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Summary

With a GDP per capita of about US$250 per annum, Uganda is lissed among the poorest
countries of the world. However, in the last 15 years, the country has recorded some of the
highest GDP growth rates in the region. A number of policy measures, including structural
adjustment, tight fiscal and monetary policies are responsible for this trend. The economic
reforms, first implemented in May 1987, cut across various sectors of the economy, including
health, education, public service, industry, agriculture, etc. These reforms have had several
positive and negative outcomes on the population of Uganda, depending on the sector.

In this paper, | focus on one aspect of the reforms, cost sharing in public hospitals and the
implication of the abolition of the measure in February 2001. Aggregate and household level
data from Ugandan from before and after the abolition of user fees for public health services are
used to explore the impact of this policy change on the ability to access health services. The
paper explores the impact of the measure on outcomes in terms of workdays lost due to sickness
by different groups of households, and in particular groups (orphans) who had earlier been
excluded from such services. Administrative and household level data point to a significant
improvement in access to services, much of which is by the poor. The improved access to
services was, however, not associated with improved outcomes, suggesting that better access
was not accompanied by improvements in the quality of services, as is indeed supported by
gualitative evidence and the fact that wealthy households seem to have opted out of public
services. The fact that health outcomes have significantly worsened for orphans suggests that
more than just eliminating feesis needed to improve health services for the poor and vulnerable.
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1. Introduction

1.1 Background to the economy of Ugandan

With income per cgoita of aout USE250 per annum, Uganda is ranked among the
poorest countries of the world. The many years of turmoil and padliticd ingability have
led to serious disuptions in dmogt dl forms of economic activity and have left the
country & the mercy of the donors The economy of is lagdy dominaed by the
agriculturd sector, with agriculture accounting for dmog 41% of gross domestic product
(GDP), over 90% of tota exports and employing about 80% of the population, (Republic
of Uganda, 2002). Mot of the indudtries and service sectors in the country are based on
the processng and maketing of agriculturd products The indudria/manufacturing
sector accounts for about 10%, while the commercia service sector (including supply of
eectricity and water, trade, hotds and transport) accounts for about 21% of GDP.
Community sarvices (induding hedth, education, and generd government) account for
about 20% of GDP (ref. Table 1).

Tablel: The economy of Uganda at a glance

1999 2000 2001
Totd GDP (billion US$) 520 5.46 581
Share agriculture (%) 421 4.7 41
Shareindudtry (%) 9.6 9.5 9.9
Share community services (%) 19.0 19.7 19.8
Share commercia services (%) 25.2 24.9 25.2
Share others (%) 4.1 4.2 4.1
Totd population (million) 216 222 228
Sharerurd population (%) 84.72 83.78 83.33
GDP per capita (US$H) 241.21 24591 254.82
GDP growth rate (%) 6.2 4.8 6.4
GDP per capita growth rate (%) 3.6 2.2 4.0
Externd debt (billion US$) 35 3.6 34

Source: F?eputh of Uganaa 2002. BacRgrouna tothe Buaget, 2002/03.

However, in the last 15 years, the country has recorded some of the highest GDP growth
rates (averaging about 5% per annum) in the region. For example, Uganda's GDP growth
rate in 2001 was about 6.4%, (ref. Table 1). A number of policy measures, induding



dructurd adjusment, tight fisca and monetary policies are responsible for this trend. The
economic reforms, fird implemented in May 1987, cut across vaious sectors of the
economy, induding hedth, educetion, public sarvice, indudry, agriculture, etc. These
reforms have had severd podtive and negative outcomes on the population of Uganda,
depending on the sector. In this paper, | focus on one aspect of the reforms, cost sharing
in public hospitas and the implication of the abalition of the measure in February 2001

1.2 Mativation for the study

The debate on user fees for hedth care sarvices has generaed a lot of controversy, with
an ideologicd divide between the proponents of the ‘free market’, on the one hand,
arquing that charging for hedth care is an important demand-management tool, and the
promoters of the ‘public good’, on the other, arguing that user fees can only lead to equity
problems, denying the poor access to hedth services. Whether or not assessing user fees
can improve hedth outcomes is an issue that has been widdy discussed in the literature.
Mog, if not dl of the dudies on the subject have, however, explored the impact of
increedng user fees rather than the opposte Data from Uganda provide a unique
opportunity to observe the extent to which diminating of such fees could improve hedth
outcomes.

This paper examines the impact of the abdlition of user charges in public hospitds on
ability to access hedth care sarvices The paper ds0 explores the outcomes of the change
in policy in terms of workdays lost due to sckness by different groups of households, and
in paticular groups (orphans) who had earlier been exduded from such services for
Uganda Two decades into the AIDS epidemic, cvil conflict and the high adult mortdity
rates have resulted in large numbers of orphans in deveoping countries, (Ainsworth and
Fimer, 2002). However, little is known about the hedth gatus of orphans and how the
abolition of user fees may have affected their access.

The paper is dructured as follows. Section two reviews the rature of hedth care sarvices
and usx fees in deveoping countries and the Ugandan hedth Studtion. Section three



explores the determinants of sarvice utilization induding user fees as one possble fector,
examines to what extent there is a ink between increased cost recovery and improved
qudity of sarvice ddivery in a number of dimendons and describes the daa used, in
addition to providing a number of descriptive datigics In section four we present results
on demand for hedth sarvices and incdence of being rationed and hedth outcomes, in
particular workdays lost due to sckness, asking whether, and if yes how these outcomes
have been affected by cost recovery policies. Section five concudes with a number of
policy recommendations.



2. User fees and health care servicesin developing countries

2.1 Introduction

This section reviews the empiricd literature on the impact of introducing user fees for
hedth, pointing to some of the dedrable features that should be incdluded in such andyss.
We then destribe characteridics, both in terms of changes in hedth financing, as well as
the avaldbility of daa of the Ugandan sysem. These fedures are illudraed with
descriptive evidence pointing towards a dgnificant increese in households  spending for
medicd care, as wdl as changes in the avalability of services and medicd care a the
provider leve.

2.2 Implication of user-chargeson the use of public health facilities

Whether or not cost recovery in hedth services helps or prevents poor people from
accessng hedth sarvices has been discussad in a large body of literature (see Akin et dl.
1989, Reddy and Vandermoortde 1993, Shaw and Ainsworth 1995, and Gilson et 4.
2000 for summaries). The generd consensus, as supported by recent empirica evidence,
seams to be that even the poor are willing to pay for high qudity of hedth sarvices This
has been interpreted as implying that charging of user fees if accompanied by
improvementsin qudity, can be judtified and will not have a negative impact on equity.

In Bangladesh, even poor petients are reported to have bypassed free or very chesp
government inditutions and traveled further to more expendve edablismentts tha
offered acceptable quaity (Akin and Hutchinson, 1999). Similarly, in Egypt, the poor
have been shown to avoid public fadlities that provide services of low qudity in favour
of private ones where sarvice provison is better, suggeding that Government should
focus on financing rather than direct provison of hedth senvices (Nandakumar et d.
2000). Introduction of user fees in Mauritania in 1992 is reported to have not only helped
to improve the qudity of hedth care but dso improved fadlities and bility to invest in
upgrading and training (Audibert and Mahonnat 2000). In Niger, no evidence for serious
reductions in access or increases in cost could be found when investigeting the impact of



implementing direct user charges which were combined with insurance payments and
improved sarvice qudity. In fact, higher utilization of formd care, which is surmised to
be due to improvements in qudlity, is reported to have outweighed any possible decrease
in utilization due to increased cogts (Chawla and Ellis 2000). Introduction of user fees is
found to receive broad support if such fees diminate the often Sgnificant charges and
bribery that are usudly levied unoffiddly, in which case the negaive impact on equity is
likdy to be limited (Killingsworth & d. 1999). In Cameroon, higher qudity implied thet
increeses in hedth fees did in fact conditute a reduction in the effective price of hedth
savices ad led to increased utilization of such services, with no visble negative impact
on the poor (Litvack and Bodart 1993).

While there gppears to be ample evidence on a benign or even podtive impact of the
introduction of user charges for hedth sarvices other contributions to the literature paint
a less podtive picture. In Zare, for example chaging for hedth sarvices has been
associated with a direct dedline in use (Haddad 1995). In Ghana, even though increased
cos recovery was perceved to be associated with increesed qudity of generd hedth
deivery, services, and drug supplies, it nonethdess led to higher leves of sdf-medication
and other behaviour amed a cost saving by the poor (Asenso-Okyere et d. 1998). On
equity grounds, user fees on hedth care can lead to disgppointing results because they
inhibit the poor from accessng hedth sarvices much more then they inhibit the non-poor.
In Kenya, for example, Callins & d (1996) find tha introduction of use fees led to a
reduction in outpatient regidration of about 27% in provincd hospitds and higher
reductions in digtrict and lower level hedth centres. Newsbrander, et d, (2000) report that
91% of households in Kenya knew of someone who faled to seek hedth care because of
cod. There were dso massve reductions in the percentage of femde patients and the
unemployed seeking trestment.

Even where usx fees have been wdl desgned, enforcement can be problematic
(Nyonator and Kutzin 1999) and criteria for exemption which are often used to mallify
the impact of such measures on the poor ae not dways implemented in the way they



were desgned. Fndly, credit condraints may condrain the ability to access fee-based
sarvices even in a Stuation where there is a dear willingness to pay by a specific group
dthough informd insurance networks (HausmantMueda e d. 2000). A review of three
country cases finds that the goals of cost recovery policies were rardy fully accomplished
and thet, even where there was a pogtive change in qudity, equity may have suffered
(Gilson et d. 2000).

In practice, the ability to respond to these needs is often condrained by data availability.
Lack of daa on sarvice provison a the fadlity levd makes it difficult to ascertain the
extent to which the expected improvement in sarvice qudlity hes indesd materidized.
Aggregate data on usars that lack information on their socio-economic characteristics
mekes it dfficult to identify the poor and thus assess how they have been affected by
reforms of hedth financing. Inability to control for other factors such as the provison of
infragtructure complementary to hedth services makes it difficult to assess the trade-offs
involved and decide whether government should invest in hedth rdated sarvices rather
than, say, improving water supply. This paper explores the issue a hand with respect to
supply of hedth services households demand for such sarvices, and actud outcomes
before and &fter the abalition of cost sharing.

2.3 Public expenditure on health and outcomes

Findings by Ablo and Renikka (1998), demondrate that mere budget dlocations done
can be mideading in explaning outcomes and making policy decisons, when inditutions
ae wek. How effidently expenditures ae trandormed into actud savices ie
digribution of the dlocaions a the recipient leve, and other non-policy factors can have
a drong impact on outcomes. This dudy is dso motivated by literature which shows that
hedth outcomes can vay across gender, age, and levd of income For example
Newbrander, et d (2000) show that the poor are more likey to ddlay or not to seek
trestment, and when they seek trestment, they are willing to trad longer distances to
looking for chegper dterndives than the non-poor. Canaggjah and Ye (2001) report that
hedth expenditures and hedth care provison in Ghana tend to favour the more afluent



regions and non-poor a the expense of the poor. They find no link between public hedth
expenditures, paticulaly the patern of immunizetion across the country, and hedth
outcomes. For example, the findings show that despite the much more extensve hedth
feadlities in the more afluent areas, the percentage of fully immunized children is only
margindly higher. In the hedth sector, outcomes can be drongly influenced by the bias
of the hedth policy (curdive vis a vis preventive), other nonpolicy factors such income
per cgpita, income didribution, level of educaion and culturd factors rather than the
dlocations per see. Udng the 1992-93 and 1997-98 Vietnam Living Standards Survey
data, Glevwe, et d (2002) find that growth in household expenditures account for only a
smd| proportion of improvements in children’s nutritiona sandards.

Like dsawhere in the world, hedth care provison in deveoping countries is associaed
with large inequdities paticulaly inequdities based on age, gender and disadvantaged
groups. Using the Living Standard Measurement Study for Brazil, Diaz (2001) finds that,
based on mortdity rates, reported gopearance of chronic hedth problems and sdf-
assessed  hedth for children aged 5 years and below, boys are in worse hedth condition
than the girls After this age, the differences tend to disgppear until adulthood when the
women congdently consder themsdves to be less hedthy. Diaz finds larger differences
among the women's groups and inequaities based on economic satus, which tend to
increese with age. The rich accumulate a grester number of hedth years resulting in pro-
rich inequdities

2.4 Description of Uganda’s health system

From the time of independence, the Uganda had one of the best hedth care sysems, with
the largest and mogt equipped referrd hospitd (Mulago Hospitd) in the region. Almost
eech didric had a wdl functioning and equipped hospitd, with farly equipped
digpensxies, & the county and sub-county levds But fdlowing the neglect and
mismanagement of public affars that beseged the country in the 1970s and early 1980s,
there was massve deerioration in the qudity of hedth care sarvices in the country.
Today mogt of the public hedth fadlities in the country are in a sorry date and there are



acute shortages of trained personnd and medicd equipment. The gaff are underpad and
highly demordised. Many highly trained medicd personnd have taken economic refugee
to other countries, paticularly the developed countries, and/or the private sector. Since
1987, a number of private and non-governmenta (NGO) operated dinics and hospitals
have sprung up (Ablo and Reinikka, 1998) to try and compensate for the rather stagnant
supply of hedth care services by the public sector. However, most of the private sector
cinics and hospitds are locaed in the mgor urban aess, paticulaly, the capitd,
Kampdaand are generdly out reach for the poor.

Indicators of the qudity of hedth cae such as hirths atended by qudified hedth
workers, patient to hedth personnd ratio, contraceptive prevdence, population with
acoess to essentiad drugs ete. show that the quality of hedth care provison in the country
is very low. The WHO (2001) report indicates thet there are only about 19 nurses and 14
mid-wives per 100,000 people in Uganda. Coverage by dentids is much lower a about 1
dentig for every hdf a million people Only about 15% of adults have access to
contraceptives and only 70% of the population have access to essentid drugs. Because of
cost and distance, about 58% and 41% of women, lespectively, fal to seek antenatd care
in hospitds  Equdly, hedth outcome indicators such as immunizaion coverage,
incdence of child dunting, life expectancy and probability of surviving up to age 65
years dl pant a gloomy picture Immunizetion coverage for children below one year in
2001 was only about 83%, about 38% of children in Uganda are under-heght for ther
age and 26% are under-weight for age Life expectancy a hirtht is only about 42 years
(and only 36 years for hedth life expectancy), compared to the over 70 years in the
developed countries and the globd average of 66 years. Contrary to expectations, the
dhares of hedth expenditure to overdl gross domedtic product (GDP) and public hedth
expenditure to totd hedth expenditure tend be low among the deveoping countries
compared to the developed countries Totd expenditure on hedth in Uganda is only
about 35% of GDP while public expenditure on hedth as a percentage of tota hedth

! Life expectancy among most sub-Saharan African countries had declined in the 1990s owing to the AIDS
epidemic, which is rampant among the youth. Uganda's life expectancy declined from 47 years in 1990 to
44 years in 1995 and 42 years in 2000. The situation and trend are a lot similar for other countries in the
region, (ref. Table 2).



expenditure is only about 38%. Basad on 1998 figures, total hedth expenditure per capita
isonly about 11 US dallars.

Table2: Health indicatorsfor Uganda and selected countries

Infant Life Diarrhoea Nutritional status Antenatal care Vaccination
Mortality .../1 expectancy prevalence .13 .14 coverage.../5
Country Total years Under 6 6-12 Height Weight for
Under 1 year .12 months months for age height Doctor. Nurse 1-2yrs

Uganda 1988 98.3 47 26 433 394 12 115 761 49.3
Uganda 1995 81.3 44 17.7 333 35.8 54 9.6 81.6 60.5
Uganda 2000/01 88.3 42 17.8 38.1 34 51 85 83.8 47.3
Burkina Faso 1992/93 93.7 45 15.7 28.3 30.6 16.7 2 571 727
Burkina Faso 1998/99 105.3 44 144 28.8 34.9 16.7 19 60.7 55.9
Coted'lvore 1994 88.5 48 11.6 24.3 24.4 8.3 41 79.1 72.3
Cote d'lvore 1998/99 112.2 46 10.3 30.3 21.3 9.6 5.7 785 734
Ghana 1988 77.2 57 16.3 385 311 7.2 274 557 40.3
Ghana 1993 66.4 59 14.2 24.9 259 11.3 264 592 68.2
Ghana 1998 56.7 57 13.6 254 19.2 13 258 628 76
Kenya 1989 60.7 57 17.1 254 - - 285 489 61
Kenya 1993 61.7 53 135 238 29 4.6 237 71 69.2
Kenya 1998 737 47 119 224 33 6.1 278 641 55.4
Nigeria 1990 874 49 109 26.3 37.9 8.7 357 235 347
Nigeria 1999 75 47 8.2 18.8 455 124 247 389 195
Zimbabwe 1988 49.1 56 151 414 274 16 185 729 77.6
Zimbabwe 1994 52.8 49 138 332 214 55 209 722 79.1
Zimbabwe 1999 65 40 6.1 217 264 7.1 121 805 68.6

Source: 1. World Health Organisation: Survey Tndicafors. www. measuredhs.com/data/indicators.
ii. World Bank, World: DevelopmentIndicators. www.devdata.worldbank.org/hnpstats.

.../1 Number of deaths per 1,000 children born alive.

...I12 For life expectancy, the figures reported refer to 1990, 1995 and 2000, where applicable.

...I3 Medical officer consulted by pregnant woman.

.../4 Indexes are expressed in terms of the number of standard deviation (SD) units from the median of the
NCHS/CDC/WHO international. Figures reported indicate percentage of children whoseindex isbelow 2
standard deviations.

...I5 Percentage of children one to two yearsof age, for whom avaccination card was shown to theinterviewer

during thefirst year of life, according to current age of the child.

The indicators for Uganda show that the qudity of hedth care is not only low but dso
deteriorating, and paticulaly after the introduction of cogt sharing. For example, from
Table 2, we note tha while infant mortdity (under one year) declined from 98 to 81
desth per 1,000 children between 1988 and 1995, it incressed to 88 in 2000/01. Although
there was a dight increase in antenatal care provided by nurses from about 82 to 84, the
number of pregnant women consulting a medical doctor dedlined from 9.6 to 85 between
1995 and 2000/01, respectively. The prevaence of diarrhoea among children aged below
6 months remaned farly datic a about 18% but it increased among children aged 6



months to 1 year from about 33% to 38%. This is in spite of the improvements earlier
registered between 1988 and 1995. The incidence of stunting reduced from about 40% in
1988 to about 36% in 1995, but after which it reduced only dightly to 34% in 2000/01. In
2000/01, vaccination coverage for age 1 to 2 years dedined to 47%, wel below the leve
registered in 1988.

Compared with other countries in the sub-Saharan African region, these hedth indicators
show tha Uganda is lagging behind. For example, the infant mortdity rete of 74 for
Kenya (1998) and 65 in Zimbaowe (1999) ae much lower in comparison to those for
Uganda. The number antenatal care attendances with a doctor are about 28 in Kenya, 25
in Nigeria, and 26 in Ghana. Prevdence of diarrhoea among children below 6 months of
ageisonly about 12% in Kenya, 8% in Nigeriaand 6% in Zimbabwe.

In an efort to improve efficency and to revamp qudity in the provison of hedth care
svices in the country, government, has dnce 1989, undetaken a number of policy
measures, among which was the policy of cost sharing or cost recovery, by imposing user
charges in public hospitals®. The second mgor policy change was a shift to focusing on
preventive hedth care rather than curative hedth care. In principle, however, there was
no natiiona policy on user fees but the Minigry of Hedth (MOH) issued fee-for-service
guiddines to didricts and the hedth providers. According to the guiddines, charges of
Ushs500 for adults and Ushs300 for children, were to be imposed. Urban hospitals had
the liberty to charge up to Ushs1,000 for adults and Ushs500 for children. The charges
were a block fee payable before consultation, irrepective of what services one required
or obtained. The revenue generated was to used to pay top-up alowances to staff® (50%),
purchase of drugs and supplies (30%), mantenance and repars of fadlities (10%),
supervison, trangport and outreach (10%), (MOH, 1997). The findings show tha most of
the hedth dinics did not follow the guiddines st by the MOH, prefaring to charge
higher fees However, in the heat of the 2001 presidentid dection campaigns, and

2 This measure was aso part of the overall economic recovery programme (ERP) and austerity measures
undertaken by government to reduce the fiscal deficit, and to bolster control of inflation, by reducing public
expenditure and government borrowing from the Central Bank.
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following repested complaints of inability to pay consultation fees and the high cost of
drugs, the government, with effect from February 2001, resolved to abolish user charges
in dl public hedth centres. This was implemented as measure to promote access to
sarvices by dl. The messure was immediady implemented, the impact of which has not
yet been established.

To-date, hedth care provison in Uganda is undertaken by both the public and the private
sectors. However, due to inadequacies of the public sector, the private is found to be
playing a leading role in the provison of hedth sarvices to the population, (Ablo and
Reinikka, 1998). For example, the World Bank (1996) survey of peformance and
perceptions of hedth and agriculturd service in Uganda shows that only about a quarter
of households in Uganda used government hedth services while about one third used
some other hedth care service provider in the period one month prior to the survey. The
populetion is reported to resent public hospitals because of the frequent lack of drugs,
poor fadlities and having to wait for longer than eight hours In addition, hedth workers
tend to devote very little time to the activities of the hedth units and rurd hedth units
fall to attract qudified hedth workers

2.5 Summary of theliterature

Wheress it can be argued that even the poor are willing to pay for high qudity of hedth
savices and therefore user fees ae okay as long as they ae accompanied by
improvements in qudity, equity, in terms of access by dl can be logt as a consequence of
the same policy. From the foregoing, it is noted that user fees on hedth sarvices can lead
to serious negdive implications for the sodiety. In paticular, the poor are ligble to suffer
most as they would find no dternaive recourse for medicad atention. Most of the
previous sudies have focused on the impact of user fees on hedth outcomes. The
Ugandan data gives the opportunity to condder the other dde of the coin, the implication
of abolishing usr fees In the next section, we lay out the conceptud framework and

% This was meant to complement the meager official salaries paid to health workers as an incentive to
promote commitment to work and to improve efficiency.

11



esimation procedures to edimate this impact on access to hedth sarvices and hedth
outcomes for Uganda.

12



3. Conceptual framework, data and estimation strategy

3.1 Introduction

An effident and equiteble hedth care programme is an essentid ingredient in the
improvement of wdfare of the population for any country. Good hedth is very important
for economic growth and devdopment and enjoyment of life by the population. Good
hedth is necessary for the populaion to peform efficently in their day-to-day activities,
reduces incidences of wastage and releases resources for development in other sectors. In
the World Hedlth Report, 2000 it is noted tht,

“Hedth sysems provide the citicd inteface between life-saving, life-
enhancing interventions and the people who need them. If hedth sysems
are wesk, the power of these interventions is likewise weskened, or even
log. Hedth sysems thus desarve the highest priority in any efforts to
improve hedth or ensure that resources are wisdly used”, (WHO, 2000).

It is therefore critical that if the hedth Status of the population is to be enhanced, both
public and private hedth care providers work hand-in-hand to provide qudity hedlth care
savices to dl, a the lowest cost possble For a deveoping county like Uganda, the
devdopment, provison of hedth care services and overdl peformance of the country’s
hedth sysem is lagdy the regponshility of the government. The careful and responsble
management of the wel-being of the population is the very essence of good governmert,
(WHO, 2000). As indicated earlier, government imposed user charges on public hedth
sarvices, which were later abandoned. This paper explores the impact of the abalition of
user charges in public hedth centres. We the before-and-after scenario to test 3 mgor
propositions.

The firg, and the mgor propodtion of this dudy is that abolition of user charges has
resulted in increased preference for, and use of public hedth care sarvices for the sck,
given that they are now free. The flip Sde of this proportion is thet the policy hes led to
reduced preference for, and use of private hedth care sarvices given tha the private
providers charges fees for the use of thelr services
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Our second propostion, and as a corollary to the fird, is that abalition of user charges in
public hedlth care fadlities has resulted in reduced incidence of rationing® in comparison
to the period when user charges were being imposed. Abolition of user charges should
therefore be expected to have a regative impact on rationing (i.e. reduced numbers of the
rationed), particularly for the poor and other disadvantaged groups such as the orphans.

The third propostion is that the economic impact (using workdays lost as proxy) of the
incidence of sickness has reduced following the abolition of user charges Abdlition of
user charges was intended to improve access to hedth care fadilities by dl and therefore,
other things being equd, should be associated with rddively reduced periods of sckness
and hence lower workdays log. In the next section, we discuss the modd and esimation
procedures used to edtablish the impact of abolition of user charges on individud
behaviour and hedlth outcomes in Uganda

3.2 Impact of abolition of user fees on accessand health outcomes

In this section, we modd the probability of choodng a public or private hospitd and
being rationed when sck as being conditiond on a number of household characteridics
and digance to hospitd and the impact of user charges The task of the study is to
examine and test the impact of the abolition of user fees in public hedth care centres
which we implement usng individud levd daa from the 1999 and 2002 nationd
household surveys. Since the 1999 data was collected when the pdicy was in force, and
the 2002 data has been collected amost one year after its abolition, we are able to make a
‘before and after’ andyss of the impact of the policy. Two scenarios are consdered;
children aged 14 years and below and those aged above 14 years.

Conddering the poverty leves in the country, abolition of user fees should, a leest in the
short run®, result in incressed reporting to public hospitas, paticulaly by those who

* We define the condition of being rationed as the failure to seek treatment when sick because of cost or
long distance to the health center. In the data there are those individual s who did not seek treatment because
they considered the ailment to be mild. These are not included in the category of the rationed.

> In the long run patients may realize that possibly the quality of the health care system has not improved
and decide to seek alternative means of treatment. Patients may also realize that they have to wait for too
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were previoudy rationed out of the hedth care sydem dtogether. To begin with, we
devdlop a modd of the likdy outcomes of the abalition of user fees on the public hedth
cae svices. We note that abolition of user fees is likdy to increase the probability of
seeking treatment from the public hospitds as opposed to the private hedth care
providers. It is dso likey to result in reduced incidences of raioning, conditiond on
being sck. The palicy is dso likdy to in different outcomes for children, paticulaly the
disadvantaged (orphans, etc.) and the adults

3.3.1 Accessto health care services

The choice of hospitd (public or private) and the probability of being raioned are then
moddled as a function of both persond and household/dwelling characterigics Among
the persond characteridics we incdude age education and gender and among the
household characterigics we include vaue of household assats, as proxy for its income,
household dze and digance to hospitd. We dso incdude locationd dummies, urban/rurd
and the regiond dummies to cagpture any locationd advantages. This can be presented as
agenerd form eguation:

Hit = f(Xit, Rit, Xit T, Rit T, T) v (@)
Where;
Hi: is a categorica indicator that takes a vadue of 1 if the individud: a chooses a public
hedth care provider or b, chooses a private hedth care provider rationed or ¢, is rationed
(depending on the equation) when Sck a timet, i.e. either 1999 or 2002 and O otherwise.
Xit is a vector of individud and household characteridics induding age, sex, education,
household sze, household assets and digance to hospitd. Rj; is a vector of locationd
dummiesincduding urban and the four regions, Centrd, East, North and West.

XiT and RiT ae the individud/housshold vaidbles and the locaiond dummies
interacted with the year dummy. T is the year dummy with a vaue of 1 if the observation
is from 2002 and O if it is from 1999. It provides an edimate of the pure time trend of the

long and/or to buy the medicine or to bribe the personnel in order to be attended to. This could result in
reduced reporting of sicknessto public health care centers.
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probability of seeking trestment in public or private hospitd or being rationed or over
time. We expect a pogtive coefficient for the choice of public hospitd and a negative
coefficient for private hospitas and being rationed.

For choice of hospital and rationing, the modd estimated is Specified thus:

Cit=a1Yit +azHit + asDit + a4Rt + b1YitT + b2Hit T +bsDit T+ baRit T +asT +mt ... (2)

Where the dependent varidble, Ci; is the choice of public or private hospitd or being
raioned, eech taking a vaue of 1 if the individud chooses say the public fadlity or
private fadlity or is rationed and O otherwise. Y is the log of the vdue of household
asHts (as proxy for income), Hi; is a vector of individud/household characteristics
induding age, s, education and Dy is a vector of dwdling characteridics, incduding
tollet fadlities type of roofing and floor materid. Rit is a vector of locationd varigbles
digance to hospitd and urban/rurd and the different regions. The terms YT, H(T, DT,
and Ri(T ae interactive terms between the origind variables and the year dummy, T,
which itsdf is used to capture the impact of the pure time trend on baing sck. Findly, m
is the eror term, assumed to follow the usud assumptions of normdity and condant
vaiance. We expect that the vaue of household assats a negative impact on e incidence
of gckness dweling characteridics as defined (1 if a household meets the minimum
dandard ad O otherwise) are expected to have a negative impact on the probability of
being sck. For the incidence of sickness, we cannot date the expected sgns for age, sex
and locationd and the time dummies a priori.

The different dements of the coefficent vectors, § and &, provide estimates of the
impact of individud/household characteridics and location on the probability of being
rationed or using public of private hedth care providers in 1999 and the change in the
impact between 1999 and 2002. For example, for the j-th dement of the vector Hj; or Rj,
the corresponding dements of the coefficient vectors & and § + § denote the impact of
particular characteridics on the probability of usng public or privae hedth care
providersor being rationed, asthe case may be, in 1999 and 2002, respectively.
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To edablish the differentid impact of the policy change on specific groups, we etimate
separate regresson for children aged 14 years and below and for adults. In the regresson
edimates for children, we indude a dummy that takes the vdue 1 if the child is an orphan
and O othewise. The cut-off of 14 years corresponds with the age & which children are
expected to complete ther primary level of education. At this age, they are not able to
maeke their own decisons about hedth care, but are depended on ther parents. In
addition, the progranme of Universd Primary Education (UPE) in force since 1997
means that most of the children in this age category are atending school and it would
important to find out if hedth-related problems are disrupting their Sudies.

3.3.2 Health outcomes

Access to or beng rationed from the hedth fadlities when sck fals on the demand sde
for hedth care sarvices by individuds Our interest in this dudy is to dso establish the
impact of the abalition of user fees on hedth outcomes inddence of dckness and
workdays los due to sckness We envisage that the policy was associated with a
reduction in the incidence of sckness and the workdays logt as patients are expected to
seek trestment in time and therefore incidences of re occurrence of the same allment and
workdays lost would be reduced. In particular, the workdays logt gives us an indication of
the economic impact of being sick for the individud and the housshold as a whole®. In
this section, we present two models, a probit modd of the incidence of being sck, and
tobit modd for the economic impact of being Sck on workdays log.

For incidence of dckness, we esimate a probit modd of the form:

Sit =a1Yit +azH: + azDit +a4R: + b1Yi T + boHi T+ b3Di T + baR:T+asT +e€j;........
©)

® At the individual and household level, the incidence of sickness can lead to substantial lossin terms of
production time missed, and can have important social and psychological implications such as loneliness
and anxiety. Studies on the economic implications of the incidence of sickness at the level of the firm
revea that the cost of lost work time can be substantially higher than the wage, especially where thereisno
perfect substitute for the absent worker and there is team production or penalties for not meeting output
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Where S;; is the incidence of being dck, taking a value of 1 if the individud reports
having had some form of sickness in the previous 30 days, and O otherwise. Y isthe log
of the vaue of household assts (as proxy for income). Hi; is a vector of
individua/household characteridics induding age, sex, education and household sze Dj
is a vector of dwdling characteridics, induding toilet fadilities type of roofing and floor
materids. Rit is a vector of locationd varigbles urban/rurd and the different regions. The
terms Y T, HT, DT, and RT ae interactive terms between the origind varigbles and
the year dummy, T, which itsdf is usad to capture the impact of the pure time trend on
being sck. FAndly, ey is the eror tem, assumed to follow the usud assumptions of
normdity and condat variance. We expect the vaue of houschold assets to have a
negative impact on the incddence of gckness, dwdling characteridics, as defined (1 if a
household meets the minimum standard and O othewise) are expected to have a negdive
impact on the prabability of being dck. Education is expected to lower the incidence of
gckness given tha the educaied ae likdy to be in better postion to make use of
preventive messures such immunisation, use mosquito nets, etic. For the incidence of
sckness, we cannot date the expected dgns for age sex, locationd, and the time

dummies a priori.

To examine the economic impact of being sck, we etimate a tobit modd, with workdays
lost due to sckness as the dependent variable. The modd is stated thus:

Wit =a1Yit +aHit + asDit + a4Rt + asKit + b1Yit T+ boHi T
+b3DitT + baRit T + bsKit T+ ael + hit ....... 4)

Where W; is the number of workdays lost due to sckness The rest of the varidbles are
defined as before, except that here we add Ki; and KT to capture the impact of distance
to hospitd and the disance interacted with the year dummy, respectivdy on the
workdays logt. hj; is an eror assumed to be normdly digtributed with mean zero and

condant variance. Other things congtant, we expect the vaue ¢ household assets to have

targets. Wages only represent a lower bound fro losses from a day of missed work that could be much
larger than the wage rate. See Pauly, et a (2002).
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a negative impact on the workdays logt because of sckness, i.e the wel-off are expected
to be in better to seek good qudity medica atention when sck and therefore to lose less
days. The number of days logt due to sickness is expected to increase with the distance to
the neares hedth fadlity. Better dwdling characteridics, associated with higher levels of
income are expected to lead to fewer workdays los when sck. If abolition of user fees is
associated with increased access to hedth care by dl and reduced dck days, then the
dummy T should have a negdive dgn. Like before, we cannot date the expected Sgns
for age, sex and locationd dummies a priori.

3.4 Data and descriptive evidence

To provide evidence that would dlow us to answer these quedions, we rdy on two
nationd data sets to edimae the impact of abolition of user charges on a number of
individud hedth care seeking behaviour and outcomes. The fird data set comes from two
rounds of the Uganda nationd household surveys (UNHS); the 1999/2000 survey (UNHS
), fidlded between August 1999 and September 2000 and the prdiminary 2002/2003
aurvey (UNHS 1), conducted by the Uganda Bureau of Staigtics (UBOS) which was
conducted between February and June d 2002. The UNHS | covered a tota of 10,696
households, comprising of aout 57,385 individuds and the UNHS Il includes about
2400 households, with about 12,641 individud observations. Both surveys provide a rich
source of information on individud and household characteridics hedth daus
(incidence of sckness in the previous 30 days), choice of hospitd and condraints faced.
The survey daa dlows us to differentiate individuds by wedth dass explore the
changes in why sarvices were not utilized, and the impact on outcomes. In addition, the
2002 community survey, conducted together with the soda survey, provides excdlent
information on service provison by the two most commonly used hedth fadlities in each
community’, which dlows us to complement household leve information on use of
hedth faclities with an independent measure for the supply and cost of such sarvices

" Information for each establishment was collected both from an official representative of the institution as
well as from the community in an attempt to be able to cross-check for possible divergent views and
perceptions. As there was very little variation between the information provided by the two sources of
information we use either an average or what we consider to be the most knowledgeable source.
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The daa provides quditaive and quantitative information, incduding avalability and
prices of mdarid drugs and atibiotics conaultation fees, fulltime and pattime hedth
workers, hours open and bed cgpacity, etc., on the dtuaion before and after the removad
of user feesfor both public and private health facilities®.

This is complemented with adminigrative data collected by the Hedth Management
Informetion Sarvices (HMIS) covering about 1,400 public hedth care inditutions
countrywide, which provides information, a the inditutiond leve, on reporting of
difforet alments medicd pasonnd, fadlites finadng and gened  infragtructure
avalable to public hedth care inditutions before and after the abalition of user charges.

3.5 Egimation strategy

The mgor focus of the paper is to edimate the impact of the abalition of user fees on
access to hedth sarvices and incidence of sckness and the implication to the household,
in terms of work days lost. We use the adminidrative data on services rendered to obtain
a panorama of the extent to which the policy shift has afected different types of hedth
sarvices across regions. We use an index of didtricts, denoted by i and different trestment
savices a a hedth unit, denoted by j and a dummy AFT to represent whether the
observetion is obtained after abolition of user or before. The edimating equation is then
dated thus;

Treatj = ap +a1AFT +azb; +i (5)

Where Tregyj is the type of trestment for which the patient is regigered in the hospitd,
AFT is a categoricd vaiable taking the vadue of 1 if the treetment is recorded after and
the abalition and O otherwise, and D; is the didrict index, 1 is the eror term assumed to
be normaly digtributed with mean 0 and congtant variance.

8 For purposes of this paper, we define public hospitals as any health centre/facility/hospital financed out of
public resources, either at the central or local government level. Private hospitals are defined as those
health centres/facilities/hospitals that are financed by non-governmental organisations, private individuals
and companies, including traditional health care establishments. In the discussion, we use the words;
hospital and health care centres inter-changeably to mean a health care facility, no matter its size. Our
major concern is the type of ownership, which is distinguished as stated above. We aso use the terms
government and public hospitals or health care centresinterchangeably.
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However, the adminidrative data has a number of shortcomings given thet it is gathered
by administrators d the hedth unit, (i) there is no indication of whether the demand for
services was met by adequate supply; (ii), it is not possble to tel from the data whet the
impact of the policy on outcome vaigbles was (iii) the data does not differentiste
patierts treated by income, age or gender. We therefore cannot make any assessment on
the implication of the policy change on diffeent categories of individuds and
househalds. (iv), There could be other noise in the data which can only imperfectly be
controlled for by the number of dinics reporting; (v) There could be a possble incentive
to mis-report or change sandards over time if saff presume that ther reward will depend
on this dafter the abolition (sdf-fulfilling expectation). Given these shortcomings, we use
the UNHS data to assess the impact of abolition of user fees on access to and hedth
outcomes.

Given that the UNHS | data were collected when the policy of user charges on public
hedth services was in force while the UNHS |l daa have been collected &fter the
abolition of the policy, we can make an assessment of the policy. We treat the change in
policy as an exogenous factor and pool the two data sets to etablish its impact of
different groups of households by edimating separaie equations for children and adullts,
with the cut off age a 14 years Individuds aged above 14 years, a which age children
they are in secondary school or working if they are not school, are condgdered mature
enough to make their own decisons about their hedth; reporting of sckness and ility
to take themsdves to hospitd. On the other hand, individuads aged 14 years and beow
are conddered too young to make their own decisons, and rather depend on the head of
the household. For this category, we use some of the characteristics of the head such as
education and sex in the esimations, ingead of the individud characterigtics. In addition,
we consder a specific group of children, the orphans, who may be disadvantaged® over

® Children living without their parents, particularly the biological mothers can face serious disadvantages
with respect to health care and can suffer social and academic problems, including dropping out of school,
much more than other children. Using the 1988 US Child Health Supplement to the National Hedlth
Interview Survey, Case and Paxson (2001) find that children living with step-mothers are lesslikely to have
routine visits to adoctor or dentist nor do they have a place for usual medical care.
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other groups in terms of access to hedth savices To examine the magnitude of the
impact of abalition of user fees on the incidence of raioning, and choice of hospitd, we
edimate equation 2, and to examine the magnitude of the incidence of dckness we
edimate equation 3 while to edtablish the impact of abalition of user fees on workdays
logt, we estimate equation 4.
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4. Empirical evidence

4.1 Introduction

In this section, we discuss the results of the study. In the firgt section, we report the
change in diseases reported to hedth units before and after the abolition of user charges,
based on the adminidrative data We dso ded with the descriptive satistics of household
characteridtics, incidence of sickness, workdays lost and reporting of sickness to hospitd,
public and private and the incidence of raioning. In the second section, we discuss the
empiricd results of the probit modds edimaed for choice of hospitd, public vis a vis
private, and rationing, conditiond on being sck. In the third section, we discuss the
empiricd evidence on inddence of beng dck and its economic impact the
individua/household by congdering the workdays logt.

4.2 Descriptive evidence

4.2.1 Reporting of sickness, national data

Usng the HMIS data, we regress the different types of reported diseeses with a time
dummy on the right hand sde to capture the impact of the policy change On the right
hand gde we ds0 indude regiond dummies to esimae the change in reporting of the
different alments in the different regions The codffident of the time dummy therefore
represents a percentage increase in different types of diseases as reported to the hedth
centres. The results show Sgnificant increases in the number of new cases fird reported,
referds to unit, ddiveries anti-natal and post-natal cases, and vitamin supplementation.
New cases reported to a hedth unit for the firg time are found to have increased by about
20% for those under 5 years of age and 31% for age 5 years and above. Refeards to unit
increased by about 26%, anti-natd cases increases by about 15% while podt-natd cases
increesed by about 34%. In addition, we do didrict fixed effects and variaion across
regions, the results of which show vey dealy that there is an expanson in the number of
cases reported to hospita. The results remain more less the same across the regions,
except for the North, which is found to report decimd and inggnificant increeses. The
grestest increment, of about 60% overal and 74% in the Centrd, 79% in the East and the
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West, and 32% in the North is reported in the case of vitamin A supplementation. As if to
confirm the increased number of birthrelated cases reported to hedth units, reporting of
cas handled by traditiond birth atendants (TBA) is found to have gone down by about
16% countrywide and 20% and 13% in the Centrd and the Eagtern regions, respectively.
This seems to indicate that individuds who were previoudy rationed, possbly because of
the codt, are now being reporting hospitas. Detalls of the results are reported in Table 3.

Table3: Medical casesreported to hospital

All'Uganda Region

Category of cases Central East North West

New casesand referralsto unit

Under 5 years) 0.185*** 0.263*** 0.301*** -0.107 0.253***
(5.83) (5.49) (6.36) (1.29) (4.11)

5 years and above 0.309*** 0.348*** 0.429*** -0.031 0.494***
(9.59) (7.78) (7.60) (0.33) (10.39)

Referrals 0.259*** 0.336*** 0.359*** 0.029 0.439***
(5.23) (3.30) (4.00) (0.24) (5.01)

Antenatal, deliveriesand

Postnatal cases

New antenatal cases 0.122%** 0.018 0.241*** (0.021 0.270***
(3.36) 0.22) (3.16) (0.27) (4.19

Re-attendances/referrals 0.165*** 0.248*** 0.520*** 0.273** 0.413***
(5.37) (3.09) (6.52) (2.35) (3.71)

Deliveries at unit 0.278*** 0.261*** 0.286*** 0.250* * * 0.459***
(7.98) (3.35) (5.15) (3.25) (6.76)

Déliverieshandled by TBA's../1 -0.156*** -0.196* -0.128* -0.088 0.027
(3.66) (1.97) (1.67) (0.88) (0.31)

Post natal cases 0.341*** 0.057 0.304*** 0.061 0.252
(7.13) (0.89) (6.05) (0.89) (4.28)

Other cases

Total weighed 0.382*** 0.681*** 0.352%** 0.308** 0.337***
(7.44) (5.34) (4.13) (2.22) (4.21)

Vitamin A supplementation 0.613*** 0.744*** 0.785*** 0.320** 0.787***
(12.28) (7.45) (9.10) (2.51) (9.15)

*gignificance a the 10% level; ** significance at the 5% level; *** Significance at the 1% level.
t-statisticsin parenthesis.

...I1 TBA stands for traditional birth attendants. These are non-medica personnel individualsbut with skillsto aid
delivery. Government has run programmes to train TBA’sin methods of hygiene and safe delivery countrywide.

However, given tha the respondents in this survey were the adminigrators of the hedth
centres, there could be an incentive to over report on key areas S0 as to win the support of
the government. Secondly, the data has no household or individud characterigtics of the
patients, SO that it is not essy to edtablish the economic implication of the results & the
household and individud leve. We therefore complement our andyss from the HMIS
data with the household data to esimate the impact of the abadlition of user fees on a
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number of different outcomes for the population. Our interest is to establish the impact of
the policy change on use of both public and private hedth facilities and the ncidence of
being rationed, for different categories of the population. Usng the vaue of household
assets and dummies for various dwdling characteridics, our andyss endbles us to make
inference on the impact of the policy change on the poor vis a vis the non-poor. By
induding a dummy for children who ae orphans we edimae the impact on this
disadvantaged group.

4.2.2 General individual/ household characteristics

Table 4 presents the generd descriptive datidtics of the survey data. The data shows that
compared to 1999, there were improvements in a number of household characteridics in
2002. For example, the vaue of household assets™® (at the 2002 Ush:US$ exchange rate)
increesed from an average of US$786.5t0 USH 961.6. There ae dso impressive
improvements in the dwdling conditions as indicated by the proportion of households
with an iron-sheet roofed house, cement floor, pit latrine etc.

4.2.3 Incidence of sickness and reporting to hospital

Descriptive gatistics on the incidence of sckness, and implications are induded in Table
5. We note that between 1999/2000 and 2002/2003 the incidence of sckness dightly
increased from about 27.1% to about 31.3% naionwide. At the regiond leve, the same is
true, with the highest increase being reported in the Centrd region where the incidence of
sckness increased from 22.2% to about 28.5%. The lowest increase was reported in the
Eagtern region (from about 36.2% to about 38.1%). However, the Eastern and Northern
regions continue to report the highest incidences of sckness a 38.1% and 39.1%,
respectively compared with 285% and 28.9% in the Centrd and the Western regions,
regpectivdy. In the North, the high incdence of sckness could be associaed with the
insecurity, which has tended to result in a breskdown in sodd infresructure and a high
influx of refugees in the region. In the Eagtern and Western regions, the problem could be
atributed to the large expanse of wetlands (in the East) and forests (in the West), which

10 This includes household items such as house, furnishings, radio, transport equipment, enterprise assets
and land. It excludes the value of livestock, covered inthe UNHS | socio survey but not inthe UNHSII.
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provide good breeding grounds for mosquitoes and therefore a high prevdence of
madaria. Although the North reports the highest incidence of sckness, a doser look a the
types of alments suffered shows thet it hes the lowest incidence of mdaia in the
country, with about 40% of al medicd cases being maaria, compared with the nationa
average of about 57%. The highest incidence of maaria is reported in the West (about
66%0), followed by the East (60%) and the Centrd (54%).

With respect to seeking of treatment when sck, the proportion has increased from about
68.3% in 1999 to about 78.9% in 2002. At the regiond levd, the highest increase was
reported in the East where the proportion increased from about 55.8% to about 75.2%,
followed by the North, from about 71.1% to 78.0% and the West from 79.3% to 78.5%.
The Centrd region had the lowest increase from 74.4% to 75.1%. There was a big jump
in the proportion of those seeking trestment in public hospitas as opposed to the private
hospitds. While in 1999 the proportion of those seeking trestment in public hospitas was
only about 1% it increesed to 21.2% in 2002. In the Centrd region, the proportion
increased from 0.8% to 19.4% and in the Eagt from 1% to 21.2% while in the North and
West the proportion increesed from 14% and 1.1% to about 25% and 22.3%,
repectively.

Of those who did not report to hospital in 1999, the mgor condraint was reported to be
cog of conaultation, (15.2%), followed by dckness beng mild (11.3%) and long
digances (5.2%). High cods and long digtlances were a mgor problem in the Eastern
region where 184% and 13.6% of those not seeking trestment reported high costs and
distance as the mgor condraints. In 2002, the mgor condrant for not seeking treatment
was reported as high codt, but by 8.4% of those who did not seek trestment. While the
average number of household members reporting some form of Sckness increased from
about 3.1 to 3.4 members per household, the average number of workdays per person lost
due to sickness dropped from around 83 in 1999 to about 7.1 in 2002. These descriptive
ddigics seem to point to the fact that remova of cogt sharing in public hospitds hes led
to some podgitive outcomes in terms of access to hedth services by a bigger proportion of
the population and a drop in the economic impact of beng sck. Those who were
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origindly rationed because of cost seem to be having access to medicd fadlities which
results are sustained by the regresson results Detalled descriptive ddidics are presented
in Tables4 and 5.

Table4: Summary of household characteristicsin Uganda, 1999 and 2002

All Uganda Region
Variable Central East North West
1999
Value of households assets (US $) 786.54 918.43 728.36 345.77 971.56
Roof with iron sheets or better (%) 64.14 85.55 5758 16.46 7775
Cement screed floor or better (%) 24.70 39.04 2377 1031 2044
Flush toilet (%) 2.84 243 5.54 1.06 173
Pit latrine (%) 70.14 78.38 58.40 51.76 83.99
Distance to hospital (km) 5.67 5.53 4.49 5.65 4381
Femal e headed househol ds (%) 21.65 25.30 19.05 25.88 18.19
Age of household head (years) 44.36 45.00 43.76 42.81 45.23
Education of household head (years) 5.65 6.08 5.99 5.13 5.23
Household size 7.30 7.43 7.55 6.92 7.16
Maximum education in household (years) 341 391 3.46 2.70 3.30
Number of households 10,696 3,110 2,865 1,802 2919
Number of individuas 57,387 15,608 15,535 9616 16,628
2002

Value of households assets (US $) 961.56 900.23  1,002.23 611.58 1,155.23
Roof with iron sheets or better (%) 80.23 87.52 69.10 3165 90.39
Cement screed floor or better (%) 35.97 4092 30.36 16.67 3777
Flushing toilet (%) 251 0.81 6.69 0.00 3.00
Pit latrine (%) 78.37 7497 72.64 67.17 89.69
Distance to hospital (km) 5.87 551 4.00 8.36 5.03
Female headed households (%) 2441 24.56 2237 31.99 22.96
Age of household head (years) 39.14 38.88 39.63 390.37 39.19
Education of household head (years) 6.37 6.28 7.13 4.90 6.46
Household size 6.97 6.78 7.71 6.46 6.96
Maximum education in household (years) 413 4,03 451 3.48 4.24
Number of households 2411 887 578 280 666
Number of observations 12,641 4424 3,200 1524 3,493

Source: Own calculation from UNHS 1999 and preliminary data for UNHS 2002
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Table5: Incidence of sickness and use of health care services, 1999 and 2002

All Uganda Region
Variable Central Eagt North West
1999
Proportion of sick (%) 2714 215 B2 2705 2338
Average number of sick days 832 852 711 859 9.69
Sick membersin household 312 262 367 268 3.05
Reporting of sicknessto hospital (%) 6834 74.37 5581 7109 79.27
Ow Government hospital (%) 103 0.78 0.98 142 108
Ow Private hospital (%) 67.31 7359 5483 69.67 7819
Did not report to hospital (%) 3L66 2563 4419 2801 20.73
Sickness mild (%) 1126 1072 1226 8.02 7.28
Distance too long (%) 518 377 1358 889 281
Cost too high (%) 152 1114 1835 1201 1064
2002
Proportion of sick (%) 3L3R 284 B12 30.06 2887
Average number of sick days 711 6.79 541 8.46 8.38
Number of sick membersin
household 3.36 26821 417 356 357
Reporting of sicknessto hospital (%) 7893 7512 7515 7802 8748
Ow Government hospital (%) 2121 1940 2115 2500 228
Ow Private hospital (%) 57.73 5571 54.00 53.02 6520
Did not report to hospital (%) 2107 24.88 24.85 2198 1252
Sickness mild (%) 7.83 9.39 952 6.21 497
Distance too long (%) 4.85 495 6.04 717 295
Cost too high (%) 8.39 1054 9.29 8.60 4.60

Source: Own calculation from UNHS 1999 and preliminary datafor UNHS 2002

Using the community level data for 2002, (covering about 200 communities) we are able
to make some quditaive assessment of changes in the fadlities avalable in both public
and private hedth care centres From Table 6, we note that gpat from the sgnificant
reduction in the proportions of patients paying consultation fees and for mdarid drugs
and antibiotics, there was no mgor change in other fadlities avalable in both the public
and private hedth fadlities after March 2002. The avalability of mdarid drugs and
antibiotics declined dightly from about 99% to 94% and from 97% to 93%, respectively.
However, a tted of the difference in means shows no sgnificance in the case of mdarid
drugs and is only dgnificant a the 10% levd in the case of antibiotics The number of
full time doctors and nurses in public hospitds remained rather gable a about 35 and
226, respectivdly, while those in the private hospitals remained a about 1 and 6.8,
respectively per hospita. The number of hours the fadility is open to the public remained
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aso farly condant a about 17 and 16 hours per day for the public and privae facilities
respectively. On the whole, there ssems to have been little change in the fadilities.

Table6: User fees, and status of health facilities before and after March 2001

Gover nment facility Privatefacility

BeforeMar’01 After Mar’01 BeforeMar’01 After Mar’'01
Variable Obs Mean Obs Mean Obs Mean Obs Mean
% of patientswho paid for:
Consultation 154 077 154 0.03 123 0.54 123 04
Antibiotics 154 025 154 005" 125 097 125 098
Malarial drugs 154 025 154 004" 130 098 130 098
Availability of medicine
And facilities
Antibiotics 204 097 211 093 146 092 149 093
Malaria drugs 203 0.99 211 094 146 0.99 149 0.99
Bed capacity 193 73.96 196 7387 134 2893 137 2621
Hours open per day 200 1695 206 16.87 142 1598 1574 224

Source: Own calculation from HMIS data.
*Significant at 10%; ** Significant at 5%; *** Significant at 1%.

4.3 Choice of hospital and incidence of rationing

In each case, we estimate and report results for 2 separate equaions, firgt for those aged
above 14 years and those aged 14 years and ldow, detalled results are indluded in Table
7. Conddeing rationing, our esimations show that for both the adults (aged above 14
years) and the children (age 14 years and bdow), the 2002 dummy is associated with a
decline in the incidence of being rationed. For both the adults and the children, the
codffident is -0.095 and is dgnificat a the 10% leve in the case of adults and & the 5%
levedl for the children indicating thet there has been a dedine the incidence of being
rationed following the abalition of user fees The probability of seeking trestment from a
public hospital increased by about 27% for the adults and by over 70% for children,
conddent with the desriptive daigics On the other hand, the probability of seeking
trestment in private hospitds is found to have declined by about 40% for the children, but
the coefficent is not ggnificat for the adults This evidence drongly suggedts that the
removal of cogt sharing in public hospitals has been associated with ther increased use,
a leest conddering the decrease in the probability of being raioned and the increase in
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the probability that an individud would choose the public hospitd in comparison to the
privete hospitals after the policy change.

The log of the vaue of assts (used as a proxy for household income) indicates that the
large the vaue of household assets (which should be condgtent with higher income), the
lower the probability of beng rationed in terms of seeking medicd atention when sck.
The results show that the log of a household's assst vadue reduce the probaility of being
rationed by about 2% percentage points for both the adults and the children. The log of
the vdue of assts is found to have a pogtive impact on the choice of government
hospitals among the children, where it increases the probability by about 0.6 of 1% but
has no impact on the probability of usng public hospitds for the adults With respect to
the choice of private hospitas assets are found to increase the probability of choosing
private hospitals by about 3% for the adults and about 1% for the children. This suggests
thet the higher the household income, the higher the probability that individuds will seek
hedth services from the private providers when sck. The log of the vaue of assets and
year interaction dummy is not Sgnificat for the adults but indicates that among the
children, there was a decline in the probability of being raioned for the poor by about
1.8%. In the case of being rationed among those aged above 14 years that a; + by, = 0 (at
the 10% leve). For the children, we are dble to rgect the hypothesis in the choice of
government and private hospitals This suggests thet there is a dgnificat year effect on
the impact of assets on beng raioned (for the adults) and choice of hospitd for the
children. In paticular, the coefficent on the choice of government hospitd being
negdive suggeds that the poor are more likely to have access to public hedth fadilities as

opposed to the wel-off who ae indined to choose the private faclities (pogtive
coefficient).

Digance to hospitd is found to have no impact on rationing for the adults but to
podtivdy affect the probability of beng raioned among the children, increasing the
probability by about 0.2%. Digance to hospitd is found to pogtivdy dffect the
probability of choosng a public hospitd (though with very smal coefficents), but to
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negativdly affect the probebility of choosing a private hospitd®!. This seems to suggest
that despite the condraints of long distances, people continue to seek treatment from
public hospitds, because of lower cogs, which cals for increased government spending
on public hedth fadlities in order to meat the demands of those who cannot afford the
cod in privae hedth centres The digancelyer dummy is only dgnificant (with a
negative 9gn) in the choice of private hospitds for the children, suggedting that after the
abalition of user fees, children arelesslikely to seek treatment from private hospitals.

Age is found to have a postive impact on the probability of beng rationed for the adults
but to have a negative impact in the case of children. Among the adults age is not
dgnificant in the choice of public hospitds but has a pogtive and Sgnificant impect in
the case of private hospitds. Among the children, age has a negative impact in the choice
of both public and private hospitals. The impact of agelyear interaction is negligible in al
caes, except for choice of private hospital among the adults, where it is negative. Gender
of the individud is found to have no impact on being raioned, or choice of private
hospitals but, in the case of adults it has pogtive and sgnificant for choice of public
hospitas. This suggests that when women are Sck, they are more likely to go to public
hospitd's in comparison to men possibly because of their lower leves of income.

Education of the individua has important consequences on hedth outcomes. The findings
show that, among adults, the higher the levd of education, the lower the probability of
being raioned (14%), and the higher the probability of choodng a private hedth
provider (1.4%) when sck but has no sgnificant impact on the choice of public hedth
providers. One more year of education reduces the probability of being raioned and
increases the probability of choosng a private hedth care provider by about 14
percentage points in each case. Educaion squared is postive in the case of being rationed
but with negligible codffident and negdtive in the choice of private hedth providers For
the children, we usad the education levd of the household head to capture the impact of
education on rationing and choice of hospitd and the findings are amilar to the results

1 Newbrander, et al, (2000) find that in Kenyaand Tanzania, the poor are willing to travel long distancesto
get treatment at public hospitals, which confirms that user costs can deny the poor access to health services.
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for the adults An additiond year of education of the household head dgnificantly
reduces the probability of children being rationed, by about 0.7%, and that of choosng a
public hedth provider, but by a negligible figure, and pogtivdy impects on the
probebility of choodng a private hedth provider, by about 0.9%. This seems to suggest
thet the higher the levd of education, the more conscious about their hedth individuas
become, and are therefore more willing to pay to meet the cost of hedth requirements
when sck. It may adso suggest that those with higher education have higher income and
are therefore in better pogition to pay for their hedlth requirements.

For the children, being an orphan is found to have no impact on rationing, nor choice of
hospitd. But for other reatives or 14 years and below are more likely to be rationed by
about 4% and less likey to go to private hospitds by about 5%. After the abalition of
usr fees other rdaives are about 2% more likdy to go to the government hospitas
when sck.

The 9z of the household is found to negaivdy impact on the probability of beng
rationed and to pogtively impact on the probability of choosng a privae hedth provider.
This seems to be counter intuitive as a large household would imply higher dependence
ratios and lower per capita income within the household and therefore more chances of
being rationed and a higher posshility of seeking a public hedth provider rather than the

private.

Individuds living in the urban aress are found to be less prone to beng rationed when
sck and to have better advantage in choice of hospital in comparison to those in the rurd
aress. Being in the urban areas reduces the probability of being rationed by about 8.1%
for the adults and about 8% for the children. It increeses the probability of choosng a
public hedth provider by about 1.6% for adults and about 1.4% for the children and that
of choosng a private provider by about 5% and 6% for the adults and children,
respectively. This is condgtent with the generdly higher levels of income, education and
better infrastructure among households in the urban areass in comparison to those in the
rurd arees. However, the urban/year dummy interaction shows that there was reduction
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in the difference in access between the urban and the rurd arees. Among the adults, urban
individuds are 2.1% (4.3% for the children) more likdy to be rationed and about 1.8%
(0.8% for the children) less likdy to use public hospitds after the removd of user fees
Put differently, rurd adults and children are found to be 2.1% and 4.3%, respectively, to
be less rationed and adults are 1.8% and children 0.8% more likely to go to a public
hospitd in 2002. This is suggedtive that the policy had sgnificant equity implications for
access to hedlth faglities for the rural and urban population.

Regiond dummies show that in the Eadt, both adults and children are more likely to be
rationed, by about 11.3% and 14.4%, respectivey, in comparison to individuds in the
Centrd region (not included in the iegressons). On the other hand, they are less likdy to
use private hedth providers by about 16.7% for adults and about 21% for the children.
Children in the East are 1.2% more likely to be treated from public hospitds compared to
children in the Centrd. In the Northern region, adults are about 2.4% more likely to seek
trestment in public hospitdls, and children are about 7% more likdy to be raioned while
they 4.4% less likely to use private hedth care centres compared to the Centrd region. In
the Wegt, adults are about 5% less likey to be rationed and about 10% more likely to use
private hedth care services, and the children are about 1.3% more likdy to be trested
from public hospitds in compaison to individuds in the Centrd region. The
regiordl/year dummy interactions show that after the remova of user fees there was a
sgnificant dedine in raioning in the East (11%) and the West (about 8%). For the adults
there was an increase in the choice of public hospitds in the West (2.2%) and an ncrease
in the choice of the private hedth care providers in the Eagt (16%) in comparison to the
Centrd region. Among the children, there was a reduction in rationing in al the three
regions, by 10% in the Ead, 7% in the North and the Wes, and an incresse in the choice
of the private hospitals in the Eadt, by 17%. This shows that there are regiond imbaances
in access to hedth care sarvices in the country, with individuds in the Centrd region
having better access to private service providers and lEing less prone to rationing. This is
not srange because the Centrd region has, by far, better infrastructure (induding hedth
cae fadlities) and on the average, people in the region have higher levds of income and
education than the other regions. The regiond/yer dummies show a reduction in
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rationing, in the Eas, North and West in comparison to the Centrd, paticularly for the
children, which suggedts that user fees was a big condraining factor for access to hedth
fadlities
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Table7: Rationing and choice of hospital

Above 14 years Up to 14 years
Hospital type Hospital type
Variable Rationed Government Private  Rationed Government Private
Year dummy -0.070 0.308*** -0.054 -0.084* 0.720*** -0.417***
(1.38) (6.60) (0.80) 2.77) (8.72) (5.44)
Total asset value (log) [a1] -0.019*** 0.001 0.025***  -0.019*** 0.005** 0.013**
(5.07) (0.64) (4.82) (5.61) (2.51) (2.42)
Total asset value*year dummy [b] 0.006 -0.002 -0.011 0.019** -0.008*** 0.028**
(0.58) (0.86) (0.97) (2.13) (3.62) (2.45)
Distance to hospital [a2] -0.000 0.000* ** -0.001**  0.002*** 0.000* ** -0.005***
(1.26) (4.78) (1.98) (7.12) 3.77) (9.75)
Distance *year dummy [b2] 0.001 -0.000 -0.001 -0.001 0.000 -0.010***
(1.35) (1.13) (1.57) (1.59) (0.53) (5.18)
Ageinyears -0.003*** 0.001 0.005***  0.013*** -0.002** -0.022%**
(3.58) (1.48) (3.64) (4.59) (2.05) (5.46)
Age squared 0.006* ** -0.000 -0.007***  -0.060*** 0.008 0.110***
(5.40) (1.03) (5.05) (2.91) (1.28) (3.75)
Gender, 1if female -0.002 0.005 0.004 -0.004 -0.003 0.008
(0.22) (1.59) (0.38) (0.62) (1.61) (0.87)
Education -0.016*** 0.001 0.012***
(5.53) (0.82) (3.19)
Education squared 0.502** -0.059 -0.400
(2.35) (0.80) (1.52)
Education of head -0.005** 0.001 0.007*
(2.04) (0.80) (1.95)
Head's education squared -0.000 -0.000 -0.000
(0.45) (1.63) (0.30)
Orphan -0.011 0.008 -0.002
(0.90) (1.14) (0.09)
Orphan*year dummy 0.037 -0.006 0.038
(2.27) (1.12) (1.05)
Other relative 0.037*** -0.005 -0.049***
(3.54) (1.08) (3.31)
Other relative*year dummy -0.036 0.019** -0.027
(1.53) (2.07) (0.77)
Householdsize -0.006* ** -0.000 0.006* ** -0.001 0.000 -0.001
(4.22) (0.55) (3.15) (1.15) (0.24) (0.54)
Hh sizelyear interaction 0.009* ** -0.000 -0.010*** 0.005 -0.001** 0.008*
(2.58) (0.06) (2.58) (1.44) (1.99) (1.88)
Urban dummy [a3] -0.078*** 0.016** 0.047***  -0.080*** 0.014** 0.063***
(6.76) (2.47) (3.02) (7.89) (2.51) (4.22)
Urban*year dummy [b3] 0.012 -0.017*** 0.049* 0.044* -0.008* -0.027
(0.47) (3.62) (1.82) 2.77) (1.87) (0.96)
Eastern region 0.119*** 0.005 -0.175***  0.148*** 0.010* -0.219***
(9.69) (0.75) (11.17) (12.36) (1.68) (14.42)
Northern region -0.026* 0.025*** 0.030 0.067*** 0.009 -0.033*
(1.81) (2.711) (1.55) (4.54) (1.12) 1.72)
Western region -0.045*** 0.008 0.092*** 0.021* 0.011* 0.013
(3.49) (2.07) (5.41) (1.67) (1.67) (0.75)
Eastern region*year dummy -0.114*** -0.001 0.168***  -0.100*** -0.008* 0.169***
(5.72) (0.07) (5.84) (6.30) (1.73) (6.58)
Nort hern region*year dummy -0.007 -0.009 -0.022 -0.070*** -0.000 0.053
(0.20) (1.13) (0.54) (3.07) (0.05) (1.42)
Western region*year dummy -0.074*** 0.018* -0.050 -0.076*** -0.004 0.015
(2.84) (1.67) (1.46) (3.70) (0.61) (0.46)
~Observaions 9,401 9,401 9,401 10,057 10,057 10,057
Pseudo R 0.104 0.268 0.058 0.082 0.320 0.065
Loglikelihood ratio -4,081.62 -1,517.16 -5,811.49 -3,847.77 -1,374.82  -5,920.99
c?forai+b1=0 281 0.52 2.65 0.00 7.57 15.39
Prob value 0.094 0.472 0.104 0.948 0.006 0.000
c?fora, +bo=0 0.59 7.69 9.60 5.36 7.06 65.43
Prob value 0.442 0.006 0.002 0.021 0.008 0.000
c?foras+bs=0 9.63 6.90 16.28 7.56 0.31 2.73
Prob value 0.002 0.009 0.000 0.006 0.579 0.099

ADSOIUte ValUe Of Z Slallstics In parentheses
significant at 10%; ** significant at 5%; *** significant at 1%
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4.4 Incidence of sickness and work days lost

4.4.1 I ncidence of sickness

From the decriptive datidtics, it was noted that between 1999 and 2002, there was an
increas= in the incidence, reporting of dckness to hospitds and the average number of
gck individuds per household. In this section, we andyse the impact of remova of user
charges on public hedth services on the incidence of sickness and the economic effects of
dckness (in terms of work days logt). The data we have permits us to make andyss of
the factors that may affect the incidence of sckness which is measured as 1 if Sckness is
reported in the previous 30 days and O otherwise. We dso esimate the economic impact
of gckness, in terms of work days logt. Here we discuss the results of the probit mode of
the factors likely to influence the incidence of dckness and the tobit modd for days logt
for both the adults and children aged 14 years and below.

4.4.2 Workdays lost due to sickness

The incidence of sckness can have strong consequences not only for the sick person, but
dso for other members of the household, particularly where the Sck is a child. The sck
require time off to seek trestment, money to purchase drugs and sometimes to purchase
additiond nutritiona food supplements. Depending on the gravity of the problem (it can
be worse where the patient is admitted in hospitd), the time lost can be quite substantial.
Following is a discusson of the results of our edimaions didinguished into two
sections. Section i., deds with outcomes for adults and section ii., deds with outcomes
for children. For the children, we include a dummy for orphans thet takes the value of 1 if
the child is an orphan (with one or both parents not living). The detalled results are
presented in Table 8.
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Table8: Incidence of sicknessand work days|lost (above 14 years)

Sick Days lost
Year dummy 0.036 2.040
(0.96) (1.19)
Total asset value (log) [a1] -0.011*** -0.265**
(4.04) (2.22)
Total asset value*year dummy [b1] 0.007 0.121
(1.36) (0.51)
Distance to hospital [a2] 0.016*
(1.95)
Distance to hospital* year dummy [b] -0.021
(1.16)
Flushing toilet -0.040* ** -2.514*x*
(2.70) (3.36)
Pitlatrine -0.017*** -0.635**
(2.79) (2.26)
Cement floor or better -0.019*** -1.408***
(2.711) (4.32)
Iron sheet roof or better 0.022*** 0.477
(3.38) (1.55)
Ageinyears 0.005*** 0.198***
(7.29) (6.60)
Age squared -0.001 0.008
(1.33) (0.25)
Gender, 1if female & 0if mae 0.058*** 2.370%**
(11.66) (10.16)
Education -0.001 -0.147*
(0.63) (1.78)
Education squared -0.245** -7.504
(2.02) (1.33)
Householdsize -0.011*** -0.401***
(14.68) (11.90)
Urban dummy [ag] -0.008 -0.579
(1.08) (1.60)
Urban*year dummy [b3] 0.006 0.638
(0.46) (1.02)
Eastern region 0.133*** 3.929***
(16.69) (11.11)
Northern region 0.029* ** 1.002**
(2.95) (2.25)
Western region 0.014* 1.1171%**
(1.80) (3.17)
Eastern region*year dummy -0.034** -1.637**
(2.16) (2.14)
Northern region*year dummy 0.034 2.078**
(1.61) (2.17)
Western region*year dummy 0.001 0.703
(0.05) (0.94)
Constant -14.454***
(14.85)
Observations 34,133 34,133
Pseudo R 0.054 0.022
Loglikelihood ratio -18,987.32 -47,181.41
c’*forai+b1=0 0.53 0.43
Prob value 0.468 0.515
c’foraz+b,=0 0.09
Prob value 0.758
c’foras+bsz=0 0.04 0.01
Prob value 0.850 0.916

ADbsolUute value of Z StallStics In parentneses
* significant at 10%; ** significant at 5%; *** significant at 1%
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I. Adults

For the adults we find tha the year dummy is not Sgnificant, suggesting that the
abolition of user charges has not had an in impact on reporting of sickness or the
workdays logt due to sckness The log of the vaue of household assats is found to reduce
the probability of faling sck and the number of workdays logt by about 1% and 0.3 of a
day (equivdent to about 7 hours) per person, respectively. Since we use the vdue of
asets as proxy for income, this implies that the richer a household is, the kss likdy that
its members will fal dck, and the higher the chances of seeking early, and possibly better
treetment, even & a cod. Richer households are usudly associated with better access to
education, and generd hedth sarvices and in some cases are able to pay for hedth
insurance. However, the assetfyear interaction is not Sgnificant implying that there was
no appreciable impact on poor households.

Didance to hospitd increases the workdays lost due to sSckness by about one fifth of a
day, implying that individuds living further avay from hedth care centres tend to dther
take long to report for consultation or fal to return for continugtion of trestment and
therefore take long to recover. This is conddent with the descriptive datistics, which
dhow that about 16% of those who do not seek medicd trestment when Sck ae
condraned by long distances Dwdling characteristics’?, type of toilet, and floor
maerids show tha individuds living in houses with better fadlities are less likdy to fall
dck and to lose less workdays because of sckness Individuds in households with a
flushing toilet, are about 4% less likdy to fdl dck while those with a pit latrine and
cement screed floor are in each case, 2% less likdy to fal sck. Possesson of a flushing
toilet, pit latrine and cement screed floor reduces the workdays lost due to sckness by
about 25, 06 and 14 days respectivdly. However, the type of roofing materid (iron
sheet) has a postive coeffident suggedting that individuals in better households have
higher chances of fdling sck, and losing more workdays, which is counter-intuitive.

12 bummies for dwelling characteristics are constructed based on the household possession of the minimum
quality of the facility. For example, roofing material is 1 if the houseis roofed using corrugated iron sheets,
asbestos sheets, tiles, or concrete. The minimum here is corrugated iron sheets. Flushing toilet includes
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Age in years suggests a podtive relation, an additiond year incresses the probability of
being dck by about 0.1%, while it increeses the number of days lost due to sckness by
about 0.2. The agelyear interaction and age squared are not dgnificant in both cases.
Beng femade increases the probability of being dck by about 5.8% and the number of
days lost by about 2.4. This suggedts that femdes tend to fdl sck more often and to lose
more workdays than men do. Noting that a big proportion of the agriculturd output, on
which the backbone of the Ugandan economy lies is produced mainly by women, hedth
care providers need to develop a gender-sengtive policy in order to reduce the economic
loss as aresult of Sck women.

Education of the individud is found to have no dgnificant impact on the probability of
being dck. However, a the 10% levd, it found to have a negaive impact on days lost
due to dckness An additiond year of education reduces days lost due to sckness by
about 0.15, implying that those with higher levels of education are more likdy to seek
quicker and better treatment when dck than the less educated. Education squared is
negative in the case of incidence of dckness but not sgnificant in the case of workdays
logt.

Household sze reduces the probability of being sck by about 1% and the number of days
logt due to sckness by about 0.4. This is counter intutive as it would be expected that
larger houssholds tend to have lower incomes and are therefore more prone to Sckness
and to losng more workdays when sick.

In the case of adults, being in an urban area has no Sgnificant impact on the incidence of
gckness or the workdays lost due to Sckness. However, the regiond dummies show that
individuds in the Eadt, North and West (though weekly in this case) are more likdly to be
sck in comparison to the Centrd region, with probabilities of about 13%, 3% and 1%,
respectivdly. The regiond/year dummy interaction shows a dight improvement for the
Eadt, where the probability of being sick seems to have gone down by about 3% in 2002.

inside and outside facility while pit latrine includes shared and nonshared facility. Cement floor includes
ceramic and wooden tiles.
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However, the regiond dummies are not sgnificant in the case of the North and the West.
In terms of days logt, again individuas in the Eadt, the North and the West are likdy to
lose more workdays due to dckness than individuds in the Centrd region, by about 4
days in the East and 1 day in the North and the West. This shows there exigts large
discrepancies in access to hedth care services between the Centra and the other regions,
which can be explained by the proximity to good hedth fadilities and higher incomes for
the people in the Centrd region in compaison to the others. The regiond/year dummy
interaction shows a reduction of about 1.6 workdays logt in the East but incressed
workdays logt due to sckness in the North by about 2 days after the abalition of user fees
in public hospitals. This could be attributed to the continued avil drife in the area and the
resulting decline in the provison of socid services.
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ii. Children

For the children, our discusson on the incidence of sckness and days lost centres mainly
on one specific category of children, the orphans, who may be highly disadvantaged in
terms of access to hedth sarvices. In the case of children 14 years or below, we find that
there is a dgnificantly lower incidence of sckness, by aout 9% and workdays logt, by
about 2.9 days dfter the abalition of user fees This could be attributed to the increased
access to hedth care fadilities and reduced rationing as we noted in the lagt section. The
log of the vaue of household assts is found to have no impact on the probability of a
child being sck, or the workdays logst. But the asset/year interaction shows that there was
reduced reporting of gckness among the poorer individuds, by about 54% and workdays
logt by this group reduced by about 0.5. Households with a cement floor or better are
found to lose less days (0.7) due to Sckness of children in comparison to those with
poorer floor. Detalls of the results are presented in Table 9.
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Table9: Incidence of sicknessand work days|ost (age up to 14 years)

Variable Sick Dayslost
Y ear dummy -0.092** -2.853**
(2.57) (2.29)
Total asset value (log) [a1] -0.001 0.041
(0.59) (0.45)
Total asset value*year dummy [by] 0.024*** 0.582***
(4.28) (3.09)
Distance to hospital [ a;] -0.072%**
(8.01)
Distance* year interaction [ b,] 0.025
(1.36)
Flushingtoilet -0.008 -0.678
(0.42) (1.12)
Pitlatrine -0.001 -0.098
(0.18) (0.49)
Cement floor or better -0.012* -0.711***
(1.78) (3.00)
Iron sheet roof or better 0.005 -0.114
(0.73) (0.52)
Ageinyears -0.049* ** -1.469***
(23.60) (21.42)
Age squared 0.190*** 5.651***
(13.02) (11.65)
Age*year interaction 0.004** 0.123**
(2.38) (2.48)
Gender, 1if femae 0.005 0.071
(1.02) (0.44)
Orphan [a4] 0.013 0471
(1.52) (1.62)
Orphan*year dummy [b,] 0.049** 1.604**
(251 (252)
Other relative -0.026* ** -0.739***
(3.66) (3.09)
Other relative* year dummy -0.023 -0.789
(1.34) (1.35)
Education of head 0.001 0.002
(0.65) (0.04)
Head's education squared -0.000 -0.002
(0.90) (0.62)
Household size -0.007*** -0.205***
(9.73) (8.05)
Urban dummy [a] 0.005 -0.059
(0.60) (0.22)
Urban*year dummy [bg] 0.004 0.299
(0.31) (0.64)
Eastern region 0.150*** 3.182%**
(19.01) (12.67)
Northernregion 0.049*** 1.406***
(4.99) (4.39)
Western region 0.009 0.501**
(1.20) (1.98)
Eastern region*year dummy -0.035** -0.785
(2.25) (1.47)
Northern region*year dummy 0.012 0.758
(0.60) (1.12)
Western region*year dummy -0.023 -0.013
(1.45) (0.02)
Constant -0.439
(0.74)
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Observations 35,500 35,500

Pseudo R2 0.066 0.023
Log-likelihood ratio -19,766.57 -47,778.01
c?forai+b1=0 18.99 1281
Prob value 0.000 0.000
c?foraz+b2=0 8.31
Prob value 0.004
c’foraz+bs=0 0.53 0.33
Prob value 0.468 0.568
c’foras=h, 12.68 13.17
Prob value 0.000 0.000

ADSOTute value of Z Stalistics In parentheses
* significant at 10%; ** significant at 5%; *** significant at 1%

The age of child is found to be negatively rdaed and age squared to be postively related
to the probability of being dck. This suggests that the incidence of sckness among
children reduces with age up to a cetan levd and then begins to increese. Agan, the
higher the age, the lower the days log due to sckness. An additiond year of age reduces
days logt by about 1.5. The gender of the kid has no consequence on the probability of
being Sck or the days lost due to Sckness

Orphans™ are found to be about 6% more likely to fal sick and to lose about 1.6 days
due to dckness in 2002 compared to children who ae not orphans, suggeding that
despite the policy change, this category of children has remained disadvantaged. On the
other hand, other rdatives living in a housshold are less likdy to fal sck by about 2.6%
and they ae less likdy to lose working days when sck by about 0.74. The other
relaives'year dummy interaction is not Sgnificant in both cases.

Didance to hospitd reduces workdays lost due to sckness by about 0.7 suggedting thet
those nexr hedth fadlities ae likdy to seek trestment immediady they fdl dck.
However, education of the household head has no dgnificant effect on the probability of
a child beng dck nor the workdays log due to dckness. Children in houses with a
cement screed floor or better are about 1.2% less likdy to fdl dck and the loss in

13 |n the estimations, we first include three categories of orphans, the double orphans; both parents not
living, the paternal orphans; father not living and the maternal orphans; mother not living. Only the double
orphan category is significant but using the t-test of the equality of the three categories, wefail to reject the
null hypothesis that they are equal. We therefore take one category, children aged 14 years or below with
either one or both parents not living.
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workdays is reduced by aout 0.7. This is conagent with the idea that good dwelling
conditions have a postive impact on the hedth of the individuas. Household size reduces
the incidence of sckness among children by about 1% and the number of workdays lost
by aout 0.2. This could be reaed to the extended family sysem where additiond
members of the household; rdatives and non-rdatives teke care of the sck children by
ather taking them to hospita or looking for naturd herbos used in trestment.

Regiond dummies again show a higher incidence of sckness in the Ead, by aoout 15%,
and the North, by about 5% in comparison to the Centrd region. The Western regiond
dummy is not dgnificant. In tems of workdays log due to Sckness in the Eat
individuals lose about 3.2 days, 1.4 days in the North and about 0.5 days in the West
more than in the Centre Only the Eagtlyear dummy interaction is sgnificant, reveding
reduced incidence of dckness in the region in 2002. Didance to hospital increases
workdays log by aout 0.07 while the digance and year dummy interaction is not
ggnificant and the urban dummy is nat Sgnificarnt.



4.5 Implications

The reaults dealy show that the policy of removing user charges on public hedth
savices in February 2002 has had a strong pogtive impact on access to hedlth services by
the population. There was increasad reporting of cases to hospitds, particularly the public
hospitlls and thee seems to be improved access across the  rurd/urban
householdgindividuds and across the regions. The findings show reduced rationing and
increased use of public hedth care sarvices in 2002, after the abalition of user fees This
IS a move towards the right direction if the government is to achieve good hedth for dl.
Our findings show that being Sck is associated with large economic losses in terms of
workdays log, paticulaly when it is the women or the children who are sick. However,
the results show that despite the policy change, disadvantage categories of individuds,
usng the orphans as an example, did not benefit much in terms of increased access

Adminidraive data shows ggnificantly large increeses bedcdly in dl types of diseases
reported in hedth units after the abalition of user fees Paticulaly, there was increased
reporting of Vitamin A supplementation and birthrdated cases This suggedts that a
number of individuas who could not afford to meet the medicd hills before, now hed the
opportunity to consult with medica personnd and to seek medicd treatment after the

changein palicy.

Lage regiond and urbanrurd differences in rationing, choice of public and privae
hospitds and incidence of dckness and workdays lost are found to exig in the hedth
sysem in Uganda. The biggest incidence and losses due sickness being associated with
the East and the North. Digance to hospitd is found to increase the probability of usng
public hospitds, but to reduce the probability of usng private hospitds. Educetion is
found to have a podtive effect on choice of private hospitals and to reduce the incidence
of dckness and workdays log. All this implies that in order to improve the hedth
conditions of the people of Uganda, it is necessxry to address these issues through a
proactive st of policies that bring services nearer to the people. Removd of user fees
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done may not be auffidet to bring aout ggnificant improvements in the hedth
conditions of the populaion. In the next section, we make condusons and meke a
number of policy recommendeations, based onthe evidence adduced here.
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5.0 Conclusons and the way forward

In this paper, we edimate the impact of the abolition of user fees in public hedth care
inditutions on the demand for hedth care and on the incidence of Sckness and economic
loss arigng from being sck. Usng the probit and tobit modds on household survey data
we find tha the abolition of user fees in public hospitds is associated with reduced
incidences of rationing, incressed use of government hedth care fadilities and reduced
ue of privae hedth cae centres This is condgent with esimaions based the
adminidrative data, which show dgnificantly increased reporting of cases of dl kinds of
sckness in public hospitals. This suggests that abalition of user fees has, to a large extent,
easad the condraint of inability to meet consultation fees and codts of drugs particulaly
for the poor and the disadvantaged groups, the orphans. We aso find that disance is not
necessarily an obdade to the use of government hedth facllities but is a condrant in the
caxe of private hospitds. This implies that government should increese spending on
public hedth fadilities in order to meet the demands of those who cannot afford the cost
in private hedth centres. Urban and regiond dummies that there are srong regiond
imbalances in access to hedth care sarvices in the country, with individuds in the urban
aess and Centrd region having better access to private service providers and being less
prone to rationing. The regiond/year dummies show mgor reductions in reioning in the
Eadt, North and Wes in comparison to the Centrd, which suggest that user fees was a big

condraning factor for accessto hedth facilities.

It is noted in the andlyss that the vaue of assets owned by a household (as proxy for its
income) is, among both adults and children, a very important factor in reducing the
incidence of being rationed when sck. Among the adults the vaue of assts has an
important impect in mitigeting the incidence of sckness and the days logt due to sickness.
The educationd levd of the individud and the household head are important in reducing
days log due to dckness. Locaiond characteridics offer advantages in terms of hedth
outcomes, particularly urban areas as opposed to the rurd areas. Removd of user charges
on public hedth sarvices seems to have hed little impact on the incidence of sSckness and
the days los due to Sckness but a srong impact on the choice of public hospitds
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Among the disadvantaged groups, the orphans, the incidence of sckness and workdays
lost increased despite the abalition of user chargesin public hospitas.

From the quditative information we note that despite the increased demand for hedth
sarvices by the populétion, there seems to have been little increase in the fadilities and
the number of medicd personnd. In fact, there has been a deterioraion in the qudity of
the services provided. But in order to improve the wel-being of the poor, abolition of
us fees without improving the qudity of the hedth sarvices is not sufficent. There is
need to improve the qudity of the hedth fadlities in addition to removd of dl other
barriers that may hinder the access of the poor to the fadilities. It is important to establish
and gock hedth units in the rurd locations, a the sub-county and county headquarters so
as to reduce the digances covered by the sck. Specid interest groups, paticularly
women and the orphans need to be given paticular atention in the provison of hedth
sarvices so that is equitable digtribution and access by dl.
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