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Executive summary

Access to quality health care services is a key to good and equitable health. The main
objective of this report is to provide sound scientific evidence on the access to the health
care system in Mozambique and the social inequities affecting such access. To this end,
observational cross-sectional data from the Mozambique 2014/15 Household Budget
Survey (HBS) containing relevant information on health needs, severity of the illness,
use of health care services and reasons for not using them, quality problems in care
received and direct payments made have been used. These outcomes have been
described overall and according to the main social inequalities axes including:
socioeconomic position of the household, maximum educational level attained, sex, age,
rural/urban environment, province, time to the healthcare facilities and type of health care

services provider.

The initial hypothesis that social inequalities axes would condition health care access
has been widely confirmed. One out of three Mozambicans perceiving a health need did
not use health care services, and this behaviour is more prevalent among people living
in the Northern provinces, rural environment, as well as the less educated and the poorer
socioeconomic quintiles. Social inequalities also condition certain aspects concerning
the quality of the access, the type of healthcare provider preferred as well as the

prevalence and the intensity of health needs.

The analysis of the severity of the illness according to the way people copy their health
need suggests that using health care services is a decision partly driven by the severity
of the problem. However, almost half of the people not using health care found objective
barriers hampering their access (in particular, distance or lack of transport to the health
facilities) while suffering a comparatively severe health need. Again, this affects more

the socially disadvantaged categories.

Recommendations are made to the government, researchers and civil society
stakeholders aimed to recognize the importance of reducing health care access
inequalities to improve general health outcomes in Mozambique, and to prioritize actions

to guarantee an equal quality access for all the population.



1. Introduction

Equitable access to good quality health care systems remains a major health policy
concern for almost all African countries. The 2014 Ebola epidemic in West Africa, the
2016 yellow fever outbreak in Central Africa or the annual emergency of cholera in the
majority of Sub-Saharan African countries are few examples that illustrates the worst-
case scenario of weakened health systems especially in rural areas and for those worst-
off, illustrating the miss-coordination among donors and international aid and the urgent
need for universal health coverage (UHC).

Universal health care is one of the major contributors to a country’s welfare as it improves
health equity by covering the health needs of the entire population (World Health
Organization, 2013). Access to quality health care services is a key to good and equitable
health. The health care system is a social determinant of health which is itself influenced
and influences other social determinants. Social class, gender, ethnicity, and place of
residence are all closely linked to people’s access to, experiences of, and benefits from
health care (CSDH, 2008).

The current focus on UHC of the United Nations’ (UN) Sustainable Development Goals
(SDG) has potentially given the opportunity to improve the national health care systems,
especially to those in worse conditions like Sub-Saharan African countries (United
Nations, 2015). However, the selective focus of global agencies has put a narrowed
emphasis on the financial protection of a set of basic health services rather than a more
comprehensive health system. For example, fighting diseases based on cost-effective
interventions and treatments is far from being a comprehensive primary health care
(PHC) approach capable to build equitable, stronger and sustainable health systems
(Gish, 1982; Starfield, Shi, & Macinko, 2005).

A comprehensive approach is therefore a necessary precondition to achieving a fair
health care system for all (Evans, Hsu, & Boerma, 2013) and it must include PHC as the
first level of contact of individuals, the family and community with national health
systems. Health care systems produce much better health outcomes when built on PHC
with an adequate referral to higher levels of care, where prevention and promotion are
in balance with investment in curative interventions. Evidence shows that PHC, in
contrast to specialized care, is associated with a more equitable distribution of the

population’s health, a finding which is consistent in both cross-national and within-



national studies (Starfield et al., 2005). This approach also implies other key issues: a
health care system that is closer to where people live and work; the focus on long-term
integral care to cover most health needs and problems; access to coordinated care within
specialized care when this is needed; and health care based on practical, scientifically
sound and socially acceptable procedures methods at an economic cost that the whole
community and country can afford (World Health Organization, 1978). Furthermore, an
additional related yet often neglected issue that African health systems should take into
account is that almost half of the population sees traditional medicine as a first option to

get health care.



2. Background

2.1. Mozambique: overview of social issues and health needs

Mozambique is a country located in Southeast Africa, roughly oblong in shape and
bordered by the Indian Ocean to the East. Its extension is similar to that of Turkey and
its climate is tropical, although specific climatic conditions vary according altitude and

latitude.

Results of the 2017 Mozambican census yield a total population of 28.9 milion people
(36.1 /km2), holding a very young age structure: 49% of the population is under 18 years
old and only 3% above the age of 60 (Instituto Nacional de Estatistica de Mogambique,
2010). From a socioeconomic point of view, it has similar characteristics to other
countries in Sub-Saharan Africa. In spite of recent improvement, the country remains
one of the poorest and most underdeveloped in the world (GDP per capita is among the
10 lowest ones). Life expectancy at birth is 53.7 years and total fertility rate is 5.08
children born/woman (2017 estimates), while ranks 181th position out of 188 countries
in the Human Development Index 2016 (United Nations Development Programme,
2016). About 70% of the population lives in rural areas with a big majority engaged in
agriculture (main occupation for 76.3% of the women and 55.9% of men) or working in
informal sector trading (10.5% of women and 8.7% of men) (Instituto Nacional de

Estatistica de Mocambique, 2015).

Administratively, Mozambique is divided into 10 provinces and one capital city with
provincial status (Maputo). The provinces are subdivided into 129 districts, which are
further divided in 405 Administrative Posts and then into Localities. Maputo together with
neighbouring city Matola is the biggest urban area in the country, according to the recent
2017 census (1,101,170 and 1,616,267 inhabitants, respectively, see map below, Figure
1). Ndege (2007) identified significant variation patterns in behavioural and social norms
within the country's 16 major ethnic groups regarding marriage structures (monogamy or
polygamy), type of descent pattern (matrilineal or patrilineal), and age at marriage. In
Mozambique, contrary to other Sub-Saharan African countries, matrilineal societies
averaged earlier ages for marriage (15-17 years old) and patrilineal societies had a
slightly higher average age at marriage (18-21 years). Education might be a mitigating
factor, as matrilineal systems in the rural northern regions had high female illiteracy rates
(85%-88%). In the southern provinces, where patrilineal descent is common, lower rates

of illiteracy are present (48%-77%), together with a greater access to radio, television,



newspapers and health information (Arnaldo, 2004; Audet et al., 2010). Polygamy and
systems of patrilineal descent are commonly practiced throughout the country (Arnaldo,
2004). The majority of people in the southern and central parts of the country are
Christian, while the north is populated with a large percentage of Muslims. The most
spoken national languages are Emakhuwa (25.4%), Portuguese — the official language
(12.8%), Xichangana (10.4%), Cisena (7.1%), Elomwe (6.9%) and Cinyanja (5.8%).

TANZANIA

- CABO
DELGADO 1

NIASSA

. NAMPULA

ZAMBEZIA

ZIMBABWE

Figure 1. Political map of Mozambique, its provinces, districts and political boundaries.

Currently, communicable diseases are the leading causes of death in Mozambique:
malaria (29% of all deaths), HIV/AIDS (27%), perinatal conditions (6%), diarrhoeal
diseases (4%) and lower respiratory infections (4%) (World Health Organization, 2016;
Instituto Nacional de Estatistica de Mogambique, 2012). Differences in mortality also
exist across urban and rural locations. Malaria was the leading cause of death in rural
areas and HIV/AIDS was the leading cause of death in urban areas (Instituto Nacional
de Estatistica de Mogambique, 2012). Moreover, chronic malnutrition remains as

another common health condition.
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The country still has one of the highest maternal and infant mortality rates in the world.
Newborns and infant deaths in children under the age of 1 accounted for approximately
one-quarter of all deaths, whereas passing of children from 1 to 4 years comprised 19
percent of the total (Instituto Nacional de Estatistica de Mogambique, 2012).

2.2. Mozambique health care system: historical background

During the 70s, under the basis of different types of African socialism* and economic
constraints related both to geopolitics and internal social affairs (Mondlane, 1969),
countries as Mozambique struggled to build a comprehensive public health care system
based on community health workers, health posts and centres, rural hospitals, and larger
provincial hospitals.

The Mozambican public health care system strongly incremented its infrastructure in just
ten years, from 326 health care facilities in 1975 to 1,195 in 1985 (Magnus Lindelow,
Ward, & Zorzi, 2004), thus becoming a model of PHC, thriving for equity and erasing the

colonial medical service that had emphasized curative and urban-based care.

In the 1980s and 1990s, Mozambique went through deep social, economic and political
changes. In 1989, twelve years after the beginning of the civil war and after two donor
strikes in 1983 and 1986 when food aid was withheld (Hanlon, 2004), the ruling Front for
the Liberation of Mozambique (FRELIMO) party formally abandoned Marxism. Under the
pressures of the International Monetary Fund (IMF) and the World Bank (WB), in 1987
Mozambique signed a structural adjustment programme (SAP), and, in 1990, a new
constitution provided multiparty elections that brought the privatisation of services,
reductions in government spending, and a transition to a market oriented economy. The
continued increase of foreign aid after SAP turned Mozambique into one of the major
recipients of health aid in Africa nowadays (IHME, 2016a) and the wide range of actors
in the health sector - multilateral organization, bilateral donors, NGOs, foundations or
universities - has led to fragmentation inside the sector through uncoordinated foreign

aid flows and competing donor interests.

By the mid-90s, the governability of Mozambique was weak, the State budget on health

was very scarce and a significant number of healthcare facilities where destroyed in the

1 African socialism might be understood for example as the first president of Tanzania (1964-1985) Julius
Nyerere’s concept of ujamaa (meaning “familyhood” or “classless society”) (Nyerere, 1973).
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context of a civil war, mainly in the rural areas. Also, the prevailing political and economic
neoliberal climate introduced major negative changes for the effective functioning of the
public system, for example, in 1996 the salaries of the civil servants were only one-third
of what they had been in 1991.

During the following years, the big majority of the Mozambicans were using a weakened
public health care system (World Health Organization, 2016) with very limited resources.
The predominant rhetoric regarding the public welfare, promoted in a context of scarce
public funds and high international and often much conditioned aid dependency, has
placed additional hurdles on the possibility to develop a minimum comprehensive
approach of the public health care system (Mackintosh, 2000).

The current Constitution of Mozambique protects the right of individuals to health.
However, although the population may have such right, its access remains restricted to
the direct and indirect costs of accessing services, including the physical accessibility,
sociocultural factors, or perceived benefits and needs (dos Anjos & Cabral, 2016;

Wagenaar et al., 2016).

2.3. The health care system: importance and key features

The current health care system in Mozambique is quite similar to the majority of Sub-
Saharan African countries. It is characterized by a primary level with a very poor
infrastructure, scarce skilled health personnel and, unfortunately and much more
common than it is often imagined, unavailable basic requirements such as running water,
reliable power supply, drugs, oxygen, safe transportation or diagnostic and therapeutic
equipment. For example, National representative data for Mozambique shows that only
34% of facilities had the three-basic infrastructure equipment: clean water, sanitation and
electricity. Also, a limited 42.7% of the health facilities had available the priority drugs
(The World Bank, 2015a). The health care system also suffers from having a weak
specialized level with an important presence of private providers and a fragmentation

between organization and service delivery, a common source of inefficiency.

2.4. Issues on governance
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In Mozambique, the health sector is made up of the Ministry of Health of Mozambique
(MoH), 11 Provincial Directorates of Health (DPS), 146 District Services of Health and
Women and Social Affairs (SDSMAS). Besides, other health institutions receive
autonomous budget allocation from the State Budget, these are the following: Centre of
Medicines and Medical Articles (CMAM), National Council for the Fight Against HIV/AIDS
(CNCS) and also, three Central Hospitals, four General Hospitals, eight Provincial
Hospitals, one District Hospital, and one Psychiatric Hospital. DPS and SDSMAS are
subordinated to the MoH and the Ministry of Economy and Finance (MEF).

One of the key elements in the governance is the development of health policies and the
formulation of strategic plans by the MoH to design the interventions which will be

implemented to achieve desirable health outcomes.

Main planning instruments

The health sector has multiple plans, whose alignment is slowly improving over the
years. The current main plans can be divided into: 1) multi-sectorial plans, which are, the
government’s five-year plan (PQG), the Medium Term Fiscal Framework (CFMP) and
the Economic and Social Plan (PES); and 2) the health sector plan (PESS). However,
as described in detail below, a significant amount of resources in the health sector are
channelled outside of the Single Treasury Account (off-budget expenditure) through

donor financed projects, thus outside the national planning framework.
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Table 1. Indicators to measure progresses in the PQG (2015-2019)

Indicator Baseline (2014) Expected (2019)
% of institutional deliveries 71 75
% of fully vaccinated children 82 94
% of cured underweight in children under five

60 80
years of age
% of adults and children retained on ART 45/64 80/80
% of HIV+ pregnant women who received ARVs 86 90
Health professionals rate per 100,000 inhabitants 94 113,3
Number of districts with a district hospital 44 60
% of women aged 30-55 years with cervical cancer 1 15

screening in family planning consultations

Source: Ministério da Saude (2015)

The Five-Year Government Plan (Plano Quinquenal do Governo, PQG) is a medium-
term plan linked to the electoral cycle and it includes a series of strategic objectives,
some of them related to health, to be achieved in the next five years. The current plan is
from 2015 to 2019. The priorities can be summarized as it follows: promoting equal
access to health services, reducing disease impact, health promotion and disease
prevention, improving the sanitation network, improving human resource management
and ensuring sustainability and financial management (The World Bank, 2014). The
indicators used to measure progresses in the PQG are contained in Table 1.

The Medium Term Fiscal Framework (CFMP) is the medium-term estimation of revenues
and expenditures. The current CFMP 2017-2019 is subordinated to the PQG 2015-2019.
The resources are budgeted through CFMP, which is negotiated with the Council of
Ministers and Ministry of Economy and Finance and approved by the Parliament. The
CFMP contains a general description of the projected expenditure in the health sector
and points out three actions to reduce maternal and neonatal mortality: to increase the
institutional deliveries, to reinforce de intermittent preventive treatment in pregnant
women at risk of malaria and the distribution of mosquito nets (Ministério da Saude,
2015).

The Economic and Social Plan (PES) provides an operational plan for activities to be
undertaken under each program in the PQG within a year. The priorities in health for
2018 are: maternal and child health care, improving quality of care, improving medical

products logistics, reducing the impact of epidemics and malnutrition, health promotion

14



and disease prevention and increasing human resource for health. However, while the
PES and the health budget are both produced on an annual basis, it is challenging to
assess how the budget is linked to policy objectives

The current strategic policy framework of the health care system is the Health Sector
Strategic Plan 2014-2019 (PESS in Portuguese), which establishes two pillars. On the
one hand, to have more and better health services on the basis of the following general
principles: access, utilization, quality, equity and efficiency. On the other hand, a health
care reforms agenda based on six general components: health services, health
infrastructure, leadership and governance, health financing, human resources, logistics
and health technology and, finally, health information, monitoring and evaluation
(Ministério da Saude, 2013b).

Health policies

The current National Health Policy highlights health as a good and essential precondition
for a sustainable development. In general terms, it includes access to public health care
and the assurance of referral between levels of care. Also, it describes the interaction
with the community sector with traditional birth attendants and community health
workers, especially in remote areas. However, the policy provides a weak framework for
the development of the National Health Service (NHS) and it bestows the private sector
with a role in the provision of healthcare to citizens (Ministério da Saude, Conselho de
Ministros, n.d.). In fact, National Health Policy defines health as a ‘good’ rather than a
‘right’, an idea than can influence actitudes towards the provision of health services and

its privatization.

The NHS was created by law 25/91 and it was defined as the set of health facilities,
including those that were nationalized, that depend on the MoH and contribute to the
provision of health care to the population. In practice, there is not always a clear
differentiation between the NHS and the MoH functions. On paper, the NHS develops
preventive actions, assistance actions and rehabilitation actions, using training and

research as a means for its continued development.

15



Since 2001, Mozambique has implemented the process of decentralization of the public
services, including the health sector, but it has been poorly developed. The law guiding
the process is the Law for Local State Bodies (LOLE) (Law 8/2003) which provides
clarification of the administrative roles and responsibilities of deconcentrated bodies
(Provincial, Districtal, Administrative Posts, Localities and Population). Moreover, it
creates new services at a district level and it grants districts autonomy to plan, budget
and implement local initiatives. Besides, it sets up channels for community participation

and consultation in local governance.

Furthermore, Ministerial Diploma No 67/2009 of 17™ of April approved the guidance on
the organization and functioning of Local Advisory Councils (Conselhos Consultivos
Locais) to ensure the participation of local communities in the process of planning and
implementing district development plans. It also recognizes that the community
participation process happens through the Local Councils at the levels of: district,
Administrative post, Localities and population. Under this Ministerial Diploma, community
involvement in the planning and implementation of district development plans should
begin at the grassroots level, i.e. communities should participate by identifying the real
collective needs and incorporating them into the plans of each district. This exercise must

be guaranteed through the active participation of the citizen in such process.

However, many challenges arise in the formulation and implementation of these policies
and strategic plans. Regarding policy formulation, there is a scarce control over policy
formulation and planning of vertical programmes, the weak engagement of other
stakeholders in policy formulation, the fragmentation between policy and strategic plan
development processes and the existence of outdated and obsolete laws. Also, there
exist a few drawbacks with regards to strategic planning capacity, such as the existence
of many parallel data information systems, a weak investment in evidence generation
and the use of this evidence, and the limited collaboration between the MoH and other
national bodies (for example, the National Institute of Statistics of Mozambique).
Currently, a diagnosis process supported by the WHO is taking place to reformulate

health policies in Mozambique.

2.5. Health care financing

The Mozambican Government health expenditure as a percentage of general
Government expenditure (GGE) is 9.8% (UNICEF, 2016), still far from reaching the
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Abuja Declaration target of 15%. Also, total health expenditure (THE) per capita is
US$42, which is scarce in comparison to the WHO recommendation of US$60, and
heavily dependent on foreign assistance (The World Bank, 2009).

The health sector is financed by the state budget, external funds from donors and, in a
small portion, by the contribution of out-of-pocket payments (OOPs). Taxes and public
revenues fund the state budget but, it is important to mention the restrictions imposed on
public spending through the austerity measures. External funds are contributed by
donors through the General Budget Support, the health common fund (ProSaude), the
vertical funds and, in a very small proportion, by the donations of medicines and medical

equipment.

Financial resources in Mozambique can be reported to the State (on-budget) or not
reported (off-budget), also it can be on the Government financial system (Conta Unica
do Tesouro “CUT”) or off the system (off-CUT). Spending financed by State budget and
ProSaude is on-budget and on-CUT, whereas most of the vertical funding is off-budget
and off-CUT, challenging the accountability of the Parliament of Mozambique, public

planning, and budgeting of the MoH.

Most of the health spending is external and outside of the boundaries of the Government
control. In 2013, the state budget only contributed 29% to health care spending,
ProSaude 7% and the vertical funds 64%. It is important to highlight that 62% of the
overall health spending in Mozambique, basically the vertical funds, was not managed
by the Government, neither recorded in the MEF, nor audited by the Administrative Court
(off-budget and off-CUT). THE between 2009 and 2013 has risen in real terms mainly
because of the vertical funds, while ProSaude has also declined in its contributions and
the state budget seems to compensate the decline, showing a slight rise of three
percentage points (The World Bank, 2015b).

Regarding the contribution of out-of-pocket expenditure, it corresponds to 6.4% of THE
in 2014 (The World Bank, 2009). In this sense, despite the fact that WHO placed
Mozambique as the country with lowest annual out-of-pocket household spending on
health in the world (World Health Organization, 2014), the 2014/2015 direct payments
on average represent a 312.59% increase in real terms when compared to 2008/09,
when the average monthly expenditure per person was 5 meticais (Instituto Nacional de

Estatistica de Mogambique, 2015). Also, the OOPs may be largely underestimated since
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the data to measure it comes from National surveys and it only counts the self-reported

direct payment made during the visit.

According to the PESS, the health sector financing strategy is being developed taking
into account four dimensions: collection of funds, polling of funds, purchasing

mechanisms and resource allocation.

Collection of funds

As pointed above, the levels of expenditure in health as percentage of Government
expenditure in Mozambique are lower than its peer countries and far from the Abuja
target. Annual variation of funds allocation to health reached its highest percentage in
2005 with the 18.24% of Government expenditure and, since then, it maintained a
decreasing tendency, reaching the 8.81% of Government expenditure in 2014 (The
World Bank, 2009). These figures include external loans, donations, compulsory health
insurance funds and the recurrent and capital spending from government budget, but, it
is important to mention that 65% of the overall Government budget in 2014 was financed
by external sources. Also, it showed a sharp increase in 2015, where 75% of the overall
government budget was funded by donors (Health Policy Project, 2016). In fact,
Mozambique is one of the major recipients of health aid in Africa (IHME, 2016b).

Achieving an autonomous and sustainable health financing has to be driven by an
increase in domestic revenue mobilization. In Mozambique, the Heal