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Health insurance in sub-
Saharan Africa: a call for
subsidies

De Allegri et al.! rightly describe low
enrolment as a principal problem re-
lated to the functioning of community
health insurance (CHI) in sub-Saharan
Africa. Furthermore, they identify a
set of important factors affecting the
decision to enrol. Nonetheless, on re-
flection about the evidence established
by this paper and related research, I
would like to suggest some additional
considerations.

First of all, the described (and not
too surprising) fact that the education-
al and, importantly, the socioeconomic
status of a household play predomi-
nant roles in the decision of whether
to enrol in health insurance is depicted
by a series of articles? as well as several
systematic article reviews.” Some of
them are quoted by the authors them-
selves.®?

Second, the consistency of this ob-
servation and the clear-cut cause—effect
relationship between socioeconomic
well being and the readiness to embark
on an expenditure (be it for health
insurance or anything else) allow the
conclusion that wealth is a fundamental
predictive factor for enrolment into
health insurance.

Third, if then poverty can be under-
stood as a risk factor for 7ot embarking
into health insurance, the discussion
around an insurance approach for the
poor should focus very much on the fol-
lowing three questions: What percent-
age of the population targeted by the
envisaged or existing insurance scheme
are too poor to enrol on their own? By
which kind of corrective measures can
they be included? What consequences
do these measures have for the financial
viability of the scheme?

Two recent analyses from Ghana®
and Rwanda’ suggest that the capacity
of households to contribute financially
is so weak that the dual objectives of
mobilizing significant resources for
health on one side, and of covering a
large percentage of the targeted rural
population on the other, are mutually
exclusive. That is to say that insur-
ance schemes requiring a contribution
of little more than a few US dollars
per year are beyond the reach of the
majority, but they still do not allow
the financing of reasonable (and thus
attractive) health services! Furthermore,
schemes charging about ten times such
an amount are still affordable by a con-
siderable minority of the population
and maximize resource mobilization in
absolute terms. This phenomenon is
explained largely by the highly skewed
distribution of wealth in the settings
studied (as expressed equally by a high
Gini coefficient). This finding seems to
be one of the main reasons underlying
the aforementioned low enrolment rate
scrutinized by De Allegri et al. In many
countries in sub-Saharan Africa, health
insurance schemes might find them-
selves in a tragic situation: Depending
on the design, people are either unable
to pay for the schemes, or the schemes
are unable to pay for the envisaged
services.

Therefore, it is suggested that
future research go beyond the identifi-
cation of additional predictive factors
for health insurance enrolment. If
health insurance is to cover broader
population strata in sub-Saharan
Africa and to assure satisfactory health
services, schemes will require continu-
ous and long-term subsidies to bridge
the gap between household capacity
to contribute financially and the real
costs of health care. The development
of approaches addressing this dilemma
should be considered as a research
priority. They might include initiatives
of north—south risk pooling as between
the Netherlands and Ghana.® This ne-
cessity is underpinned by the capacity
of health insurance to formalize social
protection and to create a market
between health service providers and
their “customers”, simultaneously
alleviating poverty and empowering
communities. Yet, available evidence

points out that to play these roles,
health insurance needs subsidies. M

Andreas Kalk*®
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Anti-tuberculosis medication
side-effects constitute major
factor for poor adherence to
tuberculosis treatment

Two significant issues that require
further clarification in Garner et al.’s
stimulating paper (Promoting adherence
to tuberculosis treatment') are the impact
of medication side-effects on treatment
adherence as well as how adherence

to tuberculosis (TB) chemotherapy
should be defined and monitored.

The treatment regimen recommended
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