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Background 

The post conflict period is often one of innovation in health financing, usually driven by 

actors external to the country but sometimes also driven by actors internal to the country, 

who are reacting to crisis situations that conflict has engendered. Health financing 

mechanisms are core mechanisms in the determination of access, equity and poverty 

outcomes. An accessible, valued service offers its users a stake in a stable state which can 

contribute to the recovery from conflict. Our four partner countries exemplify these issues 

in different ways. 
 

Cambodia 

Cambodia has been recovering from conflict since the early 1990s, although it is generally 

considered that real peace was restored in 1999. Until 1996, healthcare was officially free at 

public health facilities, supported in part by international aid levels seven fold those of 

government health expenditure in 1993. During 1994 and 1995, international aid fell while 

government expenditure rose. Fees started to emerge, but with an uncertain legal basis.  
 

In 1996, a reform was introduced that established a legal framework for fees at public 

facilities, including an exemption system for the very poor. However, research suggested 

that the health financing burden was increasing and fee exemptions failed to target the 

pooresti. In part as a response, Community Based Health Insurance (CBHI) was piloted in 

1998 and by 2009 was in operation in 11 operational districts (ODs) out of 77 in Cambodia, 

covering 120,000ii people.  
 

In 2000, health equity funds (HEFs) were piloted in Phnom Penh and two squatter urban 

areasiii; by 2008 they were operating in six national hospitalsiv and by 2010 they were 

operating in 47 ODs covering 1.9m peoplev. HEFs fund care for those identified as poor, 

using a set of standardised criteria, who receive a health card.  
 

A number of studies have been conducted to assess the effects of different elements among 

these changes. Studies that looked at the 1996 reformsvi came to mixed conclusions, some 

reporting improvements in access resulting from the formalisation of fees, others 

confirming that fee exemptions were ineffective and that the higher fees at secondary and 

tertiary levels were a barrier to access for the poor.  
 

Evidence of improvements in quality associated with fee introduction or formalisation was 

not found and whether or not fee formalisation resulted in increased or reduced fee levels is 

unclear. Studies that have looked at the effects of HEFsvii have also failed to agree.  
 

While beneficiaries achieved better access to healthcare, it does not seem clear that they 

were well targeted, or that the quality of care once accessed was adequate, attributed to 
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the low purchasing power of HEFs, and some beneficiaries failed to claim cost 

reimbursement for reasons that are not understood.  
 

The most recent work suggests that HEFs have a large impact on out-of-pocket payments, a 

smaller impact on health related debt and no impact on healthcare utilisation. However, 

HEFs operated by government have more limited impacts and HEFs operating alongside 

contracting, larger impactsviii. CBHI has been less studiedix Annear suggested that CBHI failed 

to protect the poor from the barriers posed by fees, while Phoung suggested that if HEFs 

were used to pay premiums for the poor, they could do so. Annear has since shown that the 

effect of this would result in a less equitable use of the HEFx.  
 

Out of pocket expenditure as a proportion of total health expenditure is one of the highest 

in the world in Cambodia. At 60% in the recent survey of Cambodia Demographic Health 

Survey, in 2010. This suggests a disproportionate burden of health costs on household 

budgets and likelihood that this is a regressive burden with the most serious effects on the 

poor and on poverty.  
 

Sierra Leone 

A formal cost recovery programme was launched in three districts of Sierra Leone in 1987, 

following the Bamako Initiative and covered all 13 districts of the country by 1990. Patients 

were required to pay for consultations, drugs and diagnostic tests unless included in an 

exempted group (children, pregnant and lactating women, the disabled and those over 60). 

However, the exemption policy worked poorly.  
 

Research on the impact of fees was conducted in 1993xi . It showed that the price of care 

was high measured against a standard benchmark of affordability. In the poorest income 

quintile of the population, 35% of households were deterred from seeking formal medical 

treatment for lack of money.  In total, households in this quintile were estimated to spend 

25% of their household income on medical care, nearly double the percentage share of the 

next poorest quintile and eightfold the percentage share of the richest quintile. Private and 

Non-Governmental Organisation (NGO) services contributed disproportionately to this level 

of expenditure and were used because of the unreliability of public primary care. 
 

During the war, many districts became inaccessible to central government and the public 

healthcare system collapsed in much of the country. Humanitarian organisations continued 

to provide emergency care in some districts but most people resorted to private providers.  
 

Provision of health services, including medicines, was formally free of charge for the first 

three years following the end of the war. In 2002, the government attempted to reintroduce 

cost recovery although this policy was poorly implemented, with similar failure to specify a 

feasible exemption scheme while requiring ambitious cost recovery targetsxii.  
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A further cost recovery policy was introduced in 2006 alongside a programme of 

decentralisation, but this continues to encounter implementation problems with local cost 

recovery having replaced official cost recovery by 2008xiii. This specifies full cost recovery for 

medicines, a flat rate for other services and exemptions determined by the Local Council. 

The policy remains for those services not covered by the Free Healthcare Policy (FHCP) 

(GoSL 2009). 
 

The FHCP under which pregnant and lactating women and children under five are treated in 

public facilities free of charge was introduced in April 2010. The scheme is funded by 

increased government expenditure on health, and with further external support from Global 

Health Initiatives, multilateral and bilateral agencies and NGOs. However, at the time of 

policy launch there was still a funding gapxiv. The policy has had immediate, measured 

impacts on utilisation, especially by childrenxv.  
 

There has been some exploration of the scope for social insurance by the National Social 

Security and Insurance Trust which is responsible for administering the national pension 

schemexiiixvi; but in general there is very little by way of insurance arrangements to cover 

healthcare costs. 
 

Prior to the introduction of the FHCP, the proportion of total health expenditure that was 

incurred out of pocket was high, and rising, estimated at 69.25% in 2006 (WHOSIS data). 

Data are not yet available to determine the impact of the FHCP on this statistic.  
 

Uganda 

Northern districts of Uganda received ordinary government budget support throughout the 

conflict. However, this proved inadequate for responding to the complex humanitarian 

situation. Project aid from external donors, NGOs and UN agencies provided the principal 

funding source for most health service delivery in Northern Ugandaxvii. The current national 

health policy proposes to allocate proportionally higher funding for district health services in 

Northern Uganda until services are considered at par with other parts of Ugandaxviii. 
 

Cost sharing was abolished in the public health systems of the whole of Uganda in 2001 

(although paying wards were maintained at hospital level). Prior to this, several modes of 

cost-sharing co-existed including charges levied per illness episode, fees-for-service and 

small scale schemes designed to address local healthcare financing problemsxix.  
 

The abolition of fees has been viewed as a success story internationally with evidence that 

utilisation improved, accessibility gains were most marked amongst the poor, and that days 

of work lost to illness were reducedxx.  
 

However little is known about how this policy has specifically affected Northern Uganda. 

The state of the health system in Northern Uganda has been described as ‘broken down’xxi 
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whereas the success of the policy nationally has generally been ascribed to the supportive 

measures taken elsewhere within the health systemxxii. It seems likely that the policy will 

have been less effective in the North and that informal fees – a phenomenon well 

documented in Uganda as a whole in the 1990sxxiii, may have replaced formal ones.  
 

It is recognised that despite the free care policy, financial constraints represent barriers to 

accessing healthcare in Northern Uganda and that it is often necessary to purchase 

medicines that have been prescribed through free public sector consultationsxxiv.  
 

Zimbabwe 

Zimbabwe’s crisis was associated with the reduction of gross national income per capita by 

54% between 2000 and 2005, leaving Zimbabwe one of the poorest countries in the world. 

Assessing trends in health financing is complicated by the years of hyperinflation (the 

Consumer Price Index rose from 100 in 2001 to 595,497 in 2006xxv). Public health services 

were reported to constitute less than one percent of Gross Domestic Product in 2009 

compared to an average for sub-Saharan Africa of 5.3% in 2006xxvi, and per capita public 

spending was reported to be $5.77xxvii. 
 

User fees existed in Zimbabwe from independence. However, those with incomes of less 

than ZWD 150/month qualified for free healthcare; most users managed to gain exemption 

on those grounds and access to care was facilitatedxxviii.  
 

After 1991, collection of fees was more rigorously enforced following from economic 

pressures and World Bank advicexxix. In 1992, the income exemption level was raised from 

ZWD 150 to ZWD 400; in 1993 there was a temporary abolition of fees in response to the 

widespread drought that severely affected most of the country, followed in 1994 by 

substantial increase of fees at all health institutions. In 1995, fees were abolished at rural 

health centres and rural hospitals but retained in referral hospitals and shortly after (in 

1996) increased there. In 1997, the Health Services Fund was introduced, allowing the 

retention of user fees at district and facility level and reinstating user fees at (some) rural 

mission hospitals. In 1998, the municipalities stopped receiving health grants, and this 

resulted in large increases in fees and there were further large increases in 1999xxx.  
 

The 1990s were characterised by growing evidence of economic burden associated with 

fees, failure of the exemption mechanism, and non-use of healthcare on grounds of inability 

to payxxxi. 
 

The economic collapse instigated by the crisis, led to a sharp reduction in total health 

expenditure (from $48 to $21 per capita; 2000-2005)xxxii, public health expenditure from 

36.8% of total health expenditure in 1999 to 9.8% in 2005), an increase of out of pocket 

expenditure from 23% to 62% in the same period and the insurance market collapsed from 

20% of health expenditure to 0.9% between 2001 and 2005xxxiii. Donors absorbed some of 
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the gap but given the nature of the crisis, only to a limited extent: the share of donor 

funding increased from 13% to 19% between 2001 and 2005.  
 

Hyperinflation resulted in the Zimbabwe dollar being effectively replaced by other 

currencies (‘dollarization’) with the legalisation of the common practice of trading in foreign 

currency occurring in January 2009.  
 

The current situation regarding charging and exemptions is confused: conflicting accounts 

existxxxiv and whatever the formal situation, compliance is variable and the reality is that 

free and exempted care which in principle should be provided routinely, is not. The 

implications for the affordability of healthcare are difficult to measure. One study in 2008 

found that 36% of people interviewed in urban, large-scale farming and mining areas 

reported inability to pay for carexxxv.  
 

Research focus 

The research in all four countries will seek to answer the question: ‘How have the budgets 

of the poorest households been affected by health financing policy as it has evolved during 

and since the conflict?’ It is interested in the overall burden of health costs, and the 

substitutions that are made among household expenditures to cope with health costs. 
 

Analysis of these innovations has largely focused on the implications for use and 

sustainability of services. While a focus on the implications for household economies is not 

unique, the main focus of the few studies that have addressed this has been on burden, and 

on catastrophic expenditure, in specific countries and in relation to specific changes in 

health financing policies.  

 

Our research will be distinguished by: 

 Its long lens, capable of considering the dynamics of multiple changes in policy 

 Its comparison of four post conflict settings 

 Its consideration of the substitutions involved in household budgets and in particular 

how food expenditures, educational expenditures and indebtedness respond to 

growing or reducing health costs and the impact on women and men at household 

level 

 Its mixed methods approach. In addition to quantitative analysis of existing data sets, 

some of which have previously been analysed in relation to a sub-set of our 

questions, we will also use an original qualitative approach capable of addressing 

how households perceive the burden of health costs over a long time period and 

how health costs have affected their long term economic status. The qualitative 

approach will also explore how gender roles and relations shape decisions made 

about health seeking, health expenditure and the impact of this at household level.  
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While there are many potentially important implications of health financing policy including 

implications for health outcomes, we will be primarily concerned with implications for 

poverty, including a gender analysis on affects of household expenditure on poor women 

and men. The ‘poorest’ households will be defined as those in the lower two income or 

wealth quintiles (will vary depending on the socio-economic content of the relevant 

surveys), and gender analysis here will involve analysis of decision making and impacts 

within households.  
 

Our long term perspective will enable us to examine in more depth the argument that 

households can be propelled into poverty or perpetuated in poverty by health costs. Cross 

sectional surveys are limited in the extent to which they can explore this because they do 

not track specific households over a period of time.  
 

However, the exploration of the substitutions made within households allows three 

hypotheses to be tested:  

1. Health costs reduce expenditures on food below levels consistent with healthy child 

development and consequences for the productivity of the next generation 

2. Health costs reduce expenditures on education to the extent that the opportunities 

of the next generation are likely to be curtailed 

3. Health costs cause indebtedness to the extent of long term implications for future 

economic status. 
  

Furthermore, our qualitative work will allow long term reflection on this by different 

members of poor households.  
 

Aim and Objectives 
 

Aim 

The aim of this research is to understand how the budgets of the poorest households have 

been affected by health financing policy as it has evolved during and since the conflict. 
 

Objectives 

We aim to: 

 Review the degree to which (specific financing policy change) is reflected in practice 

at public sector health facilities 

 Assess the impacts on patterns of household expenditure amongst women and men 

in the poorest rural households with the following specific objectives 

 Observe changes in average budget share, marginal budget expenditure, price and 

income elasticity of health expenditure, and marginal rate of substitution between 

health expenditure and food consumption  
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 Assess patterns of catastrophic payments for healthcare of households 

 Analyse progressivity of health expenditure across all households using Kakwani 

index  

 Determine socio-demographic attributes of households that may be linked to 

patterns of the rural poorest households’ expenditure on healthcare 

 Explore poor women and men’s perceptions of changes through time in health policy 

and financing and how this shapes health spending in different groups 

 Provide recommendations for a policy intervention on health subsidy to support the 

rural poorest households. 
 

Study design 

This study will employ quantitative and qualitative methods. The quantitative method will 

analyse household survey data to understand patterns of household expenditure on 

healthcare among the poor households. The timeframe and geographical coverage are 

determined by the availability of data.  
 

The objective is to span the timescale of the financing policy changes in each country, using 

multiple surveys to track the changes in health expenditure. The qualitative method will 

employ in-depth interviews to explore poor household’s perceptions. This is with regard to 

the health financing policy change, the long term trends in affordability of healthcare, and 

their responses to changes.  
 

The qualitative component will sample respondents for in-depth interviews. Respondents 

will be selected who are old enough to have been adults before the first financing policy 

change in question and where there has been geographical variation in financing policy, 

they will be selected to represent the variation in the period in question.  
 

Figure 1 summarises the study design. 
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Figure 1: Diagram of Quantitative and Qualitative Methods 
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Methods 

In each country, we have identified the available household surveys and established their 

capacity to capture the effects of financing policy change both temporally and spatially. In 

Cambodia, the Cambodian Socio-Economic Survey (CSES) has been conducted six times: in 

1993/4, 1996, 1997, 2004/5, 2006/7 and 2008/9. This enables before and after comparisons 

to be made for each of the policy changes.  
 

The 2004 and 2007 surveys permit disaggregation of data by province, district and 

commune, and identify the health facilities a household has used enabling data to be linked 

to specific combinations of policy in existence in different places. The Uganda National 

Household Survey (UNHS) has been conducted in 1999/2000, 2002/3, 2005/6, and the 

2009/10 survey is expected to be available for analysis.  
 

Data can be disaggregated by region, to enable focus on the Northern Region and timing of 

the surveys enables analysis of the situation prior to and after the nationwide abolition of 

user fees as well as during the conflict and after its resolution. The Zimbabwe Income 

Consumption and Expenditure Survey was conducted in 1991, 1995/6 and 2001. Some data 

was collected in 2007/8 but the survey was not completed due to the crisis.  
 

The most recent survey has been conducted in 2011 and will be accessible for the project. 

Data is not therefore available to reflect the situation at the height of the crisis, although 

financial data is unreliable and difficult to interpret when generated during a period of 

hyperinflation. We will be able to look at the long run change in the financial burden of 

healthcare, mapping that to the state of user fee policy, in the 1990s, in 2001 and in 2011.  
 

The Sierra Leone Integrated Household Survey was conducted in 2003/4 and in 2011. It is 

not clear that the 2011 survey will be available for analysis within the timescale of the 

project.  
 

We will access the data from a research project that conducted a survey in 1989/90 in two 

rural districts of Sierra Leone and compare the situation with 2003/4 and with 2011 if it 

proves feasible.  This will enable us to look at the long term trend in affordability associated 

with different phases of user charges, and if it proves feasible to access the 2011 data in 

time, to assess the impact of the free healthcare policy.  
 

Analysis in all countries will identify the change in healthcare expenditure between surveys, 

and will build models of the determinants of that change including the socio-economic 

situation of households. As well as how the illness burden is experienced within households 

(which is affected by conflict and crisis situations and therefore cannot be assumed 

constant), aiming to isolate the effects of successive policy changes.  
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It will also identify the relationship between health expenditure and other expenditures 

within household budgets, estimating the average budget share for healthcare (and its 

change over time), the income elasticity of expenditure, the marginal rates of substitution 

between health expenditure, food consumption and educational expenditure and the 

incidence of catastrophic payment. We will calculate a Kakwani index of health expenditure, 

a measure of the progressivity or regressivity of health expenditure.  
 

The qualitative research component will involve interviews with adult women and men from 

poor households who are old enough to have experienced the range of policy changes in 

question as adults. A ‘life history’ interview will be used to document illness episodes and 

associated expenditures trajectories and to relate these to the effective health financing 

policy. The interviews will focus on major health related events in the relevant period: 

births, deaths in the family and major episodes of ill health in the family (for example 

episodes involving a hospitalisation).  
 

Respondents will be asked about the use of health services in relation to those events, the 

reasons for the choices made and the burden of financial expenditure as they remember it. 

This will include whether they recall particular difficulty in finding money to pay for care, 

whether they restricted their use of formal care for financial reasons, whether they 

borrowed or sold assets and if so what the long term consequences of borrowing or asset 

sale was for the household.  
 

In Cambodia, a total of 24 key informants will be sampled to cover experiences in rural 

hospitals and health centres in which different policies have operated. In Sierra Leone, five 

respondents will be sampled in each of six selected districts. In Uganda, the study will be 

conducted in Gulu district and 30 respondents will be selected to reflect a mix of urban and 

rural, and internal displacement experiences. In Zimbabwe, six key informants will be 

sampled from six districts, one in each province of the country. In all countries, relatively 

poor households will be selected with the help of the advice of local authorities.  
 

Gender 

Gender is a key variable in the analysis of the secondary data sets. We will seek to 

understand how household financial burden varies with the sex of the person whose 

healthcare is at issue and between male and female headed households. We will ensure a 

balance of male and female interviewees for qualitative work and address the gendered 

roles in decision making in understanding households’ experiences of the financial burden of 

healthcare.  
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Ethics 

Ethics approval will be sought from the Liverpool School of Tropical Medicine’s ethics 

committee and the relevant national ethical authority in each country.  
 

The project gives rise to particular ethical issues in relation to the exploration of the period 

leading up to a death in the family and the decisions taken in that period. It needs to avoid 

being excessively intrusive, insensitive or appearing to be concerned with attributing blame 

for subsequent events. Safeguarding measures will be fully developed in each ethics 

application.  
 

Research uptake 

Financing policies continue to be under review in at least three of the four countries. 

Zimbabwe and Cambodia continue to seek ways of balancing the limited capacity to fund 

‘free’ healthcare with the objective of accessible healthcare. Sierra Leone aims to extend the 

coverage of the FHCP.  
 

In these countries, better understanding of how health financing policies of the past have 

affected poor households and the concurrent and subsequent experience of poverty, can 

directly inform further development of policy. In Uganda, the government is strongly 

committed to the state of fee abolition that has now prevailed for 10 years.  
 

Greater understanding of the extent to which this policy effectively protects the poor from a 

worsening of their condition associated with the costs of accessing healthcare will inform 

additional provisions to protect the poor from such effects.  
 

We will solicit the advice of our country and Ministry based Consortium Advisory Group 

(CAG) members to alert us to current policy discussions which our research could and 

should inform.  
 

Members of the ReBUILD team are able to use their positions as policy advisors and 

members of key policy networks to ensure the understandings generated by this project are 

considered and used in those debates.   
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