown in table 9.10, about 54oTo of the Ml~1Ps indicate for

Table 9.10: Response frequencies on the need for government action

Governmen health poticy
No need Eztreme
all need

(1) (2) (3) (4) (S) Mean Std. Std.
Dev Ertor

liberalize health markets and promote private sector 0.16 0.221 0300 0.313 0.00 231 1.08 0.088
Promote voluntary noa-govtirnment organi~ations to
suppkment pubGc heahh system 0.00 0.01 034 0.59 0.00 3.63" 0.14 0.060
Cantracting out non-medical services to private sector 0.00 0.00 0.46 0.31 0.23 3.77" 0.80 0.065
Contraàing out medical services to private sector 0.16 030 0.460 0.08 0.00 2.46 0.85 0.061
Integrate traditional heakrs in the official public health system 0.07 024 0.46 0.23 0.00 2.85 0.86 0.069
Increase the capacity of traditional birth attendants 0.00 0.00 0.47 053 0.00 3.53~ 0.50 0.041

Source: Field data, 2003.
Note: t Denotes more govemment attention, tt Denotes moderate government attention. The mean is tested against the value of 3, which is the mid

point of the 5-pmnt scale at the 0.05 kvel. The values with mean in bold differ significantly from 3 at the 0.05 level.

a strong need for contracting out of non-medical health services to the private sector, and
46~10 of them opted for moderate need. Non-medical services that could be contracted out
include laundry and janitorial services, hospital billing and auditing services, security and
maintenance services, catering and lounge services etc. Traditionally most of these services
are provided in Eritrea by government-employed staff.

The fourth question was on the need for contracting out of inedical services to the private
sector. Majority of MMPs neither support nor oppose contracting out of clinical services
to the private sector. They are skeptical about the efficiency of the private sector and only
8PIo strongly support contracting out of clinical services. In Eritrea the private health sector
is in its early stage of development, the need for contracting out of inedical services to the
private sector may emerge sometime in the future. In Namibia, for example, development of
the private sector creates a condition for contracting out of inedical services- surgical care in
rural areas is frequently carried out by team of general practitioners (GPs) in private practice,
under contract with the ministry of health ( Muschell, 1999).

The last two questions focused on issues related to the integration and development of tradi-
tional medicine in Eritrea. As shown in table 9.10, selective integration of traditional medical
practitioners to the modern health system was strongly supported by 23010 of MMPs, and
moderately supported by 47P1o. As TBAs attend more than 70010 of deliveries in Eritrea, most
IvIMPs opted for continuous support and training of TBAs.
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In the southern part of Africa TMPs are well organized and recognized by health authorities.
In Eritrea this has not yet materialized, although there are some initiatives for the development
of traditional medicine (especially herbal medicines). In July 2004 the University of Asmara
established an ethno-botany-directed multi-disciplinary research center in a bid to bridge the
gap between biomedical-modern medicine and traditional medicines.

9.4.1 Promoting Public-Private Mix in Health Care Provision in
Eritrea

The efforts of the Government of Eritrea (GOE) to build NHS resulted in massive overstretched
public sector and weak private sector. As a result a number of problems are surfacing at
present of which poorly financed public sector, absence of coordination between the public
and private sectors, weak regulatory mechanisms, shortage of health personnel, deteriorating
quality of care and increasing public dissatisfaction. The public sector is in total disarray as it
tries to satisfy the health care needs of all segments of the population with limited (no viable)
support of the private sector.

The whole question of the public-private mix has been debated in the Ministry of Health
during the last three years, thereby setting the stage for considerable rethinking in the future.
If properly managed the private sector can complement the public sector in several areas: (1)
it can mobilize financial resources and certain managerial skills; (2) it can constitute actual or
potential complements to Ministry of Health services; (3) it can provide choice for some health
care consumers and, if well monitored, can offer a high standard of service and continuity in
dealing with patients; and (4) it can offer greater flexibility.

Like in most SSA countries the public sector is dominant in Eritrea. The government owns
about 67P1o of health facilities and almost 98~0 of the health staff (MOH, 2003). Compared
to the public facilities the private facilities are sma11 in size and deliver only limited services,
mainly outpatient curative services. All private facilities, except those owned by PNFP orga-
nizations, are located in the main urban areas. Thus the government as a dominant service
provider may continue for some time in the future.

The MOH is encouraging private practice to be more effective and to ensure that it comple-
ments IV10H services. It developed a policy on the private sector in 1995 and revised it in 1998.
Individual practitioners who were given licenses to open 'one-doctor ' clinics were directed to
change their mode of practice to provide comprehensive services with a number of physicians
in the form of polyclinics. Practitioners are encouraged to get into contractual agreements
with the MOH to run state owned institutions (MOH, 2000). The policy is expected to im-
prove health care services in the private sector, because, as in any market economy, the private
sector is subjected to competition thus expected to provide services of better quality.

In Eritrea, the private health sector is underdeveloped, which means that there are only few
providers. In situations with few, powerful providers, the market is more likely to be shaped
by providers themselves, who may seek to secure the benefits of long-term, relational contracts
(Newman, 1998). Even in urban areas where there are some potential providers, switching
contracts between providers is costly in terms of time and capacity and hence not an attrac-
tive prospect for health authorities in Eritrea. This would suggest that contracts would tend
towards the relational rather than transactional. Incomplete contracts are also likely, due to
a shortage of capacity in contract writing at the purchaser level. Health care contracts may
also encourage the use of incomplete contracts, due to the difficulty of adequately specifying
and monitoring the range and quality of services that must be provided. Both "technical"
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and "non-technical" aspects of quality will be difficult to specify and monitor, again encour-
aging the use of more relational, trust-based contract. This is in line with Williamson (1985)
transaction cost theory, which suggests long-term relational (mutual dependence) contracts to
avoid opportunism. In relational contracts the trust that develops in a long-term contractual
relationships believed to reduce cost of monitoring and uncertainties. In Eritrea, therefore,
public-private mix in the health care sector can be achieved through incomplete, relational,
trust-based contracts. This can be done in several ways:

~ One way in which the public-private mix can be promoted is through the introduction of
a number of private pay-beds in selected hospitals. For better amenities and privacy in
some hospitals, some patients prefer private pay-beds with full cost recovery. As Williams
(1993) puts it, at the margin at least, people should be able to use their income and
wealth to get more or better health care than their fellow citizens if they so wish. If
carefully managed and accurately priced, this arrangement can benefit everyone. This
arrangement would basically constitute a contract between the hospital and a doctor
or group of doctors, in which the hospital leases the right to part of the premises and
equipment of the hospital, at defined times, at full (or cost-plus) rate. This would
provide additional income for the hospital, and freedom of choice for those patients with
ability to pay. Such facilities would stimulate also consumer interest in voluntary health
insurance. Officials in the MOH said that the introduction of some private pay-beds in
some government hospitals would definitely help to fulfil the demands of upper~middle
income citizens.

~ Public financing for private provision of care for public sector patients. For example, con-
tracting out-where a public hospital may purchase clinical (such as laboratory, dialysis
or radiological) or non-clinical services (such as management advisory services, laundry,
security, catering, paramedic and ambulance services) from a private provider.

~ Private financing of private sector care for private patients using public facilities. For
example, leasing out of public beds~wards for private patients, where private providers
pay to use public facilities. Or some forms of limited private practice, where public
sector doctors are allowed to spend a specified number of hours in private practice. This
is some how in practice in Eritrea where public physicians are allowed to operate private
clinics on part time basis and some physicians are also allowed to practice in Sembel
hospital (parastatal) after 4:00 p.m.

~ Service contract to not-for-profit providers. For example, contractual arrangements can
be made with the Catholic Church to provide primary health care services in the rural
areas of Eritrea. The Catholic Church is the largest non-government organization, which
provides health care services in Eritrea. NGOs differ in an important respect from the
private sector in that they lack a profit motive. Their missions are socially motivated and
tend toward the public good or collective good type focus-those non-excludable goods,
services or benefits provided to society such as poverty relief and clean drinking water.
This focus on social "betterment" provides most NGOs with legitimacy in the eyes of the
global public, as their motives are not "tainted" with profit maximization. The World
Bank (2005) noted that the management of primary health care services by NGOs in a
contractual arrangement was found to be an effective means to increase service coverage
and achieve a more pro-poor distribution of services in rural areas of Cambodia. In
countries lacking strong or resource rich public institutions, NGOs are stepping in to
provide public or collective goods that governments cannot effectively provide, further
legitimizing NGOs in local venues.
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~ Public-private mix can be enhanced also through the involvement of traditional medical
practitioners (TMPS) in primary health care activities. This requires provision of basic
training to TMPs similar to the one provided to community health workers, and a supply
of drugs such as chloroquine, common antibiotics, and clean dressings for wounds. As
TMPs live within the community, they know who is sick, and they are in a better position
to identify and treat people for common, simple-to-treat diseases such as malaria and
parasites. Training of TMPs can help also to address some of the health problems of the
nomadic population, who are out of reach of modern health care facilities. So far the
MOH has been successful on training of traditional birth attendants (TBAs) in several
village communities.

The public sector could pro-actively use public-private partnerships as a means of increasing
the resources available to the public sector, enabling it to improve the quality of care. Regula-
tion would be crucial to ensure that those using the private sector receive a reasonable quality
of care, and that the public sector benefits from public-private partnerships.

Figure 9.2: A framework of public private mix for Eritrea's health care provision
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learn from traditíonal medical practitioners the practical knowledge of cultural and ethnic as-
sumptions, psychosocial context of illness, expectations regarding disease causation, diagnosis,
therapy and therapists, and outcomes of treatment. The MOH should selectively integrate
TMPs and set-up norms, standards and training procedures with regards to the practice of
traditional medical practitioners.

Coordination between the public and the private sector is necessary. General Practitioners
should be integrated into the national health system as gatekeepers and family doctors, which
is a common practice in industrialized countries. In the absence of coordination between
the public and private sectors, there is a serious risk that a two-tier heath system could
emerge, with the public sector providing the poor with mediocre quality services because of
insufficient resources, and the private sector responding to the needs of the better-off segment
of the population. This could become increasingly apparent with costs associated with non-
communicable diseases becoming more prevalent and more expensive to treat, particularly if
public services are becoming increasingly budget constrained.

9.4.2 Regulation of Health Care Services in Eritrea

In Eritrea regulatory power rests with the MOH through the medical and other professional
councils. Eritrea's health policy entrusts the MOH to set up appropriate mechanisms to fa-
cilitate and regulate the private sector in line with existing laws and regulations in order to
ensure that it offers an acceptable and equitable service. As the Ministry of Health is di-
rectly involved in the provision and financing of health care services, and entrusted with the
purchasing and oversight of the health care services, regulation of the health sector should,
as a consequence, become a major public sector responsibility. There are key activities to
the regulation function in Eritrea: licensing, accreditation (or certification), enforcement of
national treatment standards for health care providers, and quality assurance to provide ade-
quate level of care. In addition to legal requirements, the government also uses financial and
other incentives (taxes, subsidies, training opportunities) to influence the behavior of private
providers.

Regulation also involves the oversight or supervisory functions of public sector undertake to
ensure that providers comply with national health care standards and treatment protocols.
Directly related is the issue of quality assurance-performance standards expected of service
providers and procedures to ensure that the standards are met, and that care is as safe and
effective as possible.

The Eritrean MOH enforces its regulatory power through the Department of Pharmaceutical
Service (DPS) and Division of Clinical Services. The DPS is responsible for the implementation
and monitoring of the National Drug Policy. It has several units under its supervision: drug
control, licensing, drug quality control laboratory, drug registration, drug management, drug
information, drug inspection, and central medical store. Since independence, the DPS has
accomplished several tasks and published (developed) many drug related documents: Eritrean
national drug list; standard treatment guidelines; standard prescription pads for each level of
service; the Eritrean national drug policy; guidelines for good manufacturing practices, drug
registration and inspection; drug storage manual for the public and private sectors; standard
storage procedures; introduced quantification of the requirements of drugs and medical supplies
for MOH facilities; developed guidelines for rational storage and inventory control management
for central and zonal drug warehouses, which was published in 1998; developed a computerized
stock management system at zonal level, which was introduced in 1998.
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Several key activities related to pharmaceuticals are also in the pipeline including a survey
of traditional medical practices, construction of three standard zonal drug warehouses, pub-
lication of the third edition of the Eritrean National List of Drugs and National Formulary,
strengthening of drug quality control and introduction of new drug tests, inspection guidelines
for drug manufacturing plants, registration of products; disposal guidelines for expired and
obsolete items, improvement of logistics and the Health Management Information System; and
cabling for the computerized stock control system at central level (World Bank, 2004).

The Division of Clinical Services (DCS) is responsible for the supervision of diagnostic, curative
and rehabilitative services, which complement preventive and promotive aspects of Primary
Health Care (PHC). It oversees the provision of health care, in general and supervises the
treatment and care given in the three tiered health facilities of the MOH, in particular. It also
collaborates with associations of health professionals to regulate professional conduct. The
division is also responsible for the development of policy and guidelines for medical practice, in
accordance with the MOH Quality Assurance Program. So far the DCS has accomplished (or
carrying out) the following activities: development of guidelines for referral system, develop-
ment of hospital standards, standardization of inedical services, in-service training of inedical
personnel, upgrading the diagnostic and curative facilities in line with modern developments
in medical practice (MOH, 2001).

9.5 Constraints for Effective Public-Private Mix in Health
Care Provision in Eritrea

Public-private mix in the health care sector is a complex process, one that affects not only
the public health care system, but also health care market structures. In order to have a
successfully public-private mix in the health sector firstly, there should be a separation of re-
sponsibility for the purchasing (or financing) from that the provision (or production) of health
care services; secondly, the purchaser must be able to manage contracting processes properly:
that is, to define contract objectives, negotiate contract terms, prepare and implement con-
tracts, and monitor and evaluate performance. Effective contract management in the health
sector depends on the existence of regulatory mechanisms (procurement, administration, and
financial systems); information systems; capacity of health care providers and purchasers; na-
ture of provider market; and degree of trust (WHO, 2000; Abramson, 2004). The following
are some of the constraints for effective public-private mix in Eritrea:

Less Regulatory Capacity

Fully effective regulation requires expertise, organization and institutions that are more typical
of circumstances of developed than developing countries:

"If regulation is difficult for rich countries, it will be desperately hard for poor ones. Part
of the problem is cultural: not many developing countries have good ant-trust regulation,
or are used to the idea of regulating to promote competition rather than to restrain it.
If you need to create a body with autonomy and expertise, you are quick talking about
50 professionals........... That is a big problem for countries with limited human and
institutional resources"

(The Economist, 1997; cited in Batley and Larbi, 2004).
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Although several achievements were made during the last 12 years since independence in
1993, regulatory and oversight mechanisms are not strong in Eritrea. There are gaps in policy
formulation and implementation; effective regulatory and enforcement mechanisms have not
yet fully developed. This is mainly due to: lack of skilled manpower (experts in accounting,
economics and finance); inadequate systems, procedures and controlling mechanisms in public
sector management; delays in the devolution of power; rigidity of internal structures; delays
in promulgation of various laws, such as budgetary laws, civil service law, cooperative and
electoral laws, as well as legislations governing non-government organizations all of which has
an impact on the public sector management.

Beyene and Otobo (1994) mentioned five principles of regulatory and oversight mechanisms,
which have important implications for Eritrea. The first principle is necessity: regulatory
and oversight mechanisms should be created where they are necessary to facilitate transac-
tions. Effective regulation is the key to efficient functioning of markets, and so is oversight
for the publíc service. Second, there should be predictability, consistency and transparency
in rule-making and enforcement of regulatory and oversight agencies. Third, the regulatory
mechanisms should be designed to avoid 'regulatory capture'-the tendency for the regulat-
ing agency to be dominated by the regulated organizations either due to superior technical
knowledge or bribery or both. Fourth, assuring the professional competence of the managers of
regulatory and oversight agencies is important, but so is their financial independence. The fifth
issue is generating public trust in the processes of the regulatory and oversight institutions.
This calls for high level of autonomy and non-interference from the political process.

Inadequate Information System

Contracting-out of health care services requires the collection of relevant information on spe-
cific services to be provided, the quality of those services, the personnel and materials used
in providing services, and the costs of public and private health care. Once the government
knows the cost and quality of public health services, this data can be entered into an infor-
mation system. The government will then have sufl'icient data to decide which service should
be contracted out for and which service would be better provided in house. Reliable informa-
tion system enhances flexible and appropriate supervision. For example, information systems
provide patient records that help the purchaser review the quality of care delivered (pro-
grammatic information). They also make it possible to process and review contract invoices
(financial information). As information is a two-way street, the purchaser must have its own
administrative information structures, procedures, and mechanisms in order before entering
into contracts (Abramson, 2004).

Eritrea's MOH has a Health Management Information System (HMIS), which is intended
to provide accurate, relevant and timely information to help policy makers, planners, pro-
gram managers, health workers and others in the health system make informed decisions and
interventions. This section is responsible for: the establishment of a network of data collec-
tion, processing and dissemination; continuous monitoring and supervision of the accuracy
and timeliness of data collection, entry and processing; the training of health workers in data
collection and use; computerization of data entry and processing up to the zonal level; the
publication of annual health service reports; the development and installation of Local Area
Network (LAN) and Wide Area Network (WAN) programs to expedite data and information
transfer; and the development of a computerized Decision Support System for the MOH.

Although the Iviinistry of Health generally keeps epidemiological records and administrative
information, information on the performance of health care service providers is not adequate.
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This includes unavailability of, readily accessible computerized micro-patient data, hospital
quality audits, cost estimation of public and private health care, cost of inedical treatment (per
unit or per case), and standardized cost accounting systems. These are relevant information
for effective contract management. The World Bank (2004) mentioned also similar shortages
in the management of health information system in Eritrea's health system. The World
Bank noted, "While there is relatively good data collection and analysis, feedback to service
providers and program implementers is limited. Critical data for decision-making, in the form
of national health accounts and unit cost information for facilities, are missing~or inadequate" .
Information on private sector involvement is lacking. Further data collection and analysis are
needed, for example population-based, to improve the policy making process.

Lack of Institutional Development

The use of public funds to contract out to private providers requires the purchaser to ensure
that those funds are being used properly. This focuses on accountability of public funds. For
a government bureaucracy to be accountable to its citizens, provisions must be made for the
citizen to control and monitor the use of discretionary power by bureaucrats. This requires
enhancement of institutions for checks and balances; strengthening of watch-dog mechanisms-
organizations for upholding accountability whether democratic, legal or professional; promot-
ing and protecting the neutrality and professionalism of the public service.

Accountability therefore implies that citizens have certain new democratic rights: the right
to a clean and honest government; the right to high quality public services and products; the
right to question and appeal against bureaucrat's decisions and rulings; the right to know
what government officials are doing; the right to self-government especially at local level;
and the right to remove a bad government official. 5everal countries around the world are
in the process of imitating and adopting well-developed accountability mechanisms of some
democratic countries. Examples of these mechanisms are: the ombudsman office of 5weden,
the administrative courts of France and Germany, the freedom of information act of the United
States, British executive agencies and citizens charter, public hearings, private watch-dogs,
anti-corruption agencies, etc.

Eritrea is under economic and political transition, the institutions of checks and balances are
not well developed. There is institutional capacity gap, which often undermines regulatory
and oversight mechanisms. The report of Zoba Maekel (commissioned in 2000 and which was
intended to contribute towards establishing Total Quality Management for the region) raises
many similar issues in the wider Zoba (zone) context. Some of the conclusions of the report
were :

~ The regional assembly (Baito) is a weak institutional actor-due to weak and unclear role
assigned to Baitos; and limited involvement of the Baito in planning, budgeting, and
oversight of budget implementation;

. Planning and budgeting processes are weak-due to the departmental fragmentation of
procedures, and a budget committee with too narrow a focus and membership;

. Financial control is weak-due to the lack of budget discipline, internal control and audit
procedures;

~ There is a regulatory void in the absence of procedures and guidelines laying out how
zoba business is to be conducted.
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Similar reports also came up from the remaining five administrative zones (zobas). The Com-
mon Country Assessment (CCA), undertaken by the UN system in Eritrea during 2000 noted
that due to the educational gap and the unfamiliarity many community leaders in Eritrea
are not in a position to lead the needed transformation and to take charge of the subsequent
change in working out procedures the new technology require and induce.

Underdevelopment of the Private Sector

The MOH is the principal health care service provider in Eritrea. The private sector has not
yet developed fully. The level of competition between providers and the capacity of purchasers
are weak. Although the number of potential providers may seem great in Asmara (the capital
city of Eritrea), many may be unqualified, and the degree of competition in most smaller towns
and rural areas is likely to be non-e~cistent. Preker and Harding (2000) noted two problems
in the market structure of health care service delivery in most developing countries, which
are typical in Eritrea: first, little or no competition may emerge-reducing the pressure on
the provider to deliver "value for money" to maximize profits. Alternatively (or in addition),
competition may emerge, but it may be dysfunctional.

A limited choice of provider implies that a degree of dependence is likely to develop, increasing
the long-term importance of the relationship. Under such circumstances the use of relational,
trust-based contract are more ef6cient than transactional contracts (Newman, 1998; Gastor
and Deakin, 1998). In Eritrea, therefore, relational contracts with private health care service
providers may be effective to remedy the gaps in coverage in more sparsely populated or
periurban areas.

9.6 Conclusion

In Eritrea the government is the major health care service provider. The public health sector
owns 92P1o of the hospitals, 88~0 of the health centers, 83010 of the health stations, and almost
98010 of the health personnel. If the public health sector continues to stretch its resources too
far to meet the needs of a large proportion of the population, the result will be to weaken the
capacity of the public health sector, thereby reducing the quality of care it can provide. It
may be necessary to focus on public health measures that provide greater social benefit to the
public at large.

The private sector will expand its activity further in order to meet demands that the public
sector cannot.In the major urban centers of Eritrea, particularly in Asmara, private clinics
are flourishing. Health professionals are giving more attention to part-time private practices
where the incentives for hard work in the public sector are weak, and a growing number of
people are seeking medical attention at private institutions because of their disenchantment
with public sector inefficiency. This trend has, on the one hand, raised fears that these mainly
urban institutions may divert resources away from the public sector, especially by drawing
professionals away from under-served rural areas. On the other hand, there is an expectation
that it may help relieve the public services from patient overload, even though only people
who can afford the higher fees use private services.

In the absence of coordination between the public and private sectors, there is a serious
risk that a two-tier heath system could emerge, with the public sector providing the poor with
mediocre quality services because of insufficient resources, and the private sector responding to
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the needs of the better-off segment of the population. This could become increasingly apparent.
with costs associated with non-communicable diseases becoming more prevalent and more
expensive to treat, particularly if public services are becoming increasingly budget constrained.

Government is unlikely to either ban the private sector (politically unfeasible and practically
impossible given government capacity), or ignore it, given the impact of private sector provi-
sion. In this chapter it is argued that the public sector can benefit from interaction with the
private sector; with proper management the private health sector can complement the strain
public health system. If the public sector spreads its resources too widely trying to meet the
needs of too many, it may damage capacity already existing, failing to care for those who
need it most. Engaging with the private sector may enable the public sector to concentrate
on the poor, while at the same time working towards a less segmented system under social
health insurance that could yield benefits in terms of better access, improved quality and
social cohesion.
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Chapter 10

Health Care Financing in Eritrea

10.1 Introduction

In many countries, health care financing is the main part of health sector reform. In the 1980s
many countries around the world had began, as part of a general economic restructuring,
to review and reform their health care system. The reform processes have frequently been
emphasized on public-private mix in health care financing; which includes privatization of care
provision, partial financing of health services from out-of-pocket payment, social insurance,
and community financing schemes.Based on the current state of health care reforms in this
chapter we addressed two questions: (a) how is the health system financed in Eritrea? And
(b) what are the main constraints for effective public-private mix in health care financing? To
answer these questions we analyzed the health care financing system in Eritrea.

This chapter has four sections: section 10.2 deals with the financing of public health services
in Eritrea. It shows trends of public expenditure on health, sources of finance for the public
health system, the price of health services at the MOH, and the new proposed health care
pricing policy of the MOH. Section 10.3 analysis the public-private mix in health care financing
in Eritrea. Section 10.4 concludes.

10.2 Health Care Financing in the Public Sector

Health care financing deals with three interrelated functions, revenue collection, pooling of
resources, and purchasing of interventions (WHO, 2000). Health care financing has a greater
impact on the poor and sick. The main concern in health care financing is that "can the rich
and healthy subsidize the poor and sick"? This is directly related to issues of social insurance
and universal coverage.

Health care financing is a serious policy issue in Eritrea. The policy of providing health
care services to all irrespective of ability to pay has proved very costly and nearly impossible
to sustain. The MOH recovers only 10~ of its current health expenditures. The fees for
registration, consultation, drug and hotel (for inpatient care) are very low in public health
facilities. The majority of the population pay little for treatment aside from a registration fee
and drugs (Wrold Bank, 2004). As a result of increasing demand and inefficient utilization
of scarce health care resources, the public health system is in crisis. The challenge hinges on
how to finance health services in a situation where the central government is unable to raise
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sufficient resources and is reluctant to continue its dependence on foreign aid.

10.2.1 Public Expenditure on Health

Eritrea's public health expenditure as a percentage of GDP is above average for sub-Saharan
Africa region, and above average for other countries worldwide with comparable income ( World
Bank, 2003). In 2001, Eritrea's total expenditure on health was 5.7~0 of GDP, of which 34.9010
was private sector contribution, mainly in the form of out-of- pocket payments (WHO, 2003).
In 2001, per capita healthy expenditure was estimated at US ~6 (WHO, 2000). Eritrea's
national health accounts are illustrated in table 10.1.

Table 10.1: Eritrea's selected national health accounts, 1995-2001

Year
Total General Private General Extemal Out of pocket
expenditure gov't. expen. on gov't. resoucces for expenditure as
on health expen. on health as ~o expen. on health as 90 of ~ of private
as oIo of GDP health as 9o total expen. health as 9o total expen. expen. on

total expen. on health total gov't on health health
on health expen.

1995 3.4 85.1 14.9 4.1 32.8 100
1996 3.9 87.1 12.9 5.3 24.7 100
1997 4.4 65.8 34.2 5.3 48.1 100
1998 5.0 66.1 33.9 4.5 41.5 100
1999 5.4 67.6 32.4 4.5 49.8 100
2000 5.6 67.2 32.8 4.5 51.1 100
2001 5.7 65.1 34.9 4.5 52.3 100
Source: WHO (2002), The World Health Report ; WHO (2003), The World Health Report

As shown in table 10.1, Eritrea's total health expenditurel increased from 3.4P1o of GDP in
1995 to 5.7010 of GDP in 2001. Government expenditure on health decreased from 85.1qo in
1995 to 65.1PIo in 2001 while private expenditure for health increased from 14.901o in 1995 to
34.9P1o in 2001. Overall, health care spending increased in nominal and real terms between 1995
and 2001 (World Bank, 2003). External resources for health increased significantly between
1995 and 2001. Donors contribution also increased in absolute terms and as a percent of total
health spending, from 2001o in 1995 to approximately 3001o between 1996 and 1999 (Donaldson,
2000).

Public sector spending on health is estimated at about 65oI'o of total health spending for 1999,
with donor contribution at 27P1o, and household contribution at 8010 (excluding the private
sector) (World Bank, 2003). Per capita health spending was estimated at Nakfa 49. Eritrea's
per capita public spending on health is below average for SSA region, but close to the average
for other countries worldwide with comparable income levels (ibid.). Detailed information on
all private contributors, such as firms and private payments for drugs, as well as information
on all public entities, such as the military and others, is unavailable.

1The World Health Reports of 2000, 2002 and 2003 provide different estimates on Etitrea's total health
expenditure on health as percentage of GDP. government expenditure on health as percentage of total ex-
penditure for health, atid private expenditure on health as percentage of total expenditure on health. In this
study the latest estimates of WHO (2003) are used.
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Private health expenditure is smaller in Eritrea when it is compared with neighboring East
African countries. This is mainly due to government subsidy in primary and secondary health
services. In addition to this there are also exemptions for the poor, particularly to people who
live in the rural areas. Health care services in rural areas are highly subsidized, and diseases
such as diabetics, tuberculosis, and HIV~AIDS are treated freely. The government is striving
to provide adequate and equitable health care services for all citizens.

Table 10.2: Government expenditure on health, 1997-2002

Year Curren[ Percent of total Capital Percent of total
expenditure on government expenditure on government capital
health (millions of current health ( Millions expenditure
Nalffa) expenditure of Nakfa)

1997 81.1 5.61 55.0 4.79

1998 99.4 3.46 72.8 5.06
1999 103.1 3.07 45.4 2.02
2000 99.3 2.29 85.9 8.06
2001 97.6 2.35 143.2 7.14
2002 L 10.8 2.67 478.2 24.02

Souree: IINF (2003), Eritrea: Selected Issues and Statistical Appendix.

As shown in table 10.2, in 2002, capital budget increased from 55 million Nakfa in 1997
to 478.2 million Nakfa, increased by 19.23~0. At the same year, total current government
expenditure on health decreased from 5.61P1o to 2.67010 (in nominal terms). Total recurrent
budget fairly remains constant, in nominal terms, from 1997 to 2002. Except in 1995 where
a large portion of the recurrent budget financed back payment of ex-fighters, about 50oI'o pof
the 1995-1999 recurrent budget was spent on salaries, 20010 on drugs, and about 30010 on other
inputs, including operations and maintenance (World Bank, 2004).

Public expenditure on health is relatively high in Eritrea when it is compared with the neigh-
boring East African countries. This is due to high government expenditure on the rehabil-
itation and expansion of health care facilities. In the last twelve years health care facilities
increased by 118P1o.

10.2.2 Sources of Finance for the Public Health System

Eritrea's public health service is mainly financed from three sources: government, donors and
households. The relative share of these sources is shown in table 10.3.

Table 10.3: Sources of finance for health care in Eritrea, 1998-2002

Source of finance 1998 1999 2000 2001 2002
(In percentage)

Govemment ll 66.10 67.6 67.2 65.1 62.0
All donors 2l 22.50 22.8 22.7 22.5 27.0
User fees 3l I 1.40 9.60 10.10 12.40 11.00

Source: ll WHO (2003), The World Heal[h Report 2003.
2l (Govemment - User fees)
3l MOH, Annual Health Service Activity Report (January-December 2002), May 2003.

As shown in table 10.3, Eritrea's health care financing system is closely associated with the
welfare ideology of the government. Health care financing remains the main responsibility of
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the government. There are no health insurance schemes in Eritrea that facilitate involvement
of the private sector. In the absence of health insurance the government has been striving to
finance the health system by leaving resources from households (either in the form of general
taxation or user fee). As government funds are limited health care must compete for its share
with many other worthy programs, such as economic development, roads and transportation,
communications, and education.

The MOH should look for alternative sources of finance to raise revenue for the public health
system. With the existing user fee policy the MOH recovers only lOPlo of its current expenditure
on health care. The fees charged are much lower than the actual cost (MOH, 2001). The
mismatch between current health expenditure and cost recovery, and the growing demand for
health care creates a stress in the public health system.

Figure 10.1: Health care financing system in Eritrea
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Shortages of financial resources are widely reported at the zone and sub-zone levels. Financial
resources are inadequate, and largely concentrated on curative measures with lower returns
than prevention (Shaw, 1997). In an interview in 2003, zonal health officers complained that
all the revenues collected at public health facilities directly go to the ministry of finance, none
of the revenues is retained by the health facilities for quality improvement. Shortages of funds
are largely contributing to poor quality of care and limited coverage of PHC activities in most
of the zones.

High quality health service requires a mix of funding systems (user fee, health insurance,
community contributions, and external funding) that covers the actual cost incurred. Eritrea's
health care system is characterized by general tax financing with a mixture of public and
private provision. The central government allocates a portion of its annual budget for health
care. Each year, the health budget competes directly for funds with education, transportation,
agricultural development, housing, defence, and other government programs. The financing
system is highly centralized; all revenues collected in the form of user fees goes directly to
the central treasury nothing is retained by the local hospitals for quality improvement and~or
staff incentives. The locus of decision-making is vested on the MOH, which determines how
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the resources would be allocated.

Community financing for health care is limited- usually communities contribute lOPIo of the
construction cost for health care facilities. Local communities are also responsible for the
remuneration of community health workers (CHWs) and traditional birth attendants (TBAs).

The current health care financing system has three major deficiencies: firstly, there is uneven
distribution of financial resources between preventive and curative health services. About
two-third of the recurrent budget is consumed by hospitals, which provide mostly curative
services. Primary level health care facilities have shortages of financial resources.

As shown in table 10.4, in Eritrea, about 90 percent of the recurrent health expenditures spent
on curative health services. A meagre amount was allocated to community and preventive
services, which was 1.3 and 18 percent respectively. This is contrary to PHC policy, which
advocates for private financing of tertiary health care services and public financing for public
health and essential clinical service packages.

Table 10.4: Health care expenditure by type of intervention (percent)

Country Cotnmunity-based Preventive Curative Total
Etitrea 1.3 8.3 90.4 100.0
Ethiopia 8.5 13.0 78.5 100.0
Kenya 7.9 15.5 76.6 100.0
Tanzania 6.7 15.4 77.9 100.0
Uganda 13.4 24.5 62.1 ]00.0
East Africa 8.l 15.3 76.6 100.0

Source: Shaw (1997, cited in Asbu 1998).

Secondly, there is lack of adequate financial resources. The user fees collected are not sufficient
enough to recover recurrent costs, and none of the revenues collected are retained at the health
facilities. About 84Q1o of MIV1Ps replied that they have shortage of financial resources ( or budget
constraints). Shortages of financial resources are common in most of the zones. The World
Bank ( 2003) noted that most health facilities in Eritrea are reported to be experiencing a
shortage of funds.

Table 10.5: Availability of financial 8c non-financial resources in the public health system
(Response frequency of MMPs in percentage

Availability of Availability of Availability of basic
budgetary and non- basic drugs health facilities and
budgetary financial diagnostic medical

resources -- equipments

Strongly dissatisfied 29.3 0.00 7.3
Dissatisfied 54.7 31.3 53.3
Neither satisfied nor
dissatisfied 16.0 23.3 I5.3
Satisfied 0.00 45.3 24.0
Strongly satisfied 0.00 0.00 0.00
Mean 2.03 3.14 2.56
Standard deviation 0.97 0.87 0.94
Source: Survey data, July 2003.

As shown in table 10.5, about 60~10 of IVIIViPs replied that they are not satisfied with the
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existing health care facilities and diagnostic equipments. Shortages of diagnostic equipments
are typical in lower level health care facilities. With regards to health care financing in Eritrea
the World Bank (2004:41)noted that

"Health spending overall, and public sector health spending, remains low by international
standards, suggesting the need for government to assess if it is adequately meeting the
underlying health needs of the population. Increase in spending may not be possible,
however, because of resource constraints. Significant increases in revenues from user
fee increases may also not be realistic, given the country's high poverty rate. Ways
to increase efficiency need to be explored, and priorities in interventions and services
assessed and established".

Thirdly, there is lack of incentive and reward structures. There are no reward and incentive
systems to enhance the effectiveness of health workers. Most of the public health personnel
expressed their dissatisfaction on compensation and fringe benefits, reward and promotion
opportunities, and working environment.

Table 10.6: Availability of reward 8c incentives in the public health system (Response frequency
of MiV1Ps in percentage)

Base Supplementary Career Working
compensation: compensation: advancement: environntent
Salary fringe benefits education, training,

8r reward 8z promotion
systems opportunities

Strongly dissatisfied 52.7 52.0 14.7 7.3
Dissa[isfied 31.3 8.0 53.3 45.3
Neither satisfied nor
dissatisfied 8.7 23.3 Ití.7 23.3
Satisfied 7.3 16.7 8.0 24.0
Strongly satisfied 0.00 0.00 7.3 0.00

Mean 1.70 2.0.5 2.40 2.64
Standard devia[ion 0.91 1.19 1.06 0.93
Source: Survey data, July 2003.

As shown in table 10.6, about 84010 of MMPs expressed their dissatisfaction with the base
compensation; 60~o expressed their dissatisfaction with the existing fringe benefits and reward
systems; 6801o expressed their dissatisfaction with the system of career advancement; and 52.6010
expressed their dissatisfaction with the working environment. MOH employees dissatisfaction
is partly related to:(a) lack of institutionalize regular performance appraisal and monitoring
systems, (b) absences of career development and promotion; and (c)limited opportunities
for continuing education and different other training programs including in-service training,
upgrading, distance learning, post-basic or specialized training.

10.2.3 The Price of Health Services at MOH Facilities

Universal access to free basic social services was the ultimate goal of many governments in
the 1960s, however, it had become abundantly clear by the 1980s that governments did not
have the financial resources, and never would have, to pursue successfully a policy of free
universal services for all. Severe resource constraints have forced policy makers to consider

234



Chapter 10. Health Cnre Financing in Eritrea

user financing as a temporary and pragmatic measure to narrow the gap between supply and
demand, especially where budget restructuring and cross-subsidization in favor of basic social
services was not immediately feasible. The Eritrean MOH has been aware at the outset that
it could not provide free health service indefinitely. In February 1996, the MOH introduced
user fees (registration fees, and daily hotel fees) at all public health facilities. The fees were
introduced in order to provide substantial subsidies for primary care; to charge patients the
full costs of care at tertiary facilities; and to encourage patients to use the referral system
appropriately.

The user fees were designed in a sliding scale with the lowest fee being paid at the health
centers and health stations and the highest at the secondary and tertiary hospital levels.
Health centers and health stations charge only flat nominal registration fees, which serve
for one month. Central and regional hospitals charge patients for investigation, procedures,
registration and treatment at a rate close to nominal fee. The low socio-economic status of the
population at independence plus the then existing devastated health infrastructure compelled
the government to provide health services to the people at a nominal cost or free of charge
(MOH, 2001). When health service is provided at free or nominal fees to everybody it typically
leads to rationing of expensive services and restriction of choices.

Table 10.7: Comparison of fee levels

Service Previous fee Fee introduced Percentage
levels in 1996 increase

Registration and consultation fees at
referral hospitals:

With referral 2.00 7.00 250.0
Without referral 2.00 16.00 700.0

[npatient chazges (per day), referral
hospitals:

With referrals 1.50 9.50 533.3
Without referrals 1.50 19.00 1,166.7

Health center 1.00-2.00 5.00 150.0-400.0
Health station None 3.00
Source: Asbu (1998).

As shown in table 10.7, most of the registration and consultation fees increased by more than
three-fold. The increase in the price of diagnostic tests, however, remains small. In 1996,
the MOH recovered about 11Q1o (on average)of its recurrent costs through user fees (see table
10.8).

Table 10.8: Percentage of unit cost recovered through user fee by MOH facilities, 1996

Health Facility Level Referred Price Bypass Price in Percent of Uoit Cost
in Nakfa Nakfa Recovered

Hospital-0PNisit 7,0 16.0 I8 to 36
Hospital-~ Day 9.50 19.0 54 to 82
Health Center-0PNisit 5.0 8.0 31
Health Station-OPNisit 3.0 NA 15
Source: World Bank (2003), Eritrea: Health Sector Note. RepoR No. 28267-ER, Human

Development Sector Africa Region. NA-Not ApplicablelNot Available.

At the level of health station and health center, the flat rate of Nakfa 3 and 5 respectively
are inclusive of registration and consultation, treatment and where available, of laboratory
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services at the health center level. A one-time payment entitles the client to a free care for
a month regardless of the illness episode. The registration and consultation fees are lower
at zonal and sub-zonal hospitals than at national referral hospitals (tertiary hospitals). It is
5 and 6 Nakfa for sub-zone and zone hospitals with referrals, and 10 and 11 Nakfa without
referrals, respectively (Asbu, 1998).

In hospitals, fees are levied for investigations (laboratory, X-ray etc.), procedures (operation,
delivery etc.) and drugs in addition to registration and consultation fees. Fees for laboratory
and x-ray services were set on the basis of costs of consumable items (chemicals reagents, films
etc.) and did not include labor and capital costs (depreciation of equipment and building).

Since 1996, MOH revenues have been increasing in nominal and real terms, mainly due to an
increase in registration and drug fees at health facilities. Revenue collected through such fees
amounted to about 4qo of the 1995 recurrent budget and increased to an average of about
12010 of the 1996-1999 recurrent budgets. Historical data on revenues are not readily available.
What is known is that about 80010 of revenues are coming from registration, diagnostic, care
and "hotel" services fees at MOH health facilities, and 20 percent are coming from drug fees.
Table 10.9 shows the amount of revenue collected from 1998 to 2002.

Table 10.9: Amount of revenue collected from outpatient 8t inpatient services by zone, 1998-
2002 (in Nakfa)

Administrative zone 1998 1999 2000 2001 2002

(In thousands)
DKB 781.03 561.11 387.07 396.25 454.22
SKB 1525.30 1371.44 1452.91 2073.48 4017.39
Anseba 794.53 921.78 1303.30 2073.48 1956.23
Gash-Barka 3929.31 1844.86 1372.72 1792.87 1861.82
Debub 1755.66 1999.94 2032.45 3054.58 3330.14
Maekel 1034.32 1208.15 1414.66 1449.75 1484.35
NRHs 4404.56 5238.11 4618.I4 4912.39 6531.27

Total user fees 14224.71 13145.41 12581.25 15752.64 19635.43
Total recurrent cost 124,713.79 136952.48 124565.27 126997.30 178857.84
PercentaRe recovered 11.40 9.60 10.10 12.40 11.00
Source: MOH, Annual Health Service Activity Report (January-December 2002), May 2003

Although user fees were introduced in 1996 to better reflect the actual cost of services provided
and to provide incentives for patients to use preventive and primary health care services;
neither health care costs adequately recover (the MOH recovers only 10010 of its recurrent
costs) nor patients respect the referral system. Patients often bypass lower level health care
facilities and continue to use more costly hospital services for common and mild illnesses. The
referral system is either weak or non-existent.

Assuming a strict referral system, if the entry point facility is taken as a health station, then
a patient who will be referred hierarchically to the highest tertiary hospital is charged for
registration and consultation a sum that is greater than or equal to the patient who bypassed
the system.

As shown in table 10.10, a patient who starts medical treatment at the appropriate health
facility and goes to the higher-level health facility via the referral system, is likely to be
penalized for his compliance. If monetary and non-monetary costs are added to the fees, the
costs borne by patients complying with the referral system will definitely high.

As long as patients believe that health service are better at higher level hospitals bypass fees
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Table 10.10: Fees paid by referred 8c bypassing patients

Total fee paid if referred to (if bypassing)

Entry facility level Health center Sub-zone hospital Zone hospital Tertiary hospital

Health station 8.00 (8.00) 13.00 (10.00) 19.00 (11.00) 26.00 (16.00)
Health center -- 10.00 (10.00) 16.00 (11.00) 23.00 (16.00)
Sub-zone hospital -- -- 16.00 ( I 1.00) 23.00 (16.00)
Zone hospital -- -- -- 18.00 (16.00)

Source: Asbu (1998).

would have little effect on maintaining the referral system. Many patients stated that better
services are available only in hospitals; lower level health care facilities do not have adequate
staff and diagnostic equipments. Similarly the World Bank noted that

"The optimal Bed Occupancy Rate (BOR) is at least 80 percent but in Eritrea only
three out of 22 hospitals had BORs above 80 percent in 2000: Saint Mary, Adi-Keyh,
and Halibet hospitals. BORs in zones are considerably lower than the National Referral
Hospitals (NRH) and show wide variations. This could indicate a weak referral system,
or patient preference to directly visit the NRH because of the perceived higher quality
of care offered at these hospitals".

World Bank (2004:27)

Increasing fee without a subsequent increase in quality of health services is a factor that
counts against the acceptability and sustainability of a user fee scheme. Our survey results
(2003) show that patients bypass of primary level health care facilities were due to: poor
service quality (54P1o), unavailability of diagnostic tests and drugs at lower level health care
facilities (21010), incompetence of health workers at lower level facilities(15o10), and other reasons
(l0olo).Overcrowding in referral hospitals and under-utilization of lower level health facilities
could be partly attributed to lack of adequate staff and services at lower level facilities (MOH,
2001).

10.2.4 New Proposed Health Care Pricing Policy's at MOH

To address the pitfalls of the 1996 health care financing policy, in 1998 the MOH proposed a
new health care financing policy. The policy has not yet implemented because of the border
war with Ethiopia. The policy is designed to revise the user charges for different categories of
patients, and has dealt with exemptions for the poor, and cost assessments of different health
services as a basis for fee calculations (World Bank, 2004).

The objectives of this new health care financing policy are to achieve the following targets:
(1) to increase revenue by 200 percent over current levels; (2) to improve the efficiency, equity,
and quality of health care; (3) to create incentives for patients to use preventive and PHC
services as first entry points into the health care system; (4) to encourage the community to
become more responsible and self-reliant for their own health care; and (4) to ensure efficient
collection of user fees, and to ensure the proper use of revenue from user fees. To this end the
MOH has proposed the following policies on revenue sharing: 30P1o of the revenue collected to
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be retained by MOH health centers and health stations, 201o by MOH hospitals; lOol'o by the
zonal health office, and the remaining revenue to be transferred to the ministry of finance.
The retained fees may be used solely for the purchase of supplies and facility maintenance,
but not for the purchase of drugs or for providing financial incentives to employees.

The health financing policy document estimated that the application of the new fee schedule
at the MOH health facilities would increase the annual earnings from Nakfa 17 million to
approximately Nakfa 52 million, or by 206 percent (World Bank, 2004).

Table 10.11: Schedule of user fees at different health facility levels

Type of Hospital Health center Health station
patient

Ordinary SOqo labour cost -65qo labour cost -70qo labour cost
Citizens 1~ 100qo consumables -10090 of non-hotel -100qo of non-hotel

309o equipment cost operating costs operating costs
10001o hotel cost -Nakfa 3.OOlday for -1059o drug costs
110~o drug cost inpatient care

-i lOqo drug cost
-Lab fees according

to price list
Service on 75~0 labour cost
credit 100~o consumables

309o equipment
100qo hotel cost
I lOqo drug cost

[nsured
Citizens 100010 of all costs

Foreign 10090 labour cost
Citizens 100~o consumables

100~o equipment
100~o hotel cost
125~o drug cost
1009o ancillary services cost

Expatriates 200qo labour cost
2J 200qo consumables

200qo equipment
200qo hotel cost
(t50qo special
accommodation)
140qo drug cost
250qo ancillary services cost

Source: World Bank (2003), Eritrea: Health Sector Note. Report No. 28267-ER, Human

The 1998 health care policy seeks to provide improved guidelines to empower communities to
share in the financing of health care costs. User charges will be part of a package of ineasures
to improve service quality while maintaining accessible and afiordable health services to those
who cannot pay and ensuring that those who can pay do so. This necessitates a clear exemption
policy. In fact, the policy specifies certain illnesses or services, which will be exempt from fees.
These are antenatal services, well baby services, immunization, leprosy, tuberculosis, mental
illness, STDs, HIV~AIDS, emergency cases for first 24 hours, injuries from explosives and
health education. The policy provides also a waiver for the poor with indigent certificates but
the costs has to be covered by the local government, which issued the indigent certificates.
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As shown in table 10.11, recurrent inpatient costs are considered to have three components:

(a)overhead costs-these costs remain essentially constant regardless of whether a bed is oc-
cupied. Typically they include items such as heating and maintenance, but for many public
hospitals in Eritrea, personnel is the large component of overhead costs, because it is not pos-
sible for staff to be reduced in the short run during periods of low occupancy. The magnitude
of overhead costs is related to the size of health facility.

(b)Hotel costs-these are costs, such as catering, laundry, and linen that are incurred for each
patient-day in the health facility. They tend to be constant for each day of a patient stay,
though there will be some variations related to diagnosis and patient characteristics.

(c)Treatment costs- these are case-dependent costs associated with the particular diagnostic,
therapeutic, and other treatment services provided to the patient. These costs usually tend to
peak in the first few days of a patient stay, when, for example, there might be an operation,
and then diminish thereafter. The actual pattern of treatment costs in any public health
facility will vary depending on the clinical management of inpatients.

The way fees are set may make a difference to their acceptability. In some contexts, people
have shown that they are more prepared to pay for drugs and dressing than for 'registration
fees'. Drugs and dressings account for a relatively high proportion of health expenditure in
Eritrea (about 2801o from 1994 expenditure data). They are thus an attractive basis for a cost
recovery policy. Using drug costs, as a basis for cost recovery would necessitate periodic price
increases in line with inflation or exchange rate fluctuations. But this will affect the poor and
the middle-income group since inflation rates are high in Eritrea.

Fees increase should correspond to quality improvements. It is unfair to ask people to pay, or
to pay more, for the same service, they use less of it. The rural poor are more sensitive to
price increases than other groups. To keep utilization up to previous levels-or even to increase
them- people has to see that their extra payment are being used to improve the service they are
getting, for example, extension of opening hours, ensuring availability of basic drugs, medical
equipments, etc. Many people will prepare to pay more for their health care if they think that
they will get a better care. In the new proposed health care financing policy there are plans
to improve the current quality, efficiency and equity levels by 50-60010. There are also plans
to decrease clients bypass of the referral system by 60~. Clients will be encouraged to visit
primary health care facilities care services for common and mild illnesses.

10.3 Analysis of Public-Private Mix in Health Care Fi-
nancing in Eritrea

Health care financing is one of the main public policy issues in Eritrea. In Eritrea, more than
60010 of the total health care expenditure is covered by the government. Tax revenues are the
major source of finance for health care. Taking into account the current economic situation
in Eritrea, it would be difficult to raise significant revenues from user fees. In the last five
yeass (1998-2002)the Eritrean economy was challenged by war and drought. Both have a
repercussion effect on health financing.

Although health care is one of the top priorities of the government, in the zonal action health
plan shortage of financial resources are routine reports. Health officials, in the MOH, stated
that government budget for health care is not enough because the health sector computes
directly for scare public resources with other social and economic programs. The are also
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other priorities and emergency situations that took the lion share of the budget, for e.g.,
national defence, reconstruction and recovery programs, rehabilitation programs for war and
drought affected people, etc. In most of the cases the government responds to the health needs
of the people by increasing its responsibility on health care, both in provision and financing,
however, it can't pay for all the care for all the people at all time. The MOH has to make
hard choices in rationing public health resources. In this context, the different parts of the
public health systems have to compete for scarce resources: public health services have had
to compete with clinical services; primary health care services have had to compete with
hospitals; and preventive services have had to compete with curative care services.

Despite government's emphasis on primary health care 51~0 of MMPs responded that about
two-third of health care budget is spent on secondary and tertiary levels. MMPs explained that
there is a gap in policy formulation and implementation. About 24~0 of MMPs replied that
government's attention on the redistribution of resources from tertiary and secondary levels
to primary care level is not much. Only 17010 of MMPs provide a positive response (indicate
high government attention). In Eritrea more than 60010 of the health budget is consumed by
hospitals, for e.g. in 1997 zonal action health plan, Zoba Gash-Barka reported that the three
hospitals in the region were consuming nearly 65010 of the budget allocated for health and even
this amount was not suffiicient to run them effectively. It is obvious that hospitals are expensive
everywhere, however, the way they are financed makes a difference. In Eritrea secondary and
tertiary level health care facilities are consuming a large portion of the health budget, which
makes PHC activities under-funded. The director of public health service explained that the
MOH is planning to recover about 70010 of its health care costs from secondary and tertiary
level health care facilities and this will enable the MOH to allocate sufficient funds to PHC
activities. This is endorsed in the new health care financing policy, proposed in 1998, yet its
implementation has been delayed by the border war with Ethiopia.

User fees are the main sources of finance for the private health sector. Private for profit (PFP)
health service providers generally charge higher consultation and examination fees than not-
for-profit ( NFP) health service providers. Private clinics charge 30.00 Nakfa for registration
and consultation while catholic mission health facilities charge 3.00 Nakfa for consultation and
registration, and cost plus 10 percent for drug and medication. In 2002 the Catholic Mission
collected 410,271 Nakfa through user fee from all its health facilities, which was 117,523 Nakfa
per month on the average ( ECS, 2002). Semble hospital charges 70 Nakfa for registration and
consultation, 33 Nakfa~day for inpatient hotel cost, and a lot more for medication and other
related tests. Private companies also provide health insurance coverage to their employees
mostly for work related accidents or illnesses. This partially reduces government's burden on
health care financing.

The same as in health care provision the government has a major share in health care financing.
In Eritrea, public health services are highly subsidized; user fees at lower-level public health
facilities are nominal. But recently the government has become conscious about the financial
burden of the public health system and is looking for alternative sources of finance including
user fees. The medical director of Ghinda of hospital in an interview ( 2003) stated that

"The nominal fees, which are charged at the lower level public health facilities, are
encouraging for some patients to abuse the system. Many patients make frequent visits
for the same illness episode without finishing the prescribed drugs. Some patients do not
have confidence on the prescribed drugs. They associate lower cost with lower quality
and vice versa".

Donation is another source of finance for Eritrea's health care. Donors' contributions for
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Table 10.12: Response frequencies to government health care financing policy

Government health Care policyl I

Promote costefTeaive basic health package
Promote essential and most ef(ective drug policies
Inaease government spending on health can:
Inaease private fimancing on health care (user fee)
Inaease donor spending on healdr eare
Subsidve basic Malth packages for the poor
Redistribute pubhc resources from territory to primary care levels
Romote and innovate social insurance schemes

No gov't Ezaeme
aaenuon gov't
at all aaentioa

I 2 3 4 5 Mean Sid. Sd.
dev error

0.00 0.13 0.23 0.64 0.00 3.07 0.625 0.051
0.00 0.23 0.46 0.31 0.00 3.07 0.734 0.059
0.00 0.08 0.39 0.45 0.08 3S2" 0.748 0.061
0.00 0.23 0.77 0.00 0.00 2.71 0.420 0.034
0.00 0.31 0.61 0.08 O.OD 2.17 OS84 0.047
0.00 0.00 0.54 0.31 0.15 3.61~ 0.731 0.059
0.06 0.24 0.61 0.01 0.00 2.61 0.728 0.059
0.15 0.63 0.22 0.00 0.00 2.01 0.609 0.049

Provide free health caze to the poa only 0.00 0.00 0.31 0.61 0.08 3.71~ 0.581 0.047
Pmmote social equity aod improve aceessibility regardless of abiGty ~ pay 0.00 0.00 0.30 0.70 0.00 3.31~ 0.465 0.038
No~: t Denotes nare government aaention, ~ Denotes moderate govemment at~nuoo. "[lre ntean is tested against the value of 3, wltich is the mid point

of the 5-point scale at the 0.05 levd.
II Government health care financing poGcy is analyzed based on facts on grouod and opinions of modern medical practitiocers and higher-level

in the Ministry of Health (MOH).

health care cover 20 to 25070 of current health expenditures whereas user fees cover 8 to 10010.
Donors finance many health projects in Eritrea. Donor support increased from 7 percent in
1996 to 22 percent in 1999, mainly for pharmaceuticals. About 61010 of MMPs stated that the
MOH has a modest relationship with donors, whereas 31oI'o stated that the relationship is not
that much. Officials in the MOH stated that external assistance is conditional upon certain
political and humanitarian aspects. The government of Eritrea does not accept assistance
that does not adhere to its development policies and priorities. The officials further contended
that the MOH is successful in managing donors' assistance for many primary health care
progtams. However, the country's dependency on external contribution for pharmaceuticals,
and the long-term effects on maintaining constant drug delivery, needs to be assessed.

Health insurance ( social and private) is another possible source of finance for the public health
system in Eritrea. The plan for the introduction of national health insurance was clearly spec-
ified in the government's macro-policy, which was issued in 1994. Despite the government's
policy 63Q1o of MMPs stated that no bold action has yet been taken for the introduction of
social insurance scheme whereas 22qo replied that there are some government concerns for the
introduction of social insurance some time in the future. Public health officials, in the MOH,
underscored the importance of social insurance in the health sector and maintained that the
government's intention is still towards that direction. As 80P1o of the Eritrean people live in
rural areas and depend for their livelihood on subsistence agriculture social insurance will be
applied only to urban dwellers who are employed in formal sector jobs. The development of
efficient private health insurance system, in the short-run, is highly unlikely in Eritrea. The
lack of supply and purchasing power are the main problems. Insurance cannot be created
without a health care market. The private health sector is underdeveloped in Eritrea. Unlike
in advanced economies private health insurance markets in Eritrea may face also problems of
adverse selection and moral hazard. In private health sector neither the doctors nor patients
may have any incentive to economize on treatment, and insurance companies may face dif-
ficulty in distinguishing between good and bad risk individuals. Le Grand ( 1999: 79) noted
that:
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"The bad risk individuals are more likely, at a given price, to demand insurance than
good risks. With no way of telling a good risk from a bad one, insurance companies will
set their premiums to reflect the average risk of all those insured. As a consequence,
some of the good risks will not buy insurance, because the premium is too high to make
it worth their while. Thus the ratio of bad risks to good risks among the insured will
rise, claims will increase, and the cost of insurance (and premiums) will go up. Yet more
good risks will not buy insurance. The end result will be a possibly quite large group of
people without insurance coverage". This is typical in USA where 44 million people are
without health insurance and many more are considered to have inadequate insurance
(Folland et. al., 2001:7).

In the absence of social insurance and universal coverage the application of user fees will
definitely affect the poor, the disable, and the elderly unless appropriate waiver mechanisms
are in place. Most MMPs stated that government health policies are pro-poor i.e. more
egalitarian than libertarian. User fees are waived for the poor with indigent certificates.
However, there are some complaints from health care services providers on the issuance of
indigent certificates. As there are no clear guidelines on poverty assessment the possibilities
for leakage are great. The less accurate the targeting method, the more non-poor can capture
the benefits or the more poor people are missed. Health officials in the MOH stated that
sometimes people who are apparently poor and unable to pay seek care in public health
facilities without having "indigence certificate" and this is said to create a problem to health
workers and administrators. Health officials further stated that the MOH has nothing to do
with the issuance of indigent certificates; it is the responsibility of the local government.

In the new proposed health care financing policy, it is clearly stated that local governments
are responsible for health care costs of all the patients who are duly certified by them as
indigent. Indigence certification has specific requirements: an applicant for the indigence
certificate should be a resident of the sub-zone at least for the previous six months and should
not earn a monthly income of approximately more than 500 Nakfa (at local exchange rate
US~ 33.33). The applicant's claim of indigence has to be confirmed by a testimony of three
individuals who are residents of the particular sub-zone (area administration). In rural areas a
person~household with no ox for farming could be considered eligible for indigence certificate.
Effective from the date of issuance, the indigence (waiver) certificate is valid for three months
only.

The problem here is that as most of the people work in the informal sector their income
(monthly or annual) is hardly known. As a result, indigence certification is mostly based on
individuals' testimony and subjective judgments. Non-discretionary exemption criteria such
as age, gender, region, and type of service can be used, as they are less likely to affect access
of the poor to services. The discretionary criteria, such as income and physical assets are
difficult and costly to administer.

For non-indigent citizens (formal and informal sector employees) care is provided on credit
basis. Inpatients pay a deposit of 500 Nakfa when they are admitted into the hospital. On
discharge from the hospital, they settle the bill. In cases of shortfall, they are made to pay the
difference, and if the deposit is greater than the actual bill, they get a refund. Sometimes a
problem arises in the collection of fees from inpatients when the bill is more than the amount
of money that the patient has deposited on admission. It is reported that there are times
when patients say that they don't have money to pay for the difference. This poses critical
problems of judgment to the hospital administrators where at times it has to write-off the
debt (Asbu, 1998). The problem is said to be on the increase, though the actual magnitude is
not stated in figures (ibid.). For people obtaining care with a"sick report", the bill is sent to
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the respective employing organization. The employer deducts the fee from the salary of the
individual and sends it directly to the central treasury. The hospital would be notified of the
payments made to the treasury office by a letter from the employer.

A question was asked to public health officials, in the MOH, if other policy instruments
are available to help the poor in Eritrea besides the waiver mechanisms. The director of
public health service stated that there are many pro-poor primary health care programs in
Eritrea; HAMSET project is one of them. HAMSET project focuses on the prevention of four
diseases (HIV~AIDS, Malaria, Sexually Transmitted Diseases and Tuberculosis). There are
also other programs like expanded programs of immunization (EPI), health education, and
family planning. As can be seen from table 10.13, pro-poor health care policies, in Eritrea,
include cross-subsidization of basic health packages, selective intervention (disease targeting),
geographical targeting (focus on rural areas), and exemptions for the poor.

Table 10.13: Pro-poor health care policies in Eritrea

Disease targeting Geographical
taz etin

Cross-sabsidies Exempting the poor

Focus on the burden of Focus on rural . Higher mark-up and ~ Exemptions left [o
diseases of the poor azeas. co-payments on the discretion of local
malaria, tuberculosis, Larger subsidies to diseases with lower governments.
HIVIAIDS, diarrhcea, primary level levels of priority ~ Exempted categories
respiratory infections, health care . High subsidies for include widows,
malnutrition, and facilities (health maternity and child orphans, elderly,
reproductive health. centers and health health services disabled, and ihe

stations). . Free immunizazion destitute.
and oral dehydration
therapy as well as
promotion activities

Source: Field survey (2004).

Cross-subsidization of basic health packages for the poor is an important health policy in
Eritrea. In a situation of limited financial resources, it is important to base the allocation
of public health funds to cost-effective programs. About 54010 of MMPs replied that basic
health packages for the poor are moderately subsidized, and 31oI'o replied that they are highly
subsidized. Officials in the MOH explained that basic health packages for mothers and children
(e.g. immunization, delivery, antenatal and postnatal care etc.), and for the poor and elderly
are highly subsidized. This is in line to the World Bank argument that poor countries must
target their resources to the poor so that they can obtain some meaningful health care (World
Bank, 1994b).

Health care is different from normal private goods and commodities. Health care financing
cannot be treated in isolation and the aspects of health care must be integrated to promote
social equity and universal access to health care. Accordingly, 70010 of MMPs replied that
government's health policies are more inclined towards social equity and universal accessi-
bility and 30P1o replied that government health policies towards social equity and universal
accessibility are moderate.

Official documents in the MOH show that the number of public health facilities has increased
tremendously since independence in 1993. The number of new hospitals, health centers and
health stations have increased by 92 percent, 58 percent, and 165 percent over the number of
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health facilities that existed before independence, respectively (World Bank, 2003). The MOH
estimates that access to health service ( within 10 km radius or 2 hours walk) has improved
from 4601o in 1991 to 70PIo in 1999. Official reports of the MOH further indicated that more
than half of the Eritrean population lives within 5 km from a health facility.

In line with the expansion of health facilities MMPs were asked about the availability of basic
drugs in public health facilities. About 64010 of them stated that essential drugs are available;
only 36P1o explained some shortages. In Eritrea drug procurement is restricted to a list of
essential drugs purchased through a competitive process. Officials in the MOH explained that
one of the major responsibilities of the MOH is to ensure the availability of safe and effective
drugs of acceptable quality at a reasonable cost and the rational use of such products. The
department of the pharmaceutical services is the body entrusted to coordinate and supervise
the implementation of national drug policy.

10.3.1 Promoting Public-Private Mix in Health Care Financing in
Eritrea

In a situation of scarce financial resources, various criteria might be used to allocate invest-
ments in health. Policy makers, health administrators, and practitioners have always rationed
limited financial resources on the basis of one criterion or another. However, it is known that
there is no single (or perfect) financing mechanism, either for raising revenue or in allocating
expenditure. There are positive and negative to each method, which need to be balanced.
In most of the cases a mix of finance is preferable, but the right mix is difficult. Preker,
et al., (2004) noted that a combination of general taxation, social insurance, private health
insurance, and limited out-of-pocket user charges has become the preferred health-financing
instruments for middle-and higher income countries, where income is readily identifiable and
taxes or premiums can be collected at the source.

In low-income countries (like Eritrea) government tax is the main source of finance for health
care. Donations and user charges have limited impact. In low-income countries the issue
of equity in health care financing is controversial and often confused with public provision
of health services. A publicly financed health system has to deal with the following two
questions:(1) should all people benefit equally from public health funds, or should some groups,
for example, the sick or the poorest, benefit more from publicly financed health services? And
(2) how can be separated the responsibility for the purchasing (financing) from the provision
(production) of health care services in a dual economy?

According to the universal public system everybody should get all the care he~she need, when
he~she need it, on equal terms and conditions, without financial barriers. But this is a state-
ment of principle, in practice, health care services are rationed according to relative need
(hierarchical system) or according to ability to pay (market system). In the hierarchical sys-
tem, rationing can be achieved either by restricting service coverage or by restricting benefits.
For instance, in the social insurance scheme, the public system may cover only certain groups
of people, normally those who are in the formal sector jobs. Initially social insurance plans
can be used to cover health care costs for citizens with regular payments such as civil servants
and other salaried employees in formal sector jobs, and later can be extended to the poor
and the elderly. Social insurance premiums can be collected from payroll taxes on employers,
payroll taxes on employees, and a contribution from general taxes. To prevent moral hazard
and unnecessary treatments fees can also be charged to people with health insurance, which
is known as co-payments or deductibles.
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Health insurance in Eritrea is currently restricted to compulsory work-related accidents in-
surance for employees in companies of 100 or more, and a very small number of health cover
supplements to private accidents and injury policies. The National Insurance Corporation's
(NICE) mandate is a commercial one. Although the company is considering new products for
private health cover, these are likely to appeal to a very small number of people. A social
insurance mechanism, with premiums related to income and not to risk, and with cost shar-
ing between employer and employee, is outside the mandate of the NICE. With a formally
employed workforce of about 33,000 and no pre-existing social welfare fund the substantial
investments needed to establish social health insurance mean that this financing option should
not be considered as a short-term proposition.

Public health officials in the MOH stated that 'in the longer term, the establishment of com-
prehensive national medical insurance schemes is necessary. Comprehensive health insurance
is a new concept in Eritrea, and it will take time for such schemes to gain acceptance'.

More than 70oI'o of health service providers and almost all health policy makers emphasized the
importance of social insurance. In the proposed model social insurance is designed to cover
the formal sector workers and better be achieved by a compulsory means (see figure 10.2).
The government-run social insurance scheme obtains funds from three sources: payroll taxes
on employers, payroll taxes on employees, and a contribution from general taxes.

But it is obvious that when social insurance coverage is limited to formal sector employees
and their families, the poor are going to be excluded because they are often unemployed or
are in the informal system. If benefits are limited to inpatient care, the poor are also excluded
because they tend to live in rural areas or periurban slums, far from the public hospitals
that are disproportionately used by the middle and upper classes. If coverage is universal and
benefits are generous, rationing is normally achieved through waiting lists. Again, the poor are
discriminated against, because upper-income groups are more effective in bypassing waiting
lists. In the proposed model, in figure 10.2, however, it is assumed that a well developed
private health sector in conjunction with public and private health insurance and~or user fees
will attract the upper and middle income citizens and eventually public health facilities will
be easily accessible to the poor.

As can be seen in figure 10.2, public health facilities, which are run by the MOH, will provide
health care services to the poor, rural communities, informal sector workers and self-employed
people. Public health facilities will be financed through general taxation and user fees. At the
same time the government has the responsibility to ensure that the poor is not denied health
care; this is compatible with the argument that health care is a"basic fundamental right".
When user fees are increased, a clear policy on exemptions becomes necessary. There are two
challenges here: ensuring that those who can't pay are exempted and those who can pay they
do.

The typical problem with the Eritrean universal government financing system is that it sub-
sidizes the wealthy who could afford to pay for their own services, and thus leaves fewer
government resources for the poor. The proposed model, in figure 2, will relieve the gov-
ernment from financing health services that provide few benefits for society as a whole, and
exempts the government from providing services for the rich. The private sector is expected
to fill the gap.

The policy package for the proposed model of public-private mix in health care financing
includes: [1] Introduction of user charges combined with measures to protect the poor from
the adverse effects of these costs. [2] Promotion of health insurance schemes to cover cost of
medical treatments for an increased proportion of the population. Compulsory coverage of
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Figure 10.2: Proposed model of public-private mix for Eritrea's health care financing
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all formal sector workers is proposed together with measures to ensure competition between
insurers so that schemes are low cost. [3] Full utilization of non-government resources. En-
couragement and incentives should be given to the non-government sector, including missions
and non-profit making organization along with private practitioners to provide services for
which consumers are willing to pay. [4] Decentralization of planning, budgeting and purchas-
ing to counter internal inefficiency. Introducing market incentives, by allowing collection and
retention of user fees at the point of service. Local units providing direct services to peo-
ple should be given more responsibility in determining how collected funds and money from
central government will be spent.

Most officials in the MOH supported the proposed policy package of public-private mix in
health care financing. Health officials in the MOH stated that the local government should
have a role in the finance of health care and should cover the health care costs of the poor with
indigent medical certificate. About 68010 of MMPs supported the idea that local government
should retain a portion of the user fees to finance health care costs of the poor and other
community health services.

User fees and private insurance schemes can be used to finance private health services. In
Eritrea, most of the people with ability to pay prefer private health facilities for outpatient
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health care services. Thus the shift of upper~middle income group into the private sector
will make government health facilities easily accessible to the poor at a reasonable cost. The
MOH should enhance its regulatory capacity to make sure that health care service providers
are maintaining acceptable quality standards and service procurers (financing organizations)
are managing adverse-selection.

To introduce social and private health insurance schemes the government of Eritrea may need
to look at different ways of universal coverage. Table 10.14 illustrates two basic models of
universal coverage.

Table 10.14: Suggested models for achieving universal coverage

Option 1
Package Comprehensive
Source of finance Mixed: mainly tax subsidy
Role of local government Given tax subsidy to protect the poor
Extra source of finance Sin tax, health tax
Management Multiple fund

Option 2
Basic first then include catastrophic
Mixed: mainly compulsory insurance
Raise tax to protect the poor
Medical saving account
Single fund

Universal coverage may take a long time in Eritrea taking into account the existing level of
economic development. Most officials in the MOH said that universal coverage, as a policy is
crucial; it is a long-term government objective in Eritrea. Eritrea may get some insights of
universal coverage from the experience of other countries.

As can be seen from table 10.14, there are two options to achieve universal coverage. Option
one is more egalitarian because it promotes a comprehensive benefit package that is applied
to all citizens (rich and poor) with very limited exclusion list. Few countries set up explicitly
two-tier benefit packages that include the óasic package and the catastrophic health óenefits as
extra; the two packages are being supported by different sources of finance. For instance, in
the Netherlands, the basic package is covered by the Health Insurance Act, the catastrophic
package covered by the compulsory Exceptional Medical Expenses Act for all citizens (Ottwill,
1996).

The Medisave scheme is used in Singapore in a three-tier health insurance benefit packages.
The first tier, the basic acute care is partly covered by the government and partly financed
by the compulsory Medisave scheme. The second tier, a long term or the high cost care is
financed by the voluntary Medishield scheme. And the third tier, the health care consumed by
the poor covered by the government welfare system called the Medifund. Inclusion lists are the
main features of the three schemes in Singapore. In Singapore all income earners are obliged
to save a certain percentage of income to their Medisave account, to pay for medical care when
they ate ill. The accounts are kept for individuals and never used to pay for other patients.
The are also provisions, which allow individuals to apply for fund not used for primary medical
care to be used for other purposes, such as pensions (World Bank, 2004).
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10.3.2 Constraints for Efiective Public-Private Mix in Health Care
Financing in Eritrea

In Eritrea health care financing sources are often inadequate leaving many poor people with-
out access to the most basic health services. Government taxation capacity is weak, formal
mechanism of social protection for vulnerable populations are absent, and government over-
sight of the informal health sector is lacking. The need for collective arrangements and strong
government action in health care financing is often confused with public production of ser-
vices. The poor and other excluded populations frequently seek care from private providers
because public services in rural and low-income urban areas are often scarce or plagued by
under-staffing, supply shortages, and low-quality care. Several factors make public private mix
in health care financing ( or development of health insurance schemes) ineffective in Eritrea.
The following are the main ones:

Lack of purchasing power. In Eritrea about 69 percent of the population live below the
poverty line (UNCDF, 2001); and about 80 percent of the population live in rural a.reas
and depend on subsistence agriculture for their livelihood. Eritrea's large rural and informal
sector populations limit the expansion of formal insurance schemes. Health insurance schemes,
which intend to cover the rural population and informal sector will be confronted with low
and irregular incomes, and high transaction costs.

Lack of financial resources. Eritrea's large rural and informal sector populations limit
also the taxation capacity of the government, which in turn delays the emergence of social
insurance schemes with government subsidy. When a country's taxation capacity is as low as
10 percent of GDP or less, it would take 30 percent of government revenue to meet a target of
3 percent of GDP health expenditure through formal collective health care financing channels
(Preker, et al., 2004). In most countries, public expenditure on health care is much lower
than this, often not surpassing 10 percent of public expenditure, which means that less than
1 percent of GDP of public resources is available for the health sector ( ibid.).

Lack of supply. Insurance cannot be created without a health care market. The private
health sector has not yet fully developed in Eritrea; its capacity is limited to outpatient curative
services. It is insufficient both in human and physical capital. As a result most private clinics
and hospitals are operated by government-employed physicians on part-time bases. Insurance
concentrates and increases purchasing power (Weber, 2004). Thus, with the establishment of
health insurance, the market may develop in Eritrea, expanding both the supply of care and
equality of access. An efficient insurance mechanism has an impact not only on the number of
providers but also on the price, quality, and availability of care (ibid.). The effect of insurance
thus extends beyond risk sharing.

Insufficient knowledge of health insurance schemes. Many people simply do not un-
derstand the concept of insurance. It takes time to explain insurance and risk sharing. The
idea of handing over money that will be used to pay for other peoples' health care is hard to
explain-and to absorb ( Weber, 2004). Their main fears are about paying money 'for nothing'
(i.e. when they are not ill) and paying for others, especially the very poor who are sick more
frequently than the better off. Support is therefore weak at the outset among insurers' target
populations.

High transaction costs. Infrastructure, communication and transport networks are minimal
(or absent) in most rural and suburb areas in Eritrea. In rural areas there are no banks, no post
office or mail services, no roads, and no telecommunication equipment. As a result, transaction
costs are high, for example, to collect contributions, file and process claims, register and renew
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membership, keep members informed, and recruit new members.

Lack of information about care possibilities. Lack of resources not only inhibits demand
but also people's knowledge about the possibilities for professional health care. When sick,
they look to traditional healers and traditional recipes, not modern, professional health care
institutions. People seek modern health care only as a last resort. By then, the disease is
severe, and treatment costs are high.

A related set of problems was also observed by (Preker, et. al., 2004; Weber, 2004; Diop,
Yazbeck and Bitran, 1995). Pooling of financial resources in low-income countries has typical
problems. Pooling requires some transfers of resources from rich to poor, healthy to sick, and
gainfully employed to inactive (Preker, et. al., 2004). In low-income countries, tax evasion by
the rich and middle classes in the informal sector is widespread, allowing higher income groups
to avoid contributing their share to the overall revenue pool (ibid.). Without such pooling of
revenues and sharing of risks, low-income populations are expose to serious financial hardship
at times of illness (Diop, Yazbeck and Bitran, 1995).

10.4 Conclusion

In Eritrea the government is the major health care service financier. Social and private insur-
ance systems are not available (or developed) in Eritrea. Underdevelopment of such health
insurance schemes constrains effective public-private mix in health care financing in Eritrea.
Public sector health spending remains low, in Eritrea, by international standards. Most health
facilities are reported to be experiencing a shortage of funds.

The MOH is not successful with its cost recovery plans of 1996. In the 1996 pricing policy,
fees were designed to provide correct signals for the direction of the use of health care and
health sector resources. One of the most commonly cited reasons for imposing user fees
were to provide signals that discourage unwarranted use of services that have high cost but
comparatively low benefits. However, in practice neither recurrent costs were sufficiently
recovered nor patients were discouraged from bypassing primary level health care facilities.
Several reports of the MOH indicated that the costs recovered through user fees are not more
than lOqo on the average. Reports of the MOH on bed occupancy rate showe also overcrowding
in national referral hospitals, which is an indication of under utilization of lower level health
care facilities. To overcome the shortcomings of the 1996 health care financing policy the
MOH recently revised its health care financing policy. A new health care financing policy was
drafted in 1998, but it has not yet adopted because of the recent border war with Ethiopia.
When the draft policy is ratified and becomes operational, the cost recovery of the recurrent
expenditure is expected to increase by 40PIo. Participation of communities in their own health
care service is also expected to increase by 70070. In the proposed health care financing policy
emergency cases for the first 24 hours, hazardous and contagious disease, and patients with
indigent certificates are entitled to get free medical care.

As the MOH is embarking on new pricing and cost recovery strategies, a closer look of its
effects on consumers is required, particularly on the poor and vulnerable groups. Thus the
health care financing policy needs to be assessed in light of current and projected health sector
needs, together with estimated financing sources and the expected roles of the government,
external partners and the private sector, within the context of the country's high poverty rate,
in order to not to lead to a decrease in utilization of services by the poor.

Taking into account the current economic situation in Eritrea, the scope for increasing health
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fees be restricted to the higher income households. Significant increases in revenues from
user fees increases may not be realistic, given the country's high poverty rate. Ways to
increase efficiency need to be explored, and priorities in interventions and services assessed
and established.
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Chapter 11

~aditional Social Insurance as an
Alternative Financing Mechanism for
Health Care in Eritrea

11.1 Introduction

In Eritrea there are no formal health insurance systems that cover people in the traditional
(or informal) sector of the economy. Social insurance is still confined to a minority of the
population (for e.g. state employees, members of the armed forces, and employees of large
companies) through contributions to pension and health insurance funds that are directly
deducted from the pay. It is primarily the rural population and the population in the in-
formal urban sector who is excluded from protection against disease and accidents. Private
commercial health insurance organizations exclude these two segments of the population from
their services, as they are being regarded financially "insolvent". Neither the state nor the
free market ensures adequate protection against critical health risks for the socially excluded
population. As a result at the time of ill health, households do not have recourse to mecha-
nisms that will protect the financial resources required for basic consumption needs, such as
transportation, education, and food not produced by the household.

The economic conditions in developing countries are not favorable for the development of
commercial insurance schemes, as the proportion of the population employed in the formal
sector that would facilitate the process of monitoring membership and payment for insurers
and provide predictable income source for members is limited (Griffin, 1998; Kutzin 8e Barnum,
1992; Bennet, Creese, 8c Monasch, 1998; Ensor, 1995, 1999). Nevertheless, in response to the
fiscal crises in the health sector and the growth of private health care services, community-
based insurance schemes have been initiated in several African countries, including Guinea-
Bissau (Chabot, Boal, 8c da Silva, 1991), Zaire (Moens, 1990; Noterman et al., 1992), Burundi
(Arhin, 1994), Tanzania (Shirma, 1997), Kenya (Vogel, 1990), and Uganda (Walford 8c Olikira,
1997). Some of these schemes-organized through existing agriculture cooperatives and timed
to coincide with harvest seasons-have met with some degree of success in Zaire, Guinea Bissau

lA revised version of this chapter is published in "Health Policy, 2006" (Forthcoming), under the title:
~aditional risk-sharing arrangements and informal socia] insurance in Eritrea.

251



Health Care Govern,ance in Developing Countries: The Case of Eritrea

and other countries (Vogel, 1990; Chabot et al., 1991; La Forgia et al., 1993; Musau, 1999). In
Guatemala and the Philippines, cooperatives created through livelihood projects have served
as important bases for health insurance schemes (Ron, 1997). In the Dominican Republic,
lending association-based risk pools were created for involvement in health care financing (La
Forgia, 1990).

The question addressed in this chapter is that in the absence of health insurance and other
formal safety nets how does the traditional Eritrean community manage the unexpected costs
of health care and other related social costs? To answer this question four central aspects of
social capital are used in the analysis: relations of trust; reciprocity and exchanges; common
rules, norms and sanctions; and connectedness, networks and groups. These aspects of social
capital are clearly noted in (Coleman, 1994; Putnam, 1995; Fukuyama, 1999; Carroll, 2001)
definitions of social capital2.

In the traditional Eritrean community social and economic networks are important for the
formation of traditional risk-sharing arrangements between extended families (kinship) and
communities .The purposes of this chapter are, therefore, to examine the role of kinship
networks and mutual aid community associations (Mahber)3 in the provision of social safety
nets and to assess the potentiality of Mahber-based health insurance schemes for the informal
sector and rural poor.

The data for this study were taken from the household survey conducted in 2003 in three sub-
zones of Eritrea: Ginda, Dekemhare and Northwest (in Zoba Maekel). In the three sub-zones a
total of 1583 households were surveyed (364 households in Ghinda sub-zone, 509 in Dekemhare
sub-zone, and 710 in Northwest sub-zone in Zoba Maekel). In addition to household survey
discussions were made with village and local government oíficials, Mahber leaders, health
personnel and community members. Issues raised in the discussion included: the prevalence
of Mahbers and membership pattern, amount of contribution for Mahber, management of
Mahbers, people's perception about health service provision in the area, source of finance
for health services, the possibility of using Mahber-based insurance schemes for financing
health care, and the type of benefits people want if they participate in possible schemes. The
discussions were intended to explore the views of the people on the idea of using Mahber as the
basis of health insurance scheme. For the method of data collection and sampling procedures
refer to chapter 5 section 5.6.

This chapter has four sections: section 11.2 demonstrates the economic and social networks,
and traditional risk-sharing arrangements among Eritrean communities. It deals with kinship,
Mahber, and Ekub networks. Section 11.3 discusses on membership of Mahber and acceptabil-
ity of dues. Section 11.4 deaLs with the transformation of traditional mutual aid community
associations into Mahber-based health insurance schemes. Section 11.5 concludes.

11.2 Social and Economic Networks in Traditional Er-
itrean Community

One of the key features of poverty is the inability to withstand economic shocks of any kind.
Many communities, in developing countries, use their local social capital as a means of safety
net and reducing insecurity (World Bank, 2004). Indeed many households in Eritrea deal with
economic hardship through informal traditional risk sharing arrangements between individuals

2See Chapter 4, section (4.2.4) for more definitio~is and concepts of social capital.
3Mahóer is a traditional mutual aid community association in Eritrea.
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and communities rather than through publicly managed programs or market-provided insur-
ance schemes. In the traditional Eritrean community social and economic networks are the
basis for traditional risk-sharing arrangements, which are important in health care financing
and other related social cost. Social interactions matter in traditional Eritrean community.
They create social networks, foster trust and values, sustain norms and culture, create com-
munity, and influence economic and social outcomes.

Figure 11.1: social 8z; economic networks in traditional Eritrean community
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Social and economic networks are important for the promotion of sustainable livelihoods.
Networks and social relationships improve the efilciency of society by facilitating coordinated
action (Putnam et. al., 1993). Ogbazghi (2005) noted that kinship and economic associations
are the most important networks among traditional communities in Eritrea. Kinship networks
are important sources of security and support and often not only cut across the city but also
span the rural-urban divide. Moreover, the kinship networks are not only characterized by
frequent interaction with one another but are also emotionally supportive of one another as a
result of the social sanctioned obligations and social norms (ibid.).

11.2.1 Kinship Networks

In the traditional Eritrean communities a family includes not only the nuclear core of hus-
band, wife, and children, but aunts and uncles, cousins and more distance kin. Traditional
communities are generally based on the extended family, which stretches over three or more
generations, and usually has a male head (patriarch) that everybody traces. In the Eritrean
highlands the extended family is large enough to accommodate many individual families, which
are tied by "Enda". The Enda is a large kinship group, where its members vary in number
but all claim common ancestry. Enda is the poínt of reference where descendants are traced,
the territorial units are defined and the land tenure system is arranged (Jordan, 1989). Enda
is the collective crystallization of individual families. The Enda ties together different families
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with common ancestry. Those families who live in the urban areas often maintain their Enda
ties by building houses in the village and by visiting during annual religious feasts locally
known as Nigdet dedicated to the village's patron saint. Maintaining such a link is a way of
rediscovering ones roots and a way of socializing with rural folk.

These families, which are strongly tied by Enda, function as a safety net in societies where
social programs are inadequate or nonexistent. In case of hardship, a network of kin would be
mobilized to provide assistance, serving as the "primary social safety net". For the working
class and poor, family provides security a.nd assistance in case of injury, illness, or loss of
employment, and for the better off family connections provides a means to help capitalize and
promote business ventures, and to buffer against the vicissitudes of the market.

The absence of health insurance markets in Eritrea creates a condition for the people to use
traditionally extended family help system. The largest social structures capable of absorbing
health risks are extended families, clans, and mutual aid community associations.

In the traditional Eritrean communities the family has three important transactional advan-
tages over the market and the state: (a) adverse selection is limited because family members
cannot easily withdraw from the family nor can outsiders become members of the family; (b)
families have generally more information about family members' behavior than professional
insurers or the state; and (c) moral hazard behavior may be especially constrained by feelings
of family loyalty and the ease with which families can monitor their members' behavior.

Mutual help within extended families is thus one form of insurance, albeit one not limited to
health care alone. Carrin and Vereecke (1992) noted that a big man in the family is expected
to be generous in helping others with school fees, doctor's bill, bride price, weddings, funerals
and hospitals. In Eritrea most urban and educated elite as well as kinship in the Diaspora
support the less fortunate relatives. Ivforeover the elderly and orphans are more dependent
upon the mercy of their immediate family members since there are no formal welfare or relief
institutions to take care of them. At the times of death, the children of the deceased are looked
after by extended family. The children brought into the household of relative were treated
equally with those of that household. Emphasizing on the role of the extended family in child
fostering the head of a household in Ghinda sub-zone in an interview (2003) stated that

"I recognized that as relatives we should help each other. We were five in our family, and
now we are three. Three of us are left the others have died. And when I die, someone
will have to look after my children, just as I am doing with my brother's child (referring
to his older brother's child staying on his homestead). The very fact that I have the
burden of looking after my brother's children now shows me the possibility that I may
also die. Then my cousins will have to take over the duty of looking after my children.
Because of that, it is best for me to help my relatives now".

Child fostering is a common practice in Eritrea. It can be born out of necessity (e.g. when
the parents have died) or out. of choice. The extended family members have also a moral
and social obligation to look after the elderly. As the aged is not getting social security the
younger members of the family are supposed to support and care for the respected elders.

In the Eritrean lowlands, family solidarity is much more traditionally organized, as families
stay together, the elderly remaining part of the same household with their children in an
extended family arrangement. Various members of the extended family usually work together
and often help each other, whether in money, time, or effort.

In Eritrea, family and community solidarity are important assets in mitigating the conse-
quences of poverty. In the lowlands, family solidarity is traditionally organized; the elderly is
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looked after by extended family. In the highlands, while family solidarity is important, com-
munity solidarity plays an even more important role, for example, the supportive arrangements
among farmers in case of harvest failure.

Solidarity in non-monetary informal risk sharing arrangements is characterized by friendly
social relationships among families, clans, friends, peers or neighbors that are mobilized for
the purpose of assistance to an individual in times of need or distress (Sommerfeld, et al.,
2002). 1~aditional support systems have helped the Eritrean population to face extremely
hard living conditions due to war and famine, and will be important assets in the task of
reintegrating thousands of returning refugees, displaced people, and demobilized ex-fighters
(World Bank, 1994).

Many households, in Eritrea, receive also remittance from family members abroad. In the
lowlands most of this money comes from Sudan or Saudi Arabia. In the highlands, contact
is greater with expatriate Eritreans in western countries, and remittances come from US,
Germany, Italy and Scandinavian countries. Even though these types of contributions are
not regular they form an important source of income, setting these households off from their
neighbors. In this study about 36a1o of the respondent stated that they have at least one
relative abroad who could depend upon in times of hardship.

11.2.2 Networks of Traditional Mutual Aid Community Associa-
tions

Traditional mutual aid community associations are informal risk-sharing arrangements, which
are evolved to fill the void created by the absence of any specialized institutions that insure
against various risks faced by traditional communities. They aim to protect members mainly
against income shocks resulting from illness, death of family members or for expenditures
due to festivities like marriage. In the highlands of Eritrea men and women join an associ-
ation, which is known as Mahber. A Mahber is an informal association where members of
non-kinsmen participated in communion. Each member of the Mahber makes a periodic con-
tribution of a specific amount of money and benefits are paid out to members in money, or
in kind, in the event of the loss of a job, an accident, illness or death. Mahber provides also
financial credits to its members at times when they face serious crises. The logic of joining
Mahber has more to do with reciprocity and credit systems in that everyone expects to receive
benefits sometime during her~his membership.

Mahber is an informal framework for sharing information, coordinating activities, and making
collective decisions. It fosters social relationships among people with common neighborhood,
ethnic, religious, or family ties, which constitutes important sources of security, mutual help,
and conviviality. ~aditional rural communities in Eritrea, while very poor, are often well
endowed with this type of social capital, either in the whole community or within certain
social groups.

Informal or traditional risk sharing institutions and solidarity mechanisms are common in
Sub-Saharan Africa. Rural economies in Sub-Sahara Africa have established a number of
social a.nd economic mechanisms in order to cope with the financial consequences of random
economic shocks (e.g. Fiske, 1990; Niguyen, 1998).

A great number of traditional mutual aid community associations (solidarity networks) can
be identified from the literature, e.g. clan relationships, burial societies, cooperative labor
exchange pools, cooperative work groups, fire associations, sea rescue associations, special
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Table 11.1: Type of traditional mutual aid community associations (Mahber) in Eritrea

Type of association Mode of govemancz

Home-Town These associaáons are formed by a group of
Associaáons people who descended from the same village.

This associaáon helps [o keep people in touch
by creaáng a social space with others coming
from the same village and having [he same
idenáty, yet living in urban areas. Members of
the associaáon contribute a fixed amount of
money periodically (monthly). These
associations are used az a safety net beside their
social and economic benefits.

Quasi-religious Self- These associations are formed by a group of
help Associaáons people who have common religious believes.

Members of the associaáon contribute a fized
amount of money periodically (monthly). The
tnoney is used for financing social events
(martiage and ntoum) and for the assistance of
individual members at ámes of sudden social
crises.

Clan or Tribal Clan andlor tribal associuions are organiud
Associaáons along eztended family members where all claim

a common genealogical ancestry. At ámes of
hardship a network of kin or tábe would be
mobilized to provide assistance, serving as the
primary social safety net.

Martiage and Social networks and relaáons are fostered by the
Morn Gathering insátuáons of marriage and moum ceremonies.

Social obligaáon in the attendance of such social
events is enforced through social norms and
sancáons.

Neighborhood These associaáons are formed by people who
Associazions live in the same area (community). The

associaáon facilitates marriage and mourns
gatherings, neighborhood cleanliness,
celebraáons, and other social events.

Source: Field data, 2003.

Type of service

Promote social relaáons, and strengthen áes
among people with common idenáty.
Develop reciprocity and exchange among
members.
Provide financial and materíal assistance for
common fesáviáes ( e.g. wedding and other
ceremonies).
Provide financial assistancz to the ailine and
to the families of the dece~:ed membzr

Provide financial assistance in áme of crises.
Eztend loans to tnembers with no interest rate.
Provide financial assistance for morn and
funeral expenses.
Provide financial and material azsistance for
common celebraáons (e.g. martiage and other
fesávities).

Strengthen áes among people with common
genealogical ancestry.
Serve as a primary safety net in ámes of
hardship.

Provide material and financial assistance. For
ezample, in ámes of maniage or mom it is a
common pracáce for neighborhoods, friends,
and kin to eztend a helping hand [material,
financial or free labor] for the affected or
concemed individual in the locality.

Provide material and financial ascistance for
morn and martiage ceremonies.
Pronrotes reciprocity and exchange.

fund societies, rotating saving and credit associations, beer societies, group borrowing schemes,
credit cooperatives and regional associations (Were, 1999).

11.2.3 EkubNetworks: Rotating, Saving and Credit Associations

In addition to Mahber there are also self-help (credit and saving) associations, which involves
regular payments of dues and periodic distribution of funds. In the local language such asso-
ciations are known as Eku6 (revolving funds or community rotating cash systems). Ekub is
one form of credit association, which is formed by a group of people who give a fixed amount
of money regularly (usually monthly), and the amount collected in each period is assigned to
a different member on a rotating basis. The system helps to generate financial institutions
that are not normally available to low-income groups. In this study Ekub constitutes the third
large group of inembers (50.5o10 of the responses).

Ekub provides the non-kin member with ready cash to meet such financial needs as purchasing
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new agricultural equipment, building a new house or setting a long-standing debt. Besides
providing a non-market mechanisms for saving and credit, Ekubs serve important social func-
tions such as mutual visits, common festivities and sharing of the joy and sorrow among
members. In some Ekubs deductions are made from the common fund towards a loan fund
or a contingency fund from which important risk sharing activities may be financed. About
25o10 of the respondents in the study area reported that their Ekub provides credit for covering
illness costs of one of their members.

In Ekub a high level of trustworthiness is required because there are no formal systems of
punishment, but the treat of being ostracized by the community is credible enough to avoid
shirking. ~ust4 associated with regular, honest, cooperative behavior, founded on mutually
shared norms, by members of a community ( Fukuyama, 1995). It is a type of credit that
imparts a sense of security in Ekub members. Trust reduces the transaction costs between
people, and so liberates resources. Instead of having to invest in monitoring others, individuals
are able to trust them to act as e~cpected (Pretty and Ward, 2001). This saves money and
time. It can also create a social oblígation-trusting someone engenders reciprocal trust. When
a society is pervaded by distrust, cooperation arrangements are unlikely to emerge (Baland
and Platteau, 1998).

11.3 Membership of MahbeTS and Acceptability of Dues

Most Mahbers in Eritrea are quasi-religious mutual aid community association, which are
named mostly after the names of saints such as Medhane Alem (savior of the world), Kidana-
Mehret (pact of Mercy), St.Michael, St.George, and St.Gabriel. As shown in table 11.2, about
76oJ'o of the respondents have membership in quasi-religious self-help associations and in most
communities the members meet every month for worship and each member take a turn as a
host. Roughly speaking, nearly half of Eritrea's stock of social capital is religious or religious
afFiliated, whether measured by association memberships, philanthropy, or volunteering. The
church is the backbone of society. A Mahóer leader in the northwest sub-zone of Zoba Maekel
stated,

"If we worship God in his spirit, we carry each other's burden. As we are Christians,
we are now related as brothers. That is why we value each other. We should be able to
comfort or give any assistance to those in problems; sharing what we have".

A Mahber leader in Zoba Maekel-Northwest sub-zone (Interview, 2003)

Faith gives meaning to community service and goodwill, forging a spiritual connection between
individual impulses and great public issues. That is, religion helps people to internalize an
orientation to the public good. Because faith has such power to transform lives, faith-based
programs usually enjoy success while secular programs are encountering frequent failures5.

4Economists have long recognized the role of `trust' in coping with market failures and establishing economic
efficiency, well before Flikuyama. A clear explicit statement is to be found in Arrow (1971:22) who notes: `in
the absence of trust, opportunities for mutually beneficial cooperation would have to be foregone. ... norms
of social behavior, including ethical and moral codes- ..-(are) reactions of society to compensate for market
failures'.

SSee Saguaro Seminar on Civic Engagetuent in America. .lohn F. Kennedy School of Govermuent, Harvatd
University. http:~~www.bettertogether.org~pdfs~religion.pdf
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Table 11.2: Membership in different traditional mutual aid community associations (in per-
cent)

Types of traditional wmmunity Ghinda Dekemhare Nor[hwest Mean of
Associationll Sub-zone Sub-zone Sub-zone responses

(Zoba-Maekel)
Hometown association 15.3 35.7 63.5 38.2
Quasi-religious self-help
association 62.7 78.5 86.7 76.0

Clan or tribal association 15.3 25.6 35.5 25.5
Marriage and mourn gathering 55.7 69.6 71.2 65.6
Neighbourhood association 23.4 28.7 31.5 27.9
Ekub ( Revolving fund) 45.7 56.8 48.6 50.4

Source: Based on survey data, 2003
ll A household can be a member in more than one type of association

Marriage and morn gatherings constitute the second large group of inembers (65.6010) in the
study areas. The primary function of these associations was reported to be taking care of
the burial and consolatory activities when the death of a member occurs. In the traditional
Eritrean community funerals are truly a social ceremony. Many people come and pay respect
to the deceased and the bereaved; villagers, people from neighboring víllages, fellow church
or club members and many relatives, both from nearby and far away. The mourning days
usually extends from 3 to 7 days.

In the absence of traditional mutual aid community associations the bereaved family is ex-
pected to bear all the costs of funeral arrangements: pay for the transport of the body, food
and drinks for the attendants, and lodging to visitors from further away. This means that
apart from the emotional stress from the loss of a family member, a household that is con-
fronted with a death also needs to organize a major event and faces considerable expenses
although network responses are dominant in the case of a need for cash or kind to pay for a
funeral.

11.3.1 Assistance Expected and Received

Although most households have relatively easy access to free medical care in rural clinics for
minor illnesses, many of them do report medical expenses. For example, when an illness is
severe or unusual and patients are referred to a hospital or take their resort to a private doctor
or traditional healer. The costs of transport for the patient and accompanist, plus the fee for
the consultation and expenses for medicines can add up considerably. About one-half of the
respondents in the survey indicated they spent money on treatment and medicines. Most of
the consultation and drugs were `modern' and an average of Nakfa 150.00 (US ~10.00)swas
spent ranging from 25 to 250 Nakfa (US~ 1.67 -16.67). Some also reported cash payments to
traditional healers (on average Nakfa 200, ranging from 70 to 300 Nakfa) but most payments
to traditional healers are done in kind, and therefore not reported under this category.

Households were asked about their way of financing for large unexpected health care and other
related social costs. Majority of them explained that they seek help from their extended family
members and if that is not enough they look for alternative sources of finances.

The extended family is the primary safety net in the traditional Eritrean community. An

eThe official exchange rate is 1 US Dollar for 15 Eritrean Nakfa.
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Table 11.3: Potential sources of finance for health care 8c other related social costs at times
of illness

Source of finance Response frequency (in percent) by sub-wne
Ghinda Dekemhare Northwest Mean of

(Maekel) responses

Received help from members of the extended family 89.3 85.5 76.7 83.8
Borrowing money from neighbours and friends 45.5 39.7 55.0 46.7
Received assistance from mutual aid community associations 68.6 58.8 71.8 66.4
Received assistance from religious groups 11.5 6.5 20.7 12.9
Received assistance from professional associations 2.5 1.5 10.5 4.8
Sell of household assets, for e.g. jewellery , crop, and livestock 68.7 55.3 38.2 54.0

Source: Field data, 2003. Note: One can get help from more than one source.

83.8010 of the respondents replied that in times of ill-health they get help from their nearest
kin . Fti.trther, about 66.4P1o of them said that they sought additional assistance from their
traditional mutual aid community associations. About 35P1o of the Mahbers (during the
discussion with the leaders) reported as providing assistance during health problems. In an
interview (2003) a quasi-religious Mahber leader in the sub-zone of Dekemhare explained,

"In our association we have a law which has been endorsed by the majority that if any
member of the association faces a problem, the members has to go and assist. This is
what we agree up on among each other, so that people will not suffer in silence. If we
come together to worship, we discuss what has befallen us and we should be united to
help each other".

A Mahber leader in Dekemhare sub-zone (Interview, 2003)

At the time of illness farmers in the study area use also an ex post strategy, which includes
sale of livestock (poultry, dairy cattle, drought animals such as bullocks and pack animals
such as donkeys) and other assets (hand plow, carts, or other farm tools). Ex post strategies
further include precautionary non-monetary saving, i.e. stocking food crops such as millet,
sorghum, wheat and ta„~j

11.3.2 Voluntarism and Sharing of Resources

In rural Eritrea labor sharing is common in farming, harvesting, house building and other
labor intensive activities. In urban areas as well food, labor, and religious ceremonies are
continuing to be shared among kin and hometown associations. This is visible at the time of
funerals where villagers and kin share the expenses according to their wealth and relation to
the deceased. They help with labor, food for the guests and accompany the deceased to the
grave. People also contribute in money and labor for different ceremonial activities such as
wedding and other social celebrations. Sharing of food is common among patients in hospitals,
religious rituals, in prison, and in festivals and holidays.

In time of need, poor people frequently obtain help from others in their networks, so social
capital functions as a form of social protection, yet it is common, rather than individual,
property.
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Table 11.4: Types of voluntary contribution~ assistance ( in percent)

ConMbution Ghida Dekemhare Northwest Mean of
Sub- Sub-zone Sub-zone responses
zone (Maekel)

For the sicklfunerals:
Labour in time 78.7 68.5 65.3 70.8
In money 32.5 47.8 68.7 49.7
In kind 35.7 38.3 42.8 38.9
In attention 11.3 15.5 21.5 16.1

For family affairs! ceremonies:
Labour in time 82 .6 85.6 73.8 80.7
In money 61.8 65.7 68.4 65.3
In kind 32.3 33.8 52.3 39.5
In attention 15.0 21.3 25.2 20.5

For common activities
Labour in time 92.4 82.3 55.5 76.7
In money 65.6 58.6 63.5 62.6
In kind 29.7 21.7 25.0 25.5
[n attention 20.8 23.4 28.5 24.2

Source: Based on survey data, 2003.
Note: One can make more than one type of contributions

As can be seen from table 11.4, the most common type of contribution made on all occasions
is physical assistance (unpaid labor or attendance in the activities). Giving assistance to
people in need is consistent with the concept of reciprocity (Coleman, 1990; Putnam, 1993),
which is characterized by mutual obligations between people. About 70.8oJ'o of the respondents
replied that they help their relatives, friends and neighbors when they are sick by providing
free labor, which means that they take care of their livestock, plough their farm and look
after their children and visit also the sick person in his house or in hospital and provide him
emotional and material support such as fruit, food etc. It is a culture in Eritrea sick persons
from the rural area usually get food and accommodation from their urban relatives. The urban
relatives share also medical and transportation costs. At the time of death people attend the
funeral procession and share the costs of transportation and funeral expenses.

In the traditional Eritrean communities' family ties are very strong and bounded by mutual
obligations and reciprocities. About 80.7010 of the respondents replied that they provide free
services in family affairs and ceremonies, and make also contributions in kind or in money.

Communal activities are well organized in rural than in urban areas. Rural communities
provide free labor in the construction of roads, schools, clinics, churches, dams, houses etc.
They contribute also in cash, which is usually 10-20PIo, for the construction of schools and
health facilities and the remaining cost is covered by the government.

With regard to rural communal activities Kiflemariam (2001) noted that

"Villagers in Eritrea help in the construction of hidmo (traditional house) by a traditional
loose self-help voluntary associations called Wefera. Any one who wants to construct a
hidmo requests his relatives, friends, and others to give him a helping hand on a particular
day. The host brews local beer named Swn and prepares food. Traditional labor exchange
for both economic and non-economic activities are common and it amounts to investing
in a social credit that will be paid back in the future. If one does not accumulate such a
social credit, he is eventually denying himself of others' help during times of his need".

In rural Eritrea voluntary community activities provide an opportunities for social contacts,
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bonding and cohesion. Social capital is accumulated through cooperative activities within a
group or a community. This is consistent with Putnam et. al., (1993) argument that in regions
where social relationships are more horizontal, based on trust and shared values, participation
in social activities and the formation of social capital is higher. In this study about 92P1o of
rural residents responded that they provide free services in communal activities (social works).
In urban areas communal activities focus on neighborhood watch and cleanliness. People also
contribute in cash or in kind to finance the cost of communal activities. About 66oI'o of the rural
and 6407'0 of the urban residents replied that they contribute in cash for communal activities.

11.3.3 Reciprocity and Exchange

There are two types of reciprocity: specific reciprocity refers to simultaneous exchanges of
items of roughly equal value; and diffuse reciprocity refers to a continuing relationship of
exchange that at any given time may be unrequited, but over time is repaid and balanced
(Coleman, 1990; Putnam, 1993). Again, this contributes to the development of long-term
obligation between people, which can be an important part of achieving positive outcome
(Platteau, 1997).

Reciprocity and exchange is a common practice among traditional Eritrean communities. For
instance, farmers with oxen may lend them to others in return for compensation- crops, money,
labor, or even fodder. In other cases, a number of farmers, each with one ox, may cooperate
and plough together; (the ideal situation is to plough with two oxen). Those unable to work
their own fields, for example the elderly, widows, and handicapped, may let others plough
them in return for part of the harvest: the land-holder that supplies animal labor will retain
a half of the harvest, or a third if no labor is provided. Farmers with oxen but short of land
often use this system to obtain access to additional land. Rich farmers may extend both
land and livestock through exchange relationship of this kind. In the 2003 household survey,
nearly one-fifth of the rural households indicated to have used some form of labor-sharing and
exchange of oxen

Reciprocal gift is also a common way to solidify social and economic relationships. It is
an important form of informal insurance. In Eritrea gifts are given to mark births, deaths,
and wedding, as well as to help the elderly, the ill, and woman who have just given birth.
Individuals also provide services to others, or acts for the benefit of others at a personal cost,
but there is an expectation that this kindness will be returned at some time in the future
in case of need. Informal reciprocity networks are the social glue of poor communities and
help their members cope with a great number and variety of shocks. Moreover, where they
do work, these systems generate feelings of pride and empowerment. In a community where
reciprocity is strong, people's care for each other's interests is great.

11.3.4 Use of Common Resources to Finance Social Services

In Eritrea rural communities have communal lands, which are used for grazing and tree cul-
tivation. 5ome land also put aside for collective farming, with the produce being used to
help finance local services-the building of a clinic or school, payment for teachers, and health
workers, or buying anvils for workshops producing agricultural tools (Firebrace 8c Holland,
1984:36). But with the scarcity of land and harvest failures in most villages contribution are
made in cash or in kind to finance social workers such as community health workers, traditional
birth attendants, priests and so on. Some Mahóers in the studied areas also were reported
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to raise funds or coordinate free labor of inembers in activities like building roads, schools,
health institutions and the like.

11.3.5 Outcome Contingent Contracts

Contingent contracts are common among traditional Eritrean communities. In rural areas
contracts between land-holders and tenants are mostly share-cropping contracts, and so are
many contracts between the owners of oxen and those without oxen. In this way, the risk
of nature, harvest failures because of insufficient rainfall are shared between the two parties.
Their contract is based on the outcome of the produce with the hope of good rain in the
summer. The same type of contract is applied in the traditional medical system. In the tra-
ditional medical practice remuneration involves sharing of risks between provider and patient.
Payment is usually in kind; often no charge is made until a cure is achieved. Such arrangement
clearly results in some sharing of inedical cost risks between patient and traditional medical
practitioner. In most of the cases patients pay traditional medical practitioners very little at
the beginning but when they are cured payments will be substantial.

In the case of observable medical efforts patients seek providers who have appropriate skill
at lowest cost and then insure that the necessary effort is exerted. It is rare for a modern
medical practitioner to make his fee contingent on the outcome of treatment. Leonard (2000)
has shown that traditional medical practitioners in rural Africa charge a nominal fee and
expect the bulk of their income to come from "appreciation" payments by the patient after
successful treatment.

In the traditional medical system the repeated interaction between the patient and the prac-
titioner resolves the principal-agent problem as it allows observation of a large number of
outcomes from which information can be gathered about the effort that is provided. Car-
roll (2001) noted that when people in groups or communities have repeated interactions, feel
solidarity, and trust one another, the costs of completing a transaction are lower than when
people are afraid that their trust will be violated and rights trod upon.

11.3.6 Willingness to Extend Dues and Assistance to Health Care
Services

As shown in table 11.5, most people are willing to contribute for their traditional mutual
aid community associations than for formal health insurance schemes. About 7ó010 of the
respondents have membership in Mahber.

Table 11.5: Mahóer membership, payment 8e willingness to join possible scheme

Household response
Membership 76.0~
Mean annual payment for Mahber USS 7.6 [á3.20-40]
Willingness to join Mahberbased health insurance scheme 63.7~
Preferted averaQe monthly premium US á0.47 fS0.26-2.0]
Source: Based on survey data, 2003.

It is usually when people start families that they join Mahber even though the unmarried
are also active members in some Mahbers. The other main reported reason for people not
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being members of Mahber is when they are new settlers (not well established) in a particular
area. Even though very few respondents gave the reason of not being able to pay contribution
for not being members of Mahber, almost all members have provision for members who face
economic problems and are unable to pay contributions after being members for some time.

As can be seen from table 11.5, about 63.7~0 of the Mahbermembers were willing to join
Mahber-based health insurance schemes and the average monthly contribution is being able
to raise was Nakfa 7.05 (US ~0.47) with a range of Nakfa 3.90-30 (US~0.26-2.0).

Most Mahbers collect contributions (a fixed amount of money) from their members. For those
contributing regular monetary payment, the mean annual payment was Nakfa 114 (US~ 7.6)
with a range of US ~3.20-40. Benefits are distributed according to the bylaws of the Mahber.
Whenever there is a problem with a member, a given amount (depending on the bylaws of the
particular Mahber) will be taken out and given to that member. There are also some Mahbers
who raise the fixed contribution whenever the problem arises. Mahbers in the rural areas in
two of the surveyed sub-zones do not make any monetary contribution at the time of a death.
Instead, they collectively take care of the burial and other ceremonies.

Table 11.6, lists the type of health care benefits preferred by those willing to join tLlahber
based health insurance scheme. As can be seen from table 11.6, the benefits that are most
valued by the respondents were inpatient admission (39.5010) followed by drugs (26.7070) and
emergency services (13.2P1o).

Table 11.6: Types of benefits sought by those willing to join Mahber based health insurance
scheme

Benefit

Drugs
Emergency services
Inpatient admission
For investigation
Referral services
Payment for outpatient visits
More than one of the above
Total respondents for this item
Source: Based on survey data, 2003.

Household response
Frequency Percentage

423 26.7
209 13.2
625 39.5

89 5.6
103 6.5
55 3.5
79 5.0

1583 100

A Mahber based health insurance scheme can be tailored to cover only inpatient care. In-
patient cases ase not only unpredictable but also rare; and the costs of treatment are either
unaffordable or payment pushes people, even the better off, into indebtedness and poverty.
But it should be considered that whether referrals to the more specialized facilities are to be
included or not. Should a scheme's benefits be restricted to secondary hospitals or should re-
ferral for, say, specialist cancer treatment or heart surgery be allowed? This could potentially
be very high cost and could drain the scheme, resources.

A Mahber based health insurance scheme is not well suited for the finance of routine ambula-
tory care (outpatient care) because its requirements tend to be reasonably predictable and are
of relatively low cost and people might be expected to meet these costs out of their pockets as
they go along without too much hardships. The bill for outpatient health care costs could also
be footed either by members of the extended family or by borrowing money from the nearest
kin (or neighbor).
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11.4 Z~ansformation of Existing MahbeT Institutions

Traditional community associations have an obvious potential for serving as social financing
mechanisms. These associations are called upon for various self-help activities and sometimes
act as health insurers, though largely in a less formal manner. The strengths of commu-
nity financing in mobilizing and managing Mahber-based health insurance schemes in Eritrea
are based on three factors:The first factor is social capital. When hard times strike, family,
friends and community are often the ultimate safety net for low-income groups. The second
factor is the existence of some community institutions that organize successful reciprocal ar-
rangements, for e.g. mutual aid community and credit associations, among members of the
community. Low-income households often feel more confident about contributing to tradi-
tional mutual aid community associations that operate credit, savings, and social insurance.
These associations akeady have a positive track record locally, rather than to broad-based
national health insurance. The third factor is the connectedness between local communities
and external institutions committed to advance the general welfare of society. Schemes that
built such connections early on have a better chance of expanding their membership, resources,
risk pool, and benefit package as the community they serve grows and evolves. Pretty and
Ward (2001) identified five types of connectedness (i) local connections- strong connection
between individuals and within local groups and communities; (ii) local-local connections-
horizontal connections between groups within communities or between communities, which
sometimes become platforms and new higher-level institutional structures; (iii) local-external
connections- vertical connection between local groups and external agencies or organizations,
being one-way (usually top-down) or two-way; (iv) external-external connections-horizontal
connections between external agencies, leading to integrated approaches for collaborative part-
nerships; and (v) external connections- strong connections between individuals within external
agencies.

Bardhan (1995) asserted that what makes mutual aid community associations work is peer
monitoring, a common set of norms, and sanctions at the local level. All Mahbers in the
surveyed areas have a chairman or a"judge" and almost have a secretary and a treasurer. With
formal administrative structure and impersonal market mechanisms the informal associations
(Mahber) and networks, in Eritrea, can be transformed into Mahber based health insurance
schemes (or village health insurance schemes). Village health insurance schemes are common
in countries like Guinea-Bissau, Brazil, China, Ecuador, and Mexico. In these countries a
village level prepayment scheme for drugs and basic services has been funded through annual
collections made shortly after the harvest, when cash is readily available in the village. Rural
prepayment schemes are increasing attention as a means of financing and organizing health
services within a district setting.

Community based insurance schemes are common in countries like Tanzania, Burundi, Ghana,
and Nepal. The case study on the community based health insurance scheme in Senegal shows
that the formation of a health insurance scheme for households in rural areas is possible and can
result in better access to health care for otherwise excluded people (Jutting, 2004). Especially
in places where local institutions have already developed forms of mutual help, possibilities
seem to exist for developing the schemes into more formalized approaches (ibid.). In addition
to an existing local network, the existence of a viable health care system is of tremendous
importance.

Community based insurance schemes have often been developed by NGOs, donor agencies
and social workers. Community based micro-insurance has aroused much interest and hope
in meeting health care challenges facing the poor, and micro-insurance is considered to be an
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important financing tool for protecting the poor from adverse financial consequences in the
event of sickness. Several types of community based health insurance schemes have emerged
in sub-Saharan Africa (Wiesman and Jutting, 2000; Atim, 1998), Asia (Krause, 2000) and in
other regions (Bennett et. al, 1998; Jakab and Krishnan, 2001).

However many people in Eritrea simply do not understand the concept of insurance. It takes
time to explain insurance and risk sharing. The idea of handing over money that will be used to
pay for other peoples' health care is hard to explain-and to absorb. Their main fears are about
paying money `for nothing' i.e. when they are not ill. In our survey some households further
stated that paying money in advance for health care means, "inviting diseases". Most rural
communities try to avoid `thinking' disease. Contributing financial resources to prevent disease
or costs to future disease is regarded as attracting `bad fate against oneself'. Thus individuals
are not used to taking personal responsibility for their health and there is a pervading culture
of fatalism that resists cover. To overcome this, in Eritrea Mahber based health insurance
schemes can be promoted through traditional mutual aid community associations. As clearly
described in table 11.1 these associations have broad social functions that go beyond social
and economic benefits.

Mutual aid community associations are characterized by voluntary membership, non-profit
objective, peer monitoring, risk pooling, and mutual aid (or solidarity). Their advantage lies
in being able to reach low-income people in rural areas and working in the informal sector
who are otherwise difficult to reach, able to exploit social capital in bringing about greater
awareness, less adverse selection and moral hazard problems. But they have also certain
weaknesses such as low capital base, low level of revenue mobilization, small size of risk pool,
and limited management capacity.

11.4.1 Effects of Extending Services in Existing Institutions

A Mahber based health insurance scheme cannot afford the coverage of chronic care, not only
the cost is high but also it is predictable. Members of scheme may be willing to subsidize
others in rare times of extreme need; they may be unwilling to heavily subsidize them on a
regular basis. This is not to say that providing protection for those with chronic illness is not
important, but just Mahber based health insurance schemes are not the best way of doing it.

Another area that may generate considerable discussion is that of the possible inclusion of
deliveries in the package. It is possible to argue that while mothers have nine months to plan
to meet the financial costs of normal delivery and should be expected to do so themselves, a
scheme might include emergency deliveries which are rare but expensive.

If inembers decide to include outpatient care and chronic care they must expect contributions
(in cash or in kind) to Mahber-based health insurance scheme to rise. ALso, experience tends
to suggest that women groups do want deliveries to be included. If so, the costs of the scheme
may rise and again a future requirement might be to include all antenatal care. Contributions
(payments) can also be adjusted if switching over from individual to household members (e.g.
children and elderly) has different health care needs than the working population.

Another concern is that whether services should be restricted to just one provider or whether
members should have choices. This depends largely on what members want and where they
are currently getting their services but the decision does have some implications. In some
areas, especially rural and hilly areas, there may be little choice. Such an approach is perhaps
easier to implement, although lack of competition reduces any pressure on the provider to
improve the services. In urban areas, there may be a number of potential providers. Dealing
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Figure 11.2: Promoting Mahber-based health insurance scheme in Eritrea
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with a large number may be more difficult from a managerial point of view but does offer
better potential for driving up quality. A scheme offering a choice of providers must include
incentives for members to access the quality of care they need in the cheapest setting. One
way to do this is to charge higher co-payments (or fix reimbursements up to certain level) for
high cost providers.

Local communities need help to launch mahber-based health insurance schemes (or to expand
mutual aid community associations). The use of existing traditional mutual aid community
associations would save the task of creating a separate agency for initiating and implementing
health insurance for the poor. One of the most effective means of capturing the minds of
many African people is to work through their traditional institutions (Senyonjo, 2002). The
importance of traditional institutions in facilitating modernization lies in the need for an
adaptation mechanism, or a translator of new ideas through reference and contrast to pre-
existing ones.

Central and local government units, and local and international NGOs should help local
communities to manage such schemes. For example, the government can offer political, moral,
legal, technical, or financial support while NGOs are providing financial, technical and material
support.

The success of mahber-based health insurance schemes partly depends also on people's com-
mitment to take preventive measures, and increase access to health care services. Community's
knowledge about diseases prevention should be increased. Public health education thus should
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emphasize on educating people about preventive measures rather than providing only general
information on the signs and symptoms of diseases.

11.4.2 Design of Contracts

The ideas introduced in the previous section have to be specified, which can be done in several
ways. We propose the following organization. A Mahber (traditional mutual aid community
association) is willing to extend its risk-sharing service to members. It will organize health
care insurance for its members, but cannot bear the full financial costs of this extra burden.
The government is willing to subsidize the Mahber-association, but wants to be sure (i) that
the money be spent for health care insurance and not for other social or health expenditures
and (ii) the individual Mahber-member is not blowing up demand. These are problems of the
moral hazard type and the adverse selection type. A solution is to let the government pay in
kind, so it gives vouchers to the Mahber that represent a right to be cured by a public health
provider. The Mahber has to buy these vouchers at one third of the cost price and hand such
a voucher over to a sick person. That person goes to the health provider, together with a
co-payment of one third of the cost price. The provider can cover the deficit of treatment,
which is the last third of the cost price, by a claim on the government.

The financial insurance function is then taken up for one third by the Mahber association
and for one third by the government. The insurance premiums are for one third paid by the
Mahber-members and for one third by the taxpayers. The Mahber association, however, takes
care of the organization of the insurance.

This model can be extended in three ways: if the premium is fully paid by public funds, we
get a public insurance system. The government is determining the medical assistance, but it
may be unable to cover the full cost. If the premium is fully paid by the Mahóer association,
it is in fact an insurer. However, as mentioned above, members are not (yet) able to pay
the premium. The Mahber may outsource the insurance organization to a cooperative that
is established between several Mahber-associations. That cooperative may become a stronger
transaction partner for the government than an individual Mahóer association. Eventually,
this cooperative may also serve as an insurer for the private Mahber members: the third
extension. In that case, individual Mahber members pay a contribution both to the Mahber
and the cooperation. This is an intermediate step towards a market based insurance scheme.

11.5 Conclusion

In Eritrea neither the state nor the market is effective in providing health insurance to low-
income people in the rural areas and informal sector jobs. The formal providers are often at
an informational disadvantage and face high transaction costs. By necessity schemes for the
informal sectors have social welfare dimensions rather than commercial characteristics. In a
situation in which free public health services provided by the state are no longer being provided
and access to private insurance is denied, the transformation of the voluntary mutual aid
community associations into an autonomous, locally organized Mahber based health insurance
schemes at the local level is one possíble way of closing the gap. The primary aim of Mahber-
based health insurance schemes are to pool the resources of a whole group (mainly of socially
excluded individuaLs) in order to obtain protection for all the members against the financial
effects of the health risks to which they are potentially exposed (`risk pooling'). Joining

267



Henlth Care Governance in Devedoping Countries: The Case of Eritren

together into a group means that the financial costs of the health risks can be `distributed'
among the members, as each member pays a premium.

Although the extended family is important in Eritrea, it does not give adequate coverage, as its
size is limited, risks cannot be spread widely. Small losses do not present any special problems,
but large losses with small probabilities cannot be adequately insured by the extended family.
Generally, extended family risk sharing arrangements do not adequately protect the households
when a series of misfortunes accumulate; costs are unforeseen and high; an event is irreversible
or lasting; events co-vary, that is, affect a large region; and an individual or family has low
levels of human and social capital.

The inability of the extended family to cover large losses and unexpected shocks turned the
traditional Eritrean society to look for a non-kinsmen informal mutual aid community associ-
ations, which are large enough to cover huge unexpected costs. At the local level, this means
that a manageable group of people, most of whom know one another, pay a contribution in
cash or in kind to Mahber- based health insurance scheme, from which specific treatment costs
and~or drug costs can be fully or partially borne by the mutual aid community association
(i.e. by all members) if one of the members fall ill. This can substantially improve the health
situation for poor households and prevent them from the shock of very high treatment costs
that would otherwise reduce them to poverty or even deepen it. In this way, setting-up Mahber
based health insurance scheme (an extended version of mutual aid community association) can
also help to fight poverty at the local level.

The transformation of voluntary mutual aid community associations into Mahber based health
insurance schemes requires an active role of central and local government units, and the
involvement of local and international NGOs. The inclusion of health care insurance into
traditional mutual aid community associations may make the system complex technically and
administratively. But with the help of the government and NGOs technical and managerial
skills can be built up; and mutual aid community association can be formalized through legal
and political support.

Individual and household characteristics also play a role in the viability of Mahber based health
insurance schemes. In areas with widespread poverty and a scattered population, setting up
Mahber based health insurance scheme is much more difficult than in richer and more densely
populated areas. In the case of the former family and kinship relationships are very important
while in the later mutual aid community associations are a plus.

Learning from the experience of other countries, in due course of time, to cover the entire
population, some of the mechanisms adopted in the other countries to cover the self-employed
like farmers, fishermen, elderly dependent, disable, and unemployed through various means
including earmarked taxation could be exploited.
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Chapter 12

Traditional Medical Practice:
Complementary and Alternative to
Modern Health Care System in Eritrea

12.1 Introduction

Traditional medicine refers to a heterogeneous collection of therapeutic substances and tech-
niques based on theory and explanatory mechanisms that are not consistent with the western
clinical model of inedicine (Eskinazi, 1998). Traditional medicine includes herbal remedies,
and such ancient skills and traditional techniques as traditional Chinese medicine (Bensoussan,
1999).The term traditional medicinel is used to explain the traditional medical practice that
has been in existence even before the advent of modern medicine. It is still widely accepted
and used in prevention and treatment of physical and mental disorders as well as social imbal-
ances. Due to its intrinsic qualities, unique and holistic approach as well as its acceptability
and affordability, it continues to be the best alternative care available for the majority of the
global population, particularly for those in the rural areas of developing countries.

The importance of traditional medicine as a source of primary health care was first ofHcially
recognized by the World Health Organization (WHO) in the Primary Health Care Declaration
of Alma Ata in 1978 and has been globally addressed since 1976 by the Traditional Medical
Program of the WHO (Wilder, 2001). The WHO, through that program, defined traditional
medicine as having a long history and comprising of the sum total of the knowledge, skills,
and practices based on the theories, beliefs and experiences, indigenous to different cultures,
whether explicable or not, used in the maintenance of health as well as in the prevention,
diagnosis, improvement or treatment of physical and mental illnesses.

Traditional medicine plays an important role in developing countries, particularly in Asia and
Africa. In Malaysia, it is estimated that about 500 million dollar is spent annually on tradi-
tional medicine, compared to about 300 million dollar on conventional medicine (WHO, 2001).
A significant percentage of the population in developed countries also uses traditional medicine,
it is estimated that in U5A about 27 billion dollar, in Australia about 800 million dollar, and
in the United Kingdom about 500 million pound, is spent annually on complementary and
alternative medicine (Ibid.). In China traditional medicine is used both for domestic industry

1The term complementary ~alternative~ non-conventional medicine are used interc2iangeably with tradi-
tional medicine in some countries (WHO, 2000).
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and for an export. In 1996, it was estimated that about 43.8010 of the total sale of inedicine, in
China, was traditional pharmaceutical products (Wilder, 2001). China earns annually about
5.8 billion dollars from the export of traditional pharmaceutical products (ibid).

In this chapter, we address a question that 'with a vertically integrated service in the health
sector, with traditional and modern health systems, is it possible that both coexists and even
supports each other and under which conditions is that possible?' To answer this question a
cross-sectional study was conducted in four administrative zones of Eritrea: Debub, Maekel,
Anseba, and Semenawti Keih Bahré. A sample of 250 each was drawn randomly from modern
and traditional medical practitioners2 . Data were collected by questionnaire and interview.
Two types of questionnaires 3 were administered: one for the modern medical practitioners
and the second for traditional medical practitioners. A semi-structured interview guide was
used to elicit response from key informants: both providers and consumers. Key informants
from the providers' side included health administrators, modern health practitioners, top-level
government officials in the Ministry of Health, and selected traditional medical practitioners.
Key informants from the consumers' side included village and area administrators, community
leaders, and selected patients. Secondary data were obtained from Eritrea Health Profile
(1999; 2000 and 2002 publications), Eritrea Demographic and Health Survey (2002), and
from various publications and articles. The basic objectives of the study are: to explore
the views, attitudes and perceptions of modern and traditional medical practitioners about
traditional medical practice in Eritrea, and to assess the complementarities between modern
and traditional medical systems.

In this chapter there are six sections: section 12.2 describes traditional medical practice in
Eritrea. Section 12.3 presents the views, attitudes and perceptions of modern and traditional
medical practitioners about traditional medicine in Eritrea. Section 12.4 deals with the com-
plementarities between traditional and modern health care systems. Section 12.5 discusses on
the findings of the study. Section 12.6 concludes.

12.2 Traditional Medical Practice in Eritrea

Traditional medicine in Eritrea includes medicinal preparations from plant, animal, and min-
eral substances, as well as spiritual healing, traditional midwifery, hydrotherapy, massage,
cupping, counter-irritation, surgery, and bone-setting. In Eritrea, there is at least one tradi-
tional medical practitioner for every 1200 people eompared to one modern medical practitioner
(physician) for every 13,000 people. Jones (1991) maintained that in every Eritrean village
there seems to be at least one person who is knowledgeable about healing.

Traditional Eritrean pharmacopoeia mainly comes from the vegetable kingdom, and comprised
the leaves, flowers, seeds, bark, sap, and roots of a wide variety of plants. The following are
some of the common medical plants in Eritrea: Laurel, Comfrey, Coriander, Dandelion, Dill,
Eucalyptus, Fennel, Garlic, Ginger, Lemon Balm, Lemon, Olive, Peppermint, Pepper, Rue,
Sesame, Verbena, White Willow, Worm Wood, Yarrow, Angelica, and Anise.

Out of the above list, Garlic, Lemon and Eucalyptus are widely used for common diseases in
Eritrea. Eucalyptus leaves are used in the treatment of cough and congestion. The leaves of
the eucalyptus are boiled in water and the steam is in-hailed, while for children, the herb rue

2For the method of data collection and sampling procedutes see chapter 5, section 5.6.
3It is important to acknowledge that some of the questions in the study (questionnaite) were adopted from

Addis et al., 2002.
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is ground with warm oil and rubbed on the chest.

Garlic is another widely used traditional herbal medicine in Eritrea. Onion and garlic fermen-
tations are used as antibiotics by many traditional medical practitioners in Eritrea. Garlic
preparation were suggested to be effective in the treatment of common cold, malaria, cough
and lung TB, hypertension, wound healing, sexually transmitted diseases, mental illness, kid-
ney and liver disease, asthma, and parasitosis. Other disease that are treated by garlic also
includes diabetics, skin disease, headache, typhus, swelling, back pain, evil eye and haemor-
rhoids. It is also used as antidote for poisoning by snakebite. Inhalation of pulped and crushed
garlic is traditionally used in the treatment of pulmonary disorders. Garlic is commonly taken
mashed with honey, butter, or milk. Its administration is both in raw and boiled forms.

Lemon is one of the most versatile natural medicines for home use in Eritrea. It is taken
as a preventive for many conditions, including stomach infections, circulatory problems and
arteriosclerosis. Lemon also used to decrease inflammation and improve digestion. A mix of
lemon juice and oil are also used to kill germs.

The animal kingdom also provides four main articles of inedicine: honey, butter, sheep's
fat, and certain insects with medicinal properties. Honey is used in the treatment of colds
and sore throats. Melted butter also served as a specific against small pox, malaria, and
other complaints. Traditional medical practitioners usually use medical herbs and other local
ingredients to treat both diseases a.nd common illnesses.

Traditional surgical practices like bleeding and cupping, bone setting, counter irritation, and
cauteries are also widely practiced. The practice of cupping is considered useful in the treat-
ment of rheumatism. Pankhurst (1990:116) explained the cupping procedure in this way

"It is effected by a means of a cow's horn of 3 to 4 four inches long with a hole at the
end. The skin of the patient's forehead would be held between the thumb and forefinger
of the left hand of the practitioner, who then with his right hand would cut a gash a
half inch long with a razor. The practitioner places the horn on the skin and begins to
suck at the thin end of the horn. By this means from 100 to 150 grams of blood can be
extracted at a time".

Bleeding in the veins of the arm and leg is also carried out in cases of headache and similar
complaints. The practice of counter irritation is extensively used in treating inflammation of
the lungs; several small burns would be made on the chest either with a red-hot iron or a piece
of burning charcoal. This treatment is also widely employed as a cure for rheumatism. Cautery
is another type of surgical practice that is used to disinfect skin and to prevent bleeding, as
well as in the treatment of snake, scorpion, and other bites.

Bone setting is also performed, often with a high measure of success. F~actures and dislocations
are tied with cloth or leather supported by wood, plates of copper, lead or iron. Dislocations
are corrected with the aid of a poultice made of the undigested contents of sheep's stomach
bound up in medicinal leaves (Pankhurst, 1990).

In Eritrea thermal springs are reputed to be of value for a wide range of disorders, most
notably rheumatism, skin diseases, syphilis, and leprosy. The sources at Aylet and Ali Hasa,
which are found 30 miles south of Massawa, are famous thermal springs (Pankhurst, 1990).
The sources at Aylet is thus famed in the cure of 'all skin diseases, rheumatism and many other
complaints' and is frequently visited by patients suffering from venereal diseases, rheumatism,
dysentery, and fever. The curative values of such thermal springs are widely recognized by
foreign travelers.
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Thermal waters are traditionally employed both for immersion and for drinking. Bathers
sought to spend 'as long as possible in the water', and it is the custom to remain at the pools
'either seven days or fourteen'. People at the springs near the red sea coast (mai wooi) stated
that for the cure to be efficacious it is necessary to bath every day for seven days and to enter
the water seven times each day. After each immersion patients take a light meal and drink a
cup of coffee, and after the seventh day they would dress and rest in the shade.

Parallel to the thermal springs there are also cold springs, which are known as mai chelot.
The springs are blessed by the clergies of the church and people perceive them as holy water.
Patients wash in these springs for the complaints of various diseases. Springs, both hot and
cold, in many places are believed to be of divine origin. Thermal and cold springs throughout
the Christian highlands are often called after saints or other religious personalities. At mai
chelot there are several separate sources, each of which are given a religious name, such
as Medhane Alem (or savior of the world), and Kidana Mehret (or Pact of Mercy) as well
as St.Michael and St.George. Thermal waters in non-christian areas are also often given
a religious connotation. Greater expectations are focused on the supernatural. There are
innumerable prayers for the prevention or cure of disease. Magic also plays a considerable role
in traditional medical treatment.

The practice of traditional medicine in Eritrea, therefore, consists of the use of herbs (or
washing with various herbs and other substances), steam and smoke inhalation, oral medica-
ments (for e.g., inducing diarrhoea and vomiting), spiritual healings, holy water (including
thermal baths), bone-setting, and minor surgical procedures like bleeding, cupping, counter
irritation, cauteries, etc. Traditional medical practitioners administer the preparations of such
medicaments. They are often the health care practitioners of choice for many rura,l and urban
dwellers in Eritrea. In some villages there are no clinics or hospitals nearby, but traditional
medical practitioners are there, and people consult them as neighbors and identify with them
culturally.

Traditional medicine remains a major health option among the rural population of Eritrea
(Issayas, 1996). It is widely used in the prevention, diagnosis, and treatment of an extensive
range of ailments. Many women in the study areas (Ghinda, Dekamhare and Northwest
Asmara) said that they use traditional medicine because they are culturally identified with it.
The Tigre ethnic group community leaders in Ghinda gave us the following four reasons as
to why they use traditional medicine in their locality: (a)for certain diseases the traditional
medical system is more effective than the modern health care system, for example, bone setting,
cupping, yellow fever, and treatment of skin diseases; (b)the lack of success of conventional
western medicine in dealing with some individuals and conditions; (c) preference for 'natural
alternatives' for example, the thermal and cold springs, which are believed to be a divine
origin are common preference for most ordinary people; and (d) the desire for more social and
cultural control over health care, for example, female circumcision, uvulectomy, milk tooth
extraction and cauterization.

In the same region, women from the Saho ethnic group report additional reasons for their
preference of traditional medication. They said that it is a tradition to exhaust all domestic
remedies before a visit to modern medical practitioner. Similarly, women from the Afar ethnic
group said that they use traditional medicine because it is useful heritage from their forefathers
(Assefaw, et al. 1999). Women have less communication and cultural barriers in the traditional
medical system. All women in the study group, however, said that they visit modern medical
practitioners when the treatment with traditional medication fails.

The wide use of traditional practice in Eritrea might be attributed to a number of factors such
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as culture, poor geographical accessibility of health facilities and low quality of health care,
high fees of health service and so forth (Assefaw, et. al , 1999). Many people believe that tra-
ditional healers are effective in managing certain diseases such as mental illness, fractures and
dislocations, epilepsy, yellow fever, hepatitis, cancer, snakebite, jaundice, and skins diseases.

1~aditional medical practitioners have an important role in rural communities. Their role is
that of physician, counselor, psychiatrist and priest, and people visit traditional medical prac-
titioners for problems that range from social dilemmas to major medical illnesses. Traditional
medical practitioners can be classified into two groups: classical and contemporary.

Table 12.1: Classification of traditional medical practitioners

Classical Traditional Medical (a) Special healers in areas where other health facilities are
Practitioners lacking.

(b) Traditional medical practitioners who deliberately
leave most complaints to modem medical practitioners
and focus on those which are inadequately covered by
modern medicine (e.g. female circumcision, uvula
cutting, milk tooth extraction, bloodletting, etc.).

Contemporary Traditional Medical (a) Traditional medical practitioners partially absorbed by
Practitioners the modem medical system (e.g. traditional birth

attendants).
(b) Traditional medical practitioners who use modem and

traditional medicine for the treatment of illness.

The advantage of traditional medical practitioners is that they communicate well with their
patients and are able to explain diseases symptoms to their patients' satisfaction. ~aditional
medical practitioners refer also certain diseases to modern medical practitioners when they
recognize that such diseases are outside their domain.

The Eritrean Ministry of Health has identified ten types of traditional medical practitioners
in Eritrea. These are herbalist-those who use herbs and root to treat an illness; druggist-
those who use animal and plant products, and minerals resource; hydrologist-those who use
water, steam and smoke baths; physiotherapist-those who treat injury or weakness in the
joints or muscles by exercise and message, and use of light and heat; magicians-those who
treat illness through magic and spiritual inspirations; spiritual healers-those who treat illness
through prayers; bone settlers-those who treat bone fractures and dislocations; animal bite
healers-those who treat specially snake bites; dermatologist- those who treat skin diseases such
as fungus, wounds on the skin and itching; and traditional birth attendants-those who assist
delivery and perform other related activities such as circumcision, uvula cutting, and milk
tooth extraction.

Prevention and treatment of illness are an intrinsic part of the local belief system. A mixture of
modern explanations and older forms are often combined to describe the process of becoming
sick. It is obvious that in most of the cases people use popular indigenous traditional medicines
to treat common illnesses, if this fails they seek help from modern medical practitioners.
Conversely people may visit modern medical practitioners in their first instance, if this fails
they seek help from traditional medical practitioners. Patients have the freedom of choice
between modern and traditional medical practitioners.

Although a large proportion of the population in Eritrea rely on traditional practitioners
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including traditional midwives, herbalists and bone-setters, and on local medical plants to
satisfy their primary health care needs, traditional medical practice has not yet officially
recognized in Eritrea. Because of this there is no formal referral system between modern and
traditional medical systems. Absence of a formal referral between the two systems adversely
affects those patients who refer themselves from one system to the other.

12.3 Perceptions and Attitudes of Modern and Tradi-
tional MPs about ~aditional Medical Practice in
Eritrea

12.3.1 Perceptions and Attitudes of TMPs

During the study period we approached ten types of traditional medical practitioners from
the four admínistrative zones of Eritrea. About 39010 of the traditional medical practitioners
are located in Zoba Debub, which accounts for about 36.8oI'o of our sample. By type of prac-

Table 12.2: Socio-demographic characteristics of TMPs

Demographic TMPs
characteristics No. (ok

Gender: As shown in table 12.2, about 710l0 of TMPs are male. This indicates
Male 155 (71.0) that traditional medical practice is dominated by men. As a custom
Female 63 (29.0) TMPs transfer their traditional medical knowledge to their sons not to

their daughters. Because of this women are usually active in the
Age iu years: assistance of chdd delivery, in uvula cutting, female and male

18-25 2 (I.00) circumcision.
26-35 5 (2.50)
36~0 51 (23.5) About 73qo of the TMPs are above 41 years old and ó3010 of them are
41-50 69 (3L5) illiterate. Most of the TMPs in this study have long years of
? 51 91 (41.5) experience. About 65~0 of them have been serving as traditional

medical practitioners for more than 20 years.
Educatioual status:

[lliterate 137 (63.0) About 83.6 ~lo of TMPs stated that they pracuce traditional medicine
Read and write 43 (19.5) on part-time basis. Most of them aze famters and priests who work in
Primary school 27 (12.5) the informal sector.
Secondary school 11 (5.0)

As most TMPs are getting older the continuity of indigenous
Years of service: traditional medical system is in uncertain future. The younger

0-10 27 ( 12.5) generation has little interest to leatn or maintain the system.
11-20 49 (22.5)
2 21 142 (65.0)

tice traditional birth attendants account for 25010 of our sample. This is because they have
multifunction in the traditional medical system such as delivery assistance, female and male
circumcision, uvulectomy, etc. About 3507'0 of the traditional medical practitioners claim that
they practice two or more types of traditional medication. But most of them specialized in the
treatment of specific diseases that are not adequately covered by the modern health system.
The views, attitudes, and perceptions of ThfPs about traditional medical practice in Eritrea
are illustrated in table 12.3 and 12.4.
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Table 12.3: Perceptions Se attitudes of TI~1Ps about traditional medical practice in Eritrea

Questions

How do you acquire the knowledge
on ttaditional medication?

Inherited from parent
l..eamt from a relative
Leamt from a ttaditional healer
Leamt from religious books and
institutions
No opinion

Are you willing to convey your
knowledge for research and other
medical activity?

Yes
No

Which health care service system
do you prefer more?

Traditional
Modem
Both

Do you believe that traditional
medicine is widely accepted by the
community?

Yes
No opinion

What are the main reasons for the
acceptance of traditional medicine
by the community?

Effective
Cheap
Lack of modetn health care services
All the three combined
No opinion

Do you have any collaboration with
other traditional medical
practitioners?

Yes
No
No opinion

Response

Most knowledges about traditional medicine are
acquired from patents and close relatives. About 74 ~o
of TMPs in this study acquired their knowledge from

125 (57.5) this source. Religious books, which are found in the
36 (16.3) monasteries of Debre-Bizen, known as Etse Medhanit
22 (10.0) aze also claimed to be a good souice of knowledge on

traditional medicine for priests and monks. In this study
26 (12.0) this source accounts for about 12 36. Priests, who are
9(4.0) known as Debreras, are famous for their spiritual (or

magical) healings. Debteras are priests with high level
of education in theological and magical inspirations.
Because of their superior magical knowledge they
command a high respect within their communities.

74 (34.0) As shown in table 12.3, only 34~0 of TMPs were willing
144 (66.0) to convey their knowledge on traditional medicine. The

remaining 66,Ro want to keep their traditiona) medical
knowledge secret. Herbalists and spiritual healers are
very secretive and restrictive on the transfer of their
knowledge on vaditional medication. Most TMPs said
that they don't want the Ministry of Health and MMPs

27 (12.5) to take away or steal their medicine from them without
60 (27.5) due recognition. The existence of excessive secrecy in
131 (60.0) the traditional medical system has resulted in a series

blow to the credibility of the entire system. Many
urbanized westem educated people deny the efficacy of
the traditional medical system.

About 60r9o of the TMPs appreciate both traditional and
158 (72.7) modem medical syatems. They seek the

60 (27.3) complementarity of both systems. 73~ of the TMPs
explained that traditional medicine is acceptable by their
respective community. They maintained that traditional
medicine is accepted by the community not for a mere
cultural or social reasons but for the efficacy of its
preparations. About 60~90 of the TMPs agree on this

65 (30.0) argumen[. The lack of adequate modem health care
38 (17.3) facilities and the flexibiliry in the payment of TMPs
44 (20.0) contributes also for the acceptance of traditional
60 (27.7) medication.
11 (5.0)

Only 12.Sqo of the traditional medical ptactitionets
(TMPs) have some coilaboration with other
traditional practitioners. Most of them don't know
each other, and this limits their opportunity for the
exchange of experience. The traditional birth

27 (12.3) attendants who constitute 22qo in this study have
180 (82.7) collaboration with modern medical practitioners.
11 (5.0) They explained that usually they get training 8t
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Table 12.3 continue......
Questions

Do you have any collaboration with
modern medical practitioners?

Yes
No

Do you record history of your patient?
Yes
No

Do you provide free service for clients
who can't afford to pay?

Yes
No

Do you prescribe modern drugs along
with ttaditional medicaments?

Yes
No

Did you treat patients who visited
modern medical practitioners for the
same illness episode?

Yes
No

What measures do you take in case of
failure of your clients to be treated by
you?

Attempt other medicaments or
provide additional dose

Give advice to visit modem medical
practitioners
Refer to other TMP
Nothing
No opinion

Which of the following traditional
medical practices do you think are
important?
(More than one choice is allowed)
Female circumcision
Uvulectomy
Milk tooth extraction
Counter irritation
Bleeding
None of the above

Source: Field data, 2003.

Response

medical kits from the Ministry of Health. About
54 (25.0) 75qo of the TMPs do not have any collaboration
164 (75.0) with their modem counterparts, and 95qo of

them don't maintain records of their patients this
is partly because ó3010 of them were illiterate.

12 (5.3)
206 (94.7) About 78qo of the TMPs replied that they give

fnVe service for those who can't afford to pay.
The mode of payment in the tradi[ional medical
system is more flexible it could be in cash or in

169 (77.7) kind, or could it be on credit.
49 (22.3)

About 97qo of TMPs do not prescribe modern
drugs together with traditional medicaments.
Most TMPs advise their patients not to take

5 (2.3) modetn medicine.
213 (97.7)

More than 70qo of the TMPs replied that they
had treated patients who visited modem medical
practitioners for the same illness episode. One of
the reasons for patients' self-referral to TMPs is

153 (70.0) the lack of success of conventional westetn
65 (30.0) medicine in dealing with certain ailments.

TMPs advise also their patients to visit modern
medical practitioners when the treatment with
traditional medicine fails. About 42.Sqo of TMPs
in this study replied tha[ they t~efer their patients
to the modem medical practitioners if the

49 (22.7) disease is outside their domain. However, about
the same number replied ihat they provide

93 (42.7) additional dose or try other medicaments when
11 (5.0) the treatment fails to cure the patient. Only Sqo
16 (7.3) of them referred their patients to other traditional
49 (22.3) medical ptactitioners.

More than 30qo of the TMPs replied that female
circumcision and uvulectomy are important.
Both surgical ptactices are widely condemned
by MMPs.

72 (33.0)
70 (32.0)
41 (19.0)
14 (6.3)
18 (8.4)

3 (1.3)
Note: Numbers in parenthesis are percentages.
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Table 12.4 shows that about 44010 of the TMPs support the idea of selective integration of tra-
ditional medical practice into the modern health system, and 30010 of them opposed integration
of both systems. Most TMPs stated that people with a western education, mainly MMPs,
look down on them, and they have less interest on the indigenous traditional medical system.
We have observed that there are suspicions and mistrust between both practitioners. About
49010 of the TMPs agreed with the idea of training for traditional medical practitioners whereas
25010 of them opposed to any sort of training. Some TMPs explained that they don't want to
disclose their traditional medical knowledge for the sake of training or scientific research and
as such 31~10 of them opposed the idea of a joint research activity with MMPs. But about
74P1o of TMPs agreed with the idea of government support for the development of traditional
medical system.

Table 12.4: Perceptions 8t attitudes TMPs about traditional medical practice in Eritrea

Lssues on traditiorpl medical pranice
Strongly Disagree NeiUter Agree Strongly
disagree agree nor agree

disagree

(1) (2) (3)
Meao Std Std

(4) (5) Dev Fnor
Seleai~ integrabon of TMPsI treditiaal medicine
io[o tM natiorel health system 0.069 0243 0.243 0.408 0.037 3.10` 1.03 0.070
TrainingFaTMPs 0.000 0248 0.261 0.450 0.041 328' 0.88 0.060
Government suppon fa TMPs 0.000 0.00 0.251 0.482 0.261 4.00~ 0.72 0.048
kint research aaivity between MMPs and TMPs 0.083 0225 0.21 I 0.413 0.069 3.16' 1.I1 0.075
Introduce a refeaal system between MMPs and TMPs 0.000 0.128 0.390 0.482 0.000 3.35` 0.69 0.047
Combined therapy of modem and traditiooal raedical tmatments 0.042 0206 0.248 0.408 0.046 3.1 I' L07 0.073
CollaborationbetweenMMPs andTMPs 0.000 0.385 0.353 02tí1 0.000 2,87 0.79 0.054
Traditiorcal medical practice is more useful ttian being harmful 0.000 0.032 0.385 0261 0.321 3.87` 0.91 0.061
Source: Field data, 2003. Note: t Denotes rno~rate suppon, ~ Denotes strong support.

The idea for the introduction of referral system between modern and traditional medical
system was supported by 48010 of the TMPs. About 35Q1o of them supported also the idea of
combined therapy between modern and traditional medical systems. 65oI'o of the TMPs are not
interested in combined therapy.They don't want to mix their traditional medicaments with
modern drugs.

Collaboration between modern and traditional medical practitioners is pervaded by mistrust
and negligence. TMPs stated that most people with a western education (for e.g. physicians)
undermine them and do not have confidence on their treatment. Only 26oJ'o of the TMPs agreed
on the idea of collaboration between modern and traditional medical systems. About 58010 of
TMPs stated that traditional medical practice is more useful than being harmful whereas
38.5P1o of them neither agree nor disagree on this idea. About 45a1o of them acknowledged the
existence of some harmful traditional medical practices.

Many TMPs stated that there are differences in skill and knowledge among different tradi-
tional medical practitioners and such differences would results inaccuracy in diagnosis, dosage
determination and preparation of inedicaments. In the absence of standard written procedures
the occurrence of error is high. Meanwhile 35P1o of TIV1Ps replied that if illnesses are correctly
diagnosed, and dosages and medicaments are well administered, traditional medicine would be
less harmful. Traditional surgical practices like female circumcision, uvulectomy, milk tooth
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extraction, cupping and bleeding are also widely condemn by modern medical practitioners.

In this study about 20.4010 of the TMPs practice circumcision, 11.6c1o uvulectomy, l001o milk
tooth extraction, and 5.2oIo use bleeding techniques (see table 5.5). TMPs, particularly, women
in the study area in support of female circumcision said that 'being uncircumcised is unthink-
able', one would itch to instantly, and run after men all the time. According to them cir-
cumcision reduces sexual madness for women and this would make women more faithful to
their husbands. This is a deep-rooted belief among the Christian and Moslem communities in
Eritrea, 33oIo of TIV1Ps believed that this traditional surgical practice is important.

In the Eritrean Demographic and Health Survey (EDHS, 2002), it was found that for many
Eritrean women female circumcision is an important factor in attaining social acceptance and
having better marriage prospects. Social acceptance (42010) is the most frequently cited benefit
of circumcision, followed by better marriage prospects (25010), and religious approval (18010)
(ibid.). Furthermore, the uvula is claimed to be the cause of many common diseases for
children such as cough, throat problems, vomiting and oropharyngeal blockage. The uvula is
also said to cause additional problems: difficulty in swallowing and in breastfeedíng, making
a child more vulnerable to thirst and generally making the child sickly. About 32010 of TMPs
explained that by cutting the uvula children could be relived from these problems.

Milk tooth extraction is another area of controversy. According to traditional beliefs diar-
rhoea and fever at the time of milk tooth eruption may be due to worms in the gum. This
can be dealt with by having the teeth extracted or, rather, the gum being drilled and the
primary teeth or the new, permanent teeth extracted or curved out. Practice of milk tooth
extraction is also reported as a treatment of poorly growing older children. Although this
practice is reported to cause osteitis and osteomyelitis about 19o1c of TMPs replied that it is
important. Cupping~blood-letting is another widely used traditional surgical practice. The
rationale behind bloodletting is that the body is decaying internally, causing tissue swelling
and deteriorating health. This is dealt by removing blood. This surgical practice is used for
the treatment elephantiasis, rheumatism, high fever and headache. About 29o1e of the TMPs
said that such traditional medical practices are important.
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12.3.2 Perceptions and Attitudes of MMPs

It is often generalized that modern health professionals consider traditional medical practice
as a practice that serves no purpose and several times it has been stated that the continued
existence of traditional medicine is merely because of lack of access to modern health care
facilities. Such negative attitudes may possibly stem from misgivings about its biomedical
values and probably from many other factors. The views, attitudes and perceptions of modern
medical practitioners about traditional medical practice in Eritrea are illustrated in table 12.6
and 12.7.

Table 12.5: 5ocio-demographic characteristics of MMPs

Demographic characteristics
Gender:

Male
Female

Agc in years:
18-25
26-35
36-40
41-50
251

Yeats of service:
alo

11-20
221

Modem medical practitioner
by qualifit-alion:

Physicians
Nurse
Assistant nurse
Health technicians
Other health professionals

MMPs
No. (k)

131 (58.0) As shown in table 12.5, atwut 58~k of the modern
94 (42.0) medical practitioners (MMPs) are men. 7870 of

MMPs are more than 31 years old and atwut 50~ of
15 (6.7) them are in the age range of 18-40 years.

33 (14.6)
68 (30.0) Most MMPs have less than 20 years of work
82 (36.7) experience. About 45rh of [hem have I 1 to 20 years of
27 (12.0) experience; 20~ more than 21 years of expetience;

and 35~ less than 10 years of experience.
78 (34.7)
102 (45.3) Physicians, nurses and assistant nurses, account for
45 (20.0) about 81.7~0 of the study subjects. Physicians and

nurses took a fair share in the sample, which is 48.4X.
The persons who provide an auxiliary service to the

41 (18.2) physicians constitute 51.6~ of the sample.
68 (30.2)
75 (33.3)
26 (11.6)
IS (6.7)

Table 12.6: Perceptions 8c attitudes of MMPs about traditional medical practice in Eritrea

Question

Do you accept traditional medical
practice?

Yes to all of it
Yes [o some of it
No [o all of i[

Did you visi[ TMP at leas[ once in
your life?

Yes
No

Do you have any collabora[ion
wi[h TMPS?

Yes
No

Did you treat patients who visited
TMPS for the same illness episode'?

Yes
No

Have you ever [reated patients
referred by TMPs?

Yes
No

Resportse
No. (?F,)

The presen[ s[udy reveals that about 683F, of
modem medical prac[itioners have utilized
[radiUonal medicine at teas[ once in their

196(87.0) lifetime. and about 879b of them have accepted
29 ( 1 3.0) some aspects of traditional medication.

Abou[ 80~ of MMPs replied [hat they don't
have any collaboration or con[act with TMPS.

133(68.0) However, about 8346 of MMPS replled [ha[
72 (32.0) they trcat paUents who visited TMPs for the

same illness episode. It is obvious that in
Eritrea most people try home remedies or self-

43 (20.0) [reatment First, before taking sick children and
180(80.0) adults to heal[h facili[ies for [rea[ment.

Tablc 12.6 further shuws [ha[ about 7396 of
191 (83) MMPS prefer modern medical treatment [o
34 (13.0) traditional medication for all situations. The

impor[ance of scfenHfic research on tradidonal
medicaments was stressed by most MMPs.
Furthcr about 4246 oF MHPS sta[ed that

162 (72) . ~n~itic e.cearch is the only way foz [he
63 (28.0) irun~u~ionr and development of tradidonal

mediun~ in F3ritrea.
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Table 12.6 Continues.....
Ques[ion Response

No. (SE)

Do you prefer modern medical treatment
to traditional medical treatment for all
situations?

Yes
No

What do you recommend for the

l69 (75.0)
56 (25.0)

More than 309c of MMPs cherished traditional
medical practitioners in the treatment of fractums
and dislocations (bone-setting), and the role of
traditional birth attendants in delivery assistance.

improvement of traditional medical
practice?

Scientific research 94 (42.0)
Training of TMPs 56 (25.0)
Sustainable use of inedical plants 14 (6.0)
Government assistance TMPs 50 (22.0)
Provision of license to TMPs 11 (5.0)

Where do you think that TMPs are
more effective?

Treamtent of inental illness and epilepsy 18 (8.0)
Treatment of fractutes I bone-setting 70 (31.0)
Cupping 29 (13.0)
Treatment of skin disease 41 (18.0)
Delivery assistancelmatemity 67 (30.0)

About 18~k of the MMPs replied that TMPs are
effective in the treatment of skin diseases
including cancer and 13~k replied that TMPs are
effecrive in cupping and in other minor surgical
procedures.

In most of the cases the treatment of inental
illness and epilepsy with a traditional medical
system aze not successful. Only 8~k of the MMPs
replied that TMPs are effective in the treatmen[ of
these diseases.

MMPs have some teservations on certain surgical
[raditional medical practices such as female
genital mutilation, uvuleaomy, incision of eye-
lid, tonsillectomy, cauterizarions, and counter
irti[ation.

As shown in table 12.7 below, selective integration of traditional medical practice into the
national health system was supported by 71PIo of MMPs. The training and support provided
to traditional birth attendants (TBAs) by the Ministry of Health ( MOH) has been mentioned
by many MIVIPs as a good example of selective integration. Officials in the MOH said that
they don't oppose any sort of integration if the efficacy of the traditional medicine proved
scientifically.

Table 12.7: Perceptions 8t attitudes of MMPs about traditional medical practice in Eritrea

Issues on tradiuonal medical prxtice
Slrongly Disagree Neither Agee Strongly
disagree agreenor agree

disagree
Mean Std. Std.

(D (2) (3) (4) (S) Dev Etror
Sekaive integtation of TMPsI tredióonal mediciae
iaw tk natíonal health system 0.00 0.11 0.18 0.65 0.06 3.66' 0.747 0.061

TtainingfaTMPs 0.00 0.02 0.23 057 0.11 3.68' 0.787 0.064
Govemment support for TMPs 0.05 0.04 0.34 053 0.05 3.48' 0.841 0.068
Joint tesearch xtiviry between MMPs and TMPs 0.00 0.00 0.19 OS I 0.30 4.1 l~ 0.691 0.056
Introduce a re(etral syatem hetweea MMPs and TMPS 0.29 0.38 0.23 0.09 0.00 2.12 0.943 0.071
Combitted thetapy of nadem and traditional medical treatments 0.09 0.06 0.21 057 0.00 3.33' 0.952 0.017
CollabotationbetweenMMPs andTMPs 0.00 0.09 0.37 053 0.00 3.44' 0.660 0.054
Ttaditional medical Dracóa is more usefid thao being harmful 0.14 0.41 0.25 0.14 0.00 2.38 0.896 0.073
Source: Field data, 2003. Note: t Denotes moderale suppott, tt Denotes stmng suppott.

The importance of scientific research on traditional medicaments was stresses by many M1~1Ps.
About 67P1c of MMPs support the idea of training for T1~IPs. Training of TMPs was strongly
felt to be important for the improvement of the service of TMPs. Many MMPs stated that
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training should focus on dosage determination and side effects, in hygienic preparation and
administration of the medicaments as well as proper diagnosis of the health problems.Ml~4Ps
stated that the MOH and other NGOs should play a role in the organization and training of
TMPs. Some MMPs suggested for the formation of TMPs association. The association can
be used to promote training and linkage activities with TMPs.

About 57qo of MMPs opted for government support of TMPs with a focus on TBAs. Majority
of MMPs (81o-Io) support the idea of joint research activity with TMPs. However, most 1`4MPs
have a deep concern on the secrecy of TMPs especially herbalists. This is a common problem in
other countries too. Bahiru (2002) interviewed the 5ecretary of Healers Association in Ethiopia
with regards to cooperation with MMPs and conducting a joint research with modern research
institute like the Ethiopian Pasteur Institute. Bahiru pointed out that the secretary adamantly
opposed by saying "the Pasteur Institute wants to know the elements in our medicines. If we
disclose the type of plants and their components that we use, the knowledge will be robbed from
us, the way they have always done in the past". The healers association repeatedly insisted
that healers should be assured of patent right before the disclosure of their medicaments
(ibid.).

Excessive secrecy of TMPs is a hindrance for the development of traditional medicine. TIV1Ps
are always blamed by modern medical practitioners for being abnormally secretive with regard
to their healing. Their secretiveness is so exaggerated that they can even said to be unwilling to
teach their knowledge to their own sons unless these sons swear never to reveal such knowledge
to others. Most hide their knowledge regarding the collection, processing and administration
of material medico, from the public, patients, and other healers, keep such information as a
professional secret. TMPs should be convinced to reveal their traditional medical knowledge
and at the same time an incentive should also be given for their discoveries. Only through
this way traditional medicaments can be improved and used to the well being of the people.

About 67010 of MMPs disagree with the idea of introduction of a referral system between
traditional and modern medical systems although an informal referral system is common
between the two systems. Most patients refer themselves to the traditional medical system if
the treatment with the conventional modern medical system is unsatisfactory and vice-versa.
In fact 57PIo of MMPs supported the idea of combined therapy (traditional and modern) for
certain types of diseases, and 53oI'o agreed to collaborate with traditional medical practitioners
in research and in the treatment of certain diseases in which the traditional medical system is
claimed to be effective.

Both systems have characteristics ofweakness and strengths and should work together to offset
their respective weaknesses. MMPs are doubtful about the efficacy of traditional medical
practice. About 47~0 of them do not agree with the idea that traditional medical practice
is more useful than being harmful, only 1401o agreed with this idea. We asked also modern
medical practitioners to list down the major harmful traditional practices and to give their
comments on the side effects of these medications. Their comments were focused on the
surgical traditional medical practices such as milk tooth extraction, female genital mutilation,
uvulectomy, bleeding and cupping, cauterization, incision of eye-lid etc. MMPs explained that
the side effects of such traditional medical practices are infection, HIV~ AIDS transmission,
serious illness and death.

Modern medical practitioners look traditional medical practice from medícal side only. Certain
surgical traditional medical practices that are considered wrong from the medical perspective
are right in the traditional communities from the social and cultural perspectives. Social and
cultural values play a great role in the traditional medical system. This is true in the case of

281



Health Care Governance in Devedoping Countries: The Case of Eritrea

Table 12.8: Complications on traditional surgical medical practice

Traditional practice Most common complications
-Milk tooth extracuon -Infection, even tetanus and sepsis, bleeding, damage of permanent teeth.
-Uvulectomy -Infection (even sepsis, tetanus, HIV), bleEding, death.
-Female genital -Bleeding, infecdon, delivery complications, anaemia, death.
mutilation

-Uterus massage -Rupture of uterus, matemal death, bleeding, stillbirth, fcetal distress,
bladder mpture, abruption of placenta.

-Tonsillectomy -Infection (including tetanus), bleeding, breastfeeding difficul[ies, death.
-Cauterization -Infection (also tetanus), scar formation, nerve paralysis.
-Venopuncture -Severe bleeding, anaemia, infection, FQV, death.
-Incision of eye-lid -Infection, scar, bleeding.
-Rectal ulceration -Damage of sphincter, rectal prolapseà bleeding, infection.

Source: Jeppsson, Anders, et al. (2003).

female circumcision, uvulectomy, mílk tooth extraction, cauterization, spiritual healing and
magic. People visit traditional practitioners for problems ranging from social dilemmas to
major medical illnesses. The use of traditional medication depends on the social and cultural
values, and beliefs of local communities.

12.3.3 Differences in Perception Between Modern and 1i~aditional
Medical Practitioners

Much of the differences in perception between modern and traditional medical practitioners
are the results of educational gap between the two groups. The F-test for equality of variance
and the T-test for equality of ineans in table 12.9 show that there are significance differences
in age, education, experience and sex composition between the two practitioners.

Table 12.9: Difference in socio-demographic characteristics between MMPs 8c TMPs

L.evene's Test for
ualit of Variance

Socio-
demographic F Sig.
characteristics

2- difference difference
railed

differences

Sex 22.665 0.000
Age 12.490 0.000
Fducation 7.030 0.008
Yeaz of service 9.472 0.002

[-test for Equality of Means
Sig. Mean Std. error 95~ CI of the

T

2.782 0.006 0.139 0.0502 (.041-.238)
-12.405 0.000 -10.603 0.8548 (-12.28--8.92)
57.308 0.000 14.095 0.2459 (13.61-14.57)
-5.601 0.000 -3.496 0.6242 (-4.72--2.26)

The huge differences in age and level of education between modern and traditional medical
practitioners hampered the collaboration (or joint research activities) between the two groups.
Both groups are pervaded by mistrust and suspicion. TMPs are very conservative and they
don't trust MMPs, and MMPs in return look down on TMPs.

As shown in table 12.10, there are significant differences in percept.ion between modern and
traditional medical practitioners over the issues of integration, collaboration, joint research
activities, training, combined therapy, referral system, and the credibility of traditional med-
ication.
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Table 12.10: Difference in attitudes and perceptions between Modern 8c Traditional Medical
Practitioners about traditional medical practice in Eritrea

lxveae's Testfa
ualÍ d Vananre l-~sI fa vali Of Meaas

Lssues oo Ttaditiaoal Medical Piactice F Sig. T Sig. Mean Std Fna 95~ C7 of the
(2-taile~ lhffer~ce fhfference Difference

Integration of traditiaial metical paaice
inm the reuonal nwdem healtó s tem 2b.286 0.000 5.184 0.000 056515 0.09843 (031-0.16)
Tramin fa traditiaoal medical rtioners 10.764 0.001 4.416 0.000 0.40226 0.08986 (023-058)
Govemment support fa oaditáoal me~cal

óóoners 9.453 0.002 b319 0.000 -051192 0.08196 (-0.68 to-0.36)
loiot research activity betwern modao and
uadióonal medical ~acutioners 56.488 0.000 9.367 0.000 0.95218 0.10111 0.15- I.IS)
lotroduce a referral system between modem
and tiadióonal medical s stems 8.643 0.003 -14.326 0.000 -1.22654 0.08562 -1.39 to-1.06
Combined therdpy of modem and traditional
medical treatments 4.422 0.036 1.981 0.048 021651 0.10899 0.002-0.431
Collaboration betweea haditiorel aod
modem medical 'tiocers 3.966 0.041 1.144 0.000 056385 0.1893 (0.41-0.72)
Traditional medica! practice is more iseful
than bein ha~mful 0.601 0.438 -15513 D.000 -1.48489 0.09512 (-1.67 to-1.29)

The "F-test" for equality of variance and the "t-test" for equality of inean show that the
differences are statistically significant. The negative t-value indicates overwhelming support~
agreement of TMPs than MMPs over the issue and a positive t-value shows viceversa. A
positive mean difference (with a high value) over the issues of joint research activities, col-
laboration, and integration implies that MMPs support (or agreement over theses issues) are
overwhelmingly surpassing TMPs.

12.4 Complementarities Between 7~aditional and Mod-
ern Health Care Systems in Eritrea

In this study complementarities refers to 'offsetting mutual lacks4 or balancing respective
weaknesses'; or supplying what is lacking or needed by anothers. Things that are complemen-
tary are different but together form a useful or attractive combination of skills, qualities or
physical featuress. The traditional medical practices in the South East Asia such as in China
(Acupuncture) and in India (Ayurvedic medicine), and in the west (Naturopathy) could be
mentioned as good examples of complementarities of the traditional medical systems to the
modern bio- medical systems. TMPs usually provide medical treatments on diseases that are
not adequately covered by the modern health care system and refer certain diseases to modern
medical practitioners when they recognize that such diseases are outside their domain. The
traditional medical system complements the modern health care system in the social-cultural,
medical and economical dimensions.

4The American Heritage Dictionary of the English Language, 4th Edition, Houghton-Muffing Company.
SLongman Dictionary of Contemporary English, Pitman Press, Great Britain, 1978.
fiOxford Advanced Learner's Dictionary, 6th edition, Oxford University Press, 2003.
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12.4.1 Socio-cultural Dimension

The socio-cultural dimension focuses on the social, cultural and religious values. Religion
plays a central and integrating role in social and cultural life in most Eritrean societies. For
example, thermal and cold springs have more religious significance in addition to their medical
values. People perceive them as a divine origin and often call them after the names of saints.
Instead of going to a doctor or a hospital, many Eritreans prefer to take a dip in a "Maichedot"
one of the country's numerous cold springs that are believed to cure sickness.

TMPs are close to the people, understand their mentalities and their cultural context, speak
the local language and thus are able to transmit effective messages. In Eritrea majority of
health workers do not speak the local ethnic languages, which makes communication with
patients difficult. In some localities women have cultural barriers to communicate effectively
with male health workers. In this respect TMPs are socially and culturally acceptable because
they have great knowledge of phaytotherapy and ethnobotany. The added advantage of TMPs
is that they have long consultation time with their patients. TMP's actions are directed
toward the patient's health or well-being, which is defined through discussion and deliberation
with the patient. Patients are participant recipients; they are simultaneously participants in
collaborative decision-making and recipients of TMP recommendations, services, and care.
TMPs extract information from their patient through a long process of questioning (during
divination) which is often supplemented by knowledge of their patients' situation. The end
result of this process is that the TMPs announce to their patients the nature and cause of
their ailments. This is what is lacking in clinics and hospitals. Good (1987:33) noted that

"... the biomedical model encourages minimizing the time considered 'necessary' for
routine diagnosis and therapist-patient consultation. Little value is placed on knowing
the patient in terms of his or her social network and physical conditions of life. Broad
ranging consultation is rare, and clinical procedure is well adapted to processing a large
number of patients in a short time. Average contact time between doctor and patient
is typically under two minutes, and over half of that time may be consumed by ad-
ministrative details. In this crucial act of consultation the biomedical model is simply
inadequate to cope with many of the clinical assessments that are necessary to proper
diagnosis. If there are important language, ethnic, and social class differences between
the practitioner and the patient the problem is compounded-not the least for African
doctors who as a result of health ministry policy frequently find themselves working in
areas where their own language is not used".

In the modern health care system patients are often treated (paternalistically) as being inca-
pable of understanding what is happening to them, so no attempt to explain the nature or
cause of their disease is made. This problem appears to apply to both doctors and nurses.
Clinic and hospital users complain about a number of things. Firstly, some are upset because
they cannot read what is written in their cards. This is not because they are illiterate but
because the handwriting is often barely legible and, most of all, because remarks are usually
written in an abbreviated form, using English words.

12.4.2 The Medical Dimension

The medical dimension of traditional medical practice includes both physical and emotional~
psychological treatments. TMPs have the gift of coping with psychological aspects of explain-
ing disease to patients, in a way that western medicine cannot, the mysteries of life and death,
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of why ghosts, spirits or evil eyes. ~Yaditional healing always deal with natural laws, because
all life is subject to these natural laws and ill-health is usually due to abnormal imbalance,
either within an organism, or of the organism with its environment (Traditional iVledicine
Network, 2003). TMPs do not only work at correcting the internal imbalances through which
disease can manifest in an individual, but also work at re-establishing an individuals harmony
with the environment and their relationship with the natural cycles to which all life is sub-
ject. TïVfPs treat a broad spectrum of diseases, including conditions which are not diagnosed,
misdiagnosed, and incompletely diagnosed, or are no longer manageable by modern medical
practitioners according to biomedical standards (see table 12.13). Furthermore, TMPs un-
derstand the belief system, needs and fears of their patients, and the necessity of treating
the body and psyche as an individual whole (Good, 1987). TMPs feel personally satisfied by
the act of healing. When patients believe that they have been healed and feel satisfied, the
healer also satisfied. So there is a mutual satisfaction among healers (TMPs) and patients.
What makes the traditional medical practice interesting is that TMPs provide treatments on
diseases that are not adequately covered by the modern health system.

12.4.3 The Economic Dimension

The economic dimension focuses on the mode of finance and risk sharing arrangements between
TMPs and patients. In the traditional medical system the mode of payment is quite different
from that of the modern health service. The payment is gradual and can be in cash or in
kind. At the same time it is paid after observing the outcome of treatment (Assefaw, et. al.
1999). Although the cost is sometimes high, as it is paid on a loan basis, the system is said
to be financially accessible to the people. Unlike in the modern health system, the use of the
service is not affected by financial constraints. Fee depends on the financial standing of the
patient. For those who cannot afford, the service is provided free of charge (Assefaw, et. al.,
1999). This was also confirmed in the present study. About 78QI'o of TMPs responded that
they provide free service for those who can't afford to pay (see table 12.3).

The interesting thing in the traditional medical system is that in most of the cases payment
is made when full recovery is assured: outcome-contingent contract. In this study it has
been found that TMPs in rural Eritrea charge a nominal initial fees and e~ect the bulk of
their income to come from 'appreciation' payments by the patient after successful treatment.
About 76.7P1o of TMPs stated that they receive larger payments (in kind~cash) from the
patients who cured of their ailments than those who were not cured. Payments made after
the initial consultation are 2 to 3 times higher when a patient is cured than when he~she is
not. Payments to 'modern medical practitioners' in contrast are higher both in successful and
unsuccessful cases. It is rare for a modern medical practitioner to make his fee contingent on
the outcome of t.reatment.

Outcome-contingent contract motivates TMP constantly to improve the quality of care pro-
vided so as to increase the satisfaction of his~ her client. TMP's financial remuneration is
secondary to the patient's well-being; procedures are implemented-not always successful-to
ensure that financial considerations do not conflict with or undermine the TMP's pursuit of
the patients best interest. The TMP is motivated to improve the patient's well-being under
"pay when cure" system. This is incompatible with the focus of the market system that
profit maximization is the provider's primary motivating force where customer retention and
attraction ensures high quality.

How can TMPs agree to accept payment when the patient could lie about the outcome and
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refuse to make any payments? Two reasons are advanced: first, TMPs live in the same village
as many of their patients and can therefore observe what patients are doing; second, patients
believe that TMPs know whether they are cured.

The practice traditionally operated as follows: when a patient refused to pay, the TMP would
either invoke a curse on the patient or revoke the cure (World Bank, 2001c). This practice
invokes near universal fear in rural populations, and most non-healers believe that if they
failed to pay they would be cursed. All TMPs told stories of patients leaving without paying
and then returning, sometimes years later, begging to be allowed to pay. Patients fear of being
cursed, allows TMPs to collect payment after the treatment without fear that the patient will
refuse to pay. The traditional medical practice relies also on trust, collaboration, and shared
interests between TMP and patient. In Eritrea traditional values of honesty and social norms
play an important roles in traditional medical practice.

Table 12.11: Social, economical 8e medical dimensions of modern8c traditional medical systems

Traditional Medical Sy I Modem Medical S stemtem
Economic Dimensions

Y

~Fees are conàngen[ on the outcome of ~Fees are chazged regardless of the
treatment ( outcome-contingent contraa); outcome of ueatment (effort-

~Risks are shared betweeo the healer and the contingent contract);
paàent .Risks are shared among insured

~Payment is both in cash and in kind with an individuals (or in the absence of
extended loan arrangemenr, insurance risks are absorbed by the

.Appreciation payments; household);
~Fees are waived for the poor (the motive is ~Payment is only in cash with exclusive

altruism) loan arrangements;
~Under ttte table payments.
.Fees aze waived for the poor (the
motive is uit .

Social Dimensions

~ Greater emphasis on religious and cultural ~Greater emphasis on ethical and
values (or social norms); medical values (or professional

~ Dlness is described as abnormal imbalance medical standards);
within an organism or of the organism with its ~ Illness is personal; clinically
environment; determined in a hypothetical situation;

~ Focus on natural laws; ~ Focus on rigorous scientific
discoveries~

Medical Dimensions

. Peer professional attitude: nature and cause of . Patemalistic professional attítude: less
ailments are explained to the patient the patient or no attempt of explanation on the
is considered as a capable person to understand nature and cause of ailments to the
what is happening to him. patienr, the parient is considered as

~ Long consultation time; ease of incapable person to understand what is
communication; less technical and absence of happening to him.
medical jazgons. ~ L.ess consultation time; ucease of

~ Use of indigenous natural products (animal, communication; more technical
herbal or mineral) in the preparation of and presence of inedical jargons.
medicaments. . Use of manufactured medical products

ca sules and antibiotics .
Govemance

~Market and social relationships;
. Informal In stitutions;
. Ser~ices are not standardized; healer's

reputation is much importanr
~Trust, common mles, norms and sanctions.

. Bureaucratic;
~ Formal niles and regulations;
~ Professional ethics: sen~ce standards

and procedures:
!Formal legal Procedures.
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12.5 Discussion

The complementarities between traditional and modern social capitals in the Eritrean health
sector is equally important as those in the legal and other social functions. There are comple-
mentarities among different levels and types of social capital, which ranges from social welfare
to legal functions. The recognition that all different types of social capital are necessary to
produce optimal results (and can in fact be mutually reinforcing) has a further implication-
namely; an "optimal mix" of types of social capital exists (Serageldin, et al., 2000).That is
why the needs for the collaboration of modern (usually referred as western) and traditional
medical systems become main social, economical and medical issue in the previous section.
Collaboration is defined, in this study, as how TMPs and the MMPs related to and worked
with each other. This could be expressed by how well they respected and communicated with
each other and made referrals.

The overall findings from the responses of both TMPs and MMPs indicated that generally
there are some good wills to establish positive relationships and collaborations between the
two parties, although this varies with individuals from one place to the other (see tables 12.3
and 12. 6).The need for collaboration is stressed largely due to the emphasis on the socio-
cultural dimensions of health. Traditional medical practitioners assess patients in the context
of their family culture and environment and it is the scientific basis of such assessment that
is mostly an area of controversy.

In the southern part of Africa, the ratio of traditional medical practitioners to the population
is approximately 1:500, in contrast to the doctor to population ratio of 1: 400,000 (Abdool, et
al., 1994). Health professionals should exploit the wisdom of traditional medical practitioners
by extending their research and support mechanisms. China and Vietnam are the pioneer
countries in the world where traditional medical systems are officially recognized as being on
par with western medicine. The Chinese gave this recognition in 1949 and Vietnam in 1961.
It is worthwhile to examine the traditional medical practices with the view of incorporating
useful elements into the modern health care system. In South Africa and Mozambique, TMPs
have an association, which recognized by the Department of Health and by the Ministry of
Health, respectively (Hewson, 1998).

Experience from many countries such as those in South East Asia suggest that integration
of traditional and modern health care systems can solve much of the problems by providing
basic health care services for the people in developing countries, particularly the under served
majority. In Asia and South Africa, both systems are equally developed and complement each
other to achieve optimal health care coverage. Rappoport and Rappoport (1981) propose
a two-stage method for linking biomedicine and traditional healing, which is inspired by a
process currently used in Western psychosomatic medicine. For example, a patient with a
peptic ulcer receives medication, diet, or surgery for his organic disturbance. Thereafter, the
physician, having also identified underlying emotional problems, frequently refers the patient
to a psychotherapist to find the 'non-physical' cause of the ulcer.

The experiences from South East Asia (China, Vietnam and India) and Africa show that
there are complementarities between traditional and modern health care systems. Recently
the collaboration between traditional and modern medical practitioners in South Africa and
Uganda has shown promising results in fighting HIV~AIDS. Both practitioners are conducting
a joint reseatch on HIV~AIDS medication, and in South Africa a drug for HN~AIDS prepared
by traditional medical practitioners is under clinical test.

About 87010 of modern health practitioners have accepted most of the traditional medical

287



Health Care Govemance in Developing Countries: The Case of Eritrt?a

Table 12.12: Possible complementarities of traditional medical practice

CountrylBlock Traditional medical practice
Eas[em system of complementary . Traditional Chinese medicine (includes
traditional medical practice Acupuncture, Chinese herbal medicine,

Tui Na, Qi Gong)
Ayurvedic medicine

Westem system of complementary . Naturopathy
traditional medical practice . Homeopathic medicines

Eritrean complemen[ary [raditional . Thermal springs
medical practice . Cupping

. Bone setting

. Herbal medicine
~ Tradi[ional midwifery

Cauterv

practices indicated in table (12.12). The importance of traditional midwives was emphasized
by most MIViPs. MMPs underscored also the importance of thermal springs in the treatment of
many skin and other diseases. About 45a1o of MIV1Ps stated that with an appropriate training
on dosage and side effects control, hygienic preparation and administration of inedicaments,
and diagnosis of health problems, herbalist may work on par with MMPs. Some MMPs noted
that if properly applied cupping can be effective for the treatment of some ailments. Cupping
is a technique used in traditional Eritrean and Chinese medicine for certain health conditions.
Glass or bamboo cups (in Eritrean the tip of the horn) are placed on the skin with suction,
which is believed to influence the flow of energy and blood in the body.

Many people believe that traditional medical practitioners are effective in the treatment of
certain disease. Our household survey (2003) shows that more than 65010 of the households
preferred traditional medical treatment as their first option for the diseases listed in table
12.13.

Table 12.13: Preferred treatment for specific types of diseases

Preferred treatment
Disease type Traditional (90) Modem (No)
Yellow fever 75.5 24.5
Skin disease 65.2 34.8
Fractures and dislocationslbone-setting 69.3 30.7
Rheumatism 54.7 45.3
Cancer 32.0 68.0
laundice 68.2 32.8
Uwlectomy 85.9 14.1
Hepatitis 41.5 58.5
Evil eye 95.0 5.0
Source: Field data (2003).

Most households explained that traditional medical practitioners are effective in the treatment
of these diseases. More than 90~o preferred traditional medical treatment for evil eyes and
other spiritual healings. These diseases are treated by priests, who are known as Debteras.
Yellow fever and jaundice are mostly treated by TMPs, which account for 75.501o and 68PIo of
the respondents' preference, respectively. More than 85010 of the respondents preferred TMPs
for the removal of the uvula this is because MMPs are reluctant to do such operations. It is
surprising to see that 32010 of the respondents' preferred TN1Ps for the treatment of cancer,
which is treated by MhfPs in most parts of the world. According to TMPs there are two
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types of cancer: male and female cancer. TMPs claim that they can successfully cure the
male cancer but not the female cancer. TMPs are also effective in the treatment of various
types of skin diseases, which are preferences for 65.2qo of the respondents. About 54010 of the
respondents preferred also traditional medical treatment for rheumatism. Thermal springs
and cupping are frequently used for the treatment of rheumatism in the traditional medical
system.

TMPs are traditionally acceptable and accessible than MMPs in many parts of Eritrea, espe-
cially in rural areas. They come from the communities they work and in most cases they are
the only medical help available in some of the places. Thus it is not a matter of choice because
the modern health services only reach a small percent of the population. For many rural
communities, traditional medicine is the only realistic resort for many ailments. Even with
the presence of modern health services many people prefer traditional medication. Both sys-
tems are, therefore, likely to coexist and complementary each other to balance their respective
weaknetitif,,.

In the household survey (2003) patients were asked if they consulted traditional medical prac-
titioners before their visit to modern health services for the same illness episode; about 25010
reported that they tried traditional medication before their visit to MMPs.

Table 12.14: Patients' classification by treatment sought

Patients' choice of treatment Percentage
Sought modern medical treatment after ttaditional medicaáon 25.0
Sought tradiáonal medicaáon after modern medical treatment 14.0
Sought modern medical trea[ment only 45.0
Souqht tradiáonal medicaáon onty 16.0

Total 100.0
Source: Field data, 2003.

Patients were asked also if they treated themselves with traditional medicaments before their
visit to traditional or modern health practitioners. More than 75oI'o replied yes. This indicated
that most people try home remedies or self-treatment before their visit to modern or traditional
medical practitioners.

MMPs were asked, `if they had treated patients who consulted TMPs for the same illness
episode'? About 85P1o of them said yes (see table 12.6). A similar question was asked also'if
they had treated patients who referred by TMPs'? Again 7201o replied yes. More than 70P1o of
TMPs also replied that they had treated several patients who consulted IV1MPs for the same
illness episode. Many TMPs stated that there are a number of diseases, which are treated only
by traditional medicine. Both systems are, therefore, likely to coeacist and often complement
each other and balance their respective weaknesses.

". .. traditional drugs and medical practices would be carefully analyzed, and
all compounds or procedures found useful should be preserved, developed and
promoted for wider utilization as a component of the PHC programs. To this
end the Pharmaceutical Service Department has initiated a research on traditional
medical practice in Eritrea, which focuses on the assessment of potential medical
herbs and registration of TMPs".

iV4inistry of Health (1996; 1999), Strategic health sector plan.
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Emphasizing on the importance of traditional medicine, health officials, in the MOH ,stated
that adequate support, guidance, monitoring and evaluation mechanisms should be in place
to assess the social and medical values of traditional medical practices and the cooperation of
countries with similar experiences in the field should also be sought.

The relationship between the two governance systems (modern and traditional medical sys-
tems) in a dual economy is crucial in this analysis. This relationship can be destructive for the
dominant system or independent and permissive, "living apart together", or complementary
and reinforcing. There are conditions in which the traditional medical system can be destruc-
tive for the modern health care system, for example, in the case of some backward traditional
medical practices such as female circumcision, piercing, milk tooth extraction, bleeding, etc.
The Ministry of Health, in collaboration with other concerned government agencies and lo-
cal NGOs (NUEW 8t NUEYS), is disseminating information about the consequences of some
harmful traditional medical practices to the people.

In some cases there are difficulties of cooperation between modern and traditional medical
practitioners under such condition both parties work independently and live apart together.
But there are also complementarities between the two systems, for example, in the case of
traditional midwifery, therapy and acupuncture, which have been successful in many Asian
and African countries. In countries like India and China there are also research and training
institutions for indigenous medical practices.

Although the incorporation of certain customary practices into the Eritrean primary health
care program was regarded by the ministry of Health (MOH) as possible and desirable, tradi-
tional medical practice has not yet recognized by the MOH. In an interview (2003) the head
of the pharmaceutical service department, in the MOH, said that

".. . the MOH has completed the initial phase of identification and registration of TMPs
in Eritrea. The pharmaceutical department is now preparing for the next phase, i.e.
interviewing of TMPs and analyzing their methods of healing. The efficacy of traditional
medicine will be determined by clinical test and scientific analysis. Those TMPs, who
are proven to be effective in the treatment of certain diseases, may be given training
to improve their method of healing. He mentioned also some problems that TMPs do
not disclose their knowledge on traditional medicine and this creates some difficulty to
conduct a joint research with scholars. Some physicians also undermine TMPS and this
in turn affects their sense of cooperation".

Head of pharmaceutical service department (Interview, 2003)

There are several reasons for the inclusion of TMPs in primary health care in Eritrea. To
mention a few: (1) TMPs know the socio-cultural background of the people, (2) they are
highly respected and experienced in their work; (3) economic considerations; (4) the strength
of traditional beliefs; and (5) the shortage of health professionals, particularly in rural areas.

The Eritrean Ministry of Health has so far been successful in integrating Traditional Birth
Attendants (TBAs) into the National Health System. Eritrea has high maternal mortality
rate in sub-Saharan Africa, which is 998~100,000 live births (EDHS, 1995). This is the area
where the complementarity's of the traditional system has been sought and yet exploited in
Eritrea.

The World Health Organization (1975) defined TBA as a person who assists the mother at
childbirth and who initially acquired her skills delivering babies by herself or by working with
other TBAs. There are some criteria for a woman to be recognized as a TBA in Eritrea.
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These criteria usually include: age between 30 and 50, experience of conducting at least 8-10
deliveries, known as a TBA in her locality, and desire for training as a TBA.

Training of TBAs has got a top priority in Eritrea. In Eritrera, TBAs attend two to three
training sessions per week covering areas such as ante-natal care and home delivery, post-natal
care, family planning, hygiene, asepsis and customary practices, and to recognize potentially
complicated cases for early referral to hospitals (Jones, 1991). The curriculum generally
included teaching the TBAs how to: examine pregnant women, identify high risk mothers
and refer them to the nearest clinic~hospital; advise women to get tetanus injections and get
their children immunized; supply iron tablets to pregnant mothers and vitamin A capsules to
postnatal mothers; attend the delivery in a hygienic manner; advise mothers on family planning
and proper nutrition for themselves during breast feeding and weaning of their babies; organize
community meetings for health education; explain to mothers and complete the "Home Based
Maternal Record" (a pictorial record card) and update it during pregnancy; and organize and
implement income-generating activities.

TBAs live in the communities in which they work and carry out an estimated of 80-90o-Io of
births in the rural areas, and attend the deliveries of 40-5001o at national level. The women
selected for TBAs typically are in their late thirties or older and are often selected by other
women in the village. Since these women have already command respect in their villages, the
MOH founds it more beneficial to train TBAs than to provide outside staff to villages on a
permanent basis.

Table 12.15: Assistance during delivery

Admia. Doctor NurseJ Traditional Relativel No Don't Total
zone Midwifel Birth Other One Knowl

Auxiliary Attendant Missing
midwife

DKB 16.4 25.5 38.2 19.0 0.2 0.7 100.0
Maekel 19.9 52.1 24.3 2.2 0.2 1.4 100.0
SKB 5.3 17.1 51.7 25.5 0.1 0.2 100.0
Anseba 5.0 ]0.4 59.3 25.0 0.0 0.3 ]00.0
Gash-Barka 4.2 6.8 56.5 31.5 0.0 0.9 100.0
Debub 4.7 15.8 35.8 42.3 l.l 0.3 100.0
Source: Eritrean Demographic and Health Survey, 2002: 140

As shown in table 12.15, nurses assist about 52PIo of births in Zoba Maekel. This is because
Zoba Maekel is a region where the capital city Asmara is found, and it has the highest number
of health facilities. But if we look at other Zobas TBAs assist most of the births and the
figure is higher (50-60010) in the three Zobas: Semenawi Keih Bahri, Anseba, and Gash-Barka.
The integration of TBAs into the national health system has contributed to the reduction of
maternal mortality rate from 998~100,000 live births ( EDHS, 1995) to 320~100,000 live births
. More improvements have also shown in the reduction of infant and under-5 mortality rate.
Under-5 mortality rate went down from 195~1000 live births in 1995 to 89~1000 live births
in the year 2002 (UNICEF, 2004). Infant mortality rate also went down from 114~1000 live
births in 1995 to 47~1000 live births ( Ibid).

Satisfactory results can be obtained if the interactions of modern and traditional medical
practitioners are designed properly. Traditional medical practitioners such as bone settlers,
herbalists, animal bite healers, physiotherapists and traditional birth attendants have a sig-
nificant contribution in the diagnosis and treatment of certain diseases in the areas where
modern health care services are not available, particularly in remote villages. The MOH can
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enhance and strengthen its primary health care programs by identifying the complementarities
and common interests of these seemingly disparate groups.

Figure 12.1: Complementarities between modern Sc traditional medical systems

Village Unir

Mndern Medira!
Prartttioners
[Health Station)

Tradiriunal Birth Atrendanrs

SF.CONDARYCARE
Major adntinisrrative areas

(in-patient, surgical and refracuiry cases)

~CenlraUSpecialized ~TERTIARY CARE
Hospital National Izvel

Source: Based on C.M. Good (1987)

(Specialized and Teaching Hospilals)

As shown in figure 12.1, there are positive connections between modern and traditional medical
practitioners at the village and community levels. Both systems have characteristic strengths,
some of which are potentially transferable to the other. TMPs may learn from MMPs sanita-
tion and hygienic procedures, standardization of therapeutic procedures, drugs and dosages,
treatment of infectious diseases, consultation and referral systems. In return MMPs may learn
from TMPs the practical knowledge of cultural and ethnic assumptions, psychosocial context
of illness, expectations regarding disease causation, diagnosis, therapy and therapists, and
outcomes of treatment (Good, 1987).

The proposed structure (in figure 12.1) is designed based on the assumption that there are
willing modern medical practitioners, including physicians in Eritrea, who do have the interest,
insight and motivation to work with T~1Ps in order to improve the quality of health care. We
assumed also TMPs willingness of cooperation as it gives them economic reward. The self-
interest of TMPs is expected to be a positive and powerful motivator.

The adoption of the proposed structure at a local level has the potential to: expand access
to a better quality of the most elementary primary care; facilitate simple curative treatment,
first aid, and improved midwifery practice; make more effective use of beneficial indigenous
medical practices; reduce costly, difficult, and often unnecessary travel to health centers and
hospitals through improved primary care within the local community; encourage communities
to take greater initiative in determining solutions to their health needs; and combine the best
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and eliminate the least desirable features of traditional and biomedicine.

12.6 Conclusion

In Eritrea, most TMPs acquired their knowledge of traditional medication mainly from their
parents and close relatives. Only few practitioners acquired their knowledge from literature,
particularly medico-religious manuscripts. This indicates that the knowledge is mainly trans-
mitted through word of mouth from parents and TMPs to their successors. Non-codified,
orally transmitted knowledge is generally held and used only within a limited circle of people
such as within specific indigenous or rural communities and falls within the sometimes used
terms 'indigenous' (or 'tribal'), 'farmers' (or 'rural'), 'popular' (or 'folk') knowledge. This in-
formation conveyance system will lead to distortion of original knowledge or even bring about
the total demise of the practice and necessitates urgent documentation. A number of social
factors such as the apparently increasing acculturation, mobility, displacement of communi-
ties, habitat distraction as well as negligence of the contemporary generation to acquire the
knowledge appea.r to re-enforce the threat to the continuity of the practice. In the present
study it was found that about 73010 of the healers are above 41 years old and about 63c1o are
illiterate. As most of the practitioners are getting older an immediate action should be taken
to explore, collect and document the information before it is irretrievably lost.

In Eritrea, generally, there are four groups in the health care system: the first group purely
appreciates the traditional medical system and seeks treatment from this system for all their
health problems; the second group appreciates the modern health care system and relies in
this system for their entire health problem; the third group seeks treatment first from the
traditional medical system and if not satisfied refer themselves to the modern medical system;
and the fourth group seeks treatment first in the modern medical system and if not satisfied
refer themselves to the traditional medical system.

The ínvolvement of modern medical practitioners and their collaboration with traditional
counterparts has so far been found to be very limited. This stems mainly from persistent
negative attitudes among the practitioners to one another though the present finding rather
demonstrates the existence of some good will between both practitioners. Some TMPs have
shown the interest to work in collaboration with modern health professionals and other re-
searchers. Most health authorities, however, stated that in actual practice TMPs might not
always reflect their orally expressed commitment. The main underlying reason behind the
reluctance of the TMPs seems to relate to the fear that they will be out of business after
revealing their healing techniques. However, many TMPs seem practically ready to work
with researchers if they are provided incentives and convinced about the importance of their
knowledge and its documentation for the coming generations and the country at large. In an
interview most of the TMPs expressed their desire of legitimization and general willingness
to work in closer collaboration with modern medical practitioners. Some of them have also
expressed theír interest to participate in any health related training courses.

The greatest hurdle over the development of closer working relationship between TMPs and
MMPs is the level of distrust that exists between members of the two groups. Trust takes
time to build, and when both parties are pervaded by distrust, cooperative arrangements
are unlikely to emerge. In this study, however, we found that there are some respect and
recognition between practitioners of both systems, and some of them are willing to collaborate
with one another. Collaboration would produce a reciprocal benefit to each system, and both
could exchange their experiences. Collaboration of both systems would also provide a patient
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a wide choice of a health care provider. Furthermore, it could help in the improvement of
general health care knowledge, enhancement of the quality a,nd number of traditional medical
practitioners, dissemination of knowledge on health care, and most importantly it could bring
the best possible health care for the under-served rural population at reasonable cost.

Traditional and modern health care systems are complementary than competitive. Comple-
mentarities of both governance systems are a complex social dynamics in which one cannot
function without the support of the other. The Eritrean health system would not be functional
in the absence of health insurance and other social safety nets unless the traditional mutual
aid community association and trustworthy transaction backed the financing and provision of
modern and traditional medical systems. 1~adítional medical system complements the modern
health care system in the social, medical and economical dimensions.

The results of our data analysis further show that, in Eritrea, there are needs for: (a)the
registration of all traditional medical practitioners, and the exploration and documentation of
all their traditional medical knowledge and the determination of its efficacy; (b)the establish-
ment of a legalized association of traditional medical practitioners, answerable to the Ministry
of Health, to be responsible for the evaluation and licensing of practitioner, formulation of
standards and code of practice, and punishment for misconduct and malpractice; (c) the pro-
vision by the Ministry of Health of recognized locations or institutions for practitioners in
the association; (d) the promotion, through the association, of proper observation of clinical
results and identification, analysis, and research into the therapeutic value of identified herbs;
and (e) the promotion and encouragement of dialogue and cooperation between practitioners
of modern and traditional medicine.

Even though there are differences in their governance system, the fact that traditional and
modern health care systems have already informally linked in many areas and can be viewed
as a valuable resource. Realization of these facts will pave the way for integration of the
two systems provided that cautious approaches are followed, adequate knowledge in various
fields of study are acquired, inter-sectoral and inter-institutional collaboration are exerted,
and policy decision makers are convinced to develop and implement scientifically sound and
socio-culturally acceptable programs.
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Chapter 13

The Choice of a Health Care Provider:
The Central and Northern Highlands
of Eritrea

13.1 Introduction

Most primary public health facilities in Eritrea provide health care services at a nominal fee at
the point of delivery. The amount of revenue collected through user fees from secondary and
tertiary public health care facilities is not more than 10010 of the recurrent costs. This attributes
to the fact that health care is one of the basic human rights that should be distributed
according to need not according to ability to pay. However, the paradox here is that while
public health care facilities are available at nominal fees for the urban and rural poor; in rural
areas people are continuing to visit traditional medical practitioners and in urban areas people
are continuing to bypass primary level health care facilities seeking treatment at tertiary level
health facilities. A common error in many health care policies in developing countries is the
implicit assumption usage of inedical care can simply be achieved by providing medical care
through the construction of clinics, the training of nurses, the provision of drugs, etc. So
one stresses only the supply side of the problem. However, high quality health care provision
is only translated into a better health of the population if individuals and households make
use of the health care system. Information on the use of a health care system is crucial for
planning, organizing and evaluation of health care services.

Illness recognition and hence considering health care, is still a problem in Eritrea. Health care
facilities are not used by all who need it. A typical problem in developing countries is that even
in the absence of user fees, access to health services are not equal due to non-monetary factors
such as travel time (Acton, 1975; Christianson, 1976; Grossman, 1972; Akin, et. al., 1984;
Heller, 1982; Dor, et. al. 1987; Gertler, et. al., 1987; Gertler and van der Gaag, 1990; Bolduc,
et. al., 1996). Much of the recent empirical research has thus been concerned with studying
the impact of price and non-price rationing on the demand for health care. Dor, et. al.,(1987)
and Gertler and van der Gaag (1990), using a conditional utility function, demonstrated that

lA revisc~d version of this chapter is publishesl in "Health Policy, 2006" ( forthcoming), under the title: The
choice of a health care prrnider in Eritrea.
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economic variables such as household income and price do have an influence on health care
decisions. Heller (1982) and Chernichovsky et. al., (1986) have also shown that price, income,
and distance are important determinants of the choice of health provider. Others (Mwabu,
1986; Wong, et. al., 1987; Gilson, et. al., 1995, Tembon, 1996) noted that quality of care is
the most important factor in the choice of health care providers.

Many factors therefore determine the use of health care. Anderson (1968), Kroeger (1983),
Newbold, et. al., (1995), Henderson, et. al.,(1994), and Fosu, (1994) have shown that the
demand for a health care services is determined by three factors: predisposing factors (social
or demographic characteristics), enabling factors (access for health care), and the need for
care (characteristics of perceived illness).

Our study on the choice of health care service provider in Eritrea is based on four health
care options: Government (Public health facilities), Mission (NGOs health facilities), Private
for Profit (General Practitioners clinics and Sembel hospital), and self-treatment (self-care
and~or a visit to traditional medical practitioner). In this study we address a question that
'what socio-economic and facility characteristics differentiate individuals who select treatment
option on government, mission, or private health care providers versus those in the reference
group who chose traditional medical practitioners including self-treatment option?' To answer
this question a cross-sectional study was conducted in three sub-zones of Eritrea: Ghindae,
Dekemhare, and Northwest sub-zone (Zoba Maekel). The study was conducted in a ten-month
period from January to October 2003. During the ten-month period data were collected for
1583 households out of 1657 households in the sample by trained investigators. The data were
collected both by questionnaire and interview2. The objectives of this study are to: assess the
factors that affect patients' choice of a health care provider; analyse the effect of each factor;
and examine the policy implications for future health care provision in Eritrea.

In this chapter there are five sections. Section 13.2 describes the economic model and key
assumptions in the study. Section 13.3 defines the study variables. Section 13.4 presents the
results of the empirical analysis. It shows facility assessment of respondents, price elasticity
of demand, simulation and marginal effects, and parameter estimates. Section 13.5 concludes.

13.2 The Economic Model

A heterogeneous group of patients N consists of n types or patient groups. A patient group is
indexed by i- 1,2,.., n. We assumed that in the event of an illness, a patient would seek help
from a health care system characterized by many providers. The patient or his~her relative
is further assumed to choose medical treatment from four types of health care providers from
the set M, indexed by j- 1,2,3,4, with:

-F1: Self-treatment (includes traditional medical practice);

-F2: Government health care provider;

-F3: Catholic mission health care provider;

-F4: Private health care provider.

In the analysis of health care demand, there is a greater concern with price responsiveness
of the probability of seeking treatment from a given provider and~or with price elasticities
of treatment intensities, as proxied by the number of visits (Bedi, et al., 2003). We use a

2See chapter 5, section 5.6, for methods of data collection and sampling procedures.
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standard framework that has been employed in several papers that have estimated the use of
health care (see Gertler, et al., 1987; Mwabu, et al., 1993; Gertler and van der Gaag 1990;
Gertler and Glewwe 1989; Bedi, et al., 2003). The framework is a short-run static model with
a utility function defined over health status and the consumption of all other goods.

Conditional on seeking treatment, the direct utility derived by individual i from treatment
alternative j can be expressed as

Uii - U(H;i ~ C2i ~ T~i ) (13.1)

Where Hti is the expected health status of the individual conditional on receiving treatment
from provider j, C;i is the consumption of other goods except those associated with health
care, T;i represents the non-monetary costs of access to provider j. The expected improvement
in health care status is unobservable but is assumed to depend on the characteristics of an
individual and the quality of health care received by the individual. This allow us to write
a health production function defined over Xt, the attributes of an individual and Vi, the
attributes of the provider j. Hence

Hii - H(X~,Vi) (13.2)

Turning to the second argument in the utility function, the level of consumption that is possible
depends on the income of the individual and the costs associated with buying health care. If
the user fees associated with a visit to provider j is Pi and Y is an individual's income then,

C;i-(Y-P;) (13.3)

Substituting 3 into 1 yields,

U,i - U(H~i,Y~ - Pi,Tti) (13.4)

Utility is, therefor, a function of the expected health status of an individual, the level of non-
health consumption, expressed in monetary terms, and the non-monetary costs associated
with using provider j. To guide empirical work its is suitable to substitute (13.3) and (13.2)
into (13.1). This yields a general indirect utility function of the form,

Uii - U(Xt~Vi~Y~Li~Pi~Tii) (13.5)

Where,X is a set of individual's personal characteristics, with X- (xl,..., x9); V is a set of
provider characteristics, with V-(vl,...,vd); Y is the individual's income; P is user fees, face
at provider j; L is characteristics of the perceived illness (severity of illness); and T is non-
monetary costs (travel time to health facility j, including the time spent to wait for treatment
there) .

In order to empirically determine the probability of choosing a provider we need to choose a
particular form for the conditional utility function and to introduce a stochastic disturbance
(Bedi, et al., 2003). As shown in Gertler, et al., (1987)a suitable form for the utility function is
the semi-translog where health and non-price access costs enter in log form and consumption
enters in both log and log-squared forms. Other suitable forms for the utility function include
parameterizations that are log-linear in health status and consumption or a utility function
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that is linear in health status but log-linear in consumption (see Mwabu et a1.,1993 for a
discussion).

Considering an indirect utility function, which may be written as follows:

Uii - Zii f E~i (13.6)

Where, Ztj is the systemic part of the utility function and depends on individual characteristics
and provider attributes as in equation (13.5). The idiosyncratic part is represented by E,j. In
accordance to the data we have, we adopt a linear utility specification. The empirical utility
function may be written as,

Usi - aiWti } ~jKij f ~PjLt } Eii (13.7)

where, W; -[X2iY],andKtj -[[;i,P;j,Tij]. Similar to the specification used by Gertler et
al., (1987)and Mwabu, et al.,(1993) variables that enter as inputs in the health production
function(13.2) enter the utility function ( 13.7) in a linear fashion.

The parameters aj, ~3j, andcp;j are vectors with the same dimension as the variables Wj, Ktj,
and L;. So for the first element:

9

CYjl~l~i - ~ ajhWih.

h-1

A person will choose provider j-m if and only if it offers, of all the available choices, the
highest level of utility. So if F; is a random variable whose value (j - 1,2,3,4) indicates the
choice of provider made by person i, the probability that person i will choose alternative m is

Pr(F;- m) - Pr(U;,n ~ Utj), f orallj- 1, 2, 3, 4withj ~ m.

SoPr(2lim ~ Eim 1 utj } Etj)andPr(etj - Et„i c uí,,, - u,j), f orallj - 1, 2, 3, 4withj ~ m.

McFadden ( 1973) has shown that if the 4 error terms etj are independent and identically
distributed with Weibull distribution F(e,j) - exP[exP(-e,j)], then

Pr(F,- m) - exp~
~j-i exp(U,i)

(13.8)

Since the probabilities sum over the four facilities to 1, this generalized logit model has to be
normalized to a system of 3 equations in the 4-1 unknown probabilities.

Estimation and Prediction

Each of the N observations on the dependent variable F~ (i - 1,...,n) is treated as a single
draw from a multinomial distribution with 4 outcomes. Define a dummy variable b;i - 1 if
patient i makes choice j and b;j - 0 otherwise, j- 1,...,4. Then the likelihood function is

m 4
log L - ~~ btiPr(F; - j)

~-i j-i
(13.9)
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Maximizing this function with respect to the parameters al, Q„ and ~p; produces the parameter
estimates á„pl, ~p;. Given these estimates one can compute estimates of patient i's utility

u,~ - á1W, -~ Q1Kti~ f ~PsLs (13.10)

Furthermore, probability predictions can be computed. For each patient, the estimated prob-
abilities must sum to unity across the 4 outcomes, of course. Borooah ( 2002:51) distinguishes
two ways of establishing the effect of a change in the value of a variable upon the outcome
probabilities. For a multinomial model, the most effective way is to compare the computed
probabilities before and after the change with the values of the other variables left unchanged.
We follow the alternative way of keeping the values of the other variables unchanged while
changes to the values of a variable are being analyzed, is to set the values of the other variables
to their mean values, Xr -~ti 1 Xtr~N. Then define

- Blr f~ B1,Xa an,d uo -~ BJaXa, (13.11)
s~r s~r

and use Equation (13.10) to compute the predicted probabilities, first using u;~ - u~ (to obtain
p~) and then using u,~ - uo (to obtain po). The difference between the p~ and the po is the
effect of a change in the value of the rth-determining variable for the "average person" (defined
as a person with average values for all other variables) on the probability of observing outcome
j(j - 1,2,3,4) for that person.

Applied to the multinomial logit model, the probability of a person's choice for a health care
provider is expressed as follows:

ln(Pr(Fz)~Pr(Fl))- 9z f ázWt -I- atKz -~ cpzLt (13.12)

ln(Pr(F3)~Pr(Fl))- 93 -F a3W; f ,~;K3 -} ~P3Ls (13.13)

ln(Pr(Fa)~Pr(Fi))- Ba t á4W; f Q;K4 f cpaLs (13.14)

The variables W, K, and L in the system (13.12) -(13.14) are specified as follows "W'
is household and individual characteristics (sex,age, education, socio-economic status, and
income); "K" is characteristics of the health service provider(perceived quality, user fees,
travel time, transport cost); and "L" is characteristics of the perceived illness (severity of
illness).

In this study a multinomial logit model is used because we assumed that the alternative
options provide distinct choices, have different attributes and can be considered to be mutually
exclusive 3. As there is no a priori way of determining the correct decision structure of patients
further we assumed that health care decisions are not nested. This means that perceived
benefits from treatment options are not correlated. In addition, the behavior of the patients
surveyed did not permit us to consider the choice set a multidimensional one, especially as
the referral system in Eritrea is weak or non-existent.

3Nearly all papers that concentrate on provider choice utilize the multinomial logit specification, or the
less restrictive nested nmltinomial logit specification (see bíwabu, et al., 1993; Tembon, 199fi; Jitwghui, et al.,
1997; Dor, et al., 1987; Bedi, et al., 2003).
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13.3 Variable Definition

In this study, there are four dependent variables indicating the type of provider selected
for the patient's first consultation-government, mission, private, or self-treatment (includes
traditional medication~healers). It is assumed that when individuals become ill they choose
between these four alternative health care providers, which offer certain types of treatment
and quality of care.

In this study, we have also three groups of explanatory variables. The first group pertains
to individual and household chamcteristics that include age, sex, education, socio-economic
status, income, and occupation. Education is coded from 0 to 5(0 no formal education to
5 higher level of education); income and socio-economic status are coded 1 to 5(1 lowest to
5 highest). The second group refers to the characteristics of the perceived illness. Anderson
(1968) expressed perceived level of morbidity in his behavioral model as need factor and
Jianghul et al. (1997) described it as perceived level of sickness. Morbidity is expressed here
as perceived severity of illness, which is described as low (mild), moderate, or high (fatal).
Severity of illness is measured by the number of days spent bed-bound.

Figure 13.1: Choice of a health care provider

Population at risk Variables affecting choice
(Independent vaziables)

Possible choices
(Dependent variables)

All members~ Those becoming
of households sick or injured
in the community

Household 8c individual
characteristics (age, sex,
education, income,
occupation,socio-econ
status)

Chazacteristics of the
perceived illness
(Mild, Moderate or High
severity of illness)

~---------------------------
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and cost of care

Source: Based on (Shaw, 1995).

Govemment health
care facilities

hMission health
care facilities

Private health
care facilities

~Self-treatment
Self~are t a visit to
traditional medical
practitioner)

The third group refers to the characteristics of the health service: accessibility (distance,
transport cost and travel time), quality of service, and user fees. Total travel time is the sum
of travel time back and forth, and waiting time for treatment at the health facility. In the case
of self-treatment it includes the time it took individuals to buy the medicine (or travel and
waiting time to visit traditional healer). User fees include fees for registration, consultation,
laboratory and other tests, surgery and drugs. Total transport cost is the cost of transport
back and fort.h.

The determination of a socio-economic status of a household was the most difficult part of
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the study. A socio-economic status score was assigned to each respondent using a dummy
variable, taking the value of one for (poor) to five (high status). Instead of having to examine
each of the variables that relates to the social and economic situation of the households one
at a time, we thought that it is better to make a composite score for socio-economic status
of each household, which might help to explain to a large extent differences in health-seeking
behavior. Taking into consideration the multidimensional nature of socio-economic status
four basic characteristics were used, to make up the socio-economic status index: (a) house
ownership (whether the house was owned by the occupier or rented from someone else); (b)
type of house occupied by the household at the time of the study (situation of the floor, walls,
windows and roof); (c) household ownership of a number of consumer items ranging from a
television to a bicycle or car, as well as dwelling characteristics such as source of drinking
water and sanitation facilities (for rural areas it includes ownership of drought animals such
sheep, goat, cow, ox, donkey, chicken); and (d) consumption of ineat (frequency of household's
eating meat, coded 1 to 3) . Meat is expensive in many areas of Eritrea; therefore, frequent
consumption of it is considered a luxury in many parts of the country. Only elites consume
meat on a regular basis. The housing characteristics for the rural residents in Eritrea, however,
is not difficult to determine as most of the houses in the rural areas are characterized by absence
of toilet, potable water and electricity; mud floors, corrugated sheet roofs etc.

Eliciting information regarding individuals or households income was the other difficult part
of the study. The collection of data on income was guided by the methods used in the
Living Standard Surveys. The components were, wage income from employment, household
agricultural income, non-farm self-employment income, rental income and net remittance and
other minor sources. In the rural areas where agricultural income predominates, average
monthly agricultural produce of farmers was determined using the operating market price. In
a few instances where there was a serious memory problem, average daily expenditure less
financial credits were used as a proxy to determine average monthly income of respondents.

13.4 Results

13.4.1 Demographic and Socio-economic Characteristics

During the ten-month (January-October 2003) study period a total of 1583 households were
interviewed of which 635 household members aged 15 years and above were reported illness in
a three-month recall period prior to the survey. About 58P1o of the respondents were women.
There may be two possible reasons why women were more likely to be in the sample: women
may be more prone to illnesses or women may more likely to accompany children to health
care, and may seek treatment for them at the same time ( Mwabu, et al., 1993). 37.3P1o of the
respondents didn't have formal education; 22.201o had some elementary level education; 17.2ro
junior ( grade 7-8) level of education; 14.601o secondary (grade 9-12) level of education; and
8.701o higher-level education ( above grade 12). 57oI'o of the respondents were urban dwellers
and the remaining 43P1o were from rural and suburb areas.

In terms of occupation 28010 of the respondents were farmers, 22.601o unemployed mothers
or housewives, 4.lqo government employees, 2.3oI'o private sector employee, 2.601o pensioners,
12.5a1o petty traders or self employed, 13.41o students, 7.5P1o daily laborers or people without
regular job, and 701o had no job at the time of the interview. IVlajority of the respondents (62~0)
were above 46 years old; and 23.107o were between the age of 36 and 45. Table 13.1 further
illustrates the mean and standard deviations of selected household and facility characteristics.
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Table 13.1: Mean 8t standard deviation of selected household 8c facility characteristics by type
of provider. (standard deviation in parenthesis)

Variable Total Govemment Mission Private Self-treatment
Observations 635 222 53 10] 259
Age 36.20 (]0.81) 33.3 (9.84) 39.6 (11.9) 34.7 (11.8) 43.52 (10.65)
Education 1.63 (1.32) 2.22 (1.04) 1.61 (1.29) 3.00 (1.06) 0.78 (1.13)
Income 2.56 (1.10) 2.87 (1.02) 2.52 (0.91) 4.57 (0.68) 1.96 (0.79)
Soc-econ s[atus 2.54 (1.08) 2.82 (0.98) 2.63 (0.62) 4.00 (0.91) 2.02 (0.99)
Per. Morbidity 1.76 (0.92) 2.32 (0.77) 2.00 (0.62) 1.74 (0.61) 1.09 (0.67)
Per. Quality 2.33 (0.99) 2.69 (0.76) 3.08 (0.83) 3.48 (0.88) 1.63 (0.79)
User fees 42.34 (12.4) 43.26 (I5.9) 35.8 (12.25) 59.26 (20.1) 31.0 (11.97)
Travelilme 5.16 (1.55) 5.57 (1.67) 3.52 (1.12) 3.94 (1.52) 3.15 (L13)
Transport cost 18.32 (S. i7) 25.9 (5.8) 16.30 (4.18) 17.1 (8.43) 14.06 (6.53)

In terms of individual characteristics the average age of those reporting illness is 36.2 years,
while the average educational attainment is 1.63 (equivalent to elementary level of education).
It appears that those who visited private health facilities have more schooling on average.
The aged and less educated are more inclined to seek self-treatment. Self-treatment has the
lowest average price, transport cost and travel time. The average travel time is the highest
for government facilities this was because about 35 percent of the patients in the sample were
visited government hospitals, which are far for most rural residents. Public hospitals are rela-
tively better equipped and have many medical staff than mission and private clinics especially
at secondary and tertiary health care levels. However, despite the wide networks of primary
public health facilities many people in rural areas are still visiting traditional medical prac-
titioners or treat themselves through traditional medicine. About 30.3P1o of the respondents
in this study were treated-themselves; and 10.5P1o visited traditional medical practitioners. As
the referral system is weak or non-existent in Eritrea many people go directly to hospitals
bypassing many lower level health care facilities. This is typical in most urban and suburb
areas where transportation cost or travel time is not a major problem. But in rural areas even
in the absence of user fees, access to the health services are not equal due to non-monetary
factors such as travel time.

Figure 13.2: Patients' choice of health care provider
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Traditional medical practitioners provide treatments on diseases that are not adequately cov-
ered by the modern health care system, and refer certain diseases to modern health practi-
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tioners when they recognize that such diseases are outside their domain. One-fourth of the
patients who treat themselves visited a traditional healer to cure an illness or injury. Only
few~exceptional fatal illnesses are treated through the help of traditional medical practitioners.
Patients usually refer themselves to traditional medical system when the treatment through
modern medical system fails. Similar findings also reported by Mwabu et al (1993) on the
choice of inedical treatment in Kenya. They found that among their adult sample, 39 percent
treat themselves or went to traditional healers, 36 percent went to government facilities, 20
percent went to private clinics and 6 percent went to mission facilities. Another study con-
ducted in the central region of Ethiopia by Damen (2003) shows that about 27 percent of
the patients stayed at home or were assisted by relatives, 14 percent went to traditional or
transitional healers, and 59 percent went to modern health services.

Table 13.2 presents the distribution of patients by choice of provider. For the purpose of
this study, self-care and traditional healers have been merged into the single category, "self-
treatment"4 . As can be seen in figure 13.2, self-treatment is by far the most frequent form of
treatment.

Table 13.2: Percentage distribution by provider

Individual ~household Self- Government Mission Private Total number of
characteristics treatment (~) (~) (96) observations

(Rb)
Education:
No fom~al education 54.8 30.8 9.4 5.0 237
Elementary (grade 1-6) 53.2 29.1 7.1 10.6 141
lunior (grade 7-8) 26.6 39.4 10.2 23.8 109
Secoodary (grade 9-12) 16.1 45.2 6.4 32.3 93
Above grade 12 18.2 41.8 7.3 32.7 55
Income:
Lowest 51.7 34.2 9.6 4.5 199
Second 51.2 29.3 9.0 10.5 133
Middte 35.0 32.0 ]0.4 22.6 97
Fourth 29.7 39.6 6.0 24.7 121
Highest 21.2 42.3 5.8 30.6 85
Socio-economic status:
Lowest 57.3 30.0 6.6 6.1 211
Second 51.5 29.0 8.2 11.3 159
Middle 33.3 36.1 10.2 20.4 108
Fourth 14.1 43.6 10.3 32.0 78
Highest 1].4 50.6 8.8 29.2 79
Petceived morbidity:
Low severity (mild) 56.7 17.8 10.7 14.8 236
Medium severity 40.5 27.7 8.3 23.5 242
High severity (chronic) 17.2 72.0 5.1 5.7 157

Out of the 237 patients, without formal education, 55 percent of them used self-medication or
sought care at traditional healers; only 5 percent of them sought care at private health facilities.
As the level of education increases the choice for self-treatment dramatically decreases while
the choice for modern health care providers increases. Similar trends have also shown over
income and socio-economic status. Out of the 157 patients, with higher level of severity,
72 percent of them sought care at government health facilities (mostly in hospitals). Severe

4This is fairly conunon practice (see Mwabu et. al., 1993; Bolduc, et. til., 1996; Yip, et. al., 1998). In our
sample about 11 percent of the patients reported seeking care at traditíonal healers.
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illnesses are treated at government health facilities while most mild illnesses are self-treated.
Government health care facilities are widely used by the lowest and highest income group of
patients. 42 percent of the highest income group patients sough care at government facilities.
In Eritrea, both the poor and the rich use the subsidized services of public facilities. In fact the
rich more frequently use secondary and tertiary level health care facilities than the poor. These
facilities are concentrated in the capital city-Asmara and owned by the government. Private
health facilities are under-developed and focus more on outpatient curative services. Access
to the poor is frequently hindered by monetary and non-monetary factors. Rural women in
Eritrea are five times as likely to receive no antenatal care as urban women (EDHS, 2002).

13.4.2 Important Reasons for the Choice of a Health Care provider

Respondents were asked to give the most important reason for the choice of a health care
provider they visited. Majority of them stated that they chose the health service provider
because of service quality (31.5~10), severity of illness (25P1o), ineapensive (19P1o), and proximity
(14~0).

Figure 13.3: The most important reasons for the choice of a health care provider
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Most urban dwellers stated that they choose private clinics for most outpatient cases because
the operating hours are convenient ( open after 4 p.m.) and less crowded. One person said,
"In public facility doctor is there from 9 a.m. to 4 p.m- when we need to go to work". In
Eritrea private health care facilities are open in the evening hours when public health facilities
are closed. This is because most of the private for profit health facilities are operated by
government-employed physicians on part-time bases.

As can be seen from figure 13.3 perceived quality of service is one of the main reasons for the
choice of a health care provider. About 32010 of the respondents chose their health care provider
because they perceived that the provider has a higher quality (efficacious or appropriate for
their condition of disease). In the 2002 EDHS women mentioned three potential problems that
are associated with the quality of health care service providers: waiting in line at the health
facility (38~0), the quality of the service ( 16010), and concern that a female health provider
might not be available at the health facility (15010). Queuing in line as the main problem was
mentioned more often by rural women than urban women, and by less educated women than
educated women. Rural women, less educated women, and women in less wealthy households
are more concerned with quality of health service and more concerned that a female health
provider might not be available at the health facility than other women ( EDHS, 2002). By zone
(zoóa), the problem of queuing in line is more frequently mentioned in Semenawi Keih-Bahri
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and Gash-Barka; concern about the quality of health service is reported in Zoba Debubawi
Keih-Bahri (ibid).

Perceived morbidity of illness is the next variable that affects peoples' choice of a health care
provider. About 25010 of the respondents chose their health care provider based on perceived
morbidity of illness. Most mild illnesses were self-treated through traditional medicine or
modern medicine bought from drug vendors~pharmacies. Perceived morbidity is one of the
most important variables for the choice of a health care provider. In Eritrea most people
do not seek medical treatment for mild illnesses. In most of the cases people seek medical
treatment for severe and fatal illnesses. Out of the 221 patients who sought medical treatment
in government hospitals 65.8oI'o of them perceived that their illness was severe.

Service fees at health care facilities have a deterrent effect on the choice of a health care
provider. About 19oI'o of the respondent chose their health care provider because it is inex-
pensive. Out of the 192 (30.3010 of the sample) who chose self-treatment option about 70PIo
of them stated that they couldn't afford treatment in private clinics or public hospitals. As
private clinics and public hospitals are located far away from most rural areas transportation
cost and travel time would also make them inaccessible in addition to service fees. In govern-
ment health facilities even user fees are waived for the poor with indigent certificates access to
public health services are not equal due to non-monetary factors. In Eritrea's Demographic
and Health Survey (EDHS, 2002) almost half of the respondents (women age 15-49) reported
that getting money for treatment is a big problem in accessing health care; and the figure is
higher (58.6010) for women in the rural areas.

Figure 13.3 further shows that distance has an effect on the choice of a health care provider.
About 14P1o of the respondents chose their health care provider because it is nearby. As 80010
of the Eritrean people live in rural areas proximity will increase the likelihood of choosing a
health care provider. Out of the 273 (43010 of the sample) rural residents about ó5010 of them
stated that distance (or unavailability of transportation system) is the main problem that
hinders access to public hospitals or private health care facilities. Distance has a negative
impact on the choice of a health care service provider as transportation to referral centers is
usually unavailable or costs more than what is affordable by rural communities. In EDHS 2002
women age 15-49 were asked whether they have a problem when they want to get treatment
for an illness; four in ten women said that the health facility was far away; and four in ten
said that taking transportation to health facility was a big problem. About 57010 of the rural
residents stated that distance to health facility was a big problem in accessing health care;
and 62oI'o stated that lack of transportation was a big problem in accessing health care (EDHS,
2002). When we see it the distribution at zoba level about 38 percent of women (aged 15-49)
in Zoba Debubawi Keih Bahri, 49 percent in Semenawi Keih Bahri, 52 percent in Anseba, 49
percent in Gash-Barka, and 43 percent in Debub reported that distance to health facility is a
big problem in accessing health care (ibid).

Important Reasons for the Choice of Traditional Medication

As discussed earlier, about 40.8o-10 of the households, in this study, chose self-treatment~ tra-
ditional medication to treat their illness. Households were asked, why they preferred self-
treatment~traditional medication to modern medical treatment for their illnesses episode? Of
those who chose self-treatment~traditional medication, about 31.3010 of them replied that tra-
ditional medication was efficacious for the condition of their disease; 26Q1o preferred traditional
medication as their first natural option; 20P1o chose traditional medication because they were
not satisfied with modern medical treatment; and 17.3oJ'o preferred traditional medication for
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sheer cultural, social and religious reasons, for example, the hot springs, which are known as
Mai Wooi and the cold springs known as Mai chelot are mostly preferred by laymen for the
treatment of various diseases such as skin diseases, rheumatism, dysentery, fever, and many
other complaints.

Figure 13.4: The most important reasons for the choice of traditional medication
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Most rural communities studied use home remedies and seek the help of traditional medical
practitioners for illnesses where cure involves surgical intervention, incisions and bloodletting,
bone setting, or for psychosomatic illnesses and psychological disorders, which they believe
have no modern cure. Many people in rural areas seek help from modern medical practitioners
only after exhausting trials with home remedies. Extensive use of traditional medicine~healing
indicates that health facilities are less accessible for a variety of cultural and social reasons.

13.4.3 Parameter Estimates

Table 13.3 presents maximum likelihood estimates of equation (13.5)5. The independent vari-
ables include individual and household characteristics and the characteristics of health care
facility. In this section we examine the effect of user fees, perceived quality, travel time,
severity of illness and income in the choice of a health care provider.

Employment and distance were removed from the regression analysis of the choice of health
service providers due to multi-collinearity. The correlation matrix shows a strong correlation
between travel time and distance (0.783) and between income and employment (0.720). Travel
time and income were retained because they make a stronger association with the choice oF a
health care service provider.

The Effect of Education on the Choice of Health Care Provider

Among the household and individual characteristic education appears to be statistically signif-
icant (,Q - 0.869, P c 0.01) in the choice of a health care provider. More educated individuals
are more likely to seek some form of modern medical care than to treat themselves. In terms
of the particular health facility chosen, as individuals acquire more education they reduce

5We use HaiLSman's specificat.ion test. to examine the validity of entertaining the independence of irrelevtuit
altcrnatives assumption. On the basis of the test. statistics we were unable to reject the null h,ypothesis that.
the differences in coefficients are not systematically different.
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Table 13.3: Parameter estimates (Multinomial logit model)

Type of provider

Government Catholic Mission Private for profit

Characteristics Ccefficient Std. Ccefficient Std. Ccefficient Std. ertor
Error error

Intercept -8.994'
Sez -0.505
Age 0.021
Fducation 0.861'
tncome 0.108
Socio-econ. status -0.334
Perceived morbidiry 2.406'
Perceived quality 1.563'
User fees -0.091b
Travel time 0.276"
Transport cos[ -0.205`

1.433 -4.142" 2.042 -15.9I6' 2.753
0.353 -0.706 0.489 -0.669 0.639
0.020 0.006 0.025 0.043 0.030
O.187 0.718' 0.250 0.981' 0.377
0.338 0.411 0.474 1.829' 0.583
0.202 -0.469` 0.187 0.814' 0.403
0.301 0.831' 0.392 0.589' 0.257
0.239 L865' 0.335 2.311' 0.437
0.015 -0.133' 0.029 -0.198' 0.022
0.120 -0.3936 0.165 -0.388` 0.202
0.043 -0.369' 0.083 -0.1746 0.079

Education 0.869' O.183
]ncome 0.457` 0.236 Overall effect of the main detennining variables

(for all health service providers) Il
Socioccon. Status 0.346` 0.192
Perceived morbidity 1.524' 0.320
Perceived quality 1.633' 0.232
Summary of statistics:
No. of observations 635 RZ - McFaden 0.625
-2 Log likelihood 510.691 Chi-Sguare 850.551 P-Value 0.000

-treSÍiêa~ is í í~son gmup

' Significant at l9c b Significan[ at 59c ` Significan[ at 1096

U The overall effects of determining variables are estimated by logistic regression.
(The choice for any modern health care service provider - l; otherwise 0)

self-care and turn predominantly to government and private facilities. This finding appears
to confirm the hypothesis that more educated favor modern over traditional medication.

Several studies shows that education in general and female's education in particular have a
positive effect on the choice of modern health care service providers. For example, a study
made by Mekonnen et al., ( 2002) on the utilization of maternal health care service in Ethiopia
shows that women with primary education are more than two and half times higher on the use
of maternal health services, and about four times higher for women with secondary education
than women with no education.

Eritrea's Demographic and Health Survey (EDHS, 2002) shows also similar results. A woman
with some secondary or higher education is twice as likely to receive antenatal care from a
doctor as a woman without schooling. Brixiova et al., ( 2001) noted that educated women
generally have fewer children, and those children tend to be healthier and better educated.
Educated women are better informed about how to become and stay healthy, and they have
lower maternal mortality rates and lower rates of HN~AIDS infection ( ibid). The findings of
a strong education effect is consistent with findings from eLsewhere in the world ( Addai, 2000;
Addai, 1998; Akin and Munevver, 1996; Becker et at., 1993; Celik and Hotchkiss, 2000).

All of the social benefits of female education have been observed in Eritrea. On the national
level, higher female education levels are associated with lower fertility rates, better nutritional
status of children, a lesser prevalence of female genital mutilation, and increased use of family
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planning and AIDS prevention (see EDHS, 2002). Some of the results are impressive: women
with secondary school education have fertility rates 44 percent lower than those with no
education, their children are twice as likely to be well fed, and so on. Improvements in
these indicators are even greater for women with secondary school education. Similar results
were observed at the regional level: in regions with a large share of educated women (years
of schooling), knowledge about HIV~AIDS is more common, family planning is used more
widely, and children are better fed (EDHS, 2002).

Table 13.4: Female education and its effect on children's health in Eritrea

Type of mortality i!
Mother's
Education Neonatal Postneonatal Infant Child Underfive

No education 33 31 64 60 12l
Primary 25 23 48 44 89
Middle 15 l9 34 29 62
Secondarv f 21 20 41 l8 59

Health issues AIDS prevention

Mother's Agrees wi[h Uses family Total fertility Knowledge SI Changed
Education Genital mutilation 2! planning 3l rate 4l behaviour 6l

No education 66.5 l.7 5.5 62.8 32.0
Primary 45.8 7.0 4.4 89.6 41.1
Middle 30.5 12.8 3.8 95.1 57.6
Secondary f 17.3 I5.1 3.1 96.9 67.1

Nutritional status of children 7l Children suffering from diseases 81

Mother's Height Weight Weight
Education. for age for heiqht for aqe Diatrhea ARI Fever

Noeducauon 20.2 2.5 15.1 14.0 2L.0 33.1
Ptimary 11.7 1.2 6.4 14.0 19.1 29.6
Middle 4.5 1.3 2.1 10.3 14.3 21.2
Secondary t 4.1 0.0 0.0 9.7 9.9 17.9

Source: Eritrea Demographic and Health Survey (2002); Briziova et al. (2001).
ll Neonatal, post-neonatal, infant, child, and under five mottality tates per 1000 live births.
2l In EDHS, 2002, 89 percent of women reported that they had some form of genital

mutilation, a decline of 6 pen;ent since 1995.
3l Percent of currently martied women by use of modern method of contraception with

corresponding education.
4l Number of children per woman aged 15-49 years with cotresponding education.
SI Percent of women by knowledge two or three programmatica]Iy important ways to

avoid HIVIAIDS.
6l By education of mothers. Adopted from Brixiova er al. (2001).
7l Percentage below minus ih2e standard deviations from the average.
8lPercentage of children under five years with diarrhcea, fever, and ARI and

wtrespondíng mother's education.

Mother's level of education is inversely related to her child's risk of dying. Although the rela-
tionship is not linear, children born to mothers with no education suffer the highest mortality
at all ages. Table 13.4 shows that the infant mortality rate for children whose mothers have a
primary education is 25 percent lower than that of children whose mothers have no education.
The gap between children of mothers with at least a secondary education and children of
mothers with no education is 36 percent. The corresponding figure for child mortality is 70
percent, and for under-five mortality, 51 percent. About 97 percent of women with at least
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secondary education know two or three ways of AIDS prevention, compared with 63 percent
of women with no schooling. A woman with some secondary or higher education is twice as
likely to receive antenatal care from a doctor as a woman without schooling (EDHS, 2002).

The Effect of Age and Gender on the Choice of a Health Care Provider

There does not appear to be any strong link between gender and the type of care that indi-
viduals avail. However, in a similar study in ivory Cost, Dor and Van der Gaag (1987) found
that the gender effect (of being a male) was negative and insignificant in the nurse choice,
while being positive and significant in the case of doctor visits, indicating that males were
more likely to obtain higher quality health care. Fhrther Mwabu et al., (1993) in Kenya found
that men were less constrained by distance and user fees than women, and women were more
likely to consult all the three types of providers other than self-treatment compared to men.

Age appears to be insignificant on the choice of a health care provider although the average
age for those who chose self-treatment option is relatively higher than those who chose modern
treatment. The exclusion of children in this study might contribute to the insignificance of age
on the choice of a health care provider; only adults aged 15 years and above are included in
the study. Children's demand for health care is different from adults (Damen, 2003; Mwabu,
et al., 1993; Dor et al., 1987). Children are more likely to use local health facilities as often
they become sick. Children who are sick also tend to deteriorate more rapidly than adults do.
Therefore time would be a more critical factor in seeking care for children than it is for adults.
It would be very reasonable to take a sick child to a nearby facility as soon as possible and
deal with the condition before it becomes life threatening. In contrast the illness condition
for adults might allow relatively more time for choosing appropriate health unit. In Ethiopia,
Damen (2003) found that as people got older they are more likely to visit distant and higher
level health care facilities than the local health stations.

The Effect of User Fees on the Choice a Health Care Provider

Table 13.3 shows that user fees have negative coefficients and statistically significant for all
health care providers. However, the effects of user fees are larger for private health care
providers (~3 --0.198, P c 0.01) than government health care providers (~3 --0.091, P c
0.05). Private facilities usually charge higher fees regardless of one's economic status. In
government health facilities it is customary for people to get free hospital care by claiming
they are poor once they are able to reach and find lodging close to these medical facilities.
However, hospitals tend to be located in areas farther from these patients' homes and there
is usually a long waiting period before being attended. Transport and finding a place to stay
are limiting costs to patients. It is customary, however, in Eritrea for relatives to assist in
covering transport, food, and lodging costs while the patient is being seen as outpatient, and in
purchasing drugs from outside pharmacies. Extended family system has a strong effect on the
choice of a health care provider (Damen, 2003). Traditional families ensure that responsibility
for economic survival does not fall on the individual alone; they function as a form of social
insurance.

The effects of user fees on the choice of health care providers are not consistent. A study in
Zimbabwe showed that despite the introduction of graduated fees, a significant level of 'by-pass'
continued (Hongoro et al. 1998). Distance to service facility, and perceived quality, combined
with general lack of knowledge in the community about the functional roles of hospitals and
health centers, appeared to be the major determining factors for choice of facility rather than
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the level of the fee (ibid.). In contrast in Eritrea, Asbu (1999) found that after the introduction
of a graduated fee policy in Eritrea, a marked fall in general outpatient attendance at referral
hospital level and an increase at the health center level. A recently published study from Niger
strikingly found that, for low income levels, the probability of seeking treatment declines as
prices are increased, while for high income levels, the probability is predicted to increase with
the price (Chawla and Ellis, 2000). Thus user fees stimulate the creation of a two-tier health
care system. Private health care for the richer, better educated in the society and a public
sector for the poorer and less educated (Ayah, 1997).

The Effects of Household Income and Socio-economic Status on the Choice of
Health Care Provider

As expected household income (~ - 1.829, P G 0.01) and socio-economic status (~i - 0.814, P c
0.01) are positive and statistically significant in the choice of a private health care provider.
Flirther the coefficient for socio-economic status is negative and statistically significant in the
choice of mission health care provider (~3 --0.469, P C 0.1) As most mission health facil-
ities are located in under-served rural communities the probability of being chosen by poor
mothers and children is high. Although it is negative socio-economic status is not statistically
significant for the choice of government health facilities. This could be attributed to the fact
that in government health facilities user fees are waived for the poor.

The Effect of Perceived Quality on the Choice of a Health Care Provider

Quality has a positive coefficient and statistically significant in the choice a health care provider
(~3 - 1.633, P c 0.01). As observed and discussed with key informants perceived quality (in
the eye of the patient) is the reflection of availability of drugs, medical equipments, number of
trained medical staff, and staff-patient relationships. An improvement in any of these quality
components would increase the probability of selection for a health care service provider.
This is evident in government health facilities where patients frequently bypass lower level
health care facilities seeking treatment at higher-level because they perceive that quality of
care is better at higher level health care facilities. Reports of the Eritrean Ministry of Health
(MOH, 2001) underscores the major problem of overcrowding in referral hospitals and the
under utilization of many lower-level health facilities, because of under-staffing in the lower-
level facilities and~or that "some services have not yet acquired a high level of acceptance
in local communities. In a study on health care service utilization in Uganda, Okello et al.
(1998) found that the majority of consumers using hospital services (62010) travel long distance,
usually skipping their nearest health units, to reach a hospital, which are frequently urban
based and far away from the rural community. The reason for skipping services nearest to
home include: looking for specialized services, non-availability of drugs in the nearest unit and
the existence of better-trained staff at higher levels (ibid.).5imilarly in Eritrea, in the 2002
EDHS, about 36 percent of women (aged 15-49) in Zoba Debubawi Keih Bahri, 22 percent
in Seraenawi Keih Bahri, 18 percent in Anseba, and 22 percent in Gash-Barka reported that
quality of the health service is a big problem in accessing health care. Reports of the zonal
action health plan (1997) also indicated that the lack of adequate health facilities and services
in the rural areas made the efforts to visit antenatal care (ANC) clinics difficult. The reports
further added that most rural women do not have access to antenatal care and even among
those that have access utilization of antenatal and postnatal services are minimum.
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The Effect of Perceived Morbidity on the Choice of a Health Care Provider

Perceived morbidity (severity of illness) is positive and statistically significant in the choice
of a health care provider (~3 - 1.524, P G 0.01). The coefficients are large for the choice
of government health care facilities (,Ci - 2.406, P G 0.01). These are appropriate facilities
for sever and life threatening conditions and where one would get specialized tertiary level
care. This indicates that people are acting rationally in choosing health institutions, which
are appropriate to their condition. The choices significantly correlate with what one would
rationally choose given disease epidemiology and the organization and structure of health
facilities. It is likely that this pattern was observed because most of the diseases were endemic
and people would know where to go from their past e~cperiences. Mission and private for profit
health care providers mostly deal with curative outpatient services, which are mild illnesses.
However, there are also conditions in which traditional medical practitioners are visited for
server illnesses, which are usually considered to have potent remedies for diseases that do not
seem amenable to modern medical practices. If we take a mental problem, for instance, even
if the condition is severe enough to warrant a visit to a higher level institution (a mental
health service), most patients might be better off seeking holy water or some other forms of
traditional treatment. In a study on the utilization of health care services in Niger, Albar
e.t al., (1996) found that in Niger especially in the rural areas, most serious injury case were
treated by traditional medical practitioners and this preference pattern remains unchanged
with improving socio-economic status or literacy. By definition, the serious injuries are either
life threatening or long-term disability creating (ibid.).

Thus, illness recognition is one of the most important factors in seeking medical treatment and
selection of health service provider. Illness recognition is much lower for poor and less educated
individuals (see table 13.2). When an illness is recognized by the individual or household,
a typical observation is that health care is less likely to be sought when the individual or
household is poor and lives far from the facilities, and then only in case of a serious illness.
People may not be able to pay the cash needed for the treatment, pay the cash and spare the
time needed to reach the facility, or pay for the cost of the time lost when accompanying an
ill member of the family, etc. As a consequence, they do not go to the facility or only when
the illness is already very serious.

The Effect of Travel Time on the Choice of a Health Care Provider

Travel time is statistically significant in the choice of a health care service provider. Sur-
prisingly, travel time has a positive impact on the choice of government health care facilities
(,6 - 0.276, P G 0.05). This result can arise for at least two reasons. First, it can be that
when the severity of an illness increases, individuals tend to seek care at the hospital, which
are more distant than other providers on average. Hence severity and distance could be cor-
related. Since we do not control for the severity of the illness, the distance variable may in
fact proxy the severity. Travel time took a negative sign for mission and private health care
providers. This is because both providers refer most severe illnesses to public hospitals. In the
absence of a network of public transport system travel time was eacpected to have a negative
effect on the choice of a health care service provider although it has a positive sign for public
health facilities (especially hospitals). The average distance to a primary health care facility
for many rural communities in Eritrea is from 10 to 18 Kilometers and not all health stations
are equipped to provide antenatal and postnatal care. The referral support capacity is weak
as there is lack of communication links between various levels of the system and transporta-
tion of emergency cases is not guaranteed. In the 2002 EDHS, about 43 percent of women
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(aged 15-49) in Zoba Debubawi Keih Bahri, 51 percent in Semenavri Keih Bahri, 55 percent
in Anseba, 56 percent in Gash-Barka, and 49 percent in Debub reported that having to take
transport is a big problem in accessing health care.

As a component of travel time waiting time has a negative effect on the choice of a health
care provider, and the effect is more on rural residents. Total time spent in a health unit is
made of waiting time, treatment time, laboratory examination time, and time spent at the
propharmacy. The total time took a negative sign as expected. This is in line with economic
theory, which indicates that the more time is spent in a health unit, the lower the probability
of patients choosing that provider.

In Eritrea the most common complaints about public hospitals are that of queue. Many people
complain that at times the queues are so long that one can spend the whole day waiting to
seen by a doctor or nurse. This creates particular problem for those who have traveled far and
who depend on catching public transport home. Once they miss it they are forced to spend
the night in the locality in which the hospital is located. In public hospitals the registration
process on the average takes 30 minutes but the queue to see by a doctor or nurse and to
finish the whole registration process takes more than an hour. People who are find waiting in

Figure 13.5: Registration process in Eritrea's public health facilities
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a queue particularly tiring and they complain bitterly about the queue systems that exist in
the hospitals. They said " we have to stand in line for everything". The system forces a person
to queue three times: first one queue for 'registration'; then one queue to see a doctor or a
nurse; and finally one queue at the dispensary to get medication. In the 2002 EDHS, about 44
percent of women (aged 15-49) in Zoba Debubawi Keih Bahri, 54 percent in Semenawi Keih
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Bahri, 37 percent in Anseba, 49 percent in Gash-Barka, and 41 percent in Debub reported
that queuing in line for treatment is a big problem in accessing health care.

Private clinics have a comparative advantage over public health facilities for shorter waiting
time and convenient working hours for most urban residents. A woman who visited a private
clinic in Asmara stated that:

"If I go to the government hospital I would go in the morning and expect to come in the
afternoon. I would not able to work and get my shop open. So after work I go to the
private doctor and this is easy and costs about 30 Nakfa".

(Household interview, 2003)

Others said, "Doctors in public hospitals don't tell us what the problem is, first check, give
us medicines and ask us to go". Although user fees are lower in public hospitals because of
congestion and long waiting time, even the poor may prefer to pay more to use private sector
services. However, in public hospitals, when the time is disaggregated into its components, it
has shown that some of the components take positive signs, indicating that choice of public
health facilities increases when time component increases, e.g. the probability of choosing a
public hospital increases with an increase in consultation time. Consultation time in this case
appears to be regarded by patients as one component of quality.

Socio-cultural Factors

Other socio-cultural factors, difficult to model, are also appeared to infíuence the choice of
a health care provider. Cultural beliefs among the Tigre and Tigrigna ethnic groups, for
instance, discourage delivery at health facility because they believe it is unlucky for primi-
gravidas to deliver at health facility and newly delivered mother and new born should not
be exposed to the outside to protect them from "evil spirits" . Women prefer home delivery
even when they have access to health facilities. Traditionally childbirth is an event when the
woman is surrounded and cared for by her family, friends and neighbors. Most women, in
rural areas, prefer to deliver at home in fatniliar surroundings with the help of a traditional
birth attendant (TBA) they know, trust and feel comfortable with.

The gender of health staff (which is mostly male) is also a constraint for women who have
inhibitions about being examined by a male health worker, especially in rural and in Moslem
communities. Of course, some women have overcome these inhibitions, but many more are
staying away from essential medical checkups and thus endangering their health and that of
their unborn baby. In the 2002 EDHS, about 37 percent of women (aged 15-49) in Zoba De-
bubawi Keih Bahri, 28 percent in Se~nenawi Keih Bahri, 20 percent in Anseba, and 26 percent
in Gash-Barka, reported that concern there may not be of a female health worker is a big
problem in accessing health caze. In addition, many health staff assigned to rural health facil-
ities are not from the ethnic group they serve, and experience cultural and language barriers,
which prohibits effective communication with their clients. The health staff's general lack
of interpersonal communication skills added with the cultural and language barriers become
serious obstacles in the effort to promote health education and subsequent increases in health
service utilization.
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13.4.4 Elasticities and Policy Simulations

Table 13.5 presents the own and cross price elasticities with respect to changes in user fees
and travel time for each type of facility. The own-price elasticities imply that a 10 percent
increase in user-fees in government facilities will lead to a reduction in use of these facilities
by 1.23 percent, which is matched by an increase in the use of private and mission facilities
by 0.4736percent. Health care demand in mission and private facilities is quite price elastic.
A 10 percent increase in own user charges, for example, would reduce demand by about 7.81
percent in mission facilities, and by 12.21 percent in private facilities.Private health facilities
are more sensitive to own price changes.

Table 13.5: Own and Cross-Elasticities of Demand ~1

With respect to Govemment Mission Private
User fees in govemment facilities -0.123 0.047 0.047
Own fee -0.123 -0.781 -1.221
Travel time to government facility -0.065 0.086 0.086
Travel time to own facility -0.065 -0.432 -0.312

1!1'he elasticity estimates have been calculated at the means of the variables.

Table 13.5 further shows that the demand elasticity with respect to own travel time is sub-
stantially lower for government health facilities. This is evident, especially, in government
hospitals where severe illnesses are treated.

Table 13.6 shows the ceteris paribus effects of various public policies on health care demand
in government and non-government health care facilities in Eritrea. We examined system-
wide effects of user-fees, travel time, and transport costs in a simulated environment. The
probability of selection for each health care facility, with respect to policy changes, is computed
with the multinomial logit model introduced in (13.12) -(13.14). The base probabilities are
computed at the mean of the determining variables.

Among the determining variables user fee is more controversial politically and economically
because of equity and efficiency considerations. In Eritrea user fees were introduced in all
government health facilities in 1996. The fees were designed in a sliding scale with the lowest
fee being paid at health stations and the highest at tertiary (referral) hospitals. In hospitals,
fees are levied for investigations (laboratory, X-ray etc.), procedures (operation, delivery etc.)
and drugs in addition to registration and consultation fees. With the existing user fee policy,
however, the MOH has managed to recover only lOo-lo of the current expenditure on health
care, as the fees charged are much lower than the actual cost. In 1998 the MOH developed a
new health care financing policy to maintain sustainability of the public health system. The
policy has not been implemented to date because of the border war with Ethiopia. However,
the objectives of the policy are clear: (a) to increase revenue by 200010 over current level; and
(b) to improve the efficiency, equity, and quality of health care (World Bank, 2004). Mwabu,
et al., (1993) extends that user fees in government health facilities have three important
functions: first to divert demand for modern medical care from government health facilities
to non-government facilities; second to create incentives for patients to use preventive and
primary health care services as first entry points into the health care system; and third to

sCross-price elasticities with respect to facilit,y characteristic are confined to be the same across alternatives
by the model's assumptions.
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encourage the community to become more responsible and self-reliant for their own health
care.

To achieve the above objectives the Ministry of Health (MOH) should increase the mean user
fees at least by 15 percent from the current level with corresponding increase in quality; and
a decrease in mean travel time by 20 percent. Table 13.6 illustrates the new probabilities and
relative changes in line with each policy.

Table 13.6: Policy simulation

Probability of selecting......
Govemment Mission Private Self-treatment

Sample proportions 0.3490 0.0830 0.1600 0.4080
Base probability (calculated
at mean of determining
variables) 0.3597 0.1241 0.1856 0.3305

Policy:
(1) 1501o increase in mean

user fees in government New probability 0.2750 0.1406 0.2102 0.3742
health facilities. Relative change -0.2354 0.1329 0.1325 0.1322

(2) 20oIo decrease in mean
travel time to government New probability 0.4437 0.1078 0.1612 0.2871
health facilities Relative change 0.2335 -0.1313 -0.1315 -0.1313

(3) 109o increase in mean
transport cost for each New probability 0.3129 0.0909 0.1744 0.4218
facility. Relative change -0.1301 -0.2675 -0.0603 0.2762

(4) Combination of policies New probability 0.2956 0.1031 0.1688 0.4325
1,2, and 3 above Relative change -0.1782 -0.1700 -0.0905 0.3086

Other things remain constant (ceteris paribus) an increase of inean user fee by 1501o in gov-
ernment health care facilities reduces the selection probability for government health facilities
from 0.3597 to 0.2750 or by 0.0847. That is, the share of persons selecting government facilities
would decline, from 36070 of all patients to 27.5P1o, an absolute decline of 8.47 percentage points.
Other things equal, this means that these modest user fees lower the choice of government
health care facilities in a relative sense by about 23.5070. Simultaneously, the choice of each
non-government health facility (including self-treatment) increases relatively by about 13.2o7'c.
The constancy of the proportional cross-price effects in table 4 arises from "the independence
of irrelevant alternatives" restriction in the computation of selection probabilities.

It is the "demand reduction effect" of user fees, rather than the "demand diversion effect" ,
that is the source of much concern about user fees in low-income countries (Mwabu, et al.,
1993). The best way to see this is to calculate the marginal effects of user fees. In this case
the marginal effect is -0.27010, which means that a lolo increase in the mean user fees would
result a utility loss of 0.27qo in government health facilities. This shows that the negative
demand effect of user fees is overstated when diversion effects are not considered. Similarly,
the positive consequence of user charges (in terms of revenue generation) is exaggerated when
"demand reduction effects" are ignored.

The utility loss in government health facility because of higher user charges, however, can be
compensated by corresponding increase in quality and reduction of travel time in government
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health facilities. Other things remain constant a reduction of inean travel time to government
health facilities by 20PIo increases the absolute selection probability for these facilities by about
8.4 percentage point, for a relative increase of 23.3010. The improvement in the probability of
selection is quite impressive. The marginal effect is 0.97PIo. Combination of policies 1,2 and
3 would decrease the absolute selection probability of government health care facilities by
6.4-percentage point, a relative decrease of 17.8010.

As can be seen from table 13.7 income has a considerable impact on the choice of health care
service providers. A one-unit change in income has increased significantly the probability of
selection of modern health care service providers and decreased significantly the probability
of self-treatment. Further the probability of selection of private health care providers increase
tremendously as the household income increases by one-unit from middle to the fourth and
from the fourth to the highest. This shows diversion of demand from government and mission
health care providers to private health care providers.

Table 13.7: Change in probability of choice of health care provider with respect to one unit
change on the level of income

Household income Government Mission Private Self-caze
Lowest 0.1871 0.0442 0.0201 0.7486
Second 0.3133 0.0749 0.0303 0.5815
Middle 0.4091 0.1502 0.1023 0.3384
Fourth 0.3956 0.1854 0.2732 0.1458
Highest 0.2842 0.0885 0.5804 0.0467

Table 13.7 further shows that as income grow overtime, increasingly Eritreans will seek medical
attention from the private and public sector. However, as the private sector is in its early stage
of development a substantial shift in demand from the public to the private sector is less likely
in the short run even with a substantial increase in income.

Other things remain constant a one unit change in quality level has a tremendous impact on
the choice of government health facilities (see table 13.8). When the quality level is set at
satisfactory level government health facilities have 30.4 percent of probability of selection, and
mission and private health facilities have 15.36 and 10.67 percent respectively. The probability
of selection of government health care facilities remarkably increases when the quality level is
set to very good. This would be possible when a subsidized government health care facility
provides a high quality health service at affordable price. A high quality private health service
is provided at a higher price and this would decrease the probability of selection by middle-
income group.

Table 13.8: Change in probability of choice of health care provider with respect to one unit
change on the level of quality

Quality level Government Mission Private Self-caze
Poor 0.2097 0.0969 0.0720 0.6214
Satisfactory 0.3045 0.1536 0.1067 0.4352
Good 0.4608 0.1753 0.1582 0.2057
Very-good 0.6015 0.1056 0.2028 0.0901

The probability of self-treatment is higher (62.14~0) when the quality level was set at poor
level of quality for all health care facilities, provided that other things are constant. But the
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probability of self-treatment falls when the quality level increased by one unit from poor quality
to satisfactory level and all the way to very good level of quality. The higher probability of
selection for a government health care service with increase in quality level is due to the fact
that all tertiary and most secondary level health care facilities are owned by the government
and are better equipped tha.n the private health care facilities.

13.5 Conclusion

The study reveals that education, perceived quality of health service, travel time to health
facility, user fees, severity of illness, and socio-economíc status are statistically significant in
the choice of a health care provider. All of these findings have profound policy implications.

Education appears to be the most important factor in affecting people's choice of a health
care provider. Education in general and females' education in particular has a great impact in
addressing poverty, health and other social issues. During the last 12 years since independence
in 1993, the social benefits of female education have been observed in Eritrea. The continu-
ation of the adult literacy program (especially for women in rural and low-land areas) with
some incentives (e.g. food for training); and inclusion of health education in the curricula
will improve people's choice and perception of modern health care treatment. To this end
the Ministry of Health (MOH) should strengthen its information, education, and communi-
cation (IEC) programs and integrate them with adult literacy programs; and coordinate such
programs with government and non-government organizations.

This study shows that quality has a positive impact and statistically significant on the choice
of a health care provider. An improvement in health service quality is more likely to increase
the choice of a health care provider and overall utilization of modern health care services.
The problem of overcrowding in referral hospitals and under utilization of many lower-level
health facilities raises a great concern on the quality of lower-level health care facilities of the
MOH. The MOH finds that hospitals are over crowded while many lower-level health care
facilities are under utilized, partly because of under-staffing in these facilities and perceived
lower quality in services. Self-referral to upper level health care facilities is often resulting
from the perception or fact of poor quality primary care services because of a lack of drugs or
personnel-and poor administrative, transport, and communication linkages between levels of
care. The low level of quality at the lower level health care facilities is also attributed to the
low level of salaries, lack of incentives, and motivation for staff as well as poor infrastructure
and accommodation in rural areas. In a similar fashion, the World Bank (2004) notes that
increasing the number of hospitals, without proper attention to capacity and availability of
human resource, needs immediate consideration. Building more facilities might not necessarily
be the right answer to the coverage problem. Different ways of service delivery, such as mobile
services, might be needed.

This study reveals that user fees have negative effect on the choice of a health care provider.
Monetary constraints, such as hospital fees and transportation costs, are considered prohibitive
by many rural families for the proper choice of a health care provider. In the absence of social
insurance and~or universal coverage the attempt to increase user fees will negatively affect the
poor, the disable, and the elderly unless appropriate waiver mechanisms are in place. As the
Ministry of Health is embarking on new pricing and cost recovery strategies, a closer look of
its effects on consumers is required, particularly on the poor and vulnerable groups.

This study further shows that private providers are important sources of inedical care for
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the middle and high-income households in Eritrea. This implies that improvement in public
health facilities would benefit the poor proportionately more than the rich, since the rich
have a greater propensity to seek private medical case. Therefore, as income grows over time,
increasingly Eritreans will seek medical attention from the private sector. However, given the
small size of the private sector significant shift in demand to private care is only likely in
the long run as the private sector is expected to grow. In the short run, most Eritreans are
expected to seek medical treatment from public and informal health facilities.

We have observed that in most rural communities in Eritrea, the choice of traditional medical
practitioners (TMPs) (or self-care through traditional medication) is extensive. This is the
case even in the presence of the supposedly free~subsidized health care available in government
health centers. The preference for TMPs has been attributed to the cultural and economic
similarities that are said to exist between patients and their traditional healers. In our field
interview (2003) some officials in MOH stated that the payment methods and the flexibility
practiced by traditional medical practitioners attract the rural communities whose economy
in most cases is not totally monetarized. High confidence in traditional medication for the
treatment of serious illnesses, irrespective of availability of western medical service in many
rural communities in Eritrea, indicates the need for selective integration of traditional medical
practice within the overall health care delivery system of the country. The most effective way
of reducing mortality and morbidity due to easily preventable infectious diseases would be
through health education for the traditional practitioners in order to improve the management
of these diseases.

Finally, our statistical analysis shows that only 62.5010 (Pseudo R2 -Mc Fadden) of the variation
of the dependent variable is explained by the independent variables. The remaining 37.501o is
accounted for other variables, which are difficult to model. We believed that the choice of a
health care provider is influenced by cultural and socio-economic factors, which have to be
addressed if we are to bring the desired change. The people's perception of disease~illness,
their concept of health and the basis for their choice in health case has to be considered
in order to respond with appropriate services and information, education and communication
programs. Even if structural and political constraints are removed in the health sector, desired
results are unlikely to achieve unless health policy makers take into account the socio- cultural
differences of communities or ethnic groups.
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Chapter 14

Conclusions and Research Implications

14.1 Introduction

Health was first recognized as a fundamental human right at the international conference on
primary health care at Alma Ata Declaration in 1987. The declaration aimed at "Health For
All by 2000" . Eritrea is quite far from realizing this dream even in the year 2015. Years of war
have destroyed Eritrea's health care system, and recurring droughts after independence have
worsened the situation. With independence, the country faces the difficult task of forming
a national health system with a network of primary and secondary health facilities. Most
medical facilities are concentrated in Asmara, leaving the rest of the country without adequate
care. Even in Asmara, hospitals are understaffed and under-equipped. The government has
launched a program to decentralize health care and medical facilities, including setting up
medical care centers between villages. Yet the challenges of providing adequate staff and
equipment continue. In this chapter we addressed all these issues (i.e., the challenges and
opportunities of the Eritrean health care system). This chapter has four sections: section 14.2
is a summary of key research findings and answers to sub- research questions. Section 14.3
discusses on research implications: theoretical and policy implications. Finally section 14.4
concludes.

14.2 Key Research Findings and Answers to Sub-Research
Questions

This section provides a summary of empirical research finding on: decentralization and com-
munity participation; distribution of modern health care facilities and health personnel; health
care financing and health care provision; traditional risk-sharing arrangements and informal
health insurance schemes; complementarities between modern and traditional medical prac-
tice; and patients' choice of a health care provider.

Findings on Decentralization and Community Participation

Research question: How is the trend of decentralization and community participation in
the Eritrean health system? Are inter-sectoral collaboration and multi-sectoral cooperntion
effective in the promotion of primary health co,re activities such as information, education and
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communication (IEC) in Eritrea? These questions are addressed in chapter 7. To answer
these questions the primary health care policy of Eritrea is reviewed, public health priorities
are examined, inter-sectoral collaboration, public participation and issues of decentralization
are assessed. The main findings pertaining to these questions ase the following:

(a) Lack of coordination and ineffective interpersonal communication: despite the
fact that there was an increasing amount of IEC activities on PHC over the last 12 years
there had not been a corresponding increase in the utilization of ante-natal, delivery, or family
planning services nor an increase in the practice of safe sex. The utilization of antenatal
services is very low in Eritrea. Similar to the preceding years in 2002 only 18 percent of
pregnant women were registered for antenatal care in their first trimester, 56 percent in the
second trimester, and 26 percent in their third trimester (MOH, 2003). EDHS 2002 also reveals
a similar result that is only 22 percent of all the respondents were registered for antenatal care
in their first trimester. Delivery services have also low rate of utilization, only 28 percent of all
deliveries are attended by health professionals. The utilization of family planning services is the
lowest of all health related services in Eritrea. Contraceptive prevalence rate among currently
married women is 8.0 percent, and among all women is 5.8 percent (EDHS, 2002). One of
the most glaring shortcomings of IEC activities are the lack of coordination and collaboration
between the concerned organizations to prioritize and standardize health messages, as well as
in pooling available resources towards a national effort to promote health and health seeking
behaviors. In all ICE activities the importance of communication by both traditional and non-
traditional means were stressed. Most health staff involved in health education and counseling
lacks interpersonal communication skills and knowledge of the local languages. As a result the
posters and pamphlets (IEC materials) used by health staff in health promotion activities have
limited impact (or usually fail to convey the intended messages) due to low level of literacy in
the country (especially pictorial illiteracy among the rural population).

(b) Less community participation: community participation is widely recognized as an
important factor in improving the performance of health system. In Eritrea, however, despite
significant efforts for public participation, community mobilization is still limited to imple-
mentation of government programs. Participation mechanisms lack comprehensive involve-
ment that reflects the rich traditional and cultural knowledge possessed by the communities.
Community participation is limited due to lack of awareness of public health programs and in-
adequate skill of health workers to interact with the communities and involve them adequately.
Local government ofI'icials and some community leaders further stated that community par-
ticipation is limited due to insufficient knowledge of health practices and use of services by
the population- for the most part, traditional communities in Eritrea have limited knowledge
of how preventive healthy measures and social practices affect health outcomes.

(c)Delay of decentralization: in Eritrea, the pace of decentralization, in the health sector,
is constrained by lack of skilled personnel and adequate financial resources. Technical and
managerial competence is central to effective assignment of primary health care services to
district and local governments. Acute shortage of indispensable staff for planning, manage-
ment and operation of health facilities at local levels are the main constraints for effective
decentralization in Eritrea. There are shortages of surgeons, health laboratory technicians,
midwives, and experienced administrative personnel with good planning and management
practices. Many local government officials stated that low salaries, lack of incentive and mo-
tivation for staff, as well as poor infrastructure and accommodation in rural areas, exacerbate
the human resource problem in their locality. Local government officials further stated that
absence of fiscal decentralization limited their capacity to addresses the human and finan-
cial constraints of the public health system in their jurisdiction. Local governments cannot
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reallocate funds between sectors or retain revenues collected from health facilities. If local
authorities do not have financial control for their activities, they cannot be flexible enough
to cope with the emerging needs or problems of the population of their jurisdiction. Thus,
there is a need for legislation that requires the decentralization of central budgets and the
devolution of some fiscal authority.

Findings on the Distribution of Modern Health Care Facilities and Personnel

R.esearch question: Does spattial variation in need dtictate spatial inequalities in the dis-
trióution of modern health care facilities and heo,lth personnel in Eritrea? This question is
addressed in chapter 8. Gini coefficients and Lorenz curves are used to measure inequalities
in the distribution of health care facilities and personnel in Eritrea. Furthermore, bed pop-
ulation ratios, bed occupancy rates, the ratios of population per health worker, and health
worker per patient ratios are calculated for each zone in Eritrea to assess the overall distri-
bution of health care facilities and personnel in Eritrea. The main findings pertaining to this
question are the following: in Eritrea there are imbalances in the distribution of health care
facilities and health care personnel. There are geographic imbalances, professional~specialty
imbalances, and public~ private imbalances.

(a)Geographical imbalances in the distribution of health care facilities: in Eritrea
geographical imbalance is the result of inappropriate regional development. During indepen-
dence in 1993 Eritrea had inherited a devastated and inadequate health infrastructure with
marked discrepancy in regional distribution of health care facilities. The other related problem
is that in rural areas settlements are quite small in terms of population size, and transport
facilities are poor or non-existent, provision of a particular category of health service at an
acceptable rate of efficiency is difficult. Although the need based priority setting is the basis
for planning delivery of health service in Eritrea; the MOH realizes that this principle of eq-
uity may come into conflict with the efforts to promote cost effectiveness, because those most
in need are more costly to reach (for e.g. nomads, women and children in remote scattered
areas).

(b)Public-private imbalance: like in many African countries the health sector in Eritrea is
essentially public. The government owns 67P1o of the health care facilities and almost 98010 of
the health staff. The relatively low supply of human resources for health, and low incomes and
population densities in many parts of Eritrea limited the development of private markets for
health care. The private sector is under developed and focuses only in curative health services.
This retards the development towards public-private mix in health care provision. The MOH
should devise an appropriate incentive system to influence the growth and distribution of the
private sector. Incentives may take different forms depending on the type of the health care
provider. Incentives such as tax exemption for working in rural ateas, provision of inedicine
and supplies at a subsidized price, and provision of training and education opportunities may
encourage PFP health care service providers. On the other hand the incentives for PNFP
health care service providers may take the form of lump sum annual subsidies, staff second-
ment, payment of staff salaries, tax-free imports of pharmaceutical supplies, and purchase of
drugs from government drug stores. Development of an insurance scheme (both social and
private) can also act as an indirect incentive in the development of the private sector.

(c)Imbalance and shortages of skilled personnel: imbalance and shortages have been
observed in the skilled and professional areas of inedicine and administration. Physicians with
specialization, nurses (registered and specialists), and other health professionals (sanitarians,
laboratory technicians, anaesthetists, etc.) are largely concentrated in the National Referral
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Hospitals in Asmara (Zoba Maekel). In Eritrea 67P1o of the medical doctors with specializa-
tion, 25010 of the General Practitioners, 41010 of the nurse specialists and 20oI'o of the associate
nurses are employed in the national referral hospitals. Only 33010 of the medical doctor with
specialization are employed in the regional hospitals and out of this 50010 of them are staffed in
Zoba Maekel. The capital city Asmara is more attractive to physicians because of its favorable
working conditions and the opportunities to generate additional income. Zoba hospitals are
generally understaffed in all areas of inedical and managerial professions except in associate
nurses. The skill mix among health staff needs to be improved, in particular the high ratio
of administrative to medical staff, low ratio of inedical specialists, and shortage of staff with
appropriate training in management.

Findings on Health Care Provision

Research questions: How is the health system organized in Eritrea? What are the main
constraints for effective public-private mix in health care provision in Eritrea? These questions
are addressed in chapter 9. To answer these questions we conduct an extensive interview
with selective health care service providers and officials in the MOH. We distributed also
questionnaire to health care service providers~performers (for analysis of the results see table
9.9 and 9.10, in chapter 9). The main findings pertaining to these questions are the following:

(a) The existence of a dual health system: Eritrea's health system has a'dual structure'
with the traditional and modern health sectors coexisting side by side. Traditional medicine is
an important health care resource in Eritrea. Traditional medical system includes herbalists,
traditional birth attendants (TBAs), spiritual healers, druggist, magicians, bone-settlers etc.
In Eritrea there are about 2952 traditional medical practitioners. Traditional medical practice
is an informal medical system where traditional medical practitioners and patients enter into
outcome-contingent contract "pay when cure system" . Outcome-contingent contract motivates
TMPs constantly to improve the quality of care provided so as to increase the satisfaction of
his~her client. Because of this there is an informal referral system between modern and
traditional health systems. Patients use both systems to balance their respective weaknesses.
Traditional medical practice is complementary rather than competitive to modern health care
system. Traditional medical practitioners usually provide treatments on diseases that are not
adequately covered by the modern health care system, and refer certain diseases to modern
health practitioners when they recognize that such diseases are outside their domain.

(b) Dominance and growth of the public sector: in Eritrea the number of public health
facilities have increased significantly, since independence in 1993. The number of new hospitals,
health centers and health stations increased by 92 percent, 58 percent, and 165 percent over
the number of health facilities that existed before independence, respectively. The MOH
estimates that access to health service (within 10 km radius or 2 hours walk) has improved
from 4601o in 1991 to 7001o in 1999. Reports of the MOH further show that more than half of the
Eritrean people live within 5 km from a health facility. The Eritrean public health system is
organized within the framework of administrative and political transactions in which services
are provided by a single team with a cooperative regime. The governance structure is a
"hierarchical system". It is vertically integrated in a principal-agent relationship. Eritrea's
public health system is characterized by a system of unified public budget; absence of public
subsidy to private provision; a unified system of service provision and financing; a system of
vertically integrated services; horizontal integration of the population; universal access to all
primary level health care facilities; and an egalitarian value.

(c) Competition for limited resources: the private health sector is insufficient both in
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human and physical capital. It often compete with the public health sector for the same
resources. The problem is particularly serious in the competition for human resources, but
other inputs may also be affected. There is also conflict of interest as government employed
physicians are working in the private sectors. Physicians generally earn more when they work
in the private sector and their income depends on the number of patients they examined.
Health professionals are giving more attention to part-time private practices as the incentives
for hard work in the public sector are weak, and a growing number of people are seeking
medical attention at private institutions because of their disenchantment with public sector
inefFiciency. This trend has, on the one hand, raised fears that these mainly urban institutions
may divert resources away from the public sector, especially by drawing professionals away
from under-served rural areas. On the other hand, there is an expectation that it may help
relieve the public health services from patient overload, even though only people who can
afford the higher fees use private services.

(d) Absence of effective public-private mix: in Eritrea, effective public-private minx, in
the health sector, is mainly constrained by: weak regulatory and oversight mechanisms; lack
of institutional development; inadequate information system; delays in the promulgation of
budgetary laws and legislations governing non-government organizations; underdevelopment
of the private sector; and shortage of skilled personnel (typically in procurement, administra-
tion, and financial systems).The development of an effective public-private mix in the health
sector, therefore, will take time until capacities are developed in key areas such as contracting,
regulation, and co-ordination of non-governmental providers; and promulgation of various laws
and legislations that govern the private sector.

Findings on Health Care financing

R.esearch questions:How is the health system financed in Eritrea? W)tat are the main con-
straints for effective public-private mix in health care financing in Eritrea? These questions
are addressed in chapter 10. To answer these questions both interview and questionnaire data
were used (for results of the analysis see table 10.11). Data on national health accounts are
also collected from the MOH, WHO, and World Bank. The main findings pertaining to these
questions are the following:

(a)Shortage of financial resources: in Eritrea health care financing sources are often inad-
equate leaving many poor people without access to the most basic health services. Government
taxation capacity is weak, formal mechanism of social protection for vulnerable populations
are absent, and government oversight of the informal health sector is lacking. The need for col-
lective arrangements and strong government action in health care financing is often confused
with public production of services. The problem of cost recovery is a perpetual challenge that
the MOH has to address. The user fees collected are not sufficient enough to recover recurrent
costs, and none of the revenues collected are retained at the health facilities. About 84P1o of
MMPs replied that they have shortage of financial resources (budget constraint). Shortages
of budgetary resources are eminent in zones and sub-zones. Most health facilities are reported
to be experiencing a shortage of funds. The government's financial capacity simply does not
permit the continuation of the current system, whereby the government practically provides
medical services at nominal fees. The policy of providing health care services to all irrespective
of ability to pay has proved very costly and nearly impossible to sustain. Government facilities
are the least expensive in terms of registration and consultation fees, drug and hotel fees (for
inpatient care). As a result of increasing demand and inefficient utilization of scarce resources,
the health system is in crisis. Alternative sources of revenues including user charges, public
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and privates insurance options have to be assessed to sustain the current health system.

(b) Absence of a viable health insurance system: health care financing remains the main
responsibility of the government; there are no insurance markets that facilitate the involvement
of the private sector. Health insurance in Eritrea is currently restricted to compulsory work-
related accidents insurance for employees in companies of 100 or more, and a very small number
of health cover supplements to private accidents and injury policies. With the absence of social
insurance schemes the government has been striving to finance the health system by leaving
resources from households (either in the form of general taxation or user fee). More than 70010
of health service providers and almost all health policy makers emphasized the importance
of social insurance. An efficient insurance mechanism has an impact not only on the number
of providers but also on the price, quality, and availability of care. Despite the wide official
support for social insurance in Eritrea so far no action has been taken for its introduction.
Officials in the Ministry of Health stated that comprehensive health insurance is a new concept
in Eritrea, and it will take time for such schemes to gain acceptance.

(c) Lack of purchasing power and insufficient knowledge of health insurance: many
people in Eritrea simply do not understand the concept of insurance. It takes time to explain
insurance and risk sharing. The idea of handing over money that will be used to pay for
other peoples' health care is hard to explain-and to absorb. Their main fears are about paying
money "for nothing" i.e. when they are not ill. In our survey some households further stated
that paying money in advance for health care means, "inviting diseases". Individuals are
not used to taking personal responsibility for their health and there is a pervading culture
of fatalism that resists cover. Poverty is another problem, which limits the development of
health insurance in Eritrea. Insurance would be sustainable if the people have purchasing
power. In Eritrea about 69 percent of the population live below the poverty line and about 80
percent of the population live in rural areas and depend on subsistence agriculture for their
livelihood. Eritrea's large rural and informal sector populations limit the development of health
insurance scheme. Health insurance scheme, which intends to cover the rural population and
informal sector will be confronted with low and irregular income groups of population and high
transaction costs. In rural areas there are no banks, no post office or mail services, no roads,
and no telecommunication equipment. As a result, transaction costs are high, for example, to
collect contributions, file and process claims, register and renew membership, keep members
informed, and recruit new members.

Findings on ~raditional Risk-Sharing Arrangements (Informal Social Insurance)

Research question: In the absence of health insurance and other fornzal safety nets how
does the traditional Erátman community manage the unexpected costs of health care and other
related social costs? This question is addressed in chapter 11. To answer this question, we
used a household survey data that was collected in 2003. We conduct also an interview with
key informants (community leaders, local government officials, and selected households). The
main findings pertaining to this question are the following:

(a) Family solidarity: extended families (kinships) are the primary safety nets in Eritrea.
In the traditional Eritrean communities a family includes not only the nuclear core of husband,
wife, and children, but aunts and uncles, cousins and more distance kin. At times of hardship
the entire kinship would be mobilized to provide assistance. In Eritrea family and community
solidarity is an important asset in mitigating the consequences of poverty. In the lowland areas,
family solidarity is traditionally organized; the elderly remain part of the same household with
their children in an extended family arrangement. In the highlands, while family solidarity is
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important, community solidarity plays an even more important role.

(b) Community solidarity: many households in Eritrea deal with economic hardship
through informal traditional risk-sharing arrangements between individuals and communi-
ties rather than through publicly managed programs or market-provided insurance schemes.
Mutual aid community associations are the typical forms of informal social insurance in Er-
itreal. About 75 percent of our respondents replied that either them or their families have
membership in informal quasi- religious mutual aid community associations, and 25 percent
stated that they have membership in professional and civic associations such as youth, women,
teachers, workers etc. In Eritrea people are more willing to contribute for their traditional mu-
tual aid community associations than for formal health insurance schemes2. Many people do
not understand the concept of insurance. In such a situation the transformation of traditional
mutual aid community associations into community-based social insurance schemes would save
the task of creating a separate agency for initiating and implementing health insurance for the
poor.

Findings on T~aditional Medical Practice: Perceptions and Attitudes of Modern and
~aditional Medical Practitioners

Research question: In a dual economy, with traditional and modern health care systems,
is it possible that both coe~ist and even support each other and under which condition is that
possible? This question is addressed in chapter 12. To answer this question both interview and
questionnaire data were used (for results of the analysis see tables 12.2 to 12.10). Two types
of questionnaire were distributed to modern and traditional medical practitioners (sample
size 250 each, see table 5.3 and 5.4). The main findings pertaining to this question are the
following:

(a) No collaboration between modern 8c traditional medical practitioners: most
MMPs do not have any collaboration with TMPs. Only 20oI'o of them replied that they
had some contacts. The greatest hurdle over the development of closer working relationship
between TMPs and MMPs is the level of distrust that exists between members of the two
groups. When both parties are pervaded by distrust, cooperative arrangements are unlikely
to emerge. Most TMPs stated that people with a western education, mainly MMPs, look down
on them and they have less interest on the indigenous traditional medical system. MMPs on
the other hand blame TMPs for excessive secrecy on the preparation and administration
of their medicaments. Only 34qo of the TMPs were willing to convey their knowledge on
traditional medicine. The remaining 6601o want to keep their traditional medical knowledge
secret. Most TMPs said that they don't want the Ministry of Health and MMPs to take away
or steal their medicine from them without due recognition. The existence of excessive secrecy
in the traditional medical system has resulted in a series blow to the credibility of the entire
system.

(b) Significant difference in perceptions 8c attitudes between modern 8t tradi-
tional medical practitioners: our statistical tests ("F-test" for equality of variance and
the "t-test" for equality of inean) show that there are significant difference in perceptions and
attitudes between modern and traditional medical practitioners over the issues of integration,
collaboration, joint research activities, training, combined therapy, referral system, and the

lRefer table 11.1 (chapter 11) for the type and description of mutual aid community associations in Eritrea.
2Refer table 11.3 and 11.4 (chapter 11) for potential sources of finance for health care and for the type of

contribution and voluntary assistance in traditional Eritrean communities, respectively.
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credibility of traditional medication3 . A positive mean difference over the issues of joint
research activities, collaboration, and integration implies that MMPs support (or agreement
over theses issues) are overwhelmingly surpassing TMPs. Over 71qo of MMPs support selec-
tive integration of traditional medical practice into the national health system. Flirthermore,
about 57010 of the MMPs supported the idea of combined therapy (traditional and modern) for
certain types of diseases, and 5301o agreed to collaborate with traditional medical practitioners
in research and in the treatment of certain diseases in which the traditional medical system is
claimed to be effective.

(c) Complementarity between modern 8e traditional medical systems: traditional
and modern medical systems are informally linked in Eritrea. About 70070 of the TMPs replied
that they had treated patients who visited modern medical practitioners for the same illness
episode. Many traditional medical practitioners further explained that there are a number of
diseases, which are treated only by traditional medicine; magic and spiritual healings are a
good example. Our survey results confirm that about 95010 of the households prefer traditional
medical treatment to modern medical treatment for evil eyes, 75.5P1o for yellow fever, 69~o for
bone setting, 68oI'o for jaundice, and 32P1o for cancer 4. Both systems are, therefore, likely to
coexist and often complements each other and balance their respective weaknesses.

Findings on the Choice of a Health Care Provider

R.esearch question: What socio-economic and facility characteristics di„~erentiate individu-
als who select treatment option on government, mission, or prtvate health care p~roviders versus
those in the reference group who chose traditionalmedical practitionersincluding self-treatment
option? This question is addressed in chapter 13. To answer this question we conduct a cross-
sectional study in three zones of Eritrea. A questionnaire was distributed to 1583 households
of which 635 individuals (aged 15 and above) were reported illness in a three-month recall pe-
riod. We use a multinomial logit model and simulation to analysis the questionnaire data (for
analysis of the results see tables 13.1 to 13.6). The main findings pertaining to this question
are the following:

(a) Education: patients who chose government and private providers found to be more
educated than those who chose mission and self-treatment option (includes traditional medical
care). Education appears to be the most important factor in affecting people's choice of a
health care provider. Education in general and females' education in particular has a great
impact in addressing poverty, health and other social issues. During the last 12 years since
independence in 1993, the social benefits of female education have been observed in Eritrea.
Higher female education levels are associated with lower fertility rates, better nutritional
status of children, a lesser prevalence of female genital mutilation, and increased use of family
planning and AIDS prevention (see table 13.8). The continuation of the adult literacy program
(especially for women in rural and low-land areas) with some incentives (e.g. food for training);
and inclusion of health education in the curricula will improve people's choice and perception
of modern health care treatment.

(b) Under-utilization of lower level health facilities: despite the fact that the waiting
time at Ministry of Health clinics is shorter and charges are generally higher in hospitals,
IV10H clinics and health centers remained under-utilized. Under utilization of hospital beds

3Refer table 12.10 (chapter 12) for the results of the statistical tests.
aFor details see table 12.13 (chapter 12).
STr~ulitiunal mcdical system provides a complement to modern health care system in three dimensions:

socio-cultural, nredical, and ecnnomical.
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showed in most of the regional hospitals in 2002; only four hospitals had above 70oIo bed
occupancy rate namely, Pediatric, St.Mary,Halibet, and Barentu. Patients often preferred to
go directly to MOH hospitals, bypassing health centers, since doctors and drugs are more
available in hospitals. Moreover, private care has often been preferred, despite its expenses.
This has been attributed to the poor performance of lower level health care facilities of the
MOH. The MOH annual reports show that hospitals are over crowded while many lower-level
health care facilities are under utilized, partly because of under-staffing in these facilities and
perceived lower quality in services. Self-referral to upper level health care facilities is often
resulting from the perception or fact of poor quality primary care services because of a lack of
drugs or personnel-and poor administrative, transport, and communication linkages between
levels of care. The low level of quality at the lower level health care facilities is also partly
attributed to the low level of salaries, lack of incentives, and motivation for staff as well as
poor infrastructure and accommodation in rural areas.

(c) Potentiality of the private sector: this study shows that private providers are im-
portant sources of inedical care for the middle and high-income households in Eritrea. This
implies that improvement in public health facilities would benefit the poor proportionately
more than the rich, since the rich have a greater propensity to seek private medical care.
Therefore, as income grows over time, increasingly Eritreans will seek medical attention from
the private sector. However, given the small size of the private sector significant shift in de-
mand to private care is only likely in the long run as the private sector is expected to grow. In
the short run, most Eritreans are expected to seek medical treatment from public and informal
health facilities.

(d) Extensive use of traditional medicine~self-care: it has been observed that in most
rural communities in Eritrea, the choice of traditional medical practitioners (TMPs) (or self-
care through traditional medication) is extensive. This is the case even in the presence of the
supposedly free~subsidized health care available in government health centers. The preference
for TMPs has been attributed to the cultural and economic similarities that are said to exist
between patients and their traditional healers. Additional reason for the choice of traditional
medications is that the flexibility of the payment methods and wide accessibility of traditional
medical practitioners in rural areas.

(e) Severity of illness: illness recognition is one of the most important factors in seeking
medical treatment and selection of health service providers. Illness recognition is much lower
for poor and less educated individuals. When an illness is recognized by an individual or
a household, a typical observation is that health care is less likely to be sought when the
individual or household is poor and lives far from the facilities, and then only in case of a
serious illness. People may not be able to pay the cash needed for the treatment, pay the
cash and spare the time needed to reach the facility, or pay for the cost of the time lost when
accompanying an ill member of the family, etc. As a consequence, they do not go to the
facility or only when the illness is already very serious.

(f) The effects of non-monetary factors: health care facilities in Eritrea are not used by
all who need it. A typical problem in Eritrea is that even in the absence of user fees, access to
health services are not equal due to non-monetary factors such as travel time, distance, and
lack of information about the possibilities for professional health care. In most rural areas
when people are sick, they look to traditional healers and traditional recipes, not modern,
professional health care institutions. People seek modern health care only as a last resort. By
then, the disease is severe, and treatment costs are high.
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14.3 Research Implications

This section presents the theoretical and policy implications of the study. The theoretical
implications of the study focus on relevant economic and social capital theories in health care
governance while the policy implications focus on the role of the state and the market in
health care provision and financing in developing countries. The findings of the study have
also an important implication to our conceptual framework, i.e. public-private mix within
three governance systems (markets, hierarchies and networks) in health care provision and
financing in a dual economy where modern and traditional health systems coexist side by
side. The study results show that our framework can be used in the assessment of health care
governance systems in developing countries, like Eritrea.

14.3.1 Theoretical Implications

This study has a profound theoretical implications for neoclassical economic theories, including
agency, contract, and transaction cost economic theories, and for central place and social
capital theories. It views health care from the economical, social and political perspectives.

Implications for neoclassical economic theory: One of the central tenets ofneoclassical economies
is that competitive forces in an optimally functioning market lead to a more efficient alloca-
tion of resources than command economy or non-market solutions. In line with the arguments
of neoclassical economic theories the introduction of market incentives (or contractual rela-
tionships) in health care will increase competition on the supply side, which in turn increase
technical and allocative efficiency within the system. This argument is clearly rooted in the
"pure" models of microeconomic theory, which tend to assume a well-defined information
structure, that actors' preferences are predetermined and that they have unlimited capacity
for processing information. Attempts to translate such theory into practice in developing
countries like Eritrea, further leads to several tricky assumptions such as enough potential
providers exist to enable the creation of provider competition; provider competition, without
any change on the purchaser side, can enhance efHciency; the benefits of market incentives
outweigh the costs of their implementation and maintenance; and government has adequate
capacity to enter into and manage contractual relationships with the private sector.

The applicability of pure models of micro-economic theories to health care services, especially
in developing countries, must be questioned. Several characteristics common to the environ-
ments of low-income countries like Eritrea, such as poorly developed institutional capacity,
a shortage of administrative and contractual writing skills, poorly developed markets, and
massive market failures (i.e., asymmetry of information, externalities, unobservable output
quality, distributional concerns, and agency problems) further decrease the likelihood of much
of the above being realized. Thus, the capacity of markets to behave competitively and trans-
parently or of government to support the creation of health care markets is likely to be limited
in Eritrea s.

Implications for transaction cost theory: this theory draws a distinction between contractual
relationships between separate organizations in the market, and the vertically integrated in-
ternal organization of a firm or bureau (Lane, 2000; Williamson, 1975 and 1985; North, 1990).

óThe issue of the applicability of the neoclassical economic theory to the health care sector has been
intensely debated, especially in the context of low and middle-income countries (Bemietts, et al., 1997; Ferlie.
et al., 19rJ6; Tumer and Huhne, 1997; Stewazt, 1993; Bennett, 1997; Bennett, et al., 1996; Broomberg, 1994;
Hood, 1991).
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Transaction cost theory emphasizes on the limitations of contracts and the need for flexible
means of coordinating activities 7. The arguments of transaction cost theory are based on lim-
itation of information (bounded rationality), opportunistic behavior of people (principals 8z
agents are both opportunistic), uncertainty, asset specificity, and frequency. In this study the
arguments of opportunism, uncertainty and limits of information are found to be important.
There are difficulties in contracting that arise from the limited information (bounded ratio-
nality) available to those negotiating about the terms and contingencies, the self-interested
opportunism of the parties, and the uncertainty of the environment. Performance requirements
are difficult to specify, monitor and enforce, especially for the more qualitative services such
as education and health, which are characteristics of government. So transaction costs are in-
curred in negotiating and managing contracts. Transaction costs may be so heavy as to justify
internalizing the service8. This theory seeks to investigate whether transaction costs will be
lower in a market or in a hierarchy9 . This thesis, however, shows that in developing countries
like Eritrea it is very difficult to measure transaction costs, especially in health care, even if
they can be defined. This thesis further shows it is less costly to make contracts where there
are the trust, legal system, information and skills to do so. The arguments of opportunism
are challenged based on the grounds of trust and social norms. Trust reduces the transaction
costs between people, by saving money and time. Trust creates also a social obligation-trusting
someone endangers reciprocal trust. The degree of trust and opportunism also varies consid-
erably from country to country and from one cultural setting to another. In some settings,
such as monopolistic national health services, opportunism may be less apparent than in other
settings where providers are more in the habit of competing with each other. Opportunism
may appear to be relatively pronounced in some countries, e.g. Chile, India, and USA (Preker,
et al. 2000). In others, e.g. Costa Rica, New Zealand, the Scandinavian countries, 5ri-Lanka,
and the United Kingdom, there is good evidence that principal~agent relationships within the
national health services are vulnerable to opportunistic behavior (ibid.).

Implications for agency theory: The economic theory of agency seeks to e~cplain why problems
with moral hazard may occur and how economic incentives may be used to resolve, or at least
reduce, these problems. The theory leads to two fundamental conclusions regarding agency
problems. The first is that they hinge on problems with information. If a buyer of services
can costlessly obtain all of the information necessary to write and enforce a complete contract
with an agent, moral hazard can be virtually eliminated. The second conclusion is that, where
problems with information exist and monitoring agents' behavior and writing and enforcing
contracts are costly, these costs are a major force in structuring economic relationships.

A basic insight of agency theory is that if monitoring is costly, moral hazard may be reduced

~This theory sheds most light on firm boundaries and the conditions under which it is better to arrange
activities within a hierarchy rather than interacting in a mazket with suppliers or other contractors. More
generally, vertically integrated organizations, simple spot contracts, franchises or joint ventures are interpreted
as discrete structural alternatives, each offering different advantages and disadvantages for effective governance
(Williamson, 1991).

eInstitutions such as the firm or government bureau come into being for this reason; they 'have the main
purpose and effect of economizing on transaction costs' (Williamson, 1985:1). While they can offer only
relatively weak incentives for good performance to employees-salaries, sacking or promotion in place of profits
and losses-on the other hand, they avoid the problems and uncertainties of contracting.

9The balance of advantage between the greater incentive structure given by contracts and the saving on
costs given by vertical integration will vary by country context. The valance will aLso vary depending on the
complexity of the good or service being exchanged; the transaction costs of 'buying a hospital inpatient episode
are likely to be higher than those associated with buying a kilo of rice' (Mi1Ls, et al., 2001:11). Governance
arrangements are evaluated by comparing the patterns of costs generated for plaiuung, adapting and monitoring
production and exchange (Williamson, 1985; 1989).
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by increasing the penalties imposed if an agent gets caught cheating or, conversely, increasing
the rewards if an agent performs as desired. However, this may not be easy in health care be-
cause of the existence of asymmetry of information between agents and principals. This thesis
demonstrates three factors that limit trade-offs between monitoring, rewards, and penalties in
the health care sector of developing countries: information about an agent's performance often
is inadequate; it is difficult to specify contracts that take into account all the contingencies
that can be the basis for penalties and rewards, both 'technical' and 'non-technical' aspects
of quality are difficult to specify and monitor; and there are less regulatory and controlling
mechanisms, which reward the good and penalizes the poor performers in the health care
sector. Further in countries like Eritrea contractors are few and have specific skills and assets.
A limited choice of provider increases the degree of dependency on professional suppliers who
have the monopoly of information. Health care service has a high information or professional
content that favors provider control. Policy-makers capacity to control and motivate provider
organizations is greater when service providers' effort and outcomes are measurable, informa-
tion on the provider's performance is available, and the provider's contract is specifiable and
enforceable; these are hardly available in health care.

Implication.s for coretract theory: in economics, the theory of contracts is part of information
economics and describes how economic actors use particular contractual arrangements to deal
with information asymmetries. Conventional literatures distinguish between complete and
incomplete contract theories. In a complete contract the parties to an agreement could specify
their respective rights and duties for every possible future state of the world, and there would
be no gaps in the terms of the contract. In a complete contract there are no monitoring costs,
but the costs of writing complete contracts are infinitely large. Indeed low-income countries
lack the resources and capacity to write and monitor complete contracts. Because it would be
prohibitively expensive to write a complete contract, contracts in the real world are usually
incomplete. An incomplete contract implies that some actions and payments will have to be
determined ex post. Incomplete contracts therefore contain gaps, and such gaps are filled by
default rules.

Contractual relationships in health can be "soft", "relational" or "incomplete", where trust is
the most important ingredient or "hard", "spot" or "complete", where price may be the most
important ingredient. Often the type of health service shapes most contractual relationships.
In low-income countries relational (incomplete) contractual relationships are common. The
Ministries of Health in many developing counties are increasingly working with the private
sector in relational contracts, especially with the private not-for- profit sector, in order to
build up capacity for service provision and to improve access to care. Examples include, use of
private providers of preventive services to combat malnutrition in Madagascar and 5enegal; use
of NGOs to provide primary health care in rural areas in Cambodia; use of private practitioners
and franchisees in Bangladesh, China and India to follow up tuberculosis cases; and agreements
in Burundi between the Ministry of Health and the church organizations to manage and deliver
health services. There are similar examples also in a number of developing countries, namely
Zimbabwe, Ghana, Tanzania, Cameroon, Uganda, Malawi, Kenya, etclo

This thesis shows that in low-income countries, like Eritrea, incomplete, relational, trust-based
contracts are more practical than transactional contracts in the health sector. In low-income
countries costs of writing, managing and monitoring complete contracts would pose a great
burden on under-resourced health departments. Even if contracts were specified in great
detail, lack of resources and capacity for monitoring may render them effectively incomplete

loIn these countries NGOs provide significant portion of health care services and are generally seen as being
of high quality (for details see chapter 3).
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by poor monitoring. In a relational contract the trust that develops in a long-term contractual
relationship may act as a more efficient alternative to costly monitoring. Several scholars came
up with similar conclusions (Siverbo, 2004; Palmer, 2000; Schick, 1998; Newman, 1998; Gastor
and Deakin, 1998; WHO, 1999).

ImPlications for social capital theory: social capital highlights the importance of non-market
social interactions to fill a lacuna in the traditional neoclassical economic framework. In
the real world, there are many examples of how individual and collective behavior is shaped
by non-market social influences in the form of culture, norms, and social structure. While
social capital is essential to good governance, these behaviors and dispositions appear to
conflict with the fundamental behavioral assumptions of economic rationality. The neoclassical
framework ignores the role of non-market social interactions in determining individual and
collective behavior and shaping economic and social outcomes. The fact of the matter is that
coordination based on informal norms remains an important part of modern economies, and
arguably becomes more important as the nature of economic activity becomes more complex
and technologically complex. Many complex services, like health care, are very costly to
monitor and are better controlled through internalized professional standards than through
formal monitoring mechanisms. Thus, the economic function of social capital is to reduce the
transaction costs associated with formal co-ordination mechanisms like contracts, hierarchies,
bureaucratic rules, and the like (Flikuyama, 1999a).

Many communities, in developing countries, use their local social capital as a means of safety
net and reducing insecurity (World Bank, 2004). Indeed many households in Eritrea deal with
economic hardship through informal traditional risk sharing arrangements between individ-
uals and communities rather than through publicly managed programs or market-provided
insurance schemes. Social capital contributes to collective actions by fostering robust norms
of reciprocity and mutual obligations between people. The central idea of social capital is that
social networks are valuable assets. Networks provide a basis for social cohesion because they
enable people to cooperate with one another-and not just with people they know directly-for
mutual advantage. Networks of civil engagement, such as neighborhood associations, mutual
aid community associations (Mahber), home-town associations, marriage and morn gatherings,
and cooperatives, are an essential form of social capital in Eritrea, and the denser these net-
works, the more likely that members of a community will cooperate for mutual benefit. Thus,
the strengths of community financing in mobilizing and managing social insurance schemes in
Eritrea are based on three factors. The first factor is social capital. When hard times strike,
family, friends and community are often the ultimate safety net for low-income groups. The
second factor is existence of community institutions that organize successful reciprocal arrange-
ments (e.g., mutual aid community and credit association), among members of the community.
Low-income households often feel more confident about contributing to community-financing
programs that operate credit, savings, and informal social insurance schemes, rather than to
broad-based national health insurance. The third factor is the interconnectivity between local
communities and external institutions committed to advance the general welfare of society.

Implications for central place theory: the central place theory sheds light on the functional
relationships between the size of a central place, the order of the goods or services it offers
and the size of its complementary region. Christaller (1966) articulate central place theory to
show the relationship between the presence of a service and the population needed to support
it, the size of the hinterland within which such a population was contained and the size and
the central place itself. The concepts of the threshold population and the range of a good are
relevant to analyse the distribution ofhealth care facilities in Eritrea. According to Christaller
the range of a particular category of service is the maximum distance, which the users will
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be prepared to travel; and the threshold population for a particular level of service is the
minimum population that justified the allocation of scarce financial and personnel resources
to the establishment and sustenance of that level of service. Below that level, there are too
few users to allow the service to operate with acceptable efficiency.

This thesis shows that in line with the central place theory, health care facilities in Eritrea
are arranged in a hierarchical order system. This hierarchical system is reflected in space
by the geographical arrangements of health service facilities in which most secondary and
tertiary level health care facilities are located in the central places of densely populated areas
of Central and Northern Highlands of Eritrea, and numerous primary health care facilities
in the sparsely populated areas of Eastern and Western Lowlands. But, unlike the tenets
of central place theory all central places in Eritrea neither have smaller towns at an equal
distance nor a linear variation of transport cost with distance. In rural areas settlements
are quite small in terms of population size, and transport facilities are poorly developed or
non-existent. As a result it is difficult or impossible to provide a health service within the
framework of the minimum threshold requirement ( population needed to contain the service).
Those mostly in need of health care are costly to reach in Eritrea. This is a typical problem
among the nomadic communities in Eritrea, which constitutes 25010 of the population, are far
away from modern health facilities. As a result the health conditions of women and children
among the nomadic communities are below average for Eritrea.

14.3.2 Policy Implications

This study has a profound policy implications for the Eritrean health system. It covers issues
like human resource development, health care provision, health care financing, traditional
medication, and informal social insurance systems. It provides also policy recommendations,
which are important for policy makers and senior health officials.

[1] Human Resource Development

Shortage of qualified health care personnel is one of the main problems in the Eritrean health
system. Shortages of skilled health personnel are reported to have a number of adverse con-
sequences for health system performance. The potential negative consequences include lower
quality and productivity of health services, increased waiting times, reduced numbers of avail-
able beds for inpatients, under-utilization of lower level health care facilities, use of less skilled
personnel for critical investigations and so on. Officials in the MOH stated that it is a rela-
tively simple matter to build and equip health posts, but quit a different question to find the
staff to run them. In Eritrea the shortage of qualified medical personnel, in the short-run,
can be addressed by three ways: ( a) active recruitment of health personnel from urban to
suburb~rural areas with adequate pay, benefits and other incentives; ( b) recruitment of e~cpa-
triate staff from far east or other developing countries; and (c) staff substitution. According
to the MOH annual activity health report in 2002 about 27010 of the physicians, 3.4010 of the
nurses and 5.9010 of the associate nurses are working in administrative areas. Physicians in
hospitals commonly perform management functions that could be more effectively and cheaply
filled by trained managers who are not physicians. The staffing situation can be improved by
staff substitution: [i] substitution of non-physician for physician managers; [ii] substitution
of nursing for physician time. Wider use of nursing staff could reduce the use of physician
time in the hospital. For instance, monitoring of patient condition, basic diagnosis, obstrics,
and simple curative intervention for trauma are possible areas in which nursing training and
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activities could be extended; and [iii] substitution of clerical staff for registered nurse time.
R.egistered nurses are widely used for clerical tasks and in some cases for non-technical nursing
activities. Many of the tasks performed by registered nurses could be adequately carried out
by less-well trained persons. Clerks could perform some clerical functions, and assistant nurses
could perform some patient care and other ward-related activities. Thus the use of alternative
staff could free physicians and nurses from all administrative work. This would enable them
to concentrate more on medical activities where they are skilled. In the long- run the problem
coiild be solved through continuous training and skill upgrading of inedical personnel both in
home and abroad.

[2] Health Care Provision

The efforts of the Government of Eritrea (GOE) to build NHS resulted in massive overstretched
public sector and weak private sector. As a result a number of problems are surfacing at
present of which poorly financed public sector, absence of coordination between the public
and private sectors, weak regulatory mechanisms, shortage of health personnel, deteriorating
quality of care and increasing public dissatisfaction. The public sector is in total disarray as
it tries to satisfy the health care needs of all segments of the population with limited (or no
viable) support of the private sector. The public sector alone can not addressed all health
problems in Eritrea. The health problems in Eritrea require a coordinated effort of many
sectors (government and non-government) and the participation of the public at large. The
following are some policy recommendations on health care provision in Eritrea:

(a) Develop Standardized Referral System

In principle, referral within the health system is supposed to provide a wider distribution and
appropriate use of health services, entry being gained at the bottom of the referral pyramid
through primary care facilities and other providers. In practice, self-referral-often resulting
from the perception or fact of poor quality primary care services because of a lack of drugs or
personnel-and poor administrative, transport, and communication linkages between levels of
care, frequently defeat the intended purpose of the referral system in Eritrea. Thus, in Eritrea
hospital entry is a matter of proximity, rather than the appropriateness of the classification,
and that most inpatients in upper-level hospitals in the most urbanized areas are admitted
directly. This situation is to be expected in the absence of barriers to easy admission, when,
for many urban dwellers, the nearby hospital is the closest source of primary care. For effi-
cient utilization of primary and secondary health care services the MOH needs to develop a
standardized referral system that facilitates cross referral of patients from the private to the
public sector and vice versa as necessary.

(b) Strengthen Public-Private Partnership

A number of factors are adding to the growing interest in creating public-private partnership in
health11. One major factor is the complexity of the health and social problems faced by many
countries and the realization that solving them requires collaboration among organizations
from many sectors and at many different levels. Another factor is the growing awareness that
an inter-sectoral approach to health service delivery is more efficient and cost-effective than

11Public-private partnership in health is defined as inter-sectoral collaboratiun tuid~or cooperation, either
non-contractual or contractual, between two or more organizations (ERC, 2004).
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separate, uncoordinated efforts. Coordination would allow partners to pool their technical,
organizational, human and financial resource.

Although the Eritrean government acknowledges the importance of involving all stakeholders
in the policy formation process, there is no mechanism in place that ensures their involve-
ment. As a result consultation is limited with bilateral and multilateral organizations and
involvement of the private sector is absent. The involvement of the private sector and civil
society organizations (CSOs and NGOs, etc.) in public sector management is important. The
Eritrean government has to improve its relationships with these organizations, and use them
as partners in development rather than adversaries. The government may need also to engage
in dialogue with CSOs and NGOs to reduce mutual suspicion and enhance partnership in
public service delivery. To this effect, mechanisms for regular consultation and participation
in policy formulation and decision-making should be established.

To enhance public-private partnership in health care provision the government of Eritrea
should involve all stakeholders on various health issues and improve its relationship with the
private sector to facilitate transfer of competitive skills from the private to the public sector.
In accordance to this,

~ Effective policies are required for the involvement of the relevant stakeholders. To maxi-
mize the contribution of private health care providers, including non-governmental orga-
nizations, key capacities need to be developed or strengthened. Government should have
the capacity to articulate a clear policy for working with the non-public sector in order to
undertake stewardship of the health sector, including negotiation and agreement on roles
and responsibilities, monitoring on the basis of agreed performance criteria, enforcement
of agreed terms, and evaluation of effectiveness.

~ Private health care providers, including non-governmental organizations, need the ca-
pacity to engage in a policy and strategy dialogue with the health authority, to manage
resources (including financial and human), to ensure quality of provision, and to fulfill
the terms and conditions of contractual agreements or collaborations.

~ There is a need for coordination between the public and the private sector. In the
absence of coordination between the public and private sectors, there is a serious risk
that a two-tier health system could emerge, with the public sector providing the poor
with mediocre quality services because of insufficient resources, and the private sector
responding to the needs of the better-off segment of the population. This could become
increasingly apparent with costs associated with non-communicable diseases becoming
more prevalent and more expensive to treat, particularly if public services are becoming
increasingly budget constrained.

. There is a need for capacity development. Increasing the number of public hospitals,
without proper attention to capacity and availability of human resource, needs immediate
reconsideration. Moreover, building more facilities might not necessarily be the right
answer to the coverage problem. Different ways of service delivery, such as mobile
services and~or training of traditional medical practitioners, might be needed in the
sparsely populated areas.

(c) Promote Primary Health Care

Eritrea's health care policy is based on the concepts and principles of primary health care.
The philosophy behind primary health care is that health care is a fundamental human right
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and that the attainment of the highest possible level of health is most important social goal.
However, in Eritrea despite the e~cistence of a clear policy primary health care facilities are
short of inedical personnel, basic drugs, equipment and supplies. Preventable diseases are
responsible for about 70 percent of the burden of diseases in Eritrea. Communicable and nu-
tritional deficiency diseases such diarrhoea, acute respiratory infections, tuberculosis, malaria,
HIV~AIDS, skin and parasitic infections are the major health problems facing the poor in
Eritrea. In 2002 these diseases were responsible for 60oI'o of outpatient and 40~ of inpatient
cases and 56~0 of inpatient deaths. Until 1998 malaria was the number one cause of mortality
and morbidity in Eritrea. The cost to the country from malaria was enormous, not only in the
death and illness of more than 200,000 people each year (up to 25P1o of the population in some
areas) but also because of the long-term debilitating effect, which seriously affects productive
activities.

The existence of nomadic pastoralists is another challenge for Eritrea's health system. These
groups are out of reach of modern health care facilities. About 25qo of the Eritrean population
leads a nomadic or semi-nomadic style of life. In the low land areas health conditions of women
and children among the nomadic communities are below average for Eritrea. Among nomadic
children the most common health problems are anaemia and acute respiratory infection (ARI).
Among women, immunization coverage is low, contraceptive prevalence rate (CPR) is low and
abortion is common. A settled population may facilitate easier administration of a public
health program but this is perhaps a denial of nomadism as an environmentally appropriate
lifestyle, which is socially and culturally valid in its own right. The establishment of semi-
permanent clinic, as a second option, would involve high cost, both of resources and health
workers time, given the imprecise knowledge of nomadic movements and the variation in
travel patterns brought by unreliable rainfall and war. The establishment of a mobile clinic
with a health worker traveling with each nomadic group, as a third option, would also be
difficult to achieve as many nomadic groups consist of small family units, total coverage of
which would involve thousands of "traveling health workers". One possible option that can be
suggested in the case of nomads is that the training of traditional medical practitioners, who
are already known by the nomadic population. These include traditional birth attendants,
bone-settlers, herbalists and other groups of traditional medical practitioners. Traditional
medical practitioners might be socially and culturally acceptable to the nomadic people as the
nomads culturally identify with them.

The other big problem facing Eritrea is the size of its displaced population. Over half a mil-
lion Eritreans sought refuge in Sudan during the war of independence. Afterwards, most of
them returned to Eritrea, but lacked homes and resources. The sudden influx of refugees put
severe pressure on the existing infrastructure and health care facilities. Within the refugee
community, malaria, meningitis and cholera, are common; there is also a high incidence of
diarrhoea, respiratory and skin infections, and many people suffer from malnutrition. Given
that 70 of the burden of disease are attributable to preventable, communicable diseases, there
is an urgent need to focus on improving the provision and~or upgrading of preventive and
other critical programs to address mother and child health, HIV~AIDS, sexually transmitted
diseases, malaria and nutritional issues. In this regard, it is also important to evaluate the
performance and cost effectiveness of specific health programs to better assess the health care
needs of, and intervention for, target populations, such as women, children, nomadic commu-
nities, and war-stricken populations. Thus, success of PHC in Eritrea depends not only just
on policy statements but also on: resource allocation and expansion of health infrastructure;
fundamental change in attitudes and values regarding the development of human resources
and equitability of social services; education of the public on prevailing health problems and
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methods of preventing and controlling them; promotion of food supply and proper nutrition;
adequate supply of safe water and basic sanitation; maternal and child health care, including
family planning; immunization against the major infectious diseases; prevention and control of
locally endemic diseases; appropriate treatment of common diseases and injuries; and provision
of essential drugs.

[3] Health Care Financing

In Eritrea, tax revenues are the main sources of finance for health care. There are strong
arguments for why tax-based financing is pro-poor. In matured economies, tax-based systems
tend to be progressive (i.e. households with higher incomes tend to pay a higher proportion
of their income in tax). The poor are at least protected from financial shocks associated with
large health care costs. Pure tax-based financing does not involve user charges at point of
use and therefore financial accessibility may be high. These arguments have been challenged,
particularly in the context of low-income countries, like Eritrea. While there may no fees at
point of use, often the services provided by tax-funded systems are inequitable, biased towards
urban areas and hospitals rather than the rural poor. Transport and time costs in accessing
these services may prevent them being truly accessible to the poor. Tax-based financing
may be constrained by limited tax base in low-income countries by the fact that frequently a
relatively small share of the total government budget is allocated to health care. This study
shows that inequitable access to publicly financed health care is indeed a substantial problem
in Eritrea. Publicly owned primary care facilities are generally perceived to be of poor quality
and the private costs (transport and time) of accessing public hospitals are high for the poor,
the poor often prefer to use the services of private doctors or self-care. Yet the rich continue
to use public hospital care, especially where there are few alternatives. The result is that the
poor may use publicly funded services (particularly hospital services) less than the rich.

In February 1996, the Eritrean MOH introduced user fees (registration fees, and daily hotel
fees) at all public health facilities. The user fees were designed in a sliding scale with the lowest
fee being paid at the health centers and health stations and the highest at the secondary and
tertiary hospital levels. The aim of the user fees were in order to provide substantial subsidies
for primary care by charging patients the full costs of care at tertiary facilities. This was
believed to increase the quality of primary health care facilities, which in turn encourages
patients to use the referral system appropriately. This is in line with the theoretical argument
that if fee are raised and the resulting revenues are used to raise the quality of health services
at the same facilities, the net effect on outpatient utilization could be neutral. However, this
was not occurred in government facilities as a result of the 1996 fee increase in Eritrea. This
is because:

~ All fee revenues are passed on to the national treasury and non-are retained by the
facilities. When this is the case, there is limited incentive for health workers to enforce
fee collection, which has an adverse effect on the overall level of cost recovery that can
be achieved.

~ The quality of the health service, especially at the lower level, was not improved vis--vis
the introduction of user fees. Introduction of user fees without a subsequent increase
in quality is a factor that counts against the acceptability and sustainability of user
fee scheme. Our field survey (2003) shows that the main reason for patients bypass of
primary level health care facilities was unavailability of sufficient drugs, diagnostic tests
and qualified health personnel.
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. The fees collected are not sufficient; the MOH recovers only 10 percent of the recurrent
expenditure on health. The entire health system is barely financed by taxation. The
taxation capacity of the government is limited due to large rural and informal sector
populations. When a country's taxation capacity is as low as 10 percent of GDP or less,
it would take 30 percent of government revenue to meet a target of 3 percent of GDP
health expenditure through formal collective health care financing channels, which is
hard for Eritrea.

To address the pitfalls of the 1996 health care financing policy the MOH proposed a new
pricing policy in 1998. The policy is designed to revise the user charges for different categories
of patients. The health financing policy document estimated that the application of the new
fee schedule at the MOH health facilities would increase annual earnings of the MOH by 206
percent. The new financing policy has not yet implemented because of the border war with
Ethiopia. Its implementation deserves a careful watch.

Experience in many 5ub-Saharan African countries shows that the introduction or increase of
user fees in the public health system would create inequalities in access to services, particu-
larly in a situation where compulsory exemption systems do not exist or provide inadequate
safety nets for the poor. Where exemption mechanisms are in operation, inequalities may
be exacerbated by ineffective targeting, as well as significant administrative, economic and
informational barriers to their implementation.

The proposed user fee policy of Eritrea deserves careful assessment of the following: what will
the policy impact be on utilization of services, especially by the poor? What is the expected
level of revenue? Will local governments be able to support the cost of care for those to whom
they issue indigence certificates? What mechanisms can be utilized for averting the problem
of provider-induced demand for services? What will the impact of the proposed user fee policy
be on the growth of the private sector and the distribution of health resources geographically?

With the adoption of the new user charges as part of health sector reform policy, the impor-
tance of adequate exemption mechanisms is imperative if the poorer are to be able to access
basic health services in Eritrea. The current system of exemption fails to provide adequate
protection to the poor; exemption from health fees is largely independent of income and many
of the poor do not qualify for assistance. Waivers and exemptions through regulations, in
most cases, do not work: few poor benefit from it and many beneficiaries are not the poorest.
The poor traditionally live far from hospitals. In order to benefit from free medical care, they
have to cover other costs such as transport. Moreover, there may be a lot of uncertainty about
eligibility for waivers and exemptions. The poorest may then decide to stay at home without
treatment, or seeking inappropriate care.

In light of the proposed increase in user fees, Eritrea's policy of poverty-based and specific
diseases exemptions should be reviewed, as more people will need to be exempted. To this
end there is a need for the:

. Provision of clear central guidelines on eligibility criteria so that they distinguish between
the poor and the non-poor, are reasonably easy to implement at the local level; and to
monitor performance against these guidelines: how many exemptions are given, to whom,
by whom?

. Inclusion of non-discretionary exemption criteria such as age, gender, region, and type of
service, as they are less likely to affect access of the poor to services. The discretionary
criteria, such as income and physical assets are difficult and costly to administer.
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~ Communication of the exemption policy to health workers and the general population
whilst allowing some flexibility in implementation to enable exemption mechanisms to
be adapted in response to local circumstance, but only within limits set by clear central
guidance.

~ Prevention of establishing incentives not to exempt- perhaps by limiting the amount
of revenue that can be retained locally from fees or by identifying specific and differ-
ent sources of funding for the exemptions, and by giving equal weight to the goal of
exemption and to revenue generation in implementation guidance.

~ Avoidance of the capture of exemptions by non-poor groups such as civil servants, other-
wise revenues from the scheme will be limited, but recognize that allowing some degree
of capture by more wealthy groups, particularly within local communities, may build
sustained support for the exemption mechanism.

Health insurance is more appropriate for mobilizing resources and sharing of risks than user
fees. However, Eritrea cannot jump into insurance before first passing the hurdle of imposing
user fees in government facilities, especially hospitals. User fees could be used as a transi-
tory to the long-term Eritrea's government objective of universal coverage. In the long-run
the financing options for universal coverage in Eritrea should include: (i) development of a
national health insurance system; (ii) financing some care through MOH, and (iii) financing
care through a combination of public and private insurance mechanism (see figure 10.2).

[4] Ti-aditional Medical Practice

Traditional medicine plays a significant role in the health system of developing countries. In
the absence of an adequate medical system, most rural communities in Eritrea depend on
traditional medicine. Traditional medical practitioners use medicinal herbs and other local
ingredients to treat both diseases and common sicknesses. Higher confidence in traditional
medication for the treatment of serious illnesses, irrespective of availability of western medical
service in many rural communities in Eritrea, indicates the need for selective integration of
traditional medical practice within the overall health care delivery system of the country. The
most effective way of reducing mortality and morbidity due to easily preventable infectious
diseases would be through health education for the traditional medical practitioners in order
to improve the management of these diseases.

Traditional medical practitioners are usually informal, unrecognized by the government, and do
not interact with the rest of the health system. Yet they can be a formal part of a system. For
instance, in Nepal, there is a formal training program and department of Ayuruedic medicine
within the ministry of health. Moreover, in China, practitioners of Chinese medicine are
formally recognized. Populations throughout Africa, Asia, and Latin America use traditional
medicine to meet their primary health care needs. In Africa, up to 80 percent of the population
use traditional medicine to meet their health care needs. In China, traditional medicine
accounts for about 40 percent of all health care delivered. In developing countries TMPS are
important health resource because they are more accessible and affordable. In addition, they
are more socially accepted as compared to formally trained health workers from the urban
areas.

However, in Eritrea, several factors limit the development of traditional medical practice:
lack of collaboration between traditional medical practitioners (TMPs), poor skills of TMPs,
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and inadequate documentation of the safety~efficacy of TMPs services are some of the main
factors.

~ Collaboration: because of the large variation in types of TNíPs and lack of central
organization, there is often a lack of collaboration among TIV1Ps. In our study about
83 percent of the TMPs do not have any collaboration with other TMPs. The absence
of a central TMPs association made it difficult for the public sector to collaborate with
TMPs to improve overall health services.

~ Skills: traditional medical practitioners often have poor biomedical knowledge, which
leads to harmful procedures to patients. In our study 45 percent of TMPs acknowledge
the existence of harmful traditional medical practice. Many TMPs have inadequate
knowledge on the risks of HIV transmission through blood products.

~ Documentation: there is lack of documentation on the safety and efficacy of traditional
medical practitioners service in Eritrea. Without proper documentation the government
is not willing to include such treatments in national programs to reduce its disease
burden. In Eritrea traditional medical knowledge transmits from one generation to
the next generation through words of mouth. As a result many traditional medical
practitioners services for many diseases lack the evidence-base to convince government
to support such services.

In Eritrea there is a need for: the registration of all traditional medical practitioners, and the
exploration and documentation of all their traditional medical knowledge; the establishment
of a legalized association of traditional medical practitioners, answerable to the Ministry of
Health, to be responsible for the evaluation and licensing of practitioner, formulation of stan-
dards and code of practice, and punishment for misconduct and malpractice; the promotion,
through the association, of proper observation of clinical results and identification, analysis,
and research into the therapeutic value of identified herbs; promotion and encouragement of
dialogue and cooperation between practitioners of modern and traditional medicine.

[5] Tapping Local Social Capital

As we have seen it in chapter four, social capital refers to the processes between people, which
establish networks, norms, social trust and facilitate co-ordination and co-operation for mutual
benefit. These processes are also known as social fabric or glue. Key to all uses of the concept
is the notion of more or less dense interlocking networks of relationships between individuals
and groups. People engage with others through a variety of lateral associations; for example,
in Eritrea hometown associations, quasi-religious self-help associations, neighborhood associ-
ations, marriage and morn gathering can be mentioned.

Most Eritrea's social capital is based on family and kinship connections, relating to the single
household, the extended family, and the clan, based on strong ties of blood or ethnicity. Such
connections extended to the village and neighborhood with relative homogeneity of culture.

Kinship and community associations play an important role in social welfare in Eritrea. The
extended family, in Eritrea, is large enough to accommodate many individual families, which
are tied by "Enda". Enda is the collective crystallization of individual families. Kinship
networks are the primary safety nets in Eritrea. When a hard time strikes the entire kinship will
be mobilized to provide assistance. The family has three important transactional advantages
over the market and the state: adverse selection is limited because family members cannot
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easily withdraw from the family nor can outsiders become members of the family; families
have generally more information about family members' behavior than professional insurers
or the state; and moral hazard behavior may be especially constrained by feelings of family
loyalty; and the ease with which families can monitor their members' behavior.

Although it is important, the extended family does not give adequate coverage as its size is
limited, risks cannot be spread widely. Small losses do not present any special problems, but
large losses with small probabilities cannot be adequately insured by the extended family. As
a remedy to this problem traditional Eritrean community uses mutual aid community associa-
tions (Mahber) to channel resources for social welfare. Hence social networks, or associational
life, related to groups and organizations link individuals belonging to different families or kin-
ship groups in common activities for different purposes (economic, social~cultural, political).
These constitute the form of social capital closest to its more common definition of "networks
of civic engagement", linked to the concept of "local or community level or local interest
associations".

In a situation in which free public health services provided by the state are no longer being
provided and access to private insurance is denied, the transformation of the voluntary mu-
tual aid community association into an autonomous, locally organized mahber-based health
insurance schemes at the local level is one possible way of closing the gap. In Eritrea, schemes
intended for the informal sector are confronted with low and irregular incomes of target pop-
ulations and consequently negligible potential for profit making. By necessity schemes for the
informal sectors have social welfare dimensions rather than commercial characteristics. The
use of existing traditional mutual aid community associations would save the task of creat-
ing a separate agency for initiating and implementing health insurance for the poor. Central
and local government units should provide political, moral, legal, technical, and financial sup-
port for traditional mutual aid community associations and include such schemes in poverty
alleviation programs.

14.4 Conclusion

Public-private mix in the health sector is a complex process, one that affects not only the
public health system, but also health care market structures. Many industrialized countries,
nowadays, have achieved universal access to health care through a mix of public and private
arrangements in financing and provision12 in fact they have varied in their approaches, with
some opting for 'managed competition' models others pursuing 'internal markets', 'yardstick
competition' (or bench-marking), and yet others the more limited 'public competition' options.
Thus, there is no single prescription for the type of market mechanism in health care. The
extent and nature of the change in the management of health care services depends upon the
existing institutional framework and the structure of the political and administrative system
of a country.

In low-income countries, like Eritrea, the move from a public sector monopoly to a more ef-
fective balance between public and private roles is not easy. It will take time and must be
accompanied by capacity building in areas such as contracting, regulation, and co-ordination
of non-governmental providers. Furthermore, effective public-private mix in health care de-

12The United States, Mexico, and 1lrrke,y are three exceptions in the Organization for Economic Cooperation
and Development (OECD) where universal access has not yet been secured. For a review of the introduction
of universality in the OECD, see A.S. Preker, The Introduction of Universality in Health Care (London: IIHS,
1989).
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mands: the existence of regulatory mechanisms in procurement, administration, and financial
systems; information systems; adequate capacity of health care providers and purchasers;
provider market; and trust. The health system in Eritrea has gaps in information, regulation
and capacity. This is partly exacerbated by acute shortages of both human and financial re-
sources. In most public health facilities there are shortages of indispensable staff for planning,
management and operation.

In Eritrea contractual relations in health care are limited to non-medical services such as
building maintenance, hospital meals, hospital laundry, sanitary, guards etc. Contractual re-
lations for medical services have not yet developed fully. Contracting as a method of resource
allocation, or management and delivery of services may improve health service performance,
in Eritrea, if it is part of a coherent policy framed by the state, especially the Ministry of
Health.Contracting will enable the public sector not only to 'buy' but also to 'sell' service to
private health facilities. This can be realized by opening access to services provided by the
public sector to the private sector. The MOH can 'sell' services like imaging, laboratory tests,
hospital-beds ( wards), x-ray and radiology to the private sector of which it has a comparative
advantage. However, effective public-private mix requires better coordination and collabora-
tion between the public and the private sector. Absence of effective coordination between
various levels of the public health system, and the private sector, in Eritrea, creates inefficient
utilization of health care services such as uneven distribution of private health facilities, under
utilization of primary level health care facilities and congestion at tertiary level health care
facilities.
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Appendices

Appendix to Chapter 13: The Choice of a Health Care Provider. The Central 8c Northern
Highlands of Eritrea

Appendix 13.1: Operationalizaáon of the study variables

Variable Operational deónition
Dependent:

Health Caze F; is a health care facility,
Provider indexed by j- 1,2,3,4

Independent:

Sex Whether male or female

Codes

F, - I if the sick person chose self-treatment;
else choice F, - 0; this opáon also includes
tradiáonal healers and retail shops. .

Fz- I if the sick person sough[ treatment from
government health facility; else choice
Fz - 0.

F3- 1 if the sick person sought treatment from a
mission health facility; else choice F3- 0.

Fo -1 if the sick person sought treatment from a
private health facility; else choice FQ - 0.

(Dummy~dichotomous)
Male 0
Female 1

Age Number of full years attained
at the last birthday.

Educaáon The completed level of
schooling attained.

Employment Engagement in an income-
generaáng acávity, whether
in the formal or informal
sector.

Income Both monthly cash income
and income in kind of a
household.

Socio- This is a composite of house
economic ownership, type of house,
status ownership of consumer

items, and frequency of
eaáng meat.

Entered as a conánuous data. (In years)

No educaáon 0
Primazy (1-6 grade) 1
Junior (7-8 grade) 2
Secondary (9-12 grade) 3
Above grade 12 4
(Ranked)

(Dummy~dichotomous).
Unemployed
Employed

0
1

Lowest 1
Second 2
Middle 3
Fourth 4
Highest 5

(Ranked)

Lowest 1
Second 2
Middle 3
Fourth 4
Highest 5

(Ranked)
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Appendix 13.1: Continued......

Distance Total dístance in kilometers
covered either on foot or by
any means of transport from
home to a health facility.

Entered as a continuous da[a. (In kílometers)

Travel time Tíme taken to travel from
home to a health facility and
from a health facility to home
by any means of transport.

Entered as a continuous data. (In Minutes)

Transport The cost of transport paid for Entered as continuous data. (In Nakfa)
cost traveling to the health facility

and back home.

Waiting time The total time spent waiting Entered as a continuous data. (In minutes)
for [reatmenC (waiting time f
treatment timet laboratory
examination time t time
spent at the pro-pharmacy).

User fees The costs of registration, Entered as continuous data. (In Nakfa)
consul[a[ion, laboratory and
other tastes, surgery and
drugs.

Perceived The general performance of Poor 1
quality of the health facility as assessed Satisfactory 2
services by the patient relating to Good 3

diagnosis of diseases by the Very good 4
doctorlnurse, laboratory tests, (Ranked)
availabiGty of drugs, etc.

Poor 1
Attitude of Affective behavior of Satisfactory 2
medical staff inedical staff towazds patients Good 3

Very good 4
(Ranked)

Perceived The percepáon of the family
severity of or individuals level of Low severity (mild) 1
illness sickness. The number of days Medium severity 2

confirmed to bed is used as High severity (chronic) 3
indicator of severity of (Ranked)
sickness.
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Appendá 13.2: Bivariate corte)ation matris ta tóe stody variables

VariableslCorrelations

Sex Age Edu. En~l. lucone Soc.ec S. i0 U.fee AttS Q. sa. Dist. TraT Tcro W. T Res. H.Ser

Sez 1.000
Age 0.025 I.000
Educauoo 1S0' -144' L000
Empbymem .133' .064s .312' I.000
lucome .OS6" .011' .445' .720' 1.000
Soriotca. .002 .077' 218' .016 .188' I.000
Severity of illuess OS1" -150' . 174' .035 .112' .004 1.000
User fees .OS8" .032 .111' .33? .389' .034 -.069' 1.000
Attitudeofsraff . 139' .008 f01' .I10' .OSI' .008 -.094' .210' I.000
Quality of service 013 .031 I17 .113' .OBO' 001 28S' -.OS2s .073' 1.000
fhsrance -.023 -.094' ,156' -.132' -.253' -.115' .112' -208' -.138 302 1.000
Trevel time -.038 -.014 -.116' -.13ó -.188' -.013 .041 -.169' -.092 132 .183' 1.000
Transport rost - .001 010 -.120' .040 .009 .016 ,061' . I11' -.061 .022 108' .112' 1.000
Wairing time -.025 -128' .162' .130' .181' -.018 .163' .205' -.084 -.118' .140' .145 .022 L000
Placeofresideoce -.OS8s 128' .400' 14S .282' .002 I1S' -.263' .081s .OSIs .311' -.319" 1S0" -129"
Useofhealthservice .036 .141' 303' .232' .219' .011 178' .018' .137 3ll' -353' -.011' -.oe8' -258"

t~' Correlabon is sigruficaut at 0.01 levd (2-tatled;
' Correlation is signifiiant at O.OS levd (2-ta~

I.000
.361' 1,000
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Inleiding
De keuze van Eritrea als land van onderzoek is niet alleen gemaakt vanwege de zware gezond-
heidsproblemen, maar ook vanwege de sociale en economische transformatie die dit land mo-
menteel ondergaat. In tegenstelling tot veel andere landen werkt de Eritrese overheid mo-
menteel aan de vorming van een nationale gezondheidszorg,. Eritrea heeft een topprioriteit
gegeven aan het oprichten van een nationaal gezondheidssysteem als integraal onderdeel van
een nationaal ontwikkelingsprogramma. In haar strategisch plan (2001-2002) en haar macro-
economisch plan (1994) heeft de overheid duidelijk gesteld dat gezondheid de kernfactor vormt
voor de ontwikkeling van het land. Het bereiken van het hoogst mogelijk gezondheidsniveau
vereist de medewerking van de relevante stakeholders: de staat, de civil society (NGOs), en
de private sector.

In deze studie wordt da aandacht gevestigd op de rol van de staat en van de markt in de
voorziening en financiering van de gezondheidszorg. De staat, noch de markt zijn perfect in
de voorziening van gezondheidsdiensten. De gebreken worden in de economische en bestu-
urskundige literatuur uitgebreid gedocumenteerd en hier geanalyseerd. De splitsing tussen
de verantwoordelijkheid voor de gezondheidsvoorziening en de verantwoordelijkheid voor de
feitelijke verzorging zien velen als de sleutel voor de oplossing van het probleem. Hierdoor
wordt de efficiency verhoogd en kunnen de verschillende organen helderder verantwoording
afleggen naar elkaar en naar de samenleving.

Drie bestuurssystemen worden vergeleken: hirarchien, markten en netwerken. Het doel van de
publiekprivate mengvorm is een evenwicht te scheppen tussen de efficiency en vrijheid van de
markten en de solidariteit gewaarborgd door de overheid. Een nationaal gezondheidssysteem
dat de waarde van deze drie erkent, vraagt om instituties die de samenwerking bevorderen en
vrije toe- en uittreedmogelijkheden accepteren. Het is niet gemakkelijk om dit in de praktijk
te brengen. Daarvoor is een zorgvuldig ínstitutioneel ontwerp vereist. Deze studie biedt
het instítutionele kader met behulp waarvan markten, hirarchien en netwerken een positieve
synergie op elkaar uitoefenen bij de voorziening en financiering van de gezondheidszorg in
Eritrea.

De thesis bevat vijf delen. Na de inleiding volgen het literatuuroverzicht (hoofdstukken 2, 3
en 4), het conceptuele kader en de onderzoeksmethode (hoofdstuk 5), de empirische studie
en de context (hoofdstukken 6 tot en met 13), en ten slotte de conclusies met aanbevelingen
(hoofdstuk 14).

Onderzoeksvragen
1. Wat kunnen we leren van de ervaring opgedaan in de Sub-Sahara Afrikaanse landen

omtrent de bevordering van de efficiency en de doelmatigheid in de voorziening en fi-
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nanciering van gezondheidsdiensten? Deze vragen vallen in drie delen uiteen:

- Hoe wordt gezondheidszorg feitelijk gemanaged en gefinancierd?

- Welke problemen zijn typisch voor de gezondheidssystemen in de Sub-Sahara landen ?

- Welke zijn de hoofddeterminanten voor de levensverwachting in die landen? Deze
vragen worden in hoofdstuk drie beantwoord.

2. Op welke wijze kan de Eritrese overheid een rechtvaardige, betaalbare, toegankelijke,
efficinte en effectieve gezondheidszorg bevorderen?

- Welke zijn de belangrijkste gezondheidsproblemen in Eritrea?
- Welke beleidsinstrumenten zijn beschikbaar om de armen te helpen?

- Welke ruimtelijke variatie in zorgbehoeften bestaat er en wat heeft dit voor consequen-
ties voor de verdeling van moderne faciliteiten en personeel in Eritrea?

Deze vragen worden beantwoord in de hoofdstukken zes, zeven en acht.

3. Hoe kan de Eritrese overheid haar gezondheidszorg organiseren in het kader van de drie
bestuurssystemen (markten, netwerken en hirarchien)? Deze vragen vallen in vijf delen
uiteen:

- Hoe is de gezondheidszorg georganiseerd in Eritrea?

- Hoe is de financiering?

- Hoe luidt de publiekprivate combinatie van gezondheidsvoorziening en financiering?

- Welke trend in decentralisatie en gemeenschapsparticipatie kan men waarnemen?

- Zijn intersectorale en multisectorale samenwerking effectief in het bevorderen van pri-
maire gezondheidszorg? Deze vragen worden beantwoord in de hoofdstukken zeven,
negen en tien.

4. Is het mogelijk dat een traditioneel en een modern gezondheidssysteem naast elkaar
functioneren, of zelfs elkaar ondersteunen? Onder welke condities is dit mogelijk? Deze
vraag wordt beantwoord in hoofdstuk twaalf.

5. Hoe kan de traditionele Eritrese gemeenschap de onverwachte kosten voor gezondhei-
dszorg and andere sociale kosten dragen, in de afwezigheid van een ziekteverzekering
en van andere veiligheidsnetten? In hoofdstuk elf analyseren we de traditionele Mah-
ber en Ekub netwerken. Onderzocht wordt op welke wijze deze traditionele instituties
omgevormd kunnen worden tot Mahler-gebaseerde gezondheidsverzekeringschema's.

6. Op welke socio-economische en gebruikers karakteristieken verschillen individuen die een
behandelingsmogelijkheid uitkiezen? Hun opties bestaan uit de overheidszorg, de missie,
of particuliere gezondheidszorg, naast de traditionele medische hulpverlening of zelfhulp.
In hoofdstuk dertien analyseren we de patintenkeuze van een hulpverlener met behulp
van een multinomiale logit analyse en een aselect nutsmodel van onze data.

Literatuur overzicht

De huidige stand van kennis omtrent de governance van de gezondheidszorg is uitgebreid on-
derzocht. Gezondheidszorgsystemen en financieringssystemen zijn geanalyseerd voor verschil-
lende regimes. Relevante literatuur voor de Sub-Sahara landen en andere ontwikkelingslanden
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is verzameld. Van vijf relevante theorien zijn overzichten gegeven: de transactiekosten theorie,
de principaal-agent theorie, de contract theorie, sociaal kapitaal benaderingen en de centrale
locatie theorie. Deze theorien worden gebruikt in de analyse van de privaatpublieke combinatie
van gezondheidsvoorziening en financiering.

De principaal-agent theorie heeft ons tot twee belangrijke conclusies geleid. De eerste is de
afhankelijkheid van alle betrokkenen van informatie. Als de informatie compleet zou zijn,
wordt het moral hazard probleem gelimineerd. Ten tweede, overal waar informatieproblemen
bestaan, terwijl het gedrag van agenten toch aangestuurd moet worden, vormen de kosten
om contracten te af te dwingen een belangrijke factor in het governance ontwerp. De con-
tracttheorie handelt over informatieasymmetrie in contractuele relaties. Deze kunnen 'zacht',
'relationeel', of 'incompleet' zijn wanneer vertrouwen het belangrijkste ingredint is. Als de
prijs het belangrijkst is, zijn de karakteristieke 'hard', 'spot', of 'compleet'. Het type gezond-
heidsdienst geeft vorm aan de contractuele relatie,

Het centrale idee van sociaal kapitaal is dat sociale netwerken waardevolle activa zijn. Netwerken
vormen een basis voor sociale cohesie omdat deze mensen de mogelijkheid bieden samen te
werken met elkaar, en niet alleen met mensen die zij direct kennen (Field, 2003). Vormen van
sociaal kapitaal in Eritrea zijn: buurtverenigingen, wederzijdse hulp gemeenschappen (Mah-
ber), geboorteplaats verenigingen, huwelijks en begrafenis bijeenkomsten, en coperatieven.
Hoe dichter het netwerk, des te groter de kans dat de leden van een vereniging samenwerken
in wederzijds belang. Vier centrale aspecten van sociaal kapitaal worden uitgelicht ten beho-
eve van informele sociale verzekeringsarrangementen in Eritrea: vertrouwen, wederkerigheid,
gemeenschappelijke regels, normen en sancties, en verband binnen en tussen netwerken en
groepen

De centrale locatie theorie stelt dat er een functionele relatie bestaat tussen de omvang van
een centrale locatie, de volgorde van de goederen en diensten die daar aangeboden worden,
en de omvang van het achterland. Concepten als drempelomvang van een populatie en de
reikwijdte van een goed of dienst zijn relevant voor de analyse van de verdeling van gezond-
heidsfaciliteiten in Eritrea. Christaller (1966) definieert de reikwijdte van een dienst door
middel va.n de maximale afstand die gebruikers willen afleggen om die dienst te ontvangen. De
drempelomvang van een bevolking is de minimum omvang die een allocatie van een schaars
goed of een schaarse dienst rechtvaardigt. Onder dat niveau zijn er te weinig gebruikers om
de dienst met een nog aanvaardbare efficiency te verlenen.

Onderzoeksmethoden en analysekader

Zowel survey als case study methoden worden in deze studie toegepast. Beide methoden
sluiten elkaar niet uit (Hakim, 1987; Dancey en Reidy, 1999). De descriptieve en verklarende
case study methode hebben we gebruikt bij de analyse van gezondheidszorg voorziening en
financiering in Eritrea. De kracht van deze methode ligt in de acceptatie van multipele bronnen
en technieken bij het verzamelen van data. De survey methode is geschikt om verklaringen
te vinden van het gedrag van grote groepen mensen bij relatief kleine steekproeven (Marshal
en Rossman, 1995). Bovendien geven zij een snelle en goedkope manier om feiten omtrent de
kennis, de gewoonten, de verwachtingen en het gedrag van mensen te leren kennen.

We hebben primaire en secondaire data verzameld. De laatste zijn verkregen van de archieven
van de MOH rapporten van de Wereldbank, IIVIF, WHO, UNICEF en de demografische en
gezondheidsstatistieken van Eritrea. Daarnaast hebben we materiaal verzameld uit boeken,
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rapporten en tijdschriften, of ongepubliceerde documenten.

De primaire data zijn door middel van de volgende drie methoden verkregen: diepte inter-
views met sleutelfiguren; het steekproefsgewijs ondervragen van individuele huishoudens, of
via persoonlijke observaties. Deze triangulaire benadering maakt het mogelijk de gegevens
op consistentie te controleren. In deze studie trekken we drie onathankelijke steekproeven
uit verschillende populaties. Een aselecte steekproef is genomen om een verzameling van 250
moderne medische artsen te verkrijgen uit een populatie van 2317 artsen. Eveneens een verza-
meling van 250 traditionele genezers uit een populatie van 2952 genezers. Het onderzoek
werd verricht in vier bestuurlijke regio's van Eritrea: Maekel, Debub, Anseba and Semenawi
Keih-Bahri. De lijsten van artsen en genezers werden van de MOH verkregen. De studie richt
zich op de opvattingen en houdingen van zowel de artsen als de genezers omtrent de volgende
aspecten: de traditionele geneeskunst, en mogelijke complementariteiten tussen traditionele
en moderne geneeskunst. Een huishoud survey werd uitgevoerd om het gedrag van patinten
te onderzoeken bij hun keuze van een zorgverlener, dat wil zeggen, de keuze tussen overheid,
missie, particulier en traditioneel, de laatste inclusief zelfhulp. Het onderzoek werd verricht
in drie deelgebieden: Dekemhare (zoba Debub), Ghinda (zoba semenawi Keih-Bahri), and
Semenawi-Mierab (zoba Maekel). De lijst huishoudens werd verkregen van het Ministerie van
Locale Overheid. De data werden verzameld door tien gekwalificeerde personen met behulp
van een questionnaire.

Daarnaast zijn interviews gehouden met dorps- en gemeenschapsleiders, met de lokale over-
heden en met gezondheidsfunctionarissen. Als controlegroep hebben we een tweede groep
respondenten van dezelfde samenstelling, steekproefsgewijs getrokken. Ten slotte hebben we
deze procedure op een later tijdstip (het einde van de data verzameling) herhaald. We hebben
de interviews op deze wijze ontworpen om een zo objectief en betrouwbaar mogelijk resultaat
te verkrijgen.

Belangrijkste resultaten

Landen met lage inkomens, zoals Eritrea, kunnen niet gemakkelijk overgaan van een pub-
lieke sector monopolie naar een meer uitgebalanceerde privaatpublieke samenwerking. Het
kost tijd en capaciteit op gebieden als contractervaring, regulering, en cordinatie tussen niet
gouvernementele zorgverleners. Voor dit overgangsproces worden tal van zaken gevraagd die
niet direct voorhanden zijn. Naast institutionele tekortkomingen bestaan er acute tekorten in
hulpbronnen van personele en financile aard. In het proefschrift wordt aangetoond dat voor
landen met lage inkomens onvolledige, relationele en op vertrouwen gebaseerde contracten
beter werken dan op transacties gebaseerde geschreven en volledige contracten. Gebrek aan
capaciteit om de uitvoering te controleren en af te dwingen maakt dit type contracten weinig
effectief. Relationele contracten gebaseerd op lange termijn vertrouwen werken efficinter.

In Eritrea is de publieke sector de grootste verstrekker van gezondheidszorg. Private klinieken
bestaan alleen in de grote steden en bedienen een klein deel van de bevolking. De afwezigheid
van cordinatie tussen beide sectoren dreigt een systeem van twee gescheiden lagen te scheppen,
waarbij de publieke sector de grote groep armen voorziet van een matige zorg, terwijl een kleine
rijkere groep zich goede zorg van de private sector kan veroorloven. Dit weegt des te zwaarder
omdat er nauwelijks mogelijkheden voor de overheid zijn om belasting te heffen of om andere
wijze aan geld te komen.

Uit het feit dat 7001o van de ziekten in Eritrea te wijten zijn aan voorkombare overdraagbare
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ziekten, volgt dat er een hoge urgentie is om preventie en andere programma's uit te voeren
die gericht zijn op moeder en kind gezondheid, HIV~AIDS, seksueel overdraagbare ziekten,
malaria en ondervoeding. Doelgroepen zijn vrouwen, kinderen, nomadische bevolking en de
bevolking in oorlogsgebieden.

Een andere belangTijke factor is de fysieke toegankelijkheid van delen van de bevolking in
Eritrea. Vanwege de grote afstanden zijn veel mensen gedwongen zich tot een traditionele
genezer te wenden. De moderne gezondheidszorg wordt alleen in uiterste nood gezocht, waar-
bij de kosten hoger worden naarmate het uitstel langer duurt. Dit mechanisme gaat ook
op voor het herkennen van een ziekte. Voor arme bevolkingsgroepen is dit veel moeilijker
dan voor beter opgeleide mensen. Het feit dat ongeveer 2501o van de Eritrese bevolking een
nomadenbestaan leidt vormt een andere uitdaging voor de gezondheidszorg. In de lage ge-
bieden is de gezondheidstoestand van vrouwen (geen contraceptie en dus vaak abortus) en van
kinderen (ademhalingsproblemen) in nomadenstammen slechter dan het gemiddelde.

De kracht van gemeenschappen in Eritrea bij het verkrijgen van middelen en het financieren
van acute uitgaven is groot. IVlahber-gebaseerde verzekeringsschema's functioneren goed. Zij
zijn gebaseerd op drie factoren: sociaal kapitaal, de organisatie van wederkerige arrange-
menten, en de organisatie van onderlinge verbanden tussen gemeenschappen en externe in-
stellingen die diensten van algemeen belang verrichten. Deze governance structuren kunnen
belangrijk bijdragen aan de in dit proefschrift gesignaleerde problemen.

1~aditionele genezingswijzen vormen een belangrijke bron voor gezondheidszorg in Eritrea.
Genezers werken meestal op basis van een "pay when cure" contract. Dit systeem van resul-
taatafhankelijke contracten betekent dat genezers een sterke incentive hebben om een hoge
kwaliteit zorg te verstrekken, zelfs al kan de patint zelf deze kwaliteit niet beoordelen. De re-
muneratie houdt dus een risicodeling tussen patint en genezer in. De betaling is gewoonlijk in
nature, en er wordt geen geld gevraagd vrdat de patint beter is. In de meeste gevallen betalen
patinten aanvankelijk weinig, maar naarmate het herstel volgt worden de bedragen aanzien-
lijk. In het traditionele medische systeem lost het 'herhaalde interactie principe' tussen patint
en genezer het principaal-agent probleem op, omdat een lange reeks waarnemingen toestaat
waaruit informatie getrokken kan worden omtrent de gepleegde inspanning van de genezer
en van de patint. Deze herhaalde interactie vormt de basis voor solidariteit, vertrouwen en
efficiency van de genezerpatint relatie. Het 'herhaalde interactie principe' maakt de reputatie
van de genezer tot een waardevol bezit.
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This thesis analyzes Eritrea's health care policy and strategy, and exam-
ines the role of ihe state and the market in a dual economy where
modern and traditional health care systems coexist side by side. The thesis
demonstrates a conceptual framework through which the Eritrean healih
care system manages the three governance systems: Markets, Hierarchies,
and Networks.

Basically, this thesis has five parts: the first part deals with the back-
ground of the study, the research problems in perspective, relevance and
scope of the study. The second part focuses on policy issues in the role of
the state and the market in health care provision and financing, and rhe
experience in Sub-Saharan African countries. Part three presents the
theoretical framework and empirical research methodology. It provides a
review of relevant theories such as agency, transaction cost, contract, social
capital, and central place. It also examines health care governance systetns
under differenc service specific regimes. Part four deals with the research
context and empirical study It analyzes Eritrea's health care policy and
strategy, the distribution of health care facilities and personnel, health care
provision and financing, informal social insurance schemes, the practice
of traditional medication, and patients' choice of a health care provider.
Finally, part five presents the research findings, implications and conclu-
sions.
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