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I. Synthesis of the Project 
 
A. Project Title 

Extension and consolidation of a participatory health insurance network in Nyeri 
district. 

 
B. Precise location 

The project covers the whole of Nyeri district. 

 
C. Estimated schedule 

Estimated starting date: May 2004; estimated termination date: April 2007. 

 
D. Project purpose 

Nyeri district people are suffering from a difficult health environment. Morbidity and 
mortality rates remain high; despite this situation, the local population does not have 
access to modern medicine. It has been observed, during the preliminary feasibility 
study that the main reason for this situation is the lack of available financial resources to 
pay for medical care costs within the households. 

From early 2001 to the end of 2003, CIDR supported the creation of CBHSMS 
(Community-Based Health Self-Managed Schemes) in order to improve the Nyeri 
district population access to quality hospital services. So far six CBHSMS are operating 
in the district, with 1.800 people participating. They work on a contractual arrangement 
with two hospitals were their members benefit from a third part payment. 

The purpose of the project is to continue the action undertaken so far in favour of the 
Nyeri district population, allowing it to access modern medical services by linking it to 
the National Social Health Insurance Fund (NSHIF) that is being installed. It also aims 
at  increasing the outreach of this approach within the district and at obtaining 
acceptance for this type of institution within the Kenyan context. 

 
E. Local partners involved 

The main partners that are involved in this action are: 
- The Nyeri district network of six operating CBHSMS; they want an ongoing 

technical support as well as extension activities in order to increase the network size. 
- The regional NHIF branch (Nyeri Branch) that wishes to pursue a technical co-

operation aiming at making the two health security schemes complementary; it is 
worth noting that CBHSMS members represent already the majority of those who 
are insured with NHIF Nyeri Branch on a voluntary base. 
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- The Kenya Community Based Health Financing Association (KCBHFA), which is a 
national umbrella organisation for initiatives aiming at guaranteeing autonomous 
funding for the populations access to medical services. 

 
F. General objectives and specific objective 

The programme must contribute : 
- To improve the effectiveness of the Kenyan health system;  
- To improve the Nyeri district population health situation. 

Its specific objective is : 
- To promote local health insurance schemes that are autonomous in financial terms, 

participatory in terms of management, and that can respond to the Nyeri district 
people health and sanitation  priorities. 

 
G. Expected results and foreseen activities 

 R1 : CBHSMS and NSHIF are complementary 
Activities 
. Continuing the collaboration with NHIF Nyeri Branch. 
. Following the implementation of the NSHIF. 
. Elaborating and proposing new health insurance services or operating modes for 

CBHSMS according to NSHIF evolution. 
. Drawing Contractual agreements between CBHSMS and NSHIF (finding new 

collaboration modes and procedures). 
. Having the insured members files audited (medically). 
. Implementing surveys on the degree of members’ satisfaction. 

 
 R2 : Nyeri district CBHSMS have reached a development level that confirm their 

relevance 
Activities 
. Recruiting and training three field worker and one executive. 
. Supporting the creation and development of CBHSMS. 
. Training and following-up health structures and health authority officers as well 

as those of the  CBHSMS for the  negotiation of contractual arrangements. 
. Defining and implementing a multi-purposes and multi-actors training plan. 
. Insuring that a follow-up & support process for the CBHSMS is put in place. 

 
 R3 : CBHSMS have established a formalised umbrella organisation that is capable 

of representing them and of giving them financial strength 
Activities 

. Organising exchange visits and reflection panels amongst CBHSMS. 

. Organising visits to the Gran Comoro Community-Based Health Insurance 
System. 

. Supporting CBHSMS in their formalisation process. 

. Elaborating the guarantee system operating modes. 

. Endowing a special fund that will be used for credit purposes. 
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 R4 : CBHSMS are in favour of covering insured persons affected by HIV/AIDS 
Activities 
. Studying the various operating modes that are already in place; identifying 

organisations active in this field; analysing the national policy on the issue. 
. Establishing partnerships in order to promote prevention amongst all members 

and to cover those already affected by HIV/AIDS. 
. Negotiating an access for  CBHSMS members to adapted treatments with 

partner medical services providers. 
. Facilitating the implementation of a follow-up process for those benefiting from 

such treatments. 
 

 R5 : CBHSMS role is recognised by the health and social security sectors 
stakeholders 
Activities 
. Organising field visits by Ministry of Health and NSHIF executives; 
. Circulating the technical results already achieved in Nyeri within KCBHFA; 
. Elaborating reference documents, together with other operators or initiatives 

similar to CBHSMS; 
. Participating in reflection workshops relating to health care funding in Kenya. 



 8

II. Presentation of local partners 
 
A. The participating Community Based Health Insurance 
Schemes 

Full legal name : Mwene Tha, Afya Yetu, Ugima Wa Mwiri, Ugitiri Wa Mwiri, 
Wiyake Mwiri and Kimuri Kia Ugima (six CBHSMS) 

Adress : BP 936 Nyeri, Kenya 
Telephone/fax : Non 
Mail : None 

Contact person : Michael GITAU, Co-ordinator 

Creation date: Respectively August 2001 for the first CBHSMS, August 2002 for the 
second and the third ones, and August 2003 for the remaining ones. 

Juridical status : Community based organisations, registered under the legal form of 
“Self Help Group” (SHG). 

Main fields of action: Health providence 

Human resources within each SHG : Five volunteers. 

Publications/reports : No 

Total annual budget : 9 000 EUR in 2004 (global) 

Principal  donors : None (only members’ fees) 

Membership to networks, federations, other associative structures, etc.: Affiliated 
to the KCBHFA exchanges network. 

History and content of the co-operation with the partner so far (institutional and 
contractual links) : CIDR supported the emergence and the organisation of the six 
existing CBHSMS. 

Role and involvement in the preparation and implementation of the proposed 
project: Preparation : participation in two programming meetings in December 2003. 

Implementation : negotiation with the new NSHIF; development and formalisation of 
the network; participation in covering HIV/AIDS cases. 
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B. National Hospital Insurance Fund – Nyeri Branch 

Full legal name : National Hospital Insurance Fund – Nyeri Branch 

Address : P.O. Box 658 – Nyeri, Kenya 
Telephone/fax : +254 (0)61 30 957 
Mail : None 

Contact person : Mister Richard MUTUA, Branch Manager 

Creation Date : 1966 

Juridical status : Regional Branch of NHIF (State Concern) 

Main fields of action: 
- Representation of NHIF in Nyeri Province; 
- Membership administration and management of medical activities in favour of 

members; 
- Controlling the registered medical services providers. 

Human Resources : 50 paid staff. 

Publications/reports : None (activity report only for the national level) 

Total annual Budget : Not available (36 M EUR at national level , in 2001) 

Main donors : None (only employers’ and members’ fees) 

Membership to networks, federations, other associative structures, etc.: None 

History and content of the co-operation with the partner so far (institutional and 
contractual links) : 
Collaboration with the regional NHIF branch started in 2002 during the preparation of 
the CBHSMS 2003 programme. Indeed, since October 2002, CBHSMS are proposing 
to their members a joint membership to NHIF. They enjoy thus a dual protection in 
terms of health providence. A certain amount of technical data in the area of health risk 
management are shared between CIDR and NHIF Nyeri Branch. 

Role and involvement in the preparation and implementation of the proposed 
project: 
During programme implementation, the development of the services proposed by NHIF 
(and its successor NSHIF) will be one of the main determining factors for the evolution 
of particular CBHSMS services. A formal collaboration between both institution will be 
sought in the future. 
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C. Kenya Community Based Healthcare Financing Association 

Full legal name : Kenya Community Based Healthcare Financing Association 

Address : P.O. Box 6736– Kisumu, Kenya 
Telephone/fax : +254 (0)57 41 371 
Mail : stipa@africaonline.co.ke 

Contact person : Mister Lucas WADENYA, Chairperson 

Creation date : 2002 

Juridical status : Association (Information exchange network) 

Main fields of action: 
- Information exchange in the field health providence on a voluntary basis; 
- Representing members at national level; 
- Lobbying and campaigning with decision makers. 

Human resources : 5 volunteers and one technical secretary. 

Publications/reports : None 

Total annual budget : 5 000 EUR (2003) 

Main donors : Evangelisches Entwicklungs-Dienst 

Membership to networks, federations, other associative structures, etc.: Member of 
« Eastern Central & Southern Africa Community Based Healthcare Financing 
Association (ECSA-CBHFA) » 

History and content of the co-operation with the partner so far (institutional and 
contractual links) :collaboration with KCBHFA started in 2003, during the  
membership building process. CIDR took part in various exchange and co-ordination 
meetings that were organised by KCBHFA. 

Role and involvement in the preparation and implementation of the proposed 
project: 
Preparation : KCBHFA has been associated with a “think tank” that was conducted by 
CIDR on the theme of the sustainability of participatory local health insurance schemes 
in the particular Kenyan context. An encounter with the Chairperson had been 
specifically organised to that effect in December 2003. 
Implementation : KCBHFA is central to the achievement of Result N°5 (CBHSMS role 
is recognised by the health and social security sectors stakeholders). Lessons learned 
and principles derived from the Nyeri district CBHSMS network experience will be 
discussed and circulated within KCBHFA initially and later towards health and social 
security stakeholder. 
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III. Justification of the action 
 
A. Project context 

 
1. The environment 
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1.1. At national level 

 
1.1.1. Geographical context 

Kenya lies along the equator; it covers a surface of 582 646 km². It borders Somalia to 
the east, Ethiopia to the north, Sudan to the north west, Uganda to the west and 
Tanzania to the south. It has a long coast on the Indian Ocean  to the east and hosts the 
second highest mountain of Africa, Mount Kenya, which culminates at 5 199 meters. 

It is characterised by a large variety of climates, landscapes and geology. The country 
can be grossly divided in four main regions: the Rift Valley and the Central Highlands; 
the Coast; the North & West; the East.  

Fertile volcanic soils are to be found in the Rift Valley and the Central Highlands, 
where cultivation is intense; the Indian Ocean coast is 480 Km. long; in the West, the 
presence of Lake Victoria has a favourable influence on the environment which is 
relatively fertile; the South is mainly covered with savannah, where extended animal 
husbandry conducted by Massaï tribes is the main economic activity; the North and the 
East, a mountainous zone with semi desert characteristic, can only be used for cattle 
raising. 

 
1.1.2. Demographic context 

Kenya has a population of around 31 M inhabitants, which is on the increase at a rate of 
2,1% per annum. 43% of the population is less than 15 years old, while the average life 
expectancy is around 47%. Most of the population lives now in an urban environment 
(53%). 

There are more than 70 ethnic groups in Kenya, mainly Bantu speaking tribes (Kikuyu, 
Embu, Luyha, etc) who came from West Africa around 500 years BC, and Nilotic tribes 
(Massaï, Kalenjin, Luo, etc.) who came from the Nile valley before the Bantus. Luos, 
and above all Kikuyus make the majority of the population. However, all these ethnic 
groups share a common language, Swahili, which favours a certain level of national 
unity.  

1.1.3. Economic context 

Kenya is amongst the poor countries group, with a 340 USD GNP per inhabitant 
(inferior to the 480 USD average for sub-Saharan Africa). The unemployment rate is 
around 30% of the active population, despite a rather diversified economy, where 
agriculture amounts to only 21% of GNP, while industry and services represent 
respectively 19% and 60%. Unlike other African economies, Kenya’s economy has a 
substantial formal sector, including industry, that contributes to the GNP.  

In terms of exports, Kenya is the third world tea exporter. Together with coffee and 
horticultural products (cut flowers and fresh green bean), these agricultural products 
represent 47% of all export incomes. Tourism (19% of GNP) is the second source of 
foreign currency for the country. 
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From independence to the end of the seventies, Kenya’s economy enjoyed high growth 
rates (between 6 & 7% p.a.); however, this trend was reversed at the end of the eighties. 
From 1993 onwards, the Government, with the support of  theWorld Bank and the IMF, 
undertook a large economic liberalisation programme, coupled  with drastic reductions 
in public expenditures. In 1996, Kenya, Uganda and Tanzania have re-launched the East 
African Community in order to facilitate commercial and population exchanges. 
However, these initiatives did not have a real effect upon growth rates (2% per annum 
as an average during the nineties); partnership with the Bretton Woods institutions was 
interrupted in 2001, because of numerous contentious issues. 

Despite all these difficulties and the pauperisation of large sectors of the population, 
Kenya remains an economic motor for the whole sub-region. Its main advantages lie in: 
- Road infrastructures in relatively good conditions/ 
- A capital city which is well connected to the world through numerous airline 

companies, and an excellent telecommunications network/ 
- The good training level of the working force. 

 
1.1.4. Historical and political context 

Kenya belongs to that part of Africa that became the cradle of humanity 2,5 M years 
ago. It must definitely have been an important centre for migrations throughout all 
Africa. 

After several incursions by the Portuguese during the 16 th. Century, the British and the 
Germans showed interest in the east African countries. At the end of the 19 th. Century, 
the Massaï and the English reached an agreement that allowed for the construction of 
the Mombassa-Lake Victoria railroad. The capital city was  then transferred from 
Mombassa to Nairobi, and the British settlers began their colonisation of the Central 
Highlands. They were 9.000 in 1920, and already 20.000 in 1950. They produced tea 
and coffee mainly, while Kenyan were not allowed to cultivate these commodities. 

Forms of opposition to colonisation took shape very early on. The most important 
resistance movement was the Mau Mau rebellion, initiated in 1952, mainly by Kikuyu 
people. The assassination in 1953 of 21 Kikuyu who were collaborating with the 
English by the Mau Mau  prompted the colonial Government to declare a state of 
emergency. It took the initiative of parking the Kikuyus into “reservations”. Leaders 
were arrested, including Jomo Kenyatta who became leader of the Kenyan national 
Union (KANU), the main Kenyan political party, after being released in 1960. KANU 
became the only legal party until Kenyatta’s death in 1978. 

He was succeeded by Daniel Arap Moi. When he came to power, opponents were 
imprisoned, and universities were closed. After having re-installed the plurality of 
political parties Arap Moi was re-elected in 1992 and 1997, mainly because of divisions 
within the opposition. Eventually, the opposition won the December 2002 elections, and 
Mwai Kibaki   became the third President of Kenya. There is a general feeling that a 
new era has began: the majority of the population expects profound changes from the 
Government. Indeed, the former Government was suspected of having mishandled the 
country economy through massive corruption which alienated itself the development aid 
donors’ community. 
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1.2. At local level 

 
1.2.1. Geographical environment 

Nyeri district is within the Central Highlands zone. Administratively, it belongs to the 
Central Province (with Nyeri as capital city). It is situated between the Aberderes 
mountains and Mount Kenya. It has 8 divisions, 34 locations and 190 sub-locations. 

The rich volcanic soils, the easy topography of rolling hills and an adequate climate 
make it an ideal environment for coffee and tea cultivation, and also for the production 
of fruits and other food crops. 

 
1.2.2. Demographic characteristics 

Nyeri district population amounts to 800 000 people. Nyeri, the main town has nearly 
100.000 inhabitants. Most people belong to the Kikuyu ethnic group. 

 
1.2.3. Economic activities 

Nyeri district economy is essentially rural. Most families are involved in agriculture as 
their main activity. 

The principal crop being cultivated is coffee, which influences the socio-economical 
structure of the local society. Payments for the coffee harvest are generally made twice 
a year, in August and November/December. 

Tea is the second main cash crop in the district; in some areas, collected volumes can be 
higher than those of coffee. Tea harvest is paid on a monthly basis, with a peak in 
November/December; tea producers sometimes receive a premium which can be as high 
as 10 months of coffee revenues. 

Milk is another important source of revenues. Dairy cows are raised at small scale (1,5 
animal per household, as an average). Despite crossbreeding and a very developed 
artificial insemination system, productivity is low (4 t 5 litres a day). Sheep, goat and 
poultry breeding at small scale is also being developed, but this activity is geared 
towards family needs (an average of around 3 goats or sheep and 8 chicken per 
household). 

Some farmers have invested in horticulture production (tomato, cabbage, green beans, 
sweet pepper) which finds some outlets to the national market in Nairobi and sometimes 
also to the export market via Nairobi. Irrigation is sometimes necessary, and several 
farmers have formed groups to access jointly managed irrigation networks. Horticulture 
can provide significant revenues, higher than those derived from coffee and tea in the 
district. 

Further, all farmers are producing rainfed food crops, such as maize, potato and dry 
beans. In good years, maize in excess can be marketed, but generally, the district is in 
deficit for this particular crop. 
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In this mainly rural environment, the towns of Nyeri and Karatina are active in the 
classical urban services micro activities. They have several small industries (bottling 
plants, milk transformation units, cereal mills, metal workshops). 

Further, the importance of primary products transformation in basic coffee plants is 
significant within most sub-locations. Coffee primary transformation consists of 
decorticating the beans, allowing them to ferment for 48 hours, and drying them. These 
small units generally employ around 15 permanent staff, and numerous temporary 
workers during the purchases campaign. Within the Mahira division, there are 36 such 
units. Tea treatment units are also to be found, but to a lesser extend. 

 
1.2.4. The social context 

It is characterised by a great ethnical homogeneity: 90% of the district population is 
Kikuyu. 

The social cohesion is traditionally strong; it is based upon clan relations that can have a 
larger outreach in some zones than in others. The old Harambee tradition is an 
illustration of these links: there is a quasi obligation for clan members to contribute to 
the costs of a member’s funeral. Some Harambee involve more than 500 families. 

This form of traditional solidarity has also a modern expression that is reflected in the 
rapid spreading of Self Help Groups (SHG). The SHG are generally concentrating on 
one or two income generating activities. 

Nyeri province people live habitually in a dispersed habitat; however, in Nyeri district, 
there are some heavily populated areas (up to 600 inhabitants per square km.). The 
family houses are build either along the hill- crests, or on the hill-sides; they are 
surrounded by the cultivated land belonging to the family. 

 
2. Presentation of the national policy for the health sector 

The health situation in Kenya is extremely worrying. Most observers  indicate that the 
quality of medical services offered by public health structures is poor, and that many 
inhabitants do not even have access to the most basic services. Several forms of diseases 
that had been considered as eradicated are reappearing: this is the case for tuberculosis, 
typhoid and cholera. New varieties are emerging: resistant forms of Highlands malaria, 
Rift Valley fever, and of course AIDS with a high  prevalence (15% of the adult 
population in 2001). 

The Ministry of Health is very conscious however of this ongoing deterioration of the 
health situation. It has tried to understand the reasons of  the patent failure of the 
national policy that had been defined for the period 1994/2004; it wants to analyse the 
causes, and to integrate these findings within guidelines for the next period. 
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In the context of the national policy, the objectives that were defined for 1999/2004 are: 
- Ensuring a fair distribution of public resources in order to reduce the health 

disparities along the national territory. 
- Increasing the efficiency and effectiveness of the use and distribution of these 

resources. 
- Managing the demographic increase. 
- Reinforcing the Government regulating role in medical services provision. 
- Creating a favourable environment for a higher involvement by the private sector 

and by community based initiatives for the delivery and funding of medical services. 
- Increasing and diversifying the average per capita amounts that are dedicated to the 

health sector. 

However, further to this official document which will reach its final stage by the end of 
2004, it is important to take into account the December 2002 political changes. The new 
Government orientations differ from the preceding one; in early 2003, the new Minister 
of Health declared an intention of reversing to free medical services , but he later 
withdraw from this position. 

More specifically, when it comes to funding the health sector, the current Government 
intents to progressively transform the NHIF (which allows for part of hospital costs 
cover, mainly for the formal sector employees) into a NSHIF (a compulsory sickness 
insurance for all, including for the informal sector, with a wider protection). Still, the 
Government is conscious of the difficulties that lie ahead, especially when it comes to 
accessing the informal sector; these reforms will be implemented gradually during a 
period that will not be shorter than 10 to 12 years. 

 
3. Complementarity with existing development programmes 

The programme must remain strongly complementary to the gradual 
implementation…of the compulsory sickness insurance  (NSHIF)1. The co-existence of 
both mechanisms within the same district can have very promising effects: 
- The national system, which is centralised, allows for a risks distribution at the 

largest possible scale; it means that a form of wide solidarity can be ensured, but the 
management decisions are taken far away from the individual member’s outreach; 

- The participatory local scheme (that is being supported by CIDR) allows the 
members to be closely associated with decisions that will link fulfilment of their 
public health needs with their financial capacity; still, risk sharing is restricted to a 
limited territory. 

Envisaging a co-ordination of both mechanisms in their respective regulatory functions 
of the health services providers practices can have a significant impact. 

The European Union recently approved a health support programme for several “Health 
Regions”, which includes the Central Province. The operator that will implement this 
programme will be selected soon, and activities should be initiated during 2004. One of 
the components of this programme relates to the quality of medical services (mainly in 
the public sector), which is complementary to efforts being made towards structuring 
demand for medical services. 

                                                 
1 That is being supported by WHO and the German Co-operation. 
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In relation with the intention to cover identified HIV/AIDS cases several options for 
collaboration can be envisaged: 
- Accessing the “Global Fund” via the selection of requests national committee? 
- Contacting NGO working upon preventive issues. 
- Identifying and implementing specific places for treatment (biological survey, 

provision of anti-retro viral -ARV- drugs in particular). 

 
4. Balance of past and ongoing actions 

A feasibility study, preliminary to the promotion of community based health insurance 
schemes, has been conducted in Nyeri district in 1998. Its conclusions were: 
- There are pre-existing diversified mutual aid solidarity practices; the presence of a 

strong social dynamics could be observed. 
- The contributing capacity of the local population was on average fairly high (based 

essentially upon revenues derived from cash crops - tea and coffee); on the other 
hand, medical services costs were also considered high. 

- A partnership with the Christian Health Association of Kenya (CHAK) had resulted 
with the identification of a private missionary hospital (Tumutumu) which delivers 
high quality medical services. 

The first phase of the operation (3 years) was initiated only in early 2001 because it 
took a very long time to obtain a go ahead from the donors. 

The main objective for this first phase consisted of designing  Community Based Heath 
Schemes (CBHSMS) that adapt to the local environment. Secondary objectives 
consisted of: 
- Inserting the project within the public health sector, especially at district level. 
- Creating the first pilot CBHSMS. 
- Conducting the process of establishing contractual arrangements with two hospitals. 

The task of inserting the actions within the public health sector took a lot of energy at 
the inception of the project because this was the first time CIDR operated in Kenya. 
Further, the approach was entirely new in the Kenyan context. 

During this phase, numerous action/research activities were undertaken, together with 
the local people, including in depth interactions with the existing SHG. Indeed, these 
SHG could be considered as a relevant entry point to create functional relations with the 
rural families. This ongoing dialogue was necessary to adapt the CBHSMS design and 
to guide the evolution of the insurance services according to how their members 
perceived them. 

Further, when the project started, the local economy had experienced drastic changes 
since the feasibility study period: international coffee prices had fallen dramatically. 
The costs of the health insurance products had to be adapted to the new economic 
conditions of the district people, but at the same time the services became less 
attractive, because members were required to contribute more than expected when they 
were admitted as patients. 
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However, a contractual arrangement could be established for a collaboration with 
Tumutumu hospital when the first CBHSMS was installed (coinciding with the start of 
its first financial year). The persons in charge of the CBHSMS and the Tumutumu 
hospital executives had to learn negotiation techniques, as they became familiar with the 
issues at stake in a health insurance scheme functioning on a voluntarily basis. 

When it was realised that the initial insurance products had become unattractive, the 
possibility of combining CBHSMS and NHIF membership was introduced. This 
became possible because NHIF had created a category for membership on a voluntary 
basis in 1999. This mechanism had been introduced in order to attract people active in 
the informal sector. It had significant advantages: 
- Voluntary insurance fees were partly subsidised by the formal sector members 

compulsory insurance fees. 
- NHIF offers a nation wide protection with more than 380 approved hospitals (this 

particular advantage answered a demand by CBHSMS members that, as most of the 
kenyan people, were travelling frequently). 

- Financial risk can be shared with the CBHSMS. 

The ultimate evolution of benefits offered by CBHSMS is characterised by the 
introduction of a variety of “services packages”, for a better adaptation to variable 
households conditions. 

During last year, negotiation has been initiated with Mathari Consolata private 
missionary hospital to reach a contractual arrangement. 

From a quantitative point of view, the balance of the first phase is: 
- For the three functional CBHSMS, more than 30 patients were covered in 2003. 
- The financial results have been adequate in 2003 (the technical financial balance is 

positive). 
- Six CBHSMS (with 1.800 members) are functional on January the first, 2004. 
- One out of the six CBHSMS has reached a membership of 16% of its population 

potential during its second campaign. 

50 people were trained to become capable of managing the current affairs of the 
voluntary insurance health scheme. Training was delivered during the designing phase 
of the CBHSMS, from the moment they were inaugurated, and later, during follow-up 
by the project. 

A permanent dialogue was conducted with the District Medical Officer of Health 
(DMOH) at district level, and with CHAK at national level; it involved discussing the 
issues at stakes and results observed on the field. A possible collaboration with the 
Karatina district public hospital has been envisaged and analysed, together with DMOH. 

The balance of the first phase (including the conclusions of an external evaluation), and 
the possible future prospects were presented to the “Health sector financing” department 
of the Ministry of Health in December 2003. Interest in being associated with the 
follow-up of the development and the impact of the CBIHS in Nyeri district has been 
firmly expressed. 
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A team specialised in the participatory health insurance sector has been established 
during this phase. The co-ordinator is now in full control of “risks portfolio” 
management issues, and he is capable of establishing financial statements. The three  
field workers are now familiar with participatory methods for local projects design, as 
well as with following-up activities and main indicators for the health insurance sector. 

 
 
B. Diagnostic and problems to be resolved 

 
1. Analysis of the problems to be resolved – progress to be achieved  

The health situation of the Nyeri district population, especially in the rural areas, 
remains preoccupying, as in the rest of the country. Child mortality rate is around 90‰; 
mothers mortality rate is nearly 500 for 100.000 births. Overall, the frequentation of the 
health structures, either public or private, is low. In the public sector, the functional 
problems that are present in many African countries are observed: lack of medicines, 
unorthodox parallel practices, poor reception of the patients,… However, the private 
missionary hospitals offer quality health services, but the price is high. 

From the Nyeri district people point of view, the central problem to be tackled remains 
the same as during the first phase: to improve access to quality medical services. 

The financial factor (meaning the lack of cash flow available when an illness incident 
occurs) remains the main cause for the poor frequentation of the health centres; this is 
particularly true during the “lean” periods. One can talk about a real “financial. 
exclusion” problem. 

From the Nyeri district CBHSMS point of view, the various problems to be resolved 
appear at different levels. 

The first issue is the continuation of the partnership between the CBHSMS and NHIF as 
NHIF will evolve towards a NSHIF. So far, many questions related to the 
implementation and the characteristics of the new system remain unresolved. Despite 
the fact that it will be compulsory, its implementation within the informal sector will 
only happen during a second phase, and be gradual anyway. When will the Nyeri 
district informal sector people be included in the scheme? A wider cover in terms of 
services is ensured in principle, but the precise limits for this are not very clear yet. 
Likewise, if one looks at the different categories of medical services providers, the 
public sector structures are clearly integrated to the NHIF evolution scheme. This might 
not be the case for the commercial, and even the non profit private structures: it is not 
certain that they will adhere to the new regulations related to tariffs that will be defined 
by NSHIF. It is thus difficult to predict how the CBHSMS and NSHIF will divide 
amongst themselves the burden of the financial costs that are necessary to cover medical 
needs. 
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The second issue lies in the relatively small outreach of the CBHSMS within Nyeri 
district as compared to the volume of activities that will be necessary to reach the 
networks’ financial sustainability. So far, the opportunity to join a CBHSMS is 
restricted to only 6 of the 190 existing sub-locations of the district. Geographical cover 
must be increased in order to attain a significant outreach. Further, the ratio of the 
members population compared to the global population within a CBHSMS range must 
be improved for two reasons: it is necessary to have the illness risks better spread 
amongst members on one hand and services unit-costs reduced on the other hand in 
order to contribute to the CBHSMS and their network sustainability. 

The third issue to be tackled relates to the CBHSMS network institutional and financial 
fragility. The persons in charge of the CBHSMS management do already meet regularly 
(for example, when a negotiation with the hospitals is engaged): they represent a non 
formal network of people, with several common points of interest. However, the 
informal character of the network does not help in making it conspicuous in the Kenyan 
context were only formal institutions are being considered. The CBHSMS network 
members are further weakened by the absence of a joint financial consolidated system at 
a federative level.  

The fourth issue relates to HIV/AIDS. It is of paramount importance to consider its 
impact when it comes to a CBHSMS network strategy. AIDS bears heavily upon the 
people’s budget; there is no specific treatment on offer at an affordable price. It could 
destabilise CBHSMS financially. 

The fact that there is no institutional framework in Kenya for specific health funding 
structures such as CBHSMS is the fifth issue to be resolved. The Ministry of Health 
uses a list of way of payment categories which includes direct payment by users, NHIF, 
HMO (insurance funds managed by the hospitals), commercial insurers, charities 
involved in medical assistance, but not by CBHSMS so far. Few within the Ministry of 
Health and other official institutions fully understand the way CBHSMS operate, nor do 
they perceive the advantages they might offer (in terms of regulation of the offer in 
public medical services, and in terms of an implication of the people when it comes to 
define public health priorities, for example). There is thus so far no adapted legal status. 

 
2. Analysis of the  options that are being considered to tackle these issues 

When it comes to the central issue (weak frequentation within the health structures), the 
approach that has been favoured since the project inception is to develop CBHSMS that 
are accessible to most, are managed upon community based principles, and can become 
sustainable both financially and institutionally. 

Positive effects are expected at various levels: 
- From a household point of view, membership means that through the third part 

payment mechanism, the family members can access medical  services without the 
delays deriving from immediate financial problems, that could aggravate their 
situation? 

- From a social point of view CBHSMS reinforce the principle of a solidarity between 
the healthy and the people suffering from illness; it also enhances the participatory 
aspect of its management and contributes to maintaining the democratic habits of 
such traditional organisations as SHG. 
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- From an economic point of view, CBHSMS facilitate the allocation of part of the 
available financial resources to a health insurance system that protects local 
economic stakeholders. 

- From an institutional point of view, CBHSMS are organisations from the “civil 
society”; they favour a dialogue with the medical  services professional providers, 
and with the official districts’ health authorities 

The project intervention strategy will be presented according to the various issues that 
have been mentioned so far. 

In order to better answer the population health requirements, “Research / Action” will 
be continued on two fronts: improving the range of services on offer and selecting the 
adequate service providers as partners. Flexibility and innovation will be enhanced so as 
to adapt the scheme to an evolving environment (installation of NSHIF). Emphasis will 
be put upon the quality of services, as it became evident that families are keen on this 
issue when it comes to a decision on joining or not. Hence, all categories of health 
service providers (private or public, at primary or secondary level) could become 
CBHSMS partners as long as they can demonstrate their commitment towards medical 
services quality. 

Linking the project’s actions to the other health sector stakeholders remains another 
main principle (in particular with the emerging NSSHIF and those organisation that are 
tackling the AIDS issue). The project will seek partnerships with these organisation as 
often as possible. From the people’s point of view, there will be a considerable 
advantage if they can adhere to both NSHIF and CBHSMS, benefiting therefore from a 
variety of complementary services. 

The outreach of the existing CBHSMS will be increased through the promotion and 
creation of new CBHSMS in the area that are already covered. These new CBHSMS 
will be created at a faster pace thanks to the fact that a pool of expertise is now in place. 
At the same time, promotion initiatives towards the target population by the now 
experienced field workers will contribute to circulaye information on the advantages of 
a health insurance scheme. 

When it comes to formalising and consolidating the CBHSMS, the methodology will 
concentrate on  accompanying the self help approach that governs these community 
based organisations. CBHSMS must come by themselves to the conclusion that it is 
important to attain institutional and financial self sufficiency. They will be supported in 
this sense, and will participate in a reflection process on the issue: they must identify all 
difficulties one by one, and  be encouraged in finding locally adaptable solutions. The 
formalisation process will evolve according to the pace of this process. 

The strategy for advancing in the area of institutional recognition will be as follows: 
encouraging a co-ordination between Nyeri CBHSMS and similar initiatives elsewhere 
in Kenya (such as in the Kisumu area, where the Kenyan NGO STIPA is active). This 
can be done through the formal reflection and exchanges network on health insurance 
schemes that function on a voluntary basis in Kenya (KCBHFA). At this stage, the 
objective is not so much to rapidly obtain a specific legal status (which is not realistic at 
this stage), but rather to  create favourable conditions for designing such a status in the 
future. 
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C. Beneficiaries and main stakeholders involved 

 
1. Beneficiaries 

1.1. The inhabitants 

The priority project target groups are mainly the rural households who live and cultivate 
in the Nyeri district hills. It will also work with urban families (whose activities are 
more diversified – artisans, petty traders, employees) to a lesser extend, and according 
to the urban economic fabric.   

At the end of the phase, there will be around 12.000 direct beneficiaries (around 2.800 
families) covered by CBHSMS. 

 
1.2. The pre-existing socio-professional organisations 

If and when the context is favourable, the project will promote the creation of some 
CBHSMS with existing socio-professional organisations. This could be the case with 
the Nyeri town transports association and with the Nyeri district retired civil servants 
association. Both organisations have required support from the local team to install a 
CBHSMS for their members. CBHSMS seem to be a viable solution to secure medical 
services at reasonable costs for these categories of people. 

 
1.3. Hospitals and health centres 

Hospitals and dispensaries partners to CBHSMS should see an increase of both their 
frequentation rates and their financial resources (through the insurance funds payments). 
This could lead to an improvement of  the medical  services being delivered, through a 
co-ordination of various specialised stakeholders and a sound allocation of 
supplementary financial resources. 

 
2. Stakeholders and partners involved 

2.1. The beneficiaries 

The direct beneficiaries are the central actors of this intervention : 
- The local inhabitants define the main characteristics of their CBHSMS; they pay the  

agreed insurance fee according to the services they want; they participate in the 
negotiation process with medical services providers; they follow and control the 
activities of their CBHSMS. 

- The Self Help Groups (SHG) represent the basic organisation level of the rural 
CBHSMS. 

- The existing socio-professional organisations participate in the formulating and 
promotion process of their own CBHSMS. 

- Dispensaries and hospital taking part in the negotiation process are responsible for 
the quality of medical services to be delivered. 
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2.2. NHIF 

NHIF is already an operational partner to CBHSMS for the members’ protection in case 
of illness. This partnership will be continued when NHIF will evolve towards NSHIF. 
An agreement between CBHSMS and NSHIF will be sought according to the actual 
pace for NSHIF implementation. 

 
2.3. KCBHFA 

KCBHFA will be the CBHSMS network partner when it comes to accumulate results 
and learnings derived from the Nyeri district experience, and to reflect upon these. It 
will also be prominent in pleading at national level the cause for an institutional 
recognition of CBHSMS. 

 
2.4. The Joint Management Unit of the Comoro Islands Community-Based 
Health Insurance System 

The Joint Management Unit (Service Commun de Gestion –SCG-) of the Comoro 
Islands Community-Based Health Insurance System will be a technical partner to the 
CBHSMS support team (exchanges of information and experience and/or on site 
training on techniques for the “illness risk” follow-up and control). 

It is part of an institutional set up in which a Community-Based Health insurance 
System gives a central technical unit a mandate to manage its membership register and 
medical services for its members. CBHSMS members will be invited to reflect upon the 
advantages and limitations of this approach when they will have to define their own 
institutional set up. 
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IV. Description of the intervention 
 
A. General objectives 

The programme must contribute : 

 To improve the effectiveness of the Kenyan health care system 
Indicators 
. Rates of access to health services providers increase. 
. Health services providers financial incomes increase. 
. The rate of adequacy of treatments of illnesses improves. 

 To improve the Nyeri district population health situation 
Indicators 
. Mortality rates of members are lower than those of the non insured persons. 
. Morbidity rates of members are lower than those of the non insured persons. 

 
B. Specific objective 

The programme specific objective is : 

 To promote local health insurance schemes that are autonomous in financial terms, 
participatory in terms of management, and can answer the Nyeri district people 
health and sanitation  priorities 
Indicators 
. Number of CBHSMS = 24 
. Renewed membership rate > 80% 
. Renewed membership rate for 3 years> 65% 

 
C. Expected results 

 R1 :  CBHSMS and NSHIF are complementary 
Indicators 
. Services delivered (quantity and amounts) ratio by  CBHSMS compared to that 

of NSHIF 
. Compared percentage of insured people in the informal sector at CBHSMS and 

at NHSFI. 

 R2 : Nyeri district  CBHSMS have reached a development level that confirm their 
relevance 
Indicators 
. Number of insured members = or > 12.000 
. Number of insured members > 10% of  CBHSMS population outreach 
. Number of autonomous EC  = 6 upon 24 
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 R3 :  CBHSMS have established a formalised umbrella organisation that is capable 
of representing them and of giving them financial strength 
Indicators 
. Statutes and Internal regulations 
. Amount of the intervention guarantee fund = 50% of fees 

 R4 :  CBHSMS are in favour covering insured persons affected by HIV/AIDS 
Indicators 
. Number of partner organisations on HIV/AIDS > 0 
. Number of insured persons having been covered > 100 

 R5 :  CBHSMS role is recognised by the health and social security sectors 
stakeholders 
Indicators 
. CBHSMS are mentioned in national policy documents 
. CBHSMS are members of  the “think tanks” (formal or informal bodies) of the 

social security stakeholders 

 
 
D. Activities 

1. Activities aiming at making CBHSMS and NSHIF complementary 

- Continuing the collaboration with NHIF Nyeri Branch. 

- Following the implementation of the NSHIF, at national and at Nyeri district level. 

- Elaborating and proposing new health insurance services or operating modes for  
CBHSMS according to NSHIF evolution. 

- Drawing Contractual agreements between CBHSMS and NSHIF (finding new 
collaboration modes and procedures). 

- Having the insured members files audited (medically). 

- Realising surveys on the degree of members’ satisfaction. 

 
2. Activities related to CBHSMS development 

- Recruiting and training three new field workers (first year) and a second project 
officer (third year). 

- Supporting the creation and development of  6 CBHSMS during the first year and of 
12 during the second year. 

- Training and following-up health and sanitation structures and authorities officers, 
as well as those of  CBHSMS in negotiating contractual arrangements. 

- Supporting a quantitative development of existing CBHSMS; to this end, various 
modes of communication and information will be applied. 
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- Defining and implementing a training plan for all categories of local persons in 
charge of  CBHSMS management and for the local support team. 

- Insuring that a follow-up & support process for all CBHSMS levels of 
responsibilities is put in place; this process must be phased out with time. 

 
3. Activities related to the formalisation of the CBHSMS network 

- Organising exchange visits and reflection panels amongst  CBHSMS; the issue at 
stake will be the adequate distribution of functional responsibilities between the 
CBHSMS on one hand and the network on the other hand. 

- Organising visits to the Gran Comoro Community-Based Health Insurance System. 

- Supporting CBHSMS in their formalisation process. 

- Elaborating the guarantee system operating modes, together with the CBHSMS. 

- Endowing a special fund that will be used for loans (either to bridge a short term 
financial gap or medium term) to members with financial difficulties. 

 
4. Activities related to covering those members that are affected by 
HIV/AIDS 

- Studying the various operating modes that are already in place as well as the 
organisations active in this field; analysing the related national policy. 

- Establishing partnerships in order to promote prevention amongst all members and 
to cover those already affected by HIV/AIDS. 

- Negotiating an access for  CBHSMS members to adapted treatments with partners 
medical services providers. 

- Favouring the implementation of a follow-up process for those benefiting from such 
treatments. 

 
5. Activities related to the recognition of CBHSMS within the Kenyan 
institutional context 

- Organising field visits by Ministry of Health and NSHIF executives. 

- Circulating the technical results already achieved in Nyeri within KCBHFA. 

- Elaborating reference documents, together with other operators or initiatives similar 
to  CBHSMS. 

- Participating in reflection workshops relating to funding health care in Kenya. 

 



 27

E. Hypotheses and risks 

Hereafter follows a description of the main phenomena that could jeopardise the 
programme implementation and of possible remedial actions: 
- A major political or social turmoil  => The project can do little to avoid this kind of 

event. 
- A severe deterioration of the medical services quality => Medical  services 

providers are selected according to their capacity to guarantee quality services. 
- The public looses confidence in the CBHSMS => The follow-up of the programme 

and of the local financial resources use combined with the guarantee system put in 
place should insure that CBHSMS commitments towards their member are met. 

 
 
F. Implementation 

1. Organisation and procedures 

The global strategic approach consists of organising a CBHSMS network at a regional 
scale with basically two levels: on one hand the CBHSMS, and the technical support 
and representation structures on the other hand. The CBHSMS network development 
approach is foreseen in three phases : 
- An experimental phase (that was implemented between early 2001 and the end of 

2003): characteristics and modes of health insurance schemes were defined together 
with the people. 

- An extension phase: numerous CBHSMS are initiated in view of reaching an 
minimal operation scale at which financial sustainability of the network can be 
achieved; this is one of the main issues to be tackled. 

- An institutionalisation phase: all functions (management, governance,…) that must 
be met for a smooth running and for the sustainability of the network will be 
distributed amongst its various organisations. 

During the present extension phase, the type of organisation that has been defined is as 
such: 
- CIDR is responsible for the overall implementation of the programme. 
- It runs the function of a specialised technical services unit; this function will 

progressively be made autonomous. 
- It will establish various forms of partnership (either on a contractual basis or not) 

with NHIF/NSHID, KCBHFA and others (mainly on the HIV/AIDS issue) in order 
to reach the expected results. 

 
2. Resources planning 

2.1. Human resources 

One expatriate technical assistant will be installed by CIDR, mainly for the following 
reasons: 
- The approach is fairly new in the Kenyan context. 
- The intervention sector is rather complex. 
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- A profound reflection and adaptation work will have to be conducted in order to 
design an adequate institutional framework. 

He/she will be seconded by a local team consisting of: 
- Two officers: one of them will essentially be in charge of following the “risks 

portfolio” and of elaborating the CBHSMS financial documents; the other officer 
will co-ordinate field activities. 

- Six field workers. 
- Support staff. 

Other human resources will be mobilised on a temporary basis for precise functions: 
- The local team will benefit from CIDR headquarters expertise: methodological and 

technical support-counselling field missions will be organised (by economy of 
health and health insurance schemes specialists). 

- The CBHSMS and the partners medical services providers will benefit from the 
support of a counselling-doctor who will follow-up the collaboration agreements 
that will have been established. 

- A trainee will be conducting a study on the CBHSMS members degree of 
satisfaction. 

- Specialists will intervene to support the preparation of the various components of 
the training plan as well as their implementation. 

 
2.2. Material resources 

The main extra means that are foreseen are: 
- Three sets of computers equipment. 
- One 4x4 vehicle. 
- Seven motorbikes (renewal of the existing three plus purchase of four more). 
- Renting costs and equipment for an office and for living accommodations. 

 
2.3. Financial resources 

- An initial fund donated to the new CBHSMS (to provide them with administrative 
documents at their inception; they are supposed to purchase these at a later stage). 

- An intervention fund for the guarantee system. 

 
 
G. Follow-up and evaluation 

Follow-up of the project will be realised through annual activities reports and technical 
information exchanges between the local team and CIDR headquarters, either by mail or 
during the experts support missions to the field. 

A “Follow-up & Evaluation” system, both internal to CBHSMS and external will be put 
in place. It consists of a series of indicators that will facilitate the appreciation of: 
- Proper running of the CBHSMS and their “attractiveness”. 
- Their degree of technical autonomy, as well as that of their network. 
- Their financial performances, as well as those of their network. 
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- Their impact upon the use of the medical services providers services on offer. 

The project will update a database on the surveillance of the “illness risks portfolio” 
(frequency of events, and related costs). Such a follow-up will allow for medical 
services and medicine consumption norms to be established. This, in turn, will be useful 
to fix the insurance fees amounts to be discussed with the CBHSMS. It  can also help in 
spotting  any “anti-selection” or “over-consumption” phenomena that might arise, 
putting the CBHSMS sustainability in jeopardy. All these data will be transmitted to the 
various categories of stakeholders who will be in a position to use them (CBHSMS, 
medical services providers, local health departments,…). 

An external evaluation will be organised at the beginning of the third year. 

 
 
H. Project duration and calendar 

 
1. Time frame 

This experimental phase is foreseen for a three years duration. 
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2. Calendar 

Semester Activities 
1 2 3 4 5 6 

Implementation 

R1 : CBHSMS and NSHIF characteristics are complementary.  
Continuing collaboration with NHIF Nyeri       CIDR + NHIF 
Following the implementation of the NSHIF       CIDR + NSHIF 
Elaborating new types of services       CIDR + CBHSMS 
Supporting the elaboration of contractual relations       CIDR + NSHIF 
Having medical audits realised       Counselling doctor 
Having a survey on members satisfaction realised       CIDR 
R2 : Nyeri district CBHSMS have reached a development level that confirm their relevance 
Recruiting and training three officers and one 
executive 

      CIDR 

Supporting the creation of new CBHSMS       CIDR 
Training stakeholders in negotiating contractual 
arrangements 

      CIDR 

Supporting the development of existing CBHSMS       CBHSMS + CIDR 
Defining a training plan for a variety of actors       CIDR 
Ensuring the follow-up of CBHSMS       CIDR 
R3 : CBHSMS have established a formalised umbrella organisation that is capable of representing them 

and of giving them financial strength 
Organising a reflection/exchanges panel amongst 
CBHSMS 

      CIDR 

Organising exchanges with the Comoro network       CIDR +SCG 
Accompanying  CBHSMS in their 
institutionalisation process 

      CIDR 

Elaborating the guarantee system rules       CBHSMS + CIDR 
Funding the intervention fund       CIDR 
R4 : CBHSMS are in favour of covering insured persons affected by HIV/AIDS  
Realising a HIV/AIDS operators sector analysis       CIDR 
Establishing partnerships on HIV/AIDS issues       CBHSMS + CIDR 
Negotiating access to AIDS treatments       CBHSMS + CIDR 
Facilitating a cover of members affected by AIDS       CBHSMS 
R5 : CBHSMS role is recognised by the health and social security sectors 
Organising field visits        CIDR + NSHIF 
Circulating the network technical results       KCBHFA + CIDR 
Elaborating reference documents        KCBHFA + CIDR 
Participating in the sector “think tanks” (informal 
and/or formal bodies) 

      KCBHFA + CIDR 

 



 31

V. Expected results 
 
A. Quality factors 

 
1. Support policy 

CBHSMS promotion is coherent with the national policy in so far as the Government 
wishes, on one hand, community based initiatives for medical services funding to be 
developed, and on the other hand, it wants to give priority to the diversification and 
increase of financial resources for the health sector. 

 
2. Impact on poverty reduction 

The impact on poverty reduction can be seen at three different levels: 
- At households level, the cover provided by CBHSMS allows for rapid medical 

action, reducing financial losses incurred because of idleness; further, it avoids 
unnecessary opportunity costs for the patient (one can, for example, be forced into 
selling goods or assets at an inferior prices because of emergency cash needs). 

- At community level, the participatory management of the CBHSMS can ensure 
solidarity between the healthy and those suffering from illnesses; experience 
indicates that poorer people are more often ill than the wealthier ones: the scheme is 
thus an indirect wealth redistribution mechanism. 

- In terms of capacity building the CBHSMS allow for a learning process of new 
organisational modes and of negotiation techniques (to reach adequate contractual 
agreements with medical services providers). 

 
3. Appropriate technologies 

Introducing voluntary health insurance on a community based principle is a 
technological innovation in rural areas. Because it is rather complex, the learning 
process won’t be short. In order to guarantee that it will function in the long term, the 
local team will benefit from innovative training in risks management 

 
4. Gender equality issues 

The rule of compulsory household membership ensures gender equality in accessing 
services offered by the CBHSMS. 
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B. Viability and sustainability factors 

1. financial and economic aspects 

CBHSMS must be capable of funding the whole of their costs with their own resources; 
therefore, 30% from the insurance fee paid by members will be used as follows : 
- 10 % to cover CBHSMS direct costs. 
- 5 % to create a financial reserve. 
- 2 % to co-fund the guarantee system intervention fund. 
- 3 % to contribute to a CBHSMS umbrella organisation. 
- 10 % to contribute to the technical services support. 
Subscription fees paid by new members will entirely go to the CBHSMS financial 
reserves. 

At CBHSMS level, the costs to be funded consists of administrative documents 
(members cards, account books, registers,…), monetary compensation for the persons 
designated at elective posts and organisation and meetings costs. These costs vary 
according to the number of beneficiaries. 

 
2. Institutional aspects 

CBHSMS will assume the management of the illness risks in favour of their members 
from the outset. They are governed by the legal statute of registered SHG, which 
regulates their rights and obligations. However, this legal form cannot only be 
temporary, as it is not really adapted to CBHSMS requirements  in the long run: it 
cannot address the risks that are inherent to health insurance. An evolution of the legal 
framework is thus necessary in a relatively near future. 

Part of the local team in charge of promoting CBHSMS on the field will later be 
required to assume technical support functions; this will happen in an institutional 
context that remains to be defined. Designing a viable proposition for the 
perennialisation of these technical services is part of this phase. 

 
3. Socio-cultural aspects 

CBHSMS are bringing profound changes in terms of providence behaviours in the local 
society. They require voluntary advance payments to meet costs that might arise or not: 
covering medical services for illnesses that might happen or not.  

Such a behaviour remains fragile, because it is not compulsory. In order to avoid 
drawbacks such as  a widespread questioning of the voluntary insurance fees principle, 
the local team will work along three lines: 
- Payment of insurance fees will become “automatic” to a certain extent as they will 

be integrated with the SHG habits; several instruments can be promoted, such as 
gradual saving (one saves the same sum once a week or once a month within an 
“insurance fee account”) or other fidelity incitement measures. 

- Insurance fees can be automatically deducted by some pre-existing socio-
professional organisations. 

- CBHSMS members will be sensitised to the consequences of the illness risks 
through a set of  information instruments that will have to be designed, implemented 
and circulayed. 
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VI. Appendix 



 

 

Logical framework 
 Intervention logic Verifiable indicators Verification Sources Hypotheses 

General objectives 1. Improving the public health system 
performances in Nyeri district. 

- Rates of access to health 
services providers increase. 

- Health services providers 
financial autonomy increase. 

- Treatments of illnesses are 
more adequate 

- Approved health services 
providers register. 

- Approved health services 
providers accounts. 

- Medical audits. 
 

 

 2. Improving the health situation of the Nyeri 
district population. 

- Mortality rate of members < 
general pop. Rate. 

- Morbidity rate of members < 
general pop. Rate. 

 

- CBHSMS members register. 
 
- Medical enquiry on 

CBHSMS members. 

 

Specific objectives Promoting local health insurance schemes that 
are financially autonomous, that are 
participatory in their management, and that 
respond to the health priorities of Nyeri 
district people. 

- CBHSMS number = 24. 
- Renewed membership rate > 

80%. 
- Renewed membership rate 

for 3 years> 65%. 

- Nyeri district register. 
- Members register. 
 
-       Members register. 

- Costs of medical structures 
under control. 

- Health staff is involved. 
- No epidemics. 

Expected results 1. CBHSMS and NSHIF characteristics are 
complementary. 

- Servicing ratio by CBHSMS 
compared to that of NSHIF. 

- Compared % of insured 
people in the informal sector 
at CBHSMS and at NSHIF. 

- Nyeri  CBHSMS et NSHIF 
accounts. 

- Nyeri  CBHSMS et NSHIF 
members register. 

- NSHIF is functional in 
Nyeri district. 

 2. Nyeri district CBHSMS have reached a 
development level that confirms their 
relevance.  

- Number of insured members 
> 12 000. 

- Number of insured members 
> 10% of population. 

- Number of autonomous EC  
= 6 upon 24. 

- Members register. 
 
- Population register. 
 
- CBHSMS management tools

- Population is concerned 
about prevention. 

 3. CBHSMS have established a formalised 
organisation that is capable of representing 
them and of giving them financial strength. 

- Statutes and Internal 
regulations. 

- Intervention guarantee fund  
= 30% of contributions. 

- Nyeri district register. 
 
- Bank statements. 

 

 4. CBHSMS are in favour of covering insured 
persons affected by HIV/AIDS.  

- Number of partner 
organisations  on HIV/AIDS 
issues > 0. 

- Number of insured persons 
having been covered > 100. 

- Partner organisation activi-
ties reports. 

  
- CBHSMS network activities 

reports. 

- People affected by 
HIV/AIDS accept being 
identified and traced. 

 

 5. CBHSMS role is recognised by the health 
and social security sectors.  

- CBHSMS are mentioned in 
national policy documents. 

- CBHSMS are members of 
“think tanks”, (formal or 
informal bodies). 

- National policy documen-
tation. 

- Statutes of these “think 
tanks”. 
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Activity Intervention logic Verifiable indicators Verification sources Hypotheses 
Result 1 Continuing collaboration with Nyeri NHIF.    
 Following the implementation of the NSHIF - One expatriate technical assistant  
 Elaborating new services . - One local team with 2 executives and 6 field agents  
 Supporting the establishment contractual arrangements between 

NSHIF and CBHSMS. 
- CIDR technical and methodological missions 
- Medical advisor 

 

 Having medical audits realised. - Satisfaction survey  
 Having a survey on members satisfaction realised. - Multi-actors training plan  
Result 2 Recruiting and training three officers and one executive. - Exchange of experiences  
 Supporting the creation of new CBHSMS - Computers (3)  
 Training stakeholders in negotiating contractual arrangements. - 4X4 vehicle  
 Supporting the development of existing CBHSMS. - Motorbikes (7)  
 Defining a training plan for a variety of actors. Office and lodging equipment  
 Ensuring the follow-up of CBHSMS. - Initial dotation to the CBHSMS  
Result 3 Organising a reflection/exchanges panel amongst CBHSMS. - Guarantee system intervention fund  
 Organising exchanges with the Comoro network.   
 Accompanying  CBHSMS in their institutionalisation process.   
 Elaborating the guarantee system rules.   
 Funding the intervention fund.   
Result 4 Realising an AIDS operators sector analysis.    
 Establishing partnerships on the AIDS issue.   
 Negotiating access to AIDS treatments.   
 Facilitating  the accompanying of beneficiaries.   
Result 5 Organising field visits.    
 Circulating the network technical results.   
 Elaborating reference documents .   
 Participating in the sector “think tanks”.   
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