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ABSTRACT
The aim oi this study is to examine the potential impact of community financing
on the utilization and accessibility of health care providers in general and the government
health centres in particular. A household interview survey, Focus group discussions,
indeplh interviews and document reviews were undertaken in one health district in the
North W est Province of Cameroon. 1147 households with 6656 members were visited and
their heads interviewed. O f 1093 households with 3441 adult members analyzed, only 603
indicated that they had an adult sick within two weeks preceding the date of the household
interview survey (HIS).
The results indicate that people who seek health care from any of the health care
providers in the district spend a substantial proportion of their incomes on treatm ent, even
in government health units where treatment is supposed to be free. Like other studies, this
one found that people in the poorest quartilc spend a higher proportion of their income
on treatment compared to those in the highest quartile. Transport and time costs are also
higher for those in the lowest quartilc compared to those in the highest quarlile.
Using a computer programme - ALOGIT - the demand for health care in the
district if community financing were to be introduced was modelled. Community financing
as used in this study refers tc e situation where there is mobilization and management of
resources by the community to support, in part or in full, basic preventive and curative
health services for its members. From the data, the introduction of community financing
in government health centres would result in people shifting away from them towards
private health care providers probably because they value highly the quality o f care given
by private providers. However if community financing is introduced in government health
centres and combined with an improvement of the accessibility of health care services
(such as by the creation and/or reactivation of village health posts leading to a reduction
in travel time and distance), utilization of public health centres would still decline, though
not as acutely as if community financing were introduced alone.
Though the demand for health care in the district is estimated to be price inelastic,
there are people in the community who need to borrow money or pawn their belongings
to be able to pay for health care or are simply barred access to health care providers.
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CHAPTER 1
BACKGROUND OF THE RESEARCH PROBLEM
1.1 INTRODUCTION
Governments in most developing countries including Cameroon have been in
economic difficulties for some time now (W orld Bank, 1993) and have been finding it
difficult to mobilize the resources required to pay for drugs, health workers and other
elements which are required to provide effectively the much needed primary health care
services (Akin et al. 1987). T hese governments have been unable to finance and expand
the health care delivery system especially to rural areas which need the primary health
care services most.
Debt repayments by A frican countries consume on average 27% of their export
earnings (WHO, 1988a) but when all the developing countries arc taken into
consideration, the debt service payments represent on the average about 25% o f their
export earnings (LobLevyt, 1990). The economic situation of the less developed countries
has been discussed in details by Chernomas (1990) who claims that there is no lack of
capital production but rather there has been mismanagement of the available capital and
capital flight in most of these countries. The above figures are averages and are
consequently unable to reflect the very poor situations in which some of the African
countries find themselves.
The poor economic situation has affected not only governments but also
individuals residing in these countries The World Bank has estimated that the real per
capita income has declined in A frica by 15% in the last decade (W orld Bank, 1989). This
decrease in the real per capita income hits the poor harder than the rich. Corn ¡a (1984)
15

has indicated that a two to three per cent decrease in average incomes can easily result
in a 10 - 15 per cent decrease in the incomes and an even larger reduction in disposable
income of the poorest groups in society.
With particular reference to the health sector, most governments of the developing
world especially in some Sub-Saharan African countries have seen their budgetary
allocation to support health services decrease each year in real terms and in relation to
total budgets (Ruling, 1990, Abel-Smith, 1986). In the period from 1972 to 1982, for
example, the public expenditure allocated to health in some 20 African countries fell from
6.1% to 3.0% (W HO, 1988b) and the average per capita publicly financed health
expenditure fell lrom US$9.50 in 1982 to US$8.70 in 1985 though an increase to US$9.90
was seen in 1987 (Ferroni et al. 1990). While stressing effectiveness and efficiency, the
World Bank, (1993: 67) made it clear that
" Governments in developing countries spend an estimated $21 per capita
on health, lor a total of about $81 billion. It is estimated that only a little
more than $1 per person, or a total of $5 billion goes for cost-effective
public health measures" .
In an attem pt to find out the impact of the economic situation on the health sector,
health projects sponsored by the United Stales government in Central America and Africa
were reviewed for sustainability by Bosscrt (1990). He concluded that the projects in
Africa were less firmly sustained than those in central America due to the />oor economic
and political clim ate in Africa. What then is the economic situation of Cameroon? Is it
one that is sound enough to be able to sustain health projects? The next section and
chapter attempt to answ er these questions.

16

1.2 AN OVKRN IEW O F C A M K R O O N ’S E C O N O M IC SITU A TIO N
Early in ihe 1980s, Cam eroon, a middle-income country in Sub-Saharan Africa,
had a seemingly stable rate ol' econom ic growth. As the mid-1980s approached, the
economy started declining as show n in Table 1.1.
TABLE 1.1 C A M ER O O N ’S O O F AND G N F GROW TH RATES, (1980 - 1990)
Year

(1)
1980
1981

Real GDP
growth
rate (%)

Average annual

15.6
4.3‘

(2)

GNP/capila

growth rates
(%) (3)

198 2

1 7.512

1983

-2 .0 3

1 98 4

5.8

1985

7.6

1 98 6

8 .0

1987

-1 0 .4

198 8

-7.7

9.9
9 .5
2 .4
4 .6
2 .4
8 .0
5 .8
-3 .8
-1 0 .4

198 9

-3.4

-

199 0

-2.4

-4 .0 5

1 04
.

Sourcc:(2) Derrick,(1992).
(3) UNICEF (BIMU), 1990.

1 Calculated using dala Irom World Hank, 1982, 1983.
2 Calculated using data Irom World Hank, 1983, 1981
’ Calculated using data lorm World Hank, 1981, 1985.
* Calculate with data from World Hank, 1990, 1991.
' Calculated using data from World Hank, 1991, 1992.
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GNP per capita w hich unfortunately has no information on its distribution in the
community has been considered as an indicator of health and of human welfare. It has
been indicated by WHO that " per capita GNP can also serve as a general measure of
human welfare - that is, of ’health’ in the very broadest sense." (World Health
Organisation, 1981; W aaler, 1984; M usgrove, 1987). According to the World Bank,(1993)
the growth rates of per capita GNP declined from 8% in 1985 to -10.4% in 1988. Though
the GDP growth rate is still negative, it is very slowly improving. However, when this is
considered in conjunction with the increasing population growth rate, the situation is one
of a worsening economic crisis (Appendix 1.1).
By the end of 1990 the long and short term loans of the Republic of Cameroon
had am ounted to about US$5.3 billion (6) and the debt servicing was estimated to be
US$710 million (Editorial, Challenge Hebdo, 1992). Inflation in Cameroon is not high and
one is still able to buy things from shops while civil servants have been having their
regular salaries though this has of recent changed with the recent devaluation of the cfa
franc (CFAF). Notwithstanding the above, poverty especially in the countryside is rising.
1 -3 IM PACT OF POOR ECO NO M IC SITUATION OF CAM EROON ON THE
HEALTH CARE DELIVERY SYSTEM .
In Cameroon, the state has been involved in financing, planning and managing
health services and other health related activities but as the econom ic recession deepens,
the M inistry of Public Health has suffered a reduction in its share of the reducing public
cake.

6 The conversion lrom the local currency (Francs CFA) was based on an exchange rate of 290 Frs CFA
to One United Stales Dollar in 1990 (US$1 = 290 Frs CFA).
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The poor economic situation of Cameroon has resulted in insufficient health care
financing but there is also an international dim ension to the health care financing crisis
seen in Cameroon. Donors are reluctant to contribute to recurrent cost but willingly
contribute to capital investm ents (') (Gray, 1986; ClLSS\Club du sahel, 1980). There is
a general failure of governm ents, in situations of this nature where projects are sponsored
by their "aiders - the international donors”, to analyze the future recurrent cost
implications of any capital investm ent and to assess whether these costs will be affordable
given the available financing sources (Over, 1991). It has been stressed by W HO that "aid
could constitute a ’poisoned g ilt’ unless its com position was very close to pre-identified
domestic requirements ..." (W orld Health Organisation, 1984).
Many reasons have been advanced to explain the inability of governm ents in
developing countries to evaluate future recurrent costs implications of a donor-supported
investment. Among these reasons are firstly, the fear by the government of a loss of the
much needed aid since they are in most cases placed in a situation of ’cither you take as
given or leave it’. Secondly, the belief that the benefits from the investment will call forth
adequate community finances; and thirdly, the inducem ent in most cases offered to
officials of the Ministry of Public Health and other government departments who are
directly concerned with the investm ent - this inducem ent can be in the form o f per diems,
salary increases etc (Gray, 1986).
In an effort to tackle the health financing crisis, the Cameroon governm ent has
substantially reduced its investm ent for some years now (see Table 5-1) but this has not
solved the problem of recurrent costs of the health service which requires a continuous

' Jusi a few years back, inspite o f the fact that there were already an existing university leaching hospital
in the capital city, foreign governments did not hesitate to "help" in the construction of TWO new hightechnology hospitals in the Capital city and another town of the country. The university leaching hospital
was already having a problem of finances but this did not stop the foreign governments from going ahead
with their “help".
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How of a huge amount of resources. This decline in funds available to the health sector
has resulted in uncompleted health facilities being abandoned and left to deteriorate
without staff or equipment. There is poor or inexistent supervision, neglect of the
maintenance o f buildings, chronic shortage and lack of repairs or replacement of basic
equipment. There is no financial advancement for the health personnel (“) leading them
to become more dispirited, demoralized and corrupt (See Appendix 1.2). In Cameroon,
this dem oralization is also evidenced by the fact that most of the staff time is not
efficiently used. In a study undertaken by a USAID-aided health project, it was found out
that only 27% of nurses’ time was spent in productive work (M inistry of Public
Hcalth/SESA, 1990). In the final analysis, the low morale of the health workers and the
fact that the health units are understaffed and/or poorly supplied might discourage
community utilization of the health services.
To make matters w orse, the health system in Cameroon tends to favour the
maintenance o f the hospital system located mostly in urban areas at the expense of the
health units in the rural areas. The W orld Health Organisation (1987a) evaluating the
strategy for Health for all by the year 2000 in Cameroon, says that
" .....it is however no exaggeration to say that vast sums are being spent on
the construction and operation o f large-scale health facilities for curative
care above all."
The urban bias in Cameroon is contrary to the findings in other countries that
primary health care can do much to improve the health of the rural population especially
that of wom en and children (Gwatkin ct al. 1980; W ang, 1977; Kodjo and Carrin, 1992).
A nother strain that is put on to health expenditure is the high proportion of the
budget that is reserved for salaries. Even though from 1986 to 1987, the total health
*. This is as a result of the economic setback suffered by the country. In years gone by, the civil servants
almost always had a salary increase every two or three years. This setback has resulted in salar; cuts not
only for health workers but also for other civil servants. The situation has worsen so much so that civil
servant now go for months without salaries.
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expenditure in Cameroon declined by 10.7%, salaries were reported to have risen to 90%
compared to 83.8% in the 1988/89 financial year though it was on the average 79% of
recurrent expenditures during 1980-85 (Ogbu el al. 1992). A lter the stall salaries are paid,
very little budgetary allocation is left for the actual running of the health services. For
example, in the period 1'ro-n 1980 to 1985, only 1% o f recurrent expenditures was
available lor maintaining vehicles, supporting immunization, buying other supplies and
recurrent items (Ogbu et al. 1992).
Table 1.2 shows real per capita government health allocation and annual increases for the
years 1981 to 1990.
TABI.E 1.2: EVOLUTION OK C A M ER O O N ’S ANNUAL POPUI-ATION AND M INISTRY OK
PUBLIC HEALTH B U D G ET AND EXPENDITURE IN C FA FRANCS (CFAF)
Year

Population

%Annual
Populatio
Increase

M0H
expend
x 1000 frs

% Increase
of health
budget

Health
expend/
capita

(1)

(2)

Annual
growth
rale of
col. 6.

(3)

(4)

(5)

(6)

(7)

1981
1982
1983
1984
1985
1986
1987
1988
1989
1990

8965700
9205200
9491000
97909011
10106600
10446400
10857100
11180600
11540300
11899600

0
2.6
3.1
3.2
3.2
3.3
3.9
2.9
3.2
3.1

10182929
13827986
17456737
23023227
26747554
27753285
25622420
23976343
27873683
22756841

0
35.8
26.2
31.9
16.2
3.8
-7.7
-6.4
16.2
-18.4

1135
1502
1839
2351
2646
2656
2359
2144
2415
1912

-

32.3
22.4
27.8
12.5
0.38
-11.2
-9.1
12.6
-20.8

Sources: col(2) Ministry oi planning and Regional Development, (1985).
Col (4 ) Ministere de la sanlc publique du Cameroun. (1992)
Col(3,5,6,7) Calculated by author using 1981 as the base year. 1981 was ehosen lollowing the
availability of data.

Any expansion or even improvement of the services in rural areas needs to be
financed. Unfortunately, there is no evidence that this favoured status o f the urban areas
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will change in ihc near future. The search for alternative financing strategies to
complement that of the government is imperative.
1.4 ALTERNATIVE FINANCING METHODS: COM M UNITY FINANCING.
Many strategies have been proposed to solve the health care financing crisis. These
include the re-allocation of existing resources like shilling them from urban to rural areas;
from hospitals to rural health centres; from physician training to nurse training according
to their cosl-efleciiveness (Vargas-Lagos, 1991); more donor contributions; private sector
financing and most important, user fees (Akin et al. 1987; Biesinger, 1989).
On the whole, given the current constraints in governm ent’s public budget and the
governm ent’s unwillingness to re-allocate radically its resources to ensure that the social
services are distributed justly, it might be necessary to generate additional resources or
use the little available in more efficient ways. Encouraging the private sector to provide
health care appears to be one option to reduce the pressures being exerted on public
finances al this time of economic crisis. The private sector is there, in most cases to make
profit so as to be able to expand and m aintain their services (Bennett, 1992). Should this
option be accepted, those unable to pay will be unable to receive services. The
government might sim ply be subsidizing the well-to-do w ho use the private sector.
A nother strategy might simply consist of asking users o f health care to pay for
what they consume. This strategy appears to be more attractive and feasible though it has
been seen that in many African countries where fees have been charged, there has almost
been a reduction in the utilization of health services (W addington and Enyimayew , 1989,
1990; Yoder, 1989; Bennett, 1989; X de Belhnue et al. 1989). T his appears to suggest that
with fees there are disincentives, and success with any payments at the point of service
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will require counteracting incentives. If communities are given a say in the way the
resources are used locally and in the way health services are delivered and managed, there
might be a different reaction to the introduction of fees. The involvement of the
community can only be possible with community financing. Community financing as used
here refers to a situation w here there is mobilization and management of resources by the
community to support, in part or in full, basic preventive and curative health services for
its members (see appendix 1.3 lor a detailed definition). There are still many decision
makers who are resistant to the implementation of community financing at the health
centre level and the m anagem ent of these resources by local communities. However this
resistance might indicate that the procedures are not understood by the public. In a recent
evaluation of a Cameroon Ministry of Public Health - USAID health project (Godfrey et
al. 1991) this position w as summed up as follows:
" The health personnel and public accept in general the new health care
initiative, but many Ministry of Health personnel and community members
do not fully understand the new system and all its administrative
procedures"
If the resources got through community financing are reinvested in the health unit
and all other things being equal, it is believed that the quality o f care delivered will be
improved. With improved quality of care, it is in principle believed that many more
people will consult in the health units (Figure 1.1). Furthermore, underlying this option
of community financing is the fact that local organizations, com m unities have to lake
collective action which is consistent with the World Health O rganisation’s em phasis on
primary health care (W orld Health Organisation/UNICEF, 197K).
It is clear that the health resources available to the Cameroon government are
simply inadequate to solve the numerous health problems at all levels. In Cameroon
several possibilities aimed at solving the problem o f Health care financing am ong which
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is Community Financing have been proposed (Owona et al. 1990).
Figure 1.1: THE IMPORTANCE OF COST-SHARING
Increased resources for health services.
Empowerment of communities through local
management.

I
Increased accessibility of services.
Improved quality of care.
Affordable services
B etter use of household health resources
Better use of health system resources
I

Increased utilization of effective health
services. Reduction in morbidity and mortality.
Source: UNICEF (Bamako Initiative M anagement Unit - BIMU), (1991).
Community financing includes charging for drugs, which is already widespread and
accepted by the population, and outpatient service fees. However, experiences front other
developing countries has indicated that charging only for drugs may not be the solution
to the fiscal problems facing the health sector (Griffin, 19Kb).
Following the reorientation of primary health care which will be discussed in
Chapter 6, it has been suggested that community financing should be instituted at all
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levels of the health care delivery system starling with the health centres. In 1990, the
desirability of recovering costs by charging for drugs in Cameroonian public health units
was made official by an act of Parliament (law Number 90 - 62/LF) of 19lh December,
1990. This law which was specifically made for drugs granted a special w aiver to public
health units in financial matters. In sections 1 and 2 of the said law (*), it w as stated that
" Public health units shall be authorized to recover the costs relating to the sales
of drugs in their generic form.
..........Proceeds of such sales shall be subject to decentralized management
which will enable health units to replenish their stock of products and
purchase minor equipm ent "(Law No.90 - 62 of 19.12.90; articles 1 and 2).
The above mentioned act of Parliam ent had been preceded by the formation o f a Bamako
Initiative team at the central level of the M inistry of Public Health. This w as to serve as
a basis for a National Revolving Drug Fund.
Could the management o f the fees by the community itself be one way of getting
rid of the disincentives which result in a reduction of health service utilization noticed
when user fees are introduced as mentioned above? The answer to the above question will
depend on the community’s willingness to pay. One important consideration with this
willingness to pay concept is the responsiveness of demand for health care from public
health units to introduction of com m unity financing.
The main aim of the study is to determine the effects o f community financing on
use of health care services and particularly how the health care providers are chosen. This
study is as a prelude to the im plem entation o f community financing especially in rural
areas.

v For a lull text ol the law, see the Official Gazette of the Republic of Cameroon, 31st year - No. I
(supplementary issue) of 1st January, 1991; page W).

25

1.5 RESEARCH QUESTIONS.
Preventive health services have been Tree at the point o f service in hospitals and
health centres in Cameroon. Theoretically, medical treatment&Xcluding drugs, in health
centres is free at the point of delivery while minimal payment had been in operation at
the hospitals for a long time now.
W ith the present tightly constrained resources, C am eroon will be unable to
continue with free health care in the health centres. This will require innovations with
regard to the m ethods of resource mobilization. To my know ledge no study has been
carried out in this direction in Cam eroon except for the one experimental longitudinal
study carried out in the Adamaoua Province (Litvack, 1992). The results cannot be
transferred to the North W est due to the socio-cultural and econom ic differences between
the Provinces w hich might have influences over the predisposition to use health services.
The people in the Adamaoua Province are predominantly M oslem s, cattle rearers and are
French-speaking. This is in direct contrast to the fact that m ost North W esterners are
Christians, farm ers and are English-speaking.
Since no study of this nature has been carried out in the North W est Province,
there appears to be a void of basic information which prevents the development of any
effective com m unity financing policy in the Province. This study aim s at filling this void.
Since services have for a long tim e been provided free at the point of service in
public health care centres, it would be necessary to answer som e questions before the
introduction and/or increase of community financing. The questions include the following.
1)

How do people presently use the different health care providers?

2)

How is the use of the different health care providers affected by individual factors
such as socio-econom ic levels, income, socio-cultural perceptions and education?
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3)

How is the use ol' the different health care providers affected by health service’s
characteristics such as distance, time for treatment and cost of treatment?

4)

W hat would be the effects of community financing on the utilization of public
health centres by different socio-economic groups and especially the poor, taking
into consideration answ ers to questions one to three above?

5)

W hat is the revenue raising potential of community financing?

1.6 AIMS:
The aims of the study are:
To determine the factors that affect the choice and utilization of health care
providers in a health district.
To make policy recommendations in the area of community financing and in
particular whether or not it should be introduced in health centres.
1.7 SPECIFIC OBJECTIVES.
The specific objectives of this study include the following:
1-

To determine the base-line health care utilization patterns in the health district.

2-

To determine the influence on the choice and levels of utilization of health care
providers of individual factors such as household income, education o f household
members and household size.

3-

To determine the influence on the choice and level of utilization of health care
provider of health service characteristics such as price of services, distance from
households, travel and w aiting lime to seek care.

4-

To explore the opinions o f community members about com m urity financing.
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5-

To predict the likely impact on utilization of introducing community financing of
health care in the health district.

6-

To estimate the revenue that can be raised at different price levels.

1.8 O R G A N IZ A T IO N O F T H E SIS.
A fter having discussed the background to this study and the justification for it
above, the rest of the dissertation is arranged as follows:
Chapter 2 reviews the literature on community financing and the demand for health
care. This study has reviewed this subject from two angles which include (i) the factors
that influence the choice of health care providers, (ii) the effects of community financing
on the utilization of the health care provider.
Chapter 3 review s the literature about the methodological issues related to
household interview surveys and focus group discussions.
Chapter 4 discusses the qualitative and quantitative methodologies used in the
study. It also discusses the conceptual model used in the study. It is set within the
consum er/producer model in which the household provides its own care or seeks it from
others.
Chapter 5 looks at the background of the research setting. Particular attention is
paid to the organisation and financing of the health care delivery system , and the economy
of Cam eroon. An overview of the North West province and its health care delivery system
is given. The chapter ends with a description of the Ndop health district, the site of the
study.
Chapter 6 presents the descriptive analysis which summarise the survey responses
lrom the household survey and focus group discussions as related to individual and
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household characteristics. T his is aimed at getting a better understanding of the
expenditure made at the health facilities and of the utilization pattern of the respondents.
Chapter 7 discusses the influences of the health service characteristics on the use
of the different health care providers and the opinions of the community m em bers about
community financing. It starts with a discussion of the knowledge of the existence of
health care providers in the health district. This is followed by a discussion of the
decision-making process and the decision criteria used in choosing a health care provider.
The opinions and reactions o f the participants to private financing of health care arc
discussed as well as the exem ption mechanisms in the area. The chapter ends with an
exploration of the influences o f some health service characteristics on the choice o f health
care provider.
Chapter 8 presents the regression model which analyses the factors that influence
expenditure by people in support of public health centres. The results of the Ordinary
Least Square (OLS) model are presented. The OLS model is limited to only those who
used the government health centres, since the em phasis of this study was on these health
units.
Chapter 9 presents the results of the multinominal logit model (M NL) of the
dem and for health care. The role of choice in the health care market is discussed: looking
in detail at the choice of health care provider in the health district where particular
attention is paid to those factors that affect the different choices. The results from the
M NL model are then used to simulate the likely im pact of changes in prices to
respondents in government health centres on accessibility of health care. The locus o f this
sim ulation is on the changes in the price-elasticity of demand.
Chapter 10 discusses the findings of the study especially the effect of community
financing on utilization and accessibility of health care providers. Chapter 11 presents the
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summary o f the study, the conclusions that can he drawn from the study as well as the
policy implications. Recom mendations that can be arrived at from the study are also
presented.
1.9 SU M M A R Y .
In the presence o f an econom ic crisis with a diminishing public sector per capita
expenditure for health care, increasing population, and donors unable to fund recurrent
cost, governm ent is unable to implement its health policy of extending essential health
care to all. Additional resources to finance the health system must be sought. This is
needed to m aintain the present system and expand it to rural areas.
Com m unity financing is one such source which has been proposed. Since the
governm ent has indicated its political will to implement such a policy in the health sector,
since donors active in the health sector will sooner or later hand over their health projects
to the M inistry of Public Health and since the experience of working with the community
has indicated it can be a source of finance for the health sector, there was therefore need
for a study of this nature to find out the effects community financing will have on
utilization and accessibility.
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CHAPTER 2
LIT E R A T U R E R E V IE W 1:
PR IV A TE FIN A N C IN G ST R A T E G IE S (USER FEES), C O M M U N IT Y
FINA NCIN G O F H E A L T H C A R E , W IL L IN G N ESS AND A B IL IT Y T O PAY
AND M O D E L L IN G TH E USE AND DEM AN D FO R H E A L T H C A R E
2.1 IN TR O D U C TIO N
As l'ar back as 1978, the world community had foreseen the crisis in taxation-based
health care financing. Governm ents had consequently been cautioned during the Alma-Ata
conference (World H ealth Organisation/UNICEF, 1978) that
"...coverage of P H C cost through Taxation may be quite impracticable and
totally inadequate in predominantly agricultural societies..[like in the
developing w orld]".
Governments had also been advised that even if something had to be done with
respect to financing Prim ary Health Care, it had to be " ...... at a cost that the community
and country can afford......" (World Health Organisation/UNICEF, 1978). This indicates
that governments were supposed to already think of alternate ways to finance primary
health care and not depend entirely on only gene-al taxation, though it appears to be one
of the simplest ways o f relating contributions to income. The impracticability of Primary
health care total cost coverage through taxation as indicated in the Alm a-Ata declaration
can be attributed to the low rate of tax collection seen in most developing countries where
tax is unpopular.
Since the main them e of this study is the effects of community financing on health
care demand/utilization, this chapter looks at the literature from original published papers,
from economic studies on the demand for health care, and from region or region-specific
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studies carried out by governments or donor agencies and international organisations.
First o i all, the literature on the financing strategies for health care recurrent cost
is reviewed, followed by that on user fees. The literature on community financing is then
explored starting with the definition and followed by the management of the resources
from community financing.
Secondly, a review of econometric demand studies and results of cross-sectional
health care utilization studies carried out mostly in developed countries are discussed.
2.2 FINANCING STRATEGIES FOR HEALTH
CARE RECURRENT COST.
De Ferranti (1985) indicated that the share of the government budget reserved lor
the health services had fallen in most developing countries. At the same time it was
estimated in 1984 that developing countries required an additional 50 billion US dollars
annually (de Ferranti, 1985a). This situation is unlikely to change in the near future and
unless alternate sources of finance are sought, recurrent budget constraints will limit new
investments in the health sector.
The decline in the health care budget as a proportion of the national budget has
resulted in a lowering of the quality of care rendered and to inefficiencies in the health
sector. Visible signs include the decrease in the salaries of health personnel, the reduction
in the drugs budgets leading to shortages and finally a decrease in the demand for health
services (UNICEF', 1990a).
Presented with an econom ic crisis as it is the case in most developing countries
(W orld bank, 1994), the resources of the public and private sectors have to be mobilised.
There is a grow ing literature relating to alternative financing strategies for health care
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delivery systems especially in sub-saharan Africa (MePake, 1993, Korlc el al. 1992). The
World Bank (Akin el al, 1987) has been in the forefront proposing the re-allocation of
resources, institution of health insurance and user fees as being strategies that can be used
to reduce the financial resource gap in the health sector. These strategies can broadly be
grouped into two main sources, the public and private sources. The sources do not change
whether the health services are publicly or privately provided. However the decision to
either finance health services privately or publicly is linked to equity, efficiency and how
effectively the resources can be mobilized. Another option is that of improvement of the
efficiency of services by use of generic drugs rather than brand names (10) and a
reduction in the misuse of drugs. The system can be further made to be more effective
if the prescribes are made to be more rational; giving only the most essential drugs for
a particular case (Foster, 1991). However attempting to improve efficiency might require
additional resources (Gray, 1986).
2 3 THE USER FEES DEBA TE.
Many authors have undertaken an overview of private health care financing in
developing countries (de Ferranti, 1985, Dunlop, 1983, Stinson, 1982, Stinson ct al. 1987).
Developing countries like R w anda (Shepard el al. 1987), Senegal (Sene, 1986), Zaire (
de Bethnue el al. 1989, M ocns, 1990) and Kenya (Mwabu el al, 1986) are some
examples of countries that have instituted user fees. In 1988 the World Bank proposed a
financing strategy for Kenya based on high levels of user charges to recover some 20 30% ol government recurrent cost (Dahlgren, 1990). The Bank justified the policies it pul
10 The ellecliveness ol the health care delivery system has been greatly improved in the North West by
the availability ol essential generic drugs within the drug revolving lund. The drugs here are mostly generic
and are bought from low-price sources using competitive bidding. Al the National level there is a move now
to create a Centre lor the Supply o l essential drugs (CAME).
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forward to developing countries in econom ic terms but there are several value judgem ents
that underlie these bank proposals. Several ol' these value judgements have been discussed
by Gilson ( 19SS).
i) ARGUM ENTS IN FAVO UR OF USER FEES.
On the one hand, those who support user lees claim that the institution ol’ fees
w ill conserve the scarce public funds and promote efficiency in the form of costeffectiveness (W orld Bank, 1993) and better responsiveness to consumer preference (A kin
et al. 1987; Jimenez, 1987).
The introduction of user fees is also seen by proponents as a way of strengthening
the w hole health system and making it more accessible to the poor (Jimenez, 1987, Bckclc
and Lewis, 1986). It is argued that paying for the services will reduce the difference that
exists in quality of care between the urban and rural health units. The poor would see
their situation improving on condition that they have the means to pay for the services
(M wabu, 1987). It is further argued that the fees paid w ill either be used to extend health
services to rural areas or will allow governments to divert more resources to the rural
areas w ith poor access to health services (Abel-Smith, 1986) making them more accessible
than is the situation when no fee is charged. Implicit in the above is the assumption that
user fees will generate sufficient revenue that can then be used.
W ith user lees, differentiation am ong severity of illnesses may be done. A person
who is not severely ill or not ill at all may be discouraged to use the service com pared
to one who is severely ill. Carrin (1987) cites reasons for supporting the institution of user
fees and carries the argum ent one step f urther to qualify conditions under which he thinks
people will accept to pay for modern health services. He says that " people would also
like to pay for modern health care which they know, or judge to be more effective than
traditional medicine", that is judging the quality of service to be improved or belter.
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Jundoes cl ul (1985) goes further lo say lhai
" People will be willing lo pay lor services which they perceive to be
useful and lor w hich a concrete product is provided in return, such as
common drugs, vaccines, cleaning equipment, and volunteer services".
The above view has also been expressed by other authors like Vogel (1988), KJoos et al,
(1987) and UNICEF (1990).
User lees have been greatly supported based on findings that some community
members in developing countries are already paying lor health care from private services
- NGOs, traditional healers, pharm acists (Akin et al. 1986, Parker, 1986, Mwabu, 1986,
Cored, 1983, de Ferranti, 1985, M eyer, 1985). This money paid by the consumers to the
private sector, it is argued, could be "captured" by the public sector to reduce its financial
burden. The money recaptured could then be used to extend services with a greater impact
to rural and peri-urban areas (Abcl-Smith, 1986a).
Providing free care ends up subsidizing the wealthy leaving fewer resources for
the poor (Akin et al. 1987). For exam ple in 1983 - 84, hospitals and health centres in the
towns and plains in L esotho where the richer people live received 84% of the budget of
the ministry of Health (A kin et al. 1987). The poor in rural areas have consequently been
pushed to use alternate and more expensive care than the well-to-do in the urban area
where accessibility to public health units is easier.
It is further argued that equal treatment of similarly placed persons like those in
the same income group is more likely in a fee paying system than in a free one. It may
be more possible lo target the poor by fee reduction or even forgiveness in a fee paying
situation than in a free system. M ore o f the advantages often put forward by supporters
of user lees include the fact that user fees may discourage over-prescription o f drugs,
stealing and spoilage since the providers become more cost conscious. These fees may
also be used to link revenue to performance. User fees may provide incentives for health
35

stall to perform better by signalling the demand lor health services and getting rid of
other rationing methods which would have resulted in economic loss. However, Fabricant,
(1992) quoted Vogel (1989) who discussed the 25% of the revenue indicated to be held
in health facilities in Ghana alter user lees introduction and doubted if this was a strong
enough incentive to warrant the staff improving the quality of care they rendered. User
fees will also serve as incentives for the patients to make a concrete choice about where
they intend to spend their money (Griffin, 1988; de Ferranti, 1985; Akin et al. 1987).
ii) A R G U M E N T S A G A IN ST USER FEES.
On the other hand, those against user fees argue that because the rationing criterion
will be the ability to pay, user fees will have negative distributional effects which might
outw eigh any efficiency gains (Gertler et al, 1987; Gertler and Van der Gaag, 1988). The
poor especially those in poor countries, it is argued will be barred access to health care
since they do not have money to pay for the services (Sorkin, 1986). In Kenya for
exam ple, reasons given for stopping user fees in health units included a reduction in
access to health services after the introduction of the charges (Epstein et al. 1991) and
popular uprising.
Gertler et al. (1987) concluded from their study in Peru that the poor are more
affected when charges are introduced than the rich. Since supporters of user fees say that
user fees deter those with frivolous complaints, it m ight simply be the poor who drop out
not because of frivolous complaints but because they are unable to afford the fees. In any
case, the poor especially in rural areas have limited accessibility to public health facilities
and this has often been blamed for the inequity in health care payments between the urban
and rural areas.
Tax-based systems of paying for health care (in contrast to user fees) it is argued,
allow for subsidies from the healthy to the sick and from the wealthy to the poor (Green,
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1990). However Jim enez (1987) is against the financing of

health services through

taxation because he says that it is inequitable since some indirect taxation schemes are
regressive.
The arguments that user fees will allow government to divert more resources to
rural areas reflect a m isreading of budgetary procedures in most countries. Health budgets
rarely begin with a fixed amount handed in whole to the Ministry of health to be divided
across levels. In most cases, the overall total is built up from several subtotals.
Furthermore, even not withstanding the budgetary procedures, Creese (1991) reviewing
experiences in health financing found no large-scale expenses of fees to improve either
quality or accessibility o f services in order to compensate for the effects of community
financing.
The assumption that people who are already paying for private health services will
pay for government health services is perhaps true but does not appear to be convincing
enough. It cannot be assum ed that because an individual has paid for treatm ent from a
traditional healer, he w ill necessarily pay the sam e to a government unit. He might have
paid because of his cultural beliefs (Stanton and Clemens, 1989). In most cases, payments
to traditional healers are not always done immediately after the service as required in the
public health care delivery system and might not necessarily be in cash. The payment
system for traditional m edicine may make use of in-kind payments rather than money
which may be more difficult for rural populations to get. The traditional healer may also
be more flexible to adjust prices to the means of the patients who in most cases are well
known to the traditional healers. This flexibility is impossible in public health units.
Society accepts the fact that there arc poor people who would be unable to pay any
user fees and should be protected (from the effects of fees). The World Bank confirms
this by indicating that "......it is plausible to assume that use by the very poor is reduced
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more than average. For thal reason fee systems must be designed to protect the poor"
(Akins et al. 1987). Evolving a system whereby fees are collected and at the same lime
protecting the poor will involve a lot of administrative skill and cost. Gilson (1988)
wonders if this will not place a great demand of resources on the health system which
might end up recovering cost that is insufficient to be used for service improvement.
2-3.1 EQUITY IM PLICATIONS OF USER FEES.
Equity refers to issues of social justice (Gilson, 1988) and can either be referred
to as being horizontal or vertical. Horizontal equity is said to occur when those with
identical relevant characteristics (eg incomes, age, sex, geographical location etc) are
provided the same am ount of treatment. On the other hand, vertical equity refers to a
situation where those with similar incomes pay equal am ounts, or those with

needs

have U>wimC.Lutinzation/treatment. The stress put on either of the two types of equity by a
governm ent depends on its policy goal. A government with equity as a policy goal will
stress vertical equity while that with efficiency as its goal will stress horizontal equity. In
this study, the important idea about equity is that of treating all people with equal needs
equally. Treatment in this case does not refer to only medical treatment but also refers to
equal access to health facilities and equal utilization for equal needs. Needs as defined by
Gilson (1988) include the " presence of sickness or the vulnerability to sickness".
The World Bank (Akin et al, 1987) thinks o f equity as being equal access for
equal needs and appears to stress efficiency as opposed to equity (Gilson, 1988).
M usgrove (1988a) quoting the U.S.Presidential commission defined equity in terms of
access as being:
"an adequate level of health care for everyone, without economic
difficulties causing people who need care to forego it or to postpone it
until their medical problems are much worse".
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Musgrove goes further to m ake a distinction between medical equity related to the equal
chance of having health care when needed and equity of financing which involves need,
supply and demand for health care.
The equity im plications of user fees has been of concern for several reasons. Some
people have argued that u ser fees are regressive (Gertler et al. 1987) while others have
indicated that institution o r increase of user fees might prevent the poor and the sick from
seeking health care (G ilson, 1988; Stanton and Clemens, 1989; Foster, 1988; Gertler,
Locay et al. 1987).
The equity situation is made worse if the charge is the same for the wealthy as for
the poor especially in countries where most of the government revenues come from
indirect taxation. This w ill be a burden on the poor as it would represent a larger
proportion of their income (Gertler, Locay et al. 1987). Saying that instituting the same
prices will present a greater burden on the poor might be true because it has been
indicated in a WHO publication that those living in poverty are at risk in health terms
(Backett et al, 1984). The chances of being sick will therefore be higher in rural than in
urban areas. Those in rural areas might consequently have a tendency to use services more
and therefore pay more. In Latin Am erica, Musgrove (1983) found that the rural people
had higher health expenditures than people in the same income group but living in urban
areas. In a free system, the poor usually do not have their fair share while the rich benefit
more from the subsidies (Jim enez, 1987). The urban health facilities are subsidized from
the general taxes paid by people including the poor in rural areas with little or no access
to basic health care. The fact that rural households are less wealthy than their urban
counterparts but are having to pay more for health care because of limited accessibility
to public facilities is inequitable.
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2.4 CO M M UNITY FINANCING OF HEALTH SERVICES
2.4.1 DEFINITION
Communiiy financing has been defined differently by different people. Russell and
Reynolds (1985) define it as being
" the mobilization of resources by the community to support, in part or in
full, basic preventive and curative health services for its members".
This is a concerted effort for the benefit of people who share a common interest. This
implies the involvement of the whole population in the organization of the functioning
scheme (Abel-Smilh and Dua, 1988). This definition clearly excludes free market purchase
of medical care as well as self-treatment, unlike what was assumed by Stinson (1982).
Abel-Smith and Dua (1988) indicated that
"unless these too [ free medical purchase of m edical care and self-treatment] are
a part of the integrated or comprehensive action evolved jointly",
free market purchase of medical care cannot be included in community financing. Carrin
(1987) goes further to add the modalities of community financing and defines it concisely
as
" direct financing of health care by rural households in villages or by
households in distinct communities within urban areas; financing can be
arranged either by payments upon receiving health care or by some form
of prepaym ent or local health insurance".
In the above definition, it is understood that communities have an organized role in the
support for and management of services. Support will effectively cover direct
contributions by users or households to the financing of health care (Jarrell and OfosuAmaah, 1991). Contributions in this case refer to either prepayment for future use of
health services (de Ferranti, 1985, Chabot et al. 1991) or user charges for health
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services received either from sale of drugs (Carrin, 1987) or from consultations or from
both (Olusoji, 1989).
Miller (1989) discussing community financing says:
" Community financing now refers to a decentralized scheme of financing
via the com m unity, rather than being limited to financially autonomous
community health schemes".
In community financing, a premium or fee decided upon by the community may
have to be paid to the health unit whenever one visits the health unit for treatment.
Community financing is therefore not a method of financing health services but simply
refers to the level at w hich financing and managing of the resources (by the community)
takes place. Hence w hatever is applicable to user fees or user charges is by implication
applicable to community financing. A distinctive feature of community financing systems,
however, is that the control of the revenue collected remains at the local level, either with
the basic health unit or w ith the local community. The management of the resources is
done by the local com m unity. User fees instituted by government, on the other hand, refer
to systems or m odalities in which the beneficiaries pay directly for the use o f services
such as through a consultation fee, drug charges or both (Bennett and M usambo, 1990)
BUT the revenue, unlike in community financing, is sent to a higher level which caters
for the health unit by w ay of a budget and determines the level of fees charged without
consultation of the population.
2.4.2 THE C O M M U N IT Y FINANCING DEBATE.
Advocates of com m unity financing have supported it on grounds that it increases
the self-help ability of com m unities (W orld Health Organisation, 1991, Korte et al, 1992).
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It serves to demonstrate community commitment and acceptance of services especially as
the preferences and demands of consum ers can be quickly met at the local level.
Financing through the community will probably motivate the community to be actively
involved in the affairs of the health services and participate actively in other com m unity
activities (Abel-Smith, 1985, Yacoob 1990). The health care worker will also be m ore
motivated to collect fees. This motivation can be greatly reduced if all the fees collected
by the health workers, is seen as a health tax (Carrin, 1987) and has to be transferred to
the governm ent treasury. Motivation of both staff and community members will only be
possible if community financing is regarded not only as a cost-recovery method but also
as an element of com m unity participation (Yacoob 1990).
Community financing of governm ent health services might also have benefits such
as improvement in efficiency and quality of services, the reduction in opportunity co st
such as by reducing waiting time and raising o f revenue to recover some cost. T hese
benefits of com m unity financing according to Creese (1991) would appear to have been
exaggerated.
Some other critics have equated community financing to a lack of political w ill.
These critics include Stinson (1984)
" [who] think it is but rather a diversion for governm ents lacking the political w ill
to generate new national resources or to rc-allocatc existing ones."
Institution of community financing might also result in undesirable effects such as
deterring or delaying the utilization of health services by some population g roup s
(O ’B rien,1989) who m ight not be able to afford the money. The groups unable to pay
would have to forgo som ething or borrow and might consequently go late to seek h ealth
care (Onango, 1990) at the health unit after several trials in other less expensive p laces
(Subedi, 1989). This m ight in the long run increase the cost to the health service since the
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individual might have lo slay longer to gel the problem resolved if admitted (W eissman
el al, 1991) to hospital.
2.4 J M ANAG EM ENT OF RESOURCES FROM COM M UNITY FINANCING.
According to UNICEF, revenues collected through community financing should
be controlled and m anaged at the local level (Mandl et al. 19X8; UNICEF, 1990) with
aetive involvement o f the whole community. The requirement that the revenue generated
slays at the local level would conflict with the governm ent’s objective of recovering cost
to expand the services to needy rural areas. If fees slay al the local level and are managed
at this level, without possibilities of cross-subsidization, it is difficult lo see how services
can be expanded to rural areas as indicated by proponents of user fees. However this is
only possible if central revenues from taxes can be switched to poor areas if rich areas
raise more of their ow n money. Unfortunately, the rich areas might also think they are
inequitably treated even though wealth is not evenly spread in the society (see table 30,
World Bank, 1993). Subsidization as indicated above might be seen lo be unequal
distribution of taxes but when considered in relation to income, it is equitable.
The local control of revenues to finance needs, determined by the local community
might not be a reality in most if not all developing countries. McPake and Hanson (1990)
quoting from the 1990 EPI/PHC review in Benin said:
" The phrase ’Community Financing’ must at this point still be called a
Euphemism. In reality, the approach is an attempt towards a decentralized
and supervised management of the revenues generated from the user fees
for curative c a r e ........ far from the stage where the community will be able
(via the health committee) to decide on the mode of payment and on the
utilization o f those resources."
The involvem ent of the community in the management of the resources has
advantages as well as disadvantages. As a disadvantage, the management of the revenue
raised by the local com m unity might be difficult because most community members lack
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management skills (Garner, 1989). Another disadvantage may he the possibility of the
funds being embezzled. This might result in division among the community m em bers and
ultimately demotivate the population from future participation in health care and even
other community activities. As an example o f possible embezzlement, money collected
by doctors working in a project in Ghana never reached its destination, the project
headquarters (W addington and Enyimayew, 1989).
Attempts have been made to limit the possibility of embezzlement and to teach
management skills to community members (O w ona el al, 1993). Health com m ittees have
been made responsible for the finances rather than single individuals especially those
connected with the health sector (Isely and M artin, 1977, Owona et al, 1993). T h is solves
the problem of m isappropriation but leaves unsolved that of the safely from thieves
especially in rural areas where banks are conspicuously absent.
One important advantage of the com m unity managing its resources is the fact that
the community gets involved in decision-m aking and is motivated to participate in future
endeavours not only in health but also in other sectors of development (W ibulpolprasert
1991, Prili, 1991).
2.5 COM M UNITY FINANCING A N D EXEM PTION STRATEGIES.
Some people in the community will never be able to pay for health care. This
reality must be faced squarely and provisions made to deal with it (Akin et al. 1985).
Various ways have been explored in many program m es to cater for this group o f people the poor. One of the w ays is that of discrim inatory pricing, for example, charging for
some services (curative care) while keeping som e services free (preventive services) (de
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Ferranti, 1985). Exemptions may be one other solution to the affordability problem lor the
poor.
Exem ptions are important to "the balance between cost recovery levels and
affordability" according to McPake (1993). However, exemptions are not without
problems. A m ong these are the loss of revenue and the possibility of misuse by those able
to pay (M cPake, 1993) undermining the viability of the scheme. The decision to exempt
has in some cases been left to the local health staff at the time of offering treatment
(Mills, 1991). This appears to be inappropriate since the staff have not the time to do
detailed investigations o f patients’ incomes. Decisions if taken will be done on purely
subjective criteria like appearance, speech, dress and friendship to name just a few.
Due to the subjectivity and administrative cost involve with strategics like means
testing, this responsibility of exemption has been handed to the community. In Benin,
exemptions w ere made by the Health committee and only those who were thought to be
in need by the community were exempted: these included victims of natural disasters and
abandoned w om en (Knippenbcrg et al, 1990). On the other hand, in Ghana (W addington
and Enyim ayew , 1989) there were virtually no exemptions made at the community level
because it w a s believed that the extended family system acts as an informal Social
insurance schem e which will in most cases pay for poor members.
A nation-wide exemption schem e can also be instituted. One example of such a
scheme is that o f Thailand where services were provided free to the poor by the various
health units. T h e government in turn had to compensate the health units for lost revenue.
Unfortunately, the region with the highest number of poor following criteria laid down by
the governm ent received less of the free medical care budget (Mills, 1991). The
compensation had been based on the number o f poor people treated within the previous
period. No consideration was given to the different cultures o f the regions as well as to
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factors of accessibility to health units in the different regions. This disparity between the
compensation and the number of poor might also be attributed to the use of different
criteria for exemption in different regions (M ills, 1991). This means that to institute user
fees, especially at the national level, adaptable criteria to identify the groups to be
exempted have to be used as well as an agreed formula for compensation o f health units
that treat these groups.
2.6 COM M UNITY FINANCE PRICING STRUCTURE
Concerning the designing of a community financing strategy, the understanding of
the cost of health services is an important step in developing the pricing structure though
the prices could also be set on the basis o f affordability

is difficult to define

(Fabricant, 1992).
Criteria for the types of services to price have generally been agreed upon.
Services which have been indicated to be suitable for pricing have included outpatient
services for ill patients, inpatient services, drug sales and water supply (de Ferranti, 1985).
However two important things are thought to be of considerable im portance when the
price of a health service is set. These include the decision on what cost the price instituted
per service is supposed to cover and the mean income and distribution o f incom e of the
households in the given environment.
There are also some services with benefits accruing not only to the individual user
but also to the general public at large. Such services are said to be "public goods" (De
Ferranti, 1985). These benefits which do not accrue to an individual alone constitute what
is referred to as "externalities". With the existence of "externalities" in the health sector,
such services need to be subsidize by the government. This is the situation with
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immunization, for example. Recovering cost for drugs at community level while the mid
level and tertiary levels are free has been criticized by Bennett (1989). On the other hand
Creese (1991) has questioned if it is realistic to transfer revenue collected in hospitals
producing m uch of the income in the health service of the developing countries to the
community level for quality improvement. If the population had to cover the cost of
investment, operating, and maintaining the health service, such a price might be more than
the population can afford. Population participation is effective in most cases when it is
to cover service running cost (Reveillon, 1987) though in some cases the population has
been seen to provide buildings using local labour and materials (W orld Health
Organisation, 1988a).
To put any pricing structure in place one needs to take into consideration the views
of the com m unity, the unit cost of services, and cash availability in the community. If a
pricing structure is not affordable to the whole community, full cost recovery may not be
effectively achieved. In this case, continuing dependence on central government subsidies
is a necessity. Even if there w as full cost recovery, the health sector revenue will only
increase if governm ent subsidies are not reduced pari pasu.
In m ost countries, differential fee levels based on purchasing power arc instituted
in the form o f low er fees in rural than in urban areas (Vogel, 1991). This is accepted to
avoid people by-passing prim ary level to seek care in expensive and costly facilities in
urban areas (Abcl-Sm ith, 1985). Having to pay fees based on purchasing power might in
the end result in very poor com m unities being unable to recover any cost. In the Republic
of Guinea, there are proposals to subsidize health centres that are unable to recover their
recurrent cost because of the poor socio-economic level of their populations. A "Solidarity
lax" is supposed to be paid by all the health centres to the central level. This tax, it is
hoped, will be used to cross-subsidizc the health centres running at a deficit (Hanson et
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al. 1991). Cross-subsidization appears to be a solution to polarisation but it also does not
appear to be praetised by many. The potential resistance to this looks high in som e
developing countries for political and administrative reasons. In Zaire, lo r example, in
1985, two health Zones (Bokoro and Bwamanda) practised cross-subsidization but health
com m ittees o f the health centres that had surpluses strongly protested against this action
(Bilran, ct al. 1986). In designing a community financing structure one therefore needs to
strike a balance between affordability and cost recovery levels.
W ithin the pricing structure, it may be necessary to look at the w ay the community
financing scheme is integrated into the national health system. In G uinea Bissau, it w as
stressed that those who had prepaid needed to be exempted from further paym ents w hen
referred to higher levels of the health system (Chabot et al. 1991). If this is absent, there
is no incentive to use the low er levels which are the points of entry.
2.7 CO M M UNITY FINANCING AND AFFORDABILITY
The literature reviewed so far has stressed the effects of fees o n demand and
utilization, all related to the provider of health services and no reference has been m ade
on the effects on the user of the health care providers. Not very much h a s been written
about affordability (Fabricant 1992) because of the difficulties of defining an affordable
expenditure. Fabricant (1992) quoted Abel-Smith (1989) as indicating th a t Kenyans w ill
find whatever amount is required including transportation cost to utilize health services
but this w as done at the risk of hardship. In the same country, W an g ’ombc (1984)
indicated that the cost of a visit to a health unit was Ksh 20 which is equivalent to about
3% of m onthly ineome and about 4 - 5% of monthly food expenses. Is this hardship? A n
answer can only be given within the context of the environment of th e study. C ored
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(1983), for example, found in Haiti that payments for traditional medicine resulted in the
inability of households to meet food expenditures. In Ghana too, W addington and
Enyim ayew (1989) found out that payments were made for health care with many
difficulties, having to forego, in som e cases food and transport. In Thailand, 60% of land
sales were attributed to high medical care bills (Baum and Slrenski, 1989) people had to
settle. However in Burma, Abel-Sm ith and Dua (1988) reported that households for some
m onths, tolerated contributing 25% of monthly household income to a latrine construction
schem e.
Affordability can be looked at from a need-based concept rather than from only
a dem and-based one. McPake, Hanson, and M ills (1991) have reviewed and made a
distinction between absolute and relative affordability. The form er is based on a
com parison to total income or expenditure while the latter is based on a comparison with
alternatives to government health services.
Relative affordability occurs when households now spend less on services than
before. Unless full account is taken of seasons and form s of previous expenditure, it is
difficult to show relative affordability. One can effectively address relative affordability
only if one studies how much households spend on health care before and after institution
of com m unity financing for exam ple.
There have been attempts made to consider affordability when putting a price on
health services (Yacoob, 1990, McPakc et al. 1993). In the literature, studies have
considered affordability by attem pting to determine a "reasonable percentage" of annual
incom e that can be put aside for health care (Huber, 1993). The problem with a reasonable
percentage is the fact that what is "reasonable" in a given country might not be in another;
what is reasonable now for a household might not be in a year’s time. Hence reasonable
is difficult to define. Akin et al (1987), and de Ferranti (1985) have even estimated an
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affordable expend!lure lo be between 2 - 5% of the annual ineome of fam ilies. Huber
(1993) also indicates that a typical household should not spend more than 5% of their
annual income on health care. Shepard et al (1987) have estimated that those who were
insured in four health centres in Rwanda spent only 1 - 3% of their household incomes
on health care.
Expenditures made by individuals for private health care or on goods which are
described as a "luxury" such as alcohol, cigarettes, have often been taken to represent the
individual’s ability lo pay. The W orld Bank for example cites existing paym ents based on
income and on patterns of expenditures for private sector health care as evidence ol
affordability (Akin et al. 1987). An exam ple where the expenditure-based definition ol
affordability has been used is the report by M yers et al (1987) on prepaym ent for 8 illness
episodes in Thailand by one sixth the mean annual expenditure on drugs and medical care.
That based on income include the proposal by de Ferranti (1985) that a fee lor outpatient
might be determined with respect to the daily agricultural wage.
The ability to pay depends very much on the availability an d adequacy ol
expendable income. So far many studies which have dealt with "the ability to pay" have
done so by measuring the price elasticity of demand (Fabricant, 1992). In m ost ol these
situations those concerned have indicated the wish to raise revenue w hile not deterring
any person from seeking care. Data from utilization and demand studies have been used
as evidence of community affordability. W addington and Enyimayew (1989) studied the
utilization of health services in Akim district and concluded that the charges were
unaffordable especially by low income fam ilies on the basis of responses obtained during
focus group discussions and the decline in utilization noticed after the introduction ol
charges. The true ability to pay is difficult to assess especially as many factors influence
decisions to seek or not to seek health care from a particular provider.
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Though the level of conlribution or support depends on the quality of health care,
the health sector needs (supply o f facilities and manpower), environmental needs and
on the w illingness and ability to pay (Jayasuriya, 1990), it is not clear how this |the
willingness and ability to pay] is affected by the economic crisis and diminishing
household incomes due to structural adjustment programmes. What is certain is the fact
that affordability partly depends on the pricing structure.
2.8 DETERM INANTS OF DEM AND
A nalyzing economic welfare, the starting point is usually the decision making unit
which in this case is the household. This unit attempts to maximize its welfare. W elfare
being difficult to define, a proxy for it has been the notion o f utility that is assum ed to
be from the consumption of services (M wabu and M wangi, 1986). Observing the
household consumption, household income and prices of health care services and given
the theoretical framework used to analyze maximization of welfare in the literature, one
can then show how these welfare levels are affected by a change in prices or income by
estim ating a demand model for health care.
Discussing cost recovery in the health sector using four country case studies from
west A frica, Vogel (1988) made it clear that
" N ot enough is known about the demand for the different kinds of health care
services by different income groups, nor is enough known about the dem and for
different providers of health care services by different income groups...... Detailed
in-country econometric studies would fill this gap in current knowledge".
Stinson (1984) further stressed the need for more studies when it concerns
com m unity financing by indicating that " Community financing would be more viable if
planners started by study'ng demand"
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M any authors (Gerllcr and Van dcr Gaag, 1990; Muthuri ct al. 1989; Dor, Gertler
and Van dcr Gaag, 1987) studying the demand lor health care in developing countries
have adapted and/or developed models ranging from simple to com plicated ones. These
models have incorporated some attributes which are peculiar to the developing world.
Among these attributes are family structure, education, the quality of the roads and
drinking w ater and family assets. Since user fees are low in developing countries, indirect
cost (transportation cost, waiting lime) may be expected to play an important part in
health care choice. A number of studies have used models of access and utilization of
health care services to identify different characteristics of respondents and services. These
characteristics have contributed to different utilization rales of health care services.
2.8.1 DEM AND M ODELS FOR HEALTH CARE.
Studies have been undertaken in developed countries using various models which
have been and can be adapted to be used in the developing countries. The adaptation is
the more necessary as the conditions for the demand for health care in developing
countries are different from those in the developed countries. M ost m odels of household
demand for health care have focused on discrete choice problems (A kin et al. 1986a;
Heller, 1982; Dor, Gertler and Van der Gaag, 1987; Gertler, Locay an d Sanderson, 1987
). In most o f these models, the dependent variable has cither U- nhc ch oice of a health care
provider or number o f visits to providers or household health care expenditure. Grytten
et al (1993) indicated that using visits makes it difficult to distinguish between utilization
and dem and. M usgrove (1983) and Heller (1982) have analyzed the amount o f care
dem anded as measured by medical expenditure or the number o f consultations. Total
expenditure lor health care has been used in the health care financing literature as a proxy
for the am ount of health care used (Birdsall, 1987; Musgrove, 1983) and amount of dental
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care used (Gryuen cl al. 1993). In a l'ce paying system, this proxy appears to be
appropriate because there is a direct relationship between the amount of expenditure and
the quantity of health care utilized. He proposed the used of expenditure as the dependent
variable. Expenditure in this case includes cash and the opportunity cost of time. The
independent variables have been a mixture of economic, social and cultural characteristics
o f the health care consumer (like income, educational level, perception of illness, attitudes
tow ards seeking health care etc) and health facility characteristics (like price, distance
from consumer, travel time and transportation cost to facility etc). It is not always possible
to measure directly the cultural characteristics of household members hence specific
population characteristics such as marital status, household size and education have been
used as substitutes.
All the m odels so far used have been classified into the following groups:
(i) The simple utility-maximizing model which was used in early studies to estimate the
price and income elasticities of demand (Akin ct al. 1985). It was assumed in this model
that utility was got directly from the consumption of health care services as it would be
from a new shirt or a pair of trousers. Price, which was simply the out-of-pocket
expenditure, had relatively little effect and time cost was not considered. The importance
o f tim e was realized only when A cton (1975) put time valued at the wage rate into the
budget constraint o f this simple model. He found that in the presence of insurance cover,
the demand for medical care becam e relatively more sensitive to changes in time price.
Incom e too affected demand but its effect differed as to whether the income was earned
or unearned. In the case of unearned income, income positively affects the demand but
in the case of earned income, it might negatively affect demand given that increase in
earned income m eant an increase in wages and consequently an increase in the
opportunity cost of time. The above assumption is contested by Torgerson et al (1994)
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who argues that "people not in paid employment could very well lace a higher opportunity
eost, in terms of time, when attending lor health care" especially as m ost people within
the formal labour force do not actually lose wages when attending for health care.
According to Akin et al (1981), Phelps and Newhouse added insurance coverage,
Leibowitz and Friedman considered parental investment in child care w hile Goldman and
Grossman added physician quality in the different models used. A kin et al (1981)
modified the binary logit model used by Heller (1982) to analyze decisions to visit
hospitals in his M alaysian study. The modified model used by A kin et al (1981) to
analyze choices made by a population from a set of medical service types within the
primary health care services in the Philippines is termed a multinomial logit because of
the presence of many alternative choices of health care providers. T im e spent for health
care consumption is considered as a consumption cost.
(ii) The household production model which assumes that the source of the utility
is the valuable characteristic produced by the services. Goods are here bought not for the
pleasure they give but as inputs in production of health. In Becker’s (1972) simple model,
the household is seen as a production unit with its time costs entering the model through
a budget constraint. Holtman and Olsen (1976) were among those w ho used this model
in health care and particularly in dental care. They indicated that consum ers use dental
visits, time brushing teeth, dental aids and diet to produce dental hygiene which enters
into their utility function. They however failed to discuss the im portance o f health status.
(iii) The human capital model which considers health as a capital good like
education (W eisbrod, 1962, Selma, 1972). Health in this case is seen as a form of human
capital which ditlers from other forms in that consumers of health care buy health care
services not because they demand health services but because they dem and "good health".
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Grossman (1972) is one o i those who has ably combined the human capital theory with
that of the household production model to model the demand for health care as being an
investment and a consumption activity. People are said to inherit from parents an initial
stock of health that depreciates over time with age. The stock can be increased by
investment. The assumption here is that people are well informed about their state of
health and how it depreciates. This is inappropriate because in a health care market there
are consumption externalities (Normand, 1991). Patients lack technical knowledge when
it comes to making health care decisions and because of this "ignorance", the decision
making powers of the patient are delegated to the treating physicians (Waagstaff, 1989;
Maynard, 1979). In such situations, the physician acts as a supplier and a demander at the
same time. The demand decisions made by the physician on the patient’s behalf start the
supply of the health care chain once the patient has made contact with the physician.
In considering the investment model. Grossman used age as a proxy for the
depreciation rate and educational level as that for human capital. Health is seen as a
durable capital slock that will produce an output of healthy time. Unfortunately, Grossman
does not go further to explain the relationship between non-age related illnesses and
investment in health. Heller (1982) used the investm ent model but docs not use it to
incorporate directly health need though indirectly, health need is incorporated by his
defining necessary and discretionary care as two different goods. In the consumption
model, health directly enters the preference utility function of an individual. This depends
on the preference for present versus future health. Age reduces the stock of health. It is
also assumed that more education will raise the hom e and market productivity , reducing
shadow prices of all commodities and making persons wealthier. This model differs from
that of investment by incorporating wealth effects.
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There are many demand models that have been in use at one time or the other.
Igun (1979) diseussing the health seeking behaviour of patients looked at the availability
o f drugs and the lime cost to seek care as indicators of quality o f care. He assum ed here
that cost is a part of perceived quality. He criticised the model used by others such as that
used by Suchman (1965) for being too simplistic, assuming that patients did not move
from one provider to another during an illness episode, and d id not provide means ol
looking at how the choices of the providers were made. Fabrega (1973) is criticised by
Igun for being too mathematical, neglecting socio-cultural factors which are im portant in
health-seeking. However, Fabrega provides the logic for looking at how patients decide
am ong perceived alternatives sources of treatment; how they m ove from one alternative
to the other.
2.9 EM PIRICAL STUDIES OF ELASTICITY OF DEM AND
Econometric demand studies appear to have been done only in three countries
south of the Sahara: Cote d ’Ivoire ( Gertler et al. 1990; D or, ct al. 1987), Kenya (
M uthuri et al. 1989; Mwabu et al. 1986) and recently Nigeria (A kin, Denton et al. 1990).
Econom etric studies are aimed at testing economic theories, supplying num erical estim ates
of coefficients of economic relationships which can be used in decision-m aking and
forecast future values of economic relationships (Koulsoyiannis, 1988).
The decision to set price and exempt certain people from paying needs to be m ade
objectively. This will require knowledge of the relationship that exists between the
am ounts and sources of health services with respect to certain household characteristics
(Incom e, wealth), health care provider characteristics (distance, travel time and price) and
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individual characteristics (age, sex, education). All these relationships have in health
financing literature been described in terms of elasticities.
2.9.1 PRICE ELASTICITY OF DEMAND FOR HEALTH CARE.
Theoretically, price affects not only a person’s decision to seek health care but also
the choice of provider. From a purely economic point of view, one will expect that an
increase in price for health services will result in a reduction in demand, all things being
equal.
From the many demand studies reviewed, some have reported demand to be
inelastic while others have reported it to be elastic with respect to price. Studies from the
Philippines (Akin, Griffin, and Guilkey, 1986), Schwartz et al (1988), from Rwanda
(Shepard el al, 1991) and Malaysia (Heller, 1982) indicate that prices have minimal, if any
effects on demand for health services in developing countries. Griffin (1988) in his review
o f user fees for health care, notes that most of the empirical studies of medical care
dem and in developing countries have found that people are insensitive to prices at the
price level studied. Other studies have indicated that demand w as elastic (Gertlcr and Van
d e r Gaag, 1990, Gertler, Locay and Sanderson, (1987), Sauerborn et al. 1994). De Ferranti
(1985) also cites studies by the W orld Bank in six different countries which find slightly
positive price elasticities for certain types of health care.
Most of the econometric studies of demand in developing countries indicate the
aggregate price elasticity of demand for health care to be below minus one (“ ) (Bitran,
1988). Heller (1982) found the outpatient fee elasticity to be significantly less than unity
but it appeared to influenced the choice of provider. In Kenya, Mulhuri et al (1989) in
" Lipsey (1989) indicates that 'sometimes cither bv carelessness or by design, the minus sign is dropped
and elasticity reported as positive. It is almost universal practice when comparing 2 elasticities to compare
their absolute, not their algebraic values".
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their study of Mcru district found that demand was inelastic with respect to prices within
government and mission hospitals. In Rwanda, Shepard ct al (1991) found a price
elasticity o i less than unity (-0.25) when they studied the utilization rates of lour
governm ent and mission health centres. They modelled that when the price for an episode
of care in the government health centre is doubled, the probability of using that centre
reduces from 53% to 50% . They, however, concluded that though prices negatively
influenced utilization of the reference health units, "it |the decline] is not large enough to
cause policy concern" (Shepard et al. 1987). This idea of not ’causing any policy concern’
is attributed by the author to the fact that some of the patients who co uld not use the
governm ent facilities due to the price increase were believed to have sh illed somewhere
else. They concluded that " the proportion of episodes obtaining ’m odern’ care from all
sources is not substantially affected by higher fees’. The assertion that price inelasticity
of demand as opposed to no price effect indicates no policy concern is to be taken with
caution. Health is often seen as a necessity with few substitutes. This m ay explain the
price-inelasticity of dem and for health care. If health is not seen as hom ogenous, and
specific categories of health care are considered, the price-inelasticity m ay be lost. There
may be a positive relationship between price and quality but because m ost of the studies
do not control for quality, this relationship is lost. Inelasticity may also be due to the
neglect of the impact of price variation by income groups (Sauerborn et al. 1994). Roberts
(1989) quoted by Fabricant (1992) observed that there were few studies th a t had actually
observed price changes. He suggested that the inelasticity may be rcllecling the effects
of provider-induced demand. For example, in many cases low prices introduced lor the
first time in health care system s result in inelasticities. Price-inelasticity o f demand will
exist especially if there is a slight improvement in the quality of care offered after the
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introduction o i prices. Inelastic demand might still create sizeable utilization reductions
w hich may be o i policy concern.
From Peru, Gertler, Locay and Sanderson, (1987) using an innovative model where
there was no restriction of the price effect to be independent of income as had been the
case in earlier studies, found that demand becomes more price elastic as income falls. The
two lowest income quintiles in the study were found to be very responsive to price
changes. For example, Gertler and Van der Gaag (1990) estimated the arc price elasticities
lor the lowest income groups in Peru and Côte D ’Ivoire to be -0.61 and -0.53
respectively. The study from Peru also examined the price elasticities across different
incom e groups but all the prices used were imputed based on travel distances.
Other studies done later attempted to incorporate income effects. In Burkina Faso
(Saucrborn et al. 1994), in Peru and Côte D ’Ivoire (Gertler and Van der Gaag, 1990), it
has been shown that when prices are increased, those in the low er income groups
substantially reduce their utilization of health care services while those in the upper
incom e groups who use the services less to begin with, are not affected. While the price
elasticities in Côte d ’Ivoire varied between -0.38 for those adults in the highest income
quartile and -1.83 for those in the lowest income quartile, those in Burkina Faso varied
from -0.12 for the highest income quartile to -1.44 for the lowest income quartile. Even
small reductions in utilization rates of certain groups may be of concern especially in
situations where those who need the services most will be unable to use them while those
who d o not or need them least continue to use them.
Analyzing family expenditure on medical care in some Latin American countries,
M usgrove (1983) found that the private spending on medical care showed, on the average,
an elasticity with respect to income of slightly more than one (on the average 1.17). Using
aggregate studies in Indonesia, Chernichovsky and Meesook (1986) found higher income
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elasticities of demand for health care and concluded that low household income was a
barrier to the use of health services. They indicated that providing care free of any charge
is of more importance to the poor than the rich based on the assum ption that the services
were available and accessible. The effects of income on demand for health services varies
w ith the type of service demanded. Taking obstetrical and antenatal care as exam ples,
Heller (1982), Akin et al (1985) found that income had only a minimal effect on their
dem and though data was collected only from health care users w hich might have biased
the samples towards higher income households. This finding appears surprising especially
as these services have been seen as discretionary and were consequently thought to be
dependent on income. On the other hand, Habib et al (1986) in Iraq found that
consultation rates increased significantly with increased incom e. However in Rwanda,
Shepard et al (1987) found a low price elasticity for the low incom e group at a price level
that was almost equal to the full cost o f drugs for outpatient treatm ent in governm ent
health centres.
The different findings about the price elasticities of dem and are difficult to
understand especially as nearly all of them used the ulility/discrcle choice orientation and
m ultinomial logit estim ation procedures. However, differences ex ist in the datasets used
for analysis and their designs.
One can for the m om ent only look at the findings of the different studies without
attem pting to com pare them because of the different definitions o f income that different
researchers use. Chernichovsky and M eesook, (1986) defined incom e as total expenditure
w hereas Akin et al. (1985) use a measure o f permanent income o r wealth. On the whole,
the patient’s income is related to the decision to seek health care though the degree of
relationship is difficult to get from the various studies.
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2.10 OTHER STUDIES
2.10.1 THEIR EFFECTS ON UTILIZATION.
There is al present much discussion as to whether the introduction of user lees
reduces aggregate consumer welfare (Griffin, 1992). User charges have met with
opposition on grounds of their effects on utilization of health services by different groups
in the community (W addington and Enyimayew, 1990; O ’Brien, 1989; Ryan and Birch,
1991; McPake, 1993).
The evidence on whether or not charges decrease utilization is mixed and depends
on how the revenue is got and utilized. It is said that the fees might reduce utilization of
the health care facilities (Creese, 1991; W addington and Enyimayew, 1989). In Kenya the
introduction o f fees reduced the attendance of both men and women at sexually
transmitted disease clinics which eventually might have resulted in an increase of
untreated sexually transmitted diseases in the population (M oses, Manji et al. 1992). It
has also been said that if the fees arc used to improve on quality of care, the utilization
will increase though in the short term it will reduce (Waddington and Enyimayew, 1989;
Gertler et al. 1987; M wabu and Mwangi, 1986). In the Republic of Guinea and Zaire, on
introduction of user fees and essential drugs, patient attendance increased substantially
(Jarrett and Ofosu-Amaah 1992). This demonstrates the effect of im proving quality of
care.
A study from Swaziland (Yoder, 1989) indicated a 32.4% decline in attendance
at government health units where there was a fee equalization of 300 - 400% between the
government and mission health units which had long been charging fees (fee increases
were effectively made only at the government health facilities). When the government and
mission utilization data was combined, it was realised that there had been an overall
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reduction of 17.4% in attendance but the same study also reports a 10% increase in
mission units. The increase in the mission health units of 10% can be explained by the
fact that some people who originally used government health units substituted with
mission facilities which were seen to provide better quality care at the same price.
Another study from Kenya (M wabu and Mwangi, 1986) indicated that prices are important
and affect utilization. While 15% o f the recurrent Ghanaian Ministry o f Health budget was
successfully collected (W addington and Enyimayew, 1989), it was noticed that utilization
of health services declined in both urban and rural areas, though the urban area later
regained its pre-1985 (year fees introduced) levels after some years. Creese (1991)
indicated that on the average, 5% of government recurrent health expenditure in
developing countries was collected. It has been suggested that th e lack of adequate
planning and education of the public about the fees might have been responsible for the
decline in utilization indicated by many studies (United Nations, 1990)
In Pakistan, it was found that if user fees were to be increased in government
health facilities, the utilization m ade by the poor of these facilities w ill reduce and they
(the poor) will substitute with private providers rather than undertake self-care (Alderm an
and Gertler, 1989). The data for this study came from an urban environm ent and the travel
and time cost for substitution m ight not be as high as it would have been had it been in
the rural area.
M ethodological problems m ake it difficult to compare these studies. For example,
the Swaziland one was purely service based and no demand model estimated w hile the
others were household based. Furthermore, in the Philippines, the price used was that
charged by providers while that from Malaysia was that which people expected they were
to be charged. In Rwanda, the price used was the total expenditure ( price x quantity) as
it was in the case of Grossman (1972). Grossman for example did n o t consider price as
62

an independent variable but converted it into a component of the endogenous variable,
total expenditure. Hollmann and Olsen (1976) and Heller (1982) also used expenditure as
their price variable. On the whole introduction or increase in user fees in m ost Subsaharan African countries has in most cases resulted in a reduction in utilization. It would
appear there are disincentives with simple user fees hence any success with any payments
at the point of service will require that one gets rid of the disincentives. Community
financing has been suggested as a way of overcoming some of these problems (AbelSmith and Dua, 1988).
2.10.2 EFFECTS OF TIM E AND DISTANCE ON DEMAND FOR HEALTH CARE
Inequality in the use of health care services between urban and rural areas might
be due to differences in accessibility (Lasker, 1981). People living in the rural areas are
most likely to spend more time and money travelling to the nearest health centre or
hospital facing a higher total opportunity cost of time. Musgrove (1983) notes that when
assessing the impact of increased fees on utilization, account m ust be taken of changes
in cost due to access. Heller (1982) and Akin et al (1986) treated time costs as nuisance
terms.
From the study carried out in rural Cote D ’Ivoire by Dor et al (1987), indirect
access costs such as travel time were important in rationing health care utilization. The
time price elasticities ranged from -0.29 to -1.44 over the zero to two hours travel lime
range. Akin et al (1985) found that travel cost and distance had no influence on utilization
of health services to a point than they had earlier thought (Akin el al 1981). On the other
hand, Heller (1982) lound total medical demand to be highly inelastic with respect to time
cost. It has been suggested that waiting time often has a positive influence on utilization
because patients may perceive queuing as a sign of quality (Griffin, 1988).
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Studies have provided evidence that as distance increases, the level of utilization
decreases (Saeed, 1984; Kadi and Scgall, 1981; Abbas and Walker, 1986; Habib and
Vaughan. 1986). When locality inaccessibility is com bined with unfavourable econom ic
factors, its effects on utilization are greater.
Price, income, time and distance are not the only things that appear to affect the
use of health serv ices. It has been reported from Kenya (M w abu 1986) that inspite of the
readily availability of several choices of health care providers, only 31% of the time did
people consult the free government clinics. Quality especially that perceived by a patient
is another factor that influences the use of health services (Akin et al 1985). This
perceived quality is related to price, staff attitudes, availability of drugs and w aiting times
(Fabricant 1992). Quality becomes very important in situations w he't. prices arc not
important, the user is rich and when all the providers are equally accessible and are
chosen on the cash-price basis (Gilson, 1988).
It has been found that seasons also affect the dem and for health care (M wabu,
1988, Litvack, 1992, Fabricant, 1992). Seasons have an effect on food supply, the price
of food, monthly income, the availability of cash, time constraints and on the morbidity
pattern (M wabu, 1988). In many rural areas of tropical countries, malaria predom inates
during the hot humid clim ate of the rainy season. At th is time, roads to m ost health
facilities are at their worst. The use of health care providers can vary over the year
because of the above variations. When households have less food, less cash and more free
time, governm ent free health care might become attractive since they arc free and have
a low level of time costs. A t the harvest season, the same households have more cash as
well as lime constraints, so they might prefer the private providers or rely on self-care.
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2.11 C O N C L U S IO N S

From the literature review, several hypotheses can now be generated: (i) an
increase in the income of a household should result in more health care being dem anded
- the rich will demand more health care than the poor, (ii) Cash price, travel and w aiting
time cost will negatively affect demand. M icro-economic theory indicates that the
probability of a visit to a provider is negatively related to the cost associated with that
provider but positively related to cost associated with the substitutes.
Other factors such as consultation time, distance travelled to health unit, socio
economic level, education and quality of care rendered have been observed in studies to
influence the use of health care services.
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CHAPTER 3
LITERATURE REVIEW II ON SURVEY M ETH O DO LO G ICAL ISSUES
(HOUSEHOLD INTERVIEW SURVEY AND FOCUS GROUP DISCUSSIONS).
3.1 INTRODUCTION.
W ithin the past decades, there has been a growing need to merge different types
of research methods. W arwick (1983) stresses this point by saying that:
"The past two decades have seen a growing recognition of the need for merging
two or more research methodologies in the same study".
Stone and Campbell (1984) have indicated that qualitative methods supplem ent
quantitative ones to solve the problem of cultural reinterpretation o f questions by
respondents. Furtherm ore, Jick (1979) and Rossman and W ilson (1985) have been quoted
by M anderson and A aby (1992) as indicating that "survey data require verifications by
other methods through the process of triangulation".
However, the num ber of studies in which different m ethods have been combined
more or less as equals has been small. Whyte ct al (1983), for example, describes a
research program me in Peru which involved several m ethodologies. They identified
problems which included the lack of interest and com petence in analysis of both types of
data.
This chapter deals with the survey methods and th e methodological variations
noted in studies that have been carried out in developing countries. It starts w ith a
discussion of the household interview survey process and then the EPI survey
methodology. The chapter ends with a discussion of focus group discussions.
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3.2 HOUSEHOLD INTERVIEW SURVEYS (HIS).
From the literature reviews (Kroeger, 1983, 1985, Ross and Vaughan, 1984, 1986;
Kerr, 1985), the household interview survey methodology has been used in the study o i
the health care delivery system in many countries. It has particularly been of much use
in primary health care (Hill and Dollimore, 1991, Oyoo ct al. 1991, Nordberg, 1988).
Household surveys are recommended when precise indicators are needed. T his
methodology has recently been used to assess equity and efficiency aspects of cost
recovery (Knippenberg et al. 1990).
3.2.1 M ETHODOLOGICAL VARIATIONS IN HOUSEHOLD SURVEYS
CARRIED OUT IN DEVELOPING COUNTRIES.
Inspitc of the fact that surveys have limitations when it comes to generating
reliable data especially that which concerns behaviour and attitudes as indicated by
population researchers (Stone and Campbell, 1984), it has been regarded as the corner
stone used in health-related research. Methodological variations of studies carried out in
developing countries centre around the definition of prices of services, morbidity, sam ple
selection and techniques, interviewer selection, proxy against self-reporting, recall periods,
questionnaire design, and the relationship between illness (morbidity) and the use of health
care providers or services. These concepts will be reviewed below,
i) PRICE O F SERVICES
In the case of Primary Health Care where the concern is with the effects of prices
of services, income, and wealth on utilization, equity and efficiency, ex ante expected
out-of-pocket price would be the appropriate measure (Heller, 1982). Household surveys
are unfortunately done after patients have been treated and their experienee o f use would
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change their original perceptions about price. It then becom es difficult It) get this ex ante
expected price and use is made of the ex post out-ol'-pockct price (Bilran, 1988).
Some authors have indicated the use of prices actually charged the patients (Akin
el al. 1985). Some researchers have used the patient-reported total expenditure (number
of visits multiplied by price) as the price. For example, Shepard et al (1987) in Rwanda
used total payments made by patients as their price variable, but this does not consider
the fact that the number o f visits is endogenous. In nearly all the reported interview
surveys from the developing world, what has usually not been m entioned is alternative
form s of payments. Much m ore interest has been put on out-of-pocket cash expenses than
on in-kind payments which might carry a lot of meaning for the patient (Nichter, 1983).
ii) W HAT CO NSTITUTES AN ILLNESS (M ORBIDITY).
It has been noticed in developed countries that the results of household interview
surveys, for example morbidity rates, are sensitive to m inor changes in m ethodology (Ross
and Vaughan, 1986).
Apart from the sensitivity to minor changes in m ethodology, there is a fundamental
problem of the definition o f morbidity. Should it be that o f health professionals or that
of the concerned patients?. A straight answer is difficult here. Those who support the
definition by the professionals, according Ross and V aughan, say it is more objective and
-t£ >

standardised for all the patients compared to that of the concerned patients. However,
unless somebody thinks that (s)he has a problem, any m orbidity how ever defined by the
professionals might not lead to demand for health care, for exam ple the case of
schistosomiasis. This debate is far from being resolved b u t both definitions appear to be
necessary for health planning though for this study, m orbidity is that which is patientdefined.
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iii) SAM PLE SELECTION AND TECHNIQUES.
Most studies refer to populations in defined areas. It might he difficult and
unnecessary to interview everyone in the reference population, hence techniques have been
developed to gel representative samples. In developing countries where listing of
households often does not exist and where skilled personnel are lacking, a method which
is based on the cluster sampling technique has been recommended (Henderson and
Sundaresan, 1982, W orld Health Organisation, 1988c). The W orld Health Organisation,
(1989) has developed a manual based on this technique.
The problem of samples used in demand models in developing countries needs to
be highlighted. The simple utility-maximizing model hypothesizes that those with low
opportunity cost of time will choose less costly but more time intensive services. To test
this hypothesis will need the treatment choices of a sample of sick persons. A cton (1975)
on one occasion used a sample of sick patients in a public facility where services were
free. This results in people who might not have liked using free services being left out
completely. On another occasion Acton used a population based sample of sick and
healthy people. This would be appropriate if sickness does not affect w hether care is
sought which definitely is not the case. Heller (1982) in M alaysia also does his analysis
based on all the households studied instead of just the sub-sample of households with sick
people. O ’Donnell and Propper (1991) consider it inappropriate to relate the utilization
and expenditure for health services to the total population in a socio-econom ic group. This
is tantamount to assuming that the "not-ill" have the same average use as the "ill". Using
either the total sample or the sub-sample of sick people will invariably result in different
results. For example, there have been claim s that health units in developing countries are
underused while the staff arc over-worked. One explanation of this situation might be the
statistics that have been used. Users have either been compared to the num ber of service
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people in an area or to the estimated number of sick people in the area or even to the
incidence of diseases and morbidity in the area (Akin et al. 1985). A ccording to Akin et
al (1985), these indicators are measuring the supply o f services rather than dem and or use.
Appropriate data, they argue should include the num ber of users who really had access
to health services relative to the capacity for a constant-size staff.
iv) CH O ICE OF INTERVIEW ERS
A marked difference in responses has been seen in studies which used medical
personnel and those which used lay personnel. Schulpen and Swinkels (1980) used health
personnel as interviewers in Kenya. They found that the use o f traditional healers had
been underreported. This underreporting has been explained by differences in the ethnic
and social backgrounds of the interviewers and interviewees. To sort out this problem,
Kroeger (1983) recommends that interviewers should be ethnically and socially similar
to the interviewees as much as possible and that qualitative surveys should be carried out
to first o f all identify the sensitive areas to be able to construct appropriate questionnaires.
Carlson (1985) also recommended the employment o f non-medical interviewers to get
more reliable illness and bchaviourial information w hich reflects the patient’s knowledge,
perception and experiences.
v) SURVEY UNITS AND PROXY RESPONSES (RESPONDENTS)
M any health surveys have considered the household as the observation unit
(Abasiekong, 1981); such include the general household survey in Britain; the Health
interview survey in America and the health survey in France as indicated by Foels
M arleen et al (1985).
The definition of a household during studies varies with the culture in which the
studies are carried out. However, the household must be defined to be culturally specific.
In Cole d ’Ivoire for example, the household was defined as " a group of people who ate
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meals together and slept in the same dwelling lor at least three of the past twelve months"
(Gertler and Van der Gaag, 1988).
Proxy responding appears to be appropriate for children though it has been used
for adults also. Proxies for adults have been found to underreport morbidity and use o f
health services compared to self-reporting (Napier et ah 1972).
In many developing countries, "familism" is seen (Abasiekong, 1981; Heller, 1981,
Ankrah, 1993, McGrath 1993). According to Abasickong (1981), familism is defined as
" the subordination of individual goals and decisions to those of the family". Familism
according to Heller et al (1981) "is a positive form of social organization that serves as
a social and emotional buffer against the marginality associated with lower-class
existence". In a study carried out in Durango, Mexico by Heller and his colleagues, the
"frequency of visit with a relative" was used as a measure of familism. Heller ct al (1981)
goes on to elucidate familism by stressing that it is "a source of emotional and economic
support for lower-class persons....and facilitates the use of health services". The most
powerful member of the family takes important decisions pertaining to other members of
the fam ily (Kroeger, 1985). Though proxy for adults can give an idea of how the family
or household behaves in the face of danger like the illness of a m em ber (illness
behaviour), it might pose a problem of underreporting. It is also very necessary to indicate
here that illness ” is a potential social and economic crisis for the entire group [household]
of people" hence the group should be expected to participate in decision-making
(Abasiekong E.M. 1981). In Nigeria, 80% of all the 450 household heads interviewed
indicated that the family as a whole decided on the hospitalization of the sick
(Abasiekong, 1981). Th<ae units, the household and household heads, are chosen since it
is easier to gel data on a large number of people by interviewing just a few household
heads.
71

Il is here assumed that when one member of ihe household is sick, other members
also suffer in one way or other. In some societies reaction of the family or household
depends very m uch on who is sick and what they arc suffering from. With respect to
illnesses that result in patients being unable to be involved in income-generating work,
fam ilies that have limited resources are making choices regarding access to health care
within the fam ily (McGrath et al. 1993).
vi) RECALL PERIOD FO R HOUSEHOLD INTER VIEW SURVEYS (HIS).
Ross and Vaughan (1986) quote a study carried o u t by Freij and Wall in Ethiopia
where com parison was made between daily and fortnightly interviews. Freij and Wall
recommend two weeks be used for recall periods in household surveys. This is the same
as recom m ended by Kroeger (1983) as a compromise between loss of accuracy due to
memory loss and getting enough information about current illnesses. In a study which
was carried out in the North o f Argentina (Kroeger ct al. 1988), no difference was noticed
between reported morbidity w ith recall periods of 14 days and that o f 2 periods of 7 days
each. W hatever the recall period used, errors due to m em ory loss arc bound to occur and
it is therefore necessary to estimate the magnitude of the bias, som ething absent in most
studies (Ross and Vaughan, 1986). Discussing the recall period, Ross and Vaughan noted
the possibility o f the transfer of events from the distant into the recent past is also a
methodological problem, especially with serious events. A n attempt to solve this problem
especially in the developing countries proposed by R oss and Vaughan is the clear
specification of the recall period using for example, local events by the interviewer.
Most studies reviewed have reported illness episodes within a given recall period
but have unfortunately not made it clear if the illness episode started prior to the recall
period or not. It is not surprising that this should be the situation since it is difficult to
allocate reported symptoms into clear cut illness episodes. Some interviewees m ight report
72

more than one symptom anil it becomes very difficult to attribute one or the other
symptom to one or the other illness episode. Some have excluded those episodes that
started before the recall period (Nchinda, 1977) while others have included them (Kroeger,
1982). Apart from the above, most articles do not mention those episodes that are in
progress at the time of the study. These indications are necessary if one has to estimate
the duration of the illness: the episodes in progress will inevitably result in lowering o f
the average duration.
As a general conclusion to this debate on the recall period, Ross and Vaughan
(1986) say:
"The recall period should be long enough to include a reasonable number
of illness episodes or actions within a feasible sample size and short
enough to minimize the problem of recall errors.."
vii) CLASSIFICATION OF RESPONDENTS INTO SOCIO-ECONOM IC CLASSES.
In developing countries, there is a problem of classifying the households according
to socio-econom ic status (Kroeger, 1985). This is because many people are not in formal
em ployment and income is treated as confidential and hence difficult to assess especially
in rural areas. Even if income were easy to get, Asa et al (1977) have shown in M exico
that "monetary income as such is not a good indicator of socio-economic conditions for
rural populations".
In urban areas of some developing countries, classification of people into socio
econom ic class has been based on income, occupation, housing (Morgan et al. 1983;
Castle, 1978; Pole and Ikeme, 1976) and informant ranking scales (Grandin, 1988). In
Mali, ow nership of one or more household goods such as a radio, a refrigerator, a moped
etc discrim inates the poor from those slightly better off (Hill and Dollimore, 1991). In
Cole D ’Ivoire, for example, it was shown that in rural areas, school attainment and the
73

amount of land owncd/capila were best while in urban areas, school attainment and floor
area/capita were positively related to wealth (Glewwe et al, 1988). Still in A lrica, Miller
(1989), used means o f transportation, possession, type o f housing and whether one belongs
to a local money saving group or not to determine socio-econom ic status in a study in
Benin. In Zambia and Cameroon, attempts have also been made to determ ine socio
econom ic status during household surveys. In Zambia, education, primary occupation, cash
income, expenditure, water source, livestock, type o f toilet, type and ownership of house
have been used (Forsberg, 1990) while in Cameroon, "Save the Children" has used several
criteria which included means of transportation, w ater source, participation in a local
money saving group, farm tools, small business to determ ine socio-econom ic status (Save
the Children, 1990). Furthermore, in the North west Province o f Cameroon, within the
context of a study o f household expenditure on childbirth in a rural area in 1991, Eder
(1991) used the w ealth ranking method and found 29.7% of the families being classified
as poor, 45.3% as medium and 25.0% as rich.
An eminent epidemiologist, Baker (1972) suggested two decades ago that income,
education and occupation be used to develop a m ultidim ensional socio-econom ic index.
However these could not be used here because most o f the people were peasant farmers
and most of them had not gone pas' the primary school level. Zurayk ct al (1987)
proposed the use o f education of all adults in a household to classify households
according to socio-econom ic status. This has been proposed because education correlates
with occupation and income, carries with it a higher level of awareness and skills, and
most importantly, can easily produce a family or household level measure o f social class
compared to income or occupation. Education, too is age-linked since older persons in the
developing countries have had less opportunities than the young people o f today. The
above is unlike in the developed countries where incomes, professional classes and
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educational attainment have been used ior a long lime to develop socio-economic classes
(Green, 1970). This was not used in this study, because most of the people were either
with no schooling or had been only to the primary school.
M ost ol the classification of people into socio-economic groups has been based on
the head of the household but there has been an expression of concern for the use of the
head o f household characteristics to represent the social class level of a whole household
(Rahman et al, 1985). It has been suggested by others that characteristics of all members
of the household should be used. Shorter quoted by Zurayk et al (1987) delineated social
class by evaluating the educational levels of all adult members and computed an average
score for each household. Shorter used 15 years as the lower limit for an adult but it is
necessary and important to consider just those adults that arc more likely to contribute to
decision-making in the household.
M any studies have attempted to use wealth or proxies of wealth to distinguish
between different socio-economic groups. One author (Grandin, 1988) has proposed the
use of inform ants for wealth ranking. This has been used mostly in the agricultural field
in developing countries. In Thailand, housing quality has been used as a proxy for socio
econom ic status (Khumlhong et al. 1986).
via) Q U E S T IO N N A IR E DESIGN.
Several questionnaires have been used in developing countries (Ministry o f Health
1978, Groolaert, 1986; Lockerbie et al. 1986; Fitzpatrick, 1991, 1991a; Baker, 1990;
Weiss et al. 1990; Roberts et al. 1987).
According to Kroegcr (1985), reporting about illness is partially related to people’s
culture. M ost people cannot translate their symptoms into ways that can easily be
understood by health professionals (Kroeger, 1982). This has necessitated the proposal to
use a list of "tracer conditions" (check-list) aimed at reducing the differences between
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professionally and culturally defined conditions (K roeger, 1983 ). With regard to
questionnaire design, some studies in developing countries have used check-lists (Kroeger,
1982 ). Kroegcr ( 1982 ), for example used a check-list o f 30 "tracer conditions" in Ecuador
and Gesler used a check-list in a study in Calabar, N igeria (Gesler, 1979 ). This has the
advantage that it makes the respondent think of the m inor illness episodes he might have
forgotten and overcomes the variation problem due to different definitions of illness.
However with a check-list, the risk of having people responding positively to m ost o f the
listed sym ptom s is high whereas symptoms not listed are underreported. A symptom
check-list should only be used after a qualitative study has been carried out in the given
environment to determine the disease pattern and the disease concept (Kroeger, 1983a,
Ross and Vaughan, 1986).
viii) THE RELATIO NSHIP BETW EEN ILLNESS AND TH E USE
OF HEALTH SERVICES.
M ethodologically, there are difficulties to link the use of health services with the
different sym ptom s or conditions reported by interviewees. This is simply because it is
difficult to find ihe symptom within a group of sym ptom s that led to the use of health
services.
Som ebody might report two or more illness episodes at a given time w ith different
health actions. Illness episode has been defined by som e as referring to a period of illness
not considering the number of symptoms reported. O thers have coded the different
symptoms of an illness episode. In this case health care use can be related to sym ptom s
as well as to ill persons but then, some symptoms appear alone while others are
associated.
The health care system in most developing countries is pluralistic. People when
sick use other providers apart from those of the "m odern" health care either concurrently
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or serially (Subedi, 1989). Cross scclional studies retrospectively identity only partially
the various steps in the health seeking process. In many areas, interviewees are very
reluctant to admit the use of non-l'ormal health services.
Despite their problems, the importance of household interview surveys needs to
be emphasised. Krueger (1983) for example, slates that:
" In developing countries health interview surveys can be an important tool
for a better allocation of scarce resources in order to achieve more
equitable health care".
3.3

TH E EXPANDED PROGRAMME ON IM M UNIZATION SURVEY
M ETHODOLOGY.
This is commonly called the "EP1" methodology since it was developed to assess

the vaccination coverage of communities. This is a methodology recommended for use in
rural areas without a listing of households. The procedure requires that a central point be
selected in each of the study villages. From this selected point, a random direction is
1kt

chosen and the houses between this point and the edge of Village in the chosen direction
is counted. One of the households along this line is randomly selected as the starling
point. To get a reliable sample, it is advised to spread the starting points. This method,
though developed for vaccination coverage surveys, has apparently been very successful
and has been adopted for other purposes (Lcmeshow and Robinson, 1985).
W hen this method is applied to vaccination coverage evaluation, 30 clusters are
usually recom m ended though there is no statistical advantage that goes with this number
of 30. Furtherm ore, the EPI methodology is based on the "probability proportionate to size
(PPS)" cluster sam pling which specifically requires a random selection of the study
subjects. The PPS enables the proportions obtained to be "self-weighting" meaning that
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one does nol have lo lake note ol' the sizes of the different clusters when calculating the
proportions (Bcnncl, W oods et al. 1991).
According to the World Health Organisation (1989), in most rural areas it is often
very difficult to get a list of the study subjects (households, patients, children etc) hence
it is recommended that in case of carrying out a study in the rural area, one needs to have
a very accurate population estimate of the area to be studied rather than a list of subjects.
This is contrary to w hat has been recommended for the PPS cluster sam pling (Lemeshow
and Robinson, 1985). This is a point of concern w ith the EP1 m ethodology since the
randomness of the selection is not as required. T h e selection of households as
recommended by the EPI methodology may result in o v er- or under-estim ation of the true
coverage. The EPI methodology requires that when the straight direction is chosen, one
has to move to the edge of the community while num bering the house but it m ight happen
that the com m unity is too large for one to reach the edge (Lemeshow and Robinson,
1985). In this case, one might just select a direction an d then random ly select the first
household. This might result in statistical bias. This h a s led some to propose that a 30u
sector from the central location (using a compass to locale the sector boundaries) rather
than just a straight line direction should be the area from within which the first household
is randomly selected (Henderson et al. 1973). The m ethodology also requires that the
interviewers select the house whose door is nearest to the last one in which the
interviewer had been. This is another opportunity for bias. Following the m ethodology,
houses found empty are nol revisited which again is a source o f bias. However, the
methodology has been modified, tested and found to be reliable and is being used
internationally in the diarrhocal disease control program m e by W orld Health O rganisation,
(1989).
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3.4 FOCUS GROUP DISCUSSIONS (FGD).
Researchers are nowadays combining qualitative and quantitative methodologies
(Glik, et al. 1987) to strengthen their research. There are many methods o i qualitative data
collection among which are observation, interview, questionnaire, video and audiotape
recordings and narratives, and focus group discussions. One which has become increasing
popular involves the use o f focus group discussions |FGD) (Kahn el al. 1991; Basch,
1987; Folch-lyon, 1981; Stycos, 1981; Ramirez et al 1988). It is this qualitative method
(FGD) that this study uses in combination with the quantitative method of household
interview survey (HIS). Decision-m akers within the industrial sector tend to find
qualitative data more useful than other research (Van de Vail et al. 1976) because it
indicates perceptions and reasons why consumers behave the way they do. It is not new
since Bogardus is quoted by Stycos (1981) to have written about it in 1926 but until a few
years ago, it was rarely covered in text.
In traditional information gathering methods, the researcher has a dom inating and
leading role. These methods have been criticised by some social scientists who started
looking for other com plem entary methods. Focus group discussion is one o f these
alternatives. It used to be called the "exploratory-group interview". A s Dawson et al
(1992) indicate " they are valuable in designing good questionnaires to test how
strongly....beliefs, attitudes and opinions are held by the general community, and they can
also be used to explain findings from a survey questionnaire. The quantitative surveys can
describe w hat behaviours arc occurring but cannot explain W HY they have occurred.
Focus groups can provide this greater depth of understanding".
The main objective of focus group discussions has been to attempt to understand
the health care consumers better to be able to provide them with suitable public health
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programmes (ling, Glik and Parker, 1990). In the health sector, this has been used m ostly
l'or disease prevention and health promotion efforts (D aw son el al 1992, Folch-Lyon and
Trosl, 1981, Heim ann-Ratain et al. 1985, Basch, 1987, A lexander and M cCullough, 1981).
In Nigeria, W ebb et al. (1991) used focus group discussions to investigate the cultural
acceptability of distributing contraceptives in the m arket place.
3.4.1 DEFINITION O F FOCUS GROUP DISCUSSIO NS
The term "Focus group" is used very often these days to apply to any group
discussion experience. Unfortunately, this is not correct since focus groups have
characteristics which are not common to all group experiences (Krueger, 1988). Focus
Group discussion has therefore been defined by Krueger (1988) as:
" a carefully planned discussion designed to obtain perceptions on a
defined area of interest in a permissive, non threatening environment. It
is conducted w ith approximately seven to ten people by a skilled
interviewer. The discussion is relaxed, com fortable, and often enjoyable for
participants as they share their ideas and perceptions".
From the above definition, Focus Group discussion techniques involve bringing
together a small group o f individuals with certain com m on characteristics for an inform al
group discussion with the aim of getting an insight into the perceptions and
misperceptions of the group. Common characteristics include equal status, same sex,
similar perspective on the topic under discussion, occupation, educational level and age
to name just a few. A xelrod goes further to recommend against m ixing sexes in focus
group discussions (A xelrod , 1975). It is advisable for the participants to be unfam iliar
with each other because familiarity tends to inhibit disclosure.
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3.4.2 NU M BER O F PA R T IC IPA N T S
Krueger (1988) indicates that the group is usually made up from between 7 to 10
participants though this can usually vary front 4 to 12. However, Ramirez and Sheppard
(1988) propose a group size of between 5 to 15 and give the ideal number to be between
8 and 12. In considering the ideal size of a discussion group, one has to balance the idea
of having a sm all group which permits everyone to participate and also provide the
diversity required with a large group that has the tendency to break up into sm aller ones.
3.43 NUM BER OF QUESTIONS
Regularly, a focus group w ill have less than 10 questions and more often five to
six, open-ended questions. K rueger (1988) advises the avoidance of dichotom ous and
"why" questions. It is stressed by many authors that consistent background information
about the purpose of the study should be made available to all participants. T his is to
avoid or minim ize assumptions about the various gains to be made from the discussions.
However giving full information about the purpose of the investigations might som etim es
increase the likelihood of participants expecting gains. In the final analysis, one has to
look for an equilibrium between w hat to give and what to withhold (Krueger 1988).
3.4.4 NUM BER OF SESSIONS
Concerning the number o f different group sessions, it is recommended to continue
interviews until such a time that no new information is provided. According to Krueger,
this is estimated to be by the third or fourth group. The discussion is usually led by a
moderator who is versed in the topic under discussion and a good listener (Axelrod,
1975b).
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The m oderator leads the group discussion using a pre-prepared list o f questions.
For a better output, it is recommended that the participants should be made to feel at ease
and secure to express their views freely even if these are not in line w ith what other
participants think (Krueger, 1988).
3.4.5 HOW D O ES FOCUS GROUP DISCUSSIO N DIFFER
FROM O TH ER RESEARCH M ETHODS
Focus G roup discussion differs from sam ple surveys in that it is qualitative rather
than quantitative. Compared to ethnographic research which is similar to it in its
qualitative nature, Focus Group discussion does n o t require participant-observation and
a long stay in a given community. Focus group discussion has been used extensively in
market research to determine perceptions and m isperceptions about som e products
(Krueger, 1988).
Tape recording during Focus Group discussion is usually recommended though
hidden recorders and microphones are not advised. T ape recording remains the only way
of getting the responses exactly as given by the participant. T his is the m ore necessary
as it is im possible to write down every response and follow up the discussions. Note
taking is limited to putting down a few phrases to associate them w ith a speaker and also
to note non-verbal interactions.
3.4.6 A D VA NTAG ES OF FOCUS GROUP DISC USSIO NS A S
A Q UALITATIVE M ETHOD.
In situations of financial constraints, focus group discussions appear to be one of
the best methods o f getting much required inform ation concerning a subject especially
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when ihc information is to come from rural people who in most cases are not very literate
(Dawson, M anderson and Tallo 1992).
A ccording to Dawson, Manderson and Tallo, focus group discussions is a method
that is engrained in the cultures of most communities in the developing world. Hence from
a research point of view, it is well accepted by most rural communities.
Unlike the household interview survey which is structured, focus group discussions
are flexible enabling the researcher to get a wide range of peoples’ altitudes and opinions
difficult to get front

the household survey procedure. In other words, quantitative

research is concerned with hypothesis testing whereas qualitative research is concerned
with meanings and processes; seeking to understand human behaviour from the subject’s
own frame of reference (Shmcrling et al 1993).
3.4.7 LIM ITATION OF FOCUS G R O U P DISCUSSIONS.
There are limitations with this procedure especially if it is not handled by a well
trained moderator. The main limitation of Focus Group discussion is the difficulty to
analyze the data obtained (Eriksson, 1988) which requires a carefully trained moderator,
something w hich is lacking in most developing countries. Even with a well trained
moderator, there is the possibility of interview er’s bias. Furtherm ore, many groups vary
and the m oderator has less control over the groups in som e cases.
Apart from the above, focus group discussions might run the risk of getting w hat
the given com m unity considers as acceptable rather than what actually takes place in it
(Dawson, M anderson and Tallo, 1992). Furthermore, it is usually difficult to extrapolate
the views from focus groups to those of the wider community especially as the focus
group discussions indicate a range of views and opinions but not the distribution o f these
views (Schattner, Shmerling and M urphy, 1993). Notwithstanding the above limitations,
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the discussions can be productive il carried out in an environment conducive to
conversation.
3.5 SU M M A RY
This chapter has discussed the study m ethodologies, the household interview
survey (HIS) and the Focus Group Discussions (FGD). Concerning the HIS, it was seen
that from the literature, there were many variations th at have been em ployed in many
studies. In any case, the literature reveals that for a H IS, the study sample should be as
representative of the general population as possible.
The Focus group discussions, on the other hand, indicates perceptions o f
community members and reasons why they behave the w ay they do. The choice of study
participants is important as well as the choice of the m oderator.
On the whole, the reviewed literature about study methodologies stressed the
importance of the quantitative (HIS) and qualitative (FGD) methodologies. It was
indicated that a com bination of the two was necessary fo r a better understanding of the
use of health care services in the health district under study.
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CHAPTER 4
RESEARCH OBJECTIVES A N D M ETHODOLOGY.
4.1 INTRO D UCTIO N
After a wide ranging review of the literature about the study methods, their
limitations and advantages in chapter three, this chapter aims at describing in detail the
research objectives, the conceptual framework, the survey instruments and how they were
designed as well as the sampling techniques and survey procedures used.
4.2 T H E RESEARCH OBJECTIVES.
Faced with constrained resources, most sub-saharan African countries with the help
of international organisations have proposed the institution of community financing. This
study attempts to contribute to the health financing debate and in particular that o f the
effects o f community financing on utilization. The research objectives were:
1-

To determine the base-line health care utilization patterns in the health district.

2-

To determine the influence on the choice and levels o f utilization of health care
providers o f individual factors such as household income, education of household
members and household size.

3-

To determine the influence on the choice and level o f utilization of health care
provider o f health service characteristics such as price of services, distance from
households, travel and waiting time to seek care.

4-

To explore the opinions o f community members about community financing.
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5-

To predict the likely impact on utilization o f introducing com m unity financing o f
health care in the health district.

6-

To estim ate the revenue that can be raised at different price levels.

4 3 T H E DEVELOPM ENT OF THE STUDY M ETHODOLOGY.
The study methodology was developed after the review of the literature. The
development process involved that of the conceptual orientation (fram ew ork), that of the
methods and instrum ents for assessing the im pact of community financing .
43.1 TH E CO NCEPTUAL ORIENTATION.
Many variables influence the demand for health care services. A n operational
model will of necessity consist of a dependent variable and observable independent ones
with unknown param eters which have to be estim ated. A choice of a health provider is
made after an evaluation of its price and those o f its alternatives. This price has to be
found by the household. This price, according to som e people will adversely affect som e
households. People in rural areas react in several ways to expenditure for illness. Som e
borrow from groups, friends or relatives while som e sell their assets. A ll these may or
may not affect the household. However if the am ounts arc large, the households might
find themselves in a vicious debt cycle.
To be able to quantify the effect of com m unity financing on utilization of the
public health centres, there is need to isolate the effects of community financing from
other influences on utilization such as accessibility. A model that can do this is one that
can use em pirical data from a household survey, analyzing it considering th e influence of
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socio-econom ic level, prices, distance and time. The model developed is derived from the
theory oi' health care dem and where it is said that treatment is a function of household,
individual and health care provider characteristics.
From literature review and particularly the studies undertaken by Kroeger (1983)
and Rosko et al, (1983), there are many factors that are presumed to influence the
expenditure in public health centres and the choice o f health care providers. These factors
can broadly be divided up into two groups:
i)

H ousehold and individual variables
Incom e, wealth, sex, age, education of all household members, size of household,

and occupation of the household head. Income is specified at the household level and
represents the ability to buy any goods or services but in most cases docs not give an idea
of consum ption patterns acquired through the years. W ealth, on the other hand, represents
the accum ulation by the household over time of resources and is here used to m easure the
household’s permanent incom e during unstable conditions (W ong et al. 1987). The socio
economic status of an individual also affects the expenditure and choice of health care
provider.
C oncerning the socio-econom ic status, the population of patients is divided into
groups according to their econom ic status. This study is aimed at getting "economic"
grouping o f the population seeking care and to see how the proportion of these groups in
the total patient load m ight change w ith different levels of community financing.
Com putation o f household socio-econom ic status.
Considering the literature review about socio-econom ic classes in chapter 3, in this
study, a socio-econom ic status score was assigned to each respondent using a modification
of a technique that had been used in a primary health care project in Benin (Projet de
développem ent, 1987), W est Africa where the culture is similar to that in the study area.
87

Instead of having to examine each of the variables that relate to the social and econom ic
situation of the households one at a time, it was thought that it w as better to make a
composite score for socio-economic status of each household which explains to a large
extent the differences in health behaviour. The construction of indices and then scores to
quantify the necessary variables was done followed by the construction of quartiles.
To finally make up the socio-economic status index, several characteristics w ere
used, taking into consideration the multidimensional nature of socio-econom ic status. In
this study the decision was taken to use 2 basic characteristics which were:
1)

Reported incom e of the household estimated fo r the last m onth. The concept
of income has been defined as command over resources over lime or as the level
of consumption that can be afforded while retaining capital intact. The income unit
in this study is assumed to be the household sin ce decisions arc made jointly and
the resources are to a great extent pooled together. After the estimation of the
income of the respondents, income quartiles w e re then determined.

2)

Housing and its characteristics (Housing q u ality characteristics).

a)

Type of house occupied by the household at the time o f the study
(situation of the floor, walls, windows, and roof) .

b)

House size: Number of rooms excluding toilets in the house.

c)

House ownership: W hether house was owned by occupier or rented from
someone else.
The housing quality characteristics were regressed w ith total household income and

they were found to be correlated (see chapter 6, table 6.1). The reported household incom e
and the housing characteristics were thought to give a better idea about the socio
economic level of the households than education or occupation. The index was determ ined
by giving scores to the different aspects of each of the above named factors. For Factor
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1, Ihc household monthly income divided into quarliles, points ranging from 0 to 3 were
assigned in ascending order ol’ the quartiles (lowest had 0 and highest had 3). Each aspect
of factor 2, housing characteristics, is given points ranging from 0 to 3 considering
whether to acquire it requires a huge amount of money or not. The cumulative frequency
of the index is calculated and the households were then categorized into four socio
economic quarlilcs (groups): the poorest 25% (the lowest), the lower middle 25%, the
upper middle 25% and the wealthiest 25% (the highest),
ii)

Health Service characteristics

(a)

The price o f service: T he patient reported payments made to the health provider

for an episode of illness. The cash price for a visit, includes expenditure on transport and
drugs and any other cash paid for treatment. Price is important because it is assumed that
all other things being equal, a cheaper choice option is thought to be more acceptable so
much so that a patient will choose a provider with the sm allest total cost than one with
a higher total cost.
(b)

Access cost: This included the opportunity cost of travel time to the health care

provider, of the lim e waiting to be treated, and of the consultation time. The treatment
lime was ascertained for the chosen option from the survey but for those with no
utilization of som e of the alternatives in the different zones, the opportunity cost of time
was imputed for these individuals based on the average tim e taken by those who had
chosen that option in each zone and health area. The same thinking holds for the distance
travelled.
The schem atic representation of the conceptual framework of the factors that
influence the choice between alternate health care providers and the health centre
expenditure is show n in the figure 4.1.
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Figure 4.1

t h e c o n c e p t u a l f r a m e w o r k o f f a c t o r s a f f e c t in g t h e

CHOICE OF HEALTH CARE PROVIDERS AND EXPENDITURE

Source: Adapted from
Kroeger, (1983, p.149; 1985, p.36
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a -c : Independent variables
d -e : Dependent variables

4.4 T H E R E SE A R C H PR O C E SS
W ithin the context o f this study, both qualitative and quantitative methods were
used and the reasons that led to the combination of these methodologies included the
following:
1) -

the introduction of com m unity financing in a previously zero-priced system affects
both the providers and consumers. Any study about community financing will have
to reach as many people as possible since it is necessary to base arguments on
data from a broad representative sam ple of providers and consum ers. Am ong the
m any methodologies available is that of a household survey. H owever, it will be
inappropriate to rely solely on the household interview survey (H IS) especially as
there is cultural reinterpretation of questions and the notion of mem ory loss due
to the recall period. Other m ethods of data collection especially the FGD
procedure will therefore allow corroboration.

2) -

H ealth financing changes (from zero-priced at point of service to community
financing) need to take into consideration the current weaknesses in the health
service, the expressed ability-to-pay, the concerns o f the population, the payments
m ade at the time of the change and any unauthorised collections o f money from
patients by health care professionals present in the health care system . It would
also be necessary to find out if the change has any effects on non users of the
health care delivery service. Health care financing is influenced by socio
econom ic, physical and psychological factors. A quantitative m ethod alone, such
as the household survey is inadequate especially as there is need to look "deeper"
into the meaning and processes. A qualitative one alone too is inadequate, hence
the need for using all the methods together.
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3) -

An indcpth view into reasons why som eone ehose a particular health care provider
rather than another one, the opinions o f consumers, non consum ers and providers
about community financing cannot be got from only the household interview
survey. There is need for indepth studies and focus group discussions.
The research process is presented in details in Figure 4.2 followed by a discussion

of the study methods.
4.5. FOCUS GROUP DISCUSSIONS.
4.5.1 GENERAL AIMS:
To determine peoples’ perceptions, opinions about and attitudes to financing
government health units.
To determine people’s experiences w ith various health care providers.
To "fine-tune" the household questionnaire.
To gather information which could later be used to validate impressions gained
from the household survey.
4.5.2 THE FOCUS GROUPS FOR DISC USSIO N.
With the help of the health committees, participants were chosen to serve as the
sam ple for the FGD. Before the people to take part in the study w ere chosen, the purpose
of it w as explained to the health committees. It w as made clear to the committee members
that there was no immediate gain to be made from the study by the different villages.
There w as therefore no incentive to choose particular persons except those that fitted the
requirements of the chief medical officer of the subdivision.
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F ig u re

4..2

: The R esearch Process
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Four focus group discussions wilh participants ranging from 8 to 10 each and
representing all the shades of adult opinions that could be got from the communities
members about the financing of health centre services were held in the health district.
a)

The first group was that of women. T he choice of the women w as made with the
help of the various village health com m ittees. The criteria indicated by the District
M edical Officer included (i) age of betw een 25 - 40 years o f age and (ii) wilh
children aged between 1 to 5 years at the time of the study. T his group of wom en
was chosen because it was assumed they were prospective users of the health
services.

b)

The second group was made of influential village leaders recruited through the
different village councils and health com m ittees. The chiefs o f the villages were
excluded and only people who can easily transmit inform ation to others and are
well respected in the communities were accepted. The exclusion of the chiefs w as
due to the fact that in this area, it is culturally unacceptable to oppose the village
head in public and in his presence. People would have been inhibited to discuss
frankly if the village chief had been o n e of the participants.

c)

The third group was that of the traditional healers who were chosen through the
village health committees and local association of traditional healers. Those chosen
w ould be residing and would have been practising in the different villages for at
least five or more years. This is an im portant group because they have been
providing and charging for services for a long time.

d)

The fourth group was recruited from among the health professionals. The
participants were health professionals w ho would have been in the different
com m unities for at least 2 to 5 years an d hold professional nursing qualifications.
This group was chosen because if any financing option is to be implemented, they
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must be motivated and iully involved for it to succeed. The are the people to
collect the fees.
4 .5 3 DISCUSSION TOPICS
Guide-lines used by the m oderator of the discussions were developed by the
researcher in the London School o f Hygiene and Tropical M edicine and refined alter
discussions with the provincial and district health authorities. The appropriateness of the
refined questions for the FGD w as again discussed with the district health authorities.
The m oderators included a health professional, a sociologist (with a doctorate
degree) and a student sociologist w ho were trained to carry out focus group discussions.
They were at the lime carrying out focus group discussions on family planning in one
other district o f the Province. They were paid a stipend to moderate the discussions after
they had finished their earlier study.
W ith the focus groups, the discussions ranged over topics which included among
others, discussions o f recent experiences with the health care delivery system and the
paym ents made. The discussion protocol and procedure are presented in appendix 4.1.
4.5.4 D A TA CO LLECTIO N A N D ANALYSIS PROCEDURE
The procedure for the Focus group discussion can be divided into three main parts.
These include (a) before the session (b) during the session and (c) after the session.
Details of these m ain parts will be given in appendix 4.2 but suffice to say here that
before the sessions a pilot study w as undertaken w ith 10 people. D uring the sessions, each
of the groups were asked the sam e core questions by a m oderator who wrote down
im portant points and observed the participants closely for any facial expressions. After the
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sessions the audio-tapes were transcribed to detect themes that were common to all the
groups.
4.6 H O U SE H O LD IN TER V IEW SU R V EY (HIS).
A household interview survey (H IS) of health care seeking behaviour was aim ed
at obtaining information from the households about the recent illness within the two
weeks preceding the interview, the utilisation of health care services and the health care
expenditure patterns. It is assumed in this study that health care to children less than IS
years is free, hence only the adult population aged 15 years and above was considered in
the final analysis.
4.6.1 UNIT OF INVESTIGATION F O R THE HOUSEHOLD
INTERVIEW SURVEY.
The unit of investigation w as the household and the household head was the
respondent. In this area, it was agreed that a household was a group o f people who
habitually eat and sleep together on the same compound and m ost important have a
household head recognized as such by the villagers, hence households arc usually nam ed
after the household head - "the household of Ba Lcbga" for example. This definition was
finally arrived at after formal discussions during the focus group discussions and after
informal discussions with many village leaders in the district.
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4.6.2 Q U EST IO N N A IR E DESIGN.
The questionnaire was developed and designed in the London School of Hygiene
and Tropical M edicine after consultation of various questionnaires that had been used
in/or proposed for developed and developing countries.
The questionnaire was refined in the field in close collaboration with the local
Ministry of Public Health authorities and after the pre-test. It was also refined after focus
group discussions with various groups from the health district. From the results o f this,
some of the possible factors that were m entioned as being important for the demand and
utilization o f health care providers in the health district were noted. These factors,
especially those that could be assessed using a household interview survey were included
in the questionnaire for the household interview survey (HIS). The range of responses
from the FG D were used to prccodc the household questionnaires.
The questionnaire consisted m ostly of closed questions including:
the social and dem ographic background of all m em bers of the household (age, sex,
educational level, marital status, em ploym ent status )
the econom ic background of households: household incom e (earned and
non-earned).
the general living conditions (type of housing, number of room s, num ber of
occupants).
the ow nership o f goods (television, radio, bicycle, motorcycle, cattle),
the illness episode o f adult household members had experienced during the two
w eeks preceding the survey ( sym ptom s, diagnoses etc). [It was not required that
the illness m ust have occurred w ithin the last two weeks to the survey if the
concerned was still presenting sym ptoms].
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the health .seeking behaviour of the household members.
# Choice of option for health care.
# Treatm ent cost (expenditure on health)
# Reasons for use or non-use of any health care provider.
the access to health services (time and distance from source of care, transport
cost).
the immunization services received w ithin the last month (location, cost),
the last delivery in the household to find out where antenatal clinics visits were
done and where delivery took place. T he total expenditure for the deliveries was
also assessed.
In order to get an idea as to why people chose a health provider rather than
another one, "the paired comparison interview technique" was em ployed (Y oung,1980;
Kroeger, 1982). Those people who had reported an illness within the two weeks preceding
the survey and had gone to the public health unit, for example, were asked why they had
not gone to a private one or to a traditional healer. The reverse w as also posed to those
who had used a traditional healer or a private health unit.
4.6.3 VALIDATION OF THE QUESTIONNAIRE.
The content validity of the survey instrum ent was taken care o f by closely relating
the specific objectives of the study to the item s on the questionnaire.
W ithin the questionnaire, some questions were used to cross-check the validity of
the questionnaire. For example, question 34 asked if there was som eone who has been
sick in the household 2 weeks prior to the survey date. Questions 39 and 40 went further
to ask when the illness started and ended w hile question 41 is used to cross-check the
dates given and the answer to question 34.
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4.6.4 SA M PLIN G DESIGN AND TECH NIQ UES.
The m ulti-stage sam pling technique was used to select the sampling units
(households) (Lutz et al. 1992). In the first stage the health districts were the primary
sample units. In a second stage, from the selected health district, health areas and the
villages served by these areas were retained according to the following procedure.
In the selected district, a list of all the health centres was made.
A selection of all the health centres in the health district was made (2 mission and
8 governm ent health centres).
All villages in each of the selected health areas were listed according to individual
populations updated from the 1987 national census. A cumulative population list
of all the villages w as also made. T his study was set up to select one village
(cluster) from each o f the ten health areas in the district served by the health
centres.
The total population o f all the villages was divided by 10 to obtain the sampling
interval. Using the serial num bers o f 1000 C la francs (CFAF) note, a random number
between 1 and the sam pling interval w as selected. The random num ber from the 1000 cfa
francs (CFA F) note was then located in the list of the cum ulative population of the
villages to identify the first village in the district to be selected. The next village was then
identified by adding the sam pling interval to the random num ber and locating it in the list
again. This was continued until all the required number o f villages had been selected. One
of the villages (Balikum bat) had a population which was much larger than the sampling
interval, hence it was selected twice. In each o f the selected villages (clusters), a constant
number of houses was selected using the EPI methodology described later in Section
4.6.8. The sam ple is said to be self-w eighting. This is the probability proportionate to
size (PPS) m ethod (Patricia et al. 1990; Kallon, 1983, Bennett Steve el al, 1991).
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4.6.5 SAM PLE SIZE DETERM INATION FOR THE HOUSEHOLD
INTERVIEW SURVEY
The sample size for the household interview survey was done on the basis of the
sample formula that enables the com parison of two proportions. It was based on the
assessed rate of health unit use in developing countries, the study objectives and the
available logistics. Even though our m ain concern was in the choice of providers by those
who reported an illness within the tw o weeks preceding the survey, other issues were also
of interest to us (lor example, the health seeking behaviour by socio-economic status, why
health centre or hospital was visited and not a traditional healer or self care).
The calculation of the sam ple size is indicated in Appendix 4.3. The study focused
on adult outpatient visits, hence visits for immunization of children, and obstetric care
were excluded from the final analysis. The total num ber of households required was 1340.
Of this number, only 1147 households were interviewed, giving a response rate of 85.6% .
193 households (14.4%) were not interview ed because the survey was stopped when there
was political violence (instability) running up to and after the Presidential elections of
October, 1992 in Cameroon. A w h ole village with a mission health centre where 150
households were expected to have been interviewed was left out because the health centre
refused to co-operate.
4.6.6 R E C R U IT M E N T AND T R A IN IN G O F IN T E R V IE W E R S.
(i) R EC R U IT M E N T .
The health committees of the villages served by the health centres in the district
were asked to select boys and girls w ho could be trained as interviewers. The health
committee was representing the m edium of collaboration between the community and the
health centre. It was the organ in the village that was better placed to work for the health
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ol' the village and its m em bers were supposed to know the boys and girls that had at least
secondary school education in the village.
The Medical O fficer indicated to the com m ittees that those chosen should be
honest, hard working, well organised, intelligent and physically fit. It w as also indicated
that the interviewers were going to be given stipends as w ell as transport to and from their
villages.
The 8 Interviewers recruited were aged between 1 8 - 2 7 years and they were lay,
non-medical people who had left secondary schools. T heir average age was 22.6 years.
No preference was given to any of the sexes by the author though in the final analysis the
health com m ittee m em bers preferred m ales to females. T his was most probably due to the
fact that it might have been felt at the time that the fem ale secondary school leavers
would be required by their families either for child care or for other household
responsibilities or to accom pany their m others to the farm s as is the custom in this area.
The opportunity cost of having to take the girls would have been very high. It would
however also have been difficult to easily get a pool of fem ale interviewers in this area.
Part of the study (training of interviewers) required that the interviewers stay away from
their villages for about five nights. The idea of female children sleeping away from their
families is frowned at by m ost parents in the villages. However since the respondents
were m ostly male heads o f households, the availability o f only male interviewers was not
seen as a problem at the time of the recruitm ent but problems arose later and are
discussed in chapter 10, section 10.2.
All the non-m edical interviewers selected were from the localities surveyed. This
was done to reduce cultural barriers especially as literature indicates that people are more
at ease with people with sim ilar socio-econom ic characteristics (Kroeger, 1985), resulting
in the collection of more reliable illness and bchaviourial inform ation which better reflects
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the interview ee’s knowledge, perception and experiences (Carlson, 1985). They showed
a willingness during the training to learn the completion of the questionnaire. Because of
financial constraint it was not possible to make a selection from am ong many hence only
the required number were trained and used.
(ii)

TRAINING.
Training of the interviewers w as done using a "Training manual for interviewers"

by the researcher and World Health Organization manuals developed lor health workers
(Hepburn et al. 1986; Lutz, 1981, Lutz et al. 1992). The training consisted of theoretical
and practical sessions in and out of the classroom. The theoretical part of the training
started with an introduction of the survey and consisted of a discussion of the importance
of the survey, its objectives, and the field procedures - selecting respondents, recording
responses etc. The training continued w ith things such as the role of the interviewer, the
interview as one method of research.
Practically, the interviewers read out all the questions aloud in standard and pidgin
English (12). This was aimed al overcom ing their shyness since for most of them, this was
their first time of being involved in a survey of this nature - though some had taken part
in a National census organized in 1987. The training took place in the health district for
five days in a hall made available to the author by the authorities of the subdivisional
hospital. It was conducted by the author and the district Primary Health Co-ordinator who
is an experienced nurse and who was to be the study field supervisor. During the training
role plays were performed in class w ith one interviewer acting as a respondent and
another as an interviewer. The roles w ere then rotated to give everyone a chance. 12

12 Pidgin English is the lingua franca o f m ost of the people in the area under study. It is the local form
of the Standard English which is understood by nearly everybody. Not being a written language, it was
difficult to translate the questionnaires into it.
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Al lhe end of the training, the contents of the questionnaire were re-examined in
detail and the field control procedures were explained to all the interviewers. The
interviewers were instructed to have with them at all tim es in the field their training
manual for reference in case o f any problems.
The interviewers were paid daily stipends as well as transportation cost to and
from their villages at the end o f the training.
4.6.7 PR ETEST AND PILO T STUDY
A pre-test of the Household interview survey form (HISF) to be used was done
during the training. A fter five days of intensive training, a pilot study in some quarters
of villages with similar characteristics as those in the health district was carried out on 50
households.
The objectives of the pre-test and pilot studies included the following:
to train the interviewers in field survey techniques and procedures,
to test the questionnaire to be used in the actual survey.
to evaluate the survey procedure (eg find out w hat the likely problems to be
expected in the field may be, how much time each questionnaire took to
com plete).
to find out the attitudes o f the respondents to the questionnaire.
During the pretest and pilot study, the interviewers w ere specifically asked to note
and report any difficulties encountered in the field. The questions were to be read out in
Standard and/or Pidgin English (as practised in class) as appeared on the questionnaire
without reading out the suggested answers. Standard English was used in most of the
cases. A lm ost all the questions w ere pre-coded though they w ere all treated as open when
it cam e to posing them to household heads. A fter the pilot study, there was a discussion
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wilh the interviewers after an analysis of the completed piloted questionnaires by the
author. The questionnaire was revised as indicated by the results of the pre-test and pilot
study before the actual survey began.
The pre-test and pilot surveys indicated that each questionnaire required on average
45 minutes to complete though this varied depending on whether the household had
anybody reporting an illness w ithin the two weeks preceding the survey or not. The final
version of the questionnaire appears in appendix 4.4.
4.6.8 SELECTION OF H O U SEH O LDS IN THE VILLAG ES (CLUSTERS).
In principle, a listing o f all the households in the different villages from w hich a
random sample is drawn w ould have been the ideal thing to do. M aps of the various
villages should have been draw n to facilitate the random surface sampling. This w as not
possible within the time allocated for the study because o f the vastness of the study area
and financial constraints.
The following procedures were undertaken to obtain a representative sam ple in
each of the selected villages.
The limits of the neighbourhoods o f the villages were defined as accurately as it
was possible with the h elp of the local leaders.
The centre of the neighbourhoods were then indicated, as near as possible to their
geographical centres.
W ith the help of a ballpoint pen thrown up, a direction to follow was indicated.
A numbering of all the households wilh while chalk along a straight line was
done.
The first household to v isit was randomly selected.
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The house whose front door was nearest the last chosen one (house-to-house) was
chosen as the next

household. This continued until the required num ber had

been got.
The same sam ple size was used for each health area since the aim was not the
evaluation o f the attendance in individual health areas. In each o f the ten health areas, the
sample size was again divided proportionately to the population of the quarters in the
villages served by the health centre. In all, 10 villages were selected and the sample size
was 134 households for each of the ten health areas. A total sample size of 1340
households w as arrived at.
4.6.9 INTER VIEW PROCEDURES.
The household interview survey was carried out within the months of August and
October, 1992. Since there appears to be a seasonality of utilization, the study was timed
to fall w ithin the period of a dow nw ard slope o f utilization (A ppendix 4.5 where "S"
represents the start and "F" the end of the study). Each of the interviewers was assigned
to a health area. Each interviewer using the EPI methodology selected the first house and
then m oved from house-to-house. In each of the selected villages, the interviewers
com pleted the heading of each of the household interview survey questionnaires
(indicating their surnam es and initials, the village name).
U sing the EPI methodology (discussed above in section 4.6.8), the first and
subsequent households to be visited in each quarter o f the village were selected. In each
of the selected households, the interviewer wrote on the door w ith chalk, his initials and
the questionnaire num ber. Interviews were conducted by interview ers who moved from
house to house in the mornings and evenings. The head of the household and the spouse
were interview ed and in their absence, any adult living in the household. In case of an
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empty selected house, the next nearest house was chosen. The questionnaires were
completed by the interviewers.
Each household selected h ad only one questionnaire completed lor it. The
interviewer while in a selected house asked the head to indicate a quiet place in which to
undertake the interview. After the location of a quiet place, he started by completing the
first page of the questionnaire containing identification variables and then continued with
the other sections. The interview ers read out the questions in standard and/or pidgin
English loudly to the respondent as appeared on the questionnaire. In case there was
nobody reporting an illness, or the illness had ended more that two weeks prior to the
study, the whole questionnaire w as completed except for the section on illness and the
action taken (hence only the identification and income sections were completed).
The field interview was scheduled to be done within 45 days. Each questionnaire
required from between 40 - 60 m inutes for completion. On average, each interviewer was
required to complete at least 6 o r at most 8 questionnaires per day which required
between 4 - 6 hours. This was done to avoid interviewer bias due to fatigue. W ithin a
week, each of them completed betw een 30 and 40 questionnaires. The total num ber of
households required in each health area was completed in five and a half weeks.
At the end of each interview, the interviewer went through all the questions to see
that he had effectively asked all the questions. A t the end o f the day, this procedure was
repeated for all the questionnaires com pleted within the day. If any clarifications were
necessary, the household was re-visited the following morning but if not, the
questionnaires were then handed to th e supervisor who is also the District Primary Health
care co-ordinator by the next w eekend. He in turn scrutinized all the questionnaires to see
that all had been correctly com pleted. In case o f any errors, he located the house in the
village bearing the number on the questionnaire and asked the interviewer to correct the
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errors. W hen all ihis had been done, ihe questionnaires were then entered into the
computer by the researcher. All the above was done in an effort to follow the quality of
the w ork that w as being carried out by the interviewers.
4.6.10 VALIDITY OF D A TA COLLECTED.
The validity of the responses given by the household head on behalf of other
members was taken to be im portant in this study. Som e questionnaires were randomly
selected for re-interview aim ed at checking for reliability. 1% of all the household heads
were going to be re-interviewed by the author. Unfortunately, just when this was to be
done, the political situation in the country deteriorated and this had to be abandoned (see
section below on problem s encountered in the field). How ever, it has been noted that reinterviews have many problem s am ong which is that of having to motivate the
interviewees (Cochrane, 1951). It has even been found in Kenya by Schulpcn and
Swinkels (1980) that re-interview ing resulted in a drop in m orbidity reporting compared
to a control group. The validity of the data was still assessed using one of the variables distance - which was taken as the "LEAD INDICATOR" of the validity of the responses.
It was generally thought by people in urban areas that those in rural areas were unable to
grasp the concept of distance. Distance estimates from the survey questionnaires were
compared with distance estim ates obtained from official m aps drawn to scale by the
government. The differences were not statistically significant.
4.7 H EALTH FACILITY SURVEY.
The Health facility survey (HFS) was aimed at the collection of data to enable the
calculation of the unit cost o f an outpatient service in view o f setting a price to be used
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in simulating the impact ol' com m unity financing on utilization. The health centres
recognised by local health authorities to be providing outpatient care of acceptable levels
were chosen. Three health centres, o n e from each corner o f the health district, were then
selected for the study.
The questionnaire, hereafter referred to as the staff questionnaire, was completed
by the chief of health centre. The questionnaire sought information about the cost of
running the health centres. Particular emphasis was put on the staffing situation of the
health unit - the number of staff, their professional qualifications and their monthly
salaries, the cost of operating the health centre (recurrent and capital costs) and on the
past utilization of the health centre services. The questionnaire is presented in Appendix
4.6.
4.8 INTERVIEW S AND D O C U M E N T ANALYSIS.
Interviews and documents analysis (IDA) were used to collect information about
the utilization of the health units, the operating cost and the feeling of officials of healthrelated government departments ab out the introduction of a service fee.
Interviews were conducted w ith responsible officials of health-related departments
at the district level. The aim was to learn about their awareness of the current state of
health care financing in the district, find out their interest in cost-sharing and have their
suggestions as to how a cost-sharing programme could be managed (safe-keeping of
revenue and use of revenue) [see appendix 4.1 for the interview schedule].
The analysis of documents to o k place at both the provincial, district and health
centre levels. This was done with the aim o f collecting information about the past
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utilization o i the health centres and the various expenditures made by the government in
operating the health centres in the district.
Using the registers for the consultation for the past year in the three chosen health
centres, the num ber of outpatients who were seen at each o f the health centres was
recorded. The cost per outpatient contact was then calculated by dividing the total non
salary recurrent cost by the num ber of patients seen (see appendix 4.8).
4.9 DATA M ANAG EM ENT A N D STATISTICA L AN ALYSIS
Com pleted questionnaires were entered into the com puter using the software, EPI1NFO Version 5 by the author at the end of every w eek o f fieldw ork. The data was
exported from EP1-1NFO to SPSS/PC+ for descriptive statistics, basic statistics lor
frequencies of all the variables (percentages), correlations and test for significance of
correlations and cross tabulations to sec if, for example, choice differs by distance, by
income etc.
The data w as then translated from SPSS/PC+ to be used by ALOG1T, an
econometric software to find out the factors that influence the choice o f the various health
care providers in the area. A FORTRAN program was first used to create a data file from
SPSS/PC+ which is com patible with the A LO G IT software used for the calibration o f the
demand model. Each record was num bered and had dependent as well as independent
variables for each option. The A LO G IT com puter software package for discrete choice
modelling developed by the Hague C onsulting Group was used to calibrate the
multinominal logit model (Daly, 1992). The method used w as the M axim um Likelihood
method. The model specifications were defined in a control file. T he software was then
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run while specifying the control, the data and the output files. The iteration process to find
out the maximum likelihood was carried out to convergence. In the final analysis,
- The values of the parameters w ere estimated as well as evaluating their statistical
significance.
- Direct and cross-elasticities for th e different options were calculated.
- The demand model was then used to assess the probable effects of community
financing on health care utilization, and its household welfare effects.
4.1« LIMITATIONS OF THE ST U D Y .
A study of this nature based on data that makes the assumption that there is a
correspondence between what people report and their actual behaviours some two weeks
before, would certainly have some lim itations which indicate the caution with which the
results should be interpreted. The lim itations include the following:
1) - The study is limited to the determ inants of demand for and utilization of outpatient
services at the level of rural public health centres. This level (health centre) is important
because it is that which treats the m ajority of the population who in principle gain access
to hospitals only through referrals. It is the gateway into the national health care delivery
system .
2) - It is assumed that the conditions when community financing will be introduced will
be the same as at the time of the study. Any change in conditions such as for example,
the political situation of the country, the income levels of the community members, the
ready availability of private care, m igh t result in difficulties when applying the results of
the study in the field.
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3)

- This research studies the price effects on the demand for health care in relation to a

wide range of service providers. The results arc then to be applied to fees in public
services. This will not necessarily produce the same results as a study of the actual
introduction of the charges in the public facilities. Furtherm ore, elasticity estimates
measure the demand effect of small changes in prices, but the im pact of major changes
is unclear.
4) - One problem with this type of study using econom etric softw ares involves the cost
and time data of non-users of a provider. During the survey, only the money and time cost
of people who reported a use of a given provider was available. T he money and lime cost
of non-users of the given provider required for the com puter program m e, is assumed to
be equal to that of users of that provider residing in the same zone or area of residence.
For exam ple, for those who in zone 1 who were sick and reported use of provider A but
no use of provider B in zone 2, the money and time cost they should have borned il they
used provider B is the average money and time cost of users o f provider B living in the
same area (zone 1) as the non-users.
5) - There is a tendency for those w ho live in the same area to behave almost in a similar
way (know n as intra-cluster correlation). The sampling errors in respect of some variables
would be higher than that for random sam ples of the same area. Random sampling was
not done because of the limited tim e for the study and even m ore important because of
the enorm ous cost and logistic problem s that would have been incurred. However,
notwithstanding the intra-cluster correlation, the method used w as one that randomly made
the choice of households. Many practical problems were encountered in the field during
the data collection (Appendix 4.9).
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4.11 SUMMARY
This chapter has described in detail the instruments used Tor the survey and the
various reasons i'or having used several methods which were thought to be complementary
- qualitative and quantitative m ethods. The study is limited to the demand lor health care
from the health care providers in the health district. It has also discussed the selection and
training of interviewers as well as th e sample selection and field procedures.
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CHAPTER 5
B A C K G R O U N D T O T H E R E S E A R C H S E T T IN G :
T H E R E P U B L IC O F C A M E R O O N A N D T H E N O R T H W E S T PR O V IN C E .
5.1 IN T R O D U C T IO N .
This chapter describes the demographic and physical environm ents of Cameroon,
the country in which the field study was carried out. The health care delivery system and
its financing as well as the econom ic situation o f Cameroon within w hich any community
financing is to be implemented are also discussed.
5.2 D E M O G R A P H IC AND PH Y SIC A L EN V IR O N M E N T S O F T H E R EPU B LIC O F
CAM EROON.
5.2.1 P H Y S IC A L C H A R A C T E R IS T IC S
Cam eroon is a W est African country bordering the North A tlantic ocean with 402
kilom etres of coast line. It has a surface area o f 475,440 km 2 but a total land area of
469,440 km 2. It is administratively divided into ten provinces, named alter their
geographic locations within the country (Figure 5.1).
Each Province is divided into divisions which arc in turn subdivided into
subdivisions. In som e subdivisions there are districts which are the smallest politicoadm inistrative structures. Following the m ost recent adm inistrative division of the country,
there are in total 58 divisions, 268 subdivisions, and 53 districts. The North west province
to which this study is confined lies in the North W estern part of Cam eroon.
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FIG U R E 5.1: TH E M A P O F TH E R E P U B L IC O F C A M E R O O N .
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T he clim ate is tropical along the coast and sem i-arid in the north. The country has
two seasons. The wet, rainy season from march until Novem ber and the dry, hot season
from October to February. Topographically, the country is divided into the coastal plain
in the Southwest, the dissected plateau in the Centre, the mountains in the W est and the
plains in the North.
5.2.2 D E M O G RA PH IC CH ARACTERISTICS.
From the 1987 second National census extrapolated to 1993, Cameroon has a
population of 12.5 million inhabitants with an average population density of 26
inhabilants/Km 2 (UNESCO, 1993) up from 22,6 inhabitants/K m 2 in 1987 (M inistère du
Plan et de l ’am enagem ent du territoire, 1990). 53% of the population live in rural areas.
T he people who make up Cameroon are from varying backgrounds and cultures
presenting with different value systems. There are many indigenous ethnic groups as well
as others like the French, the Germ ans, the British and the Indians, Greeks and Lebanese
who are very much involved with econom ic development.
Life expectancy at birth is 57 years from 53.4 in 1987, though still well below the
average o f 66 years for middle-incom e countries. The fertility rale is estim ated at 5.8 and
is well above the average for middle-incom e and low—income countries estimated to be
3.7 and 5.5 respectively (W orld Bank, 1992). This high fertility rate contributes greatly
to the high annual population growth rale of a little over 3.0% . The proportion of the
population under 15 years is 50% and the num ber of elderly people is increasing. At the
moment, there is no policy statem ent supporting family planning or a national population
policy ( 13) but there are some private and public clinics that make available to the
*\ It was only in 1990 that there was consultation with the population of all the provinces with the aim
of formulating a population policy. This followed the release of the 1987 population census. At the time of
this study, there was no official population policy in the country. However, in 1993 with the help of the
World Bank, USAID and FUNAP, a declaration of a national population policy was made, (see MINPAT.
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population contraceptives and child spacing education. A summary of m ajor health
indicators is indicated in table 5.1 below.
TABLE 5.1: CAM EROON’S HEALTH INDICATORS

Pop. increase %
Crude birth rale
Crude death rate
Infant Mortality Rale
Liic expectancy Male
Female
ALL

1965
1980
(“ )

1980
1985
(“)

1985
1990
(“ )

2.7
40
20
143
44
47
45.2

2.9(a)
43.2
17.8
116.6
46.4
49.7
48.1

3.0
47.5
14.9
94.0
51
54
52.5

Source: (1985-1990):Unitcd nations.
1990 Demographic yearbook, 1984 & 1992.
(1965): World Bank. Development report, 1992.
(a) from Unesco, 1993, table 1, page 116.

Christianity is predom inant in the South while Islam is in the North. Secret
societies exist in both North and South of the country especially in rural areas where
they are still circumcision riles for adolescents. Educational levels are very high with a
literacy rale of 54% for the w hole country. The literacy rate of m ales (66% ) is slightly
more than one and a half times that of females (43%). *5

Declaration de la politique Nationale de population. Commission nationale de la population, Direction de
la planification. Unite de planifiealion de la population. M1NPAT/DP/UPP 93, Yaounde, M ars, 1993).
M. World Bank (1992).
I5. United Nalions,(1992).
IA. United Nations, (1992).
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5 3 T H E N A TIO N A L H E A L T H C A R E D ELIV ERY SY ST E M .
53.1 T H E O R G A N ISA T IO N A L ST R U C TU R E .
The health care delivery system is based on the three-tier health care system o i
most developing countries consisting of, from the bottom, health posts, health centres
(predom inantly in rural areas) and referral subdivisional, divisional and provincial
hospitals and the teaching/research hospitals at the national level, situated in the
national capital. The health centres and health posts give m ostly ambulatory treatment
and refer patients to district hospitals.
The health care delivery system is overtly centralized reflecting a legacy of the
French colonial rule (*17) where bureaucratic centralism w as the order o f the day. All
policy decisions are made in Yaounde, the site of the M inistry of Public Health, with
very little delegated powers to the Provinces.
W hereas the urban areas have to cope with com petition from the numerous
clinics, and hospitals, the rural areas arc still dealing with num erous problems of
hygiene and sanitation. The health situation has been well sum m arised by Dclanccy
(1989)
" ...M ost Cameroonians have little access to modem m edical care. The
rural-based peasantry has alm ost no contact with physicians or hospitals.
The urban-based working class and unemployed go to understaffed,
overcrowded, poorly equipped hospitals. And the rich and the powerful
fly to London, Boston or Paris for consultation and treatm ent".

Going back a little into history, after the defeat of the Germans during the second World War,
France and Britain partitioned Cameroon between themselves. The French section was "La République du
Cameroun" while the English section was "The Southern Camcroons”. The health care policies of the two
colonial masters differed greatly. While that of the French was centralized and authoritarian, that of the
British was decentralized. These two systems were operational in the different "Cameroons" until the union
of the two Camcroons following the 1972 referendum. The force of the majority prevailed and the French
health care policies spread to the whole Cameroon.
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Leading causes o f morbidity and mortality especially among infants and
children are those that can easily be prevented. The diseases, according to official
health statistics reported by health units, resulting in the high infant and child
morbidity and mortality rates include measles, pneumonia, malaria, diarrhoea, tetanus
and malnutrition. T his disease pattern is noticed with varying differences in the
different provinces o f the country (Ngatchou et al. 1993).
The extent o f the damage done by these diseases is indicated by the high infant
mortality rate of betw een 90 - 95 per 1000 live births, and a child ( 0 - 5 years)
mortality rate of 156 per 1000 (W orld Bank, 1991, UNICEF, 1989). These rates have
decreased considerably from what they were some decades ago. In 1976, for example,
the infant mortality rate was 157 per 1000 but in 1987 it had decreased considerably to
85 per 1000 (Ngatchou et al. 1993). These health indices suggest there is still a pool of
unmet needs in the population. These rates will reduce substantially if the childhood
diseases are diagnosed and treated early enough. O f recent, Aids has become another
major concern causing morbidity and mortality in all age groups.
Primary health care was officially made public by way of a Presidential decree
in Cameroon in 1982 after the government had endorsed the Alm a-Ata declaration and
critically evaluated the DASP <l8) zone approach. Primary Health Care (PHC) has
been recognized in Cam eroon (Ministry of Planning and Regional Development, 1986)
as the only available tool for accelerating the process by which health services are
extended to all. There appears to be unanimous agreement within the Cameroon 18

18.DASP, French acronyms for Demonstration zones for public health. Just after independence, realising
there was inequality in the availability of health services to the population, the government embarked on a
programme of constructing health centres in most areas. This did not seem to solve the health problems of
the rural population especially as health centres could not be constructed in all the villages. This period of
infrastructure development was then followed by that of the "first Aid Post" era. Unfortunately this bright
idea, precursor of the present day primary health care, was too curative-oriented. Most of the health
problems of the rural population could not still be solved since the preventive aspects were neglected.
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government that the marginal rural and urban populations should be targeted in the
first place. This is evidenced by the importance placed on this in the last sixth
live-year plan from 1986 - 1991. In this connection the plan (Ministry of Planning and
Regional Development, 1986)
indicated that:
" Primary health care is a priority area in public health on which
Cameroon counts in order to achieve the objective cH eallh for all by the
year 2000>. The goal is to develop in both rural and suburban
communities a system o f basic health care accessible to everyone. In
this connection action will be undertaken to make the people
responsible, develop prevention habits, educate all Cam eroonians on
hygiene and nutrition problems and on the need to have recourse to
vaccinations"
Five years after the endorsement, the expected improvements in health status o f
the population from PHC were not forth coming, though the level of health and
medical services in Cameroon has generally been im proving in recent years. Although
the econom ic difficulties have been partly responsible for this situation, there were
some health care delivery system problems that appeared to be directly responsible.
Firstly, the budgetary priorities of the M inistry of Health have remained unchanged for
long, with most financial resources being tied to salaries and the greater proportion of
the rest "eaten up" by hospitals (Ogbu et al, 1992). Secondly, there was top-down
planning of activities coupled w ith the absence of management skills at the level of
implementation as well as poor leadership, supervision and management support for
health workers al the periphery. Thirdly, one of the most important problems was the
fact that com m unities participated minimally (if at all) and too much dependence was
placed on governm ent and donor funding for primary health care.
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As a consequence, the Ministry of Public Health needed to be restructured to be
able to operate within the "district approach <lw)" concept as enunciated by WHO
(World Health Organisation, 1986; Monekosso, 1989, 1992, 1993). This restructuring
was effectively done in January, 1989 (2l>) and since then the health policy in
Cameroon has the district (21) as the operational unit for PHC. This corresponds to an
administrative district w ith at least one hospital managed by a Medical Officer and
several health centres and health posts through which Primary health care activities are
provided (Owona, 1989).
The primary health care approach also had to be "redirected". This redirection
of the PHC strategy is discussed in a draft ministerial docum ent, "The re-orientation o f
Primary Health Care in Cameroon" (Owona, 1989, Ministère de la santé publique,
1992). This has since A pril, 1992 been officially published as the national primary
health care policy (M inistère de la Santé Publique, 1992) but it is yet to be operational.
The re-orientation of PH C was designed to m ake health care available and accessible
to all the population in each of the Provinces. It aimed at m aking available peripheral
organizations that could provide strong leadership and management support lor
providers of health care at the village levels from a reasonable distance. The district
(subdivision) hospital w as chosen as the focal point for such developm ents. It*20
lv In May, 1980, the W orld Health Assembly resolution 39.7 called on all member slates to " lay
particular emphasis on district health systems based on Primary Health Care, defining targets for the
integrated delivery of essential elements of Primary Health Care until all districts and all elements are
covered". This is one of the most formal recognition o f the district approach by the World Health
Organisation.

20 The Ministry of Public Health was reorganized by Law Number 89/011 of 5lh January, 1989. This
reorganisation created an office for Primary Health Care and a service of community health and traditional
medicine.
2>. Cameroon is divided into provinces which arc in turn divided into divisions each with a population
of about 250,000 inhabitants. The divisions are in turn divided into sub-divisions which correspond to the
health district. Each division has on the average 2 - 3 health districts. Within the ROPHC, the district is the
important level for administration and planning. Each of the health district also has on the average 3 - 5
health centres serving a population varying between 5 - 15,000 inhabitants.
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was therefore based on the delivery ol" preventive and curative services through a
network ol' health centres under the supervision of the district hospital.
There were substantial changes in the m anagem ent of Primary Health Care
following the restructuring of the Ministry of Public Health and the re-orientation o f
primary health care. The new health care strategy can be said to have been standing on
a tripod com posed of (1) Cost recovery through fees for services and sale of drugs to
cover som e recurrent cost (excluding salaries), (2) Community co-management and c o 
financing of the health care delivery system and (3) integration of curative, preventive
and promotional activities.
5 3.2 FIN AN CING O F THE NATIONAL H EA LTH CARE DELIVERY
SYSTEM
The first level o f the health care system in Cam eroon, i.e the health centre
level, is generally characterised by the fact that the governm ent has decided to
guarantee the protection of health to all the citizens irrespective o f their income or
residence. This im plies that all have equal access to the health services (free of charge
at the point of delivery) and the patient also has freedom of choice. Though the first
level is in theory free, patients have often been given costly prescriptions which are
bought from pharm acies in towns. Furthermore, there have been cases where people,
especially the poor, have paid money to personnel lor services which are presumably
free
The health budget as a percentage of the national budget declined from 5.1% in
1985 to 3.5% in 1989. In the 1989/90 financial year, the health budget represented
3.5% of the national budget which is equivalent to about US$7.35 per inhabitant. O f
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this amount, 84% or more go lor the salaries and allowances o f the personnel, since all
the public health workers are paid by government.
The per capita health expenditure had been increasing in real terms, from US$6
in 1980 to US$12.60 in 1987, from 2646 (US$9.98) in 1985 to 1912 (US$7.2) in 1992
(22). The 1980 - 1987 increase represented a drop of the health expenditure as a
percentage of the national budget from 4.8% to 3.5% in 1987 (Owona et al. 1990)
despite the continuous growth in the Cfa francs (CFAF) amounts spent for health care
as presented in Figure 5.2. The situation has been made worse by the recent
devaluation of the cfa francs (CFAF).
FIGURE 5.2: T R E N D OF HEALTH SECTOR EXPENDITURE IN CAM EROON

1982

83

84

85

86

87

88

89

1990

FINANCIAL YEAR

22 The ministry o f Public health estimates the drop to be from 3971 CFA francs in 1985 to 2060 CFA
francs in 1992 (not very different from the 1912 cfa francs calculated here) (sec Owona et al, 1993).
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Two distinct epochs arc seen. The period of positive growth (1981. - 85) and
that o f severe financial crisis as real expenditure in health declined except for 1989
(1986 - 1990). This declining trend has continued till date. T he level of the Ministry o f
Health expenditure lor 1981 - 1985 averaged 18.2 billions cl'a francs (CFAF). This
average increased in real term s to 25.6 billions cfa francs (CFAF) within the second
era, 1986 - 1990.
Before the advent of the so called "economic crisis" in 1986, 30% of the health
budget was allocated to the rural health services but this w as reduced in 1988 by 50%
due to the econom ic crisis. This reduction in funding for health care results in
weakness of the rural health care delivery system. Patients are therefore forced to seek
care in urban health units - hospitals and health centres. A lm ost 90% of the cases that
crowd the hospitals can be treated more cheaply in health centres in the rural areas
(“ ), a situation common to other francophone countries (*24).
During this same period, the M inistry of public health aided by international
donors expanded the num ber o f health facilities, its goal being to have at least a health
centre for every 10 - 12,000 population, a hospital for every division and subdivision
in the country and a referral hospital for every province. T he government budget has
since been unable to keep pace with the above expansionist tendencies. In a study of
five sub-saharan countries including Cameroon, Ogbu O. et al (1992) noted that "the
percentage of total governm ent expenditures going to the health sub-sector has
declined in Cameroon, Ethiopia and Senegal...". Furtherm ore, distribution of

I worked in a hospital for sometime and realised that almost 9 out of 10 patients I saw every
morning had complaints which could have been handled by the rural health centres if they took the pain to
go there first.
24 A study in Chad found that 71% of all consultations in the Central Hospital were for problems that
could have been treated in lower-level facilities. (See World Bank Report, 1993, page 135).

123

expenditure is highly skewed with a higher proportion going to the urban facilities
rather than to primary health care (W orld Health Organisation, 1987a).
The financing trend in the public health care delivery system reflects its
complex nature. Funds come into the sector from various sources. There are basically
three main types o f prim ary health care financing. (1) Funds from the central
government and (2) International assistance in the forms of grants, loans and technical
assistance and (3) Subsidies from the government to Private health units, m ost of
which belong to religious organizations.
Though the private health units receive subventions from the government, they
operate outside the governm ent’s direct control. In any case all private health units
must be registered w ith the government. Figure 5.3 indicates a schematic view of the
principal sources of M inistry of health’s funds and their accountability especially as
concerns the health centres and hospitals. At the level of the health post, there is
financial autonomy: the communities buy their drugs, sell them and manage the
revenue according to local needs,
i) CENTRAL G O V ER NM EN T FUNDING
The governm ent is the principal source of funds for the ministry o f health.
Funds from governm ent revenues (from taxes, income from public enterprises) are
annually voted by the national assembly after a budgetary preparation process that
gives the impression that it is bottom-up. The accounting department of the Ministry of
health is responsible for the final preparation of all budget requests, for tracking and
auditing all expenditures and reporting this information to the ministry of finance. The
lunds are then disbursed by the Ministry of Finance through the various government
treasuries in the different provinces.
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Fiqure 5.3:

M INISTRY o f p u b l i c h e a l t h f i n a n c i a l r e s o u r c e s
AND A C C O U N TA B ILITY BY SOURCE OF FINANCE.

Main link and direction of flow of information and/or cash
— - Weak link, only information (and not cash) sent.

Adapted from Fieldler J.L. (1993, p.740)
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Unioriunaiely ihc budgets have no relationship to the requirements made by the
different m inisterial departments during the budgetary preparation process.
ii) DONOR FU N D IN G .
C onsiderable international assistance is given to the M inistry of health at the
Provincial levels and particularly to the Province under study. A lter the bilateral/
multilateral discussions and agreements with the Ministry of Planning and Regional
Development, the funds are then channelled to the local projccls/programs and
administered by the donors through local project offices located within the M inistry of
health. The accounting department of the Ministry of Health does not keep track of the
donor funds an d has very limited knowledge about this money.
iii) H O SPITA L FUND (USER FEES).
At the public hospital level, som e attempts have been m ade to charge lor
Outpatient C onsultation (26). This has in principle been practised officially for a long
lime (G overnm ent of the Federal Republic of Cameroon, 1963). A 600 Cfa francs
(CFAF) (U S$2.3) consultation fee, which is more than half the average daily w age of
an unskilled labourer in the study district is charged. The system exempts certain
groups - children, government workers, military personnel - from paying the
consultation fees.
In C am eroon, all the money so collected at the hospital is paid into the
government treasury as indicated by the budgetary law No. 62/6 o f 9th June, 1962.
This fee is consequently being looked upon more like a health lax instituted by the
government hence the reluctance of health workers to collect it.

20 See Law N o. 63/DF/141 of 24th April, 1963 fixing the fees for the public sector and Law No.
62/DF/73 of 1st M arch, 1962 for the private sector. That for the Public sector was limited to only the French
speaking part of Cam eroon (East Cameroon as it was known then).
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As international agencies might soon start to withdraw their seed money l'rom
primary health care programmes, the health ministry might not find it easy to m eet
recurrent costs to manage the present health services, and at the same time expand into
rural areas. This was em phasized by Ogbu et al. (1992:616) who indicated after a
study of five sub-saharan African countries including Cameroon that " with capital
spending declining in share and slow growth in total health spending the ability to
provide current levels of health services is called into doubt, particularly in Burkina
Faso, Cameroon and Senegal". This problem of underfunding needs to be addressed
urgently in the Cam eroonian health care delivery system.
Unfortunately, lip service has alw ays been paid to Primary health care and is
not followed with meaningful allocations. Because of the increasing population an d the
econom ic crisis (reduction in available funds) the government is now unable to keep
its "promise" of m aking PHC available in every corner of the country, even after
restructuring the M inistry of Public Health and the Primary Health Care approach.
5.4 THE ECO NO M IC SITUATION O F CAM EROON: ECONOM Y IN C R ISIS.
Cameroon is a country with many natural resources such as petroleum, bauxite
and iron ore. A griculture and forestry provide employment for a greater proportion o f
the population and contributes almost 25% to GDP.
Cameroon belongs to the group o f "M iddle-income" countries. The GNP
boosted by foreign earnings from oil in the 1980s, was estimated to be between
US$850 and US$IOOO/inhabitant depending on the source of the information (W orld
Bank, 1991, 1993; UNICEF, 1989; UNESCO, 199.3).
From 1982 until 1987, the size of the national budget of Cameroon steadily
increased but has been on the decrease since 1988 as shown in Table 5.2. The part o f
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the budget allocated to development increased from 35.8% in 1982 to a high 42.5% in
1987 to decrease yearly to 30.6% in 1992.
Before 1985, C am eroon’s economy which was export-oriented was among the
successful econom ies in the developing world. The country exports oil, coffee, cocao,
cotton, rubber, bananas and timber. The real per capita income grew at an average rale
of 6% a year. Between 1977/78 and 1983/84 financial years the average annual budget
surplus was estim ated at 2% but this went into a deficit by 1987/88 equal to 12% of
GDP. Oil revenues are said to have represented 4% of GDP in 1980/81 to rise to 20%
in 1984/85 but later fell to 6% of GDP by 1986/1987 ( Litvack 1992) due to the
decline in the w orld market prices. The num ber of barrels of oil produced fell from 60
million in 1987/88 financial year to 46 million in 1992/93. Oil still occupies a central
place in the Cameroon econom y and it contributed about 54% of total revenue in 1990
( Derrick 1992).
TABLE 5.2: A N N U A L NATIONAL BUDGET: RECURRENT AND CA PITAL
(+ DEBT REPAYM ENTS) EXPENDITURES. (In billion Cfa francs (CFAF), 1982 - 1992).
YEAR OPERATING COST
TOTAL
EQUIPMENT
(RECURRENT &
NATIONAL
(INVEST & DEBT
ADMIN)
SERVICE)
BUDGET
1982
1983
1984
1985
1986
1987
1988
1989
1990
1991
1992

199
257 (29.1)
326 (26.8)
400 (22.7)
430 (07.5)
460 (07.0)
400 (-13.0)
375 (-6.3)
425 (-13.3)
364 (-14.4)
378.5 (4.0)

111
153 (37.8)
194 (26.8)
220 (13.4)
310 (40.9)
340 (09.7)
250 (26.5)
225 (-0.1)
175 (0.22)
186(06.3)
166.5(10.5)

310
410 (32.0)
520 (26.8)
620 (19.2)
740 (19.4)
800 (08.1)
650 (-18.8)
600 (-7.7)
600 (0.00)
550 (-8.3)
545 (-0.9)

SOURCE -|1982 - 1988]: Dclanccy, M. W. (1989: 144); - (1989 - 92]: BliAC (1992).
1982 is taken as Ihc base year lor all the calculations of percentages in brackets.
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By the 1986/87 financial year, the econom ic crisis had started and has since
continued. The econom ic crisis has been com pounded by political instability since late
1992/93 financial year and has worsen due to the decline in oil production and people’s
refusal to pay their taxes. The total government revenues were about 15% of G D P while
the expenditure was estimated to be about 24% of GDP resulting in a fiscal deficit o f 9%
of GDP. During the 1992/93 financial year, the real per capita GDP had fallen by 50%
from the 1985/86 level. This has been attributed to the econom ic crisis and the rapid
population growth. W hile this was happening, the gross consumption from 1986/87 to
1992/93 went from 67% to 89% of GDP and gross investment fell from 33% to 11% of
GDP. The average annual growth rate of exports from 1981-86 was 13.7% but th is fell
to -11.8% from 1987-91, giving a net balance o f -25.4% (W orld Bank, 1994). T he total
external debt is now alm ost 76% of GDP (Anonym ous, 1993).
M any causes, both internal and external, have been blamed for the persisting
economic crisis in the country (Ngandjeu, 1988). W ith regards to the internal causes, one
factor w as the dependence of the country on the export of its oil and agricultural products
like cocoa, and coffee. Low prices for these com m odities on the international m arket
resulted in a decline in export earnings. Even though the country depended very m uch on
its agricultural products, much of the growth in the country’s economy in the seventies
and eighties came from oil revenues which have been kept secret in an off-budget
account. Another factor is the mism anagem ent o f the limited resources of the country by
government officials i*4'). Taking the oil revenues as an example, it is thought by many
(hat the governm ent might have helped in bringing about the economic crisis through
mismanagement especially as it is kept secret (2'). For example, in 1991, a former Prim e 27
27 Quite a lot ol investment was made within the past two decades probably with the oil revenues.
However, because it was conlidcntially treated nobody will '‘veil know what was actually used and w hat was
misused. There has been reports in the private press in the country about top officials of the government
mismanaging financial resources, for example, Iidilorial, Cameroon Post Number 109 (May <>- 13th) week
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Minister, said the total oil revenue in 1990/91 was CFA 25U billions (US$918 million) of
which the country took C FA 120 billions. The French treasury reporting about the l'ranc
zone estimated oil export revenue lor the same period at some CFA 305 billions (Derrick
1992). What happened to the difference? A report in 1993 (Anonymous, 1993) indicated
that one third o l the proceeds from the "Société Nationale des Hydrocarbures" (SNH) oil
sales was diverted to private use .
With regards to the external side, there are the adverse international terms of trade
with rising prices for imported goods when the prices of the commodities exported by the
country are on the decline. Furthermore the US dollar which is used for most of
Cameroon’s exports became stronger than the French franc and other linked currencies
in which C am eroon’s im ports are denominated.
Growth came to an abrupt halt in 1986 caused by a steep decline in the prices of
exports like coffee, cocao and petroleum . The export earnings were reduced and
inefficiencies in fiscal management cam e to light. With an economy in crisis as indicated
above and the need to service m assive international debt, the government had no other
option than to adopt structural adjustm ent measures in 1987/88 financial year. These
included a 19% reduction in total public expenditures; a 26% reduction in investments and
a 13% reduction in all recurrent expenditures (Litvack, 1992). The government has
actively encouraged privatisation o f public co-operations (para-statals), diminished
expenditures in all the sectors in an attem pt to balance the public budgets (Blandford et
al. 1990), the massive laying off o f public service workers and a reduction in civil
servants’ salaries, restrained the dem and for imports and promoted that of exports. A
recent devaluation of the currency w as used as a tool to achieve the aims above.

pages 1- 14, 1992.
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Since 1988, the government has had to reduce the number of para-statals from 153
to about 100 though there is some resistance to sell off profitable ones. This is probably
because the Head of state can appropriate the profits o f any para-stalal for a discretionary
account according to article 19 of the budgetary law (Anonymous, 1993).
On the whole, the SAP introduced during the 1987/88 financial year h a s had
negative effects on the health and social welfare o f households. It has resulted in
impoverishment o f the poor through income loss and subsidy retractions. Even those who
earned wages and salaries are among those who have had the bitter effects o f the
structural adjustm ent programme (SAP) since these m easures have had an undesirable
effect on their purchasing power. The Structural Adjustm ent Programme (SAP) h a s also
resulted in cuts in national spending that reduce the quantity and quality of public sector
health investm ent and provision as indicated in the figure 5.4.

Recently the government

had to set up a social welfare program m e called the ’Social Dimension of the A djustm ent
project’ to cater lor the poor and the vulnerable groups who might have suffered more
from the effects of SAP. The various projects include the community initiative projects,
the essential drugs and Nutrition programmes. The above discussions about the SA P gives
the impression that it has only negative effects. This is not the case. SAP has resulted in
the abolition of price controls, reduction o f many export and import duties, liberalisation
of the investment and labour codes and most important the reduction in the functions and
size of the coffee export m arketing board. Furtherm ore, SAP was as a result of econom ic
crisis. The econom ic situation o f the country would have been worse if there had b een no
SAP.

131

5.5 THE RESEARCH SITE.
5.5.1 THE NORTH WEST PROVINCE
The site o i the study is in the North west provinces of Cameroon (Figure 5.5)
which has a donor-agency supported Primary Health care programme. It is about 400
kilometres from Yaounde, the national capital city and is mountainous and, depending on
altitude, feature tropical forest alternating with grassland. Communication by road is fairly
good. There are two seasons - the dry and rainy seasons. The rainy season w hich is longer
than the dry season starts in mid-march and ends in mid-november.
Shaped alm ost like a circle, the province is made up of seven divisions and thirtyone subdivisions (“ ) of varying sizes and population densities. N goh-Ketunja, one of the
divisions was the site of the study.
The province has an estim ated population from the 1987 census figures to be
1,237,348 (estim ated in 1991 to be 1,349,471) inhabitants spread out on a surface area of
17.400 km 2. The population density is today estimated at 71 persons per square kilometre
(national average 26/km 2). Even though the province covers about 4% of th e total land
area of the country, it has almost 11% of the country’s population. The annual growth rale
is estim ated to be 3.2%. Of the total population, 78% live in the rural areas w ith limited
access to the most basic primary health care activities. Though it is am ong the most
populated provinces of the country, some parts of it are characterised by a sparse
population settlem ent especially in rural areas which makes the access to health services
by some of the communities very difficult. 28

28. Within the Cameroonian setup, the subdivision with a population of between 100,000 and 150,000
inhabitants, is equivalent to a health district as described by the World Health Organisation (WHO).
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FIGURE 5.5: THE NORTH WEST PROVINCE OF CAMEROON.
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1 he health system in the Province (replica of the MOM) is typical of many
developing countries where government, mission, private health units provide health care
and pharm acies sell pharmaceuticals but these services do not reach an appreciable
proportion o f the rural population. The traditional healers and a network of Community
health posts also exist in the rural areas (some traditional healers are found in the urban
areas too).
T he inhabitants of the North West Province appear to have retained a powerful
demand for health care, encouraged by the missionary bodies which provided and still
provide curative care. This has continued to be reinforced by the private system which
unfortunately is located in the urban areas. The missionary bodies have maintained their
dominant positions because of their abilities to respond to local needs. In spite of the fact
that the care provided by the missionary bodies is expensive, it continues to be patronise
by the population.
A ccording to government policy, each of the 7 divisions and 31 subdivisions of
the province is supposed to have a hospital differing in sophistication depending on
whether it is a divisional or subdivisional hospital. The government has so far
concentrated only on the simple geographic distribution of health services and the
associated supply and training of health workers without reference to the recurrent costs.
Currently the North-W est province has fifteen hospitals (10 public and 5 private
(mission)) w ith a total bed capacity of 1788 (692 inhabitants /hospital bed), 45.4%
belonging to the mission; ninety-five Health Centres (21 missions and 74 public), five
Departm ental Centres for Preventive M edicine (CDMPs), one mission Leprosarium and
six M aternal and Child health (PM I) centres. The 31 public District hospitals should each
be staffed by one or two general practitioners, nurses, and other paramedicals responsible
lor endem ic diseases like leprosy and tuberculosis. Infact, only nine of them are fully
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functional. Health centres are located in large villages and can serve one or m ore villages.
Health centres have the official responsibilities for prenatal, delivery and p o st natal care,
child immunization, Nutrition, w ater supply and sanitation. They also provide curative
care and very limited inpatient care on an emergency basis only. Serious ca se s are referred
to the hospitals in whose area o f influence the health centre is found though no ambulance
services exist.
The Province with 11% o f the population has on the average 0.24 doctors/10000
population com pared with 1.41 for the Central Province with 16% o f th e population.
When all the health staffs were added up, the North west was the fourth lo w est with 13.58
staff/10000 population as against 26.16 for the Central Province though th e Ministry of
health gives this as 1 doctor and other staff for 12000 inhabitants (M inistere de la santc
publique, 1992). (Appendix 5.1 for more details).
By the end of 1978 when PHC started in the province, there w ere only 66 health
posts in the Province but by 1989, about 200 of the 475 villages of the Province had been
covered by the Primary Health Care project. There are at present 217 com m unity Health
Posts (CH Ps) existing with 284 community health W orkers and about 123 retrained
Traditional Birth Attendants <25). There are about 217 Health Committees w ith about 90%
still functional i*30).
There were 16 Primary Health Care government paid Supervisors o r co-ordinators
working closely with the com m unity health workers. The various health p o sts were being
visited at least once a month by these supervisors. These supervisory v isits to the health
2V. Within this area, traditional birth attendants arc those who have been practising the act of child
delivery in their villages for a long time. It might have been handed over from generation to generation or
just acquired. Traditional birth attendants arc therefore not trained but just rc-oricntcd to use modern
hygienic techniques to carry out acts that they have been doing for years.
30 Functional is used here to refer to a situation where health committees hold regular meetings, at least
once a month; regularly buy their drugs as soon as they run out; motivate the com m unity health workers
regularly and perform regular compound visits.
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posts w ere sponsored financially by the German agency lor technical co-operation - they
made m otorbikes and fuel available to the supervisors in sufficient quantities. Following
the re-orientation of primary health care at the national level, the activities of the
supervisors were supposed to be taken over by the staff of the various health centres in
whose catchm ent area the health posts arc located but most health centres arc facing a
financial crisis.
T here have been several evaluations of this Germano-Cameroon Primary Health
Care program m e. From these evaluations it was shown that the health workers had better
clinical know ledge than trained nurses in health centres ( Tenambergcn, 1985; W eber,
1988). T h is was attributed to the fact that the health workers in the ptosis had regular
annual in-service training whereas there were health personnel who had worked for well
over ten years without a single in-service training course. W hat has remained unevaluated
has been to find out if the readily availability of drugs at m oderate prices in health ptosis
and centres outweighed the likelihood that some poor households were unable to afford
them.
T h e health budget for the 1986/87 financial year was 110 million frs cl'a but was
reduced b y 34.4% to 72 million frs in 1987/88 and by 61.7% to 42 million frs in 1988/89
(M inistry o f Public Health, 1988; 1989). This downward trend has since continued.
M ost of the pteople in the province are subsistent farmers. Most o f the men
cultivate coffee as a cash crop though production has in recent years fallen drastically
since 1986.
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Tabic 5.5 below presents the m ajor characteristics of the North W est province.
TABLE 5-3: M VJOIt HEA LTH -RELA TED CHARACTERISTICS
OK T H E NORTH W EST PROVINCE.
17,400 loir
Land Area
1,349,471 (1991)
Population^3')
No of Divisional Hospitals:
No of Provincial Hospitals:
9 (lnc.2 divisional ones)
No of Subdtvtsional Hospitals:
No of private (mission) hospitals:
4
No of private clinics:
6
No of Private pharmacies:
6
95 (14,05 Population/h. centre)
No of health centres:
No of CHP:
< 100
No of Doctors:
32 (0.24/10,000 population)
No of Nurses:(3')
9 0 0 (6.7/10,000 population)
No of midwives:
21 (0.16/10,000 population)
All trained staff:
17,784 (14.97/10,000 population)
Population/hospilal
88,382
Number of Hosp beds
1,788 [13.75/10,000 population)

5.5.2 T H E RESEARCH SITE: T H E NDOP HEALTH DISTRICT.
The study site was Ndop health district, purposively chosen (Figure 5.6). It was
chosen because the area is self-contained (each of the designated health areas has a
health centre and there is one referral public district hospital) and the health care
responsibility for the population has been taken by the government health services. It
has ten health centres and 10 health posts (Appendix 5.2 for organisational setup).
Furthermore, the district was well known to the author. Considering the short time
within which the fieldwork part of this study had to be carried out, prior experience
and knowledge of the area helped in the designing of the study and a better
interpretation ol the results. It was also chosen because it is sufficiently large in
Estimated I rum the 1987 census data.
Includes all ilic nurse aids, diploma nurses, Stale Registered Nurses, Stall Nurses.
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Figure 5.6:

Map of N G O H -KETU N JA Division
(ND O P Health District)

1 57

population and even in size for one to develop a model to examine the effects o f
community financing on health service utilization.
Finally, it was chosen because it has characteristics of a typical rural area. It is
therefore the health area that gives the administrative framework w ithin which m ost
health activities are delivered. The district provides an ideal setting for dialogue and
planning that involves both the professionals and the non-professionals, the public and
private sectors concerned with health and social development of the area.
Ndop health district is made up of 10 major villages. It was in 1991 estim ated
to have a population of 117,093 inhabitants with 102,950 (87.9%) living in rural areas
and only 14,143 (12.1% ) living in the (semi)urban area represented by the largest
town. It lies to the North East of the province and it is about 50 kilom etres from the
provincial headquarters along a dusty untarred road running from south to the north of
the Province. Ndop is easily accessible by the dusty road and many o f the villages are
also easily accessible for most of the year though some of them are cu t-off from the
main town when it rains heavily.
Ndop, the town bearing the district name, is the headquarters and houses the
district hospital, offices and staff of the Administrative Divisional O fficer and other
government departments such as the treasury, agriculture, water and electricity boards,
post and telecomm unications, 2 public and 6 private colleges and a once-w cekly
market. There is no bank. The residents of this health district are mainly subsistence
farmers with most of them , especially the women, working in rice and corn farms. The
men cultivate coffee as a cash crop though production has been reduced drastically
following the fall of coffee prices on the world market. Through the m arketing of
coffee and rice, these farm ers are draw n into the economy but unfortunately suffer

140

from the existing adverse term s of trade and from the burden of the country’s
international debt.
Ndop district shares a boundary with the Western Province and as a result, it
has developed into a centre for cross border exchange between the North W est and
W estern Provinces of a variety of things not easily available on both sides of the
Provincial borders.
5.6 SU M M A R Y .
This chapter has presented background information about the physical,
dem ographic, administrative and economic situation of Cameroon. It has also looked at
the health care delivery system at the National, Provincial and District levels.
T he chapter presents Cameroon as a country that had been less concerned with
the cost involved with investment in the health sector in the early 1980s because of the
buoyant econom ic situation brought about by the high oil prices. As the decade
advanced, the econom y started declining due to the unfavourable terms of trade on the
world m arket. As a result, budgets were cut and services deteriorated. Recurrent
expenditure suffered most so much so that the government is now either unable to
even pay workers, or supply the basics required for health care delivery.
T he health care delivery system is described as being centralized giving rise to
inefficient management. It is concluded that Primary health care services arc therefore
part of a whole system and cannot be effectively provided in isolation, even though the
econom y presents a country in crisis.
@ . For page 129: See for example, Editorial (1992), Cmaeroon Post No. 109, pl-14, and Taila BlaisePascal (1992). Ainsi a etc pille la SCB (Societc Camcrounai.se de Banquc). Jeune Afriuuc Economic [Mai]
155, 106-130.
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CHAPTER 6
EXPLORING THE RELATIO NSHIP BETW EEN IN DIVIDU AL AND
HOUSEHOLD CH ARACTERISTICS AND THE USE OF H EA LTH CARE
PROVIDERS.
6.1 INTRODUCTION
This chapter begins with a detailed description of the socio-dcm ographic and
economic data of the whole population that was involved in the study. It then goes on
to explore the relationship that probably exists between individual an d household
characteristics like education, sex, age, income, wealth, socio-econom ic status and the
use of health care providers. It ends with a discussion of (i) the expenditure made by
the respondents while seeking care from the different providers, (ii) sources of the
money used for the paym ents and (iii) the reaction of the respondents to proposals o f
alternate sources of money to that which they used in financing their health care.
63 . SOCIO -DEM O G RAPH IC A N D ECONOM IC CH ARA CTER ISTICS OF
STUDIED PO PULATIO N.
The total population studied was made up of 6656 inhabitants found in 1147
households giving an average household composition of 5.8 persons per household. 54
households were excluded because of incomplete data for important variables leaving
only 1093 with 3441 adults aged 15 years and above. O f the 1093 households with
complete data, only 603 households (55.2%) had adults reporting an illness two weeks
prior to the study. W hen the sex by age group of the studied population is com pared
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with that obtained in the last National census of 1987 (extrapolated to 1993), no
significant differences are seen. The population of the study sample is representative
(see appendic*6.1 and 6.2). O f all the households surveyed, 36.3% had seven or more
household m em bers (appendix 6.3).
29.9% of those surveyed were M oslems and 63.8% were Christians while 6.3%
(412) did not explicitly indicate their religious affiliation. 39.1% of the population
surveyed were labelled as farmers, 26.9% as housewives, 13.6% as students or pupils
and 20.4% as children. 58.2% of the total surveyed population described themselves as
never married while only 32.1% were said to have been married or were married.
Others were either divorced (2.4% ), widowed (4.1% ) or of unknown status (3.2%). Of
all the respondents w ho had no schooling, there were almost two females to one male
(appendix 6.4).
Economically the wealth o f the population is represented by their assets. The
ownership o f livestock and other consumer durables are presented in appendices 6.5
and 6.6.
6_3 CO M PUTATION O F HOUSEHOLD’S ORIGINAL INCOM E AND W EALTH
The household’s original income was estim ated from the wages and non-wages
o f the household m em bers. Total household incom e was calculated by summing up the
earnings from em ploym ent and self-employment, occupational pensions of all
household m em bers, the monthly monetary value o f household consumption of all
hom e-produced foods, the family allowance from employers for all household
members, the am ount from sales of crops and cash crops, bank interest, scholarships
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paid either by government or em ployers for children’s education and owner-occupied
monthly rent. The table 6.1 below presents the income distribution o f those sick.
TABLE 6.1 INCOM E DISTRIBUTION O F THOSE REPORTING AN IL LN ESS (in d a Cranes)
Income
Quartile

Mean

Standard
Deviation.

Median

Minimum

Maximum

1
2
3
4

14,220
24,320
35,259
81,836

4,598
2,290
4,290
50,324

15,100
24,308
34,761
69,447

0
20,550
28,767
44,621

20,547
28,630
44,598
382,000

It is assumed that wealth influences the demand for health care. Fabricant
(1992) used factors which were disccrnablc as proxies for wealth. In most case, wealth
is highly correlated with household income though it is not im possible to sec an
elderly household with much wealth but little or no earning capacity. In an attempt to
quantify the correlation of wealth and income, housing factors (construction m aterials
used for houses, the nature of the floor, walls, windows and roof) disccm ablc proxies
for wealth in the study area were regressed with monthly income o f the household.
The results are presented in Table 6.2.
fable 6.2: W EALTH PROXIES AND T H E IR CORRELATION TO H O U SEH O LD INCOM E.
Variable Name

Mean

Std Dev.
of mean

Corr.
Coeff.

Proba
bility

Variable definition

Number of rooms
(R)
Type of walls (W)

0.0467

0.2113

0.2440

<0.0005

0.1853

0.3889

0.1320

0.001

Type of floor (F)
Type of roof (RF)

0.0050
0.8648

0.0707
0.3422

0.0844
0.0604

0.039
0.140

Window shutter
type (WS)
Ownership of
house (OH)

0.0818

0.2743

0.2011

<0.0005

0.9883

0.1076

-0.2301

<0.0005

telo Rooms= 1,
else 0
Cemenl/stonc =1,
else 0
Tiles = 1, else 0
Iron sheets = 1,
else 0
Glass shutter = 1,
else 0
Yes = 1,
No = 0
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Since the significance levels of the "Number o f rooms, Type o f walls, Type o f
floor. Type o f VVindow and ownership o f house" variables are less than 0.05, it is
concluded that there is a linear association between the variable (=1) and household
incom e compared to other variable categories (= 0). For example, there is a linear
association between those who have houses with ten or more rooms and income than it
is w ith those having houses with less than 10 rooms. The variables correlated with
household income were then used for the computation of the socio-economic index as
described in chapter 4, section 4.3.1.
Household assets are an indicator of wealth. Over a lifetime, households
accum ulate their assets which are in the form of bank deposits, land, animals and other
possessions (for example see appendix 6.5 for livestock possession by socio-economic
level). These increase their abilities, especially that of the wealthiest, to use health care
and they can afford higher quality health care. This is possible because money can
easily be raised in the form of a loan from either friends or relatives against the assets
as guarantees. Some of the assets can be sold and some are directly productive e.g.
land and a vehicle. With the above possibilities, availability o f assets imply a better
chance of being able to pay for health care.
As indicated by Akin et al (1985), assets can be used to improve health
directly. For example, if households invest their incomes in housing, screening their
w indow s, and improving their sanitation, their health status improves loo. If assets are
in the form of a car, bicycle or motorcycle, travel time can be used more efficiently.
T hese assets are directly productive. Having assets in the form of a radio or television
can also improve health status due to the fact that the households are belter informed
and they avail themselves of health education. On the whole, it is hypothesized that
w ealth and assets have a positive relationship with the demand for health care.
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6.4 BASE-LINE UTILIZATION OF HEALTH CARE PROVIDERS.
The sections that follow refer only to the 603 households that reported an
illness two weeks prior to the survey.
6.4.1 M O R B ID ITY D U RIN G PA ST T W O W EEKS.
When the question " Have you or anyone in the house been sick within the last
two weeks?" was asked, those household heads who responded positively also
indicated the symptoms or causes of their illnesses. This is presented in appendix 6.7.
6.4.2 ILLN ESS PR E V A L E N C E AND U TILIZA TIO N R A T E S
O F H E A L T H C A R E BY A G E.
The incidence o f illness reported was equivalent to 4.6 episodes per person per
year (33). However, caution needs to be exercise in extrapolating bearing in m ind the
seasonality factor, not controlled for here. 69.5% of all the reported illnesses received
some form of treatment from a professional, indicating that people in this district had
high regards for medical care.
Figure 6.1 indicates the illness and utilization rates per 100 persons as well as
the utilization rates of the health care providers as a function of age of those who
reported an illness. The prevalence rate of persons ill during the prior 2 weeks
relatively increases from 2.6 illness cpisodcs/100 persons in the 1 5 - 2 4 years age
group to a high 30 illness cpisodes/100 persons in those 45 - 54 ag e group. It
decreases until 64 years of age when it rises again (also see appendix 6.8).

33. Refers to the Number of episodes per person per year in the district. T he formula used is:
(Number using provider * (n) periods of 2 wccks/ycar)
total population
(n) in this case is 2Xi periods of 2 weeks in a year.
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FIGURE 6.1: ILLNESS ANI) UTILIZATION RATES/1(H) PERSONS AS A
FU N C TIO N OK A G E
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The utilization rate of the "Modern" health care providers also rises with age,
from 1.4 conlacts/100 persons/ year until about 44 years when it starts to decrease
(column 5, appendix 6.8) even though the illness prevalence rate is still rising. When
the use of traditional healers is combined with that of the "m odem " care providers,
utilization rises with age from 2 conlacls/100 persons/year until 44 years when it
decreases even though the illness prevalence rate is increasing (Colum n 4, appendix
6.8). On the whole, the utilization rates are not as high as the prevalence rales meaning
that there are people o f all age groups who do not choose to use the services even
though they are ill.
6.5 CH OICE OF HEALTH CARE PROVIDERS.
Table 6.3 indicates the choice o f treatment from the different health care
providers used by the various households.
Table 6 3 : PERCEN TA G E O F RESPONDENTS CHOOSING T H E H EA LTH CA RE
PROVIDERS.
Providers

Freq

Pcrccnlag
e (%)

Govt H. Centre
Govt Hospital
Priv. H.Centre
Private Hospital
Trad. Healers
Self-care

216
81
20
34
68
184

35.82
13.43
3.32
5.64
11.28
30.51

Total
603
100
Illness incidence and attendance In
G overnm ent health centres
% of households ill 55.2% (603/1093)
% going to govt h.c. 35.8% (216/6Q3)
% of households to he 19.8% (216/1093
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58.1% ol' the respondents who sought health care did so in health units
providing "modern" health care (Health centres and Hospitals) while the rest either
sought care from traditional healers or undertook self-care. Alm ost half (49.3% ) of the
population reporting an illness that sought medical assistance did so in government
health units with only 20.3% visiting private health units and traditional healers and
30.5% undertaking self-care.
6.5.1 CHOICE OF HEALTH CARE PROVIDER BY SEX.
Each of the households reported an illness for one individual each within the
two week recall period. 89.9% of those for whom an illness was reported were men
while only 10.1% were women which appears to indicate that w om en’s illnesses were
underrepresented. Table 6.4 presents the health care providers consulted as a function
of the sex of the consultant.
Table 6.4: H EALTH CAKE PROVIDER V ISITED IN RELATION T O T H E SEX O F TH E
RESPONDENTS.
Sex

Govt
H.Units

Priv.
H.Units

Trad.
healers

Selfcare

Total

Male
* row %
* column (%)
Female

267
49.3
(89.9)
30
49.1
(10.1)

49
9.0
(90.7)
5
8.2
(9.3)

65
12.0
(95.6)
3
4.9
(4.4)

161
29.7
(87.5)
23
37.7
(12.5)

542
100
(89.9)
61
100
(10.1)

Total

297
49.3
(100)

54
9.0
(100)

68
11.3
(100)

184
30.5
(100)

603
(100)

O f all the health care providers, the proportion of males and females reported
ill using them were almost the same except for the use of traditional healers where the
proportion of m ales was more and for self-care where that of women was more. O f all
the providers, governm ent health centres were most preferred source of care by both
sexes.
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6.5.2 CHOICE OF HEALTH CARE PROVIDER B Y SOCIO-ECONOM IC
LEVEL
Tabic 6.5 gives details of respondents who reported an illness classified
according to whether they belonged to poorest 25%, L ow er middle 25% , Upper middle
25% or wealthiest 25% as a function of the health care provider they used. If the
households are grouped into POOR (Lowest 25%), M ED IU M (Lower middle + Upper
middle) and RICHEST (W ealthiest 25%) households, it is noticed that 42.4% of the
poorest prefer using self-care whereas 38.6% of those in the medium group and 31.8%
of the richest prefer using the government health centres.
If one were to take the providers individually, it is again noticed that 53.7%
and 49.4% of those who used the government health centres and hospitals respectively
are those in the medium group whereas 60% and 50% o f those using the private health
centres and hospitals respectively are from the group o f the richest. 55.9% of
respondents from the medium class also use traditional healers and 46.8% undertook
self-care.
On the whole, it is seen that the richer segment o f respondents put together
(Medium and richest) use the government and private health centres and hospitals
more than the poorer segm ent who preferred self-care and to a lesser extent care from
government health centres. However, all the providers w ere used by people from all
the socio-econom ic groups. The difference in the choice o f provider between the
different socio-econom ic groups is statistically significant (X 2 = 46.7767, P < 00005,
DF = 15).
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Table 6.5: FR E Q U E N C Y DISTRIBU TIO N O F SO C IO -E C O N O M IC L E V E L
O F RESPO N D E N T S BY H EA LTH CA K E PR O V ID ER S U T IL IZ E D .

Provider choice

Poorest 25%

Lower
Middle 25%

Upper
Middle 25%

Wealth
iest 25%

Total

Govt H. Centre
Row %
column (%)
Priv. H. Centre

52
24.1
(34.4)
2
10.0
(1.3)
15
18.5
(9.9)
2
5.9
(1.3)
16
23.5
(10.6)
64
34.8
(42.4)

53
24.5
(35.1)
2
10.0
(1.3)
23
28.4
(15.2)
6
17.6
(4.0)
22
32.4
(14.6)
45
24.5
(29.8)

63
29.2
(42.0)
4
20.0
(2.7)
17
21.0
(11.3)
9
26.5
(6.0)
16
23.5
(10.7)
41
22.3
(27.3)

48
22.2
(31.8)
12
60.0
(7.9)
26
32.1
(17.2)
17
50.0
(11.3)
14
20.6
(9.3)
34
18.5
(22.5)

216
100
(35.8)
20
100
(3.3)
81
100
(13.4)
34
100
(5.6)
68
100
(11.3)
184
100
(30.5)

151
25.0
(100)

151
25.0
(100)

150
24.9
(100)

151
25.0
(100)

603
100
(100)

Govt hospitals
Priv. hospitals
Trad, healers
Self care
Total

(X2 = 46.7767, P = 0000, DF = 15)

6.6 EXPEN DITU RE FOR HEALTH CA RE
6.6.1 PAYM ENTS ACTUALLY M ADE IN THE RECENT PAST AND
REASO NS FO R THESE PAYM ENTS.
When participants were asked to indicate specifically what payments had been
made in the recent past for health care, it became clear that a lot of money is being
paid for health care by the rural mass.
Payments were made in the health units for drugs, transport fares, laboratory
lees and any other payments . None of the participants mentioned time as being a cost.
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6.6.2 E X PE N D IT U R E IN R ELA TIO N T O T H E H E A L T H CA R E
PR O V ID ER USED.
Tabic 6.6 displays the expenditures associated with the dilTcrcnt choices o f
health care providers. The percentage of total expenditure per provider varied between
33.3% and 68.7% for drugs, between 0.88% and 9.40% for consultation, between 5.2%
and 16.4% for transportation. Most of the expenditure in the health units except for the
private health centres was for drugs ranging between 33.3% of total expenditure for
private health centres, 68.2% for government health centres and 65.7% for public
hospitals. Those who went to the hospitals arc reported to have spent almost six tim es
more than those who went to the health centres. This is apparently due to the fact that
outpatient cases going to the hospitals are in principle those that arc beyond the care
offered in health centres. Furthermore patients consulting in private health units pay a
bill which does not differentiate between the different services for which the paym ent
is made, hence the reported cost of drugs might include the service cost or some other
charges. Another important point from the table is the fact that quite a lot of m oney is
spent on transportation probably evidence of the poor states o f the roads in the area.
The traditional healers only charges for the whole visit and do not make a
distinction as to which cost belongs to drugs and which to other services. However, an
attempt to separate the cost at traditional healers indicated that the consultation fees
were alm ost like those in the health centres while the drug cost was alm ost half that of
the health centres.
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Table 6.6: THE MEAN COSI OF A SINGLE VISIT TO HEALTH CARE PROVIDERS
(Cost of drugs; cost of transport; lab fees ete).

Provider
Govt health centre
std deviation
No. of Respondents
ft of total expend.
Pm health centre
std deviation
No. of Respondents
ft of total expend.
Govt hospital
std deviation
No. of Respondents
ft of total expend.
Priv hospital
std deviation
No. of Respondents
ft of total expend.
Trad. Healer
std deviation
No. of Respondents
ft of total expend.
Self care
std deviation
No. of Respondents
ft of total expend.

Consult fees

Drug
fees

Lab.
Fees

Travel
cost

Service
fees

Other
payments

Expend/
visit.

185.6
181.6
215
4.6
67.5
134.0
20
0.88
271.0
260.6
81
2.0
1055.9
1586.3
34
3.7
210.7
728.8
66
9.4

2730.1
2805.2
215
68.2
2546.4
4558.1
20
33.3
8808.6
9521.7
81
65.7
13585.7
12478.1
34
48.2
1545.9
3158.0
66
68.7
890.0
1164.7
184
42.6

193.7
221.9
215
4.8
280.0
376.1
20
3.7
300.7
312.0
81
2.2
1023.5
1359.4
34
3.6

390.4
432.2
215
9.8
540.(1
593.0
20
7.1
2168.0
754.8
81
16.2
4614.8
1456.9
34
16.4
118.1
327.2
66
5.2

452.2
1886.4
215
11.3
4104.5
4284.9
20
53.7
1467.9
4599.0
81
10.9
7570.6
14322.9
34
26.9
374.3
756.7
66C)
16.6

49.3
454.2
215
1.2
106.0
259.8
20
1.4
391.4
1066.0
81
2.9
311.8
1115.4
34
1.1

40013
6413.7
215
100
7644.4
10798.9
20
100
13407.6
17267.3
81
100
28162.3
33775.9
34
100
2249.1
5297.9
66
100
2089.4
6793.3
184
100

___
—
—

...

66
-

184

184

184

....
—

66
...

1199.4
5628.6
184
57.4

. This was the amount paid in KIND to the healer for treatment. This can be added up to the treatment fees
(put here under drug and consultation fees).
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1able 6.7: MEAN A M O U N TS I’A ll) BY H EA LTH C A R E P R O V ID E R TY PE.

Health unit (Provider)

Range of
expenditure

Mean expenditure
(incl. transport cost)

Standard
deviation

Std. error of
mean.

Government H. Centre
Private H. Centre
Government Hospital
Private Hospital
Trad, healer
Self care

0 - 24200
400 - 31650
1300 - 85300
4200 - 69200
0 - 25200
0 - 7630

4001.3
7644.4
13407.6
28162.3
2249.1
2089.4

4308.0
7706.3
12282.4
16981.7
4108.1
1164.68

294.5
2059.6
1364.7
3209.2
505.7
85.9

The mean expenditures presented in table 6.7 were higher in the private sector than in the
government sector, traditional healers and self care. This difference might be explained by the fact that
the private health units visited by most people in the health district were hospitals which were located
outside the studied district whereas those who visited government health units predominantly used health
centres. The table indicates predominance of low expenditures in the health centres, traditional healers
and when there is self care. The private health units had to finance themselves whereas the government
health units were financed exclusively by the stale.

6.6.3 EXPENDITURE IN RELATION TO THE HOUSEHOLD INCOM E.
Tabic 6.8 indicates the mean household expenditure for treatment as well as the
mean monthly household income as reported.
Table 6.8:

MEAN HOUSEHOLD EXPENDITURE IN RELATION T O HOUSEHOLD
INCOM E PER SINGLE VISIT TO A H EA LT H CA RE PROVIDER
(AMOUNTS IN FRANCS CFA).

Income Range
0 - 18413
18423 - 25347
25380 - 33333
33380 - 52027
52050 - 350260

Mean Income
12908
21931
28871
40538
88065

Standard
deviation of
income

Mean expenditure
per visit

% of income as
expenditure

4194
1872
2571
5477
46030

2808
5686
4606
5307
7259

21.8
25.9
16.0
13.1
8.2

1S4

W hen assessing the household ability to pay for health care, the fact that a
large part of the population does not have a regular income must be taken into
consideration. It w as found that 83.5% of those who were capable o f contributing
financially (farm ers, traders, civil servants, butchers, fishermen and cattle rearers) in a
household would have irregular incomes during the economic crisis. When the am ount
actually spent for a visit was com pared to the mean monthly incomes, it was noticed
that most households with low income paid a high percentage of their available
monthly incomes for treatment. The treatment cost varied from 25.9% of mean income
for those in the low er income group to 8.2% for those in the highest income group, as
presented in tabic 6.8 above. T he difference between the mean of the expenditure of
the different income groups is statistically significant (F = 4.0371, P = 0.0031).
Table 6.9 presents the choice of health care provider by income group.
f able 6.9: C H O IC E O F HEALTH CA RE PROVIDER BY IN C O M E GROUP.
Income Range

Govt H.
Centre

Priv. H.
centre

Govt
Hosp

Priv.
Hosp

Trad.
Healer

Self
care

Total

0 - 18413

40
(18.5)
42
(19.5)
49
(22.7)
48
(22.2)
37
(17.1)

2
(10)
2
(10)
3
(15)
2
(10)
11
(55)

9
(H I)
22
(27.2)
14
(17.3)
13
(16.0)
23
(28.4)

1
(2.9)
5
(14.8)
6
(17.6)
10
(29.4)
12
(35.3)

14
(20.6)
14
(20.6)
16
(23.6)
12
(17.6)
12
(17.6)

55
(29.9)
35
(19.0)
32
(17.4)
37
(20.1)
25
(13.6)

121
(20.1)
120
(19.9)
120
(19.9)
122
(20.2)
120
(19.9)

216
(100)
35.8

20
(100)
3.3

81
(100)
13.4

34
(100)
5.6

68
(100)
11.3

184
(100)
30.5

603

18423 - 25347
25380 - 33333
33380 - 52027
52050 - 350260
Total

100

(X2 = 52.3765, P = 0001, DF = 20)

It is seen from the table that the tendency is for the percentage of those who chose a
given provider to increase with increasing income. This tendency is reversed when it
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comes to the choice ol traditional healers and sell-care. Those in the lowest income
group chose traditional healers and self-care more than the those in the highest income
group. The difference is statistically significant (X2 = 52.3765, P = 0001, DF = 20).
6.6.4 AVERAGE EXPENDITURE IN RELATION T O SOCIO-ECONOM IC
LEVELS AND CHOICE OF SERVICES RECEIVED FRO M PUBLIC
HEALTH CENTRES.
Table 6.10 presents the expenditures made by the different socio-econom ic
groups. The expenditures considered in this table are lim ited to those which were made
by those who used only the government health centres, the provider w hich interests us
most in this study. As median monthly household incom e increases w ith socio
economic level so does the value of the expenditure for health care in public health
centres.
In relative terms table 6.10 suggests that people in the higher socio-econom ic
quartile spend more on treatment, especially on drugs, com pared to those in the lower
group. As a proportion of the mean monthly household incom e, those in the lower
socio-economic group spend a greater proportion on treatm ent com pared to those in
the higher socio-econom ic groups (20.7% of mean incom e for the poorest 25%
compared to 10.1% for the wealthiest 25%). The range increases to between 11.4% for
the wealthiest 25% of respondents and 25.79% for the poorest 25% w hen the
opportunity cost of time is included (See appendix 6.9 for calculation of opportunity
cost of time). For exam ple, looking only at the consultation fees, it is seen that those
in the higher socio-econom ic groups spend less than those in the low er socio-econom ic
groups.
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The general trend in the table is an increase in pay menus for services from the
poorest to the wealthiest except lor the consultation fees and the transport cost that
increase from the wealthiest to the poorest. The poorest spend more on transport
probably because they stay far away in the villages unlike the wealthiest who probably
are near the areas concentrated with population most likely to have the health centre. It
is not very clear why the consultation cost should increase from the wealthiest to the
poor if it were not for unauthorised payments made by the poor to the health workers
which unfortunately goes unaccounted for.
Table 6.10: MEAN EXPENDITURES M ADE IN RELATION TO T H E SOCIO-ECONOM IC
LEV EL O F RESPOND ENTS AND THE SERVICES RECEIVED IN PUBLIC
HEALTH CENTRES.
Socio-econ
level

Mean
Income/
M onth

M ean
Consul
fees

Mean
drug
cost

M ean
lab.
cost

M ean
trun
cost

O ther
Expend

Total
spent
t’men

Tm ent
♦
Opcost

Poorest
25%
Lower middle
25%
Upper middle
25%
Wealthiest
25%

14220.0
(100)
24320.0
(100)
35259.0
(100)
81836.0
(100)

162.9
(1.14)
206.4
(0.85)
200.8
(0.57)
130.0
(0.16)

1919.4
(13.50)
2629.6
(10.81)
2922.2
(8.29)
3351.0
(4.1)

178.5
(1.26)
172.0
(0.71)
148.5
(0.42)
305.8
(0.37)

308.3
(2.17)
141.8
(0.58)
150.0
(0.43)
217.1
(0.27)

375.9
(2.64)
794.6
(3.27)
462.6
(1.3)
1625
(2.0)

2946
(20.7)
3862
(12.1)
3790
(10.7)
5222
(10.1)

3668
(25.79)
4355
(13.65)
4396
(12.47)
5919
(11.44)

Even though the above analysis has been done only for public health centres, the trend
is common to other providers except for the traditional healers and self-care.
6.6.5 TO TAL HEALTH EXPENDITURES AND EXPENDITURES BY HEALTH
CARE PROVIDER.
Table 6.11 indicates the expenditure per visit per health care provider. During
the two weeks prior to the survey, average per visit expenditures ranging from 2,089
lrs cfa (US$7.9) for self-care to 23,547.5 cfa francs (US$88.9) in private hospitals
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were made. The expenditure per visit Tor the private hospitals is slightly less than hall'
the mean monthly income of all those who had consulted them. The least expenditures
were made by those who had consulted traditional healers or had undertaken self-care.
t able 6.11: AVERAGE HOUSEHOLD COST FOR TREA TM EN T FO R
A SINGLE VISIT BY HEALTH CARE PR O V ID ER
AS A FUNCTION O F IN C O M E
Providers of health
care

Median
h.hold
income

Mean
h.hold
income

Mean
cost(J5)
/visit

Expend,
as % of
Average
income

Govt H. Centres
Priv H. Centres
Govt hospital
Private hospital
Trad. Healers
Self care

29019
54266
29381
44469
26363
25643

35971
65802
46370
49145
38318
34496

3610.9
7104.4
11239.6
23547.5
2131.0
2089.4

0.10
0.11
0.24
0.48
0.06
0.06

6.7 PRESENT SOURCE OF M ONEY FOR TR EATM ENT
AND ITS AVAILABILITY.
The household heads were asked to indicate the sources of their money for the
treatment of any individual that had been sick in their household two w eeks prior to
the survey.
6.7.1 SOURCE OF MONEY FOR TREATM ENT
Table 6.12 indicates the different sources o f money used to finance health care
by patients who had consulted different health care providers.

Excludes the cost <>l transport.
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labié 6.12: SÜUKCK O F MONEY FO R THE TREATM ENT O F 11.1.NESSES
ACCORDINO TO 11EA1.TH CA RE PROVIDER CHOSEN.
All units
Health
Hospital
Self care
centre
Source of Cash
F
%
F
%
freq (%)
F
%
r
r
r
c
e
e
q
q
q
86
37.9
49
From Saving
200 ( 34.2)
34
29.8
27.2
Sale of belongings
254 ( 43.4)
51
44.7
96
42.3
85
47.2
Borrow from friends
28 (4 .8)
4.8
6
5.3
11
11
6.1
Borrow from relatives
22 ( 3.6)
5
4.4
12
5.3
2.8
5
Given by someone
36 (6 .2)
5
4.4
9
4.0
19
10.6
Pawn belongings
5 (0.9)
1.8
0.9
2
2
1
0.6
Paid in-kind
8 ( 1.4)
0.9
4
1.8
1
2
1.1
Savc-scll belongings
17 ( 2.9)
4
3.5
7
1.7
3.1
3
Scll-borrow money
15 ( 2.6)
6
5.3
0
0
2.8
5
Total

585 ( 100.2)

114

100

227

100

180

100

Trad
healer
F
%
r
e
q
31

48.4

22

34.4

0

0

0

0

3

4.7

0

0

1

1.6

3

4.7

4

6.3

64

100

M ost ol' tliosc who consulted the traditional healers had to get money from their
savings w hile most of those w ho consulted in the hospitals and health centres had to
sell some o f their belongings before being able to seek care. Just looking at the level
of health care provision without distinguishing between the private and public health
units, it is seen that people have to forego som e of their belongings such as land, and
animals to be able to seek health care. Self care was not only with herbal m edicines
but also involved the purchase o f medicines from local drug stores, m arkets and from
peddlers hence the need for money.
It is not as clear cut as presented above because there are occasions when
people have to use a combination o f sources. For example, 3.5% of the people who
used the hospitals sold their belongings as well as took money from their savings
while 5.3% had to sell their belongings as well as borrow from friends or relatives.
Occasionally people have to pawn their farms, cattle and other belongings to get
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money for health care: for example, some people give part of their land against a
certain am ount of money for a certain length o f time. The piece of land can only be
returned when the eoncerned is able to refund what was originally given to him.
Savings loo arc made within the context of groups (Known locally as "Njangi or
tontine") w hich decide to meet once or twice a month. At each silting, an agreed
amount is taken from all the members and handed to one person. This continues until
everybody in the group has taken a turn. W ithin these "njangis" people also save their
money which can be suddenly needed in case o f an emergency like illness. The
savings are shared out with interest at the end o f the year. This traditional system is
very important as a prelude to a health insurance scheme.
6.7.2 THE DIFFICULTY IN FINDING T H E MONEY
TO PA Y FOR TREATM ENT.
The participants in the focus group discussions were asked whether they or any
of their close relatives had experienced any difficulty in finding the money to pay for
health care tw o weeks prior to the survey. M any of the participants w ent further to
indicate the source of their money. They m ade it clear that they borrowed money from
various "Njangis" in their villages and paid later with interest of about 10% per month
which according to them was high. Many of the participants had foregone som e of
their things (sell some of their belongings, borrow money, make special sales) to be
able to pay health care charges in the recent past. This type of situation was clearly
illustrated by one of the participants who said that:
"I had a patient who was sick. I took the patient to the mission hospital.
I was asked to give an advance. I had no money and so I went back
home and gave part of my coffee farm to somebody for three years. He
gave me some money which I paid the hospital”.
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Another case was that of a traditional healer whose child had a fracture in May
1992 .

The health centre referred the child to the hospital where the child stayed lor

two weeks. Another of his children also had an abscess and was admitted into the
same hospital. His bill cam e up to a little m ore than

100,000

Fcfa (U S $ 40 0 ). He had

no money to pay and he said
"I had to sell my cow, corn and other things to get this money to pay".
Paym ents had also been made to traditional healers but was mostly in kind: a
bottle of oil, a bottle of castor oil, fowls, goat.
Though the general principle of paying for health care was accepted by people,
many of the participants stressed that it was going to be difficult to get m oney for the
fees especially in rural areas where health centres were mostly found. One o f the
participants went further at this point to explain why he thought those in the rural
areas will find it difficult to get the money and proposed that "taxes should be reduced
because the econom y is falling" (traditional healer).
Another one, a traditional healer added that
"Poll tax is already 3000 Fcfa (US$12) per year. If some m oney is
added to this, where do I get the m oney to pay [for health care]"
(traditional healer).
As can be seen from above, most of the participants, while indicating the source of
their money to pay lor treatm ent highlighted the difficulties encountered in this
com munity to get the said money. They cither borrow at high interest from friends or
relatives or sell their belongings.
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6.8 PA Y M E N T M ETH O D S AND E X E M PT IO N S FROM PA Y M EN TS
FO R TRFIA TM ENT.
It w as emphasized by the participants o f the focus group discussions that
wherever paym ents were made to "modern" health care providers, they were always
made in cash and never in kind except for those made to the traditional healers. Most
of them believed, payments were made to enable health units to buy drugs and
necessary equipment. They did not sec any possibility of paying in-kind.
W hen it was asked whether they were system s of exemptions made for those
unable to pay, the answer was overwhelmingly negative. When asked what happens
when som eone is sick and there is no money, one participant said "If no money, the
child will die". A public administrator during the indepth interview indicated that he
knew som e people who could not go to health units when ill because of no money. He
made m ention of the fact that many people he knew had also died because of lack of
funds to seek "modern" health care.
The health workers on their part, indicated the difficulties o f exem pting people
from paying for treatment. They bluntly said that if no money was available there was
no possibility of somebody sick being given treatm ent. Most of the health workers
agreed with one of their colleagues who indicated that:
"If a patient comes we prescribe drugs and sent him to buy from the
Propharmacy. If he doesn’t buy because o f lack of money we don’t treat him
because we need this money to buy m ore drugs from the Primary Health Care
office [central propharmacy drug store] ”.
Som e health units of "modem" health care have attempted to put into place
some ways to help the patients with the paym ents which must still be made while
treatment is not withheld. One health worker described how his problem o f not having
money to pay for treatment was solved when he visited a hospital. He said that "I
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begged the doctor to hold my idenliiiealion papers and 1 went and borrowed the
money". However this, according to the health personnel in the hospitals, does not
appear to be effective because people who leave without paying do not bother to come
back. They simply go and make new identification papers. The situation is different
with those who seek care from traditional heelers. In most cases, those unable to pay
at the time of treatm ent are provided with treatment on "credit" basis or in exchange
for various goods which most people have like land, palm oil, watches, loin clothes,
goats, sheep, chicken, cows to name just a few.
This problem of exemption especially of the poor is a difficult one w hich needs
further studies. A t the national level, the M inistry of Public Health indicates its
attachment to finding a solution by making it clear in a draft document tabled lor
discussion that
"the study of the w ays to lake care of the poor and the putting into
place of health insurance will be continued in order not to generate
negative social effects". (M inistère de la Santé Publique, 1992)
6.9

ALTER N A TIV E W AYS OF FINANCING TREATM ENT INSTEAD O F
BY O U T-O F-PO CK ET EXPENDITURE AT T IM E OF ILLNESS.
Having observed that a substantial proportion of m ean monthly income is spent

on health care and in some cases needing that the households borrow or forego som e
of their things, hypothetical alternate strategies were proposed during the household
interview survey. A m ong these were such strategies like the introduction of health
insurance and consultation fees in public health units. Household heads were asked
what their reactions would be should such a situation arise in future. This was not
before participants at focus group discussions had been asked their opinions about
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community financing ol health care. The answers are only indicative as there is no
guarantee that people will behave the w ay they have said they would when it comes to
reality.
6.9.1 O PIN IO N S ABOU T C O M M U N IT Y FIN A N CIN G PA Y M EN TS.
W hen it came to discussing specifically the payments made at health facilities,
all the focus group discussion participants supported the payments of fees on
conditions that certain conditions were fulfilled. One view held by most of the
participants was that expressed by one participant, an influential rural male, who said
that
"[charges] can be O.K. if only the health centres have enough sta ff and the
equipment situation is improved".
A traditional healer talking about charges in public health facilities indicated
what he felt should be "value for his m oney". He said
"1 think that 1 should suffer for w hat 1 will enjoy after. I think that the
government should equip the hospital in such a way that all the drugs
and other facilities arc available. If you arc sick and may be admitted, it
will make treatment easier and after that I pay the bill. That will be
fine”.
The above summed up the feeling of m ost participants w ho felt there was a shortage
of staff in public health units. This poor staffing situation was em phasized by the
experiences related by a staff working in a government health facility. The male
midwife narrated his experience this way:
" 1 am the midwife, chief of centre |w ilh only a laboratory technician
and a wardmaidj. I consult, on M onday I have SO - 70 [antenatal clinic]
A N C cases, they will come, patients will come, they will rush.... and
em ergency cases. What should I do then?", he asked.

164

To further stress the staff shortage and indicate the trouble the few stall go
through, a Nurse Aid related her most difficult practice moment in these words:
"There w a s a lime when my chief of post was sick in his house. At
night 1 w a s called to attend to a case. She had started [labour]. 1 got the
first [twin], but the second was a problem. 1 sent the night watchm an to
call for the chief [of post] who was sick but he could not come. 1 asked
the relatives to take the patient to hospital but they refused and 1 had to
struggle and ended up with a stillbirth"
If there had been enough staff, a nurse would have taken the place o f the
midwife rather than the nurse-aider who had a 9 month’s nursing aid training and has
had no in-service training even since leaving school ten years ago.
The attitude of the health workers in the public health units came in lor
scrutiny as a factor to consider when fee paying is considered in public health units.
Stressing this, it was said that:
"If governm ent workers behave like mission workers and they ask
people to pay .. everybody will like to pay. The fear is that when the
fees arc collected, the people will not be well treated [as in mission
health units]. The collectors [health workers] might not like to collect
for free. It will instead be an opportunity to exploit the people the more"
(Adm inistrator).
Apart lrorn the above, the participants also sounded words of caution as to what
will happen if the ability of the population to pay is not taken into consideration. Their
views were summed up in the words o f one participant.
"Amount to be levied should be one that people can pay. If amount is
high, it will scare the people away from the health centre or
hospital.The people will be reluctant to go there since they see that the
workers are not there to serve them".
The participants in the focus group discussions indicated their willingness to
pay for health care through community financing on conditions that the staffing and
equipment situations were improved. This implicitly means lhal the staffing and
equipment situation cs[>ccially in government health units is below average and would
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not provide value lor money for most if not all the people. One o f the improvements is
the availability of drugs which is already being undertaken but m uch more needs to be
done. For exam ple, the situation of staff and basic equipment in the public health units
is a matter w hich needs to be tackled. Just providing drugs without competent and
caring staff, without the basic equipment to administer quality care will be of no
immediate good to the community.
6.9.2 H EA LTH INSURANCE
As an alternative to having to forego some things or use up their savings
prematurely in order to pay for treatment, the respondents were all asked if they would
wish to purchase a card worth just 500 cfa francs (CFAF) (US$1.9] (if it were
introduced) w hich would give them a 50% reduction in their treatm ent bills. 68.5% of
those who had reported an illness answered in the positive while 31.5% answered
negatively.
Those who answered in the affirm ative were asked why they would buy such a
card if introduced. Table 6.13 indicates the reasons given. 95.2% of them said they
would buy because it would help them if they became ill in times of hardship (i.c
when they have no money).
Table 6.13: REASONS WHY PEOPLE W H O DECLARED AN ILLN ESS W ILL BUY
AN INSURANCE CARD I F PROPOSED TO T H EM .
Reasons given

Frcq

%

Help in lime of no cash
Others (eg have many children)
Health centre should develop
No reasons
Don’t know

412
11
4
4
2

95.2
2.5
0.9
0.9
0.5

Total

433

100
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Those who answered in ihe negative were also asked lo indicate the reasons
why they would not buy such a card il' instituted. Table 6.14 indicates the given
reasons.
T able 6.14: REASONS W1IY PE O P L E W HO DECLARED AN ILLNESS W IL L N O T HUY
AN INSURANCE CARD IF PROPOSED T O THEM .
Reasons given

freq

%

No trust of the service
(Lose money)
No money to pay
Doctor Will not work well
Other reasons
Don’t know

61

35.9

89
5
11
4

52.4
2.9
6.5
2.3

Total

170

100

Il is interesting to note that the major reason w as a lack of money (52.4% ).
This is a major barrier even w ith the low premium of 500 cfa francs (CFAF) proposed.
A little more than a third (35.9% ) o f these people thought they would lose their money
if they bought a card of this nature. This indicates that the people do not trust the
system. It might also mean that the people thought that their probabilities o f using the
services are lower than the cost o f the premium quoted. This is important because it
would be necessary to find out the reasons and address them otherwise all efforts to
institute any cost-recovery strategy especially prepayment would meet with failure. A
further 2.9% thought that the doctor or nurse will not work well as (s)he w ould have
already had her/his money. At the moment when health care is free at the point of
delivery, people com plain about the attitudes of staff especially in governm ent health
units. The staff have lo change their altitudes and instill confidence in users o f the
services if there is lo be any success with any cost recovery.
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6.9.3 CONSULTATION FEES: W ILLING NESS TO FAY FOR HEALTH CARE
During a patient exit survey carried out in health centres in the health district, 210
adult patients at both private and public health centres were asked a hypothetical
question as to whether or not they w ould have come if the price of a consultation was
either 300 (US$1.1) or 500 cla francs (C FA F) (US$1.9) (See chapter 4 for
methodology of the exit survey). Table 6.15 indicates the reactions of the respondents
to the different proposals.
t able 6.15: REACTION O F SURVEYED PO PULATION T O THE PR O PO SA L O F
INSTITUTING A CONSULTATION F E E IN GOVERNM ENT H EA LTH CENTRES.
Health Unit
used by
respondent
Govt H.Centrc
Priv. H.centre

W ould you pay
30 0 1rs Cfa

Would you pay
500 frs Cfa

Y ES

NO

YES

NO

150
(91.5)
38
(95)

14
(8.5)
2
(5.0)

146
(88)
37
(92.5)

20
(12)
3
(7.5)

Though higher proportions answ ered in the affirmative, it w as seen that the
percentage answering in the negative increased with an increase in the amount to be
paid. It is expected that as the amount approaches that required to recover the recurrent
cost, the percentage of those answering in the negative will increase substantially.
When the proposed charges are taken individually, there is no significant difference
between those who sought care from governm ent health centres and from the private
health centres (for 300 frs cfa, X2 = 0.17, P = 0.7429; for the 500 frs cfa, X2 = 0.29,
P = 0.5787). However, the percentage o f those who answered in the affirmative for
both levels of payments was higher in private health units than was the case in public
ones. This might probably be because the private units have been in the business of
charging for long and the patients might have received quality care in the past and
would not hesitate to answer in the affirm ative.
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6.10 SU M M A RY .
This chapter has explored the relationship that exists between household and
individual characteristics and the use of health care providers. The reactions of
households to alternative m ethods o f health care financing (comm unity financing,
consultation fees and insurance) was explored in focus group discussions. The focus
group discussions showed positive attitudes towards community financing (private
financing) of health care in the district. There were however reservations due to the
poor econom ic situation which m eant that the ability to pay of patients had to be
seriously considered. They argued that payments have alw ays been m ade and are still
being made in the private sector but this was becoming a problem due to the poor
economic situation o f the country. The population willingly pays in the private sector
probably due to the belief that they are paying for a better quality of care. Money for
treatment came from either selling o f belongings or from savings in m ost cases. Some
people pawned their belonging and borrow ed from friends and relatives.
The proportion of all the contacts varied from 3.3% for the private health
centres to 35.8% for the governm ent health centres. The richer segm ent o f respondents
(M edium and richest) use the private health centres and hospitals more than the poorer
segment who preferred self-care and traditional healers. The governm ent health centres
supposed to be free at the point of delivery, were used alm ost equally by all the socio
econom ic groups.
The lower socio-econom ic group spend a greater proportion of their income on
treatment com pared to those in the higher socio-economic groups. A little less than a
third of the total surveyed population said they will not buy an insurance card if
introduced. 52.4% o f those w ho said they will not buy the card indicated they lacked
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money while a liule less than a third indiealed they will lose money which either
indicates that they have no confidence in the health care delivery system or they
thought they had a lower probability o f using becoming ill to use the health units.
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CH APTER 7
EXPLO RING TH E RELATIO NSH IP BETW EEN HEALTH SERVICE
CH ARA CTER ISTICS AND THE USE OF HEALTH CA RE PROVIDERS.
7.1 INTRO DUCTIO N.
This chapter looks at the characteristics of the health care providers and how
these characteristics affected their use by the population. Only those characteristics that
are thought to be amenable to change like distance, total time spent for treatment, price
of services are discussed. This is because, in the short term, changes to the factors that
affect the choice of health provider have to be proposed. It would be useless treating
factors that are beyond our control. For exam ple we have no control over the weather,
hence it w ould be inappropriate to include weather. This is by no m eans saying that
such factors like weather and others are not important.
First and foremost, the chapter starts by ascertaining w hether or not the health
care consum ers knew and utilised the different health care providers in their area. A
closer look at the decision-m aking criteria and the process o f choosing a health care
provider in case of an illness by the population then follows. The reasons as to why a
particular health care provider w as chosen rather than another arc then presented and
discussed. A s evidence to support the claim made by most o f the participants of the
awareness o f the different health care providers in the district, the chapter continues
with the participants relating their most recent experiences or that o f any of their close
relatives w ith any of the health care providers in the district.
The chapter ends with a discussion of the relationship that exists between some
of the health care provider characteristics and their utilization.
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7.2 AW ARENESS OF EXISTENCE OK HEALTH FACILITIES IN AREA
All participants of the focus group discussions were aware of the existence of
health care providers in most of the areas of the health district. This is important
because it has been seen that one o f the many reasons the poor do not use a health
facility is their lack of knowledge o f their existence. In a study of the urban poor in
America, it was noted that most people who had neighbourhood centres nearer to them
used hospital-based ambulatory care which was further away because most had never
had any knowledge of the existence of these centres (Skinner et al. 1977).
When participants were ask ed to say how far away the health providers were
from their various villages, one participant answered by saying:
" [1 amj very close to the health centre and the traditional healer is close
by "(a rural woman).
Another woman went on to quantify the distance by saying that:
"I am half a kilometre from the health centre and the traditional healer
is my neighbour" (an influential rural female).
W hereas the traditional healers were "next door" neighbours to most of the
participants, the distances from health centres to the different villages varied from half
a kilometre to about five kilom etres. The hospitals, on the other hand, were more than
15 kilometres away from the different villages. On the whole, the traditional healers
were the nearest health care providers to most o f the participants and of course to the
population.
The participants were also aw are of the services provided by the various health
providers and were able to differentiate between the services available at the hospital,
health centre and traditional healer. M ost participants were not only aware of the
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existence o i some services in the health units but were also aware of w hat they termed
the "good and bad" things about the different health care providers. These attributes of
the different providers like the services available, their treatment practices, the altitudes
of their staff were used by the participants to evaluate these providers.
The hospitals unlike the health centres were able to perform operations,
transfusions and there was always a staff to consult even out of working hours. This
was classified as a good thing for the hospital. On the other hand, there w ere some
things which the participants indicated were bad with the health providers. The health
centres were frowned at by most participants because of the length of tim e "wasted"
by health centre staff before treating or referring a patient. An influential male
participant related one of his most recent experiences with the health centre staff by
saying that
"At health centre if something is more than them they waste a lot of time
before telling you to go to hospital. Some stuff you with m edicines and
injections. A fter sometime they give you a bill to pay for all you have received
and then ask you again to go to the hospital where you spend m ore".
As concerns the hospitals, the differences that seem to exist betw een the
doctors and the nurses was a point of concern for the participants. M ost important was
the fact that "some nurses prescribe drugs which the Medical Doctor does not approve
of and so the patient will have to spend again to buy what the doctor prescribes
[later]". It was further indicated by a participant that "those incharge of consultation in
the hospitals are very slow. This sluggishness may cause the disease to kill one before
you arc sent to see the doctor".
As concerns the traditional healers, it was stressed by a majority o f the
participants that the traditional healers differed from the others because they "were
experts in the treatm ent of fractures, poison, epilepsy, madness and snakebite".
However, most participants did not like the fact that "some traditional healers give
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medicine to take away lives"(3‘’) and the i'act that "some insist on treating illnesses
that they have neither an idea about it nor the necessary skills to handle such
diseases".
7 3 DECISION-M AKING PROCESS O F CHOOSING A HEALTH CARE
PROVIDER.
After considering the different choices with which the participants or their
relatives had an experience, it became clear that the respondents had the possibility of
making a choice from among six alternatives which included: (a) Traditional healers
(b) Self care (c) Government health centres (d) Government hospitals (e) Private health
centres (f) Private hospitals. It was then easy to analyze the decision-making criteria
and discuss the process of choosing a health care provider in this area of the province.
Though this study is not about th e illness treatment decision-making as such,
this section briefly looks at how and by whom the decision is taken. This might help
us understand belter the reasons or factors that influenced the people to choose one
health care provider and not the other. It is also of importance when it com es to
discussing the introduction of com m unity financing at the health centre level.

From

the focus group discussion, it transpired that people when sick did not think of a health
unit as belonging either to the governm ent or mission (private). They looked at all the
health units as being there to care for them not withstanding the level, hence they
believed that they could go to which ev er was within their reach. In the final analysis,
a patient in this area sees six different options (with no hierarchy) from which to
30 It is generally believed that traditional healers can give people some herbs that can be used to kill
others with. These herbs are either put into drinks or food or simply left on a road for the targeted person
to cross over. There is no hard evidence to support this view.
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choose one. However, in practice this is more com plicated because when somebody is
sick he or she might decide to go to a health centre near his or her home but after a
lew days may decide to visit a traditional healer for one reason or the other. This
study looks only at the first visits to a health care provider and does not look at such
sequential choice of health care provider.
One important dimension, though not treated in this study, is that of the socio
cultural environm ent in w hich the study is taking place. If someone believes that an
illness is, for exam ple, due to the fact that his late grandm other is angry because he
did not sacrifice a lamb during her death celebration, he will certainly seek treatment
from the traditional healer. If on the other hand, he has seen or been involved in the
treatment in the health centres or hospitals of an ailment for which traditional healers
had earlier been consulted, the tendency is for him to go to cither a health centre or
hospital in case of a similar illness. This aspect was not looked at since it would have
involved a long term ethnographic study of the health district and its population.
73.1 W HO DECIDES T H E USE O F A PARTICULAR HEALTH CARE
PROVIDER?
The society in which the study is carried out is a patriarchal one. Inheritance
follows the father and not the mother. Because of this situation, the male head o f the
household is seen as the bread winner for the family. The fem ale takes care of the
children and the farms, earning nothing. It has been accepted that the family head ( the
male in most cases) is culturally supposed to cater for the financial needs of the whole
lamily. When the participants were asked about who m akes the decision to lake a
patient to a health unit one woman indicated that:
"The husband decides on w hether a child should be taken to the hospital
or not" (traditional healer)
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One other traditional healer indicated that " A woman takes the advice of her husband
and in the absence of the man the w om an can decide. 1 leave money when leaving the
house for the farm or for work". A nother male participant highlighted the fact that the
male household head had the financial power by indicating that "In my absence my
wife takes care of any one sick at hom e by taking him/her to the health centre. She
then leaves a message behind for m e about it. When I return hom e I will get some
money and follow her to the health unit. I am a native Doctor m yself'.
A male health worker indicated that "I make my wife know that I make the
decision and only in my absence docs she decide to take care of any sick child". This
attitude was also confirmed by one o f the influential women who said that
"My husband has told me to m ake the decision only in his absence, if he is at
home I have to inform him" (influential female).
A female participant went further to explain why she thought the male household
head should decide, she said
"Formerly my husband used to prefer traditional medicine but now has
changed. He does not like to see any of his children sick. My husband is the
household head (and takes the decision] (female health worker).
From the various interventions of the participants, it is concluded that the
household head (husband) is the person who takes the decisions about the health care
provider to visit in case of an illness in the household. It is only in the absence of a
male household head that the fem ale takes the responsibility to decide. In some cases
the decision is passed on to the w hole family rather than being taken by an individual,
the household head (Ankrah, 1993). This happens especially in situations where the
household members have evaluated the prognosis of the illness and thought it was very
poor.
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In one case, a traditional healer w ho has practised lor over 35 years said
"1 know a man w ho had a patient. The m an’s family decided to take the
child to the native doctor. T he patient was not well treated so the family
sat down again and decided that the child should rather be taken to the
health centre".
In the final analysis, when it comes to decisions that will involve any
expenditure, the decision-making pow er goes to the one who brings in most o f the
family resources or to the one who is respected by all household m em bers who in
most cases is the household head.
7 3 .2 DECISION CRITERIA.
Having seen in the previous section that the decision-m aking powers rest with
the household head, this section looks at those factors they use to m ake decisions.
W hen it concerns illness, people arc seen to rely on some specific things for making
decisions as to which provider to visit for treatment. Since this study is about provider
choice and impact of com m unity financing on the utilization of health care, it would
be necessary to find out the specific things that people consider before making a
provider choice. It would then be necessary to find out how cost (if it is one of the
things considered) affects the decision.
Eliciting the decision-m aking process required that participants consider all
choice contrasts. After learning of the most recent experiences of the participants or
their relatives with the health care providers, a basic question was put to the
participants. It was that of "paired com parison" as follows:
"Some people c h o se ....... rather than ..........Are there any particular reasons for this?".
fall contrasting pairs of health care units in the health district were substituted].
The following excerpts sum m arise the various reasons that w ere repeatedly
given by a majority of the participants.
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("W hy chouse a health centre instead o f a hospital?")
"To reduce cost (transport, feeding)"
"Ailments that can be handled by a health centre: If not serious, it will
be a waste of lime to go to hospital |with lhem |".
("W hy choose a traditional healer instead of a health centre?")
"A good knowledge of where a native Doctor resides and the types of
illnesses he takes care of. Certain types of pains - 1 know man treats
these. Knows traditional healer treats particular disease hence no waste
of time to go to hospital for illness like fracture; nearness of traditional
doctor".
"At native doctors, we go to look/ask for the "cause" in the African
sense of the word"
"Native doctors are nearer and can treat assorted diseases"
"Native doctors find out what is wrong, find the medicines before
establishing the cost".
"Some people believe an illness is caused by witchcraft which can be
treated by native doctor".
(" W hy choose self care instead of a health unit?")
"If illness is common, not serious and can be managed, we cook some
traditional herbs and wait for results. If illness persists, we move ahead
to modern medicine (health centre)."
The above is a response which w as strongly supported by one of the female
participants with a child who was less than five years old. This response summed up
the process undertaken by most people in her village when an illness strikes a member
of their household. From the response accepted by most of the participants, it was
clear that in most cases treatment is not sought from multiple providers at once but
sequentially. One provider is visited until it is thought that he had failed - "we cook
some tradilionul herbs and wail for results. I f illness persists, we m ove ahead to
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modern medicine". This is a situation w hich has been reported in other studies
(Dunnell et al, 1972).
During the indepth interview, it cam e out clearly that cost was one of the
important considerations. A senior governm ent administrator stressed that:
"Before you take a decision, you have to calculate a few things. If you want
propter care, you would have to have the money to pay for it. Y ou must be able
to have the means to carry yourself to your destination [means or cost of
transport]. But if it is a matter of cannot help, without the m eans, you have to
go to the nearest anything [health provider] which will sustain you while
looking around for what you can do. If all the means were available I will look
for a health cenlre/hospital where the place is clean. W here p>eople take good
care o f patients, where I can find w hat I need: where you can easily get the
drugs you are prescribed".
Cost cam e out as a cause for concern (though not the only one) for most people
who sought care from any of the health care providers in the district. One participant
during the discussion of his decision-m aking process, indicated that he will:
" First think of money, transportation" (influential village leader).
Another rural female participant added that
"with no money in hand, use locally made concoctions while looking for
money to take patient to health centre".(rural female).
The participants indicated that self-care was an option usually considered when
the illness w as a com m on one but not serious and when there is no m oney to seek
modem health care. If money is available the providers of "modem" health care will
be the first place of call rather than self-m edication or consultation o f traditional
healers.
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7 J J FA CTO R S TH A T IN FL U E N C E TH E C H O IC E O F H EA LTH CA R E
PR O V ID ER : REASONS FO R C H O IC E .
This section discusses in detail the decision-making criteria mentioned above.
From the "paired comparisons" to find out why people choose one provider rather than
another, factors that influence the choice of a health care provider were indicated.
These factors, assumed to influence the choice of health care provider, were used to
design the questionnaire for the household interview survey in general and in the
coding of most of the questions in particular. The results of the household interview
survey as concerns the factors that influence the choice of health care providers are
presented in chapter 6 (for individual and household characteristics), in section 7.6 o f
chapter 7 (for health care characteristics) and in chapters 9 and 10 (for health provider,
individual and household characteristics).
Four themes emerged from the discussions with the different groups. These
themes were (i) Cost of treatment and availability o f cash (ii) Cause and seriousness of
the illness (iii) Whether home treatm ent of the illness is known or unknown and (iv)
the attitudes of the health staff in public health facilities.
(A) . The COST of the treatment and availability of money to pay.
If the cost is known to be high and there is money to pay, the probability of
choosing a "modern health unit" was high. If, on the other hand there is no money,
that of choosing either self-care or a traditional healer is high. Cost here docs not only
refer to the money that is paid to the provider but also refers to transportation cost and
opportunity cost of time.
(B) . T he CAUS1-: AND SERIOUSNESS of the illness.
If the illness is serious as evaluated by the household members, the probability
of going straight to hospital is very high. In any case if the cause of the illness is
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thought to be unnatural (witchcraft for example) the probability of going to the
traditional healer are higher but if it is natural, the chance of choosing a modern health
provider is higher but the level (health centre or hospital) depends on the seriousness
of the illness. In ease o f a serious illness, the probability of going to a "modern" health
care provider is higher, though no distinction is made between the hospital and health
centre levels in most cases.
(C ) . If the HOM E TREATM ENT o f the illness or a sim ilar one is known.
In case a m em ber of the household or a friend has had a similar illness in the
past, the chances that the family w ill buy sim ilar drugs to the ones used earlier is
higher. Drugs which are smuggled into Cameroon from neighbouring countries are
freely available in village markets and in medicine stores. In the village markets one
can hear traders loudly announcing the availability of drugs for a range of ailments.
The conditions of these drugs cannot be guaranteed: som e arc expired, som e capsules
contain no active ingredient but only contains starch (Editorial, W est Africa, 1992).
This situation of inappropriate availability of drugs coupled with inappropriate
prescriptions has been said to contribute to the inadequate health services which many
have attributed only to insufficient funding alone (M ichel, 1985).
(D ) . The ATTITUDES o f the Health W orkers.
Apart from the above factors, the attitudes of the health workers was also seen
by the participants to be very important in the decision-m aking process of households.
The unfriendly nature of health personnel in public health facilities was highlighted by
m ost participants. In one case a female participant related her last experience of poor
reception in a governm ent hospital which made her resent public health facilities in
this way:
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"1 brought my child to the hospital. I was sent to go and call the doctor
who could not come because it was out of working hours. The child
died".(influential rural fem ale).
Another emphasized that
" patients brought at night have to wait until the next day (or directed to
the nearest private health facility]" (influential rural male).
Talking about the mission health facilities to stress the differences with
government facilities, a rural fem ale participant indicated that
"patients are handled like eg gs (in mission health units] unlike in
government hospitals" (rural female).
"The mission hospitals really handle cases well but with the government
hospitals, the staff are rude. There was a situation when one of my
sister-in-law was sick in the hospital. W e called the man in charge to
come and check because she had vomited but he never bothered to come
and find out until we had to rush for the doctor. But the mission
hospital, take good care o f patients than government hospitals."
To emphasize the im portance of the poor altitudes of the workers of the public
facilities, a lady compared them to traditional healers. She said that the traditional
healers
"take very good care of patients since they demand much money. They
provide lodging and are alw ays present" (rural female).
One aspect of the attitudes o f the health workers o f the public sector which was
highlighted by participants was the habit of collecting unauthorised money from
patienLs. As evidence of this, health workers in some public health facilities still asked
paticnLs to pay money for private drugs even though the health facilities had
propharmacies from which patients could buy their drugs. When this was posed as a
problem to the health workers, one o f them confirmed the claim and went on to
explained that:
" Sometimes drugs are not available at the propharmacy but a worker
might have this drug and m ay ask for some compensation, li.g.
Xylocaine, a drug used for stitching wounds may not be available and
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so the nurse there may have it and will ask lor som ething as
compensation" (health worker).
W hen an important public administrator was asked if the administration was
aware that illegal payments were made in the public health facilities by patients [in
principle health care in public health units is free, except for the purchase of drugs by
the patients], the administrator replied:
"[Officially] we are not aware but I know they pay some money. 1
cannot say what the rate is and 1 have not had tim e to ask. Sometimes
they say pay in cash or in kind. Sometimes they give soap, toilet roll
and some money".
The comments about the attitudes of the health staff were important because the
attitudes appear to represent some aspects of the "quality of health care" expected by
the population. Many people who chose the mission health facilities probably did so
because from their previous experiences or those of their relatives, they had realised
that staff m em bers of mission health units behaved better and were more welcoming to
patients than those in governm ent health units.
7.4 RECENT EXPERIENCE W ITH HEALTH CA RE PROVIDERS.
Each m em ber of the groups w as asked to relate his or her m ost recent
experience with a health care provider or that o f a close relative . The experiences
were varied; som e were well treated while others felt they had not been well treated.
A ccording to the participants of the focus groups, being well treated is not only limited
to the outcome o f the medical prescription given but also relates to the attitudes of the
staff of the health unit. A participant, for exam ple stressed the fact that he had not
been well treated by saying that "the staff of the health centres are not serious with
patients. They laugh at pa'icnts and at the way they dress instead of helping them".
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Furthermore it w as also indicated that the concept of "not being well treated" in a
health unit might simply refer to the fact that the patient had been to the health unit
more than once but could get no help because of the lack of basic equipment and the
lack of a technician in places like the laboratory or the pharmacy. To further stress the
concept of "not being well treated" a female participant indicated that
"Some attendants in the health centres are not respecting patients. They keep
you waiting outside for long before attending to you".
On the other hand the concept of "being well treated" refers to the way the patient is
received in the health unit as well as to the outcome of the treatment prescribed to the
patient.
Most of all the participants agreed with other participants who narrated their
good experiences in hospital, health centre and at traditional healers in the following
way:
"Recently my two children w ere sick of malaria and they were not well
treated at the health centre. I had to take them to the General Hospital,
Ndop and there they got w ell treated".
"My child was getting weak, with no fever or headache so I asked my
wife to take her to the health centre. There she was well taken care of
and she got better".
"One of my wives had a terrible illness. Both the health centre and
hospital in Ndop and Nso respectively couldn’t cure her. The attendant
at the health centre asked m e to take her to Nso. At Nso the Doctor
said I should try a healer w ho had my wife well treated and she even
gave birth afterwards safely".
Unfortunately, some people also had bad experiences especially in government
health units. A health worker in a government health unit highlighted the plight of
most of the other participants (especially the non-medical related participants) when
she narrated one ol her experiences which she classified as the worst encounter in her
life with the public health care delivery system. She had taken her child for admission
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in the provincial hospital and what she noticed surprised her. In her own words, she
said
"1 Had child who was sick and took child to Provincial Hospital. 1 saw
the system of work (and was shocked]. The night nurse did not know
that I was of the (same) profession. Nurse just came and took the Bed
head ticket (BHT) and put the vital signs: 4 days no stool passed but on
BHT mention was made of fact that stools had been passed daily".
If the above situation happens to som eone who works in the system , one only has to
imagine what goes on with the bulk o f the population that have little or no medical
knowledge.
7.5 REASONS WHY T H E CH OICE OF A PARTICULAR PRO V ID ER W AS
EITHER M ADE O R NOT M A D E.
It has been seen in sections above that people are aw are of the existence of 6
alternative health care providers (self-care taken as one) and that decisions are made
by the household head as to which provider to consult. This section looks critically at
the reasons behind the choices made by the household heads given during the
household interview survey. Much use was made o f the answ ers to the decision
making criteria and the factors that affected the decision to consult a particular
provider and not the other as discussed with participants during the focus group
discussions (See Section 7.3).
Those w ho had reported an illness and had visited a provider of health care
were asked what had attracted them to the particular provider they consulted. Using
data from the household interview survey, the reasons as understood by the
respondents were analyzed by socio-econom ic groups.
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7.5. WHY PATIENTS HAD BEEN ATTRACTED TO HEALTH CENTRES.
Tabic 7.1 indicates the reasons given by those who had visited health centres in
relation to their socio-economic grouping.
TABLE 7.1s W liA T ATTRACTED RESPONDENTS TO CONSULT IN HEALTH CENTRES IN
RELATION TO T1IEIK SO C IO -ECO N O M IC GROUPS.
Providers =====>
Reasons for consulting

Public health centres
P L U W TPUB
M M

Acessibilily (nearest
facility)
Cost (less expensive)

43

46

52

27

0

1

2

4

Better care (nurses,
drugs, quick)
Free treatment
(available in govt tic)
Others

6

5

6

14

0

0

0

1

0

0

0

0

49

52

60

46

Total

168
(81.2)
7
(3.4)
31
(14.9)
1
(0-5)
0
207*
(100)

Private health centres
P L U w TPRI
M M
7
(43.8)
0

TPUB +
TPRI

0

0

2

5

0

0

0

0

2

2

1

2

0

0

0

0

0

0

0

2

2
(12.4)

175
(78.5%
7
(3.1%)
38
(17%)
1
(0.4%)
2
(0.9%)

2

2

3

9

16 *•
(100)

223
(100)

7
(43.8)
0

KEY: P = Poorest 25%; LM = Lower middle 25% ; UM = Upper middle 25% ; W = Wealthiest 25%
TPUB = Total Public health centres; TPRI = Total Private health centres.
TPUB + TPRI = Total of public and private health centres.
* = 8 respondents who had consulted in the public health centres did not indicate what had attracted
them there.
** = 4 respondents in the private health centres did not also indicate what had attracted them there.
Numbers in brackets ate percentages.

Most of those who had consulted in a health centre (78.5%) indicated that they
had(been attracted by the fact that the health centres were near to their place of
residence. Better care (presence o f a nurse, presence of effective drugs) came in
second place as having attracted 17% of the respondents. The fact that the health
centre cost was low compared to that of other providers only attracted 3.1% of the
respondents. However when the respondents were divided according to whether a
public or private health centre had been consulted, it was noticed that 43.8% of those
who had consulted at the private health centres did so because of the belter care
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thought to be provided compared to only 14.9% ol' those who had consulted at the
public health centres. Since fees are paid in the private health centres, there was no
one who had indicated that they had been attracted by cost compared to the 3.1% in
the public health centres. In all the socio-econom ic groups, the important factor that
attracted people to consult was the nearness of the health units to their places of
residence (easy accessibility): 81.2% o f those w ho consulted in the public health
centres as against 43.8% of those in the private health centres. Unlike in the public
health centres where most people consulted only because of accessibility (facility was
the nearest), those in the private health centres took other things like the quality of
care into consideration.
7.5.2 WHY H O USEH O LD M EM BERS W ITH AN ILLNESS WERE
A TTRAC TED TO CONSULT IN THE HOSPITALS.
Table 7.2 indicates the main things that had attracted people to visit the hospitals.
Those who had indicated they had visited the hospitals were specifically asked what
had attracted them there.
TABLE 7.2: W H A T ATTRACTED RESPONDENTS T O CONSULT IN HOSPITALS IN
REI .ATI ON TO T IIE IR SOCIO-ECONOM IC CROUPS.
Public hospitals

Private hospitals

Reasons for
consulting

P

L
M

U
M

W

TPUBH

P

L
M

U
M

W

TPR1H

TPUBH
+
TPR1H

Accessibility
Belter care
Polite stalf
Others
No reasons

2
4
1
8
0

I
4
0
18
0

0
2
1
13
1

6
13
1
4
2

9(11.1)
23 (28.4)
3 (3.7)
43 (53.1)
3 (3.7)

0
1
1
0
0

0
4
0
2
0

1
6
1
1
0

0
12
2
2
1

1 (2.9)
23 (67.6)
4 (11.8)
5 (14.7)
1 (2.9)

10 (8.7)
46 (40)
7(6.1)
48(41.7
4 (3.5)

Total

15

23

17

26

81 (100)

2

6

9

17

34(100)

115(100

TP U B H = 'lo lal P u b lic H ospitals, IT K III = Total P rivate hospitals.
TIMJHfl + T l'K Jll Total o l public ami p riv ate hospitals.
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In all till/ .socio-economic groups, better care provided by the hospitals
(existence ol' a doctor, x-ray machines and laboratory) attracted many of the
respondents who had visited the hospitals. The quality of care (belter care) attracted
many more people to the private hospitals than to the public ones: 28.4% lor the
public and 67.6% lor the private hospitals. Examining the socio-economic groups, it is
seen that most of those in the w ealthiest group who had consulted in the public
hospitals were attracted by the quality of care whereas those in the other groups were
attracted by other things such as know ing somebody in the health unit and having a
friend who had been treated in the unit. This is in direct contrast to the fact that for
those who went to the private hospitals, the better quality of care was the thing that
had attracted everyone from all the socio-econom ic groups. It is therefore not strange
to see that a greater proportion of those who consulted the public hospitals indicated
other reasons. Among these reasons arc things like the household member knowing a
doctor or a nurse in the hospital, the respondent having a relative near the hospital. It
also included reasons like the expectation of special treatment.
7.5.3 WHY HOUSEHOLD M EM BERS WITH AN ILLNESS W ERE
ATTRACTED TO CO NSULT THE TRADITIONAL HEALERS.
Table 7.3 indicates why the traditional healers had been attractive to those who
had effectively consulted them.
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I Mil .1. 7 J : \N IIA 1 ATTRACTED RESPONDENTS T O CONSULT TRADITIONAL HEALERS
IN REl-ATION TO T H E IR SO C IO -ECO N O M IC CROUPS.
Reasons

P

LM

UM

Accessibility (nearest
facility)
Flexible charges
Can cure disease
Referred to see healer
Other reasons

15

15

0
1
0
0
16
(23.5)

Total

Total

5

W
2

37 (54.4)

1
4
0
2

i
8
1
1

3
9
0
0

5 (7.4)
22 (32.4)
1 (1.5)
3 (4.4)

22
(32.4)

16
(23.5)

14
(20.6)

68
(100)

KEY: P = Poorest 2s%; LM = Lower middle 25% ; UM - Upper middle 25% ; W = Wealthiest 25%

Most ol the respondents who had consulted the traditional healers indicated
they had been attracted by the nearness of the healers to their residences (54.4%). This
goes to confirm

the fact that the respondents during the focus groups

indicated that the traditional healers w ere their nearest neighbours in the villages.
Alm ost a third of the respondents who consulted the healers indicated that they were
confident that only the traditional healer could cure their illness (32.4% ). The majority
of those who believed very strongly that the traditional healer could cure their disease
were from the wealthiest 25% (40.9%) and the upper middle 25% groups of
respondents (36.4%). As can be seen, the poorest respondents who live in the villages
consulted the traditional healers because they were nearer to them whereas the
wealthiest who in most cases live in urban areas consulted them because they believed
very strongly that the healers could cure their ailments.
As can be seen from the tables above, accessibility and the better quality of
care given by the different providers were the important factors that attracted most of
the respondents to consult the health centres, traditional healers and hospitals. Those
who chose the public hospitals had been attracted by things other than either
accessibility or the quality of care rendered.

Even though accessibility and better quality of care were given by those who
had effectively consulted the various health providers as the main factors that attracted
them, it was necessary to find out exactly what other factors pushed people to seek
health care. In this respect, it w as deemed necessary to use "paired comparison" to get
the reasons why certain choices were not made. Respondents who had consulted for
example health provider "A" were asked why they had not consulted health provider
"B". Tables 7.4 - 7.6 indicate the various reasons or factors that are assumed to have
influenced peoples’ decision to seek health care from traditional healers, private and
government health units respectively.
7.5.4 W HY TRA D ITIO N A L H E A L E R S W ER E NO T CO N SU LTED .
Table 7.4 presents the reasons why the traditional healers had not been
consulted.
fable 7.4: REASONS WHY TRA D ITIO N A L HEALERS HAD NOT BEEN CONSULTED BY
THOSE WHO HAD CO NSULTED O TH ER PROVIDERS IN THE DISTRICT.
USERS OF====>>
Accessibility (far
away)
Services (earlier
experience bad;
Price (expensive,
no money)
Preferences (cannot
cure)
Other reasons
No reasons
TOTAL

Health centres
FREQ
%

Hospitals
FREQ
%

Self-care
%
FREQ

4

1.7

1

0.9

12

6.5

22

9.3

14

12.2

17

9.2

3

1.3

1

0.9

53

28.8

80

33.9

47

40.9

47

25.5

114
23

48.3
9.7

46
6

40.0
5.2

38
17

20.7
9.2

236

100

113

100

184

100

It is seen that of all the respondents who had consulted in the health centres,
1.7% said they did not consult a traditional healer because he was far away, 9.3%

indicated that they had earlier had a had experienee with traditional healers, 1.3%
indicated they had no money to consult a traditional healer and a great proportion
(33.9%) indicated that the traditional healer could not cure their ailment. W hile the
majority of those who had self-care (28.8%) indicated that their problem was a lack ol'
money, 40.9% of those who had consulted in the hospitals indicated that they thought
the traditional healer could not cure their illnesses. T he "other reasons" category
appears to be high because it included such reasons as "the presum ed ability of
traditional healers to kill, the healer located in area not to be visited due to a land
dispute etc" which could not easily be classified into any of the existing categories.
For most of those who chose the health centres and hospitals, they said the
traditional healers were not chosen because of other reasons than the cost of services
offered. They believed that the traditional healers could not cure their ailments.
However, those who had self-care did not like going to the traditional healer because
they believed that traditional healers charge high prices among other reasons as
indicated in Table 7.4 above.
7.5.5 W HY PRIVATE (M ISSION) HEALTH UNITS W ERE NOT VISITED.
Table 7.5 indicates the reasons why the private health units were not consulted
by those w ho had self-care, those who had consulted in governm ent health units and
traditional healers. 53.3% and 51.5% of those who had self-care o r had consulted
traditional healers respectively indicated they could not consult the private health units
because of the high price charged by them. 51.1% and 33.3% o f those who had
consulted in government hospitals and health centres respectively also gave the high
price in private (mission) health units as having deterred them. However price was not
the only deterrent because 58.9% of those who had consulted in government health
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centres thought accessibility to the private health units was more ol' a deterrent of
utilization to them than price.
Table 7.5: REASONS WHY PR IV A TE HEALTH UNITS HAD NOT BEEN CONSULTED
BY THOSE W HO HAD CONSULTED O THER PROVIDERS IN TH E DISTRICT.
Those who used
===»
Reasons given
Accessibility (loo
far away)
Services ( earlier
bad experience)
Price (expensive)
Preferences
Other reasons
No reasons
TOTAL

Private (Not Modcrn/Mission)

Government
Hospitals
Frcq
%

Health centres
Frcq
%

Self-care
Freq
%

Trad, healers
Frcq
%

32

39.5

126

58.3

42

22.8

24

35.3

1

1.2

4

1.9

3

1.6

1

1.5

42
0
3
3

51.9
0
3.7
3.7

72
8
5
1

33.3
3.7
2.3
0.5

98
17
14
10

53.3
9.2
7.6
5.4

35
2
3
3

51.5
2.9
4.4
4.4

81

100

216

100

184

100

68

100

As can be seen the high prices charged by mission health units and their greater
distances from the homes of m ost people who had chosen government health units,
traditional healers and self-care, appear to be the most important barriers to their
utilization of private health units.
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7.5.6 W H Y G O V E R N M E N T H E A L T H U N IT S W HRK N O ! VISIT Kl».

Tabic 7.1) indicates the reasons that were given l'or not consulting at any
government hcaltlt unit. Most of those w ho had chosen the m ission hospitals (82.4%)
said the reception o f staff in government health units was poor while those who had
chosen the mission health centres (75.0% ) said the government health units were far
from them . Most o f those who had chosen traditional healers (44.1% ) and those who
had self-medicated (47.3%) said the government units were not chosen because they
were expensive.
•fable 7.6: REASONS WHY G O VERNM ENT HEALTH UNITS HAD N O T BEEN CONSULTED
BY THOSE W HO HAD CO NSULTED OTHER PROVIDERS IN THE DISTRICT.
Those who used
===>>
Reasons given
Accessibility (loo
far)
Scrviccsfpoor
reception & bad
earlier experience;
Price (expensive)
Preferences
Other reasons
No reasons
TOTAL

Private (not m Klcrn/mission)

Private
Hospitals
Frcq
%

Health Centres
Frcq
%

trad. Healers

self-care
Frcq

%

Frcq

%

2

5.9

15

75.0

28

15.2

24

35.3

28

82.4

5

25.0

20

10.9

7

10.3

1
0
3
0

2.9
0.0
8.8
0.0

0
0
O
0

0.0
0.0
0.0
0.0

87
26
19
4

47.3
14.1
10.3
2.2

30
3
4
0

44.1
4.4
5.9
0.0

34

100

20

100

184

lOO

68

l(M)

Other reasons included lack of appropriate equipments (preferences) mentioned
by 14.1% of those who had self-care and by only 4.4% of those treated by traditional
healers. This fact was also stressed by participants who took part in the focus group
discussions. They indicated their willingness to pay for health care through community
financing only on conditions that the staffing and equipment situations were improved.
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Implicitly, this means that the stalling and equipment situation at the government
health units is below average and would not provide value Tor money Tor most people.
As can be seen from above, the price ol' services, the service quality and
accessibility appeal to be the main barriers to utilization oT the government health
units.
7.6 ACCESSIBILITY O F HEALTH SERVICES.
This section treats the health care providers according to their oTTicial
classiTicalion and operational levels. No distinction is made between the private and
public sectors except Tor the isolation ol' traditional healers Trom the private sector
group. This is necessary because some people who work in the public and private
sectors also provide traditional medicine to the population. More so, households with
someone sick do not appear to make a distinction on the basis oT who ow ns which
health facility when they decide to seek health care.
7.6.1 HEALTH PRO V ID ER CHOICE IN RELATION TO DISTANCE.
In table 7.7, a com parison is made between the distances travelled by those
who chose the health centres, the hospitals and traditional healers. The expected
inverse correlation between accessibility oT health services and their use was seen: as
the distance to the health provider increased, their utilization decreased except Tor the
hospitals where an increase in utilization occurred with increasing distance.
95.6% ol the visits to traditional healers were accounted Tor by people who had
travelled less than ten kilom etres. 76.7% of the visits to the health centres are made by
people who travel less than ten kilometres. This is in sharp contrast to the 19.1% of
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visits made to the hospitals by those with the sam e travel distance of less than 10
kilometres. If 10 kilometres is taken as the radius of the catchm ent area of the health
care providers, it is seen that just 4.4% o f patients of traditional healers come from
beyond their catchm ent area compared to 23% for the health centres and S I.9% lor the
hospitals. Most of the visits to the hospitals (58.3% ) are made by people who travel
thirty kilom etres or more. The above findings arc supported by the views of
participants during the focus group discussions w ho indicated that traditional healers
were their "next door neighbours".
TABLE 7.7: G E O G R A PH IC A L ACCESSIBILITY T O HOUSEHOLDS O E TRADITIONAL
H EA LERS, HEALTH CENTRES AND HOSPITALS.
Provider ==>
Distance (km)

Trad. Healer
Freq
%

Health centre
Freq
%

Hospital
Freq
%

a -9

10 - 19
20 - 29
> = 30

65
1
1
1

95.6
1.5
1.5
1.5

181
18
29
8

76.7
7.6
12.3
3.4

22
5
21
67

19.1
4.3
18.3
58.3

Total

68

100

236

100

115

100

7.6.2 HEALTH PROVIDER CHOICE IN RELATION T O TRAVEL
AN D W AITING TIM ES
Concerning travel time, the results must be examined w ith caution since no
control was m ade of the different modes of transportation used by the different
patients; some travelled on foot while others used either a car, a motorbike or a
bicycle. Table 7.8 presents the aetual time travelled by those w ho had actually utilized
the health care providers (colum ns 3 -S) as well as the answers to a hypothetical
question (colum n 2). W hen people were asked a hypothetical question as to the time it
•vould take them to get to the nearest health unit, on the average, 52.2% said they
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were within less than an hour’s w alk while only 6.9% said they were three hours or
more from a health unit (see colum n (2) in table 7.8 below). When it came to the
actual tim e travelled to the various providers by those who had used them,
differences were noted (See colum ns ^ 3 and 5 in table 7.8).
TABLE 7.8: PERCENTAGE DISTRIBUTION O F THOSE W HO CONSULTED HEALTH CARE
PROVIDER BY THE T IM E TAKEN TO THE HEALTH UNITS (in minutes).
Trad, healers
(3)

Fretj

%

Freq

%

Freq

%

Freq

%

0 - 60
61- 119
120-179
180-239
>=240

315
191
55
20
22

52.2
31.7
9.1
3.3
3.6

48
15
2
3
0

70.6
22.1
2.9
4.4
0

44
76
59
44
13

18.6
32.3
25.0
18.6
5.5

7
21
45
25
17

6.1
18.3
39.1
21.7
14.8

TOTAL

603

100

68

100

236

100

115

100

(2)

Health centres
(4)

Hospitals
(5)

Households

Time in
minutes
(1)

It was seen that only 18.6% of those who visited the health centres had actually
done it in less than one hour w hile 70.6% of those who visited the traditional healer
had done their journeys in less than an hour’s time. This is in sharp contrast to those
who visited the hospitals, most o f whom had actually done their journeys from
between two and three hours (T able 7.8). Comparison between the actual time and that
given in response to the hypothetical question is difficult because in the hypothetical
case, households did not differentiate between traditional healers, health centres and
hospitals. The general trend is that of an inverse relationship between travel lime and
utilization of health care providers.
In an attempt to estimate the accessibility of health care providers, the average
travel and wailing limes spent for seeking health care was measured. Table 7.9
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pro\ ides the as cragc travel and waiting times ol' those w ho sought health care from the
different providers.
TABLE 7.9: AVERAGE TRAVEL AND CONSULTATION T IM E S TO HEALTH CARE
PROVIDERS IN THE D ISTRICT (In Minutes).
Health care providers

Government health centre
Private Health centre
Government hospital
Private Hospital
Traditional Healer

Travel
time to
unit

Health
unit
lime(J7)

Total
time in
unit

57
49
83
162
23

26
15
23
21
16 (“ »

140
112
190
345
62

The total time spent for treatment (travelling, w aiting time, time in the
laboratory and pharm acy) in the government health centres was on average 2 hours
and 19 minutes while that for the mission health centres was 1 hour and 52 minutes.
The treatment time in hospitals for outpatient treatment w as considerably longer, 5
hours 45 minutes in mission hospitals and only 3 hours 10 minutes in government
hospitals.
From the household interview survey, when it cam e to the time spent waiting in
the unit to be treated (waiting lime and time in propharmacy), the average wait varied
between 15 minutes at the private health centre and 26 m inutes at the government
health centre. On the whole, the longest waits were indicated by those who had visited
the government institutions, hospitals (23 minutes) and health centres (26 minutes).
HEALTH UNIT TIME includes waiting time, time spent in the latxiralory and in the pharmacy In
buy drugs in the health units. (In other words, it is the time spent lor Wailing and lor treatment). ’Ilie
TOTAL TIME IN UNIT is an addition of the travel lime multiplied by 2 to the HEALTH UNIT TIME.
Unlike lor ihc other providers, the traditional healer had no lime kept aside for the provision ol drugs
as happened in the health centre and hospital pharmacies. The consultation and the delivery ol drugs at
traditional healing homes were all done at once and in most cases by the same |icison.
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While the wailing lime (health unit lime in table above) was shorter for mission
hospitals, the journey (Travel time to unit in the table above) took much longer (Table
7.9). This is probably because the mission hospitals were very far away from the area
of this study. Furthermore, the mission hospitals are supposed to be self-financing and
the more patients they see, the more money enters into their treasury. It is therefore
possible that all the staff work conscientiously to treat as quickly as possible any
patient that comes to their units.
7 .63 EQUALITY OF ACCESS: DISTANCE TRAVELLED AND TREATM ENT
TIME (TRAVELLING AN D W AITING) IN RELATION TO SO CIO 
ECONOMIC LEVEL.
There are several things to be considered when discussing equality of access to
health care. One of these things which appears to be important is the variation of cost
to patients of different socio-econom ic levels, at different types of health service
providers (See Chapter 6). In this section, consideration is given to the average
distance and time travelled to public health centres as a function of socio-economic
status of the patients.
It is seen that the wealthiest 25% compared to the poorest 25% of the
respondents travel for a lesser distance to consult and spend less time in the health
unit. Table 7.10 presents the average distance travelled and lime taken for treatment by
the different socio-economic groups.
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1ABI.K 7.10: AN l.K A liK U1STANCK IK A V K IJJIIJ AND H U AI. T IM K Sl'K N I BY SO t lOKCONOM IC STATUS Ol H IO S K W IIO KKI'OK'l Kl> AN 11.1 .NI AS
Average dislanee and
time

Poorest 25 %

Lower
middle
25%

Upper
middle
25%

Wealthiest
25%

Dislanee
Total time in healih
centre (Uavcl ♦
waiting + treatment)

11.2 Km

6.80 Kjii

5.40 Km

6.10 Km

160 min

130 min

119 min

130 min

Those who belong lo the wealthiest 25% of our sample spend less lime with
the health providers than those in the poorest 25%. The w ealthiest spent on the
average, two hours and ten minutes (2 hours 10 minutes) com pared to two hours and
forty minutes (2 hours 40 minutes) spent by the poorest. This difference in lime of
thirty minutes (30 minutes) between the 2 extreme socio-econom ic groups might be
explained by the fact that those higher up on the social level, unlike their counterparts
in lower groups, might be jum ping the queue. It could also be because the opportunity
cost of time is higher for the rich. Their opportunity cost of time would not be higher
if they are in formal employment and continue to earn their salary even when they go
to seek health care but this is not the case in the rural area o f this study where most
people are self-employed. The difference in all the lime spent for treatment between
the socio-econom ic groups is statistically significant (F = 3.5785, P = 0.0148).
As concerns distance, the wealthiest travelled an average o f only six kilometres
(6 kilom etres) compared to the eleven (11) kilometres travelled by the poorest 25% of
the population. '1 Ins might be due to the fact that most of the wealthiest people slay in
thickly populated areas where the health unit is most likely to be situated compared to
the poorest who in most cases are far in the rural areas working on their farms. The
difference in distance travelled by patients of different socio-econom ic groups is
statistically sigm lleant (F = 3.07, p = 0.288).
IW

7.7 SUM M ARY
This chapter has explored the relationship of health provider characteristics with
the choices made by households with a sick individual. It was realised from the focus
group discussions that the population was concerned with the health care delivery
system as it is now. A m ong their concerns were the prices charged by som e of the
providers, the lack of staff, supplies and basic equipment and the uncaring attitudes of
most of the health care personnel especially those working in public health
establishments. Though m ost participants or their close relatives had recent experiences
with the health care delivery system, it also transpired that most of them when ill selfmedicated or waited for the symptoms to subside and only presented them selves in
health units for "modern" health care when the illness persisted or became more
serious.
The reasons given during the household interview survey for not seeking care
from the different providers included the problems of accessibility (distance and time),
high charges or prices, poor quality services, poor reception by government health
staff, staffing and equipm ent shortages or inadequacies. Notwithstanding the socio
economic group, all those w ho effectively consulted the traditional healers, consulted
at the private and public health centres had been attracted by the nearness of the units
to their residences. Those w ho consulted in the private hospitals were attracted by the
belter quality of care though only the wealthiest group considered the quality of care
when they consulted in public hospitals.
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T hose who were in the wealthiest quarlilc travelled a lesser distance to seek
health care and spent less time in the health units than those in the poorest quartile.
Wailing lim e was shorter in private hospitals and health centres but longer in
government health centres and hospitals. The travel lime was longer to hospitals and
particularly to private hospitals but shortest lor traditional healers. On the whole much
more lime was spent in reaching private hospitals than in government ones, while
much m ore time was spent in government health centres than in the private ones. The
traditional healers had the shortest treatment time of all the health care providers in the
district.
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CHAPTER 8
REGRESSION M O D E L OF EXPENDITURE IN PUBLIC HEALTH CENTRES
AND FACTO R S AFFECTING THIS EXPENDITURE.
8.1 INTRODUCTION
In chapter 6, the variations noticed in the private expenditure made by
community members w ere highlighted. However comparisons made had not been
standardized by controlling for all other factors that might have affected the
expenditure. This chapter tackles this problem by developing a multiple regression
model (a continuous m odel) in which the dependent variable is total expenditure.
Expenditure in this chapter was used as a proxy for use. The chapter begins with a
presentation of the continuous demand model followed by that of the regression
analyses results.
8.2 C O N TIN U O U S D E M A N D M O D EL .
This model is used to measure the amount of services consumed from a given
type of provider, which in this study is the Government health centre. It is the
relationship between a continuous choice variable (Total expenditure on treatment) and
explanatory variables (T able 8.1). Total expenditure is taken to mean the total amount
of money that has been spent in the government health centre and includes the cost of
drugs, cost of transport, laboratory fees, service fees and any other payments made
during a visit to the governm ent health centre. The independent variables presented in
Table 8.1 were carefully chosen based on the literature review and on the expectations
of what is thought to influence expenditure.
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TABLE 8.1: DESCRIPTION OK VARIABLES FOR TH E CONTINUOUS DEMAND
M ODEL.
NAME

DESCRIPTION

SPECIFICATION

LNLXP

total he cost
(Total of transport cost,
drug cost, service cost,
laboratory fees, other
payments made)

Total expendilure/cap
A total of 7 government
health centres are
included in the regression

SIZE

Number of people in household

(hhsize >=6) = 1; else 0.

LN1NCOM

Monthly income/Cap
household monthly income
(Salaries, no salary wages,
owner-occupied rents, pensions,
and home productions consumed etc)

EDU

Educational Level of the sick
Edu (Sccond+) = 1, else = 0.
(no education and primary are combined
so loo is Secondary and University level)

MSTATUS

Marital status of sick person

1 (m arried) else 0.

LN ASSET

household wealth-assets

M onetary value of all assets
/capita, household belongings
livestock in francs cfa)

TRAVEL

time travelled to health centre

Time in minutes.

CONSULT

consultation time in health
centre

Time in minutes.

TIMEWA1T W aiting tim e in health unit

Time in minutes.

DISTANCE Distance travelled to unit

In kilom etres.

SEX

Sex of the patient

1 = M ale, 2 = female

AGE

Age of the patient

In years.

Note: #1 Ln(X) Natural logarithms of the variable (X).
#2 Price has already been included int the expenditure variable and is consequently
not considered here as a variable.
The descriptive statistics of all the variables included in the model appear in Table
8.2 below.
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TA B LE 8.2: D E S C R IP T IV E STA TISTIC S OE VARIABLES.
LOGEXP
DISTANCE
TRAVEL
CONSULT
T1MEWA1T
MONEX

M ean
7.949
7.295
57.07
14.52
63.74
553.1

S.Dev
0.846
11.14
45.45
10.04
40.94
650.6

Cases
215
215
215
215
215
215

LOGASSET
LOG1NCOM
AGE
SEX
EDU
SIZE

10.91
8.58
45.20
0.89
0.10
0.38

1.057
0.614
15.29
0.310
0.298
0.487

215
215
215
215
215
215

MSTATUS
HOUSE

0.81
0.20

0.390 215
0.068 215

Isabel
Nat. log of total expenditure (excludes time cost)
Distance to health centre (in kilometres)
Time travelled to health centre (in minutes)
Consultation time in health centre (in mins)
W aiting time in minutes
Monthly expend/cap. for other things than for
health.
Nat. log of total household assets per capita.
Nat. log of monthly income per capita.
Age in years
Sex (dummy, male = 1 else = 0)
Education (dummy,Secondary and above =l,else=0)
Family size (dummy.more than 6 members = 1,
clsc=0)
Marital status (dummy, married = 1 else = 0)
House ownership (dummy, owns house = 1 else = 0)

The continuous dem and model is estimated using multiple regression analysis
(ordinary least square [O LSJ) (Lewis-Beck, 1987). The factors which seem likely to
explain the total health care expenditure in government health units in this district have
been included in the regression. It is hypothesized from economic theory and front
published literature that the demand for health care depends on income, price, quality of
care, distance, travel time, co st, waiting and treatment time, education, wealth, and
household size. We can indicate this symbolically as in equation (1)
Qy = fu (HUU, S1( + 2 uy. (j = public, private, traditional, self-care).................. (1)
(i = 1.............n)
Where:
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Q u = Quantity uf health care demanded from j provider by i individual, represented by
the total health care expenditure.
HUU =
S, =

Vector of health unit characteristics (cost, waiting and treatment lime, price).
Vector of individual characteristics (income, education, age, sex, household size).

Zuy = Unobservable random variable which measures random behaviour, captures
measurement errors and/or unobservable characteristics o f individual characteristics
and of health care source.
The relationship between the dependent and the independent variables is presumed
to be one of constant elasticity which can be represented by
X = B.,fiIH U u,H2Si,£ u u + ZB,My...........(2) specified from (1) above.
Where:
= Parameters measuring changes in expected net utility due to changes in the
level of attractiveness.
M u = Vector of dummy variables.
Part of equation 2 is similar to the general form of the Cobb-Douglas function and
the error term is multiplicative. The assumption o f Z(u) = 0 cannot be applied since the
function will disappear.
To get over this problem, the equation is re-written as:
X = 1$0 B,HUy,B2S, e„ + ZB(M U.....(3) (e is 2.718, base of natural logarithm).
To linearize the above equation, a log-linear transformation of part of the equation
3 above (M addala, 1981) is done by taking the logarithms of all the variables to the base
"e ".

In(Xy) = Inflly) + l$,ln(HUy) + B.InfSJ + Z(u)u + ZB, My.......... (4).
This can be written taking
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V = ln(Xu), «„ = InOU. X, = ln(H U u), X2 = ln (S J
as Y = llu + X, + X2 + 2I(u) + XII, M u......................(5).
The logarithmic transformation is applied to each variable to reduce the bias of
distribution. The above equation can then be estimated using Ordinary Least Square
(Ol-S). The regression equation containing the dummy variables is fitted mechanically by
"dropping out" (Suits, 1984; Over, 1991) one of the dummy variables for each variable
set in the system. In this study, household size (Size) was treated as a dummy variable
|6 or more household m em bers = 1, else 0 | as well as marital status (Mstatus) [married
= 1, else 0) and educational level (edu) [educated to secondary school level and above =
1, else 0).
Other variables include those that characterise the health Service such as:
A) PRICE
According to econom ic theory, the price of goods is am ong the factors that
influence how households allocate their incomes. Health care in most developing countries
is provided free of any charge or at minimal charge at the point of delivery in an attempt
to mitigate the effects of the function o f the price system. The price for treatment is
equivalent to the cash price lo r examinations and for obtaining drugs from the pharmacy.
In this study, the price of the service is assumed to be the cost paid by the patient.
However it is not included in the modelling since the dependent variable is expenditure
which includes the price. O ne other component of the price paid is time which is included
in the modelling. Though the cash price which is already in the dependent vaiahle,
expenditure, is not again included as an independent variable in the regression model, it
will be discussed below together with the time cost.

20b

i) CASH PRICK
This is ilic direct charges to patients lor consultation and treatment. It is
hypothesized that the decision of which health care provider to use is related to the prices
charged by other providers. Other things being equal, actual cash price paid for using a
health care provider should act as a deterrent to use.
In some areas, any health care provider who provides free services is seen as one
with low quality care. In such cultures, health is seen as valuable when a price lag is
attached. For example, people in Ivory coast said they were better cared for if they paid
(Lasker 1981), hence Lasker wrote " many people expressed a desire to pay for medical
care, claiming that payment would insure that they receive good care". People put more
value on drugs they pay for from mission and private hospitals than those received free
from government health units (W orld Health Organisation, 1988). Payment methods may
also affect choice of provider and use. "Modern" health care providers require that patients
pay in cash and at once whereas traditional healers are flexible and accept payments in
kind at the beginning of the treatment and even after cure. Even if the traditional healer
is more expensive, people might prefer them because of their flexible payment methods,
ii) TRAVEL TIM E AND TRANSPORT COST
The cash price for transportation is usually a small part of the real cost of
transportation because most trips in rural areas are done by foot, bicycle or motorcycle.
It is hypothesized that travel cost made up of the cash price and time cost act as a
deterrent to the use of health providers. When alternative sources of care arc available,
the transportation cost acts as an allocative device influencing which provider is chosen.
When the cash price at the point of delivery is free as is the case in most public health
units in less developed countries, travel time cost and transport cost become prominent
deterrents.
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¡¡j) WAITING AND CO NSULTATIO N TIM E
As with the travel time, waiting lime is a time price that has to be paid. There is
also an opportunity cost in waiting lor services from any health care provider. Wailing
times might be quite long in some health facilities. The actual cost is not the time spent
waiting but the value o f time lost from other activities to be able to seek care. Its
influence on the use of health care will vary depending on whether the patient is an adult
or a child, employed or unemployed. A child can afford to wait for hours without any
economic cost but an adult might lose wages. People who have a low opportunity cost of
time would have no problem s waiting for long hours for free care whereas those with high
opportunity cost would n o t want to w ait for long and would prefer to pay if only not to
wait. Like money prices, it is expected that dem and will fall as waiting time rises.
The time lor laboratory examination, consultation and obtaining a prescription
signals the beginning o f another w ait. It is hypothesized that patients prefer longer
consultation times because it is hoped that the longer one stays with the health care
provider, the better one’s complaints are listened to and consequently better treatment will
be provided. This goes the same for waiting time which is taken by some people to
represent a quality indicator.
B) DISTA N CE
It is usually hypothesized that distance acts as a deterrent to the use and choice of
health care providers. A s the perceived distance to a health care provider increases, the
expected net benefit decreases, hence a decrease in the probability of choice and
consequently the use of health care declines.
As far back as tw o decades, Acton (1975) indicated that distance served as a
measure of physical distance, time and money costs of travel. He went further to indicate
that the farther away from a health facility one is, the more costly is the information,
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thereby reducing access by limiting one’s awareness of the availability of health care
services.
W here transportation facilities are not good, the transport cost and distance to
health providers might not be linearly related. Transport cost and travel time will only
correspond in situations where everyone uses exactly the sam e mode ol transportation.
Household and individual variables include the following:
i) INCOM E AND SOCIO-ECONOM IC LEVEL
Economic theory indicates that any rise in income will cause an increase in the
consumption of goods including health care. Income, especially that earned, affects the
value of time and the demand for health care. When households become richer, they are
able to buy more health care, but they may choose to buy inputs to improve their health
status. This may lead to a drop in the use of health care providers. It might also happen
that an increase in income results in the adoption of unhealthy life styles which will
increase health care need in the long term.
Low income may result in less care being demanded leading to a low health status.
Having a low health status makes it less likely to have or keep a job, other things being
equal. This is because of the many work-loss days. In the final analysis, the person with
a poor health status is likely to earn far less when he is able to work and is likely to have
a low income. This ends up being a vicious circle. There is evidence from literature
(Gertlcr et al. 19S7) that low income groups arc more sensitive to variation of levels of
fees charges for health care.
In the analysis, regression of all the variables was done against household income
and household income per capita. The R2 were better w hen the per capita income was
used than when it was the total income. Per capita incom e is a better measure of
individual consumption than total income though total household income might be pooled
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together to withstand high expenditures due to illness. Households with higher incomes
will be able to shill from free health care in public health units to paid care in private
units.
Higher socio-econom ic level is associated with a higher income. People in the high
socio-economic level w ill, with respect to the dem and for health care services, behave like
those who have high incom es. In this respect, a higher socio-economic level is associated
with a much higher effort to seek health care services.
ii) W EA LTH (ASSETS)
Household assets are an indicator o f wealth. Over a lifetime, households
accumulate their assets w hich are in the form o f bank deposits, land, animals and other
possessions. These increase their abilities to use health care and they can afford higher
quality health care. This is possible because m oney can easily be raised in the form of a
loan from either friends o r relatives against the assets as guarantees. Some of the assets
can be sold and some a re directly productive c.g. land and a vehicle. With the above
possibilities, availability o f assets imply a better chance of being able to pay for health
care. Regressing household income with w ealth proxies, it is noticed that wealth is
correlated with household income. However, it is not impossible to see an elderly
household with much w ealth but little or no earning capacity. It is hypothesized that
wealth has a positive relationship with the dem and for health care.
iii) H O U SEH O LD S IZ E
It is hypothesized that household size has a direct effect on health which is in part
an issue of income. Large households have a predisposition to use health care services
because the incidence o f infectious diseases is positively related to household size
(Fiedler, 1983). A large household has a higher chance of getting an infectious disease due
to the increased close physical contacts resulting from overcrowding. This situation is seen
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in rural areas where many people sleep in one house. In such situations, we will expect
a larger household to have a greater incidence o f illness and consequently a greater level
of utilization of health services. The demand for health care services is positively related
to household size.
On the other hand, in a larger household, resources have to be shared with more
people which can result in less use of health care per person and even lower levels of
nutrition for each household member. One can also view this from another angle. Having
many people in a household, the potential to get incom es from diversified sources is
greater but the capacity for additional costs due to more dependents makes the effects of
household size on health care demand less clear. If the incom e effect is predominant, the
larger households are expected to behave with respect to health care demand as if they
have higher incomes than those that are measured for them.
In large households with many children, there are many demands on the time of
the household members. The opportunity cost o f time may become high and people may
opt to forego health care services (Fiedler, 1983). However the opportunity cost of time
might also be low because there might be specialisation o f duties. In situations where
there is high unemployment, the reverse might happen in which case it is expected that
the access and utilization of health care services by such households will be more than
that for smaller ones,
iv) EDUCATION
Education is seen here as a proxy for relative efficiency of different people in
combining inputs to create added healthy days (Education allows more outputs to be
produced from a given set of inputs). Education correlates with income, wealth, social
class and age. Education has both direct and indirect effects on health (Leigh, 1983).
Grossman, (1975) quoted by Leigh, (1983) had earlier discussed the indirect effects of
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education on health. Directly, education allows wise use of health care services since
those with higher education know more about the availability of health services and their
benefits. Highly educated households might perceive benefits from health care to be
higher resulting in their having to demand more. In Jordan, Abbas and W alker, (1986)
found that the use of antenatal services was significantly associated with wom en’s
education. They may also be more capable of substituting other forms of health care, eg
self-care, for visits to health units or traditional healers. Education and demand for health
care services is thought to be positively related though it is difficult to disentangle the
effects of education from those of the related variables like income, wealth, assets and
social class.
v) SEX
Women tend to live longer than men and in their middle years, they tend to be less
healthier than men thereby reporting more illness episodes. As the women get older, they
use health facilities m ore than the males (fewer men of the same age are still alive). It is
difficult to generalise about the effect of sex on demand especially when age, health status
and marital status are also taken into consideration.
vi) AG E
Theoretically, there should be a U-shaped relationship between health care use and
demand (Akin et al, 1985). In the early years o f life, the immunological system is not yet
fully matured hence a predisposition to diseases. The need for health care falls until
chronic diseases set in.
Age is used here as a proxy for the depreciation rate of the stock of health hence
as age advances, the stock of health starts depreciating, increasing the incidence of illness
thereby requiring m ore health care. The demand for more health care results from the
negative relationship betw een the stock of health and age. People therefore attempt to
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counter the effects o f the depreciation of their health stock by increasing their use of
health care.
8 3 ORDINARY LEAST SQUARE (OLS) RESULTS
83.1 THE CORRELATION M ATRIX.
The Correlation matrix for the dependent and independent variables is presented
in Appendix 8.1. The regression equations were estim ated using only the data of those
adults 15 years and above who had reported an illness and had used the public health
centres only. The variables put into the model were those that were found to be significant
with the expenditure variable (LogExp) (appendix 8.1) and those that were theoretically
relevant considering the literature review and the possibility of policy actions. Furthermore
the assumptions for m ultiple regression warrant the log-transformation (to gel nearer a
normal distribution). Log-transformation was also necessary for those variables that had
large ranges.
8 3 3 THE ESTIM ATION OF THE CO NTINUOUS DEM AND M ODEL.
The Continuous Model was estimated using the stepwise technique which included
forward and backward selections to assess the effects of the different independent
variables on the dependent one. Since the exact form ulation of the model was not known
before hand, this technique provided a way of estim ating the coefficients and the partial
regressions of the variables that significantly contributed to the explanation of the model
while eliminating those found not to contribute significantly.
The coefficients give an estimate of the effects of a unit change of any of the
independent variables on the probability of spending in a public health centre. A negative
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coefficient indicates lhal an increase in the variatile will result in the decrease in the
expenditure probability w hile a positive coefficient indicates an increase in the probability.
Tables 8.5, 8.4 and 8.5 present the results of the multiple regression analyses of
the whole sample, of the poor and of the rich respectively. Appendix 8.2 present those
variables lhal were excluded from the equation since they were not significant. Using the
socio-economic quuriiles, the poorest 25% (lowest level) and the Lower middle 25% were
combined to form the group of the poor while those who were in the upper middle 25%
and the wealthiest 25% (highest level) constituted the group of the rich.
TABLE 8-3: CO RRELA TIO N CO EFFICIEN TS AND RESULTS OF M U LTIPLE REGRESSION
ANALYSES O F EXPEN DITU RE IN PUBLIC HEALTH CENTRES
(N = 215; D EPEN D EN T VARIABLE = U O f f ) .

Variable
s

Corr.
eoe If

Const
Lnlnco
InAssct
Distance
Size

0.267
0.116
0.128
0.094

Time
wait
RR2 adjus
F

Siep
1
Reg
eoeff

Step 2

Step 3

Step 4

Step 5

Reg
coeff

Reg
coeff

Reg
coeff

Reg
coeff

T-ratio

Signi
f

Tole
ranee

4.794
0.367

5.9209
0.4338
0.1554

5.9708
0.4784
0.2062
0.0166

4.9771
0.5427
0.1774
0.0179
0.3102

5.0111
0.5507
0.2023
0.0149
0.3263

5.530
5.9480
3.623
2.889
2.785

.000
.000
.004
.004
.006

0.8538
0.7912
0.8337
0.8469

0.0029

2.055

.041

0.8241

0.109
0.071
0.067
16.32

0.1065
0.0981
12.6453

0.1508
0.1387
12.4923

0.1779
0.1623
11.3658

T: p<0.05 ir t>1.96; p<0.01 if t>2.576; p< 0.001 ir t> 3.29
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0.1942
0.1749
10.0772

TABLE 8.4: CORKEI-ATION CO EFFICIEN TS AND RESULTS O F M ULTIPLE REGRESSION
ANALYSES O F EXPENDITURE IN PUBLIC HEALTH CENTRES BY TH E POOR
(N = 104; DF;PENDENT VARIABLE = LnKXP).
Variables

Corr
coeff

Consumí
Sex
Time
wail

-0.234
0.148

R2
R2
adjusted
F

Slep 1
Reg
coeff

Slep 2
Reg
coeff

T-ralio

Signi

8.2704
-0.5615

8.0824
-0.6596
0.0039

35.254
-2.863
2.111

0.0000
0.0051
0.037

0.0549
0.0457

0.0945
0.0767

5.9886

5.3332

Tolera
nee
0.9592
0.9592

1ABLE 8.5: CO RREl-ATION CO EFFICIEN TS AND RESULTS O F M ULTIPLE REGRESSION
ANALYSES OF EXPENDITURE IN PU B U C HEALTH C EN TR ES BY T H E RICH
(N = 111; DEPENDENT VARIABLE = LnEXP).
Variables
Constant
Distance
Lnlncom
LnAsset
Size
R2
R2 adjust
F

Con
coct!
0.237
0.219
0.144
0.039

Step 1
Reg
coeff

Step 2
Reg
coeff

Step 3
Reg
coeff

Step 4
Reg
coeff

T-ratio

Signif

8.0111
0.0171

4.888
0.0172
0.3524

6.3011
0.0209
0.4407
0.2047

4.5186
0.0224
0.6020
0.1906
0.3648

2.842
3.464
3.695
2.625
2.072

.0054
.0008
.0004
.0100
.0407

0.056 0.1048
0.0475 0*08808
6.4354 6.2638

0.1660
0.1424
7.0332

0.1987
0.1682
6.5119

Tolera
nee
0.9466
0.7352
0.9083
0.7346

T: p<0.05 if t>1.9o; p<0.01 if t>2.576; p<0.001 if t> 3.29

In the regression, the coefficients on all variables other than income (Lnlncom ) and
assets (Lnassel) can be interpreted as the percentage change in health care expenditure
corresponding to a change in the situation of the corresponding variable, holding the other

215

variables eonsiam. T he coefficients on the Income (Lnlncom) and Asset (LnAsset)
variables represent elasticities.
As the independent variables were being included in the equation, the influence
of the distance variable appeared m ost powerful. This was indicated by an increase in the
coefficient of determ ination (otherw ise also known as the explained variance) from 9.8%
to 13.9% for the w hole sample. T he inclusion of the income (Lnlncom ) variable and all
other variables caused increases o f between 1 and 3%. At the end, when all the variables
were included, the explained variance increased from 6.6 to 17.9% for the whole sample,
from 4.6 to 7.7% tor the poor and from 4.8 to 16.8% for the rich.
In the model presented the income variables represents the total monthly income
per capita though not a very good indicator o f income level since it does not consider the
expenditure made. (There was how ever no significant difference in the regression
coefficients when the income variable represented the monthly disposable income per
capita (total monthly income - expenditure)). The Standardized residuals were plotted
against the predicted values given by the equation and it was found that the model fitted
the data well (See ligure 8.1 below).
From the M odels estimated, 17.9% (adjusted R2) of the variation of the dependent
variable is explained by the independent variables. It is possible that the remaining
percentage can be accounted for by a combination of random factors, inaccuracies of the
data used lor the estim ation, and misspccificalion of the hypothesized structural form.
The effects of all the variables are significant at the 5% level (Tim ewait), at the
1% level (Distance, size) and at the 0.1% level (LnAsset, Lnincom). All the F'-values were
highly significant. 'I his results in the rejection of the hypothesis that the underlying
[xipulation coefficients are all sim ultaneously zero.

8.4 RELATIONSHIP BETWEEN INDIVIDUAL, HOUSEHOLD AND HEALTH
SERVICE FACTORS AND EXPENDITURE IN PUBLIC HEALTH CENTRES
A priori expectations for most ol’ the variables were confirmed. In this health
district, the demand lor health care as proxied by expenditure is sensitive to the distance,
waiting time, household income per capita, wealth and household size. When the sample
was disaggregated into the poor and the rich, it was seen that sex and waiting time
influenced the expenditure of the poor while that of the rich was influenced more by
distance, household income per capita, wealth and household size.
8.4.1 RELATIO NSHIP BETWEEN HOUSEHOLD M ONTHLY INCOME,
W EALTH (ASSETS) AND EXPENDITURE (USE HEALTH CARE).
The sign of the estimated regression coefficient for household income was as
expected. The income variable bears a positive sign. Since the income elasticity is more
than zero but less than one, the demand is income inelastic and the commodity, health
care, is not a luxury but a necessity. The income elasticity is positive meaning that health
care is a "normal" good. The income elasticity estimate is very small ranging from 0.602
for the rich to 0.551 lor the whole sample. A 1% increase of household income lor the
rich will increase expenditure by only 0.6% and 0.55% for the whole studied population.
The more income or assets one has, the greater the probability of spending more
money at the health centre. High correlation between income, per capita income and
health care expenditure shows that people consume an am ount of medical care that is
influenced by their level of income. This means that there are inequalities in the amount
of public health centre care utilized by adults with respect to household monthly income
in this district.
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As lor wealth, ihe elasticity of demand is 0.0202. This means that when wealth
increases by 1%, the total am ount spent per capita in the health eenlre will increase by
0.02 %. However it is possible for someone in this area to be wealthy (having livestock,
assets) but is unable to seek care for lack of cash.
8.4.2 RELATIONSHIP BETW EEN W AITING TIM E IN HEALTH CENTRES AND
EXPENDITURE (T H E USE O F HEALTH CARE).
The waiting time (Tim ew ait) in the health centre look a positive sign. The positive
sign indicates higher expenditure associated with more time waiting to be consulted or lor
drugs. People would prefer public health centres where the staff pay much attention to the
patients, than one in w hich the staff rush over com plaints of patients. This is probably
related more to the quality o f care than to time itself. It is possible that the respondents
regarded a long w ailing tim e as representing good quality. This is supported by evidence
from the focus group discussions where em phasis was placed by participants on the
difference in the way staff handle patients in public health units and in private mission
hospitals to which most o f them preferred to go. During the discussions one rural female
participant indicated from h er experience that "patients are handled like eggs (in mission
health units] unlike in governm ent hospitals". Literally translated, this m eans that the staff
in the private mission health units spend much m ore time with the patients exam ining
them than those in the public health units. This view point was supported by most o f the
participants in the different discussion groups.
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8.4.3 RELATIONSHIP BETWEEN HOUSEHOLD SIZE, SEX AND EXPENDITURE
(TH E USE O F H E A L T H C A R E).
W hen the household size variable (Size) is made a dummy one, having 1 for
households with 6 or more members and zero for those with less than 6 members, the
variable look a positive sign as expected. The effect of being in a household with more
than 6 members relative to one with less than 6 inhabitants is to increase the health care
expenditure (i.e health care the household will seek). Compared to a household with few
members, a household with many more members will seek more health care. When the
household size was regressed against household income per capita, the coefficient was
negative which gives support to the point that a household with few members behaves as
someone with low income.
It is only when the sample is disaggregated into the poor and rich groups does the
relationship between sex and expenditure become noticeable. Men tend to spend less in
the health centres com pared to women. This probably indicates that women tend to use
the health centres more than men. As women get older, they use health facilities more
than the males. It is difficult to generalise about the effect of sex on demand especially
when age, health status and marital status arc also taken into consideration.
8.4.4 RELATIONSHIP BETWEEN TRAVELLED DISTANCE AND EXPENDITURE
(TH E USE O F HEALTH CARE).
T he coefficient of the travelled distance (distance) look a positive sign. The
positive sign is explained by the fact that people might have preferred one or another of
the public health centres at a distance or they tended to be dissatisfied with those that
were near to them. Furtherm ore, the lime during which the study was carried out was a
larming period which means that people did not see others very often so people might
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have used these illness occasions to go far to be able to socialize with others as well as
see relatives stay, mg lar from home. Furthermore, they might also have combined the
visits to the health centres with other activities like going to the market to sell or buy
things. These hypotheses were however not tested in this study. Since there was no control
lor the severity of illness, this positivity might be related to severity of illnesses.
As a conclusion, the above indicates that for the sample as a whole, a large family
with high income appears to be strong positive influences of expenditure in public health
centres. When the sam ple is disaggregated into the poor and the rich, the factors that
influenced their expenditure are very different probably reflecting their different value
systems.
8.5 C H ARA CTER ISTICS OF THE CO NTINUOUS DEM AND MODEL.
Before discussing further the characteristics of the estimated model in detail, it is
necessary to discuss the meaning o f the coefficient o f determination R2 in multiple
regression which indicates the goodness-of-fit of the model. There are many weaknesses
with the coefficient w hich include the fact that it is unpredictable (since it can be
increased simply by m axim izing the number of independent variables) and it can be
higher or lower than the sam e figure computed for a regression with a constant included.
A higher coefficient can be got simply by choosing w hether or not to include the constant
but estimating a model w ithout the constant am ounts to imposing a linear restriction
where the constant is zero. A correction taking into consideration the degrees o f freedom
was proposed by Theil (1961). When corrected for the degrees of freedom they are called
adjusted R2. Nevertheless, the coefficient can easily be manipulated to get a high value
though at the exjrense of the precision o f the parameters estimated. Some econom etricians
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(Gujarati. 1WS) have even suggested that the importance so l'ar attached to the coefficient
should be dow n played though others have stressed the importance of this coefficient
under certain conditions (Achen, 1982). For example, Granger and Newbold (1976) have
indicated that the true model from a set of alternative ones is the one which has the
highest population coefficient. Studies have however been reported with sm aller R2values.
For example, Zadoroznyj and Svarstad (1990) using OLS to study the extent of drug use
in W isconsin, America found R2 for prescription drugs to be 17% (adjusted 15.7%) and
for 'over the counter’ drugs to be 13.8% (adjusted 12.5%).
To be able to draw any inferences about the whole population of the district based
on the results of the sample, the model needs to be tested lor certain characteristics among
which are:
1) M ulticollinearity
M ulticollinearity, if it exists will result in increase o f the standard error of the
regression coefficients. W hether multicollinearity was present or not was examined by
using a Tolerance test which expresses the proportion of the variability in an independent
variable not explained by other variables in the equation. The test is expressed as 1 - R2
(where R2 is the squared multiple correlation when the

independent variable is defined

as a dependent one). Looking at table 8.3, it is seen that R2 w as low for all the variables.
This indicates that there is no multicollinearity.
With the correlation matrix, the same solution is arrived at as by the tolerance lest.
It was seen that the correlation between the variables ranged were not more than 0.8. No
intercorrelations between the independent variables is noticed (Appendix 8.1).
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2) H om uucnciu »I V ariance.
U" the predicted values (x-axis) are plotted against the sludenlized residuals (yaxis), the residuals are seen to be randomly distributed in a band about a horizontal
straight line through 0 indicating that there is no relationship between the predicted and
the sludenlized residuals. Since there is no increase or decrease of residuals with
increasing values of predicted values, the assumption of equality of variance appears not
to be violated (Figure 8.1).
FIGURE 8.1: S T A N D A R D I Z E D S C A X T E R P L O T OF R E S I D U A L S

Symbols:

Max N
1.0
2.0
4.0

2

3 Out

From the analysis o f variance, F = 10.0772 (p<=0.0005) in table 8.3, the
hypothesis that there is no linear relationship between the dependent and independent
variables is rejected.
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3) L inearity.
There is a normal distribution of total health centre expenditure for the independent
variables with different means but same variance. The residuals are normally distributed the cases are almost near the diagonal. This is evidenced by plotting the cumulative
probability plot of the expected (on the horizontal axis) and observed residuals (on the
vertical axis) against each other.
Plotting the cumulative percentage of the observed and predicted residuals
(ZRES1D), it is seen that at the beginning, the observed residuals coincide with the
diagonal line through zero. As the concentration of residuals increases and once the
greatest concentration is arrived at, the observed points represented by the stars are
slightly above the diagonal line represented by the dots (Figure 8.2). On the whole, the
cases alm ost fall on the diagonal as they do, indicating a linear relationship.
FIGURE 8.2: NORMAL. P R O B A B I L I T Y (P-P) PLOT O F RESIDUALS

Standardized Residual
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4) N orm aliu.
The distribution o f the residuals, as indicated in the histogram appear to be normal.
The periods and colon on th histogram represent what a normal distribution with the same
mean and variance is supposed to look like.
FIGURE 8.3 H I S T O G R A M OF S T A N D A R D I Z E D RESIDUALS

N Exp N
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1
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1
4
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0
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8.6 SUM M A RY .
In this chapter, th e factors that influence expenditure (utilization) in public health
centres in a health district have been explored. The utilization is in part, although not entirely,
determined by socio-econom ic factors. Those with higher incomes and large families, lend
to have higher health centre expenditures (utilization).
The medical expenditure per capita lends to rise with increasing income. Important
differences in the factors that affect the choice of provider have been seen between the poor
and the rich.
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CHAPTER 9
M U L T IN O M IA L L O G IT M O D EL
OK T H E C H O IC E O F H E A L T H C A R E PRO V ID ER S.
9.1 IN T R O D U C T IO N .
This chapter determines the predictors of the choice ol' health care providers in a
health district. The predictors of the choice of health care provider was done using a
multinomial logit model. The chapter exam ines first the role of choice in the health care
market and continues with modelling the choice of health care providers. The potential
impact of introducing community financing in government health centres with and without
an im provement of accessibility is simulated.
9.2 T H E ROLE O F CHOICE IN THE HEALTH CARE MARKET: CONSUM ER
CH O ICE M ODEL
In the health district, households arc faced with a choice between a number of
alternatives of health care providers. They are in a position to make a choice of the health
care provider from whom they can seek health care in case of an illness. They go through
a com plicated decision-making process (M wabu, 1986) aiming at maximising utility. This
can be modelled taking into consideration the theory of behaviour which describes how
humans behave and not how they should behave.
The health care delivery system in this district is heterogeneous. Households can
make a choice between traditional healers, government and mission hospitals and health
centres, as well as self-care. The above choices arc easily available to everyone in the
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health district especially as the district has been divided up into health areas served by
different health centres.
Goods, com m odities or services like health care are consum ed by individuals or
households because they yield utility to them. Utility here refers to the satisfaction a
household gets from consum ing health care. It is assumed that a household member will
go to a unit from which (s)he expects a benefit, i.e aim at m axim izing utility (expected
benefit - total cost is positive). Patients derive different levels o f utility and it is here
assumed that a patient will select the choice option with the highest utility with constraints
of things like finance, time and distance at the time of making the choice. Households
which consume health care are believed to get welfare from the characteristics of the
services rather than from the consumption process as for other consumer goods. The
welfare level (household utility) is seen to be a function of the characteristics of the
household, the individual and the health services, and other non-m edical factors (Mwabu
et al. 1986). A patient who decides to seek health care makes a choice considering the
characteristics o f all the options. It is assumed such a patient has a constant preference
structure based on the utilities of the choices available to him.
For any choice of health care provider to be made by the household, knowledge
of all available services is needed. For example, if a patient had knowledge of the benefits
to be got from the providers, it is assum ed that his choice would be made in a different
way from that w hich is m ade without the knowledge, all other things being equal. This
is not the case and even if a patient were to have information about all the available
services and behave rationally, the patient’s behaviour cannot be the same at each time
a decision is m ade. This is attributed to what is termed "disturbances".
In arriving at the choice of any o f the providers, both the patient/household and
provider characteristics m ust be considered. Though patients are known to adjust their
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satisfaction levels faced with constraints such as time, finance to name just a few, it is not
clear if they perceive their preferences.
Choice theory makes many assumptions. One of them is that the consumer demand
results front utility maximization by a representative consumer whose decision is
continuous. This is not the case with provider choice, hence a discrete choice m odel, a
modification o f the continuous modelling, is preferred here. One im portant thing
connected with the application of the discrete choice model is the fact that real choices
which must be fully perceived by those seeking care must exist. The alternative choices
must also have some differences.
9 3 THE M ODELLING OF CH OICE OF HEALTH CARE PROVIDER
(DEMAND).
9.3.1 APPROACHES TO M O DELLING O F THE CHOICE OF HEALTH CARE
PROVIDER.
The modelling o f the behaviour of patients seeking health care faced w ith a
multitude of health care providers can be done using two main approaches: the constraintorientated and choice-preference approaches (Desmond, 1991). The constraint-orientated
approach models the num ber of visits made by a patient while the choice-preference
orientated approach takes into consideration the choices available to the patient and
attempts to model behaviour taking cognizance of the attributes of the choices.
This study makes use of the choice-preference orientated approach. U nlike the
constraint-orientated approach, one is at ease with one visit when the choice-preference
approach is used for modelling provider choice. In order to model the health provider
choice-decision between the six types o f health care providers in the district under study,
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a multinomial lo c a model procedure is used. This model is that which is designed to
model differences between three or more options.
9 3 3 . SELECTIO N OF THE APPRO PR IA TE MODEL.
There are m any discrete choice models that exist and many have been applied to
different econom ic problems (Am em iya, 1981; Maddala, 1983; McFaddcn, 1981). One of
the best of them is the Multinomial logit model (MNL). It is simple, easily estim ated and
interpreted. It prov ides cross-elasticities and the software computer package program s are
readily available. Though one of the best, it has a problem which is the well known
property of Independence of Irrelevant Alternatives (I1A) - it is assumed that the utility
of a choice option is independent o f the attributes of other alternatives of the choice set.
This has led to the development o f other models like the probit model w hich is free of
this problem but is conceptually and computationally complex especially in the presence
of more than three alternatives (M addala, 1983; McFadden, 1981; Hausman and Wise,
1978).
The Nested M ultinomial Logit model (NM NL) is a generalisation o f the basic
MNL model (H ensher 1986). The NM NL like the probit model is free from the I1A
property and it is good for multidimensional choice sets. In this study, the behaviour of
the patients surveyed did not perm it us to consider the choice set a multidimensional one
especially as the referral system was non-existent. It is assumed here that the alternative
options provide distinct choices, have different attributes and can be considered to be
mutually exclusive. The multinomial logit model is therefore preferred especially as there
was no difference betw een the results obtained from a nested multinomial logit model (see
appendix 9.2) and those from a multinomial logit model.
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9 J J M U L T IN O M IA L L O G IT M O D EL (M NL) - D ISC R ETE C H O IC E D EM A N D
M O D EL.
The M ultinomial logit model has been used lor many economic applications
(Manski and M cFadden, 1981). Households and individuals consume health services
because they know they {health services} yield utility to them. Each household w ill
therefore choose the source of health care that offers the highest net expected utility.
Households w ho choose different providers value the provider’s characteristics in a
different way. This choice depends on the household characteristics as well as on
individual’s social, demographic, cultural and econom ic characteristics. The utility of any
alternative is m ade subject to random errors w hose distribution across individuals and
alternatives are assumed to be Independently and Identically Distributed (1ID).
Patients in the district are assumed to be a heterogeneous population, m aking
stratification a necessity since a heterogenous influence is believed to influence the
process modelled. The patient population is divided into mutually exclusive groups based
on their health areas. The characteristics of the different groups are ascertained because
all individuals do not share the same options nor face the same constraints.
Logit m odels will predict the probability of choice of each alternative using the
logit formula below. For example, Patient i can be seen as having to make a choice
between a set of providers. The probability (prob) that patient (i) will choose provider (j)
rather than provider (k) can then be expressed as:
Pu = Prob (V„ + Zg * V „ + Z J ...........(1)
E xp (Vu)
Exp (V„J + Exp (V „j

2

( )
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2)u and

arc random utility of patients for providers "j" and "k" respectively. "Vu"

and "V^" arc vectors o f characteristics of provider "j" and "k" - Utility o f each
alternative in the choice set.
On the assum ption that "Vu" and "V^" are linear in their parameters, the probability (prob)
can be written as:
Pu =

Exp (B’VU + B’j RJ
----------------------------------------------------------------- (3)
Exp (li’Vu + B’j RJ + Exp (B’V* + B’C RJ

"R, " is the attributes of patient i. C is a constant, while B, 111...are vectors of param eters
to be estim ated.
Taking logarithms o f the above equation results in:
Pu
L n ________ = B* (Vu - V J + (Bj - BC )’ Rj— (4)
Pa.
If the constraint that param eters of arbitrary base equal zero without loss of
generality and the subscript on Bj is dropped then
Pu
L n ________ = B’ ( V j - V J + C R , ------ (5)
P*
The assum ption m ade above is that patients’ evaluation of the alternative choices
of health care providers can be described by utility functions. The health care provider
with the highest utility is chosen. The probability that an alternative is chosen can be
interpreted as the demand function in a discrete choice model.
Applied to the cross-sectional data of the household interview survey, it is thought
that the utility m axim ization process can be such that each household gets information
about the different health care providers and selects one and rejects the others. The
attributes of the health care providers w ill enter the decision-m aking process.
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Suppose that in our health district, a vector of N services is proposed as
X = (X,.X................ X.) and their respective prices are 1* =

...... 1*. and household

income is V.
We assum e that households will choose the service they think will give them
maximum utility - U - lor N-services when prices are paid and income is Y. T h is can be
written symbolically as:
Max L = U (X ,,X 2,............. X J , --------------(6)
subject to income constraint
n
V a 2 P,X......................... ..................... (7)
i=l
The amount of revenue spent on services cannot exceed the total revenue com ing into the
household (incom e).
Assuming that households behave in a logical way; substituting cheaper services
for more expensive ones; a set of demand equations can be derived for the relevant
services assuming that the choice of services to be consumed depend on individual socio
economic characteristics [income (Y)j and health service provider characteristics (price
(P), quality of care (Q), distance, Travel time, waiting and treatment time).
X, = X, (Y,Q‘,..,.Q*,PuPw..... P ..Z 1)
X2 = X2 (Y,Q‘,..,.Q -,P1,P2,......P.,Z')...............(8)
X. = X. (Y,Q‘,..,.Q -,P 1,P2,......P .,Z )
where X. = Optim al quantity o f nth service consumed;
Z1 = Vector ol time (travel,waiting,treatment).
The above equations can generally be expressed as:
Uu = fM(IIU (, Sc., + Xy.........(9)
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Where: [j- public. private, tradi. sell-care) aiul (i = 1

n)

Uu = Benefit expected by patient i from health provider j.
HUg = attributes patient i confronts in health provider j
Sc, = ith patient's socio-economic characteristics.
£ g = Unobserv able random variable.
If an additive utility function is assumed for the options, then
U, = B. + B.B, + BjC,
L, = B. + B.B, + B3C j .. ............(10)
U. = B. + B .B . + B3C.
B., B„ Bj, B3,™ 1J. represent the parameters to be estimated and they express the consumer
preference.
9-3.4 M ODEL SPECIFICATION.
A patient in a given part of a given country does not have the full knowledge of
ALL the choice options available to him. Patients are assumed to consider just those
options that are available and within their m eans - these make up the choice sets.
For ease o l modelling, the survey was lim ited to one health district and the choice
set was limited to six options - the governm ent health centres and hospitals, the private
health centres an d hospitals, traditional healers and self-care. The choice set is known
before the final choice is made and the patients trade-off characteristics of options in the
decision process.
9-3.5 T H E U T IL IT Y FU N C TIO N S.
The U tility lunction is usually presented in two parts, the deterministic and random
components V = IJ + E. The determ inistic part "U" keeps track o f the average preference
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of the population of patients for the different options and different patient characteristics.
This part can be represented by a vector of attributes, V = B ,A ,; l$,A2 etc. On the other
hand, the random component is very necessary because certain characteristics attributed
to certain choice options are unobservable and the way different people perceive the
characteristics differ greatly. This is represented by the disturbance term, 2 in the
equation.
The utility function is expressed in terms of the characteristics of the alternatives
where the function U indicates the attribute’s value on a utility scale. The utility functions
can be represented as indicated below.
U1 = B„ + (^distance + B2Time + B3cost + B4Socio-econ
U2 = B„ + (^distance + B2Tim e + IS,cost + ({¿Income +ll7hhsize
U3 = B„ + It, distance + fl2Tim e + B3cost.......................................(11)
U4 = liu + (^distance + lt2Time + lt3cost
US = B„ + B,dislance + lt2Tim e + lt3cost
U6 = lt0 + B,distance + IS2Time + B3cost
In the model estim ated, variables put into it were only those that were thought to
be amenable to any policy action intervention. Hence only distance, travelled and w aiting
time, price, Socio-economic status, household income and household size were included.
Table 9.1 indicates the definition of the variables used.
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TABLE 9.1: D E S C R IP T IO N O F T H E V A RIA BLES FO R T H E M U L T IV A R IA T E
A N A L Y SIS.
VARIABLE

DEFINITION

NUMBER

1. D E PE N D E N T VA RIA BLE
V ISIT

Health provider visited
within last 2 weeks prior
to survey.

!■ Govt health centre Patient treated in last 2
(Visit = 1)
weeks in a public health c.
■ Priv health centre Patient treated in last 2
(Visit = 2)
weeks in a private health c.
■ Govt Hospital
Patient treated in last 2
(Visit = 3)
weeks in public hospital
■ Priv Hospital
Patient treated in last 2
(Visit = 4)
weeks in private hospital
■ Trad. Healer
Patients treated in last 2
(Visit = 5)
weeks by traditional healer
■ Self care
Patients sick, no medical
(Visit = 6)
professional seen; treated at
home or no treatm ent at all
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20
81
34
68
184]

The definition o f the independent variables are the same as indicated in chapter 8, table
8 .1.

9.4 RESULTS O F THE M ULTINO M IAL LOGIT M ODEL (M NL).
Table 9.2 indicates the estimated results for the total sam ple o f 603 individuals
reporting an illness within two weeks prior to the survey. The dependent variable is choice
of health care provider [visit]. The variables household size and socio-econom ic status
were treated as dum m y ones. For the household size, it took the value of 1 (one) for
households with 6 or more members or else it was 0. For the socio-econom ic level, high
socio-economic level was given the value 1 or else it was 0.
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TAIH.F V.2: K S IIM A IIO N R ESU ET S K O K T H E M UI i l NOM I Al IX H H T

Variables
Travel lime
Price

¡ Coefficient
-o. 1782E-02
(0.538E-03)
-0.2347E-04
(U.394E-0S)

T-ratio

Notes

-3.7

For all the health care providers in the district

-6.0

For all the hcalth care pro viders n the district

Variables

Government
H.centic

Private
H.centre

Government
hospital

Private
hospital

Tra

self-care

Constant
Std. deviation
T-ratio
Socio-econ:CO
Sid. deviation
T-ratio
Income: CO
Std. deviation
T-ralio
House size:CO
Std. deviation
T-ralio

1.430
(0.719E-01
19.9
-0.8202E-01
IU.702E-01 )
1.2

-0.2959E-01
(0.259)
-0.1

0.5276
(0.992E-01
5.3

-0.1368
(0.155)
0.9

0

0.9317
(0.666E-01)
14.0

CO

0.1355E-04
(0.151E-05)
9.0
-0.2771
(0.426E-01)
-6.5

Sign will be datèrent in shaded area for the variable concerned if it is put into the utility function
for that choice alternative (For example see Appendices 9.1 A and 9.1 B for a situation where the
income variable is put into either the utility functions o f the private or government health centres)
Coefficient

9.5 FACTORS ASSOCIATED WITH T H E CHOICE O F HEALTH CARE PROVIDERS.

Several independent variables proved lo be slalislically significant. The incom e
variable is far more significant than others, followed by household size, distance and
price, lime, distance and socio-economic status variables. The Socio-economic variable
is the least important and is not significant (T = 1-2 < 1.96). The next section that follow
will discuss each of the variables as it relates to the choice of health care provider.
9.5.1 RELATIO NSHIP BETWEEN HOUSEHOLD INCOME AND THE CH OICE
OE HEALTH CARE PROVIDER.
A s was the case in chapter 8, the income variable lakes the expected positive sign.
I he more the income ol the person, the higher the probability of choosing a private health
centre. However, the coefficient is less than 1. W hen household income increases, the
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chance of choosing a government health centre is low meaning that rich households prefer
seeking care from private health centres (see Appendices 9.1 A and 9 .IB).
9.5.2 R E L A T IO N S H IP B ETW EEN T R A V E L T IM E AND T H E C H O IC E O F
H EA LTH C A R E PR O V ID ER .
The time spent travelling to consult in a health unit is an important factor that
influence the choice o f health care provider. The travel time took a negative sign as
expected. This is in keeping with econom ic theory which indicates that the more time is
spent travelling to a health unit, the sm aller the probability of patients choosing the
provider.
Total time spent in a health unit is made up of waiting tim e, treatment time,
laboratory exam ination time and time spent at the propharmacy. T he total time took a
negative sign as expected. This is in keeping with economic theory which indicates that
the more time is spent in health unit, the sm aller the probability of patients choosing the
provider.
9.53 R E L A T IO N S H IP B ETW EEN H O U SE H O L D S IZ E AND T H E C H O IC E O F
H EA LTH C A R E PR O V ID ER .
In the health district under study, households are made up of m em bers from many
lamilies. Household heads have many members who have come from relatives to live with
them. The wealthiest had, on the average, m any more members (7.8) in their household
compared to the poor w ho had only 4.8. The low er middle 25% of households had 5.6
people while the upper middle 25% had 6.8. It would have been expected that the
household sizes of the poorest respondents were greater than those of the wealthiest. This
apparent reversal of the situation might be due to the fact that, as one survival strategy
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in the lace ol the economic crisis, the poorest people send some of their household
members to Slav with their rich relatives. In tim es of social and economic hardship, poor
families have been known to send their children to well-to-do relatives (Safilios and
Rothschild. 1980). In the literature, it has been shown that small households are usually
the poorest (M ohan and Harthie, 1984), though this might vary with the environment.
On the one hand, one expects that the more people there are in a household, the
more average annual income they will bring into the household. On the other hand, it is
also argued that the more people there are in a household, the less the capita am ount,
representing individual welfare, allocated to each member of the household. A larger
family has less income per capita than does a sm aller one on the same income. The tw o
situations above arc somehow conflicting: the m ore people there are, the more the incom e
but the less the per capita allocation leading to a decrease in the demand for health care.
Thus the effects of household size on the dem and for health care is very unclear.
In this district, work for which a wage can be earned is limited hence the fact that
a household h a s more members does not automatically make them richer. L arger
households behave as people having low income. This variable took a negative sign and
was significant in the multinomial logit procedure. As household size increases, the
probability of choosing a private health centre decreases, income remaining the sam e.
Conversely larger households have a higher probability of choosing government health
centres than private ones.
9.5.4 R EL A T IO N SH IP BETW EEN P R IC E O F H EA LTH CA R E AND T H E
C H O IC E O F H EA LTH CARE PR O V ID E R .
Prices alfecl the choice probability o f a health care provider through a budget
constraint. It is assumed that the prices of the alternative providers are compared and that
2.37

provider who is seen lo be able to provide the needed goods (services in this case) with
more benefits to the patient tor a given am ount is chosen. The price per visit in the health
units as reported by a patient is taken as a proxy for the "price" of the outpatient service.
It w as made up of the sum of fees for consultation, laboratory exam inations, drugs and
transport cost. It is here assumed that since the prices were reported by the patients
themselves, they based them on their understanding of the fee schedules operating in each
of the health providers.
Using the m ultinom ial logit procedure, the price variable took a negative sign as
expected and was statistically significant though the coefficient is less than 1. This implies
that as the price increases, the choice probability decreases though individuals are not very
sensitive to the price of health care.
9.5.5 R E L A T IO N S H IP B ETW EEN S O C IO -E C O N O M IC L E V E L A N D T H E
C H O IC E O F H E A L T H C A R E PR O V ID E R .
The first an d second quartiles from chapter 6 were combined to form the group
of the poor while the third and fourth quartiles formed that of the rich. The socio
economic variable look a 1 for the rich and a zero (0) for the poor. In the estimation, it
took a negative sign which implied that the higher up the social ladder one is, the lower
the probability of choosing the government health centre.
9.6 E ST IM A T IO N A S A N ESTED M U L T IN O M IA L L O G IT M O D E L .
When the m odel is estimated as a nested one, the price (price) variable becomes
insignificant together with the socio-econom ic variable otherwise there is no significant
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difference between ihe multinomial and nested multinomial logit models (see appendix
9.2 for Nested results and section 9.3.2).
9.7 P R O PE R T IE S O F TH E ESTIM A TED M O D ELS.
9.7.1 T E S T S FOR M IS-SPEC IFIC A TIO N
The "goodness of fit” uses summary statistics to determine the accuracy w ith
which the model approximates the observed data.
The Rho-squared statistics (likelihood ratio index) is commonly used and it varies
between 0 and 1 though there are no guidelines in the literature for deciding whether or
not a rho-squared value is sufficiently high. McFadden (1974), has suggested that a R hosquared coefficient of 0.2 - 0.4 should be taken as representing a good fit of the m odel
but this does not however mean that the model is adequate. When corrected for the
degrees o f freedom and the number of alternatives in the logit procedure, they arc called
adjusted R2. Kim Byung-Ryang (1990) found the RHO-SQUARED coefficient for the
probability of choice of hospitals in the Republic of Korea to range between 0.2943 and
0.3729 (adjusted 0.2923 and»3710) compared to 0.2566 in this study (Table 9.3).
The null hypothesis that all the coefficients are zero can be rejected for all the
coefficients except that of the socio-economic variable at the 5% and even at the 10%
significance levels using a two tail test with critical values of ±1.96 and ±1.64 at the 95%
(0.05) and the 90% (.10) significance levels. Furthermore, based on the likelihood ratio,
CHI-SQUARE (XJ) with 7 degrees of freedom (7 variables) values at the 0.005 and 0.001
confidence levels are 20.3 and 24.322 respectively. The null hypothesis that the
probability of choosing an alternative health care provider is independent of the m odel’s
explanatory variables is rejected at the 99.9% confidence level.
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TABLE 9.3: SI M M ARY STATISTICS
#1

FRO M T H E M U L T IN O M IA L L O G IT M O D EL

NUMBER OF OBSERVATION S
LIKELIHOOD W ITH ZERO COEFFICIENTS
LIKELIHOOD W ITH CONSTANTS ONLY
FINAL V ALUE OF LIKELIHOOD
-2[L(0) - L(B)] *
-2[L(C) . L(B)] "
RHO-SQUARED (ZE R O )
RHO-SQUARED (CO NSTAN TS)
»2

603
-6498.7116
-5442.3802
-4831.1008
3335.2216
1222.5588
0.2566
0.1123

FR O M T H E N ESTED M U L T IN O M IA L L O G IT M O D EL

NUMBER OF OBSERVATION S
LIKELIHOOD W ITH ZERO COEFFICIENTS
LIKELIHOOD W ITH CONSTANTS ONLY
FINAL VALUE OF LIK ELIHO OD
-2[L(0) - L(B)] 41
-2[L(C) - L(B)] 42
RHO-SQUARED (Z E R O )
RHO-SQUARED (CO N STA N TS)

603
-6498.7116
-5442.3802
-4802.8393
3391.7446
1279.0818
0.2610
0.1175

The above null hypothesis is however not an important one. A more important one
is that the coefficients are zero except a constant which captures effects specific to
alternatives. The lest fo r this hypothesis is distributed asymptotically with (K -J+l) degrees
of Ireedom (7 variablcs-6 alternatives + 1 = 2 ) . The X2 values are 10.6 and 13.815 for the

U 0) is the log likelihood of the fitted model under the null hypothesis that all the coefficients are
zero.
l/B ; is the log likelihood of the fitted model which includes all the parameters.
U C ) is the log likelihixxl of the fitted model with only the constants.

LfOj is the log likelihood of the lilted model under the null hypothesis that all the coefficients are
zero. U li) IS the log likelihood of the fitted mixlel which includes all the parameters.
U C ) is the log likelihood of the fitted model with only the constants.
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0.005 and 0.001 confidence levels respectively. The null hypothesis can again be rejected
at the 99.9% confidence level.
From the data and the methodology of the analysis for the multinomial logit
procedure, 0.17 adjusted R 2 of the variation of the dependent variable is explained by the
independent variables. It is possible that the remaining 0.83 can be accounted fo r by a
combination o f random factors, inaccuracies of the data used for the estim ation, and
misspecificaiion of the hypothesized structural form. It is also more likely that other
factors that influence the probability of choice of health care providers exist. For exam ple,
the influence o f friends and relatives, familiarity with some workers in some units, the
presence of a known relative in one of the units and the propensity to seek health care
from public health units for some given level of pain arc possibly factors but they arc
difficult to m easure and account for in the procedure of this study.
According to Hausman and M cpadden (1984), it is necessary to estim ate the
parameters from both restricted and unrestricted choice sets and if the param eters are
approximately the same, then the multinomial logit model is not rejected. W ithin the
context of this study, several models were estimated. Some were done w'ilh distance in
the absence o f travel time, and vice versa but this did not improve the results because they
were strongly correlated (appendix 8.1). Using the simple and nested multinomial logit
model analyses, it was seen that the likelihood ratios were not very different (table 9.3).
9.8 TH E D IR E C T AND C R O SS PR IC E -E L A S T IC IT Y O F DEMAND
In this study the model was applied to the same data set that was used to estim ate
it. The model w as seen to be useful for the prediction of choice of provider an d the
responsiveness ol patients to price of health care by the calculation and inlcprctation of
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elasticities (T able 9.4). The price-elasticity was the only one considered since it is a
variable ol' m uch policy importance in community financing. Elasticity can either be direct
or cross. Direct price elasticity refers to a percentage change in the probability of choosing
a given alternative, as a result of a percentage change of the price in the utility function
of that alternative. Cross-elasticity, on the other hand, measures the percentage change in
the probability o f choosing an alternative as a result of the change in price in the utility
function of an alternative. The positive and negative signs of the price elasticity
respectively indicate an increase or decrease in the probability o f choice. The higher the
absolute value o f a variable’s elasticity, the more sensitive the choice to the value o f that
variable. If the elasticity is greater than 1, it is said to be elastic but if it is less than 1,
it is said to be inelastic. In table 9.4 that follows, it is seen that the price elasticities for
all the options w ere less than one, hence they are inelastic.
TABLE 9.4: D IR E C T AND C R O SS PR ICE ELA STIC ITIES (**) O F DEMAND
Govt
Alleroativ
Private
Govt
Self
Private
Trad.
es
health Health hospital
care
hospital
healer
centre centre

Govt
H.centre
Priv.
H.centre
Govt
hospital
Priv.
hospital
Trad.
healer
Self-care

-.0692

.0351

.0345

.0377

.0348

.0350

.0199

-4)155

.0198

.0198

.0200

.0199

.041o

.0394

-.3127

.0418

.0414

.0418

.0293

.0265

.0298

-.5200

.0299

.0296

.0055

.0060

.0049

.0060

O.Q512
:

.0055

.0059

.0059

.0057

.0061

.0057

-.0149

The signs of the elasticities are all in agreement with what is expected from
economic theory. All the direct elasticities took a negative sign implying that any increase 43
43 The direct price elasticities of demand arc represented by the left to right diagonal in the table. There
are all negative. The other figures represent the cross elasticities.
The table should be lead as "the elasticities of demand with respect to price of ’« the alternative on the
left » ’
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in the price of treatment at any of the providers will of necessity reduce the probability
of choosing it. For exam ple, a 1% percentage increase in price will reduce the probability
of choice of the private hospital by 0.52%, of the government hospital by 0.31%, o f the
private health centre by 0.02%, of the government health centre by 0.07%, of traditional
healer by 0.05% and 0.01% for self-care (see diagonal in table 9.4 above). It is seen that
the probability oi choice of the private hospital is more sensitive to price than other
providers.
Demand lor outpatient care in the government health centres is therefore inelastic
(-0.0692). Any introduction of community financing with for example, a 100% increase
in price will result in the probability of choosing the government health centres reducing
by 6.9%. Furthermore, health care in government health centres is free at the point of
delivery except for the drugs. There is no substitute for good health, hence the patients
have to find the money required to pay for health care.
Concerning the cross-elasticities, all had a positive sign implying that any increase
in the price of any o f the alternative choices resulted in an increase in the choice
probability of the other alternatives. Hence if the price of treatment at the governm ent
health centre is increased by 1%, keeping all others constant, the probability of choice o f
the government health centre will decrease by 0.06% while that of the government and
private hospitals, private health centres will increase by 0.04%, 0.03% and 0.02%
respectively with most patients going from the public health centre to the governm ent
hospitals. The probability of choice of traditional healers and self-care will increase by
0.005%. On the other hand, a 1% increase in the price of treatment at the private health
centre will result in an increase in the probability of choice of private hospital by 0.02*%
compared to 0.04% increase in the government health centre. This means that if the price
oi treatment at private health centres is increased by 1%, more people will move to the
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government health centres than they will move to the private health centres when there
is a 1r'r increase in the price at government health centres.
9.9 IM PA C T O F C O M M U N IT Y FIN A N C IN G IN G O V E R N M EN T H E A L T H
C EN TR ES ON T H E U TIL IZ A T IO N O F H EA LTH C A R E PR O V ID ER S.
This section deals with the im pact ol'eventual introduction of community financing
in public health facilities. The section begins with results of discussions with focus groups
from all the main villages served by public health facilities about the observed trend of
patient load. It is follow ed by estimation of the impact of different scenarios o f price and
other accessibility factors on the dem and lor health care from governm ent health centres.
For the simulation, focus is made on the price-elasticities of dem and for health care at the
different scenarios reflecting the potential effects of introducing community financing.
9.9.1 TREN D S IN P A T IE N T LOAD .
The traditional healers and health personnel were asked to evaluate the trend in
patient load at the lim e o f this study compared to what they had seen at the same period
the year before. A year before the study, free drugs were readily available in the
government health units. Within the year, the economic situation o f the country worsened
and drugs were being sold in the health centres within a public provincial revolving drug
fund.
From the discussions with the health professionals, the general opinion was that
the number of patients w as on the decrease. It was suggested that the decrease might be
related to the absence o f "free" drugs that were available the year before.
One health professional working in a governm ent health centre noted that
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"In our place patients are decreasing due to fact that the tree drugs we had hist
\car arc no more. But we are gradually sensitizing them to adopt the new system
of buying drugs".
Other reasons lor the decrease were also mentioned by health professionals. One
reason supported by most of the health professionals was that of the effect of a rum our
about vaccines which was mentioned by one participant ( “). It was thought that this had
a detrimental effect on public health unit utilization. One participant stressed this by
saying that:
"There was once a rumour that when wom en come to PM1 (maternal and child
health centre] they arc administered a drug which makes the child to be a stillbirth.
So they decided to turn their attention to Banso [where there are mission health
units] so the number of patients especially pregnant women we use to have for the
laboratory and consultation has reduced".
Most of the traditional healers except the one that had practised for over 35 years,
were of the opinion that the num ber of patients they had seen this year (1992) were not
as many as those seen within the same period last year (1991). They blamed the lack of
money for the decrease and strongly believed that many more people were self-m edicating
now than before. One traditional healer who had practised traditional healing for over 20
years indicated that
"Last year, 1 had many gastric, stomach and anflt problems but this year the
number has reduced. May be because there is no money".
To support the point of self-medication, it is worth noting that the participants o f
the focus group of influential village people said that every family in the village "cooks"
some type of traditional medicine. Some traditional healers believed that the reduction w as
not only due to the absence of money but might also be attributed to the changing pattern
of illness in the area. He said4

44 There was a rumour around the province that the antitetanus vaccine given to
pregnant women was to sterilise them ending up with stillbirths.
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"For me ihc treatment of patients this year has redueed eontpared to last year.
Reduced litis year because the type o f illness has also reduced"
However the situation is not as grim as presented by most of the participants.
Some health centres had registered an increase in their patient load which they attributed
to their integration o f primary health eare activities like outreach activities for vaccination
in villages added to the activities o f the health centre. In the words of a health centre team
leader, "payment for drugs in public health units and shortage of staff resulted in the
reduction of the num ber of patients because sometim es a child may be brought at night
and there will be no other person to attend to. However, when the integration of primary
health care started, A N C [antenatal clinic] and the sick population increased".
9.9.2 T H E PO T E N T IA L E F F E C T S ON U T IL IZ A T IO N O F IN T R O D U C IN G
C O M M U N IT Y F IN A N C IN G IN PU B L IC H E A L T H UNITS.
This section attem pts to quantify the effect the different community financing price
levels have on utilization. The situation narrated above where an increase in patient load
was seen following the integration of primary health activities by way of outreach
activities was also m odelled to show the effect o f a situation where money is handled by
the community and its m anagem ent determ ined by them.
The impact is determine by varying the community financing price charge in
different scenarios and noting the effect on utilization through elasticities (Table 9.5).
Particular stress is laid on the introduction of community finance with and without an
improvement of accessibility o f the public health centres. The improvement of
accessibility is sim ulated by a reduction in travel distance and time. The changes in the
price-elasticities of dem and arc noted. In practical terms, the reduction in time and
distance does not m ean the building of new health centres in villages which will require
vast resources and additional staff. It involves the rc-aclivation of the health posts in the
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villages with trained community health workers sinee it is assumed that improvement in
the utilization ol' health services will depend very much on the health promotion activities
undertaken in the field. Table 9.5 indicates the elasticities that result from various levels
of prices for treatment in government health centres. In other words, the table below
summaries the implications of different community financing levels with respect to the
probabilities of utilizing the different options. It is assumed in this study that the
community financing price charge increases only in the government health centres while
in the other health units, they are held constant.
As the level of community financing increases, the degree of responsiveness of
demand for health care in government health centres increases too. It is assumed that
when the resources are managed by the community, they may decide to improve
accessibility of health facilities by opening up health ptosis in villages that can be used by
health centre staff lor outreach activities. By so doing the travelled distance and time cost
of the patients are reduced considerably.
W hen the price of treatment was such that it could recover the total recurrent cost
(except salaries), the reduction in utilization is substantial. When 850 frs cfa is added to
the present price of treatment, the utilization reduces by 0.14%. If this amount is increased
to 1200 frs cfa, the utilization decreases further by 0.002%.
On the whole, demand for health care will fall if community financing charge is
raised and/or introduced though the reduction in government health centre utilization is
very small.
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TABLE 9.5: IMPACT OF DIFFERENT LEVELS OF COMMUNITY FINANCING: DIRECT AND
CROSS-ELASTICITIES OF DEMAND WITH RESPECT TO COST OF GOVT HEALTH CENTRE.
Health Provider Base
Increase Increase
Increase Increase
850 cfa 1200
Reduce
elasticity initial initial cost Initial initial cost francs cfa
initial
(see table cost by by 5% and cost by by 10% and added francs time by
9.4)
5r;
reduce
10%
reduce time to the added 10%
time and
and distance initial to the
distance
cost
by 10 %
initial
by 5%
each
cost
each
(1)
(2)
(4)
(3)
(5)
(7)
(9)
(6)
«
Govt H.Centre -0.0692 -0.0727 -0.0725
-0.0687
-0.0886
-0.0762 -0.0758
•0.0829
Priv. H.Centre 0.0351
0.0367 0.0369
0.0382 0.0387
0.0409 0.0432 0.0356
Govt hospital 0.0345 0.0361 0.0363
0.0377 0.0382
0.0407 0.0432 0.0351
Private hospital 0.0377 0.0394 0.0397
0.0411 0.0416
0.0438 0.0463 0.0383
Trad, healer
0.0348 0.0364 0.0366
0.0380 0.0385
0.0410 0.0435 0.0354
Self-care
0.0350 0.0366 0.0368
0.0382 0.0387
0.0412 0.0437 0.0356
NOTE: [The increases in costs and reductions in time and distance are only
in Government health centres].
(2) Base-line elasticities as at the time of the survey.
(3) Elasticities when the cost of treatment is increased by 5%.
(4) Added to (3) above, total time and distance is reduced by 5%.
(5) Elasticities when the cost of treatment is increased by 10%.
(6) Added to (5) above, total time and distance is reduced by 10%.
(7) Elasticities when the cost of treatment is increased by 850 frs CFA.
(8) Elasticities when the cost of treatment is increased by 1,200 frs CFA.
(9) Elasticities when only the total time is reduced by 10%.
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However ilic price-elasticity of demand for health care is smaller when it is
accompanied by a reduction in the distance travelled to seek health care and the time spent
in seeking this health care (improved accessibility) (Table 9.5). The lesser sensitivity to
change of price in the presence of any improvement is probably related to the fact that people
might regard this as an improvement in quality and are willing to pay more for it.
9.10 PO T E N T IA L O F C O M M UNITY FINA NCIN G T O RAISE R EV EN U E.
As indicated above, the fee elasticity is low and any price effect may be "cancelled
out" by an improvement in the distance travelled and time spent for treatment.
For the estimation of the potential revenue that can be raised by the introduction of
community financing in government health centre, the formula proposed by Ellis (1987) and
discussed in appendix 9.3 will be used. The estimated revenue that can be raised is indicated
in table 9.6. The actual revenue keeping the decrease in utilization at different community
financing levels constant is 51.3% of the potential revenue when the various factors have been
taken into account. This is however an overestimation. The level of the actual revenue is one
that can make a contribution to the health care cost for the government health centre. The
actual revenue recovered might be lower than indicated due to the existence of close
substitutes of health care provided by private health centres.
As already noted, when there is an increase of community financing, there is a
reduction o f utilization. Introducing and/or increasing community financing w ould bring in
some resources and at the same lime would deprive a segment of the population o f access to
affordable health care. The utilization trends in the district in the past years have indicated
seasonality and a decline (appendix 4.5) which has been attributed to the econom ic crisis
which results in people having less disposable income (lilvack, 1992).
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TABLE 9.6: 1*01 IM IA I. AND ACTUAL. R E V E N U E RAISED BY D IF FE R E N T CO M M U N ITY
CI1ARI* E LEV El-S IN A G O V E R N M E N T H EA LTH C E N T R E (am ounts in FCFA ).

Community
Financing charge
(ciaf)
200
500
600
750
850
1000
1500

Annual Potential
revenue (J )

Actual Annual revenue

521,429
1,303,571
1,564,286
1,955,357
2,216,071
2,607,143
3,910,714

267,493
668,732
802,479
1,003,098
1,136,844
1,337,464
2,006,196

n

It is here assum ed that other health care providers do not raise or introduce community
financing or user lees. If the community financing charges collected arc left in the health unit
and this is used for example, to open up health posts in the villages, to pay transport to sec
patients for outreach activities, there will still be a reduction in utilization but not as would
have occurred if the fees were all paid into the government treasury.
The am ount raised w hen compared to what is spent is not really much (see dft-c* It*
for health centre expenditures per month). Taking just the community financing at 200 frs
cfa per outpatient, the revenue generated is already covering from between 15% to 23% of *46

Annual Potential Revenue (APR) = Fee level X Number of outpatients per day X 365 X 5/7.
For example, a health centre seeing 10 patients a day will provide the following potential revenue if a visit
is priced at 200 cla lrancs per visit.Assumption is a working week of five days.
APR = 200 frs * 10 patients * 365 days * 5days/7days = 521,420 Frs cfa.
46 For calculation ol the actual revenue, it is assumed that 75% of outpatients will be eligible to pay
but only 90% of these will be able to pay. On introducing the community financing it is also assumed that
5% of the patients and consequently demand will reduce though this might increase with increasing levels
of fees. It is held constant for ease of calculation. In the final analysis, after administrative costs have been
paid, only 80% ol the revenue is left in the health centre for the health committee to use in improving the
accessibility of health services to the population.
Actual Annual Revenue (AAR) = Potential Rev X 0.75 X 0.9 X 0.95 X 0.8
521429 • 0.75 • 0.9 * 0.95 • 0.8 = 267,493 cla francs (cfa).
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a government health centre cost. This means that Community financing cannot by itself cover
all the recurrent cost of the government health centres.
9.11

SUM M AKY.
In this chapter, the factors that are associated with the choice of health care providers

in a health district have been explored using a multinomial logit model. The choice o f health
care provider is associated with time spent for treatment, household income and size, distance
to health provider, socio-economic status and price.
Estimating the impact of community financing on utilization of health care providers,
it is seen that there will be a decrease in utilization of public health care facilities (health
centres) w ith the introduction of community financing. This has important im plications for
the revenue that can be expected to be raised if community financing is introduced/increased.
Health professionals and traditional healers indicated during the focus group
discussions that they had noticed a drop in the number of patients who consulted them a year
ago. This was attributed to a lack of money, change in morbidity pattern and the econom ic
crisis in general.
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CHAPTER 10
DISCUSSIO N O F R ESU LTS.
10.1 IN T R O D U C T IO N
This chapter discusses the results of this study which has attempted to
determine the responsiveness of health care demand to community financing. It starts
with a discussion of the m ethodology followed by that of the base-line utilization of
health care providers in the district especially the factors that influenced their choices.
10.2 D ISC U SSIO N O F T H E M E T H O D O L O G Y O F TH E STUD Y.
A num ber of methods which are complementary were used for this study. The
household interview survey (HIS) carried out in the home of the respondent collected
information about the use of all health services in the district. From the literature
review, it is indicated that this method cannot collect information on a very "sensitive"
subject like the use of traditional healers and cannot explore in detail why a service
was used (K roegcr et al. 1988). It w as therefore necessary to use a qualitative method
-Focus group discussion - to explore some of the altitudinal and subjective factors that
influenced the use of health services. For example, staff dCtt«’tuJci, was indicated as an
important factor in the choice of public health services. It was also used to determine
the degree of com m unity support for community financing while examining the beliefs
and practices o f the community members, a thing which could not be done by the
household survey.
The H IS m ethodology was used to collect data that was used for econometric
modelling w hich is one method of econom ic evaluation (Carrin, 1984). Econometric
modelling has so far been used only in three countries south of the Sahara:
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CHAPTER 10
DISCUSSION O F RESULTS.
10.1 IN TR O D U C TIO N
This chapter discusses the results of this study which has attempted to
determine the responsiveness of health care demand to community financing. It starts
with a discussion of the methodology followed by that of the base-line utilization of
health care providers in the district especially the factors that influenced their choices.
10.2 DISCU SSIO N O F T H E M E T H O D O L O G Y O F T H E STUDY.
A number of methods which are complementary were used for this study. The
household interview survey (HIS) carried out in the home of the respondent collected
information about the use of all health services in the district. From the literature
review, it is indicated that this method cannot collect information on a very "sensitive"
subject like the use of traditional healers and cannot explore in detail why a service
was used (Kroegcr et al. 1988). It was therefore necessary to use a qualitative method
-Focus group discussion - to explore some of the altitudinal and subjective factors that
influenced the use of health services. For example, staff ft1t>UJcs. was indicated as an
important factor in the choice of public health services. It was also used to determ ine
the degree of community support for community financing while examining the beliefs
and practices of the community members, a thing which could not be done by the
household survey.
The HIS methodology was used to collect data that was used for econom etric
modelling which is one method of econom ic evaluation (Carrin, 1984). Econometric
modelling has so far been used only in three countries south of the Sahara:
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Cóle d'Ivoire ( G crller et al. 1990; Dor et al. 1987), Kenya ( Mulhuri cl al. 1989;
Mwabu cl al. 1986) and recently Nigeria (Akin, Denton cl al. 1990).
As concerns this study, several problems have been identified and attempts
made to overcom e them while applying econometric modelling to the HIS data. These
problems can be classified into two broad categories.
(i) Issues concerned with methodology of data collection
(ii) The basis of econom etric modelling,
i) ISSUES O F M E T H O D O L O G Y
The EPI methodology was used to sample the survey units. In general principle,
b*households are supposed to'sam
pled independently of each other to get a representative

sample. However by using this method and selecting a starting households and m oving
to the nearest one does not appear to result in a selection of a representative sample.
Households w hich are in the sam e geographical area might have some factors which
are common to them (that helps or prevents them from seeking health care for
example). In this study, the problem was surmounted by dividing the villages into
smaller units w hich were treated as individual sampling frames. By so doing, the
chances of the chosen houses being a representative sample o f the households in a
village were high.
Health care providers are not a homogenous group but include a range of
traditional, m odern public, m odem private and informal health care providers. Even
within the packages provided by the different providers, a range of preventive, curative
and promotional care is available. Health care has been discussed as if it is a
homogeneous com m odity. Health care is heterogeneous and includes drugs, out- and
inpatient care, doctors’ and nurses’ services, immunization cam paigns, sanitation
services, Health Education, health promotion, hospital and nursing home care. The
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above consideration led De Ferranti (1985) to categorize health care into three main
groups; curative care, patient related preventive care and non-patient related preventive
care. This study concentrated on outpatient care as a whole. The price-elasticity of
demand was inelastic and it might have been different if outpatient care was
disagregated into its various components in which case, demand might have been
elastic with price for some of the components. Furthermore patients might have
suffered from more than one illness but this study considered only the chief com plaints
(illness) reported.
Considering the household levels, perhaps a more serious problem was the fact
that most of the women were out in the farms w hen the interviews were carried out.
Because of this, men tended to report more of their illnesses and the actions taken than
those of women. If they were present, it is assum ed that they would have indicated
their illnesses. Even if the women were present, access to them would still have been
difficult. It would have been impossible to get the information from them in the
presence of their husbands since it is culturally not accepted that somebody’s wife be
left with strangers. The underrepresentation of the ailments of women compared to
men can also be attributed to the fact that the interviewers were all males. The
husbands might have been reluctant to tell interviewers what their wives were suffering
from especially as they were local people. The results have therefore to be interpreted
with some caution. However the sampling was randomly done (see appendix 6.1 for
contrast of the sex and age distibution of the study sample with that of the last national
census results).
ii) THE BASIS OF ECONOM ETRIC M ODELLING.
The limitation of this study to the first health care providers used gives a
simplified view of the health seeking behaviour o f people in this district and the
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factors assum ed to influence this behaviour. This ignores the diversity of treatments
that people undertake in ease of an ailment. But this study could not be done in any
other way because the interest was not on sequential choice of health care providers
but only on the first provider chosen for a given episode. This w as done for the simple
reason that, w ith community financing, it is envisaged to charge a registration fee in
the health centres for the first visit. Subsequent follow-up visits to government health
units are assum ed to be free of any charges.
This study used a discrete choice framework and the analysis is based on the
choice-preference approach. This takes account o f the choices that are available to
people in a given area and postulates people’s behaviour with respect to the
characteristics o f the choice. Adopting this approach permits a sim plification to be
made( i.e. only one trip by the individual has to be surveyed) to allow the analysis of
choice using quantitative methods (Desmond, 1991). A multinomial logit analysis has
been used because the health area population has the possibility o f making a choice
from among m ultiple health care providers.
The estim ation of the demand model is based on the utility theory. M arkets
which are effective assume that consumers, in this case patients, are able to order all
combinations o f health care services and/or providers according to their preferences
and will select the first choice. The ordering will include a consideration of the price
and other costs that the patient will pay out-of-pocket. It is also assum ed that the
patients know the benefits as well as the probabilities of all the risks involved.
Unlortunately, in health care, these basic principles may hold to a lesser degree.
Using a model assum es that the situation is static and the relationship between
demand and the independent variables remains constant over time and elasticities can
be used to explain it. Using elasticities which estimate the effects o f small price
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changes, it is not clear what will happen in case of major price changes. Furthermore
the price responsiveness of demand arc small probably because it was impossible to
control for the severity of the ailments and the quality variation across facilities.
103 TREATM ENT CHOICE BEHAVIOUR.
The finding of this study that 30.5% o f respondents reported self-care in
response to an illness is a little less than the 35% found in a Norwegian study as
reported by Grimsmo quoted by Dean (1986). Unlike in this study, in that from
Argentina, a greater proportion of the respondents (56.5%) indicated that they
undertook self-care (self treatment and doing nothing). The above means that the
probability o f being sick and seeking professional treatment is 0.12 per 2 w eeks (47)
or 0.24 per month while that for being sick and seeking no treatment is 0.05 per 2
weeks or 0.11 per month. This is within the limits of findings that the probability of
being sick and seeking treatment in Kenya, another Sub-Saharan African country, lies
between 0.22 and 0.26 per month (Huber, 1993).
Of the 419 who sought professional treatment, 68 (16.2%) were treated by
traditional healers. The "modem" health services were visited by only 351 persons
(83.7%) giving a period prevalence of 10.2%. O f this percentage, the governm ent
health centres were consulted most as was the situation seen in Kenya by M wabu
(1986). The above finding differs from that found in Cairo, Egypt, where 71% of total
outpatient visits were made to private and charitable hospitals (Ellis et al, 1994). The
period prevalence would have increased if the female illnesses had been better
The probability is calculated by dividing the number of people who reported an illness and used
professional health eare providers (including traditional healers) divided by the total population surveyed.
In this case, 419/3441=0.12.
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reported. II

i Ii i n

is extrapolated to an annual rale, an estimated 2.7 visits (■ ***) per

person per te a r is made to providers o f "modern" health care. If the norm o f 2.5 visits
per person per year proposed by King (1966) lor health care planning in Africa is
accepted, the reported ratio o f 2.7 is slightly more than that reported by King. This is
however lower than the 3.3 contacts per person realised in China (Gu Xingyuan,
1993). This results suggest that in the area of this study, the people are keen on
seeking m edical care when sick from providers of "modern" health services.
10.4 BA SE-LIN E UTILIZATION OF HEALTH PROVIDERS.
Health resource available to the rural population in this health district is
pluralistic. T his pluralistic nature o f the health resources has also been indicated by
studies in Bangladesh (Claquin, 1981), Ethiopia (Slikkervccr, 1990), Côte d ’Ivoire
(Lasker, 1981), Nepal (Subedi, 1989) and more recently in the South W est Province of
Cameroon (B atangan, 1992). This study like the one done in the South W est Province,
found that people have four or more major alternatives which include (1) treatment by
public health facilities, (2) treatment by mission or other private health facilities, (3)
treatment by local traditional healers and (4) self-care <4V,. Self-care in this case does
not only refer to the taking of m edications but includes remaining in bed and reducing
normal activity. This has in other surveys been taken as indicators of poor health.
Berkman quoted by Dean (1986) proposes that this be taken as health care rather than
'Ibis is arrived at by dividing the period prevalence by 100 and multiplying by 26; the number of
2-week periods in a year.
Some patients who have been to a health unit before know the names of some drugs used for
particular ailments. These patients, when sick with something which they evaluate to be similar to an earlier
ailment or one suflcrcd by a relative or friend, simply go to pharmacists and ask for the drugs. Some may
seek advice Irom the "lay doctors" the pharmacists. 'Ibis is part of what is termed self care. The other part
is made up by those who decide to use a traditional medicine or a "modern" drug they have at their disposal.
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.is a measure of morbidity or disability. In this study like in many others (D ean, 1981,
198r>. 1989; W ilkinson et al. 1987), it has been seen that many symptoms and illnesses
are treated outside the formal health system. Sell-care and traditional healers are
expected to persist as alternative treatment options probably because of their cultural
compatibility with patients especially those from rural areas.
The alternatives as mentioned above and noted during the qualitative p art of
this study (confirmed by the results of the household interview survey), differ from
each other in a number of ways. First, those who undertook self-care used traditional
home rem edies and "western" medicines but the other alternatives used either one or
the other though this does not rule out the fact that traditional healers can adulterate
their herbs with "western" medicines. This phenomenon of adulteration of traditional
medicines by traditional practitioners has been noted in many other areas. For example,
in India, Bhalia cl al (1975) quoted by Akin et al (1985) discovered that 70% o f 93
full time traditional practitioners used "modern" medicine exclusively or in
combination with indigenous medicine.
O f all those surveyed and aged 15 years and above, only 603 reported an
illness, giving a general period prevalence o f 17.5% within a recall period of tw o
weeks. This prevalence is lower than others: 25.3% from Argentina (Krocger c t al,
1988), 30.5% from Nigeria, 34% from India, 33.1% from Indonesia, 38.7% from
Colombia and 30.5% from Ethiopia (first round survey) (Makonnen, 1985) but higher
than the 12% estimated from a household survey in Cairo, Egypt (Ellis et al. 1994).
The differences might be explained by the fact that in some of these countries like
Ethiopia, the population was made to understand that the government was going to
send health workers to treat the sick and injured. People might therefore have
overreported though from Ethiopia, Slikkerveer (1990) also reported a prevalence of
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37.1% w ith a recall period of twelve m onths which is less than the 17.5% found in
this study for a reference period of two weeks. With the study reported by Slikkerveer,
the m em ory loss and a bias towards chronic diseases might have been greater and
probably responsible for its lower prevalence.
The difference might also be attributed to the lower rates of reporting o f female
morbidity by the head of the household in the Ndop survey. It is found in this study
that men dem anded more health services than women. This is in contrast to a study in
Italy of the demand for health services w hich found that "women on the average
demand 20% more services than men..." (M apelli, 1993). On the other hand, Kroeger
(1985) quoted a study done in Ecuador where women reported more illness episodes
than men b u t did not use more health services. Frerichs et al. (1980) in a household
survey in B olivia did find a higher reported rates of female morbidity.
If th e prevalence of this study is extrapolated to an annual rate, an estim ated
4.6 episodes per person per year i 50) is obtained. This rate is a little more than three
times the 1.34 reported from Rwanda by Shepard et al (1987). 69.5% of the episodes
in this study received some form of treatm ent from a health care provider in the
district w hich is higher than the 43.5% found in the study from Argentina (Kroeger ct
af, 1988), higher than the 63% estimated from a study in Cairo, Egypt (Ellis et al.
1994) but low er than the 76% reported from Rwanda.

v' The period picvalcncc is calculated by dividing the number of those reporting an illness by the total
population surveyed multiplied by 100. The annual rate is then the multiplication of the period prevalence
by 26 two-week periods since the recall period was two weeks.
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10.5

FA C T O R S INFLUENCING DKMAN1) AN1) LEV EL O F U TILIZA TIO N
O F H EA LTH SER V ICES.
This section will discuss the findings as concern the factors that influence the

demand and utilization of health care in the health district under study. The household
characteristics will be presented and discussed followed by those of the health service.
10.5.1 T H E IN FL U E N C E O F IN D IV ID U A L AND H O USEHO LD FA C T O R S ON
T H E C H O IC E AND LEV EL O F USE O F H EA LTH CA R E PR O V ID ER S.
The partial coefficients explain the responsiveness of the total public health
centre expenditure (proxy for quantity o f care used) to changes in each of the
independent variables. The partial coefficients of all variables were less than 1. Each
of the variables w ill be discussed below,
i) IN C O M E
Income is statistically significant for the choice of facility but inelastic. Health
care in this area is not a luxury but a necessity [(low price elasticity (0<|np|< l) and
income elasticity (0<ny< l)j. It is a normal good since the income elasticity is positive
and the effect ol price is less for those who have higher incomes. On the contrary,
Musgrove (1983; lound in Latin America that the income elasticities ranged from 0.81
to 1.34 resulting in the conclusion that health care is a luxury good since on the
average income elasticity is more than unity. Newhouse (1977), using data sim ilar to
that of Musgrove had income elasticities ranging between 1.13 and 1.31.
From the estimated models, income is not associated with the expenditure made
at public health centres. The above situation is important lor the explanation o f the

difference in he.ilih care consumption between the rich and the poor. It means that the
poorest households spent the greatest proportion of their income for health.
W hen the total household monthly income was divided up into quintiles, it is
seen that the expenditures/visit (including opportunity cost of lime) for treatment
varied from a low 2,808 cl'a francs (CFAF) (US$7.9) for the first and lowest quintile
to a high 7,259 cfa francs (CFAF) (US$106.3) for the highest income quintile. This
represented a range of 8.2% to 25.9% of average income of the quintile being spent
lor treatment. T his association between higher income status with higher health care
expenditure has also been reported from rural Indonesia (Berm an et al, 1987). This
probably indicates the fact that the rich preferred using the private health care
providers as w as the case from another study from Indonesia (Chernichovsky and
Meesook, 1986). It could also be related to the greater use of all providers (Lasker,
1981).
This phenom enon of people with higher incomes tending to use health services
equally or m ore even when they are free, as found in this study, (table 6.5J) is not only
limited to the area of this study but has also been documented in literature for
developed and developing countries. Nyman and Kalimo (1973) and Salkever (1975),
comparing health systems present data indicating this tendency. Schwabe (1990) also
noticed a sim ilar tendency in Sudan. Several explanations have been put forward to
explain this seem ingly controversial situation where the poor or those in the lower
socio-economic group access the health services less than the rich. A m ong these
include the lack ol financing, the culture of poverty and the cultural differences in
health bcliels and the way the health care delivery system is structured [referral
system, level ol supply of services and distribution o f services! (Neumark el al. 1992;
Kundcll and W heeler, 1979; Dutton, 1978). It might also be related to the lower
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educational levels ol the poor as well as to the opportunity cost of lime of the poor
especially if they have to seek health care during the farming season (M wabu, 1988).
The expenditure/visit for health care in public health centres takes up alm ost
0.1% o f total mean household monthly income for some people (Table 6.1$. T hough
the percentage of mean household monthly income spent lor treatment in public health
centres looks small, it is necessary to consider the fact that the time the households
need health care might not be that at which income is available. The percentage of
monthly household income spent for health care excluding the opportunity co st of time
varied from 10.1% lor the wealthiest to 20.7% for the poorest 25% of the respondents.
If the opportunity cost o f time is included the range increases from 11.4% for the
wealthiest 25% of respondents to 25.7% for the poorest 25%. The trend is in
agreement with what was found in Côte d ’Ivoire (Lasker, 1981) where it w as found
that the percentage spent for health care is inversely related to income. H ow ever, in
absolute terms, the am ounts spent by the poorest households is less than that spent by
the wealthiest ones (Griffin et al. 1983). Other studies have had similar findings. In
Kenya and Tanzania, it has been found that the disparity in health expenditure between
the poor and the rich on an illness episode w as quite great, 64% and 29% of
households income in Kenya and Tanzania respectively was spent by the poorest
quartile (Gomes, 1993) for a illness episode described as typical. This is in direct
contrast to the 1% spent by the highest quartile on an illness episode in both countries
(Gomes, 1993). In both countries, free or low cost health services were available.
The impossibilty o f comparing these studies might be attributed to the different
methodology used in calculating the incom es and treatment cost. In this study, unlike
the others, income does not only refer to the available cash but includes the m onetary
value o f the weekly own-consumption o f agricultural products, family allow ance, sales
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ol crops, and owner-occupied rents. Since income is based on dial which is sclfreporled and it is well known that there is a seasonality ol' many sources of income
(Mwabu, 1988) in rural areas, the studies might have not been carried out in the same
seasons.
Incom e alone cannot produce' good health as is the case with the direct
provision ol' health care; hence it does not give rise to the demand lor health care.
Income is used to buy those ingredients necessary lor good health like nutritious lood,
good drinking w ater, good housing and improved environmental sanitation. People
w ith more income will be able to use health providers and be able to buy the required
ingredients w hen needed more than those who have little or nothing at all. This study
like one from Cairo, Egypt (Ellis et al. 1994), found that health care expenditure
increased w ith increase in income,
ii) SOCIO-ECONOM IC LEVEL.
From a policy point of view, it is interesting to note that of all those sick and
consulted the different providers, only 10.0% and 5.9% of those using the private
health centres and private hospitals respectively were from the poorest 25% of the
respondents. This compares to the 60.0% and 50.0% of the respondents using the
private health centres and hospitals respectively from the wealthiest 25%. The
wealthiest group of respondents use the private health units more than the poorest
group (table 6.5). Though fees exist in private health units, there are still poor people
who are able to pay.
On the other hand, 24.1% and lfc.5% of those using government health centres
and hospitals respectively were the poorest 25% of the respondents whereas 22.2% and
32.1% using the same government health centres and hospitals respectively were those
who were am ong the wealthiest 25% (table 6.5). In rural Indonesia, Berman cl al
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(19S7) also found thaï the poorer households use low cost government health units
even w hen they perceived them as providing less effective services. In this study in
Ndop. the wealthiest and the poorest appear to use the government health centres in
almost the same proportion but the wealthiest use the government hospitals m ore. This
lends support to the hypothesis that the choice o f health care from public health
centres is negatively influenced by socio-econom ic status. That is, people in the higher
socio-economic group will choose to consult at a private health unit rather than at the
public health centre (table 9.2). This finding is in contrast to the positive influence of
the socio-econom ic status reported from Côte d ’Ivoire by Lasker (1981). It is further
found in this study carried out in Ndop that 23.5% of those who consulted traditional
healers were am ong the poorest 25% compared to 20.6% from the wealthiest 25% of
the respondents. This trend is seen with self-care where 34.8% were from the poorest
25% and only 18.5% were from the wealthiest 25%. This is comparable to results of a
study carried out in Ethiopia where residents o f higher socio-economic neighbourhoods
in Addis Ababa used modem medical care m ore and traditional healers less frequently
(Kloos et al. 1987). Studies of utilization patterns done in different parts of the
developing world have indicated that the poor use more the traditional healers and free
public sector units while the rich consult more the doctors where they are likely to pay
and seek care in private health units. In the Philippines (Akin el al. 1985), in Indonesia
(Chernichovsky and Meesook, 1986) and in M alaysia (Heller, 1982), similar
conclusions have been arrived at. This is probably a reflection of the different attitudes
to health care held by people in different social groups. It might also be because
traditional healers are believed to be less costly and flexible, accepting credit in
contrast to the "modern health units”. These characteristics of traditional healers are
important in rural areas where incomes might be seasonal (Mwabu, 1988).
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M ost of llio poor respondents prefer to consult traditional healers or undertake
self-care com pared to the wealthiest respondents. Visits to government health centres is
almost sim ilar notwithstanding the socio-economic group. This means that the free care
in government health centres which was intended to help the poor is not achieving that
aim since the rich are equally represented.
The effect of community financing on accessibility by different socio-econom ic
groups may differ. Even in the supposedly "free" system now in operation, this study
found that the accessibility patterns of the different socio-econom ic groups varied
considerably. The findings of this study are in line with those o f others like Nyman
and Kalomo (1973); Fergusson et al. (1984) and Gwendclman el al (1986).
The pioor who report more illness than the rich have no faith in the public
health care delivery system which they regard as dehumanizing and offering little or
no continuity of care. It is therefore not surprising to see that 35.9% of the 170
respondents who indicated that they were not prepared to buy any insurance card if it
were proposed to them because they had no confidence in the health care delivery
system. T hey consequently might not use the system when in need because they lack
confidence.
N otwithstanding the above, community financing should not be rejected as a
means of financing the health service. There arc many countries that have had an
improvement in health and health care while requiring that patients pay for
components o f their care (McPake, Hanson, and Mills 1991). In countries where the
gap between the rich and the poor is very w ide (large inequality of income and
wealth), the possibility o f community financing acting as a barrier to seeking health
care should however not be ignored.
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iii) HOUSEH O LD SIZE.
Household size has a positive association with health care expenditure in the
public health centre (see table 8.3). It is hypothesized that a larger household will have
a lesser pier capita income than would have a smaller household. When the pier capita
income was regressed against household size, the coefficient assumed a negative sign
confirming the inverse relationship betw een income and household size. Coreil (1983)
found that families in Haiti with four or more children were limited in their abilities to
pay for medical care.
The large households will choose to seek health care from public health centres
rather than from private ones (see table 9.2). This is because the care in public health
centres is provided free of any charge at the pioint of delivery though the drugs have to
be paid for by the patient. This is unlike in the private health centres w here fee-forservice is practiced in addition to the buying of drugs.
The above findings are in line with the repiort from Colombia that family size is
positively related to health seeking behaviour (Selwyn, 1987).
10.5.2 THE INFLUENCE OF H EALTH SERVICE’S CHARACTERISTICS ON
THE CH O IC E AND LEVEL O F USE OF HEALTH CARE PROVIDERS.
i) PRICE FOR HEALTH SERVICES.
In K enya,M wabu and Mwangi (1986),found that even when fees were charged,
low income pieople still were more likely to visit government facilities w hich is in line
with the findings of this study. However, in this study 1.3% of the poorest 25%
consulted at private health centres, 1.3% at private hospitals and 10.6% at traditional
healers where payments for services is mandatory. This again supports the assertion
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lhal even lhe poor now pay for health eare especially as paying lbr health care is not
new to most if not all of them in this district. While asserting that the poor arc paying
already for health care, one needs to be careful because if a Hat rate for all were lo be
charged in the public health units, this would be regressive since it would lax the poor
more especially as most o f the government revenues come from indirect taxes. This is
a conclusion arrived at by Gertler et al (1987) from a study in Peru. A study recently
carried out in another Province in Cameroon ended w ith similar findings. Litvack
(1992), com paring the cost of care 51 at health centres in areas with and without co
financing 52 found out that in areas with co-financing, the average cost o f health
centre care increased significantly compared to areas without. Furtherm ore, she found
out that the cost of treatment for the poor also increased significantly in areas with co
financing com pared to areas without though the cost per episode did not increase on
the whole.
The average visit (consultation) price at government health centres is alm ost
three times m ore than at the private health centres whereas they were m ore than five
times higher at the public and private hospitals. This difference is attributed to the fact
that officially government regulates the charges in private health units, and no
regulation takes place in governm ent health centres since no collection o f fees (except
for drugs) is supposed to be done. Any fee collection in the public health centres is
therefore illegal and usually inflated for the gain of the collector(s).
Seeking ihe influence of price on the choice o f health care, it was again seen
that the direct and cross-elasticities were all less than 1 meaning that people were not
51 Cost of care as used by Litvack (1992) refers lo the amount a person spends to obtain care which
includes transportation , consultation, drugs etc and the opportunity cost of time seeking health care.
52 Co-financing relers to a situation where people are asked to pay for services (drugs, consultation etc)
in health units which had earlier been provided Ircc by the state.
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very sensitive to price. Lack of information on the quality of care in the health units
might have resulted in the low price elasticities observed. Prices charged often relied
the quality of care provided. Unable to control for quality, confounds it with price
effects and tends to take the estimated price effects towards zero since price and
quality influences demand in opposite directions. In Ghana, Lavy and Germain (1993)
estim ated the demand model with and without quality variables. The price coefficient
was found to have declined from -0.11 to -0.08. This suggests that when quality
variables are not taken into consideration, the price elasticity is biased downwards.
The tendencies in this study arc similar to those in other studies from Burkina
Faso (Saucrborn et al. 1994), the Philippines (A kin, et al. 1986), Rwanda (Shepard et
al, 1987) and M alaysia (Heller, 1982). In M alaysia, for example, it was found that the
cash price elasticity of demand was -0.15 for public outpatient clinics com pared to 0.06 in this study and in Malaysia, the total outpatient demand -0.04. As concerns the
choice of the health care provider, consumers are seen in this study to be as responsive
to relative cash price o f public outpatient as was the situation in Malaysia (H eller,
1982) (sec table 9.5).
However, some of the studies done in developing countries and quoted above
have also found that demand which is inelastic for a whole sample might becom e
elastic when analyzed according to income quartiles (Sauerbom et al. 1994; G ertler
and Van der Gaag, 1990). The rich appear to gain more from public subsidies than the
poor probably because of (i) the private costs such as transportation and the probable
illegal paym ents to health personnel made mostly by the poor. This is a situation that
has been noticed in Ivory coast (Lasker, 1981). In Cameroon an article appeared in a
newspaper indicating the scale o f this problem and its effects on the patients especially
the poor [see appendix 1.2) (ii) the differential costs and benefits especially as the
268

poorest people lend to live in rural areas and consequently have to travel farther to
health units,
ii) D ISTA N C E.
The sample in this study faces an average travelling distance o f 1.27 km to the
traditional healers, 6.9 km to the health centre and 42 km to the hospital. Kadi and
Segall (1981) indicated for Ghana that as distance increased, the level o f use of
providers decreased except for the use of hospitals where the reverse was true. When
combined with other factors like tim e and transport cost, the effect of distance is
greater.
If 10 kilometres is taken as the radius of the catchment area of the health care
providers, it is seen that just 4.4% o f patients of traditional healers com e from beyond
their catchm ent area compared to 23% for the health centres and 81.9% for the
hospitals. M ost of the visits to the hospitals (58.3%) are made by people who travel
thirty kilom etres or more (table 7.7). The above findings are supported by the views of
participants during the focus group discussions who indicated that traditional healers
were their "next door neighbours". Surveys and reports have shown that most patients
visiting health units are from the immediate vicinity. For example, in a study
undertaken in a training health centre in Gondar, Ethiopia where ante-natal services
were free, it was found that 73% o f the patients were residents of the town; 9% came
from a radius of ten kilometres and 18% from as far as 120 kilometres (Ayalew,
1985). T his study indicates that 95.6% of patients of traditional healers come from
within their catchment area com pared to 77% for the health centres and 81.9% for the
hospitals. T he government health centres and self care w ere seemingly very popular
with most people especially the poorest 25% of the respondents. This popularity may
be attributed to their nearness to the respondents and their less costly treatm ent
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compared lo iho private health units. Lasker (1981) confirms this point by indicating
that "people use first what is most available to them and that in cases o f serious illness
they are w illing to make a greater effort to try something else which m ight be better".
As expected an increase in the distance travelled led to an increase in
expenditure in the government health centre, hence the distance variable took a
positive sign when regressed with the total expenditure in the health centre. Morrill
(1970) indicated that people choose treatm ent sites (hospitals) on considering
accessibility in the same way as they w ould choose where to buy their basic things.
This is done by cutting down the travel time or cost, hence the nearest is chosen,
iii) T R A V E L AND W A ITIN G T IM E .
The travel time for treatment is negatively related to the choice o f health care
providers. This implies that as the time taken to seek health care increases, the utility
obtained from the provider is seen to decrease. Unlike in this study, a study in the
Philippines found that travel time was found not to be significant in the choice of
provider for outpatient care (Akin et al. 1986).
Concerning waiting time, the longest was indicated by those w ho had visited
the governm ent institutions. W aiting tim e to seek health care took a positive sign when
regressed against expenditure. This is probably due to the fact that som e people take a
long queue in a health unit to represent evidence of good quality of care. As Akin ct al
(1986) found in the Philippines, as time to use public health facilities increased, the
use of the public units in relation to the private ones also increased. T hey explained
this by saying that there might be " the obvious possibility that waiting lime at public
facilities may be positively correlated w ith higher quality medical care". This however
goes contrary to earlier thinking by A kin et al (1985) that waiting time at public units
made them less desirable to people. On the other hand, Heller (1982) noticed the same
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phenomenon but explained it by indicating that his sample like the chance lor
"socialising" linked with the use of outpatient services in Malaysia. From the above it
is seen that any efforts to reduce waiting time will reduce the cost of care to the
patient at the government health centres but unless the quality effects arc disentangled,
any reduction in waiting time might have little or no impact on the behaviour of
patients.
10.6

O T H E R FACTORS INFLUENCING THE DEM AND A N D LEVEL OF
UTILIZATION O F HEALTH SERVICES.
It w as determined from the focus group discussions and indepth interviews that

cost cam e out as one of the factors that determines the choice of health provider. Other
factors identified included (i) the cause and seriousness of the illness - if the illness
was evaluated by the household to be serious, the probability of choosing a provider o f
"modem" health care w as high; (ii) the fact that the home treatm ent of the illness is
known or not - in case it is known the probability of self-care is higher; (iii) the
attitude o f health workers in public health units - the unfriendly nature of health
personnel in public health facilities was highlighted as a deterrent to the use o f public
health units. It is however difficult to demonstrate this empirically though w orkers’
attitudes m ake up one of the things people take into consideration when making a
choice o f provider. The way people regard the workers in the government health
facilities is summarised by a government official during an indepth interview.
I w ould not say that the public health facilities arc com pletely not well
m anaged. It is just the attitude of workers in Cameroon to w ork less and
earn more.......So if you look at the line of leadership, you find that it
cannot be well managed because every worker seems to be independent.
A m an thinks the person directly above him cannot do anything much
m ore than he can do. Control is not more there. Their [workers] names
after all arc in com puters in Yaounde. Even if you write to yaounde,
they say "I can also go there". There is a difference between the
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voluntary agency health units and that o i the government. With the
voluntary agency health units, they work with sincerity. The voluntary
agency have a short circuit and strike straight away and it works
(government official).
The findings above about the factors that influence the decisions to seek care
from a provide/ are sim ilar to those that have been reported in literature about
developing countries (Igun, 1987). Schw artz (1969) talks of natural and unnatural
causes being factors influencing choice w hile Colson, (1971) mentions the factor of
cost as a barrier to utilization of health care.
10.7 CO M M UNITY FINANCING AN D AC CESS TO HEALTH SER V IC ES.
Introducing community financing is seen as a way of generating revenue for the
health system. The focus group discussions and the indeplh interviews indicated that
the people understood w hy it was necessary that community financing be introduced in
health facilities. The participants agreed w ith reasons given by some traditional healers
for introducing com m unity financing. They indicated that "They [health w orkers] buy
som ething when you are sick and cure you with. The money is to help people. I don’t
have any problem with that”, (traditional healer). They indicated their w illingness to
pay but only on conditions that the staffing and equipment situations in the health units
were im proved considerably.
It is important that community financing does not interfere with the access to
health care and the governm ent subsidies to health. Health sector revenues will only
increase with com m unity financing if the governm ent subsidies to the health sector arc
not reduced in line with gains from com m unity financing. In rural areas, poorer
households have ihe tendency to use low -cost government health services even if
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perceived to be inefficient (Berman el al. 1987). Though community financing might
not represent a high burden as indicated in this study, it may still be high enough to
discourage some households lrom seeking health care.
In this study, it is seen that the cost of health care in terms of lime lost from
work and transport expenses is substantial. It was found that in governm ent health
centres patients spent 2.3 hours for treatment and up to 5.75 hours in mission
hospitals. T he range w as from 1 to 5 hours 45 minutes. These are longer than what
others have found. Daly et al (1977) studying ambulatory care in one com m unity
found that the average amount o f lime spent for care was 44 minutes, ranging from 0
to 4 hours 40 minutes. Considering the official government regulations o f an eighthour w orking day, it means that people are spending 28.8% of a working day to seek
care in governm ent health centres and a much higher percentage in other health units.
Inspilc of the fact that the demand is inelastic to price, one still needs to be
cautious w hen introducing community financing. Even though the price elasticities are
low, the w elfare effects of community financing can be significant. This is because
given a fixed household income as appears to be the case in this district, increases in
community financing charges will imply that the consumption of other things like food
or education will be reduced. Low elasticities do not in themselves indicate whether or
not the efficiency gain from community financing or the adverse equity effects of fees
are low. In developing countries health services are already underutilized. A further
decline in use of public health centres means that serious health problems are left to
become m ore serious (Sauerbom et al. 1994). Since this study did not control for
severity and quality o f care, the price-inelasticity may be at least partially related to
the fact that individuals are willing to pay more to get health care that they perceive as
being of higher quality.
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Even wilh zero-price at the point o f service so much emphasised by the
governm ent, there arc still general com plaints of excessive expenditure for health care
in governm ent health units. The governm ent health centres see on average about 10
palienis/day and any community financing would just reduce this num ber further.
Furtherm ore any increase in cost might re-enforce existing disparities in access and
may m ake many people think of not going to seek care. People who are far from a
health unit may find that access has further been barred by the introduction of a cash
fee.
In the final analysis fewer people than otherwise would have been desirable
would utilize the health services. Households which might see their access barred
include the very poor who in m ost cases will have to forego some of their belongings
if they have to seek care. This group of people are those that struggle w ith illness and
poverty. W hen the person is ill, he is less productive and is cared for by others who
have to forego working time and money. The loss of productivity and the cost of
health care invariably leads to a sale of belongings.
It has been recom m ended that fees should be charged to encourage utilization
of low er-level primary health care facilities because health facilities like hospital
outpatient services are thought to be overcrowded by self-referred patients with
illnesses that could have been easily treated in lower-level facilities (W orld Bank,
1993). A study in Chad, for example, found that 71% of all consultations in the Central Hospital were
lor problems that could have been treated in lower-level facilities (World Bank, 1993). Even if this were
ihe case, charging a fee in this case is recommended to encourage the use of the Primary Health Care
services (Abcl-Smilh, 1985) rather than discourage it though evidence in the literature is limited. In
Lesotho, for example, higher fees were set at hospital levels compared to health centre levels with the
aim of affecting the pallcrn of demand but the pattern of demand in favour of the hospitals did nol
change (Bennett, 1989).
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What is still unanswered is the question as to whether eommunily financing will reduee
utilization. This question ean be answered by simulating the increase of increasing the initial cost with
and without the improvement in the accessibility of government health units. The improvement to
accessibility involved a reduction in lime and distance. This is achieved by re-aelivating the health posts
with trained community health workers sponsored by the communities. It can also be done by changing
the opening and closing times of the health facilities. When this simulation was performed on the data
collected (see table 9.5), it was realised that as the community financing was introduced (addition of 5%
or 10% more o f the initial price), the elasticities decreased, meaning that utilization was decreasing too.
However, when the increase was accompanied by an improvement in accessibility (reduction in lime and
disianceX” ), there w as a decrease in the elasticity but not as much as was noticed w hen

only the price w a s increased. This situation whereby an improvement in accessibility
resulted in increase in the utilization has been seen in Ghana. In Ghana, a
SIM ULATED policy of building facilities closer to households thereby reducing
distances on the average by 25%, 50% and 100% improved access to health facilities
by 42%, 95% and 245% respectively (Lavy, 1994)
10.8 R EV EN U E RAISING POTENTIAL OF COM M UNITY FINANCING.
The revenue that is got from the introduction of charges will depend on the
price elasticity o f demand for health care. If the consumption is reduced, the benefits
will also be affected. There is evidence from this study that consumption will reduce
with a price increase though not significantly. This study has used the cost of care as a
proxy for price and has also put more focus on the effects of pricing on the pattern
and level of dem and. Price changes for services of one provider may affect the
quantity of services of other providers demanded. The level of demand for substitute

53 Improvement ol' accessibility (time and distance) can be achieved by re-activating the now defunct
health posts that earlier existed in the villages, changing the opening and closing limes of the health facilities
and improving the road and transport infrastructure.
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types ol services w hose prices remain unaltered increases (as the price of one service
rises, the demand lor the other unpriced service rises).
The relationship between prices and cost-recovery in health care is com plex
since consumers make payments that are independent of prices such as the opportunity
cost o f time and transport cost. Users o f health care providers thus face a price which
depends in large part on their distance from health care provider (West and Low e,
1976). Price as used here refers to any paym ent, per unit of service, that is m ade to a
health care provider. Cost-recovery per unit of service, on the other hand, is the
proportion of unit cost that is covered by the price.
Examples o f community funding o f health care exist in many countries among
which are Zaire, G uinea Bissau, Guinea, Kenya, Liberia, Senegal, Uganda, and Zambia
(\loens,1990; Chabot et al. 1991, M cPake, et al, 1991). It has not been show n if they
yield a substantial am ount of health care finance on a national scale (Abel-Sm ilh,
1986) except in developing socialist countries where financing was based on local rural
collective production (W orld Bank, 1984)
It has been said that a user fee by itself cannot raise substantial am ounts of
resources (Yoder, 1989) hence the need for governments to continue supporting the
health care delivery system . In Swaziland, although government fees were increased by
3 to 4 times, the am ount of money collected after the fee increment was very small in
comparison with total recurrent costs. The sam e can be said of community financing.
In Thailand, though com m unity financing covered almost half of the rural villages of
the country in 19«7, it w as able to contribute less than 1% of the total health
expenditure (W ibulpolprascrt, 1991). Com m unity Financing should be just one element
in a financing approach with many com ponents and as Carrin, (1987) stressed, it is
supposed to be " a short-term solution for administratively poor countries".
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C H A PTE R 11
IM PL IC A T IO N S FO R PO LIC Y AND FU R TH ER R ESEA R C H ,
R EC O M M E N D A T IO N S AND C O N C LU SIO N S.
11.1 SU M M A R Y O F D ISSER TA TIO N
T he dissertation has analyzed the demand and utilization o f health care
providers in one health district in Cameroon. Chapter 1 presented the situation of
health care financing in Cameroon. A detailed literature review about community
financing, the demand and utilization of health care services is provided in chapter 2
while m ethodological issues that concern the household interview survey, focus group
discussions and procedures used for data collection arc discussed at length in chapter
3. C hapter 4 describes the methods and instruments used for the study, the conceptual
orientation, sampling techniques and interviewing procedures. T he selection of
households included in the study using the EP1 survey m ethodology and the
interviewing procedure are also presented in this chapter. The socio-political,
administrative, demographic characteristics as well as the national economy and health
care delivery system o f Cameroon were discussed in detail in chapter 5. The analysis
of the econom ic situation of Cameroon indicates clearly that it is an economy in crisis
with an underfunded health care delivery system.
1093 households with 6441 individuals were interviewed and only 603
households have an individual that reported an illness episode two weeks prior to the
survey. T he focus group discussions were undertaken with four groups of participants
from all the main villages of the health district selected by the different village health
com m ittees. Documcntary evidence w as obtained from health unit records, payslips of
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stall members oi health facilities, district and provincial government papers, monthly
morbidity and mortality reports from the health centres. The data collected was
analyzed using qualitative and quantitative methods. The data is presented and
analyzed in chapters 6 - 9 . Evidence is presented to show that the present government
policy of free health care does not achieve its aim of helping the poor have access to
health care. Rather than help the poor, this policy ends up benefiting the richer
members of the community by allowing them a disproportionate slice of governm ent
subsidies to the health care delivery system .
Chapters 10 and 11 presents the discussions and conclusions of the study
respectively.
11.2 W H AT IS SPECIFIC ABO UT T H E STUDY.
The debate about com m unity financing as indicated by Lilvack (1992) has so
far been treated as a "yes" or "no" problem : should it be introduced or not? The
starting assum ption for this study is that there is a felt need for community financing
now in Cameroon. Rather than argue, it w ill be necessary to look directly at the effects
that com m unity financing will have on the population without loosing sight o f the "yes
and no" question above.
Unlike most studies o f this nature in developing countries, this one takes a
broader view of health care in the district. First, in this connection, not only is a
household interview survey carried out but focus group discussions are also carried out
with the health care providers, their users and non-users. Second, the study is
formulated to assess factors which affect the choice and utilization of health care
provider in a health district. Third, using household survey data, this study attem pts to
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assess the probable cfleets of the introduction of community financing on household
expenditure and health care utilization under varying conditions. The effects of
community financing on household health service utilization, and household welfare
may vary between countries, between regions of the same country and even between
households in a given community. This study has been formulated bearing this in mind
and sim ulates a situation where community financing results in the improvement of
accessibility of government health services. Fourth, this study simulates the potential of
government to raise revenue from the introduction of community financing.
Putting this study in its proper context, consideration has to be given to the fact
that it is generally accepted that prior to introducing user fees for government health
services in areas where these were originally free, it is necessary to assess the effect
on the w elfare of the individuals especially the rural poor. This analysis o f the effects
of the introduction of community financing is the more necessary if one considers the
fact that C am eroon like most developing countries, had committed itself to the
objective o f universal access to health services whose goal has been to ensure that
affordable health care is available to all citizens irrespective of income and location
(World H ealth Organisation/UNICEF, 1978).
M ost studies have looked at community financing from the angle of user fees
for drugs. T his is understandable because it has been found that patients prefer to pay
for drugs rather than for services: patients in the past will flock to the health centres
when there are drugs but will be unseen when the drugs go out of stock (Lilvack, and
Bodarl, 1993). In the area of the study, drugs are already being paid for by the
community m em bers but the money from the drug sale is used to replenish the drug
stock. The com m unities having considered the above, have in most cases thought it
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wise lo introduce payments lor services (i.c consultations) in health units. This will
supplement any "profits" got from the drug revolving fund.
113 SUM M ARY OF FIN DING S OF THE STUDY
1) The dem and lor outpatient care from the various providers is inelastic (see table
9.4). In governm ent health centres the demand elasticity is -0.0692. It is therefore
predicted that a drop of 6.9% of the probability of using the government health centre
will result if community financing charge increases by 100%. On the w hole,
Community financing in public health centres will be accepted though th ere is a
tendency against payment in-kind.
2) Even though it is said widely in the Province that health care in public health
facilities especially in health centres is free, patients incur substantial co st fo r services
including the opportunity cost o f time, no matter the choice o f provider.
3) M ost o f the participants and users of the health care delivery system in this district
indicated during the focus group discussion that they were willing to support
community financing but theystressed the difficulties they encounter at th e present
moment (with a poor economic situation) with finding the money to pay w hether lo
mission, governm ent or traditional health care providers.
4) From this study it has been seen that the more income one has, the m o re the chance
o f spending more in public health centres (Tables ft.3 and ft.5) and the m o re the
probability o f choosing private health centres (Tables 6.9 and 9.2) com pared to public
health centres.
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5) li is worth stressing here that community financing by itself is not the best solution
but only one am ong many. This is because the amount of revenue raised is not much
com pared to the expenditure made in the health centres (see section 9.10, table 9.6).
On the w hole, there are individual, household and health care provider
characteristics that are seen to influence negatively or positively the demand and level
of utilization of health services in the district under study.
In this study, it has been shown that expenditure in government health centres
is influenced positively by income, distance, waiting time^
of people in a household) and

household size (number

assets (see tables 8.3 and 8.5).

On the other hand predictors o f the choice of health care providers include
incom e, price, household size, travel time and socio-economic level. Price and travel
time negatively influence the choice o f all providers. For the government health
centres, household size positively influences its choice while income and socio
econom ic level negatively influences it (see table 9.2).
11.4 EVALUATION (HAVE THE O BJECTIVES OF STUDY BEEN
A C H IEV ED ?).
This section will look at the specific objectives of the study to see whether or
not the study has achieved them.
i)

T o determine the base-line health care utilization patterns in the health
district.
From the survey and data analyzed and presented in chapter 6, it has been

determ ined that in the health district under consideration, households have the
possibility of choosing from among six alternatives o f health care providers. W ithin a
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two week period prior to the survey, all the groups of health care provider in the
district had been consulted (see table 6.3). 69.5% of all the reported illnesses received
some form of treatm ent from a health professional (public, private and traditional),
indicating that people in this district had high regards for medical care. The prevalence
rale was 4.6 episodes per person per year.
Households in the high socio-econom ic levels use the providers o f "modern"
health care more except for the governm ent health centres that are used alm ost in the
same proportion as those in the lower class. Those in lower socio-econom ic level
prefer to use either self-care or traditional healers (sec table 6.5).
ii)

To determ ine the influence on the choice and levels of utilization o f health
care providers of individual and household factors such as household
income, assets, household size, m arital status, education of household
m em bers and socio-econom ic status.

Levels o f utilization:
The level o f expenditure (utilization) in public health centres w as positively
influenced by household income, waiting tim e, distance, household size and
household asset. An increase in income results in more expenditure in
health centres (and implicitly increased levels of utilization). Household size influenced
the level of use of public health centres. Households with many m em bers spend more
in public health centres (use more health services) than those with many few members
(see table 8.3).
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C hoice o f health care provider:
The socio-economic level of the household, household size, travel time, price
and income play important roles in the choice of health care providers. Being in the
higher socio-economic group increases the probability o f choosing a private health
centre for health care (table 9.2).
Higher income families tradeoff price for time. Having an increase in income
increases the choice probability of a private health centre. On the other hand, a larger
household will reduce the choice probability of a private health centre,
iii)

To exam ine the perceptions of community m em bers about community
financing
Community members understood the rationale for the introduction of

com munity finance. It was not a new phenomenon because they have for a long time
been paying in-kind and in-cash for private and traditional care. They expressed their
willingness to pay for health care from public health centres though they indicated it
was difficult getting cash considering the poor economic situation of the country.
However, they reluctantly indicated that they can sell som e belongings to be able to
pay for health care through community financing. They also stressed the fact that they
will only pay if the staff and equipment situation of the health centres was improved.
In other words, they indicated that community financing could be successful if the
resources are used to improve on the present poor slate o f the health centres.
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To d e term in e (he intluenee on the ehoiee and level o f utilization of health
care pros id e r of health service’s characteristics such as price o f services,
distance tro u t households, travel an d w aiting time to seek care.

Level o f utilization:
The influence of distance is not as expected. It was expected that the longer the
distance from the provider, the more the expenditure (use) decreased. The relation was
such that an increased in distance resulted in an increase in expenditure. W aiting time
also had the same relationship with expenditure as distance.
Choice o f health care provider:
The price o f health services provided by health care providers negatively
influence the choice of provider. It is assumed that the prices o f all providers is
compared by the patient and the provider who is able to provide value for money is
chosen. From this study, there is evidence that the choice probability decreases w ith an
increase in price.
The study result indicates that as travel time increases, so loo the choice
probability of health care providers decreases.
v)

To predict the likely im pact of introducing comm unity financing of health
care in the health district.
Chapter 9 provides evidence by way of price-elasticities o f demand to indicate

that any increase in com m unity financing will result in a corresponding reduction in
the utilization of health care.
The direct price elasticities of demand were all negative indicating that any
increase in price will result in a decrease in utilization. On the other hand the cross
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price elasticities of demand were all positive indicating that any increase in price of
any alternative w ill result in displacement of utilization from that alternative charging
to another (see table 9.4).
Sim ulating the effects of introducing community financing with and without
accessibility improvements, it was seen <vhen only the price was increased, say by 5%
or 10%, the price elasticity o f demand decreased from the original values indicating a
decline in utilization. However, when the price increase was associated with an
reduction in physical accessibility barriers in the form of distance and time, it was seen
that the price elasticities declined but not as much as had been the case when only the
price was increased (see table 9.5).
vi)

To estim ate the revenue that can be raised at different cost levels.
Using a formula proposed by Ellis in Kenya, it has been shown that a

substantial am ount of cash can be recovered from the introduction of community
financing though the amount raised when com pared to what is spent is not really
much. Taking an arbitrary community financing charge of 200 frs cfa per outpatient,
the revenue generated is already covering from between 15% to 23% of a government
health centre cost. This m eans that community financing cannot by itself cover all the
recurrent cost o f the government health centres if it has to be affordable to all in the
rural community.
11.5 STRENGTHS AND W EAKNESSES OF STUDY
11.5.1 SIGNIFICANCE O F THE STUDY.
This study is one that attempts to reduce the knowledge gap existing in the
literature concerning the actual private cost of seeking health care in public health
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units in Cameroon, as one ol' those developing countries that indicate that health care
is free at the point of delivery.
It establishes a background which is important for the evaluation of the role
households can play as potential sources of financing health care. It indicates the
burden borne b\ families to get treatment for the sick.
It also attempts to make people aware of the fact that the governm ent as of
now cannot alone bear the responsibility for health care as was the case a few years
back. The success of this study to create this awareness is evidenced by the open
discussion now going on in the Cameroonian society about the introduction o f fees in
health units (See Appendix 11.1).
Finally, this study can also be seen as a direct contribution to the current
international and national debate about "cost-recovery" in the health sector.
11.5.2 W EAK NESSES OF STUDY.
The study for this dissertation was done using a modified cluster sam pling
method for the household interview survey. W ithin the constraints o f time and finance,
the EPI m ethodology was the best that could have been used.
The study was conducted only in one district from am ong m any in one of the
ten provinces of Cameroon. T his study serves as a case study, the finding of which
might not in its totality be generalized to the whole country or even to the w hole
province.
One important w eakness of this study is the under-representation of the
illnesses of women. This is probably due to the fact that most of the household heads
who were interviewed were m ales and the interviewers too were m ales.
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Jusl using a single visit for an illness probably underestimates the out-of-pocket
expenditure o f the patients. This might result in the erroneous belief that all the
patients are able to afford the cost of treatment as comes out from this study.
Political instability in Cameroon at the time of the study led to curtailing of the
scope of some elements of the study.
11.6 FUTURE RESEARCH, POLICY AND ACTION
This section looks at the need lor future research by proposing areas of major
concern and also indicates the future policy and action.
11.6.1 IM PLICATIONS FO R FURTHER RESEARCH
From the results of this study, it has been seen that demand and the level of use
of health care providers is influenced by socio-economic level. Evidence from the data
show that those in the higher socio-economic level spend a lesser proportion of their
m edian monthly income w hereas those in the lower socio-econom ic quartile spend a
higher proportion. This m eans that the "poorest of the poor" may be w ithout access to
health care even now that health care is supposedly free. This necessitates studies to
determine the best strategics of exempting those who are really unable to pay. It would
also be necessary to look at other areas o f concern.
It would be necessary to carry out similar studies in other areas.
Since there is a variation of price o f food, monthly income etc with the
seasons, it would be necessary to eventually carry out another study in the same
area but in different seasons to find out if there are any marked differences.
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Rather Ilian work on the hypothetical situation in which com m unity financing is
introduced, it would be necessary to eventually carry out a similar study when
com m unity financing is really introduced to find out if there will be any
difference between the study and this one.
Further research is needed to find out specifically how m uch people are able to
pay for community financing of the different health units w ithout having to be
w orse off than when they had started (Borrowing, selling belongings etc). That
is, it will be necessary to quantify how much was borrow ed, what was sold and
for how much etc.
It would be necessary to carry out an experimental study to determine the
im plications and reactions o f the community members to different payment
schem es (For example, do people prefer fee-l'or-service including or excluding
drugs, prepayment, fee per episode etc).
A nalyze the effects of quality of care on utilization alter agreeing with the
health care providers and consum ers w hat quality means.
T he list of areas indicated above is not exhaustive but only indicative o f the
areas w here it is thought that som e form of reform s and positive influence is possible.
11.6.2 PO LIC Y IM PLICATIO NS
Since health care has externalities, the policy objective should not be to recover
lull cost but to increase private financing while maintaining the present government
subsidies. This is necessary to im prove the fiscal constraints of the health care delivery
system and eventually use the revenue to improve equity and efficiency. This can be
done through several ways. For exam ple, by introducing or increasing community
linancing charges in the public health care delivery system or by allow ing the private
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sector to expand l'rccly, a thing not possible now due to the over regulations by the
government. It can also be done by avoiding the concentration of public expenditure
on only one group of people in one particular area as has been the case in the past
(hospitals in urban areas).
Since there is inelasticity of dem and with respect to price, charging for health
care in government health units and using the resources to improve on accessibility
appear to be acceptable and should be widely applied in this district to generate
revenue. There needs to be a system to aid the poorest of the poor who will be unable
to access health care services but one has to acknowledge the difficulty of doing this
considering the hard attitude towards the poor indicated by the health workers during
the focus group discussions. The cross-elasticities of demand indicate that when
com m unity financing is introduced, som e consumers of health care in public health
units w ill shift from them to private health units. This is good as it frees more public
resources which can then be used somewhere else though resources cannot be easily
shifted especially as "public finance is pooled centrally and redistributed according to
governm ent priorities" (Gilson, 1988). However with community financing, it is
different because it is assumed that the revenues are mobilised and managed by the
local communities. On the other hand, shifting of som e consumers from the public to
private will result in further underutilization of the public health centres. Furthermore,
the am ount of resources freed might not be sufficient to benefit the poor.
11.7 RECOM M ENDATIONS
Community financing of the health care delivery system is a necessity
considering the government budgetary constraint existing now and the health care
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needs ol ihe population. This section recommends and discusses some possible policy
areas that could be acted upon with im m ediate effect.
11.7.1 PO LIC IES TO IM PROVE EQUITY IN THE HEALTH C A R E
DELIVERY SYSTEM .
Looking at the utilization of the government health centres (tabic 6.5), it is seen
that the proportion of the wealthiest 25% of the respondents is almost the same as that
of the poorest 25% . However when the governm ent hospitals and health centres are
combined, the wealthiest are seen to use them more than the poorest. B ut when the
utilization of the private health centres is looked at, it is seen that most o f the people
were from the wealthiest 25%.
Taking cognizance of the utilization pattern discussed above, the introduction of
community financing in government health centres can be redistributive in favour of
the low income households, hence it is recom m ended to be introduced. Redistribution
is however only possible if the revenues from community financing are used to
improve the accessibility of health care in the public health centres and the community
financing is made affordable by a m ajority of the population.
A s indicated by Mwabu (1987), the low income households will benefit more
than the high income households from the improved services in the public health
centres because they will use these services proportionately more than high income
families. This is because as seen in this study and indicated above, the high income
lamilies are able to gel health care from fee-paying alternative sources (private health
centres, private hospitals). The wealthiest 25% do not need the im proved public health
centres as much as the poorest 25%. In India, it was noted that on introduction of
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cheaper services in a local community, the low income families substituted the new
services lor other sources of care than did the high income families (Parker, 1986).
11.7.2 POLICIES TO REDUCE COST T O PATIENTS
The whole health care system should be involved in finding out the best
solution to the fiscal deficit in the health sector. While introducing community
financing, it would be necessary to reduce the extra cost of health care to patients
especially those in the villages.
Extra cost can be reduced by the proper management of health personnel
especially their assignment to health units, hence the system should be decentralized
giving the health delegate in the province the authority to manage the health staff. This
is the more necessary as the health centres see just about 10 patients per day on the
average. Also important is the monitoring o f the prescription practices of health
workers. This necessitates the immediate introduction o f diagnostic and treatment
guide-lines.
There are also other positive developments such as the recommendation for a
study of the feasibility o f introducing a National health Insurance scheme as indicated
by the Ministry of Public Health (M inistère de la Santé Publique, 1992).
11.7.3 POLICIES TO IM PROVE EFFICIENCY OF THE HEALTH CARE
DELIVERY SYSTEM
The centralized system as the Cameroonian health care delivery system is
presently administered does not in any way help in the improvement of the quality o f
care and the efficiency o f public health services. Greater autonomy (decentralization)
to the provincial and district levels would be required for any substantial improvement
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in the quality and efficiency to be made. However more research is necessary in this
area of the organization of the public health services especially as W H O (1988) has
indicated very clearly that
"Decentralization of budgetary authority, for example, is crucial, to give local
managers the flexibility to use funds to suit local circum stances so that they can
respond to community priorities and plans. More generally, staff should be able
to plan their program me of work free from rigid central guidance".
Up until now the government has regarded communities and their members
only like passive consum ers who have no part to play. With the deteriorating econom ic
situation, it has become clear that the government cannot continue the running o f the
health units all alone. The government is beginning to recognize com m unities and their
members as active participants in the running of public health units. There are
structures being put into place to ease the running of the health units by the
com munities. Much m ore effort needs to be put into the formation and training of
village health com m ittees and management committees at both the village, district and
provincial levels, and at the public and private health centre and hospital levels.
A fter having done the above reorganisation, it would then b e necessary to
relocate health facilities to villages (re-activating the health posts w hich are visited at
regular intervals by health centre staff). It has been seen that the introduction o f
cheaper PH C services in a rural community resulted in an increase in the total num ber
of medical visits per capita from 6 to 10.78 (Parker, 1986). C om m unity financing
charges should be made to vary with the level of the health care delivery system
(Hospital or Health centre) and w ith the geographical situation of th e health unit
(urban and rural).
From the focus group discussions with the health professionals, lack of
incentives, limited career perspectives and lack of fieldwork allow ance contributed to
low morale am ong health workers. Staff members of public health centres and
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hospitals arc in most cases stationary in their health facilities, only wailing for patients
to com e to them. One should not lose sight of this since it appears to be one ol' the
w ays the economic crisis affects the health services delivery system. Other
manifestations include the chronic shortage of supplies (for example, Ogbu et al. 1992,
pointed out that Cameroon spent 22% of total recurrent health budget in the 1970s for
drugs but only 8% in the 1980s) and basic equipm ent noticed by almost everyone who
visits the public health facility. There is need for the service conditions of the health
workers to be reviewed as well as the equipment situation of the health units. At the
sam e time, the health workers should also be well trained to provide care which will
be seen by the patients to be of high quality.
The stall cost and drugs make up a little m ore than 90% of the budget of m ost
of the public health units in the area studied. The patients who consult in these units
spent the highest proportion of their treatment cost on drugs. W hile discussing
efficiency, it would be necessary to look at these areas. As of now the health system
depends, for example, mostly on brand name drugs ordered in the majority of cases
from Europe and paid for by the government (Foster, 1991). Unfortunately most of
these drugs are misused by som e health workers like those in Cameroon, where it has
been estimated that 30 - 40 % of the drugs are taken out of the system for private use
by the health workers (Van der Geest, 1982). The prescription practices of health
workers is one of the factors that influence the use o f drugs (Hanson and Chindele,
1992). Information about the way health workers prescribe might help identify areas to
be followed up closely. Concerning the staff, there w as a variation of trained staff seen
in the government health units but it was interesting to sec that staff only saw on
average about 10 patients per day. Staff would need to be re-located in accordance
with the workload though there are social and political reasons to put into place a
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rational allocation of staff in health units as was indicated in Zambia (Hanson and
chindele, 1992).
Policy issues that need to be addressed include (i) who should pay the
community financing charges when introduced, (ii) how much people should pay and
(iii) how the people should pay.
i) W ho then should pay?
Those who should pay are those whose private returns are m ore than their
social returns. On the other hand, they should also be those who have already
benefited much from government subsidies. The conditions above point towards
institutional care - curative care - in urban areas as compared to preventive care in
rural health centres and hospitals. In other words, the use of subsidies by the
government has to be more selective, hence services that have fewer externalities and
favour the richer section of society (eg curative care in urban hospitals - sec De
Ferranti, (1985)) should have their subsidies greatly reduced.
All the com m unity members benefit from having the health centre in their
village. If there is a system of com m unity financing to improve on quality, registration
of all residents would appear to be the appropriate starting point. T here is then the
possibility of excluding outsiders or having them pay more.
ii) How m uch people should pay
From the study it would be appropriate to think first of a one-tim e Registration
charge w hich might or might not include drugs. A Standard charge p er drug or a
charge per visit (fee-for-service) m ight also be considered. Theoretically, the payments
should recover the m arginal cost rather than the average one but seeing the
underutilization of the health centres (10 patients/day), one wonders w hether it is
possible to cover any cost. The best solution might be to vary the paym ents with
294

income (ability to pay) but this is again difficult since it is not easy to ascertain the
income for every patient and more so it places the burden o f deciding on the health
care worker.
It would however be difficult at this stage to pinpoint an amount that most
people can easily pay without being worse off than when they started. In any case,
from the focus group discussions, it was clear that most people will find it difficult to
pay any amounts that are above 1000 frs CFA (US$3.8) per visit. This will need
further research to find out specifically how much people can be able to pay without
becoming much worse off than they started,
iii) How should people pay
The m odalities of community financing vary and each has its advantages and
disadvantages. A choice has to made of a modality which in a given socio-cultural
environment has the advantages out-weighing the disadvantages. In health centres,
individuals would pay in cash rather than in-kind though it might be possible for
individuals to pay in-kind too. During the focus group discussions, it w as noted that
people regarded payments in-kind to be subject to abuse by some health workers. This
w ill need further research. The communities, on the other hand, could provide in-kind
payments like labour, building m aterials etc for maintenance for the infrastructures.
11.8 GENERAL CONCLUSIONS
This study and others have indicated to us the importance of com m unity
linancing, and particularly the use of resources within the com m unities to improve on
the quality of care rendered. Efficiency and quality of care can only improve under
certain conditions:
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a) In the presenl system, there is inefl'ieient management of resources since neither the
patient nor the supplier (staff) bears the cost of wastage. This situation will change if
there is a move towards community financing. The assumption here is that when
patients are involved in financing the system, there is an incentive to look at cost more
closely and to avoid wastage. Introduction of community financing shifts part o f the
risk of investment in the health care delivery system from the governm ent to patients
and their families.
b) W ithin the total subsidized system, the allocation of resources is according to laid
down rigid norms which cannot be adapted freely to local conditions. For example, if
the unit is a public health centre, it w ill receive a budget for a year not taking into
consideration whether the number o f patients treated increases or falls. Since the
government is obliged to keep and pay the workers, in the presence of a budgetary
constraint, the cut in spending will inevitably take place on such things as repairs of
buildings, running cost o f health centres, supply of basic equipm ent, to name just a
few. If this system neither changes nor permit a reallocation to im prove for example
the quality of care, an introduction /increase in community financing might only be the
short-term solution. Community financing will generate extra revenue which can be
managed locally to meet the needs o f the local population. The additional resources
would allow the local community to maintain or even increase spending on those items
seen to be necessary for an improvement in quality of care and the smooth running of
the health units. This will inevitably increase the demand for health care.
One must not forget the fact that the community is an integral part of a country
and the fact that the state should be able to provide some basic public health services
to its citizens. The health care delivery system is part of a wider system of economic,
social and even political services and institutions. The concept of interdependence and
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interaction of the health care delivery system with others is the more necessary to take
into consideration especially as the fall in the budget of the country docs not affect
only the health sector. As the health sector is thinking of community financing, so lor»
is the education sector, the agricultural sector, the veterinary sector to name just a few.
The fact that some communities are able to mobilize resources for health does
not mean that the need to re-distribute the overall national resources in order to
achieve equity in accessibility to health care should be over looked. In the rural area,
the economy is partially monetarized, and a large proportion of the food consumed is
produced by the households from their farms. If private financing for health care were
introduccd/incrcased without any of the above considerations, the health care
expenditures are likely to com e from that part of the non-food budget which consists
of cash purchases and possibly from the monetarized portion of the food budget.
Cost-recovery if well thought of should result in sustainability of the health
project and community capacity-building but as is emphasized by Yacoob (1990), costrecovery in some cases is becoming an end in itself. Components of a sustainable
health project in a rural area include community ownership and responsibility for the
system . This should be evidenced by the willingness to use (and pay for them), operate
and maintain the services. It appears that sustainability has been more about payments
than the development of community skills. What is clear is the fact that a com m unity’s
ability to manage its health centre is not associated with any payment mechanism
(Yacoob, 1990). In this study, it has been noticed that the community members are
w illing to pay for health care. But many community members are able to pay only
alter having sold their belongings, borrowed from friends or relatives or taken money
from their savings. It is not clear what the long term end result of this ability to pay
will be. Since some households have to borrow to pay, it might mean that this ability
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lo pay simply adds up to rural debt. In Thailand, for example, it has been seen that
60% o f land sales were attributed to need for cash lo finance health care (Baum and
Strenkski, 1989). The effects of the "ability to pay" as indicated in this study needs to
be researched further especially as the study community sees the risk o f poor health as
being so great as to warrant their borrowing even far more than they can afford to
meet the health care bill.
When self-financing is the m ain goal, training and educating the community lo
be responsible for the health care system may or may not occur. T his does not mean
that the idea of community financing should be dropped. We have through out the
years noticed that the governm ent’s intention of making all health care available to
everybody leads to rationing either according to time or geography. A ny expansion of
the public health sector will require that communities contribute to supplem ent
governm ent finances. This would ad d to the already substantial am ounts of out-ofpocket resources.
As indicated by De Ferranti (1985), a distinction has to be m ade between those
services that are very essential and those that are not; between those people who are
needy and those that are not. C harging for services too has to take into consideration
the above distinctions. The issue o f health financing should also be linked lo how
available health resources arc used. It will be very inefficient to add resources to a
poorly managed health system. In the final analysis, the selection of a financing
strategy or mechanism should be linked to resource distribution and use, health sector
planning and management, service efficiency and health policy based on equity
considerations (Bloom , 1991; Segall, 1991).
The time and scope of this study did not allow for the proposition of strategies
to ease the cost barrier for the poorest of the poor. However any strategy proposed
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would require the aeiivc participation ol" the communities and the decentralization of
the health care deliv ery system especially the decision-making power and the financial
management authority which until now are the prerogative of the central level of the
Ministry of Publie health. It is only after this that it is hoped com m unities will look at
the health units as belonging to them.
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APPENDIX 13
O PE R A T IO N A L D E FIN IT IO N S.
In this study, there are some concepts that appear frequently. Each will be defined
as used in the study.
C A P IT A L C O ST: It is principally the cost of the infra-structure (construction), provision
of major equipment with a life span of more than a year and initial training of
personnel.
C O M M U N IT Y : Refers to a group of people living in the same geographical area such
as in a village or town. In such areas, individuals participate in community groups
because they hope to benefit from the combined actions of all the members.
C O M M U N IT Y FIN A N C IN G : This is the direct financing of health care by rural
households in villages or by households in distinct com m unities within urban
areas; financing can be arranged either by payments upon receiving health care or
by some form of prepayment or local health insurance. The revenue raised is
managed in the local community. In other w ords, this is a locally based
arrangement under which communities have an organised role in the support1 for
and management o f services and finances. User fees or charges are just one
possible modality that can be used in community financing am ong others.
D EM A N D : The quantity o f health care consumers wish and arc able to buy at a given
price within a given period of time. This goes beyond the com m on notion of
"desire/want or need for". Unless desire/want is m ade effective by both ability and
willingness to pay, it is not demand in this econom ic sense (Stoddart and Barer,
1981).
E F F IC IE N C Y : This refers to the extent to which the im plem entation of an activity
produces the greatest product at a given cost or a specified level o f production at
the lowest cost (W orld Health Organisation, 1987).
E L A S T IC IT Y : Econom ists use the term "elasticity" to indicate the responsiveness of
changes of consum ption of commodities, health care inclusive, to a change in any
one of the factors that influences consumption. Price elasticity of dem and is
usually represented by eta (Lipsey, 1989).
FIN A N C IN G : This is raising of resources to support or pay for goods or services. The
resources may be in the form of cash or in-kind like labour and materials. Health
care as of now is financed by many different sources, the commonest being public
or governm ent and private.

1 Support for services in this case will refer to the user charges which the community has decided
should be paid by beneficiaries whenever a visit to the health service is made. It also refer to the paying for
thugs in public health centres or hospitals.
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H EA LTH C A K E D E L IV E R Y SY STEM : Health care delivery system as used here does
not only refer to that system caring for the acutely and chronically ill but also to
that which is involved in rehabilitation, case-finding, health maintenance,
prevention of disease and disability, and health education.
H O U SE H O LD : A group o f people habitually eating and sleeping together on the same
com pound under the acknowledged control of an individual - the head ol the
household. The head of the household is recognized by the villagers and village
elders as such. M em bers of the household will be those who slept in the house
during the night preceding the survey (de facto).
ILLN ESS B E H A V IO U R : The activities that were undertaken by the patients in the study
to define their illness and to discover a suitable treatment.
IN C O M E: Includes the earned and non-earned wages o f all the household members. The
earned incom e refers to wages and salaries com ing from paid occupation. The nonearned incom e refers to that which com es from self-em ploym ent and from sale and
consum ption of agricultural produce as well as from investm ents which are usually
interests or dividends. This gives an indication of the household’s ability to
purchase health care and other goods at that particular lime (W ong et al, 1987).
N JA N G I o r T O N T IN E : This is a name given to a group of people in Cameroon who
have decided to com e together to help themselves by form ing a credit association.
Its constitution can either be on tribal, work, age, sex or neighbourhood basis. At
each m eeting, all the participants contribute an agreed am ount which is all then
given each m em ber in turn. This is repeated at every sitting which can be monthly
or weekly as the case may be. M em bers also use it to save whatever money they
may have. In case of urgent need o f money, a m em ber can borrow from the
N jangi/loniinc at an agreed interest rate.
O P PO R T U N IT Y C O ST : This is an econom ic concept treating the true cost of a good
or service as the benefit foregone from the other goods or services that must be
given up in order to purchase it. H ence the opportunity cost time seeking health
care from any provider is the m onetary cost of the time spent for the visit to the
provider (Akin et al, 1985).
O U T P A T IE N T C A R E : Curative care received by a patient in a health centre or hospital
not involving any adm ission. Visits for preventive care are excluded since they are
free.
PA TIEN T: Respondents from the study w ho reported they were ill in the preceding two
weeks to the study as opposed to those who had not been ill.
PE R C E IV E D M O R B ID IT Y : The illnesses that had been reported by the patients.
PR IC E : The conceptual m easure o f price is the ratio of total out-of-pocket expenditure
to the quantity o f care. In this study, it refers to the cost o f utilization (one visit)
to any health care provider which includes the fee paid directly to the provider, the
price of drugs, transport price and the cost in time. In the time cost is included the
travel, wailing and treatm ent times.
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PR O PH A R M A C Y : This is a drug store which is attached to the health unit and
especially the governm ent health centres. It is being operated in the Province by
the M inistry o f Health assisted by the German A gency for Technical Co-operation
(GTZ). There is a central store at the Provincial headquarters which does bulk
buying and then distribution and supervision.
R EC U R R EN T C O ST: This is the cost of operating and m aintaining the unit/service. It
is expenditure that recurs such as the staff salary (Reveillon, 1987).
R EG R ESSIO N C O E F F IC IE N T : This can be interpreted as the average am ount by
which the dependent variable changes, when the corresponding independent
variable changes by one unit and the other independent variables remain constant
(Everiu, B. S. 1994).
RESID UAL: The error of prediction obtained by subtracting the actual from the predicted
values for the corresponding variable.
SE L F-C A R E : A range of individual behaviour involved in sym ptom recognition,
evaluation and in decisions regarding symptom response including the decision not
to do anything about the symptoms, decisions to treat sym ptom s by selfdeterm ined actions or to seek advice regarding treatm ent (Fry, 1972). In this study
it refers to an illness behaviour involving a situation where som eone is ill and
decides to do nothing or to take drugs bought fro m either chem ists, hawkers,
depots, or self-adm inistered traditional treatment at hom e.
SIM U LA TIO N : A descriptive rather than an optim ization m ethodology that involves
developing a model of som e real phenomenon and then perform ing experim ents
on that model. Based on results, the analyst can infer how different configurations
of the real system would behave under various circum stances (C ook et al quoted
by Parker el al. 1985).
USER FE E S: This refers to a health care delivery fee system whereby a fee of som e type
is levied on users when they avail themselves of services. One can have a "fee-forservice" which is a paym ent per item of service. U nlike in com m unity financing,
the revenues from this system are returned to the higher levels and into the budget
via the governm ent treasury.
U T IL IZ A T IO N : The use made of the outpatient service o f a health care delivery system
for curative care as a result of a joint decision by the health care provider and the
patient (Stoddart and Barer, 1981). The charge per unit o f outpatient care
(expenditure) within two weeks prior to the interview is used in the study as a
proxy for utilization (Grytten et al, 1993).
W EA LTH : This refers to all the assets owned by the household. T his of necessity,
includes savings and properties such as land and hom es. W ealth unlike incom e
gives an indication of the assets of the households and the ability to respond to
unexpected situations. In other words, wealth is a value for the resources that have
been accum ulated by the household over time (W ong et al. 1987)
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APPENDIX 4.1
G U ID E -L IN E S FO R T H E FO C U S G R O U P D ISC U SSIO N S AND IN D E PT H
IN T E R V IE W S
A. FO C U S G R O U P D ISC U SSIO N S G U ID E-LIN ES.
INTRODUCTION
- W elcom e the participants
- Introduce m oderator, observer and participants
- G ive reasons lor choosing them
* C om m on characteristics
* K now ledgeable on topic
- Explain the purpose of the study
- Indicate how discussion will proceed and ask for their total co-operation
- Explain the use o f tape recorder and seek their consent to use it
- W elcom e clear open expression of opinion and discuss confidentiality
- A nsw er any questions that may arise from participants
- Introduce the discussion topic: The health sector.
1. Availability o f health care providers in the health district.
- Aw areness of their existence in their areas
- Aw areness of the services provided at the health centres
- N earest health unit (distance, time)
II. R ecent experience or that or relative with health care system.
- M ost recent visit made to any health care provider (Govt, M ission, Traditional Healer)
- How would health unit be described (staff, services etc)
III. D ecision to seek health care
- Reasons for choosing/not choosing health centre or hospital.
- Reasons for choosing/not choosing mission, governm ent or traditional healer.
IV. Paym ents J'or health care m ade in the recent past
- Paym ents made in the recent past
- Reasons for the paym ent
- Sources of the money used
- Opinion about paym ent of fees in governm ent units.
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1.

There is this story of a lady who had a child sick w ith lever in a village
without a health post. It would appear that the lady really wanted to have
her child treated. She was forced to hire a car b u t unfortunately did not
know exactly where to go to in the first instance. S he ended paying much
money to have the driver take her to the Provincial hospital.

* In this lady’s position where would you have gone to in the first place and why?
* W hat services are available in the unit you would have gone to?
* How far aw ay is this unit from your village/house?
2.

Let us talk briefly about the many opportunities th at we have in this area
to seek for health care in case of an illness episode.
Many o f you responding to the question about the lady did mentioned
either M ission or government health centres or hospitals or traditional
Healers.

+ Som e chose a health centre rather than a hospital or a traditional healer. Are there any
particular reasons for this?
+ Som e chose the hospital rather than the health centre or traditional healer. Are there any
particular reasons for this?
+ Finally, som e chose the traditional healer rather than the hospital or health centre. Are
there any particular reasons for this?
+ W hat is your opinion about your chosen system or that chosen by a member of your
household?
+ W hat are the things you consider to be cither bad or g o o d about the chosen system?
* W hat steps were taken when it became clear there w as an illness in your household?
* W hat is your or a m em ber of your household’s most recent experience with the health
care delivery system (Modern and traditional).
* W ho decided a health unit should be visited?
3.

Many o f you have mentioned a visit made by you or a member of your
household to a health care provider in the most recent past. Y ou did say
that the provider was quite far away and you had to pay transport to get
there.

* Can any of you let us know what payments you had to make in the health unit itself.
+
+
+
+
+
+

How much did you finally pay at the end of the day a t the unit?
How did you do the payments? In kind or in cash.
W hat are the reasons behind the payments you made?
Did you have to pay for anything else in the health centre?
W hat could have happened if you were unable to pay?
Arc there situations where somebody is exempted or given credit?
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4.

From the above discussions, il would appear people spend a lot of money
on health care. In your case or that of a member o f your household, how
is the money to pay for the services got?

+ Do you usually have som e money kept aside for things like going to the hospital or
health centre for sudden illnesses?
+ Has it happen that you have been unable to seek care in the health centre or hospital
because you cannot pay?
+ Do you occasionally have to forgo som ethings (sell belongings, pound belongings etc)
to be able to pay for health care in the health centre or hospital? W hat exactly did you
forgo.
+ If you have borrowed money, who did you borrow from and how did you pay il back?
5.

Im agine a stale when the situation becomes so bad that people do not frequent the
health unit and of course the staff spend most of their time in their farm. The
villagers have complained to the council and to the governm ent but there does not
appear to be any help in site.
O f recent, the governm ent proposed that fees be instituted at the public health
centres as happens in the mission ones to enable an improvement in situations
where there is lack o f basic necessities, falling buildings, leaking roofs, no painting
of w alls for long etc.

* W hat will be your first reaction to such a proposal?
6.

Imagine a situation were the decision is taken to permit people to finance
their health system s through a health tax like the Cameroon Radio
Television Corporation (CRTV) tax. Civil servants and other wage earners
will pay directly from their salaries while Non-wage earners will pay as
they do for the patent now.

* W hat will be your reaction to this?
7.

It w ould appear the sale o f drugs has been in existence in most if not all
the health centres for a long time now.

* W hat com m ents have you to make concerning this system of drug sale
* Has il ever happened that you or a m em ber of your family has been unable to gel
treatm ent because you could not afford the drugs?
* At the end o f the year, the health centre is given some money as profits, what is the
experience in the different health centres with this surplus.
+ These represent PROBES that should be used.
* Represent core questions which need to be asked of all the participants.
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S P E C IF IC FO R T H E T R A D IT IO N A L H H A LERS.

1.

Taking ihc last patient you treated as an example, w hat are the charges that
you usually make and how are these paid to you?

2.

What are the most com m on diseases that people bring to you and what are
the reasons they give for coming to see you with them ?

3.

Considering your past consultations, where can you say the patients came
from - had most of them been to a government health unit?

4.

In your conversation with the patients, what problem s had the mentioned
they had in governm ent health units?

5.

Can you say honestly that your patients are increasing or decreasing
compared to the situation of last year.

6.

What can you say is your relationship with the public health centre nearest
to you. Any cases referred to you or you to them?

SPECIFIC FOR TH E HEALTH WORKERS.
1.

If you were asked to honestly compare the num ber o f patients you are
seeing now with that of last year, can you say there are increasing or
decreasing. Why?

2.

You have lived in your community for at least two years now and you are
regarded as a m em ber of your different com m unities, how do people in
your com m unity perceive your health unit.

3.

What can you say is the most difficult moments o f your practice in a
health unit?

B.

INTERVIEW S W ITH OFFICIALS OF M INISTRY O F HEALTH/RELATED
DEPARTM ENTS: INDEPTH INTERVIEW S W IT H POLICY M AKERS,
IM PLEM ENTERS A N D BENEFICIARIES.

- Do you think people are currently paying money in governm ent facilities now?
- W hat kind of payments are being made?
- To whom are these paym ents being made?
- Is the ministry o f health/administration aware of these paym ents?
- Have you ever had the chance (or even a close family m em ber) to make any paym ents
in a public health facility?
- Are there some people w ho you think cannot afford to pay for any services?
- W hat are these type of persons and whose responsibility is it to identify such people?
- Arc these type o f people able to receive health care? H ow ?
- Arc the public facilities w ell managed?
- W hat would you suggest should be done to improve their management?
- W hat do you think of a health 'ax as is the case of the C R T V tax now in existence?
334

A PPE N D IX 4.2
DATA C O L L E C T IO N AND A N A L Y SIS PR O C E D U R E FO R T H E FO C U S
G R O U P D ISC U SSIO N S.
A) B E F O R E T H E SESSIO N S.
The focus group questionnaire was given to 10 people in the health district to find
out if they understood what the questions w anted. This was followed by a limited piloting
in a village with people as sim ilar in socio-econom ic status as was possible to the ones
in which the study was finally going to be carried out.
Letters were sent to the health com m ittees reminding them of the focus group
discussions and inform ing them that the chosen participants were to be given a stipend
as well as transportation cost to and from their villages.
A few days before the discussions, the district medical officer was visited by the
author and the site for the discussions selected and visited. On the day of the discussions,
the m oderator and the observers arrived the hall earlier than the participants and prepared
the silting arrangem ents (the participants, m oderator and observer sat in a circle).
B) DURING TH E SESSION.
Each o f the four groups o f participants w as asked the same core questions except
for additional questions depending on the issues to be expanded or the area being
discussed. However, a general question was used to begin the sessions. This allowed each
a chance to talk and adjust to the group. T he other questions were being asked as the
discussion progressed. Occasionally, the m oderator would ask additional questions to
probe more into an area or to perm it the participants expand on an issue being discussed.
W hile this was going on, com plete notes were taken by an observer, and audio-taping was
going on. The m oderator was taking down im portant points and was closely observing the
participants.
Each o f the discussions lasted for a m axim um of two hours though that with health
professionals lasted for over tw o and a half hours. At the end of the sessions, the
participants were given a refreshm ent.
C) AFTER T H E SESSIO NS.
Since the sessions were audio-taped, they were transcribed at the end o f all the
four sessions to detect themes that were com m on to all the groups. After the sessions, the
m oderator noted the com m on opinions expressed by the participants (Basch C.,1987) using
the m ethod described by Krueger (1988). T hese were then com pared with the transcripts
from the audio-tapes and the final common them es detected.
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APPEN DIX 4 J
SA M PLE SIZE C A L C U L A T IO N S.
If estimates o f those using "modern" health services is to fall within 10% (not 10
percentage points) of the true proportion with 95% confidence, the sample size, N, for a
simple random sample according to Lwanga and Lcmeshow (1991) is given as:
N = Z2 * P * (l-P )/(P i)2
= Z2 * (1 - P)/(i2 * P)
Since the form ula is for a simple random sam ple, one needs to multiply it by 2
(design effect) since cluster sampling is used for the household interview survey in this
study. The formula then becomes:
N = Z2 * (1 - P)/(i2 * P)
Where:

Z=

Normal deviate for given confidence lim it.(For study, confidence limit is
95%, and the value of Z is 1.96).

P=

A pproxim ate range o f use of "modern" health care obtained from previous
studies.

i =

Perm issible error in the estimate of P, also known as the Precision.

The calculation o f the sample size was done taking into account the standard errors
for overall rates, within a 95% confidence interval of using a margin of error of 10%. The
use of "modern" health services in rural Africa, using a two-week recall period, is reported
by Belcher et al (1976) to be by about 27% of respondents in a household survey.
Nchinda T.C (1977) in rural Cameroon found 53.3% o f respondents using modern health
services using a recall period of 4 weeks and a positive illness rate of 27.8% (i.c assumed
to be 13.9% if recall period were two weeks).
Anticipated population proportion using Health Units (P ) = 27%
Confidence level

= 95%

Relative Precision (i)

= 5% (of 27%)

The sample size (N) = 2 * Z2 * (1 - P)/(i2 * P)
= 2 * (1.96)2 * (1 - 0.27)/(0.052 * 0.27)
= 2 * 3.8416 * 0.73 / (0.0025 * 0.27)
= 8039 persons.
Assum ing that in the villages, each household had on the average 6 persons, the
total number of households required was 1340.
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A PPE N D IX 4.4
NDOP HEALTH DISTRICT
HOUSEHOLD INTERVIEW SURVEY (H IS) QUESTIONNAIRE
IN S T R U C T IO N S T O T H E IN T E R V IE W E R :
This is pari of a subdivision-wide health survey. Follow the questions and
instructions as they appear below. You should either tick, circle or fill in the blank spaces
with the correct response from the respondent, as the case might be. W hat is
UN DERLINED should be read carefully to the respondent. I count on your understanding.
Thank you.
I. ID E N T IFY IN G IN FO R M A T IO N
Dale of Interview :................................................
Surname of Interviewer:____________Initials:...... Code:| | |
1 am doing a survey about the use of health care services in this subdivision. This is also
being carried out in other villages of this subdivision. 1 will be very urateful if you can
give me som e information concerning yourself, other household m em bers and the use ol
health services. Everything you say will he confidentially treated. Thank you lor the co
operation.
001. Household/Q uestionnaire Num ber: HH.....................
002. W hat is this village called :______________________Code
003. W hich is the nearest health unit (n am e):____________Code
004. Is this health unit a governm ent or a private one? G ov’t________ Private
________ (tick one).
005. How m any m inutes by foot from here to this health unit_____
Unknow n____________
006. Do you know any traditional healer around here?
Yes __ No ___
007. Have you ever seen him/her for treatment? Yes___ No____
Thank you for the information.. Can I speak to the Household head fif he were not the
one answ ering above!.! w ill like to net some information about those who usually live
here in your house or who are staving with you now. 1 wish we start with the head of the
household. Thank you.
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II. G ENERA L HOUSEHOLD INFORM ATION
R ESID EN C E
no
R ESID EN TS/ R ELA TIO N
A G E SE X
TO
ilU U o tliU L
008 V ISITO R S
D HEAD
1
1
013 014
011 012
009
010
was he/
what is his/her How M =1 Does
code Let me have
she here
he/
F =2
relationship to old
the names of
last
she
num all who live(d) HHHead. Son - is
night
live
he/sh
ber and arc
1.
here
e
catered lor by Daugh - 2,
usually. Yes 1
the same
W ife - 3
Yes 1
No 2
person in this M other - 4
No 2
household now Aunt - 5
and in the past Other - 6
6 months.
(2)
HEAD
01
02
03
04
05
06
07
08
09
10

2 . "Live here usually" refers to one who spends at least 3 months per year in the household. This will
therefore include people on holiday, away on business or in hospital as well as children in boarding schools.
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N
O
00
8
CO

dc
nu
mb
er

M A R IT A L
STA TU S

E D U C A TIO
N
STA TU S

ED U C A TIO N
STA TU S

CLA SS

015
W hat is
his/her
marital
status

016
Attended
School now
or in the
past?

017
Highest level
attended

M arried 1
W idow ed 2
Divorced3
Never
m arried 4

Yes in past
1
Yes,Now 2
No,
Never 3

018
Total
number
years
spent
in school

Nursery 1
Primary 2
Sccondar 3
High Sch 4
Universi 5
Post- Univers
6

occu

PA T
ION
(3)
019
W hat is your
occupalio

RbLKJ
ON
020
VMiit k
your
church
C aul
Bap:2
Pre:3
olheis:4

01
02
03
04
05
06
07
08
09
10
021. Arc there any persons like children we might have forgotten ?
N o __(tick and continue); Yes ____ (tick and put into table above).
022. Do you think som e other people like servants, distant relatives and friends might
have been forgotten?
No __(tick and continue); Yes ____ (tick and put into table above)
023. Do you think we might have forgotten someone who slept here last night? No
(lick and continue)
Yes ___ (tick and pul into table above)
Thank you for the answers so far. I wish to ask a few questions concerning your
house, vour agricultural and other activities.

3.Indicate the name of the job performed by the named person. Put down exactly and clearly what has
been given you by the respondent as his or her occupation.
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024. How many rooms has this house?
Sleeping rooms: ... rooms
Silling rooms:......rooms
Toilel
... rooms
Bathroom
... rooms
Kitchen
... rooms
Other (specify)...............
025. What arc the walls of your house made of:
1
* M ud/Mud bricks_______
2
* Bamboo________________
3 * Ccmcnt/Stoncs______
4
* Other (specify)_____
026 W hat is the floor of your house made of:
1
* Cement/Stoncs______
2
* Tiles___
3 * Earth____
4 * Other (specify)____
027 W hat is the roof of your house made of:
1
* Thatch______
2 * Grass_______
3 * Galvanised iron sheels_
4
* Other (specify)______
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028

W hal are the windows o f your house made of:
1
* Filled with glass_____
2 * W ooden window shutter____
3 * No covering_______
4 * No windows._____
5
* Other (specify)_____________
029. Do you own this house?
Yes: __(go to question 31)
No: ___ (go to question 30, skip 31)

030. No: How much do you pay for it as renls/m onth ...Frs
031. Yes: How much would you have given it out if it were to be rented......... Frs
CFA/M onth.
032. Do you or any m em ber of your household have any of the following:
, 2 No
* Bicycle: 1 Yes
* Radio: 1 Yes
, 2 No
, 2 No
* TV :
1 Yes
,2 No
* V ehicle 1 Yes
,2 No
* M obylelle 1 Y es
,2 No
* M otorcycle 1 Yes
033. How many of the things below does your household have?
ITEM
Q U ANTITY
CHICKEN
__
PIG
___
GOAT
__
RICE FIELD S
___
SHEEP
__
CORNFIELDS
___
COW
_
COCO YAM FIELDS

ITEM
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Q U ANTITY

III. HISTORY OF HOUSEHOLD ILLNESS.
034. Have you or anyone in the house been sick w ithin the last two weeks? Yes
(continue with question 036); No __(continue w ith question 035)
035. Have you or anyone in this house been sick w ithin the past 6 months? Yes __
(continue with question 036); N o __(continue w ith question 106).
036. W ho is the concerned | | |(Pui Code Number from table above AND invite the
concerned person to answer questions)
(For questions 037 and following ones, If the concerned is an adult, let him answer
questions that follow, but if a child let mother or a n adult in the house answer).
037. W ho is answ ering the queslions:H im sclf/hcrself_____.Mother __ , Father _______
other (specify)
038. Are you (Is he) still sick today:
N O ___ (continue with question 039)
Y e s __(continue with 039 but skip question 040)
039. W hen did this illness start (date)..........
040. W hen did it end (d a te )...........
041. For how many days have you been sick (days) ........
042. W hat are/w ere the symptoms of your illness (w rite in order given)
043. Did this illness prevent you (him) from carrying out (his) usual daily activities.
Yes ___ No. ___
044. For how many days were you (was he/she) unable to carry out your (his/her) usual
daily activities..... days
045. Did you (sick person) go to any health unit w ithin past 2 w eeks/6m onths (delete as
appropriate) for treatment. Y e s ____ (continue w ith 046); No ___ (go to quest 047)
046. If YES, W here?: (Tick as appropriate).
1 G ov’t H /C _____ (continue and complete Section IV FROM QU EST 048)
2 Private H /C ____ (Continue,and complete Section IV FROM QU EST 048)
3 G ov’t H o spital____ (continue and complete Section V FROM QU EST 066)
4 Private H o spital____ (continue and com plete Section V FROM QU EST 066)
5 Traditional. Healer___ (continue and com plete Section VI QUEST 083)
047. If NO, what did you (he) do?
1 S elf-care________ (continue and complete Section VII FROM QU EST 095)
2 No care at all____ (continue and complete Section VIII FROM QU EST 105)
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IV. VISIT M ADE TO A G O V ER NM EN T OR PRIVATE HEALTH CENTRE.
QU ESTIO N N A IRE N U M B E R :________________________
IIIII
048. Name o f H /C entre:______________________________C ode:| I I
049. How l'ar is centre from here ..... kilom etres.
050. How long did it lake to reach centre..... Minutes.
051. How long had you to wait before seeing the nurse/doc ..............M inutes
052. How long were you with the Nurse/doclor.... minutes.
053. How long were you with the propharm acist.....Minutes.
054. Have you been hospitalized within the past 2 weeks in health centre? Yes __
No __
055. How m uch did it cost you to go for the treatment: (Read to respondent the
following).
T ransport one way only .... Frs CFA.
C onsultation Fees .... Frs CFA.
Laboratory Fees .... Frs CFA.
H ospital fees ...... Frs CFA.
O ther fees (sp ecify )........................ ...... Frs CFA.
056. Were you prescribed any drugs?
Yes___________(continue w ith question 057)
N o _______ (go to question 059).
057. W here did you get the drugs prescribed from? (tick the correct situation)
1 * N one of the prescribed drugs given or bought ___
2 * Som e of the drugs bought from (pro)pharm acy___
3 * Som e of the drugs w ere bought from (pro)pharm acy, while som e were given
to m e free
4 * Som e were sold to m e by the consulting nurse ___
5 * A ll drugs were bought from (pro)pharmacy ___
6 * A ll drugs were bought from som ew here e ls e ___
7 * Som e were bought from propharm acy and others from som ewhere
else____________
8 other (Specify)________________________________________
058. How m uch did the drugs cost you in All ...... Frs CFA.
059. Is there any extra COST from that given above not m entioned?.
Yes______ (continue with question 060)
N o ______ (go to question 061)
060. How m uch extra___________________ frs.
061. C oncerning all the treatm ent you have undergone for this illness w ithin the past 2
w eeks/6m onlhs (delete as appropriate), w here did you gel the money necessary for
this treatm ent?
1 * From Savings ______
2 * Selling of belonging s______
3 * Borrow ing from friends______
4 * Borrow ing from a relative__
5 * G iven by somebody else
6 * Pounding o f belongings_________
7 * Paid in Kind, not cash ______
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062. How many tim es have you been to this unit with t/ie same illness within the past
2w eeks/6m onths?.....times
063. What attracted you to this health centre?
064. Why did you not go to a traditional healer.
065. Why did you not go to a Mission HC/Governmenl HC? (strike out the one
respondent used for illness episode).

V. VISIT TO H O SPITAL
QU ESTION NA IRE NUMBER:______________________
066. Name of H o sp ital:_____________________________ C ode:
067. Status: Public ___ Private:___ (tick correct one)
068. W ere you referred here? Y e s _________ No__________
069. How far is hospital from here ..... kilometres.
070. How long did it take to reach hospital.... Minutes.
071. How long had you to wait before seeing the nurse/doc...M n
072. How long were you with the Nurse/doctor ... m inutes.
073. How long were you with the pharmacist.... M inutes.
074. How much did it cost you to go for the treatment: (R ead out to the respondents
the following):
Transport one way only...... Frs CFA.
Consultation F e e s .....Frs CFA.
Laboratory Fees .... Frs CFA.
Hospitalization fe e s .....frs Cfa.
Other lees (sp ecify)___________ ,..... Frs CFA.
075. were any drugs prescribed?
Yes___________(continue with question 076)
No_________ (go to question 078)
076. Did you receive all the drugs prescribed? (CIR CLE the correct situation)
1 * None of the prescribed drugs received
2 * Some of the drugs were bought from pharm acy _
3 * Some o f the drugs were bought from pharm acy; while som e were given me
free ___
4 * Some w ere sold to me by the consulting nurse
5 * All drugs were bought from pharmacy
6 * Some bought from pharmacy, while others from somewhere else__
7 * other (specify)________________________
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077. How much ciid the drugs cost you in All ..... Frs CFA.
078. How many limes have you been to this unit with the same illness within the past
2weeks/6m onlhs( delete as appropriate)?...... limes.
079. Concerning all the treatment you have undergone for this illness within the past 2
weeks, where did you gel the money necessary for this treatment?
1 * From Savings ______
2 * Selling o f belongings______
3 * Borrowing from friends______
4 * Borrowing from a relative__
5 * Given by somebody else
6 * Pounding of belongings_________
7 * Paid in Kind, not cash ______
080. W hat attracted you to this hospital?
081. W hy did you not go to a traditional healer.
082. W hy did you not go to a M ission/Governm cnt H ospital? (strike out the one
respondent used).

VI. VISIT TO A TR A D IT IO N A L HEALER.
Q U ESTIO N N A IR E N U M B E R _______________________
083. How far away is he/she from here:.... Kilometres.
084. How long did it take to reach?..... M inutes.
085. How long had you to wait before seeing the doctor .. Mn
086. How long were you with the doctor ... minutes..
087. How much transport cost one way only to go there....
088. Did you have to pay anything in kind or cash to the healer? Yes______(continue
with quest 089)
N o ______(Continue with question 089)
089. How much did you spend for the follow ing: (Read out to respondent)
C onsultation F e e s .....Frs CFA.
Treatm ent F e e s .....Frs CFA.
O ther fees (sp ecify )____________, .... Frs CFA.
Paym ent was in KIND ____
(specify worth in frs cfa)_______
090. C oncerning all the treatment you have undergone for this illness w ithin the past
2 w eeks/6m onths,
where did you get the money necessary for this treatment?
1 * From Savings ______
2 * Selling of belongings______
3 * B orrow ing from friends______
4 * B orrow ing from a relative__
5 * G iven by somebody else
6 * Pounding of belongings_________
7 * Paid in Kind, not cash ______
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091. How many times have you been to see healer w ith the same illness within the
past 2w eeks/6m onths?.....times.
092. W hy did you chose to see a traditional healer:
093. W hy did you not go to a Mission Hospital?
094. W hy did you not go to a Government Hospital?

VII. SELF-CARE.
QUESTIONNAIRE NUMBER______________________
095. Did you use traditional medicine? Y e s__No ___
096. Did you have to buy any other drugs? Yes __ N o
097. From where did you buy these drugs:
1 Pharmacy __
2 Patent Store
__
3 Hawkers __ 4 Market __
098. W ho advised you on which medicine to buy?
2 A Nurse
1 A doctor
4 A relative/Friend
3 A Pharm acist
5 Other (specify)
099. How much did the drugs cost y o u ________________ cfa frs
100. How much have you so far spent for this illness excluding the expenditure for
drugs above?_______ Frs
101. Concerning all the treatment you have undergone for this illness within the past 2
weeks/6months, w here did you get the money necessary for this treatment?
1 * From Savings ______
2 * Selling o f belongings_____
3 * B orrow ing from friends_____
4 * Borrowing from a relative___
5 * Given by somebody else
6 * Pounding of belongings_________
7 * Paid in Kind, not cash _____
102. W hy did you not go to a traditional healer?
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103. W hy did you not go to a M ission Health unit
104. W hy did you not go to a Government Health unit?
VIII. VISIT TO OR BY O TH ERS
105. If you did not go to a health unit, did not visit a traditional healer, did not take any
drugs on your own, which type of person treated you?
COST
W here
1 Private doctor
COST
where
2 Nurse
W here
COST
3 M idwife
COST
4 Traditional healer
where
5 Other (specify)
W here
____________COST
IX. A T T ITU D ES O F TH E H O USEHOLD HEAD
106. C onsider the paym ents you have just talked about above. Has these types of
paym ent prevented any m em ber of your household or you from seeking care when
sick within the last year.?
1 * Never ____
2 * Som etim es ____
3 * A lw ays________
107. Let us suppose now that the governm ent decides to introduce consultation fees in
governm ent health units and the fees are used to purchase basic things like soap,
kcrosine, alcohol etc.,necessary for the cleaning and dressing of wounds, giving
injections etc. W hich situation do you prefer?
1 Fee introduction ____ (go to question 108)
2 Present situation with no fees ____ (go to 109)
108. If you prefer paym ents of fees, what is the maximum am ount of money per visit
excluding drugs that you propose to be instituted?........Frs CFA.
109. Let us suppose again that governm ent now decides the fam ilies should buy a family
card for about 2000 Frs Cfa per year. It is said that those who buy the card w ill have
to pay only half of the treatm ent cost whenever a family m em ber consults in the
governm ent health unit. For exam ple, if you consult today and the cost is 800 frs cfa,
you will only pay 400 frs cfa. This excludes the cost of drugs.
W ill you like to buy such a card for your family?
Yes: ___
No: ___
110. W hy
Thank you for the answ ers so far, 1 wish to ask a few questions concerning the financial
situation of your household. I wish to remind you that any inform ation given will he
treated confidentially.
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X. FIN A N C IA L SITU A TIO N O F H O U SE H O L D .
111. How many people in this house are employed and earn a regular monthly salary?
0, 1, 2, 3, 4, 5. (Circle correct number). (If zero go to question 114)
112. W hat was their total income last month:........ Frs
113. Total Family allowance received: ....... Frs CFA.
114. Those not in regular employment, how much did they bring in as income last
month?: ... Frs CFA.
115. How much money did you have last year from the sales of the following:
* Rice
... Frs cfa or ....bags paddy
* Plantains
... Frs Cfa ...... bunches
* Garri/cassava .... Frs Cfa
* Corn
... Frs Cfa ...... ...tins
* Fish
.. Frs Cfa or .. ...slicks
* Goals/Shecp/Cows......Frs Cfa
* Coffee
.....Frs c f a ..... ..bags
* Cocoyams
......Frs CFa ......buckets
116. How much worth of what you produced did you eat within last week in your
household?
IT E M
Q U AN TITY
ITEM
Q U A N T IT Y
RICE
FISH
CORN
M EAT
PLANTAINS

COCOYAMS
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117. How much money came into the household as gifts from outside last year? eg
from a son or daughter working outside the household, from pension etc.
* From son/daughtcr/in-law/dow ry ...... Frs cfa
* Pension
.. Frs cfa
* Other governm ent sources
...... Frs cfa
* Scholarship(s) for # child
.........frs cfa
........1rs cfa
* Other sources
You might have also spent some money within the past year, could you kindly let me
have this.
118. How much did your household spend on the following within the past year.
...Frs Cfa
* School lees
..... Frs Cfa
* PTA Levies
* Books/Uni form s
........ Frs Cfa
..... Frs Cfa
* Boarding lees
* Transport to school
...... Frs Cfa
* Pocket allow ance
...... Frs Cfa
..... Frs Cla
* Taxes paid in A LL
* Clearing o f farm
...... Frs Cfa
* Buying all seeds
..... Frs Cfa
.... Frs Cfa
* Bird w atching in farm
* Processing rice
.......Frs cfa
* M oney sent out (Not included above) ..... frs Cfa
119. A re there other expenditures that have not been m entioned :
Yes
, No
120. If YES: W hat is the am ount ......... .........Frs CFA.
Thank you for all ihe time. I am sorry for any inconveniences. The inform ation you have
uiven me will be confidentially treated.
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APPENDIX 4.5
UTILIZATION OK HEALTH CENTRES IN NDOP H EALTH DISTRICT
FROM REGISTERS A N D MONTHLY REPORTS (1988 - 1992) .

No. of patients seen

As indicated by the figure, there has been a general increase o f consultations in
the health centres of this health dislriet since 1988. T here is also a tendency for the
number of consultations to vary with the seasons of the year. The study was therefore
done during one of the declining phases of the consultation cycle represented by S for
start and F for finish in the figure below.

m onths
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APPENDIX 4.6
A HEALTH DISTRICT
HEALTH FACILITY SURVEY (HFS): STAFF Q U ESTIO N N A IRE

I. b a c k g r o u n d

in f o r m a t io n

This is pari of a subdivision-w ide health facility survey. This is also being carried
out in other Health Units o f this subdivision. The aim of this is to find out how the health
centres differ in their abilities to provide care to the patients in the different health areas.
Follow the questions and instructions as they appear. W rite dow n the answ ers clearly and
honestly in the spaces provided. You can add extra sheets if A B SO LU TELY necessary.
All what is w ritten will be treated confidentially. I count on your understanding. Thank
you.
ID E N T IF Y IN G INFORM ATION
Date o f C om pletion_________________
01. Questionnaire Num ber: H C .........
02 Name of Respondent__________________
03 Qualification of respondent_______________
04. Name of Health U n it:_____________________________
05. Status of health Unit: Public ___ Private
06. Date officially opened:______________
NO

III. STAFFIN G
PROFESSI NU
O N AL
MB
CATEGOR ER
Y
(07)
(08)

01
02
03
04
05
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SITUATIO N.
SA LAR M O N T H L
Y/M ON Y
T H /C A A L L O W A
TEG
N
(09)
(10)

IV. O PER A T IN G CO ST

(W h a t w a s sp en t last y ear for the thin gs th a t follow ).

C O S T ITEM

BUDGET
ED
AM O UNT
(O il)

AMOUNT
U SED
(012)

Travel/transport
Drugs/Vaccine
Fuel/cleaning/statione
ry
per
diems/accom:Training
Buildings 4
Fridges
Sterilizers
Beds
Examination Beds

4 The cost of the building per year was estimated as being equal to "Area X Cost per
square metre/expected life span". The cost per square m etre was obtained from the
Provincial service of Town Planning and construction.
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APPEN DIX 4.7
O RGANIZATION OF FIELDW O RK
i) Inilial action taken before fieldwork began.
T he Disirici Medical Officer (D M O ) in charge of the health district of N dop wrote
letters to the various health centre chiefs and their health com m ittees inform ing them of
the im pending household interview survey. The health com m ittee m em bers in turn
informed the local authorities and the members of the com m unities. The health centres
and leaders of villages served by them were visited by the author before the survey was
started. T he objectives of the study w ere explained to them. Informal interviews were held
with the village leaders and health centre staff to find out if anything like an epidem ic that
might have necessitated a massive influx to the health centres occurred in the health
district in the recent past. Following the letter from the M edical Officer, the health
committees together with the chief of centres recruited people who had attained secondary
school level to be trained as interviewers. Considering the questions for the household
survey, it w as thought that only people who had attained secondary school level could
read and understand to be able to put it clearly across to people in the villages.
The village health committees also recruited those who eventually represented their
health areas in the focus group discussions. The focus group discussions were carried out
before the household interview survey since the results o f the focus group discussions
were used in com pleting the design o f the HIS questionnaire. The study period is
represented by " S[tart] and F[inish]" in appendix 4.5.
iil Approaching the com m unities in the different villages.
A fter informal introductory visits, official visits were paid to village leaders, local
leaders and political authorities in the com pany of the District Medical O fficer or the
primary health care supervisor. During these visits, concepts, sam pling procedures and
methods o f the study were explained w ith the aim o f having their approval and support.
The authorities were reassured that inform ation collected will only be used for the study
and for nothing else. The health care providers were also visited and discussions as to
how the study will im prove health care delivery in their area were held.
The village leaders were told that the study aimed at collecting inform ation from
a number o f households about the dem and and expenditures made for health services.
They were also inform ed that the inform ation collected was to be shared with those taking
decisions at all levels of the health sector.

It was stressed that the study had nothing to do with the government. This contact
was necessary to encourage the support and co-operation of the communities concerned.
The support and co-operation needed from the authorities w as in the form of informing
the community members to actively participate. At the same time, it was used to gauge
the level o f interest they had in a subject as the one being studied.
The interviewers who had been chosen by the health committee returned to their
villages after the training. The health committees and the village heads were informed of
their return by letters. For a period of two weeks after the training, the interviewer with
the help o f the health committee members sensitized the population concerning the survey
of households. Announcem ents were made in market places and in churches about the
survey timetable in the various quarters of the different villages.
Concerning the study proper, the interviewer inform ed the quarter head of the
quarter in the village in which he intended to work a few days before. On arrival in the
quarter, the quarter head was informed before the interviewer started his work. Since the
interviewer was som eone from the area of the study, it was absolutely unnecessary to get
a guide w ho might have made things a little difficult for the respondents. For example,
some respondents m ight not have liked to talk about their incom e in the presence of a
third parly.
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APPEN DIX 4.8
ESTIM ATION O F THE COST OF AN O U TPATIEN T SERVICE IN PUBLIC
HEALTH C ENTRES: UNIT COST CALCULATIO N (1991 financial year).
M ETHODOLOGY FO R COST ANALYSIS.
The m ethodology applied recently in Zam bia (Bennett ct al. 1990) and in Indonesia
(Lerman et al.. 1985) rather than the statistical one is chosen because the aim of cost
analysis in this study is to eventually calculate the unit cost of resources used for an
outpatient service in health centres. To be able to provide a rough indication of the si^e
of private contribution that the population m ight be called upon to make, the unit cost of
an outpatient service in a government health unit was made. This is also done with the
objective of using the unit cost of an outpatient service for sim ulation and eventual cost
sharing.
Firstly, all the health centre expenditures for an acceptable outpatient service (i.e
one that is provided by a three-year professionally trained staff (5) was estim ated in the
following m anner in three health centres:
Capital expenditure:
Consideration w as given to the cost o f buildings, vehicles and equipm ent. The cost
was obtained from docum ents at the Provincial health and contract offices, from district
health offices and from those documents available in the health centre. For buildings and
imported equipm ent, it w as difficult to get the cost from either the provincial or district
health offices. Use was then made of the Provincial contract office from w here the official
cost of building per square meter was obtained. A s concerns the im ported equipment, the
basic equipment cost estim ates from catalogues were used (IDA, 1992). The docum ents
indicated the original value of the building or equipment. A sim ple straight-line
depreciation m ethod w as used to provide the current real costs.
The recurrent expenditure:
This refers to the maintenance expenditure for the buildings and equipm ent, and
other activities actually carried out like the cost of training, transport, cost of supplies
(drugs, vaccines and laboratory reagents) and utilities (electricity, fuel, w ater etc). The
salary of the personnel w as also included in this category. The required information w as
5.Three health centres were found in the district to fulfil this condition fully. There were others who
partially fulfilled the condition - having the staff who had not been in place for a sufficiently long time to
have any impact in the community.
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obtained from the chief o f centre, from the district medical officer an d from the Provincial
health office in charge o f personnel. The expenditure for expendable supplies like drugs,
stationary was obtained from documents in the health centres or from the central drug
supply office at the Provincial headquarters or from catalogues if the costs were not
available in the above places. Gross salaries of the staff were obtained from their most
recent payrolls or from budget cost estimates made by the adm inistrative office in charge
of budgets at the provincial level.
Procedure for the cost analysis.
A)

The total capital and recurrent expenditure in the health centre is assumed to relate
to only the outpatient services without the inclusion of preventive services. This
is ascertain and attributed to outpatient care.

B)

Average expenditure for drugs per patient is calculated using the total cost of
drugs bought by patients within one year divided by th e number o f patients
received in the propharmacy.

C)

The average cost per outpatient is obtained by adding the salary part of the
expenditure to the recurrent and capital part, divided by the total number of
Outpatient (OP) treated within the year. [(A + B/total OP cases within year)].

D)

The total expenditure per outpatient is obtained by adding the average drug cost
per patient to the average cost per outpatient.
As an exam ple. The table below presents the unit cost of an outpatient service in
different scenarios (6) within the 1991 financial year. T he unit cost of an
outpatient service, an indicator of efficiency, varies with th e number of staff and
the num ber o f patients treated. The variation noticed between the three
representative health centres suggest there can be a possibility for efficiency
improvement. However, one will need to look into things like the staffing
situation, drug usage, patient mix, quality of care, the slate of equipments and
buildings of the health centres and their administrative practices.

A

Government here refers to the Ministry of Public health, donors and other government departments.
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INPUTS
CAPITAL
BUILDINGS
EQUIPMENT
VEHICLE/MOTORCYCLE
SUB TOTAL I
RECURRENT
PERSONNEL
TRAINING
DRUGS
VACCINES
LAB. REAGENTS
VEHICLE MAINT
OVERHEADS 7*
SUB-TOTAL 11
GRAND TOTAL
NO. PATIENTS/MONTH
ALL COST/PAT1 ENT“
REC. CO ST/PATIENT
REC.COST2/PAT1 ENT10
RECURR/CAP1TAL

BAMESSING

BABESSI

B'KUM BAT

149333.3
14246.0
25000.0
188579.3

97777.8
11784.9
30833.3
140396.0

200000.0
14007.1
30833.3
244840.4

336808.3
2727.1
52041.7
13511.8
4958.3
15000.0
79670.8
504718.0
693297.3
148
4684.4
3410.3
1134.5
0.3736

498358.0
2254.2
95738.3
19827.2
13716.7
20000.0
32500.0
682394.4
822790.4
159
5174.8
4291.8
1157.5
0.2057

649224.3
375
106240.8
14729.9
19333.3
20000.0
17500
827403.3
1072243.7
216
4964.1
3830.6
824.9
0.2959

7 Overheads include stationery, water, electricity, maintenance cost of buildings and operating cost of
refrigerators.
“ All cost here refers to a situation where the government does not lake charge of the capital
expenditure and the salaries of the staff. This is simply the total cost within a time period divided by the
number of patients seen within this same period.
Reference is here being made to a situation where the government lakes care of only the capital
expenditure and leaves the salary of the staff for the community.
lu In this case, the recurrent cost2 refers to the recurrent cost less the staff salaries. In this situation the
recurrent cost due to be covered (rec.cosl2/palient) by the community members by way of community
linancing varies from 824 to 1158 francs cfa for the three health centres (On average the cost to be
recovered is 1039 (one thousand and thirty eight) francs cfa including the payments of drugs).
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APPENDIX 4.9
PRACTICAL PRO BLEM S ENCOUNTERED DURING THE FIELD STUDY.
PROBLEM S RELATED TO THE POLITICAL INSTABILITY IN CAM EROON
i) Unco-operative nature o f some respondents.
Since 1990, there has been political unrest in the country resulting in the death of
many people in both urban and rural areas of most provinces. This was a direct result of
the outcry for multi-party politics. In 1992, there was a call for a Presidential elections,
whose results were highly contested by the opposition parties and particularly the one
whose headquarters was located in the North West Province. This was follow ed by more
violence. Even in the N dop health district, there was rioting, burning of houses and killing
o f people.
At the time of the study, there was Civil disobedience, code named "Ghost town",
initiated by the opposition parties. During this time people w ere not supposed to pay their
taxes, electricity or water bills. Towards the end of the study, the government declared a
stale of em ergency in the whole of the North West Province. It became difficult to move
about freely without being harassed by the forces of law and order. In some of the
villages of the health district under study, there has been in the past m altreatment of many
community m em bers by the forces of law and order. There w as much anger directed at
the government and this m ight have affected the use of public health centres in favour of
other providers.
During the study period, several problems attributed to the political situation o f the
country were faced. D uring the pilot phase, it was realised th at many people were hostile
towards the governm ent o f the day and consequently avoided anything related to the
government. Firstly, I rem em ber very well the case of an old man w ho had been
forcefully retired. W hen w e came to his compound, he said "I was forcefully retired by
this governm ent and I am not prepared to answer any of your questions". There was
another case of a man w ho said " we have been for two m onths without a salary but the
government is able to w aste money on paper, I am not answ ering any questions". The
people were all reassured that the study was in no way connected to the governm ent.
Secondly, because people had not paid their taxes probably because of the civil
disobedience called by the opposition parties some time before the study, most people
were very suspicious and could not immediately release inform ation on their income or
even mention their household belongings like chicken, cow s, radios etc. However, w ith
much discussions and explanation, the information was obtained from nearly everyone
who was interviewed.
Because of the above situations, the interviewers had to work more on their
method of approach to the community and in their introduction they had to give their
name and that of their parents (known in the villages), explain the purpose of the study
and make it clear to the population that it was not being sponsored by governm ent and
that the governm ent had no relationship with the study.
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ii) Unatlaincd sam ple size.
Still as a direct result o i the political problems encountered in the field, it was
impossible to collect the required sample size. In one of the villages, the interviewer was
driven out in spile o f the author’s efforts to gel the co-operation of the villagers through
the village health committee and the village head. It was rum oured that this village had
suffered from beatings from the forces of law and order and has consequently become
hostile to anything which was thought to be associated with the governm ent.
In another village which was served by a private m ission health unit, it was
impossible to get the co-operation of the staff and of course the villagers. The mission has
been am ong those who do not seem to support the "interference" o f the community in
what they see as their field. It was thought therefore that the study was a way of getting
to understand their system to get the community into their affairs.
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A P P E N D IX 5.1

HEALTH STAFF DISTRIBUTION/IOOOO POPLLATION/PROVINCE.
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APPENDIX 5.2
O R G A N ISA T IO N A L ST R U C T U R E O F T H E N D O P H E A L T H D IS T R IC T .
Concerning the organizational structure of the health district, it is represented as
a ihree-tier structure, ten community health ptosis at the bottom, ten health centres in
nearly all health areas in the middle and one referral hospital, the subdivisional hospital
at the top. Ndop health district is m anaged by a district Medical O fficer leading a team
o f two medical officers, 16 nurses, 9 midwives, 32 nurse aids, and 14 laboratory
technicians. The few health officers under the jurisdiction of the district medical officer
are attached to the council. The M inistry of Public health describes the levels in the Ndop
health district as follow s.
H E A L T H PO ST L E V E L : There are 10 community health posts w ith 12 community
health workers (CH W ) and 9 traditional birth attendants. The CH W are trained by
the MOH in sim ple curative and preventive practices and the training is partly paid
for by the com m unity. In principle, they are supposed to provide care to about
3000 - 5000 population. T hey are selected and rem unerated entirely by the
community.
H E A L T H C E N T R E L E V E L :T his is the first level of the national health care delivery
system with governm ent paid staffs - Nurse, midwife, nurse aid, laboratory
technician etc. T here are ten o f them providing maternal and child care, obstetric
and outpatient care, limited inpatient care for observation before transfer to the
next level. Tw o o f the ten are ow ned by the mission. Each of these health centres
serves a population of about 15,000 and has at least a Nurse, a Health Officer, a
propharmacy attendant, a N ursing aid or a M idwife.
H O S P IT A L L E V E L : In addition to the staff of the health centre level ("), there are
two Medical officer, one of whom is the team leader. The level is supposed to
organize health care in the district and provides, in addition to the activities
carried out in health centres, in-patient and obstetric care, disease control. The
hospital serves about 150,000 population.
T R A D IT IO N A L H E A L E R S : It is difficult to give the exact num ber of traditional
healers in the district but w hat is clear is the fact that many pteoplc are involved
in traditional healing (herbalist, bone setter, magician, etc).1

11 The emphasis placed on hospital care and the urban bias is very visible in Ndop. O t the 16 nurses
in the district, 12 were in hospital and only 4 were for the 8 government health centres. 21 of the 32 nurse
aids, 12 of the 16 nurses, 5 o f the 9 midwives and 6 of the 14 laboratory technicians were reserved for the
hospital and the rest shared between the 8 public health centres. The staff of the two mission health centres
in the district were not taken into consideration.
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APPENDIX 6.1
REPRESENTATIVENESS OF THE STUDY POPULATION
The age distribution indicates that 46.6% were below 15 years of age. T he average
age is 22.08 years for the w hole sample while that for only the adults is 37.23 years.
50.3% o f the surveyed population were females and 49.7% w ere males giving a sex ratio
which is slightly different to that from the national census o f 100 Females: 95.9 Males.
The above data is in line w ith the findings of the last national census which indicated a
national average age of 22 years, 46.4% of the population below 15 years of age (Ministry
of Planning and Regional Development, 1987). The sex an d age distributions of the
studied population com pared to that of the 1987 national census is presented in Figure
below.

percentage

(STUDIED POP. COMPARED TO 1987 CENSUS)

age groups (years)
census male

study male

census femal |
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| study female

APPENDIX 6.2
A G E-SEX DISTRIBUTION OF SURVEYED POPULATIO N.
There are generally more females than m ales in all the age groups except for the
0 - 1 4 years age group where there is an equality of sexes. The age-sex pyramid o f only
the studied population is presented in figure below is broad at the base (high birth rates)
and narrow above the base (high but declining death rales).

A G E GROUPS

i
>%
❖ %
&
'm m

65 +
55-64
45-54
35-44
25-34
15-24
0-14
20

15

6

10

NUM BER OF MALES x 100
MALES
FEM ALES

1.55
0.93

1.33
1.3

2.21
2.06
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SEX

IE M A LES
IE FE M A LE S

8

10

12

14

16

NUM BER OF FEM ALES x 100
2.59
2.94

3.04

4.98

5.38

6.1

16.28
13.72

APPENDIX 6 3
D IST R IB U T IO N O F H O USEHO LD S IZ E .
HO USEHO LD
SIZE
1-3
4-6
7-9
> = 10
T O TA L

NUMBER
WITH NO
ILLNESS
81 (16.5)
234 (47.8)
106 (21.6)
69 (14.1)
490 (100)

NUMBER
WITH
ILLNESS
99 (16.4)
282 (46.8)
132 (21.9)
90 (14.9)
603 (100)

TOTAL
SU RV EY ED
1 80 (16.5)
5 1 6 (47.2)
2 3 8 (21.8)
15 9 (14.5)
1093 (100)

There is no significant difference between the two groups (X 2 = 0.20, P =0.9778, dl' = 3).
******************************
A PPEN D IX 6.4
FR E Q U E N C Y D IST R IB U T IO N O F YEARS O F S C H O O L IN G BY SEX.
LEVEL O F
SCHOOL
NONE.
(Row %)
(Column %)
PRIM ARY
LEVEL
SECO N D A RY
LEVEL
UN IV ERSITY
LEVEL
TOTAL

MALE

FEMALE

TO TA L

886
(37.7)
(32.9)
1464
(56.4)
(54.4)
321
(66.9)
(11.9)
19 (95.0)
(0.7)

1466
(62.3)
(53.2)
1131
(43.6)
(41.0)
159
(33.1)
(5.8)
1 (5.0)
(0.04)

2690
(49.4)
(100)

2757
(50.6)
(100)

2352
(100)
(43.2)
2595
(100)
(47.6)
480
(100)
(8.8)
20
(100)
(0.4)
5447
(100)

T here is a high male literacy when compared w ith that of the females and
the difference is statistically significant (X2 = 227.27 P < 0.00005, df = 1).
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APPENDIX 6.5
O W N E R S H IP OK L IV E ST O C K BY SO C IO -E C O N O M IC G R O U P.
Analysis of the ownership o f livestock (productive assets) by socio-econom ic
grouping as determ ined by the m ethodology indicated in chapter 4 is presented in Tables
below.
The livestock has an important role to play in a rural environm ent with its
economy which is not completely monclarizcd. In case of sudden illness which needs that
expenditures be m ade, the household can quickly sell one of its available livestock. The
average number of livestock increases with the increase of socio-econom ic status i.e the
wealthiest have on the average m ore livestock than the poorest respondents. T he
wealthiest stand a better chance of having the livestock which can then be sold com pared
to the poor. If it is not possible to sell or it is not the wish of the household to sell, the
livestock can be used as guarantee against the loan or it can be paw ned as happens in
most cases.
AVERAGE NUM BER O F LIVESTOCK BY SO C IO -ECO N O M IC GROUP.

Variable

Mean

std. dev

Min

max

number

1. Poorest 25% of Residents ( lowest Socio-ec unoinic
group .

Chicken
Goal
Sheep
Cow
Pig

5.38
1.74
0.26
0.13
1.12

7.16
2.20
1.06
1.55
1.57

0
0
0
0
0

50
8
7
19
8

151
151
151
151
151

30
16
6
14
11

151
151
151
151
151

2. I>owest middle 2.5% o f resklents

Chicken
Goal
Sheep
Cow
Pig

6.40
2.21
0.37
0.09
1.53

6.03
2.97
1.04
1.14
1.89

0
0
0
0
0
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AVFRAG B NUMB IvK O F 1J VKSTOiLK I1Y SOCIOKCONOM 1C GKO Ul* (C untii ■ ued).
3. Upper »¡(Idle 25 % o f resid enLs

Chicken
Goat
Sheep
Cow
Pig

10.17
4.25
0.90
0.12
1.33

14.51
9.02
4.28
1.24
1.99

0
0
0
0
0

99
98
50
15
10

150
150
150
150
150

4. W caltlii est 25% id' resid en ts (highe i t
group )

SOCIOH economic

Chicken
Goat
Sheep
Cow
Pig

70
95
80
35
15

13.60
4.94
1.40
0.44
0.85

13.73
11.49
6.96
3.00
2.14

151
151
151
151
151

A PPEN D IX 6.6
O W N E R SH IP O F A RAD IO A N D /O R T E L E V ISIO N .

OWNER
YES
NO
TOTAL

NO ILLNESS
RADIO SET
FREQ %
364
74.3
126
25.7
100
490

TELEVISION
FREQ %
24
4.9
466
95.1
490
100

ILLNESS REPORTED
TELEVISION
RADIO SET
FREQ %
FREQ %
3.5
478
79.3 21
96.5
20.7 582
125
100
100 603
603

There is no significance difference between the ow nership of a radio set by
those households reporting an illness and those not (P = 0.05135, X2 = 3.9) as well as
between the ow nership of a television set by the sam e groups (P = 0.2415, X2 = 1.37).
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APPENDIX 6.7
SY M PT O M S R E P O R T E D (SYSTEM S A F FE C T E D ).
The lable below indicates the causes of morbidity as indicated during the
household interview survey by the household heads.
CATEGORIES OF
FREQUENTLY
REPORTED
SYMPTOMS / SYSTEMS
AFFECTED
FEVER-MALARIA
CARDIORESPIRATORY
MEASLES
DIGESTIVE SYSTEM
MUSCULOSKELETAL
NERVOUS SYSTEM
EYE
GEN1TO-URINARY SYS.
OTHER
EAR-NOSE-THROAT
TOTAL
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FREQ

PERCENT

240
91
86
83
67
11
8
8
5
4
603

39.8
15.1
14.3
13.8
11.1
1.8
1.3
1.3
0.8
0.7
100

APPENDIX 6.8
ILLN ESS PR E V A L E N C E 12 A N D U T IL IZ A T IO N R A TES BY A G E G R O U PS.
AGE
GROUPS
(YRS)

SURVEY
POPULA.

NUM BER
ILL
(Prev/100)

No. USING A LL
PROFESSIONALS
(U til/100)13

m
15 - 24
25 - 34
35 - 44
45 - 54
55 - 64
>= 65

|2]
1108
842
553
427
263
248

[3]
29 (2.6)
140 (16.6)
153 (27.7)
128 (30.0)
75 (28.5)
78 (31.5)

[4]
22 (2.0)
104 (12.4)
117 (21.2)
82 (20.1)
48 (18.3)
46 (18.5)

NO. USING
only
"MODERN"
Util/10014
[5]
16 (1.4)
83 (9.9)
101 (18.3
70 (16.4)
42 (16.0)
39 (15.7)

TOTAL

3441

603 (17.6)

419 (12.2)

351 (10.2

12 Numbers in brackets (X) represent the prevalence and utilization rales of the age group concerned.
The other numbers represent the frequency distribution.
13 Utilization rale per 100 persons (INCLUDES all those who sought care from professionals including
traditional healers). Numbers in bracket (X) represent the utilization rate per 100 persons reporting an illness.
Assumption is that only those ill would seek health care.
14 Utilization rale per 100 persons (EXCLUDES all those who sought care from traditional healers).
Rale based on assumption that everyone in an age group, not just those who reported an illness, were free
to seek health care from any provider of formal health care.
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APPENDIX 6.9
V A LU A TIO N O F T H E O PPO R TU N IT Y C O S T O F T IM E
The concent of opportunity cost of time
The opportunity cost of time is the monetary value that the patient could receive
if he were to em ploy it in its next most productive use like farming corn or w orking in
the rice farm. The calculation of the monetary value is done taking into considerations the
imputed prices based on several assumptions. This study is concerned w ith only the adults
aged 15 years and above.
The valuation of tim e especially in rural area has been very controversial. There
was difficulty in valuing the household members’ lime since in the area under study,
formal em ploym ent opportunities are seasonal and alm ost inexistent. There is therefore
no standard ’shadow rate’ that one can use in valuing the tim e that is used to attend and
wail for health care. To com plicate matters, the inexistence of wage em ploym ent means
that any ’shadow rate’ used might not give the true value o f labour.
This has been looked at from two different angles. The first termed the "dual
econom y approach" (Scott M FG ct al, 1976) sees the econom y as being made up of the
traditional and m odem parts. It is argued from this angle th at the m arginal cost of labour
is zero since there is a lot o f unemployment of the unskilled community members in the
rural areas. From the second angle, a local labour market for the unskilled m em bers of
the com m unity is identified. The wage rale in this local m arket is then used to valuate the
time o f the unskilled (Squire L., 1979). The questionnaire used in this study was made in
such a way that the opportunity cost of time could b e accurately calculated. The
questionnaire was structured in such a way that the total tim e spent for travel by a patient
could easily be rem em bered. For example, considering the transport situation in the area
of study, it was realised that people hardly went straight to the health provider (except for
those w ho lived near the provider). The respondents were asked the tim e it took them to
com plete the various portions of the journey from their hom es to the health provider. Take
for exam ple, a patient in village A who is expected to change vehicles at village B to go
to health provider J. Rather than ask how long it took to provider j, he was asked how
long it takes him to village B and how long from village B to the provider. These times
were then added up.
O f particular im portance to this study are the recent attem pts m ade by W ang’Om be
(1984) and Ferber et al (1985) to estimate the shadow w ages of the unemployed. The
assumption that was made in this study was that every h o u r spent by the patient in the
health unit w as effectively tim e that could have been used in the rice farm . Total monthly
income of a labourer in the rice farm was got from the governm ent agency w hich was
charged with the responsibility of rice cultivation in th is area. The lime cost was
calculated based on a 20-day month and an 8-hour w orking day. Men and women were
assumed to earn the same.
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The calculation of the opportunity cost of time in the study area
A person w orking in a rice farm can dig about three "rice plots" in a day at the
cost of 350 l'rs CFA each resulting in 1050 francs CFA per w orking day of 8 hours. The
hourly income was then obtained relative to w ork in the rice farm s by dividing 1,050 lrs
by 8 hours.
O PPO R TU N IT Y C O S T O F SE E K IN G H E A L T H C A R E = (Tim e spent for treatment
x daily income per person
x [num ber of people accom panying patient
+ 1 patient]).
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A PPENDIX 8.1: C O R R E L A T IO N M A TR IX O F D E PE N D E N T AND IND EPEND EN T VARIABLES.
V ariables

L o gexp

D istan ce

T ravel

C onsult

T im ew ait

M onex

L ogasset

L ogexp
D istance
Travel
C onsult
T im ew ait
M on ex
L ogasset
L ogincom
A ge
S ex
Edu
S ize
M status
H ou se

1 .0 0 0 0
.1 4 0 3
.1531
.0 4 8 3
.1 1 2 6
.1 7 0 9 *
-.1 4 0 8
.2 3 5 9 * *
.0 5 7 9
-.1 2 4 3
-.0 7 1 7
.072 1
-.0 3 8 5
.0 3 0 5

.1 4 0 3
1 .0 0 0 0
.6 2 0 3 * *
.1 0 9 3
.3 4 2 8 * *
-.0 0 0 2
.2 3 4 7 * *
-.0 7 7 7
-.1 2 9 7
.1 4 6 2
.1 3 7 9
-.1 0 8 2
.1 7 0 4 *
.0 3 2 6

.1531
.6 2 0 3 * *
1 .0 0 0 0
.0 0 7 7
.2 7 3 2 * *
.1 2 2 6
.0 6 8 2
-.0 3 8 6
.0 2 5 0
.0 1 1 3
.0 3 1 6
-.026 1
.0 6 1 2
.0201

.0483
.1093
.007 7
1.00 00
.0881
-.0 7 7 9
-.0 1 7 6
.129 7
-.2145*
-.0 4 2 9
.0 9 0 0
.0944
.012 3
.0665

.1 1 2 6
.3 4 2 8 * *
.2 7 3 2 * *
.0881
1 .0 0 0 0
.1111
.2 9 8 8 * *
.0 1 7 8
-.1 2 3 9
.0 9 8 3
.0 3 5 2
-.1581
.0 7 7 9
-.0 0 5 8

.1709*
-.000 2
.122 6
-.077 9
.1111
1.0000
.1 1 2 7
.1 6 4 0
.0155
-.013 4
.034 6
.117 7
-.0 3 7 9
.039 4

-.140 8
.234 7**
.0682
-.017 6
.2988**
.1127
1.00 00
.226 7**
-.2066*
.1 4 9 6
.178 2*
-.2926**
.008 4
.0162

1-tailed Sign if: * - . 0 1 * * - .0 0 1
From the ab ove table, the relationship b etw een in co m e (lo g in co m ) and expenditure in pu b lic health centres (L ogexp ) w as statistically significant
as w ell as the exp en d itu re for other item s other than health care (m on ex).
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C O R R E L A T IO N M A T R IX C O N T IN U E D .

J

V ariables

L ogin com

A ge

S ex

Edu

S ize

M status

H ouse

L ogcxp
D istance
Travel
C onsult
T im ew ait
M onex
L ogasset
L ogincom
A ge
S ex
Edu
S ize
M status
H ouse

.2359**
-.0 7 7 7
-.0 3 8 6
.1 2 9 7
.0 1 7 8
.1 6 4 0
.2 2 6 7 * *

.0 5 7 9
-.1 2 9 7
.0 2 5 0
-.2 1 4 5 *
-.1 2 3 9
.015 5
-.2 0 6 6 *
-.1 9 6 8 *

-.1 2 4 3
.146 2
.0113
-.0 4 2 9
.0983
-.013 4
.1 4 9 6
-.091 7
-.0 9 2 0

-.0 7 1 7
.1 3 7 9
.0 3 1 6
.0 9 0 0
.0 3 5 2
.0 3 4 6
.1 7 8 2 *
.0 1 8 4
-.3 1 8 3 * *
.1 1 0 0

.0721
-.1 0 8 2
-.0261
.0 9 4 4
-.1581
.1 1 7 7
-.2 9 2 6 * *
-.3 2 1 7 * *
.1 99 1*
.1 0 5 7
-.0 6 1 8

-.0385
.1704*
.0612
.0123
.0779
-.037 9
.0084
-.1779*
-.063 7
.6147**
.0590
.2072*

.0305
.032 6
.0201
.0665
-.0 0 5 8
.0394
.0162
.084 9
-.1415
-.0 2 4 8
.0222
-.0 9 1 7
-.0 3 3 6

1.0000

-.1 9 6 8 *
-.0 9 1 7
.0 1 8 4
-.3 2 1 7 * *
-.177 9*
.0 8 4 9

1.0000

-.0 9 2 0
-.3 1 8 3 * *
.199 1*
-.0 6 3 7
-.141 5

1.0000

.1 1 0 0
.1 0 5 7
.614 7**
-.0 2 4 8

1.0000

-.0 6 1 8
.0 5 9 0
.0 2 2 2

1.0000

.2 07 2*
-.0 9 1 7

1.0000

-.0 3 3 6

1.0000

1-tailed Sign if: * - .01 ** - .001

T he relationship b etw een in com e (login co m ) and the w ealth (lo g a sset) and h ou seh old fam ily size (size ) variables w as highly significant. There w as also
a statistically sig n ifican t relationship b etw een age, marital status and in co m e.
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A PPENDIX 8.2
V A R IA B L E S N O T IN T H E E Q U A T IO N .

’

*

MULTIPLE

E quation N um ber 1
V ariable

REGRESSION

D ependent V ariable..

B eta In Partial T olerance

LO G E X P
V IF M in T oler

T S ig T

1.681

.5 3 7 6 2 9

.535 .5 9 3 4

.9 3 0 6 0 7

1.075

.7 8 8 0 0 5

-.7 7 0 .4 4 2 3

.9 1 6 4 8 3

1.091

.7 7 9 6 3 5

1.475 .1 4 1 7

TRAVEL

.0 4 3 1 2 4 .0 3 7 0 5 6

.5 9 4 9 5 7

CO NSULT

-.0 4 9 5 9 9 -.0 5 3 3 0 3

M ONEX

.0 9 5 4 1 2 .1 0 1 7 5 7

AGE

.0 8 3 6 4 6 .0 8 9 7 7 9

.9 2 8 2 2 6

1 .07 7

.7 8 2 7 2 9

1.300 .1 9 5 0

SE X

-.0 9 9 7 6 7 -.1 0 7 2 7 0

.9 3 1 5 0 0

1.074

.7 7 4 0 6 4

- 1.556 .1 2 1 2

EDU

-.0 1 3 4 1 9 -.0 1 4 6 8 3

.9 6 4 7 5 7

1 .03 7

.7 7 3 5 9 6

-.212 .8325

M STATUS
H O USE

-.0 3 6 8 7 7 -.039345

.0 1 3 6 7 9 .0 1 5 1 4 2

End B lo ck N um ber

1 PIN =

.917224

.9 8 7 3 2 6

1.090 I

1.013

.79 0 7 3 2

.7 9 0 8 7 5

-.5 6 8 .5707

.2 1 8 .8 2 7 3

.0 5 0 Lim its reached.
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A PPEN D IX 9.1 A
OUTPUT FRO M M O D E L W IT H T H E IN C O M E V A R IA B LE PU T IN T O T H E U T IL IT Y
EQ U A TIO N FO R T H E G O V E R N M E N T H E A L T H C EN TR E S AND T H E S O C IO 
E C O N O M IC V A R IA B L E IN T O T H A T O F T H E PR IV A TE H E A L T H C EN TR E S.
I he statistics obtained arc indicated below.
Hague Consulting Group
ALOG1T Version 3F/2 (512)

12:56:45 on 15 A ug 94

Household survey model 1.0
Convergence achieved ailcr 6 iterations
Analysis is based on 603 observations
l.ikelihood with Zero Coefficients = -6498.7116
Likelihood with Constants only
Initial Likelihood

= -5442.3802
-6498.7116

Final value o f Likelihood
"Rho-Squared" w.r.t. Zero

-5362.6071
.1748

Rho-Squared" w.r.t. Constants = .0147

ESTIMATES OBTAINED AT ITERATION 6
Likelihood = -5362.6071
disi

time

cost

cl-ghs

c2-phs

Estimate .5195E-05 -.1782E-02 -.2347E-04 .5276 -.1368
Sid. Error .174E-05 .538E-03 .394E-05 .992E-01 .155
"T" Ratio
3.0
-3.3
-6.0
5.3
-.9
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c3-ghc
1.430
.719E-01
19.9

c4-phc

c6-sell' SE-status houscsize

income

.1355E-04
-.8202E-01 -.2771
Estimate -.2959E-01 .9317
Sid. Error .259
.666E-01 .702E-01 .426E-01 .151E-05
9.0
-1.2
-6.5
"T" Ratio
-.1
14.0
Correlation of Estim ates (m ultiplied by 1000)
lime
cost
cl-ghs
c2-phs
c3-ghc
e4-phc
c6-sell'
SH-status
housesize
income

1 2 3 6 7 8 9 10 11 12
2 -349
3 40 -248
6 -332 -245 -400
7 -573 -156 -386 744
8 49 ••388 -4 558 413
9 -20 -9 -99 169 132 138
10 -113 440 -18 223 112 366 137
11 -16 -102 45 42 38 -373 45 -48
12 9 3 18 -17 -17 11 -832 4 -33
13 27 -16 30 -19 -23 13 51 -3 -29 -429

Convergence (option 3) value is

.2250E-03

Normal finish after 2 mins. 37.4 sees.
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A PPEN D IX 9.1B
OUTPUT F R O M M O D E L W IT H T H E IN C O M E VA RIA BLE PU T IN T O T H E U TILITY
EQ U A TIO N FO R T H E PR IV A T E H E A LTH C EN TR E S AND T H E SO C IO -E C O N O M IC
V A R IA B L E IN T O T H A T O F T H E PR IV A T E H EA LTH C EN TR E S.
The statistics obtained arc indicated below.
Hague C onsulting Group
AEOGIT V ersion 3F/2 (512)

12:38:04 on 15 Aug 94

Household survey model 1.0
Convergence achieved alter 5 iterations
Analysis is based on 603 observations
Likelihood w ith Zero Coefficients = -6498.7116
Likelihood w ith Constants only
Initial Likelihood

= -5442.3802

= -6498.7116

Final value o f Likelihood
"Rho-Squared" w.r.t. Zero

= -5401.6972
= .1688

"Rho-Squared" w.r.t. ConsianLs = .0075

ESTIMATES OBTAINED AT ITERATION 5
Likelihood = -5401.6972
d is i

lime

cost

cl-ghs

c2-phs

c3-ghc

Estimate .4691E-05 -.206SE-02 -.2151E-04 .5433 -.1081
Sid. Error .174E-05 .537E-03 .393E-05 .992E-01 .155
"T" Ratio 2.7
-3.8
-5.5
5.5
-.7
19.6
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1.574
.804E-01

c4-phc
Estimate -1.137
Sid. Error .139
"T" Ratio
-8.2

c6-self SE-slalus

incom e

.9150
.1342E-01 -.3787E-05
.666E-01 .198
.994E-06
13.7
.1
-3.8

Correlation o f Estim ates (m ultiplied by 1000)
time
cost
cl-ghs
c2-phs
c3-ghc
c4-phc
c6-self
SE-stalus
income

1 2 3
2 ■■ 343
3 46 -259
6 -340 -238 -400
7 -580 -149 -385
9 -441 77
8
9 -2 -20 -122
10 -109 440 -22
11 -9 6 -15
13 44 108 -108

6
744
524
265
224
9
-22

Convergence (option 3) value is

7

8

9 10 11

394
195 235
114 283 263
9 23 -604 0
-25 -558 40 50 -43
.1861E-03

Normal finish after 2 m ins. 13.0 secs.
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A PPEN D IX 9.2
E S T IM A T IO N R ESU L TS FO R T H E NESTED M U L T IN O M IA L L O G IT
Tree irom root to level 3

1 ,
2 -l

9 = CHOICE O F HEALTH CARE PROVIDER
8 = HEALTH CENTRES
5 = TRA D ITIO N A L HEALERS
6 = SELF-CARE
3 ,
|
7 = HOSPITALS
4 ‘ 7 —1 9
4 - PRIVATE HOSPITALS (M ISSION)
3 = GOVERNM ENT HOSPITALS (PUBLIC)
2 = PRIVATE HEALTH CENTRES (MISSION)
1 = GO VERNM EN T HEALTH CENTRES (PUBLIC)
Maximum Iterations 10
Convergence criterion is .IOC-01 Option 3
Non-linear algorithm being used
8 —,
5— |
6— |

TABLE A 10.2: ESTIM ATED RESULTS OK T H E NESTED M ULTINOM IAL LO G IT M O D EL (NM NL)
VARIABLES
COEFF_______ T-RATIO
NOTES
TRAVEL T IM E -.3050E-02 -4.9
(.625E-03)
PRICE
-0.1917E-06 -0.1
(.286E-05)
VARIABLES GHC
PHC
CONSTANT
Sul deviation
T-ralio
SOCIO-ECON
Sid deviation
T-ratio
HOUSE SIZ E
Sid deviation
T-ratio
INCOME
Sid deviation
T-ralio
LOGSUM
sld deviation
T-ratio

-.4909
.106
-4.6

ALL ALTERNATIVES
ALL ALTERNATIVES

-1.416
.379
-3.7
6837E-01
367E-01
1.9

GHOSP

PHOSP

TRAD

SELF

.1555
.143
1.1

-.5626
.175
-3.2

0

.8861
.724E-01
12.2
,

.1306
.457E-01
2.9
0.8166E-05
0 .137E-05
o.O
2.491
0.498
5.0
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APPEN DIX 9 3
M E T H O D KOR T H E SIM U L A T IO N O F R EV EN U E FR O M
G O V E R N M E N T H E A L T H UNITS.
The simulation o i the revenue raising potential of community financing and the assessment
of its adequacy was based on the formula developed by Ellis (1987) in K enya. Consideration was
also be given to those that have been recom m ended by others like M uthuri el al (1989) and M wabu
(1986). According to Ellis (1987), the revenue from the government health centre can be modeled
as the product of six factors. He indicated that:
Total Annual Revenue from a governm ent health centre was equal to:
Amount charged for an outpatient service...............(i)
X

Number of Outpatient visits per year..................(ii)

X

Proportion of Outpatients eligible for paym ents..(iii)

X

Proportion o f Outpatients that are able to pay......(iv)

X

Proportion o f Outpatients services follow ing
the fees introduction........................................(v)

X

Proportion o f fees that is kept after taking care
of the administrative costs.................................(vi)

Som e of the factors above are difficult to estimate. For example, it is difficult to get a clear
idea of the proportion of outpatients that will be able to pay and the dem and reduction that will occur
following the fee introduction. However, introducing community financing will result in a reduction
in the number of patients able to pay and consequently demand. Evidence from studies (De Ferranti,
1985, Gertler P., Locay L., and Sanderson W . 1986) indicate that the reduction can be as much as
from between 10 to 20%.
The calculations will be based on a single governm ent health centre in a rural area. This can
be extrapolated to other health centres in the area. From the health facility study, it was seen that the
government health centres saw 10 outpatients a day. Certain assumptions w ill be made to be able to
use the said formula: Only 75% o f the patients will be eligible to pay (from focus group discussions).
Of this number, 90% will be able to pay and with the fee introduction, dem and will reduce by at
most 5% (see chapter 10). In the final analysis, it is estim ated that the adm inistrative cost will be
about 20% leaving 80% for the health centre to use.
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