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Abstract

Background: In order to raise African countries probability of achieving the United Nations Millennium
Development Goals by 2015, there is need to increase and more efficiently use domestic and external funding to
strengthen health systems infrastructure in order to ensure universal access to quality health care. The objective of
this paper is to examine the changes that have occurred in African countries on health financing, taking into
account the main sources of funding over the period 2000 to 2009.

Methods: Our analysis is based on the National Health Accounts (NHA) data for the 46 countries of the WHO
African Region. The data were obtained from the WHO World Health Statistics Report 2012. Data for Zimbabwe was
not available. The analysis was done using Excel software.

Results: Between 2000 and 2009, number of countries spending less than 5% of their GDP on health decreased
from 24 to 17; government spending on health as a percentage of total health expenditure increased in 31
countries and decreased in 13 countries; number of countries allocating at least 15% of national budgets on health
increased from 2 to 4; number of countries partially financing health through social security increased from 19 to
21; number of countries where private spending was 50% and above of total health expenditure decreased from 29
(64%) to 23 (51%); over 70% of private expenditure on health came from household out-of-pocket payments
(OOPS) in 32 (71%) countries and in 27 (60%) countries; number of countries with private prepaid plans increased
from 29 to 31; number of countries financing more than 20% of their total health expenditure from external
sources increased from 14 to 19; number of countries achieving the Commission for Macroeconomics and Health
recommendation of spending at least US$34 per person per year increased from 11 to 29; number of countries
achieving the International Taskforce on Innovative Financing recommendation of spending at least US$44 per
person per year increased from 11 to 24; average per capita total expenditure on health increased from USS$35 to
USS$82; and average per capita government expenditure on health grew from USS 15 to USS 41.

Conclusion: Whilst the African Region (AFR) average government expenditure on health as a per cent of THE
increased by 5.4 per cent, the average private health expenditure decreased by the same percentage between 2000
and 2009. The regional average OOPS as a per cent of private expenditure on health increased by 4.9 per cent. The
average external resources for health as a percentage of THE increased by 3.7 per cent. Even though on average
the quantity of health funds have increased, we cannot judge from the current study the extent to which financial
risk protection, equity and efficiency has progressed or regressed.

In 2009 OOPS made up over 20% of total expenditure on health in 34 countries. Evidence shows that where OOPS
as a percentage of total health expenditure is less than 20%, the risk of catastrophic expenditure is negligible.
Therefore, there is urgent need for countries to develop health policies that address inequities and health financing
models that optimize the use of health resources and strengthen health infrastructure. Increased coverage of
prepaid health-financing mechanisms would reduce over-reliance on potentially catastrophic and impoverishing
out-of-pocket payments.
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Background

In the 2000 United Nations Millennium Declaration, UN
Member States pledged to meet three health Millennium
Development Goals (MDGs): reduce child mortality; im-
prove maternal health; and combat HIV/AIDS, malaria
and other diseases [1]. In the 2001 Abuja Declaration
[2], Africa Heads of State committed themselves to take
all necessary measures to ensure that the needed re-
sources are made available from all sources and that they
are efficiently and effectively utilized. In addition, they
pledged to set a target of allocating at least 15% of their
annual national budget to the improvement of the health
sector.

The African Heads of State urged developed countries
to fulfil their commitment of allocating 0.7% of their
gross national product (GNP) as official development as-
sistance to developing countries. In 2002, in Paragraph
42 of the Monterrey Consensus, world leaders reiterated
their commitment, stating that “we urge developed
countries that have not done so to make concrete efforts
towards the target of 0.7 per cent of gross national prod-
uct (GNP) as ODA to developing countries” [3] p.14.

It is critically important for African countries to increase
health budget allocations if they want to move towards
improved health status of their people and achieve inter-
national health goals. This is consistent with the Abuja
commitment and should be advocated for various reasons.
First, health is a prerequisite for economic growth and hu-
man development [4]. Second, health is a human right
which every citizen is entitled to [5]. Third, national health
systems are underfunded and require additional invest-
ments to boost capacities to deliver essential cost effective
interventions [6-8]. Four, external aid cannot replace the
required national efforts and resources that should be
invested to guarantee peoples” health.

The most compelling argument for striving to meet
(and even exceed) the Abuja 15% target is that most
countries in the African Region are not on track to
achieving the health MDGs and some indicators such as
the under-five mortality rate and maternal mortality ra-
tio are disproportionately too high compared to other
regions. The 2010 average under-five mortality rate for
the African region (AFR) of 119 per 1000 live births is
higher than that of the region of the Americas (AMR)
by 6.6 fold/times, the European region (EUR) by 8.5
times, Eastern Mediterranean region (EMR) by 1.8
times, South Eastern Asia Region (SEAR) by 2.1 times,
and Western Pacific region (WPR) by 6.3 times. Average
maternal mortality ratio for the African region of 480
per 1000 live births is higher than that of the Americas
by 7.6 fold/times, the European region by 24 times, Eastern
Mediterranean region by 1.9 times, South Eastern Asia
Region by 2.4 times, and Western Pacific region by
9.8 times [9].
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The objective of this paper is to examine the changes
that have occurred in African countries on health finan-
cing, taking into account the main sources of funding
over the period 2000 to 2009.

Methods

National health expenditure encompasses all expendi-
tures for activities whose primary purpose is to restore,
improve and maintain health for the nation and for indi-
viduals during a defined period of time [10]. National
health account (NHA) is a tool for systematic, compre-
hensive, and consistent monitoring of resource flows in
a country’s health system. Specifically, the NHA tracks
the flow of health system resources from financing
sources (i.e. entities that provide the funds), financing
agents (entities that receive and use funds to pay for
health activities), providers (entities that receive money
to produce health activities), functions (types of public
health goods and services provided) and health system
inputs (e.g., health workforce, medical products and
technologies, health facilities, vehicles, utilities) to bene-
ficiaries [10].

The total health expenditures consist of public funds,
private funds and donor funds. Public funds consist of
mainly funds from central government revenue, regional
and municipal government revenue and return on assets
held by a public entity. The private funds compose of es-
sentially employer funds, household funds and funds
from non-profit institutions serving individuals. The rest
of the world funds (or donor funds) include bilateral
grants, multilateral international grants and funds from
funds contributed by institutions (including foundations)
and individuals (diaspora) outside the country.

Data

WHO African Region has a total of 46 countries. The
NHA data on all countries (except for Zimbabwe whose
data was not available) were obtained from the World
Health Statistics 2012 report [11]. It consisted of levels
of total and government per capita expenditure on
health, total expenditure on health (THE) as a percent-
age of gross domestic product (GDP), general govern-
ment expenditure on health as a percentage of total
expenditure on health, private expenditure on health
(PrTHE) as a percentage of total expenditure on health,
general government expenditure on health as a percent-
age of total government expenditure, external (donor)
expenditure as a percentage of total expenditure on
health, social security expenditure on health as a per-
centage of general government expenditure on health,
out-of-pocket expenditure as a percentage of private ex-
penditure on health, and private prepaid plans as a per-
centage of private expenditure on health. In this study
we have attempted to compare the NHA data for 2000
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with that of 2009. The analysis was done using Excel
software.

Results and discussion

Percentage of GDP spent on health

Figure 1 shows total health expenditure as a percentage
of GDP. In 2000, 24 countries spent less than 5% of their
GDP on health; 20 countries spent between 5% and 10%;
and 1 country spent over 10%. In 2009, seventeen coun-
tries spent less than 5% of their GDP on health; 24
countries spent between 5.0 and 10%; and remaining 4
countries spent above 10%. The percentage of countries
spending less than 5% of their GDP on health declined
from 53% in 2000 to 38% in 2009. The percentage of
GDP spent on health increased in 34 countries; de-
creased in 10 countries; and remained constant in one
country. The average percentage of GDP spent on health
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in the African Region increased slightly from 5.5 in year
2000 to 6.5 in year 2009.

In 2009, the WHO Region of the Americas (AMR) on
average spent the highest percentage of GDP on health
of 14.4% compared to 9.3% in the European Region
(EUR), 6.5% in both the African Region (AFR) and the
Western Pacific Region (WPR), 4.7% in the Eastern
Mediterranean Region (EMR), and 3.8% in South-
Eastern Asia Region (SEAR).

The reader will recall that GDP is the market value of
all final goods and services officially made within the
borders of a country in a year. GDP is a sum of con-
sumption, investment, government spending and net ex-
ports (exports minus imports). Therefore, an increase in
any one of those variables, holding others constant,
spontaneously expands the size of GDP and vice versa.
Intuitively, as the absolute size of GDP increases, the
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proportion spent on health would be expected to increase.
For example, a recent study estimated that between 2008
and 2009, the GDP of the African region decreased by US
$94 billion due to the on-going global financial and eco-
nomic crises [12]. The authors speculated that that de-
crease is likely to be reflected in reductions in expenditures
on health. The size of GDP allocated to health sector
hinges mainly on priority each country attaches to health
development and on the rate of economic growth.

Government funds

Government expenditure on health as a percentage of total
expenditure on health

General government expenditure on health includes
health expenditure at all levels (and ministries) of govern-
ment, including the expenditure of public corporations.
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Figure 2 depicts the general government expenditure on
health as a percentage of total expenditure on health
(THE). In 2000, the general government expenditure as a
percentage of THE was less than 30% in 9 countries,
30-60% in 27 countries, and over 60% in in 9 countries. In
2009, general government expenditure on health made up
less than 30% of total health expenditure in 7 countries;
30-60% in 26 countries; and over 60% in 12 countries. In
2000, over 50% of the total expenditure on health in 16
countries was from government sources, compared to 22
countries in 2009. Government spending on health as a
percentage of THE increased in 31 countries and de-
creased in 13 countries between years 2000 and 2009.

The AFR average government expenditure on health as
a per cent of THE was 43.9% in 2000 compared to 49.3%
in 2009. In 2009, the percentage of THE from government
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sources was 74.9% in EUR, 64.4% in WPR, 50.9% in EMR,
49.3% in AMR, 43.9% in AFR, and 37.1% in SEAR.

The government is an important source of health finan-
cing for most of the countries in the world. Why? Govern-
ments’ involvement in health financing might be justified
for a number of reasons. Firstly, as a provider of “public
goods”, that is, goods whose use by one person does not re-
duce its availability for use by other people. One can think
of various health interventions with public goods character-
istics. (i) Control of schistosomiasis through vector control
measures such as mollusciciding reduces the risks of infec-
tion for all people living in the vicinity. (ii) Provision of
clean water and sanitation reduces the risk of cholera out-
break in prone areas; which benefits not only people living
in those areas but also tourists. (iii) Eradication of smallpox
has enabled the world to enjoy environment free of small-
pox without having to bear the cost. (iv) All people benefit
directly or indirectly from epidemiological surveillance and
information about outbreaks of infectious diseases since it
facilitates government’s preparedness and response to
epidemic-prone diseases [13]. The main properties of pub-
lic goods, such as enjoyment of smallpox free environment,
are “non-rivalrous” in consumption (ability of all people to
benefit from a good once it is produced) and non-
excludability (inability to exclude any individual or group
from the benefits) [14].

Secondly, to deal with “externalities or spill-over effects”,
i.e. the costs or benefits imposed on people not directly in-
volved in a market exchange. An example of external cost
is when a person smokes next to a non-smoker, which
leads the latter to passive smoking increasing the risk of
disease and related health care costs. Another example is
when a HIV infected person has unprotected sexual inter-
course with a person who is HIV-negative. This exposes
the latter to risk of infection and risk of incurring health
care expenditures. Immunization in a community reduces
the risk of vaccine-preventable diseases for everyone, in-
cluding individuals that have not been immunized. In this
scenario social benefits exceed private benefits. Thus, the
government has a large responsibility in the market of pub-
lic goods through subsidies, taxes, and regulatory mecha-
nisms [15].

Thirdly, the state has a responsibility to protect both
informed and uninformed citizens irrespective of their
level of education and income. For example, without
government subsidies over half of Africa’s population
would not have access to health services. For example,
52 per cent of childbirths are not attended by skilled
health personnel [11].

General government expenditure on health as a percentage
of total government expenditure

Figure 3 indicates general government expenditure on
health as a percentage of total government expenditure.

Page 5 of 17

On average general government expenditure in the AFR
was 8.2% of total government expenditure in 2000 and
9.6% 2009. However, there was significant variation across
countries. For example, number of countries spending over
10% increased from 10 in 2000 to 23 in 2009. While the
number of countries spending over 15% increased from 2
in 2000 to 4 in 2009. About 28 governments increased
their expenditures on health and 17 countries registered a
decrease between 2000 and 2009. Generally most govern-
ments increased their funding for health since the 2001
Abuja Heads of State commitment to target allocating at
least 15% of national budgets on health. However, by end
of 2009, only four countries (Botswana, Rwanda, Togo and
Zambia) had met the Abuja target. It is noteworthy that
annual per capita total spending on health for Botswana,
Rwanda, Togo and Zambia was US$581, US$52, US$41
and US$63 respectively; which was above the minimum
US$34 per capita per year recommended by the WHO
Commission for Macroeconomics and Health [4]. However
only three of them met the High Level Taskforce on In-
novative Financing for Health Systems (HLTIF) [7] recom-
mendation of US$44 per capita per year.

How does the African Region compare with the other
five WHO Regions? In terms of average general govern-
ment expenditure on health as a percentage of total gov-
ernment expenditure AMR was leading with 16.9%, EUR
14.6%, WPR 14.4%, AFR 9.6%, EMR 7.1%, and SEAR 4.9%.

The portion of total government expenditure on health
sector depends on factors such as proportion of total na-
tional health services provided by government, percentage
of population living below poverty line (who will depend on
public sector health services), total government revenue
(which depends on fees for services provided by government
entities, tax-base and tax administration efficiency), the ratio
of debt to GDP, burden of debt servicing, size of GDP and
its growth, the priority government attaches to health devel-
opment, and the level of international health funding [16].

Social security expenditure on health
The International Social Security Association defines so-
cial security as [17]:

“any programme of social protection established by
legislation, or any other mandatory arrangement, that
provides individuals with a degree of income security
when faced with the contingencies of old age,
survivorship, incapacity, disability, unemployment or
rearing children. It may also offer access to curative or
preventive medical care. . .. social security can include
social insurance programmes, social assistance
programmes, universal programmes, mutual benefit
schemes, national provident funds, and other
arrangements that form part of a country’s social
security system.”
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Figure 4 shows the social security expenditure on health
as percentage of general government expenditure on
health. Notably, no health expenditures were financed
through social security in 26 countries in 2000 compared
to 24 countries in 2009. It was only in Algeria, Burundi,
Cape Verde, Gabon and Ghana where social security ex-
penditure on health constituted over 20% of general gov-
ernment expenditure on health in 2009.

In AFR average social security expenditure on health
was 7.9% and 7.0% of general government expenditure
on health in 2000 and 2009 respectively. In 2009 the so-
cial security expenditure component of general govern-
ment expenditure on health was highest in AMR at 72%
followed by WPR at 68.6%, EUR 49.5%, EMR 19.4%,
SEAR 14.4% and AFR 7.0%.

In 2005 the World Health Assembly adopted reso-
lution WHAS58.33 entitled “Sustainable health financing,

universal coverage and social health insurance” [18]. The
resolution urges Member States:

“to ensure that health-financing systems include a
method for prepayment of financial contributions
for health care, with a view to sharing risk among
the population and avoiding catastrophic health-
care expenditure and impoverishment of
individuals as a result of seeking care;. . .; to plan
the transition to universal coverage of their
citizens so as to contribute to meeting the needs of
the population for health care and improving its
quality, to reducing poverty, to attaining
internationally agreed development goals, including
those contained in the United Nations Millennium
Declaration, and to achieving health for all;...”
(p.139).
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In 2006 the fifty-sixth session of the WHO Regional
Committee for Africa adopted resolution AFR/RC56/R5
entitled ‘Health financing: a strategy for the African
Region’ [19]. It urges member states to strengthen the na-
tional prepaid health financing systems, including finan-
cing structures, processes and management systems.

World Health Report 2010 indicates that universal
coverage can be attained through a combination of tax-
based funding and social health insurance. Out of 46
countries in the African region, two countries (Rwanda
and Ghana) have managed to cover 65% of their popula-
tion through health insurance [20].

Private health financing
In the African Region, private health funds mainly come
from household’s out-of-pocket payments and private

health insurance that includes community prepayment
schemes. Figure 5 shows the private expenditure on
health as a percentage of total expenditure on health
(PrTHE). Average PrTHE in the African Region was
56.1% in 2000 and 50.7% in 2009. In 2000, private ex-
penditure on health constituted 31-60% in 23 countries
compared to 25 countries in 2009.

Average PrTHE was highest in SEAR with 62.9% com-
pared to AFR and AMR with 50.7%, EMR 49.1%, WPR
35.6%, and EUR 24.8%.

Household out-of-pocket expenditures

Figure 6 shows household direct out-of-pocket spending
(OOPS) on health as a percentage of private expenditure
on health. On average OOPS constituted 56.7% and
61.6% of private expenditure on health in 2000 and
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2009, respectively. In the African Region over 70% of
private expenditure on health came from OOPS in 32
(71%) countries and in 27 (60%) countries in 2000 and
2009, respectively. During the period between 2000 and
2009 seventeen countries recorded an increase in per-
centage of private expenditure incurred by households
through OOPS; twenty one countries had a decrease;
and the share remained constant in seven countries.

In 2009 the EMR had the highest average percentage
of private expenditure coming household OOPS of
88.2% compared to 84.4% in SEAR, 78.6% in WPR,
69.7% in EUR, 61.6% in AFR and 31.2% in AMR.

Evidence shows that when OOPS as a proportion of
THE is below 15-20%, the incidence of financial catas-
trophe caused by out-of-pocket health expenses is negli-
gible [20]. In 2009, OOPS made up over 20% of THE in

34 AFR countries (76%); and more than 50% in 14 coun-
tries. Table 1 compares OOPS as a proportion of THE
across the six WHO Regions. In 2009, OOPS as a per-
centage of THE was over 20% in 27 countries (77%) of
AMR; 14 countries of EMR (70%); 31 countries of EUR
(58%); 7 countries of SEAR (70%); and 10 countries of
WPR (37%).

In the AFR OOPS consist mainly of household pay-
ment of user fees to public, non-governmental, and pri-
vate health service providers. The proponents expected
introduction of OOPS to lead to significant revenues for
the health sector, improve adherence to referral system
and hence efficiency of national health services, curb ex-
cessive/frivolous consumption health services, improve
quality of health services, and improve equity [21-23].
Lagarde and Palmer [24] did a Cochrane review of 16
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Table 1 Out-of-pocket health expenditure as a proportion of total health expenditure, 2009 (%)

Region Number of countries
<=20% 21-49% 50% and above Total number of countries

AFR 11 20 14 45
AMR 8 22 5 35
EMR 6 7 7 20
EUR 22 26 5 53
SEAR 3 4 3 10
WPR 17 6 4 27

Note: Data was not available for Zimbabwe in AFR, Somalia in EMR, and Democratic Republic of Korea in SEAR.
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studies that found that when fees were introduced or in-
creased, the use of health services decreased signifi-
cantly. Only two of the reviewed studies found increases
in health service use when quality improvements were
introduced at the same time as user fees.

Xu et al. [25] analysed household surveys in 59 coun-
tries to determine the proportion of households facing
catastrophic out-of-pocket health expenses, i.e. house-
holds whose financial contribution to the health system
exceed 40% of income remaining after subsistence needs
have been met. They found that the proportion of
households facing catastrophic payments varied widely
between countries from less than 0.01% in Czech Republic
of Slovakia to 10.5% in Vietnam. The proportion of house-
holds facing catastrophic payments among six African
Region countries (Ghana, Mauritius, Namibia, Senegal,
South Africa and Zambia) included in their 2007 study
varied from 0.03% in South Africa to 2.29 in Zambia. Xu
et al. identified the key preconditions for catastrophic
payments: the availability of health services requiring
payment, low capacity to pay, and the lack of prepayment
or health insurance.

As shown in Table 2, a more recent analysis revealed
that the mean household incidence of catastrophic
health expenditure (HHICE), among 18 African Region
countries, ranged from 4.0% in Namibia to 33.48% in
Comoros [26]. A multivariate linear regression of mean
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HHICE against OOPS as percentage of THE, GINI coef-
ficient, and gross national income per capita (GNIPC)
yielded the following slope coefficients 0.165 (t=1.96, n
=17), 0.195 (t=1.18, n=17), and -0.00081 (t=-1.66,
n =17), respectively. Thus, there is a positive relation-
ship between the HHICE and both the OOPS as per-
centage of THE and the GINI coefficient. However,
there is a negative relationship between the HHICE and
GNIPC. The adjusted coefficient of determination was
21.54; implying that the three independent variables
explained only about 22% of the total variations in
HHICE.

OOPS keep the poor in poverty and push the near
poor below the poverty line. Leive and Xu [30] under-
took a study in 15 countries in the African Region that
revealed that on average 30% of all households financed
OOPS health expenditures by borrowing and selling as-
sets. The implications of this finding are even dire when
viewed in the light of the fact that 52.3% of the popula-
tion of the African Region live on less than one inter-
national dollar a day [11].

Given the growing evidence of the negative effects of
OOPS, pressure is mounting on Governments in the
Region to abolish user fees. Nevertheless, such policies
should be guided by evidence in order to prevent disrup-
tion of national health services which are often facing
resource gaps. Gilson and Mclntyre [31] proposed

Table 2 Mean incidence of catastrophic expenditure, OOPS as% of THE, GINI Coefficient and GNI per capita

Country HHICE OOPS as% of THE GINI coefficient Gross national income
per capita (PPP Int.$)

Burkina Faso 20.20% 37% 396 1,160

Chad 12.16% 78% 39.8 1,200

Cote D'lvoire 17.53% 78% 484 1,780

Congo 21.89% 53% 473 2,880

Comoros 3348% 47% 64.3 1,090

Ethiopia 9.35% 37% 29.8 950

Ghana 16.99% 29% 4238 1,540

Kenya 9.85% 44% 47.7 1,580

Mali 19.14% 53% 39 980

Mauritania 12.23% 45% 39 2,400

Mauritius 821% 56% 39 13,180

Malawi 7.15% 10% 39 820

Namibia 4.00% 8% 743 6,190

Senegal 16.18% 36% 392 1,860

Swaziland 9.57% 10% 50.7 5,580

South Africa 7.32% 17% 57.8 10,060

Zambia 4.59% 28% 50.7 1,410

Zimbabwe 7.19% - 50.1 500

Note: Incidence of catastrophic expenditures from Saksena et al. [26]; OOPS as% of THE from World Health Statistics 2012 [11]; GINI coefficient from UNDP Human
Development Report 2009 [27]; and GINI coefficient for Mauritius from CIA World Fact Book [28]; GNI per capita from World Bank databank [29].
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practical strategies for managing fee removal, which in-
clude designating a government unit to coordinate man-
aged fee removal, communicating with managers and
health workforce, establishing new funds at local level,
mass public information campaign, planning medicines
and workforce needs to cope with utilization surge, im-
proving physical access to services, and monitoring
utilization trends.

Private prepaid plans

Private health insurance or prepaid plans refer to volun-
tary, risk-rated, for-profit health insurance [32]. Figure 7
portrays private prepaid plans spending on health as a
percentage of private expenditure on health. The
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number of countries where private prepaid plans made
some contribution to private health spending increased
slightly from 29 in 2000 to 31 in 2009. Seventeen coun-
tries witnessed a gradual increase in the contribution of
private prepaid plans to private expenditure on health
between 2000 and 2009. The increase may partly be at-
tributed to growth in community-based health insurance
schemes organized for and/or by workers in the informal
economy [33].

The private prepaid plans in AMR made up 61.9% of
private expenditure on health; AFR 30.8%; EUR 21.4%;
WPR 9.6%; EMR 6.1%; and SEAR 3.5%. However, it is
important to recall that the average for the African
Region is distorted by the statistics for Namibia and
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South Africa where private health insurance make up a
significant contribution to private expenditure on health.
It is important to note that even in Namibia and South
Africa, the private health insurance covers relatively
small proportions of their populations.

Private health insurance suffers a number of problems
[34]. Firstly, there might be adverse selection, when only
individuals with a high risk of illness have financial in-
centive to purchase health insurance. Secondly, there
may be moral hazard, over consumption of health care
simply because individuals are insured. Thirdly, health
service providers might prescribe unnecessary diagnostic
tests or perform unnecessary procedures when the pa-
tient has health insurance coverage. Fourthly, the chron-
ically sick and the elderly may not be able to afford
private health insurance since the premiums are risk-
rated. Thus, the private health insurance companies
might select, for membership, only people with low risks
of demanding health care. This would aggravate inequi-
ties in access to health services among different socio-
economic and epidemiological groups of people.

In spite of the potential problems mentioned above, as
Sekhri and Savedoff [32] explains that private health in-
surance can be leveraged for greater good. Firstly, it af-
fords protection from potentially catastrophic health
care expenditures to those who can afford to be mem-
bers. Secondly, although difficult in practice, when ad-
equately regulated, it could be one way of transiting to
prepayment and risk-pooling. Thirdly, even in the pres-
ence of social health insurance (SHI), private health in-
surance might be necessary for supplementary coverage
for services not in the SHI benefit package [35].

Rest of the world funds

Figure 8 shows external resources for health (ERH) as a
percentage of total expenditure on health. In 2000, ERH
constituted less than 20% of THE in 31 countries; 20-40%
in 12 countries; and over 40% in two countries. In 2009,
ERH made up less than 20% of total expenditure on health
in 26 (58%) of countries; 20-40% in 13 countries; and over
40% in 6 countries. Therefore, 31 (69%) countries and
26 (58%) countries financed less than 20% of their total
health expenditure using external resources in 2000 and
2009, respectively.

On average external sources contributed 6.5% and
10.2% of the total expenditure on health in the AFR in
2000 and 2009 respectively. In 2008, AFR was more
dependent on external funding for health with an aver-
age of 10.2% of THE compared 1.6% in SEAR, 1.1% in
EMR, 0.2% in WPR, and 0.1% in EUR and AMR.

Dependence of some African region countries on ex-
ternal sources for financing a significant portion of their
total health expenditure is risky for various reasons iden-
tified by the Commission for Africa [36]. Firstly, Aid is
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seldom aligned with recipient countries budget cycles
and many donors’ commitments remain unpredictable.
Secondly, some donors continue to fund their own pri-
orities which may not be consistent with priorities of re-

cipient countries’. Thirdly, parallel disbursements,
reporting, monitoring and review procedures of various
donors are time consuming and administratively

cumbersome.

In March 2005, the Ministers of donor and developing
countries responsible for promoting development and
Heads of multilateral and bilateral development institu-
tions adopted the Paris Declaration on Aid Effectiveness
aimed at addressing the abovementioned challenges,
among others [37]. In the declaration, there is an agree-
ment that recipient countries exercise effective leader-
ship over their development policies and strategies, and
coordinate development actions; donors align their sup-
port with recipient countries’ national development
strategies, institutions and procedures; donors ensure
their actions are more harmonized, transparent and col-
lectively effective; managing resources and improving
decision-making for results; and mutual accountability
for development results. In 2006, the WHO Regional Of-
fice for Africa initiated the creation of Harmonization
for Health in Africa (HHA), which initially involved
international financing institutions (African Develop-
ment Bank, World Bank) and United Nations Agencies
(UNICEE, UNFPA, UNAIDS) with the purpose of facili-
tating the implementation of Rome and Paris Declara-
tions aspects of external aid coordination in the health
sector [38]. In September 2008, at meeting in Accra
(Ghana), the donor and developing countries adopted
the Accra Agenda for Action which acknowledges inad-
equate progress and stipulates actions needed to acceler-
ate the pace of change [39].

Selected per capita indicators for expenditure on health
Per capita total expenditure on health

Figure 9 presents per capita total expenditure on health.
In 2000, per capita total expenditure on health per year
was less than US$ 44 in 34 countries; between US$ 44
and US$ 60 in three countries; and over US$60 in eight
countries. In 2009, per capita total expenditure on health
was less than US$44 in 21 countries; US$44-US$60 in 7
countries; and over US$60 in 17 countries. The per
capita total expenditure on health varied from a mini-
mum of US$11 to a maximum of US$804 [11].

The 2001 WHO Commission of Macroeconomics and
Health (CMH) estimated that US$34 per person was
needed to provide a package of essential health services
[4]. Between 2000 and 2009 the number of countries
achieving the CMH recommendation increased from 11
to 29.
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In 2009, the HLTIF estimated that on average US$44
per capita would be needed to strengthen health systems
as well as provide essential services in 49 low-income
countries [7]. The number of countries allocating US$44
per person per year in AFR increased from 11 (24%) in
2000 to 24 (53%) in 2009. In fact, except one country
which registered a 20% decrease, all the other 44 coun-
tries in the AFR recorded some nominal growth in per
capita total expenditure on health between 2000 and
2009. The percentage growth between 2000 and 2009
varied significantly between 19% and 91% in eleven
countries; 100-200% in twenty countries; and above
200% thirteen countries. Notably, Angola and Equatorial
Guinea registered a percentage growth in per capita total
expenditure on health of over 1000%.

The AFR average per capita total expenditure on
health was US$35 in 2000 and US$82 in 2009. In 2009
AFR average per capita total expenditure was 1.7 fold
higher than that of SEAR, but 39-fold lower than AMR,
27-fold lower than EUR, 6-fold lower than WPR, and 2-
fold lower than EMR. Between 2000 and 2009, SEAR
registered the highest percentage growth in per capita
total spending on health of 153%, EUR 135%, AFR 134%,
EMR 88%, WPR 79% and AMR 72%.

Per capita government expenditure on health

Figure 10 shows per capita government expenditure on
health. In 2000, the government expenditure on health
per person per year was less than US$10 in twenty-nine
countries; between US$ 10 and US$ 30 in seven
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countries; and over US$ 30 in nine countries. In 2009
per capita government expenditure on health was less
than US$10 in 9 countries; between US$10 and US$30
in 19 countries; and over US$30 in 17 countries. It var-
ied from a minimum of US$2 to a maximum of US$612.
Fifty-six per cent of the countries in the region had a
per capita government expenditure on health of less
than US$20.

Two countries recorded a negative growth in per
capita government expenditure on health of 50% and
10%, respectively. On the other hand, all the other coun-
tries reported a positive growth in per capita govern-
ment expenditure on health varying between 25% and
89% in 12 countries; between 100 and 200% in 12 coun-
tries; and over 200% in 19 countries.

In AFR the per capita government expenditure on
health increased from US$15 in 2000 to US$41 in 2009.
The AFR per capita government expenditure on health
in 2009 was 2-fold higher than that of SEAR. However,
AFR per capita government expenditure on health was
41-fold lower than EUR, 38-fold lower than AMR, 9-fold
lower than WPR and 2-fold lower than EMR.

In terms of growth in per capita government expend-
iture SEAR was leading with 217% followed by AFR
173%, EUR 138%, EMR 113%, AMR 89% and WPR 72%.

Limitations of the study

(a). A sizeable number of countries in the AFR have
not conducted even a single round of NHA, and
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thus, the estimates contained in the World Health central, intermediate and local levels; allocations by
Statistics 2012 are collated from different sources. different group of populations, but rather averages
Therefore, even though those are the best estimates that may hide serious inequities.
available internationally, we do not know to what
extent such estimates suffer the data source Conclusion
weaknesses discussed in Chapter 6 of the World Between years 2000 and 2009, in the African Region: (a)
Health Organization, World Bank and USAID the percentage of GDP spent on health increased in 34
Guide to producing national health accounts [10]. countries, decreased in 10 countries, and remained con-
(b). The NHA data contained in the World Health stant in 1 country; (b) government spending on health
Statistics 2012 report does not address allocations as a percentage of THE increased in 31 countries and
of health expenditures per public health functions/ decreased in 13 countries; (c) private prepaid plans made
programmes and health system components (this some contribution to private health spending in to 31
could reveal distortions in budget allocations, not countries; (d) number of countries meeting the Abuja
consistent with national health policies and target increased from 2 to 4 countries; (e) number of

priorities). It does not show allocations from countries financing more than 20% of their THE from
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external sources increased from 14 to 19; (f) number of
countries spending at least US$44 per person per year,
in line with the recommendation of the HLTTF, increased
from 11 (24%) to 24 (53%) countries; (g) 43 (95%) of the
countries reported a positive growth in per capita gov-
ernment expenditure on health varying between 25%
and 2814%. In addition, in 2009, OOPS made up over
20% of total expenditure on health in 34 countries.

It is evident that while the AFR average government
expenditure on health as a per cent of THE increased by
5.4 per cent, the average PrTHE decreased by the same
percentage between 2000 and 2009. However, average
OOQOPS as a per cent of PrTHE increased by 4.9 per cent.
The average ERH as a percentage of THE increased by
3.7 per cent.

On balance, has the status of health care financing im-
proved? The objectives of health financing system are to
raise sufficient funds, protect people from the financial
consequences of ill-health and paying for health services,
and improve efficiency and equity. Judgement of whether
health care financing has improved between 2000 and
2009 requires an assessment of the extent to which those
objectives have been realized. There is evidence that per
capita total expenditure on health increased from US$35
in 2000 to US$82 in 2009 in the AFR. However, the fact
that OOPS as a percentage of THE was above the thresh-
old of 20% in 34 countries, suggests that significant sec-
tions of populations in those countries have no protection
from risk of financial catastrophe. Also even though meas-
urement of efficiency of health systems was beyond the
scope of this study, there is information in the World
Health Report 2010 that approximately 20-40% of health
resources are being wasted [20]. Therefore, even though
on average the quantity of health funds have increased, we
cannot judge from the current study the extent to which
financial risk protection, equity and efficiency has
progressed or regressed.

Evidence that OOPS as a percentage of THE is above
the 20% catastrophic threshold in over 70% of countries
in the AFR implies that there is pressing need for coun-
tries to develop health policies that address inequities
and health financing models that optimize the use of
health resources and strengthen health infrastructure. In
addition, it means that there is need to increase coverage
of prepaid health-financing mechanisms to reduce over-
reliance on potentially catastrophic and impoverishing
out-of-pocket payments [20].
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