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ABSTRACT

Objectives This study explored the experiences of
accessing care across the border in East Africa.
Participants From February to June 2018, a cross-
sectional study using qualitative and quantitative methods
was conducted among 279 household adults residing
along selected national border sites of Uganda, Kenya and
Rwanda and had accessed care from the opposite side of
the border 5 years prior to this study.

Setting Access to HIV treatment, maternal delivery and
childhood immunisation services was explored. We applied
the health access framework and an appreciative inquiry
approach to identify factors that enabled access to the
services.

Measures Exploratory factor analysis and linear
regression were used for quantitative data, while deductive
content analysis was done for the qualitative data on
respondent’s experiences navigating health access
barriers.

Results The majority of respondents (83.9%; 234/279)
had accessed care from public health facilities. Nearly
one-third (77/279) had sought care across the border
more than a year ago and 22.9% (64/279) less than a
month ago. From the linear regression, the main predictor
for ease of access for healthcare were “ease of border
crossing’ (regression coefficient (RegCoef) 0.381);
‘services being free’ (RegCoef 0.478); ‘services and
medicines availability’ (RegCoef 0.274) and ‘acceptable
quality of services’ (RegCoef 0.364). The key facilitators
for successful navigation of access barriers were related
to the presence of informal routes, speaking a similar
language and the ability to pay for the services.
Conclusion Communities resident near national borders
were able to cross borders to seek healthcare. There

is need for a policy environment to enable East Africa
invest better and realise synergies for these communities.
This will advance Universal Health Coverage goals for
communities along the border who represent the far

fang areas of the health system with multiple barriers to
healthcare access.

INTRODUCTION
Border resident communities are the popu-
lation settlements, rural or urban, in close
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» The study involved the use of both qualitative and
quantitative data which strengthened the triangula-
tion of results.

» Having multicountry study sites in the East Africa
Community strengthened the study.

» This paper only presents the views of respondents
that successfully navigated access barriers.

» We did not include communities along the numerous
informal cross points which may have different con-
texts and experiences.

proximity to the borders." This term usually
applies to international borders and the
border resident communities of the two
neighbouring countries are usually econom-
ically and socially interdependent® and have
more in common with their sister communi-
ties across the border than with communities
on their own side of the border. Residents of
both countries cross the border for a variety
of reasons, including work, shopping, health-
care, visits with friends or relatives, and
others.”

Increasingly, border resident commu-
nities cross to access care in each other’s
country. This is in partly due to challenges
of accessing the needed care in the home
country where the nearest health facility
may be far away into their country and the
border residents are located at the periphery
with physical and economic access barriers.
Cross-border healthcare can also enhance
individual choice, by providing added option
to obtain healthcare which may either exhibit
a better quality or be available at a lower cost
in comparison with their national provision
system.” ® A study by Su et al showed that one
of the most significant predictors of health-
care utilisation in Mexico by US citizens were
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lack of US health insurance coverage and dissatisfaction
with the quality of care in the USA.” Scholars have also
proposed several frameworks that can be used to under-
stand facilitators and barriers to health access.*"

However, access to care in the neighbouring country
may not always be easy given the several barriers experi-
enced along the pathway to care.” Some of the barriers
to physical access may include challenges of poor road
network and terrain and lack of identity documentation."'
It could be an issue of financial barriers like high cost of
care across the border despite of physical proximity, need
for foreign currency and untransferability of health insur-
ance policy to a neighbouring country.” Other hindrances
include; lack of quality healthcare infrastructure, health-
care workforce shortages and language barriers that pose
acceptability challenges.” '* These barriers to access and
utilisation are often times rooted in the differences within
legal and institutional frameworks that confer entitle-
ment to healthcare between countries as well as creating
differences in healthcare protocols."”

Although states have obligations to ensure their citizens
have access to all health selrvices,14 this is sometimes not
fulfilled especially for communities residing along inter-
national borders.”” Because the nearest health facility or
health services needed may be across the border, indi-
viduals and communities usually navigate these barriers
in order to access care in the neighbouring country'®
though not institutionally recognised or planned for by
the country receiving the clients. In the context of the
East African Community (EAC), member states (Uganda,
Kenya, Tanzania, Rwanda, Burundi and South Sudan)
have a progressive plan to increase the interaction and
freedom of movements of commercial goods and people.

Literature has shown several mechanisms that border
residents use to navigate health access barriers. A few of
the strategies include using social and kinship networks
which facilitate cross-border exchange of information
about where care is available and where quality can be
accessed.’ ' This literature also shows that people take
advantage of the cultural context and the ethnolinguistic
similarities to navigate barriers such as ineligibility or
special preconditions for non-citizens to healthcare
services.'” Because some of the border residents live as
one community in the two opposite countries, there are
usually many informal crossings through non-official
crossing points for trade and inherently promote cross-
border health access.

Border communities, regardless of their size, are often
regarded as peripheral in terms of social programmes but
paradoxically have high priority in terms of national secu-
rity and in allocation of citizenry privileges.'® Of recent,
border communities have also become of importance
for public health surveillance due to threats like multi-
drug resistant TB," Ebola outbreak experience in West
Africa® and recently, the novel COVID-19. These threats
can and have traversed borders as a result of inflows and
outflows of people and goods across borders. The disease
surveillance objectives have in some places forced health

systems across the borders to cooperate in the control of
disease outbreaks.”' It is not clear how this cooperation
is extending to support day-to-day healthcare needs of
communities along the borders. As another paper that we
are working on demonstrates, there are major elements
of state obligations in ensuring access to health for those
in need since ‘health is a right’. However, these obliga-
tions are limited to citizens apart from a few aspects like
epidemic control events and the high end chronic care
centres of excellence that are part of the regional efforts
to address cross-border health access.

Leaving no one behind is the mantra for Universal
Health Coverage (UHC) and the Sustainable Develop-
ment Goals.”” Communities like those residing along the
EAC borders must be targeted because they represent the
far fang areas of the health system with multiple barriers
to healthcare access. Beside distance from cities and
towns, they also face administrative barriers arising from
citizenship and movement to reach functional services—
especially if from the other country. If not well articulated
in policies and arrangements of health service provision,
populations along the borders may remain vulnerable to
poor access to healthcare and at risk of being left behind.
This study set out to document experiences and feasible
strategies to advance access and UHC goals especially for
communities residing along the EAC borders. This study
addressed two questions: (1) why border residents cross
to seek healthcare across the border and (2) how they
navigate institutional health system barriers and chal-
lenges of seeking healthcare across the border (physical,
financial, availability and acceptability) in East Africa.

METHODS

Study setting and sites

This study was conducted in four land-cross-border sites
in East Africa in the countries of Uganda, Rwanda and
Kenya. These sites are: (1) Katuna-Uganda/Gatuna-
Rwanda, (2) Rusomo-Rwanda/Lusomo-Tanzania, (3)
Busia-Uganda/Busia-Kenya and (4) Isebania-Kenya/
Sirare-Tanzania. The physical location of the study sights
is shown in figure 1. These border sites are mostly remote
and peasant with a few trading centres acting like border
posts. Only Busia (Uganda-Kenya border) is a large urban
trading site. At the formal border posts there are small
business enterprises to promote cross-border trade. The
sites are usually located within a district (Uganda and
Rwanda) or a county (Kenya). The districts or county
are served by a local health facility that should provide
a minimum health package to the citizens as mandated
by the government. At these local health facilities, the
services are only planned and budgeted to serve the citi-
zens. In Rwanda, all citizens have health insurance and
one can only receive care under insurance. The study
sites have some differences in the level of care that can
be provided, for example, while in Busia-Uganda there
is a health centre three functioning under a ‘free health-
care policy’, in Busia-Kenya, there is a hospital (is higher

2

Ssengooba F, et al. BMJ Open 2021;11:€045575. doi:10.1136/bmjopen-2020-045575

“ybBuAdoa Aq parosioid 1sanb Aq zz0oz ‘9 |udy uo jwodfwqg-uadolwg//:dny wolj papeojumoq ‘TZ0Z Jogquadad g Uo G/G50-0202-uadolwa/oeTT 0T Se paysignd isii :uado rING


http://bmjopen.bmj.com/

J
TANZANIA &
S Indian
Dar o_s_Solgg_nf
-"{HNGA,— . e Jd
\ M. ‘,_«" o i
. zo Ocean

; ZAMBIA %

Figure 1 Study sites
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indicated by red circles).

than a health centre three) and some services can only be
accessed through pay by non-citizens.

Study design and respondent population

A cross-sectional design was used with quantitative and
qualitative data collection methods. The study participants
were the border resident communities at the selected
border sites. We defined a border resident community as
that community within 5-10 km on either side of a desig-
nated international border crossing point, depending
on whether the community is clustered at the exact
crossing point or along the main highway that transits
through the border crossing point. This study collected
data around there case conditions that were selected to
provide diverse experience in terms of (1) chronic care
(HIV treatment), emergency care (maternal delivery)
and prevention (childhood immunisation). These three
cases also represent typical services that are part of the
healthcare packages in all East African countries.

Sample size and sampling

At each study site, 75 survey respondents were targeted
for survey and were divided equally across either side of
the border for the three case conditions under study (ie,
a total of 300) as a purposeful sample that could ensure
we collected as many diverse views as possible given the
resources that we had. This study realised a sample of 279
household adults. To identify potential survey respon-
dents, we asked the in-charges of the major catchment
health facility on each of the study site to invite house-
hold adults in the health facility catchment area for a
community dialogue. During the dialogue, the household
adults (or any of their household members) who had ever

accessed care from the opposite side of the border in the
past b years were identified.

On identification, each of the household adult was
secretly screened by the researcher to identify which care
they or their household member(s) had accessed from
the opposite side of the border. If the household adult or
their household member(s) had ever accessed HIV treat-
ment refill, maternal delivery and/or childhood immu-
nisation services from the opposite side of the border
within b years prior to this study, they were consented for
an interview about their experience accessing care across
the border. The process of confidential screening was
repeated until the targeted number of respondents for
each case condition was realised.

Questionnaire development and data collection

From February to June 2018, an interviewer adminis-
tered semistructured questionnaire was used to survey
the respondents. During the interview, questions were
sequenced® to first explore the narration of the respon-
dents’ experience seeking care followed by the Likert-style
survey questions about the perceived ease of access across
the health access dimensions and finally the reasons for
the stated score.

A questionnaire was developed specifically for this study.
The design was informed by the health access frame-
work.® This framework as conceptualised by Levesque
and Harris et al (2013) provides four interrelated
domains for explaining the access pathway to healthcare
by communities. These include geographical, afford-
ability, accommodation and acceptability. The question-
naire was divided into four subsections corresponding
to these four adapted dimensions of the health access.
Each dimension contained between 5 to 16 Likert-scale
(scale of 0—4) questionnaire items developed to cover the
concepts central to that healthcare access dimension in
the context of cross-border settings. This method is built
around exploratory factor analysis (EFA) and it is recom-
mended for assessing multi-dimensional concepts such as
healthcare access in urban setting.*** The questionnaire
items for each subdimension were phrased to reflect
the pathway of the client’s decision to seek care across
the border up to the time of receiving care or failing to
receive care. Each dimension also had an overall Likert-
scale item to assess overall contribution of that dimension
to their recent experience of cross-border healthcare
access.

The questionnaire had one open-ended question that
asked each of the study respondents to give a narration of
their most recent vivid experiences® seeking healthcare
across the border. During the narration, we probed for
factors that enabled navigation of barriers for example:
cost of care, crossing requirements and quality of care.
The narrations were audio recorded with consent of the
respondents and transcribed verbatim.

The questionnaire content validation was explored
by two rounds of workshops by the research team. The
designed tool was pretested at one similar site in Uganda
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before initiating data collection. Analysis of pretest data
showed adequate (above 0.70) Cronbach’s alpha reli-
ability coefficients for the items in all dimensions of
the tool after elimination of few questionnaire items.
The tools were translated into the local language of
the respective data collection site. The languages used
included: Swahili (Kenya), Kinyarwanda (Rwanda),
Rukiga (Uganda-Katuna border) and Lusyamya (Uganda-
Busia border). As part of the translation process, the tool
was translated from the original English version into the
site-specific local language (Swahili, Kinyarwanda, Rukiga
and Lusyamya). Back translation from local language
versions back to English was used compared with the orig-
inal version.?” The interviews were collected by a team of
experienced and well-trained young researchers on the
study team.

Data management and analysis

Quantitative data management and analysis

Filled questionnaires were checked for completeness,
assigned a unique identifier and entered in Epi Data.
The summary data set was then exported to SPSS V.23
for analysis. In preliminary analysis, we determined the
reliability of the items in each of the four subsections of
the questionnaire separately using the Cronbach’s alpha
reliability coefficient

Next, we conducted dimension reduction using EFA in
SPSS V.23 to generate fewer and meaningful (latent) vari-
ables with eigenvalues of 1 and above. To retain variables
that clearly discriminate between the generated latent
variables, the minimum cut-off for item loading was set
at0.7.

Finally, a regression was performed to determine the
independent association of each of the generated latent
variables to the dependent variable—‘perceived ease of
access to healthcare’ on the opposite side of the border.
Beta coefficient, CI and p values were used to gauge the
strength of association of latent factors with the depen-
dent variable. Results were stratified by case condition
and by dimension of the health access framework.

Qualitative data management and analysis

For the qualitative data, the recordings and all hand-
written notes were kept in a secure location at the study
secretariat office of the partnering universities that led
the data collection. No identifying information of any
of the specific respondents was included in the tran-
scription and analysis reports. Qualitative data were
exported to Atlas TI version 8 for analysis. A conventional
deductive content analysis approach was used.”® From
the text, codes were derived then sorted into categories
then grouped together to inform emerging overarching
themes. The analysis took into considerations any rele-
vant comparisons in the different study sites, country
where healthcare was sought, gender and case condi-
tion. Relevant qualitative quotes from respondents were
presented in the results sections to support the key results
under the respective themes and categories. In order to

ensure trustworthiness, each transcript was coded by two
researchers and any differences were discussed by the
research teams to reach consensus. The derivation of the
subthemes and themes was done in a workshop with all
the authors. The research team has a good mix of both
qualitative and quantitative expertise.

Patient and public involvement

Prior to the data collection field work, the study team
conducted a study previsit meeting to all the study sites
and engaged local leaders, health officials and border
managers in order to introduce the study objectives and
seek their permission and consent to participate in the
study. The study team worked with some of the commu-
nity members as field guides during the data collection.
The study team held dissemination meetings at all the
study sites in order to validate the findings.

RESULTS

Respondent characteristics

A total of 279 households were surveyed. The majority
of respondents were women (n=251, 90%), and married
(n=213, 76.3%). Only 4% (n=11) were in formal employ-
ment. The majority had relatives across the border in the
neighbouring country 75% (n=207). The detailed char-
acteristics of the respondents are summarised in table 1.

Characteristics of individuals who accessed healthcare from
the opposite side of the border

Majority of the people who had accessed healthcare from
the opposite side of the border were women (n=205,
73.5%). Those accessing care for more than a year ago
were 27.6% (77/279) while 22.9% (64/279) had accessed
care in less than a month prior to interview. The majority
accessed care from public health facilities (n=234, 83.9%),
while 104 (37.3%) had sought immunisation services.
The details are summarised in table 2.

Reliability analysis of the survey questionnaire

The respondents were surveyed on four (4) dimensions
of cross-border healthcare access. The reliability analysis
of the survey questionnaire, reported as Cronbach’s alpha
showed the following results. Physical; 0.647, affordability;
0.215, availability and accommodation; 0.783, accept-
ability and appropriateness; 0.645.

The most significant factors that facilitate successful access
to healthcare from the opposite side of the border

Principal component analysis with varimax rotation was
conducted in SPSS to generate latent variables for all
the access dimensions. The eigenvalues greater than one
rule and scree tests were used to decide the numbers of
factors/latent variables to retain. The latent variables were
labelled according to the items that loaded onto them
the most.? For example, six new/latent variables were
generated for the physical access dimension. The items
that loaded onto the second latent variable in the phys-
ical access dimension are items C14 and C16. To decide
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Characteristic Frequency (n) Percentages (%)

Male 28 10.0

Age (mean, SD) Mean=32.8 SD=9.8

No education 35 12.5

Completed primary 48 17.2

Completed secondary 27 9.7

Marital status

Married 213 76.3

Widowed 12 4.3

Not employed 131 47.3

Formal employment 11 4.0

Kenyan 82 31.1

Tanzanian 6 2.3

Dual citizenship 1 0.4

Yes 207 75.0

Border site

Gatuna-Katuna 91 29.0

Rusumu 52 18.6

Kenya 84 30.1
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Uganda 94 33.7

SD, Standard deviation.

the name of this new variable, we merged the meaning of
C14 and C16 and called the variable ‘Social Connections’.
This was done for all the latent variables across the four
(4) access dimensions. These findings are summarised in
figure 2.

Frequency Percentages
Characteristic (n) (%)

Sex

Female 205 73.5
<1 month 64 22.9
>3-6 months 26 9.3
27.6

>12 months to 5 years 77

Public 234 83.9

wW
N
-
-
(¢,

Private for profit

Service received

~
~

HIV treatment 27.6

Type of service received

Treatment at Outpatient 192 68.8

Department

Operation 44 15.8

Better quality 99 36.0

Less costly 79 28.7

Stigma 12 4.3

Other 51 18.6

SD, Standard deviation.

Overall ease of cross-border access to healthcare

The Likert-scale median scores ranged from 3 to 4. Overall,
all access dimensions were important factors in successful
cross-border health access. For different case conditions
however, different access dimensions had different levels of
contribution to successful cross-border health access. For
respondents who accessed maternal delivery services across
the border, availability and accommodation dimension
contributed more to their successful cross-border health-
care access. For respondents who accessed HIV treatment
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Physical access Dimension Financial access/ Affordability Dimension
Latent variables/Item loadings Latent variables/Item loadings
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crossing  Connections  with Documents  with to the Ite friled] transport @S | currency
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Availability and Acc dation Dimension Acceptability and Appropriateness Dimension
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ell 0.709
el3 0.718
el6 0.835

Figure 2 New generated variables for each of the four studied access dimensions and corresponding items that loaded with a

factor of 0.7 and above onto the new variables.

services, affordability contributed more. Service related find-
ings are summarised in figure 3.

Independent predictors of cross-border health access

Separate regressions were run against the mean score
of the outcome variable ‘overall ease of access of cross-
border healthcare’ for all the access dimensions. In all
regressions, the independent variables were the latent

variables extracted using factors analysis. The regres-
sion analysis was also stratified for each of the three case
conditions—HIV treatment, childhood immunisation
and maternal delivery.

For physical access, the model explained 36% variation,
which varied between 38% and 40% depending on the
stratification by the three case conditions. The strongest

9

Overall score for Physical
Access

1 o o e}

T T T
Delivery HIY treatment Immunization

Case Condition

0 [+]

Overall score for Affordability

T T T
Delivery HIV treatment Immunization

Case Condition

and Accomodation

1 (=] [

Overall score for Availability

T T T
Delivery HIV treatment  Immunization

Case Condition

2

Overall score for
Acceptability and
Appropriateness

1= o o o]

T T T
Delivery HIY treatment  Immunization

Case Condition

Figure 3 The extent to which each access dimension contributed to the ease of accessing healthcare from the opposite side

of the border for each of the three case conditions.

Ssengooba F, et al. BMJ Open 2021;11:€045575. doi:10.1136/bmjopen-2020-045575

“ybBuAdoa Aq parosioid 1sanb Aq zz0oz ‘9 |udy uo jwodfwqg-uadolwg//:dny wolj papeojumoq ‘TZ0Z Jogquadad g Uo G/G50-0202-uadolwa/oeTT 0T Se paysignd isii :uado rING


http://bmjopen.bmj.com/

independent predictor of ‘overall ease of physical crossing
for care’ was ‘ease of border crossing’. For financial
access/affordability, the model explained 31% variation,
which varied between 21% and 44% depending on the
case condition. Access to free care was (inverse of self-
funding) was one of the main predictors. Table 3 provides
the main results . Latent variables that were significant at
a P-value less than 0.05 are bolded in the table 3.

Qualitative findings

From the qualitative analysis, two overarching themes
emerged and these were 1) reasons for crossing the
border to seek healthcare and 2) experiences on how resi-
dent communities navigate barriers during cross-border
healthcare access. The results are summarised in table 1
in the online supplemental file 1 attached.

Reasons for crossing the border to seek healthcare

The main push factors for crossing to seek care across the
border were: (1) service delivery points perceived as more
accessible, (2) health services perceived as more afford-
able, (3) availability of services needed and (4) accept-
ability of the services.

Physical accessibility of the health services

The border residents preferred to access services that
are closer to them. In instances where the nearest health
facilities was on the opposite side of the border, the resi-
dents preferred to cross the border to access services
rather than travelling long distances to access services in
their own country;

The reason I went to Uganda, it is because the health
facilities where we get our vaccination (RUBAYA,
CYUMBA and KANIGA) are more distant, and the
transport to reach there is expensive—Border resi-
dent, Gatuna-Rwanda.

Having relatives and friends on the opposite side of
the border was mentioned as a reason why most border
residents preferred to seek care across the border since
they had an opportunity of being taken care of by their
relatives:

My relative live there, so I went there because they
could take care of me after giving birth .... I just
crossed because I knew my family would receive
me—DBorder resident, Gatuna-Rwanda.

Affordability of the health services

Health services being more affordable prompted study
communities to seek healthcare by crossing the border.
This was more common where national health insur-
ance was established in the home country and someone
wanted to access services that are not covered by insur-
ance at home. They crossed to where there was a ‘free
services’ policy. They further noted that accessing these
services without insurance in their own country was more
costly. One respondent noted:

It all started when I was coming from the hospi-
tal ... I needed medication to recover, but, the
medicines I required, were not covered under
my health insurance. So a friend of mine recom-
mend me to go to Uganda side—Border resident,
Gatuna-Rwanda.

Availability of the health services

The inadequacies of services in one’s home country
often prompted border resident communities to cross.
Border residents who visited the health facilities in
their home countries and did not get the services they
required tended to cross the border to access these
services;

I took my grandchild because after visiting the hos-
pitals here for three consecutive times and missing
the vaccine, I was forced to travel to Uganda for the
vaccine—Border Resident, Busia-Kenya.

Formal and informal referral to quality, nearer and
cheaper health facilities prompted border residents
to seek healthcare from health facilities in the oppo-
site side of the border. Formal referrals were arranged
by a health worker while informal referrals were
prompted by self, friends, relatives and other commu-
nity members.

I started feeling labor pains where I visited the dis-
trict hospital but got students who were attending
to patients. I was bleeding and was advised to go to
MASAFU (Uganda side) for delivery—Border resi-
dent, Busia-Kenya.

Acceptability of health services

This theme was related to the confidentiality of care
sought across the border and perceived better quality of
the care across the border. The fear of being stigmatised
by fellow community members was also found among a
few respondents. This prompted HIV positive border resi-
dents to seek healthcare from health facilities across the
border fearing that home communities would come to
know about their HIV serostatus

When I discovered I was infected with HIV I was stig-
matized and couldn’t stand going to pick drugs as I
could meet very many people I know. I was forced to
go to Uganda and gained courage when picking the
drugs—Border resident, Busia-Kenya.

Border residents who perceived that services from the
opposite side of the border were of better quality than at
home tried to seek healthcare from health facilities across
the border;

When I went to the Kenyan hospital they worked on
me well and I came back safely. The good thing in
Kenya is that any nurse can help you, she tells you
where to start from, and she directs where to get the
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P value
0.000
0.000
0.304

Immunisation
Regression
coefficient
3.462

0.325

0.062

0.246

95

P value
0.000
0.000
0.000

Regression
coefficient
0.228

0.396

HIV
3.311
0.372
73

P value
0.000
0.000
0.004

Delivery
Regression
coefficient
0.388

0.154

0.462

3.37
92

P value
0.000
0.000
0.000

Overall
Regression
coefficient
3.395

0.364

0.142

0.364

262

Regression model items
R square

Constant
Acceptable quality
Accountability

Table 3 Continued
Access dimension
Acceptability and
appropriateness

book and notes all things concerning the baby.—Bor-
der resident, Busia-Uganda

Experiences on how border resident communities navigated
barriers during cross-border healthcare access

From the narration of experiences with household adults
that had successfully sought care across the border, the key
facilitators that enabled navigation of barriers emerged
across the physical and affordability dimensions. Under
physical dimension, the main facilitators were presence
of informal routes, having official travel documents and
ability to speak a similar language. While under afford-
ability the main facilitator was the ability to meet the cost
of care across the border.

Presence of informal routes

The presence of informal routes locally known as ‘panya
roads’ facilitated access to healthcare services from
the opposite side of the border. Many border resident
communities were not allowed to cross at the formal
crossing routes for health services and resorted to using
informal routes. We also found a common ethnic identify
of communities separated by the national borders. These
communities speak the same local language across the
border, they use both formal and informal routes to cross
the border for health, markets and other reasons. Many
community members have informal connections or rela-
tives across borders but also are capable of independent
and informal navigation of the healthcare access that
bypass formal border controls and protocols.

When I pass via the customs offices, they sometimes
ask for money or arrest me but I was arrested once.
Now, I normally pass via a panya (short cut route) (to
Kenya side) to pick my medicine—Border resident,
Busia-Uganda.

Border officers send you back because all those
services are available here....(in Rwanda). Actually,
most people who need those services use shortcuts
to cross. Furthermore, Ugandans who take HIV treat-
ment here (in Rwanda) also pass through there (the
informal route)—Border resident, Gatuna- Rwanda

Having official travel documents

Border residents who had their identification docu-
ments, such as; identity cards and passports were easily
allowed to cross the border. Most of the border residents
without travel documents were not allowed to cross the
border and, in most instance, they had to make informal
payments or bribes so as to be allowed to cross. Some
respondents however mentioned that in some instances,
travel documents were not a requirement for crossing the
border and this facilitated healthcare access. One respon-
dent remarked:

No, whenever I visit there I am never asked for any
document either when going or coming back—Bor-
der Resident, Busia-Kenya.
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Similarity in language

Knowing the local dialect of the neighbouring border
communities facilitated access to healthcare services
across the border. Border residents were able to easily
communicate with the service providers and even to
disguise as nationals of the destination country. On the
other hand, the inability to speak the local language
hindered access to healthcare services due to language
barrier and sometimes had to get translators.

I was just treated well...It’s only the language barrier
that made the whole process look tiresome—Border
Resident, Isebania-Kenya.

Affordability of cost of care

The cost of care included the money paid for the actual
health services, the transport costs and other informal
payments or bribes made to facilitate the process of
accessing care. The respondents who had crossed to
access care on the opposite side of the border unani-
mously agreed that their ability to pay the actual cost of
services enables them to access health services from there.
In most cases, HIV treatment and childhood immuni-
sation services were free and these enabled border resi-
dents with these conditions to access care.

The cost was so much reasonable as compared to
Kenyans side and we also used Kenyan currency
which is stronger that the Uganda shillings—Border
Resident, Busia-Kenya.

Relatedly, being able to pay informal payments/ bribes
either at the border point (to border officials) or at the
health facility enabled access to health services at the
opposite border

While on the way we encountered the police whom
we bribed to proceed with our journey to Dabani
Hospital. At the hospital we had a midwife who was at-
tending to her by bringing her food and water to bath
and we ended up paying her (the midwife)—Border
Resident, Busia-Kenya.

DISCUSSION

This study aimed to explore how to increase health-
care access for communities along the border in East
Africa. We found that communities that are resident
near national borders were able to cross borders to seek
healthcare. There are factors that attract border resi-
dents to seek care across the border and these centred on
service delivery points being near, availability of services
and health services being of acceptable quality across
the border compared with the home country. From the
quantitative analysis the main facilitators for cross-border
health access were the ease of physically crossing and
health services being affordable across the border among
other factors. In general, the qualitative and quantitative

results were in agreement and these are discussed
together below.

Rather than travelling long distances to access health-
care in the home country, border residents preferred to
access services that were closer to them though across the
border. This has also been seen elsewhere® that patients
gravitate to their nearest convenient health service
provider. Other than physical ‘closeness’ of the health-
care across the border, many border residents in our
study commonly used informal routes Panya roads to cross
for healthcare—an indication of porous borders referred
to as “ease of border crossing” in the liner regression anal-
ysis . The ease of physical access is also enhanced by the
fact that for many of the border communities, the culture
and language is the same and they live as one commu-
nity irrespective of the border.'” This is evidenced from
the respondents’ remarks that knowledge of the local
language and family relatives that reside across the border
facilitated crossing for healthcare.

Border residents chose to seek healthcare across the
border because it was still affordable compared with care
within their home country. This is in concordance with
the linear regression analysis where the most important
factor in the affordability dimension was the inverse of
‘self-funded’ since most services are usually free especially
for the case conditions explored in our study. Studies
done among US residents living along the USA-Mexico
border have shown that due to the economic, financial
and healthcare access barriers, border residents on the
US side commonly resort to crossing into Mexico to meet
their healthcare needs because of much more affordable
prescription medications as well as services.” ” For the
border residents in East Africa, there seemed to be an
opportunity cost they were willing to pay in terms of other
costs like transport and informal payments at border
crossing. However, we acknowledge that this opportunity
cost was easier for the border residents to bear since they
were seeking services like childhood immunisation and
HIV treatment refill which are usually free of charge in
East Africa.” Apart from affordability in terms of cost of
care, border residents who lacked health insurance also
preferred to seek care across the border where national
health insurance was not being implemented. There is
need for East African countries to have common arrange-
ments for example health insurance with portable bene-
fits (or free care) that especially help poor communities
along the border to access care. Although currently the
non-insured community members can access care across
the border, this leaves them disadvantaged in case the
service needed is only available in their home country.*

Some border residents also preferred to go where care
was perceived to be acceptable in terms of quality and
confidentiality. This was more important for mothers
seeking delivery services and patients with HIV that
preferred confidentiality. This speaks to the need for
countries to improves service quality so that citizens in
remote areas are more willing to use the available services
at home.”
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From our study, we see the need to move from nation-
ally circumscribed rights and entitlements to a legal envi-
ronment that allows border residents to freely access care
cross the border within a well-established and agreed
on arrangement between countries. Although border
residents are individually navigating access barriers, this
leaves them vulnerable if some legal frameworks were
to be enforced. For UHC to be efficiently delivered,
countries may need to agree on and establish planning,
resourcing and regulatory arrangements to enable border
communities access the existing healthcare provision
without bearing the hardship of navigating these barriers
on their own.*” This can also reduce the uncertainty and
discretion of frontline officials if they were all aware of
the access rights for border residents in neighbouring
communities. This can span to other cross-border health
issues such as having joint efforts to deal with disease
outbreaks and pandemic control such as COVID-19.**%

At regional level, centres of excellence for healthcare are
beginning to form with a view of serving people from the
EAC™. These will require innovative cross border policies
and arrangements for efficient delivery of healthcare. It
would be useful to share the available healthcare resources
(eg, everyside of the border does not have to build a hospital
if one side of the border has one in close distance). Guide-
lines should be developed to enable the use of a common
pool of healthcare resources and optimise efficiency on
both sides of the border. The European region has tried
to remove legal and administrative barriers through cross-
border cooperation (CBC)* aimed at ‘identifying potential
complementarities in all fields of human activities in the
border regions to ease the lives of the border residents’.
There are lessons that can be drawn from these and other
cross-border integration initiatives.”” During the design of
any CBC initiatives, host communities should be engaged
in the plans as part of the efforts to promote ‘tolerance,
understanding and good neighbourly relations between
populations’.”

As this paper goes to publication, cross-border health has
been made more urgent by the COVID-19 pandemic and its
impact on the border health systems - to provide testing and
surveillance for interstate truck drivers in East Africa. The
guidelines to manage the pandemic have come into sharp
confrontation with the objectives for legal rights of interstate
travel and movement of goods—in some cases threatening
to dismantle the regional cooperation mission.” Numerous
media carried stories showing long queues of trucks some
extending 20 km at the border all waiting for coronavirus
testing that was sometimes taking 2-3 days to offer the
test results and clear the truck through emigration points.
Communities around these long jams of trucks were also
exposed to community transmission of coronavirus from
the truck drivers—a group that had a high occupational
risk of contracting and transmitting the virus.*’ This further
demonstrates the need to invest in and coordinate better
the economic and healthcare objectives at border points for
the EAC to consolidate its integration and social economic
functionality.

Study limitations

This paper only presents the views of respondents that
successfully navigated access barriers. Our study sites were
the official cross points. We did not include the numerous
informal cross points which may have different contexts
and experiences. The use of official crossing was selected to
enable the study to factor in the operations of the formal
rules for emigration when seeking healthcare across the
border.

CONCLUSION

From this study, we note that communities resident near
national borders of the EAC were able to cross borders to
seek healthcare. Although the EACintegration agenda has
been discussed for a while, progress has been made in the
areas of economics and trade and it has not yet benefited
border residents in terms of access to healthcare across
the border. There is need for: innovative arrangements to
optimise the existing resources and a policy environment
to enable East Africa invest better and realise synergies
for these communities for health integration in the EAC
as well as for universal health coverage aspirations.
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