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I. Introduction 
 
A. Project implementation 

Save for Health – Uganda (SHU) is a local Ugandan Non Governmental Organisation 
(NGO) involved in the promotion of Community Based Health Prepayment Schemes 
(CBHPS) in the Luweero area. The NGO operates with technical assistance from a 
French NGO called Centre International de Développement et de Recherche (CIDR) 
and with financial support from Evangelisches Entwicklungs Dienst (EED). 

The project’s mission is to improve the target population’s financial access to quality 
and affordable healthcare services through mobilisation, sensitisation and support to: the 
target populations to create and manage Community Based Health Associations 
(CBHA) refered to as Prepayment Schemes (PS), and to the healthcare providers to 
collaborate with the schemes and provide quality healthcare services to them. 

 
 
B. History of the project 

Whereas the implementation of the project during the just ending three and six months 
phase was by SHU, the project’s actual life time by the end of June 2006 is 78 months. 
The first 38 months first phase was directly implemented by CIDR. Since the beginning 
of this project in 1999, Kiwoko hospital has been the only hospital to collaborate with 
the schemes. In 2004, Kasaala Health Center (KHC) came on board and started 
providing Out – Patient Care (OPC) services to a few schemes within its catchment 
area. In May 2006, another Health Center (HC) called Bishop C Asiili has entered into 
agreement with SHU and some schemes to provide OPC services and simple deliveries 
to members. Since the beginning again, the guiding philosophy of the project has been 
self-development, self-management, self-sustaining and self-ownership. To date, this 
philosophy is still guiding all the activities of the project. Concerning the health 
prepayment mechanism, a lot has changed. At the beginning, the project wanted and 
indeed promoted a community owned health insurance mechanism. As reported in the 
feasibility study of 1998, the community in the Luweero area was almost non- existent 
and to prove this, the target population rejected the insurance mechanism. In some 
places a compromise between the insurance and credit mechanisms was adopted 
resulting into a mixed mechanism while the other communities completely rejected 
any kind of insurance arrangement opting for the pure credit mechanism. Today out of 
the 10-prepayment schemes that are operating in the project area, only 3 are using a 
mixed mechanism, none is using insurance while 7 are using the pure credit mechanism. 
Two of the three mixed schemes have already passed resolutions to change mechanism 
to pure credit during the next financial exercise. 
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C. Project context 

Both the local and national context has changed a lot since the beginning of the project. 
Emphasis for this report will be on the economic context, social and political context. 

 
1. Social context 

Socially a lot has changed luckily in favour of the project. In 1999, social or solidarity 
groups were not appreciated and the community members and their leaders always 
received the concept of risk pooling negatively. The main reason for the absence of 
social groups at the time was given to be the effects of the bush war that ended in 1986. 
For the bad reception of risk pooling groups, it was explained to have been due to bad 
experiences with organisations that took away people’s savings. With the introduction 
of this project and other projects by other organisations however, a lot in these areas has 
changed. The reception of the risk pooling mechanisms being promoted by SHU has 
improved especially in areas where schemes have operated and testimonies given. Many 
people today reply to questions of why they chose to become members and remained 
members as wanting to belong to a group! The second phase evaluation report noted 
some positive element concerning this subject. “Visibility of the schemes acquired: 
Schemes are recognised by the majority of the population”. Although the social context 
has not reached favourable levels for Community Health Financing (CHF) to grow 
quickly, a reasonable level of improvement is seen to which the current project can still 
support the communities to improve further and to as well support the schemes to grow 
at a relative growth rate. 

 
2. Economic context 

As reported in all the previous semester reports, the economic situation in the area has 
declined when compared to how it was in 1999. The population was heavily dependent 
on coffee, which dried up due to the coffee wilt. Today, people are trying many 
diversify into a variety of income generating activities with challenges of finding 
markets for the produce given that most of it is on very small scale. The Poverty 
Alleviation Programme (PAP) by Government has done some training of the population 
on alternative sources of income but still the challenge has remained the scale at which 
the people operate which remains domestic with very little produce and difficulties in 
finding markets for their produce. Despite the decline in people’s incomes in this area, 
there is a very strong belief that a big majority of the population have some source of 
income they have found and enough for them to save for their health with the HPS 
especially now that the mechanism being used is the pure credit one where 
capitalisation is once per individual and annual fees only for schemes’ management 
activities. 
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3. Political context 

The political scene has been with a lot of changes both favourable and unfavourable. 
First, was the splitting of Luweero District into two: Luweero and Nakasongola in 2001. 
In 2005, Luweero was again split into two Districts: Luweero and Nakaseke. For this 
project that started operations in one District, it now operates in three independent 
Districts all formerly under one District. Secondly was the abolition of cost sharing in 
public health facilities. This was again introduced in 2001 before presidential elections 
and indeed this decision had an impact on the project results during that particular year. 
The impact of this decision is still being felt not by the way, because people are not 
willing to join schemes, but rather because people want schemes that will have a referal 
arrangement. People find the services in Kiwoko very far away from them since they 
have to go there even for OPC services. The absence of this referal system is without 
doubt one of the reasons for the slow growth of the schemes. Today however, the 
government has relaxed the policy allowing public hospitals to operate private wings. 
Whereas this is good news, it still does not benefit the schemes because their needs are 
at HC level, which are nearer to them than hospitals. In another development, again 
during the most recent presidential campaigns in 2006, the President has promised to 
introduce a Social Health Insurance Scheme for all the people in the formal sector. This 
is yet another good development but which excludes the huge majority of the population 
part of whom the SHU project is helping out by promoting a CHF approach to 
improving access to healthcare. On the political scene again, the threats of war that 
people had when the project had just started seem to have reduced and only emerge 
temporarily during presidential campaigns but only for only that time. But generally 
speaking, the population in the project area is a lot more stable than it was in 1999 and 
is likely to only improve because there is no major security threats at the moment 
country wide since the government has reported the defeat of the Lords Resistance 
Army (LRA) rebels who have now fled from southern Sudan to the Democratic 
Republic of Congo (DRC). 

As a conclusion in this subject, a map is provided below to show the location of the 
districts where the project is intervening currently and other useful information about 
the country and its neighbours in the region. 

This period (July 2005 – June 2006) marks the end of the project’s second phase. The 
phase has run for 40 months after a 4 months extension and it is the reason why it has 
ended in June 2006. This report therefore presents results of the one year period (July 
2005 – June 2006), it also gives an analysis of the results, it will also analyse the results 
of the entire phase in comparison with the expected objectives and finally, it gives an 
insight into what is expected in terms of objectives during the third phase. 
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Map N°1: Showing the location of the three Districts where SHU is intervening 
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II. Objectives 
 
A. Phase Objectives 

SHU in a special meeting with CIDR and with in put from all the key project 
stakeholders in the area including: Kiwoko hospital and the schemes leaders set the 
following objectives to be achieved by the end of the second phase which in this case is 
30th June 2006. The five objectives set in 2002 are:  
1. Twelve schemes representing 3000 individuals are effective 
2. The schemes attractiveness has improved 
3. Four schemes are sustainable at first level from a financial and organizational point 

of view. 
4. The scheme’s recognition by their environment has improved 
5. A professional Ugandan NGO specialized in self-managed health prepayment 

schemes is operational 

 
B. Objectives of the period July 2005 – June 2006 

This period (July 2005 – June 2006) having been the last period of the phase, specific 
objectives were set in an effort to realise the phase objectives. The period’s objectives 
that were defined in June 2005 are: 
1. To support the 10 existing schemes to continue their operation during the 

2006/2007 financial exercise. 
2. To create 4 new parish schemes before the end of the phase. 
3. To monitor the functioning of the 10 running schemes to assess their quality and 

effectiveness during the period July 2005 and June 2006 
4. To develop after consultations with all the stakeholders a three – year third phase 

proposal for the Luweero project by the end of December 2005. 
5. To finalise the feasibility study in Bushenyi and Masaka and present the two reports 

by the end of December 2005. 
6. To increase to a reasonable level the current project team’s capacities to implement 

and monitor a Community Health Insurance programme before the start of the new 
project in Bushenyi or Masaka. 

7. To develop a first phase proposal using the results of the feasibility study reports for 
the new project before January 2006. 
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III. Results of the period July 2005 to June 2006  
In this section, we present under each objective the results realised during the period. 
An analysis of the results will be given as well for objectives that did not result into 
independent reports. For the objectives where independent reports have been written, 
only conclusions of those reports will be mentioned here. 

 
A. To support the 10 existing schemes to continue their operation 
during the 2006/2007 financial exercise. 

Several activities to support the 10 schemes that were running by June 2005 were 
carried out in order to ensure their continued operations during this ending period.  

 
Results 

 
1. Schemes re-launched for another financial exercise 

One of the activities to achieve the above objective was to work with the schemes to 
ensure the 10 schemes re- launch their 2006/2007 financial exercise. The table below 
shows the results of this activity. 

Table N°1: showing the schemes that have launched 
the 2006/2007 financial exercise and their launching dates 

 Financial exercises 
Scheme 2006/2007 Launching date 
Mijjumwa 14/3/06 
Kayonza 17/3/06 
Kyeyindula Frozen 
Kirowooza 13/3/06 
Kakabala 13/4/06 
Seeta N/A 
Wannonda 12/4/06 
Kamuli 28/4/06 
Yandwe 13/4/06 
Nsabweteka 9/5/06 

 
Seeta’s financial exercise expires on 4/8/06. Kyeyindula was scheduled to re-launch on 
22/6/06, which date has passed and the scheme is now frozen. All the others as 
indicated in the table above have re-launched are operational for this 2006/2007 
financial exercise. 
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2. Increased membership in the old schemes 

These results were in an effort to achieve the end of phase objectives of 3000 
beneficiaries. As shown in the table below, several activities were implemented and 
most schemes indeed realised an increase in their membership except the two schemes 
that have not re-started yet for this New Year. 

Table N°2: showing the 10 schemes and their sizes during 
the 2005/2006 financial exercises and their sizes now 

2005/2006 2006/2007 Name of scheme 
Family 

members 
Corresponding 

beneficiaries 
Family 

members 
Corresponding 

beneficiaries 
Kyeyindula 63 270 - - 
Kayonza 66 450 82 545 
Kirowooza 67 306 90 407 
Mijjumwa 46 203 73 274 
Seeta 44 135 - - 
Kakabala 82 260 
Yandwe 51 323 

136 689 

Wannonda 43 226 70 303 
Nsabweteka 109 390 128 482 
Kamuli 54 277 64 339 
TOTAL 625 2,840 643 3,039 

 
Note: The schemes listed in the table are only the old schemes from the previous 
financial exercise; the total number of schemes today includes one new scheme called 
Mamuli with 44 families and 181 members. The total number of beneficiaries today is: 
3,039 + 181 = 3,220.  

As argued in the previous result section, Kyeyindula and Seeta both with serious 
leadership problems are yet to re-launch their new financial exercises. Even if Seeta has 
still some time before it starts the next financial exercise that other schemes have 
already started, the chances that it will re- start on time are very slim.  

 
3. Schemes expanded to parish level 

In the past it has been reported that the population bases for the schemes here was one 
reason for their small sizes and indeed their slow growth. It was an important objective 
to achieve also because for some schemes, the drop out rate of members has been high 
in the past and the only way to be sure that a scheme with a minimum member 
requirement to operate would operate was to try and recruit new families from a wide 
area that would ensure the satisfaction of the minimum requirement for each of the 
schemes to function for another year. In SHU’s efforts to support the old schemes to 
operate continuously, it was decided that all schemes be supported to expand their 
official territory from a few villages to the parish territory. Several advantages were 
foreseen among which was the fact that more members would be attracted to the 
scheme, limits to people who had long wished to become members but were out side the 
official villages would be no more and would now freely join the schemes and 
recruiting from a wider area increases the chances of replacing drop out families. 
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The table below shows the results of this extension strategy for old schemes. 

Table N°3: Showing schemes that have grown into parish schemes 

Former Scheme name Now parish 
scheme called 

Size of current parish scheme 

  Number of villages Population 
Kyeyindula Kyeyindula 11 2,397 
Kayonza Kakinzi 9 4,774 
Kirowooza Kakooge 10 4,188 
Mijjumwa Mijjumwa 8 1,715 
Seeta Kyabutaika 13 2,501 
Kakabala 
Yandwe 

Kakabala 10 7,488 

Wannonda Ngogolo 8 5,472 
Nsabweteka Nsabweteka 6 4,610 
Kamuli Kamuli 7 6,482 
Mamuli Kigombe 7 3,805 

Totals 89 43,432 
 

As a consequence to extending the coverage per scheme and as a strategy for the future 
building of strong and sustainable schemes, each scheme had to officially expand to 
cover a parish in which it is located. Yandwe and Kakabala are both found in Kakabala 
parish and it is the reason they merged into one scheme called Kakabala scheme. All the 
other schemes had to only extend their territories to cover the entire parish. Nsabweteka 
was the only scheme before that covered the entire parish.  

 
 
B. To create 4 new parish schemes before the end of the phase 

As seen from the results of the previous objective, only 10 schemes were operational by 
the end of June 2005. The phase objective being to have 14 schemes that are operational 
representing 3,000 individuals, the last year of the phase was set out to create four new 
schemes. 

 
Results 

 
1. Created schemes 

Four new schemes have been created. The target was to create five. The table below 
shows the four schemes that have been created and their current status, that is; 
operational or not. 
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Table N° 4: Showing the newly created schemes 

Beneficiaries 2006/2007 
financial exercise 

Scheme Parish Number of 
villages 

Target 
population 

Families Individuals 
Mamuli Kigombe 7 3,805 44 181 
Kyesa Kagugo 6 3,490 0 0 
Kikanaga Migadde 7 6,175 0 0 
Kyawangabi Kyawangabi 8 4,920 0 0 
- Luteete 7 4,776 - - 

Totals 35 23,166 44 181 
 

The results displayed show poor-performance on the part of the project. For the period 
of one year with the resources deployed, to have only one scheme operating out of the 
targeted 5 is a bad result. 

Three other new schemes as indicated in the table above have been created but are not 
operational yet. Kyesa, Kikanaga and Kyawangabi schemes have all elected leaders 
with a functional management structure, the schemes have internal regulations and have 
entered into collaboration with Kiwoko hospital and SHU. The three schemes have also 
signed agreements with Kiwoko hospital for the hospital to be their main healthcare 
provider and bank. A scheme that was expected to emerge in Luteete parish did not 
emerge because of limited support from the local leaders. Mamuli scheme is expected to 
increase in size next financial exercise now that people in the parish are seeing how the 
scheme is functioning and the benefits to members. The three schemes that have not 
become operational yet are expected to operate before the end of the current 2006/2007 
financial exrcise. The results expected in terms of beneficiaries and penetrations are 
very limited considering the recent difficulties the schemes are experiencing in trying to 
become operational. 

 
2. Small penetration rate in the new schemes 

Penetration rate in the scheme that launched is 4.8%. The overall penetration rate for all 
the mobilised and sensitised population is 0.8%. 

 
3. Credit mechanism popular in all new schemes 

Mamuli scheme the only operating new scheme is a credit scheme. Because the scheme 
did not recruit enough members to pass the minimum requirement for a scheme to cover 
its members for both OPD and IPD cases at Kiwoko hospital, its members are currently 
covered for OPD cases only but using the credit mechanism. All the other schemes that 
have been created but are not operational today are all credit schemes. The methodology 
this time was not to present all mechanisms for people to choose but rather considering 
the general trend, it was to present the mechanism that will be accepted by the people in 
the new areas. 
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C. To monitor the functioning of the 10 running schemes to assess 
and improve their quality and effectiveness during the period July 
2005 and June 2006 

To achieve this objective, each team member is allocated specific schemes to support 
and follow. With the help of schemes leaders, the project team attends planned meetings 
in each scheme where training, sensitisation of members and feedback from SHU and 
from the schemes is shared. Discussions are held all of which result into meaningful 
data/ information collection that is used to guide the schemes in improving their 
performance. Project designed tools for all the key stake holders in this case, the 
schemes, the healthcare providers and the SHU team, as well help the project to offer 
the support to the schemes in an effort to improve their efficiency and effectiveness. 

 
Results 

 
1. Launching the financial year on time 

One of the activities to achieve the above objective was to work with the schemes to 
ensure the 10 schemes re- launch their 2006/2007 financial exercises on time. The table 
below shows the results of this activity. 

Table N°5: showing the schemes and how they have launched 
the 2006/2007 financial exercise 

 Financial exercises 
Scheme 2005/2006 

Launching date 
2006/2007 

Launching date 
Mijjumwa 21/3/05 14/3/06 
Kayonza 17/3/05 17/3/06 
Kyeyindula 22/6/05 Frozen 
Kirowooza 13/3/05 13/3/06 
Kakabala 20/5/05 13/4/06 
Seeta 4/8/05 N/A 
Wannonda 14/4/05 12/4/06 
Kamuli 17/4/05 28/4/06 
Yandwe 13/4/05 13/4/06 
Nsabweteka 21/4/05 9/5/06 

 
From the table above, we see that 7 out of the 10 schemes did very well on this measure 
of performance. Nsabweteka did not manage to launch on time and the reason given 
being the fact that the main treasurer was sick and away from the village for one month. 
Kyeyindula whose financial year ended on June 22nd is now “frozen1.” The very weak 
leadership in this scheme is responsible for this situation. Seeta still has time but we 
know that its leadership is not good and it is the reason why it always launches its 
financial exercise very late unlike the other schemes. 

                                                 
1 A scheme whose cover period expires and does not manage to cover its members for sometime after the expiry 
of the previous period. 
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Yandwe and Kakabala schemes merged into one parish scheme and it is the reason they 
launched the new financial exercise on the same date. The other schemes (except 
Wannonda which could not re-launch on its usual date because of the date’s collision 
with a public holiday) that re- started earlier than they were expected, are trying to pull 
back to their original dates. It means that they froze at one time during their lifetime. 

 
2. Budgeting and respecting the schemes budgets 

Trainings for leaders have been organised to help them acquire the knowledge and 
capacity to draw scheme’s running budgets and to monitor them. All the schemes 
Treasurers and Chairpersons have attended and are able to draw a running budget. SHU 
has helped individual leaders after the centralised trainings to understand better the 
budgeting process and monitoring. This has been mainly through the monthly 
Management Board & Prepayment Cashier (MBPC) meetings in each scheme. What the 
situation is today is that all schemes have a running budget drafted by the schemes 
leaders and passed by the General Assembly in each scheme. The implementation of 
activities as planned and budgeted is however not respected. Leaders rarely refer to their 
approved budgets and very rarely compare actual expenses to planned expenses and the 
planned period of expenditure are not respected at all. 

 
3. Timely reimbursement of credits 

The project together with the schemes must find an urgent solution to improve the credit 
reimbursement situation that is worsening in all the schemes. Generally the 
reimbursement of credits could be seen to be fair but when you analyse them to see how 
many credits are actually reimbursed on time as planned in the schemes, the situation is 
quite worrying and this situation has indeed exposed all the schemes to risks of 
interrupted coverage of their members during a financial exercise. As seen in the table 
below, some schemes have un-reimbursed debts that are late for more than one year. 
The longest re-imbursement period allowed by a scheme to a family is 3 months. 

As reported in our previous reports, some of the very old debts were debts from 
HIV/AIDS related illnesses. In fact the debts were much bigger than that but the 
families have struggled to reimburse to this current level. No scheme has, and is willing 
to declare any of the debts a bad debt and the members are hopeful that the families 
responsible will eventually reimburse the money to the schemes. 
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Table N°6: showing the cumulated debts in the schemes as of 30th June 2006 

 
Cumulative credit reimbursement situation in the schemes 

As of 30th June 2006 
                              

2000/20001 2001/2002 2002/2003 2003/2004 2004/2005 2005/2006 2006/2007 
Scheme Number Amount Number Amount Number Amount Number Amount Number Amount Number Amount Number Amount 

Kakabala            -           -           -             -             1       45,000          8    171,900          12     200,600            28         528,600  
Wannonda                -             -            -                -           -                 -            7      181,400            13         322,200  

Kyeyindula                -             -           12       78,800     15   85,400          27 
         
150,000            27         150,000  

Seeta                -             -            -                -           -       -             1      36,600              1           36,600  
Yandwe                     -                -            2    58,300           9     211,200      
Kyanaka        -           -           -           -                -                -                
Kiiya        -           -           -           -                -                -                
Mijjumwa        -           -           -           -             1      5,400          5       64,950          9    82,450          19    184,550            33         476,450  
Kamuli                     -                -            3    37,200          26      220,500            30         299,000  
Kirowooza            -           -           -             -             1         5,850          3     29,350          11    196,850            21         353,450  
Kayonza                -             -             2       15,400         12    96,400          35    326,000            44         471,300  
Nsabweteka                        -                 -           36      390,700            47         522,700  
Mamuli                             

                              
         -           -           -           -             1      5,400        21     210,000         52     561,000        183  2,098,400          244      3,160,300  
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4. Timely payment of health care provider bills 

The mode of paying Kiwoko hospital bills by each scheme is by a third party 
arrangement. The hospital provides medical services to scheme members and makes a 
formal claim for payment at the end of each month when it sends the Prepayment 
Cashier (PC) to each scheme. Once the invoice is verified, the schemes through their 
leaders pay the hospital the amount indicated on the invoice.  

During the 2005/2006 financial year, a total of 300 cases were covered from Kiwoko 
hospital. The total bill to all the schemes for those cases was: UGS 5,074,050. 
Information from both sources shows that this amount of money was actually paid by 
the schemes to the hospital. Except in circumstances where the PC did not show up to 
present the invoice or in circumstances where the scheme leaders did not agree with the 
invoice presented, generally speaking, the hospital bills have been paid fully and in 
time. 63 cases have so far been covered for this new 2006/2007 financial year that is 
about 3 months old for the first schemes. The total amount, which the schemes have 
paid to the hospital, is UGS 1,032,000  

 
5. Reduced exposure of schemes to risks 

Schemes are exposed to many risks during their life. The project therefore tries to 
monitor and advise schemes immediately a risky situation is identified. Below are some 
of the elements of risk that have been monitored during this report with the findings.  

 
5.1. Adverse selection 

One of the interests in building schemes that will be sustainable has been to limit as 
much as possible the risk of adverse selection. Compulsory family registration is one of 
the conditions in place to buffer against this risk among other controls. Many arguments 
have been raised that health credit schemes are not at risk caused by adverse selection 
since the fund is just a revolving fund and not an insurance fund. From our experience 
so far, the presence of adverse selection in credit schemes does expose schemes to 
serious risks of bankruptcy since the economic situation in the Luweero area is not 
improving and the effects of HIV/AIDS on families is so huge. Scheme’s revolving 
funds are also still small yet members do not have the capacity to contribute additional 
fees to expand the funds. As displayed in the table below, some elements of adverse 
selection are actually present in the schemes and could be responsible for the long over 
due un-reimbursed debts. In the analysis below, female-headed families are the majority 
yet the information does show also that they are the families, which join with a few 
family members. Our credit reimbursement data also reveals that the female-headed 
families are indeed the ones that take long to reimburse. This situation if left to continue 
will definitely expose further the schemes to risks of bankruptcy and members’ to 
higher levels of dissatisfaction. During the next phase therefore, the project is to address 
this matter together with the schemes in order to attract more men into the schemes. 

The table below shows the share between female-headed families and male-headed 
families and the average family sizes in each category. The Luweero area average 
family size is estimated at 5 people per family. From the table below, the average family 
size in female-headed families is 3.8 while it is 5.6 in male-headed families. 
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Table N°7: Showing an analysis of house holds heads 
and family sizes in the schemes 

2006/2007 financial year Scheme 
Family 

beneficiaries 
Female headed 

families 
Benefici

aries 
Male headed 

families 
Beneficiaries % of female 

headed H/H 

Kyeyindula 0 0 0 0 0  
Kayonza 82 37 214 45 331 45.1% 
Kirowooza 90 45 144 45 263 50% 
Mijjumwa 73 33 83 40 191 45.2% 
Seeta 0 0 0 0 0  
Kakabala 136 74 309 62 380 54.4% 
Wannonda 70 39 132 31 171 55.7% 
Nsabweteka 128 73 240 55 242 57.0% 
Kamuli 64 34 170 30 169 53.1% 
Mamuli 44 22 71 22 110 50% 

Total 687 357 1,363 330 1,857 52.0% 
 
 

5.2. HIV/AIDS cases 

All schemes are currently exposed to the risk of bankruptcy coming from HIV / AIDS 
related cases that are very expensive, that are increasing in number and which are never 
reimbursed on time. In fact today some schemes despite all efforts to recover all the 
pending unpaid debts still have debts that have not been paid for over one year. For 
readers to be able to assess the level of risk to which each scheme is exposed, the table 
N°6 above will be helpful since it presents an accumulated un-reimbursed credits over 
time. And as displayed in that table, the situation seems to be worsening each year a 
scheme operates. But despite this seemingly bad situation, the schemes leaders do not 
think the situation is such a bad one and they insist all credits will be reimbursed even if 
after a long delay. The project has planned together with the leaders some strategies for 
the coming phase to improve this bad reimbursement trend in most of the schemes. 

The table referred to above shows the situation in each scheme as it were on the 30th of 
June 2006. Readers should be reminded that the accumulated situation as shown at the 
end of June 2006 may not depict the true picture of the un-reimbursed debts since some 
of the debts included in the figures are still valid. The schemes grant three months in 
which debts are to be reimbursed and indeed there are cases whose grace period is still 
valid. The total amount still valid by the end of June but included in the total for all the 
schemes is UGS 561,400. The actual debts by the end of June as a total in all schemes 
are UGS 2,598,900. 

Of the valid dates, Kakooge scheme has UGS 80,300, Kamuli has UGS 63,800, 
Mijjumwa has UGS 230,000, Ngogolo has UGS 98,000, and Nsabweteka has UGS 
89,000. 
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5.3. Kasaala Health Centre scheme fund 

Two schemes (Kayonza and Kyeyindula) have collaboration agreements with Kasaala 
HC, which they signed during the 2004/2005 financial exercise. The actual 
collaboration between these two schemes and the HC did not last more than one year 
and was suspended. Our previous reports give details of the collaboration and why it 
was suspended. As a reminder, the main reason for suspending the collaboration was the 
decline in the quality of services at the HC.  

Ever since the collaborations were suspended, all efforts to restore them have not 
yielded positive results and the main reason has and still is, the un-willingness of the 
HC management to re-start the full collaboration but rather a collaboration that does not 
address the previous causes of the suspension. What makes the situation risky for the 
schemes is the fact that the HC is not willing even to refund the members’ fund that is 
kept at the HC for each scheme. As part of the collaboration, agreements were signed 
between the two schemes and the HC for the HC to act as a bank for the two schemes. 
The results of a joint investigation by the Schemes and the HC proved that indeed the 
HC is in possession of the two schemes funds. The continued holding of the member’s 
fund, which was deducted from the main fund in Kiwoko, exposes the two schemes to 
serious risks of bankruptcy considering the rising utilisation rates and the demand to 
contract with another HC where another fund has to be created. Each member 
contributed 38.5% to the fund in Kasaala which contribution was not a fresh 
contribution but rather a deduction from the main fund as already stated. 

 
6. Growth rates of schemes 

The growth trend of each scheme is a major monitoring element in schemes by the 
project. The growth rates have a lot of indication about the performance of schemes that 
are of interest to the project. First of all supporting the expansion2 and extension3 of 
schemes is one of the major activities of the project and the results of these efforts have 
to be monitored and measured. The analysis of the growth helps the project to advise 
schemes on best strategies as seen from the past experiences and changes in the 
environment. 

Three types of growth are monitored and analysed for each scheme: The internal 
growth, the external growth and the general growth. The table below gives results in 
terms of growth performance for each scheme from the last financial exercise into this 
new financial exercise. 

 

 

 

 

                                                 
2 Getting new members from the scheme’s old territory 
3 Getting new members from new territories 

 



 20

Table N°8: Showing the internal, external and overall growth rates 
of schemes between the current and previous financial exercise 

FY 2005/2006 FY 2006/2007 
Beneficiaries 

Scheme 
Beneficiaries in 

old territory Old 
territory 

New 
territory 

Internal 
growth 

rate 

External 
growth 

rate 

Overall 
growth 

rate 
Kyeyindula 270 - -  -  
Kayonza 450 535 10 18.9% 2.2% 21.1% 
Kirowooza 306 386 21 26.1% 6.9% 33.0% 
Mijjumwa 203 231 43 14.0% 21.2% 35.2% 
Seeta 135 - -  -  
Kakabala 260 279 26 7.3% 10% 17.3% 
Yandwe 323 384 0 18.9% 0% 18.9% 
Wannonda 226 283 20 25.2% 8.8% 34.0% 
Nsabweteka 390 467 15 19.7% 3.8% 23.5% 
Kamuli 277 339 0 22.4% 0.0% 22.4% 
Mamuli   181    

Total 2 840 2 904 316 2.3% 4.8% 7.1% 
 

As seen in the table, emphasis this time around was on the extension of schemes to 
cover a parish. The 4.8% average external growth rate corresponds to the efforts leaders 
put in recruiting new families from new territories than in existing territories. This result 
also corresponds to the leader’s argument that it is easier to recruit new families from 
new territories than those families that are in the existing territories but have not joined 
the scheme. The basis for their argument which can be qualified to some extent is the 
fact that people in existing territories that have not joined are not members for some 
reasons and are not easy to convince today as the schemes are not yet very attractive yet 
people in new territories are willing to join very easily. This coming phase is set out to 
address the attractiveness question, which truly is making the internal growth of many 
schemes slow and difficult. 

 
7. Penetration rate per scheme 

This is another indicator that the project monitors and shares the results with the 
schemes members. The project wishes to see each scheme reaching a penetration rate of 
at least 30% in their parish territories. But as seen from the table below, the penetration 
on average is only 7.4%. This result is however not a bad result considering the fact that 
all schemes have recently extended their territories to cover the entire parish in which 
each scheme is located.  
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Table Nº9: showing the penetration rate per scheme 

Name of 
scheme 

Beneficiaries 
2006-2007 

Villages 
covered 

Target population 
(estimated) 

Penetration rate 

Kyeyindula - 11 2397 - 
Kakinzi 545 9 4774 11.4% 
Kakooge 407 10 4188 9.7% 
Mijjumwa 274 8 1715 16.0% 
Kyabutaika - 13 2501 - 
Kakabala 689 10 7488 9.2% 
Ngogolo 303 8 5472 5.5% 
Nsabweteka 482 6 4610 10.5% 
Kamuli 339 7 6482 5.2% 
Mamuli 181 7 3805 4.8% 

TOTAL 3220 89 43432 7.4% 
Population source: Year 2000 Luweero district data 

 
 

8. Drop out rate of beneficiaries per scheme 

To be able to assess the performance of the existing schemes, one of the indicators that 
we use is the drop out rate of members per year in each scheme. Schemes that retail so 
many of their old members are good performers when measured on this criteria. The 
project considers a retention rate of above 90% to be good for the schemes in the 
Luweero area. 

Some dropouts are genuine4 while others are not. What is given in the table below does 
not categorise the dropouts but rather a general figure of dropouts both genuine and un-
genuine. The majority of the dropouts this time around have been the un-genuine type 
and therefore not categorising them in the data below does not change significantly the 
meaning of the data as presented. 

Like in the previous years, it is the mixed schemes that are dropping more members 
from the schemes. Kamuli specifically has been affected by this problem and it’s 
survival today is on new families from new territories. It is not yet very clear why the 
drop out is too high in Kamuli, which is a mixed scheme by popular vote and being the 
nearest scheme to Kiwoko hospital. It is also the scheme that utilised the service more 
during the last financial year. SHU is hoping to get answers to this issue from a planned 
baseline survey in August 2006 whose results will be the basis to address this high drop 
out problem in Kamuli specifically but also n the other schemes. Kyeyindula another 
mixed scheme is already “frozen” and even if it finally operates later this year, the 
expected retention rate will be very low. Seeta another of the mixed schemes has 
already taken the decision to become credit and leaders are hopeful that with the change 
in the mechanism, the situation will be improved for not only retaining members but 
also expanding the scheme. Credit schemes on the contrary are doing well on retaining 
members and the simple explanation for this result could be the small amounts that each 
family is required to re-contribute to the scheme fund at the end of each financial year. 

 

                                                 
4 Those who cannot remain members due to factors beyond their control such as death or migration 
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Table N°10: Drop out and retention rates per scheme  

FY 2005/2006 FY 2006/2007 
Beneficiaries 

Scheme 
Beneficiaries in 

old territory Old New 
Beneficiaries in 
new territory 

Drop out rate Member 
retention rate 

Kyeyindula 270 0 0 0 -  
Kayonza 450 436 109 545 3.1% 96.9% 
Kirowooza 306 280 127 407 8.5% 91.5% 
Mijjumwa 203 191 83 274 5.9% 94.1% 
Seeta 135 0 0 0   
Kakabala 260 238 67 305 8.5% 91.5% 
Yandwe 323 321 63 384 0.6% 99.4% 
Wannonda 226 223 80 303 1.3% 98.7% 
Nsabweteka 390 373 109 482 4.4% 95.6% 
Kamuli 277 219 120 339 20.9% 79.1% 
Mamuli 0 0 181 181   

Total 2,840 2,281 939 3220 19.7% 80.3% 
 
 

9. Financial positions of the schemes 

To monitor and assess the financial situation of each scheme, the project carries out a 
financial audit of all the schemes on an annual basis. After auditing the schemes, 
financial statements are generated and presented to the schemes leaders and members 
during the General Assemblies in each scheme. 

The results of this exercise, which would be the balance sheet and the income and 
expenditure statements, are not ready at the time of writing this report but will be 
annexed to our next semester report expected in January 2007. 

 
 
D. To develop after consultations with all the stakeholders a three 
– year third phase proposal for the Luweero project by the end of 
December 2005. 

 
Results 

At the start of July 2005, the process of designing a third phase for the Luweero project 
started. The basis of this process as it had been defined at the beginning of the second 
phase was the evaluation report. The results of the external evaluation were to be the 
basis for a decision to have another phase for the project or not, but also the basis for 
defining the third phase. 

An evaluation of the second phase (2003 – 2005) was carried out by CIDR from the 8th 
of July to the 20th of July 2005.  
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1. Summarised findings of the evaluation 

Details of the evaluation results are in the report that has been written by CIDR who 
carried out the evaluation exercise. The results below are simply an outline of the key 
findings of the report and as already mentioned, explanations can be found in the main 
evaluation report. They include: 
1. Good rate of health provider bills payment on time 
2. Growth of the schemes 
3. The Penetration rate is still low 
4. Ownership is growing and perceptible 
5. People’s (scheme member’s) needs are being covered 
6. No power in leader ship 
7. Voluntarism not accepted 
8. Good Ownership of the programme by the beneficiaries 
9. Higher costs for HIV/AIDS member patients 
10. High mentality of assistance (free things) 
11. Increased savings by members (10 millions shillings of savings) 
12. The Re-imbursement of credits rate is not known (but it is high), the debtors are 

known but without their total amounts 
13. No debt is neglected 
14. Credit pattern chosen, instead of insurance, not sustainable (or with many 

difficulties) 
15. Good use of tools 
16. The circuit is mastered: Patients – hospital – Scheme – Hospital (procedures) 
17. Limited knowledge about importance of the schemes and the conditions for joining 

these scheme by leaders 
18. The scheme’s Board members are generally unhappy because of: 

a. Voluntarism 
b. Transport not covered 
c. No allowance 

19. Good capacities by Kiwoko hospital and its role as a bank 
20. Government policy not stable: healthcare free; costs coverage 
21. Visibility of schemes acquired – recognized by the majority of the population 
22. Collaboration with other partners appreciated: HIV, mosquito nets, micro finance 

institutions (credit in Mijjumwa) 
23. Poverty among the population 
24. Some bad NGO’s practices among the communities – giving gifts 
25. Bad experiences NGO’s in the same field 
26. All schemes not recognised 

 
2. Results of discussions about the evaluation findings 

Several discussions about the above findings from the evaluation were held to decide 
the next steps concerning the project. Some of the discussions were between SHU and 
CIDR, other discussions were between SHU and the schemes leaders at a central 
workshop organised in Luweero, between EED and CIDR and between EED and SHU. 
After discussions with all the parties mentioned above, a decision to pursue the project 
for another phase was taken and confirmed. 
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The basis of the above decision was the few positive indicators that had developed as a 
result of the project that (from our opinion) can further the development of this project 
in the area although expected results would still not be very high at the end of the third 
phase. 

 
3. Third phase proposal formulation process and results 

A three-year proposal has been written and submitted for funding starting July 2006. 
The proposal was developed through a participative process with the participation of all 
the stakeholders mentioned above. The proposal was submitted in January 2006. The 
expected results at the end of the next phase are detailed in the proposal but to give an 
indication, the Luweero network of schemes is expected to have fourteen running 
schemes representing ten thousand people. Six of the fourteen schemes are expected to 
be financially sustainable at the first level. 

 
 
E. To finalise the feasibility study in Bushenyi and Masaka and 
present the two reports by the end of December 2005 

Prior to this reporting period, a decision to develop new markets for SHU promoted 
CHF programmes had been taken pending however, the results of feasibility studies that 
had been planned for six months starting June 2006. The objective during this reporting 
period was therefore to complete the feasibility studies that had started in Bushenyi and 
Masaka Districts located in the Western and Central regions of Uganda respectively. 

 
Results 

 
1. Feasibility study reports 

The two feasibility studies were carried out as were planned and completed although not 
on time. Two reports have been written, one for the findings and conclusions of the 
study carried out in Bushenyi and a second one for Masaka with details of the findings 
and main conclusions. 

 
2. Decision taken 

After the analysis of the results of the study that was conducted in two districts of 
Masaka and Bushenyi, a decision was taken in November 2005 at a joint SHU and 
CIDR meeting held in Nairobi to pursue a new programme in Bushenyi district. 

Masaka district was abandoned for three reasons : 
- NGO environment is not good : their production services are free ; people efforts are 

not required, 
- the level of HIV is high in the area, 
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- the future provider, the local hospital, does not agree with scheme approach (with 
people contribution). 

 
3. Basis for our choice 

Some of the positive indicators that led to the choice of Bushenyi include: 
- The willingness of the community members to join and participate in the CBHF 

programme 
- Existence of good quality healthcare providers in the district. Ishaka hospital, 

Comboni hospital, Bushenyi Medical centre (BMC) and Bitooma Health Centre 
specifically were found to be good quality providers. 

- The willingness of the healthcare providers to collaborate with the CBHF 
programme and to participate in some promotional activities to ensure the success of 
the programme. 

- The existence amongst the communities a communal approach to common problems 
solving which makes the people very much used to groups and solidarity activities 
many of which are self-initiated. 

- Diversified economic activities in the area which makes the community non 
dependant on one source of income. 

The general purpose of this programme will be to improve the target population’s 
financial access to quality and affordable healthcare services. During the first two years 
of the programme however, the specific purpose will be to start some CBHF schemes in 
the area on a research action basis to continue assessing the viability of any kind of 
CBHF programme in this area. The third year will be mainly for preparing and/ or 
implementing the decisions taken about the viability of the programme at the end of the 
second year. 

 
 
F. To increase to a reasonable level the current project team’s 
capacities to implement and monitor a Community Health 
Insurance programme before the start of the new project in 
Bushenyi or Masaka 

Having taken the decision to promote a health insurance mechanism in the new district 
that would be chosen after the feasibility study (in this case Bushenyi), it was found 
necessary to train the current team in micro health insurance techniques and general 
design and management of a CHI programme. This training was found very necessary 
since for the last four years, the Luweero project was not supporting the implementation 
of a pure health insurance mechanism (after the communities in Luweero rejected this 
mechanism and opted for the Credit mechanism) but rather was involved in promoting 
the pure credit mechanism and the mixed one (which combines both insurance and 
credit).  

The training was planned for this ending period to enable the team to get more prepared 
for the project in Bushenyi. The trained team members would then train the new team 
members that will join the Bushenyi team to implement the project. 
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Another training planned during the period was a training in Project Planning and 
Management to be attended by the person to lead the new project team in Bushenyi. 

 
Results 

 
1. Micro Health Insurance principles and Management training 

Because of the weight attached to this training, it was decided that CIDR, which is very 
knowledgeable in this field, does the training. 

The training was organised by CIDR and took place in April 2006 in Nairobi Kenya, 
where 4 SHU team members participated. The expectations of the team were met and 
knowledge in this field has been greatly improved.  

 
2. Project Planning and Management 

A two weeks short course was attended by one of the team members who will lead the 
team in Bushenyi. The training was done at the Uganda Management Institute (UMI) 

 
 
G. To develop a first phase proposal for the chosen district using 
the results of the feasibility study reports for the new project 
before January 2006. 

 
Results 

As mentioned earlier, Bushenyi District was chosen for expansion of SHU support to 
communities to improve their access to quality health care. The feasibility study results 
for Bushenyi gave a green light for starting a CHI project starting July 2006. With the 
use of the report, the ending period was for the team to come up with a proposal for 
funding this extension for the next three years 2006-2009. 

1. Bushenyi three-year proposal report written 

A three-year phase proposal was developed between November 2005 and January 2006. 
The final proposal report was presented to the project financial partner in January 2006. 
This proposal development was a participative process that took into considerations the 
views and interests of mainly the “would be” beneficiaries of the project and the project 
team. The project as detailed in the proposal will be implemented for three years but the 
first two years will be mainly for action research to prove or confirm the results of the 
study and to define the best mechanism that best fits the people in the targeted areas of 
Bushenyi District. The third year of the phase will be to introduce the appropriate or 
continue the confirmed mechanism and to prepare the second phase to develop the 
programme. The proposed project title is: Promotion of Self Managed Health 
Prepayment Schemes in Bushenyi District. 
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IV. Results of the phase 
Detailed measures of the level of achievement of the phase results are given in the 
evaluation report. What is given below is simply an intern SHU presentation of some 
indicators in form of results that can be used as basis for rough judgement of weather 
the project was able or not able to achieve its objectives as defined before the start of 
the second phase. Below therefore is the presentation of the results on each objective by 
the end of June 2006 when the phase has officially come to the end. 

 
A. Twelve schemes representing 3000 individuals are effective 

From the results already presented concerning the current size of the network, only 10 
schemes instead of 12 exist. In terms of beneficiaries, 3,220 exist instead of 3,000 that 
were planned. 

The above results show a good result of the quantitative targets of this objective. The 
qualitative part of it, the “effectiveness” part of it, cannot be said to be an equally good 
result. All the results that have been given already and the analysis made show that 
whereas schemes have grown and beneficiaries utilising the services much more than in 
the past, whereas the healthcare provider bills have all been paid and on time, the 
effectiveness of all the schemes has still to be improved. Some schemes have had 
interrupted coverage of their members due to poor reimbursement of credits, over 50% 
of the credits reimbursed are not reimbursed on time, some schemes as indicated above 
have not been able to operate consistently for the last three years (the start of the 
financial exercises have not been respected), all schemes have an increasing amount of 
un-paid debts by their members some of which are threatening to be declared bad debts, 
a large number of female headed households which does not correspond to the reality 
means some degree of adverse selection that has not been totally checked by the 
schemes, are some of the negative results that make the effectiveness of these schemes 
to still lack. 
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B. The schemes attractiveness has improved 

Using the growth rate to Judge the attractiveness of the schemes, it can be concluded 
that generally some level of attractiveness has been achieved by the schemes. 
Specifically however, this conclusion does not apply to all the existing schemes. It is a 
fair conclusion for credit schemes but not mixed schemes. The table below summarises 
the annual scheme general growth rate during the phase. 

Table N° 11: Showing the annual growth rate per scheme 

Scheme Mechanism Overall growth rate 
  2003/2004 2004/2005 2005/2006 2006/2007 

Mijjumwa Credit 72.9% 25.9% 9.7% 35.0% 
Kakooge Credit 26.9% 32.0% 14.2% 33.0% 
Kyanaka Credit - -100%   
Kiiya Insurance - -100%   
Ngogolo Credit -3.4% 56.5% 25.6% 34.1% 
Kakinzi Credit 67.6% 50.6% 23.0% 21.1% 
Kakabala Credit 37.8% 71.8% 22.1% 
Yandwe Credit  83.6% 59.9% 

18.2% 

Kamuli Mixed  62.0% 85.9% 22.4% 
Kyeyindula Mixed 71.2% 29.6% -16.7% -100% 
Seeta Mixed 54.4% -10.7% 23.9% - 
Nsabweteka Credit   143.8% 23.6% 

 
The mixed schemes, Seeta and Kyeyindula are indeed struggling. In fact, Members of 
the Seeta scheme have resolved to change the scheme into a credit scheme when they 
re-launch again. Kyeyindula being frozen at the moment, it is not clear weather the 
scheme will operate again but leaders have already indicated their desire to change the 
scheme into a credit once should it revive again.   

Many strategies had been planned to boost the attractiveness during this ended phase. 
Strategies like the opening up of coverage for all schemes to cover both OPC and IPC, 
contracting with other healthcare providers, integrating other activities in the schemes 
and increasing the solidarity activities in the schemes. OPC is actually one of the 
reasons behind the positive growth of some schemes. Kiwoko hospital now provides 
both services to most of the schemes except Seeta. Kasaala HC as a second healthcare 
provider was such a big flop. The collaboration did not last even one year. The reasons 
and circumstances responsible for this result have been explained in our previous 
reports and in the previous sections of this report. Integration of other services is one 
factor that has boosted the growth in some schemes. Although it lasted for only a short 
period, the HIV/AIDS counselling and testing plus home care support by Kiwoko 
hospital’s CBHC programme had a big impact on the schemes. It did not continue 
because of funding constrains. Other activities that had been planned did not take off 
because of either absence of interested partners like in the case of mosquito nets, or 
absence of funds to organise trainings and support by organisations that would provide 
the trainings and services. This was the case for agricultural activities and income 
generating activities. 
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C. Four schemes are sustainable at first level from a financial and 
organizational point of view 

This objective has not been achieved. There is clearly an improvement by all schemes 
and indeed some significant improvement by the four schemes in the direction 
specified. The level of sustainability specified however has been realised yet. 
Organisationally, a very good level of autonomy has been achieved by most of the 
current schemes except Kyeyindula and Seeta, which have serious leadership problems. 
In all the other schemes, their day to day functioning is by the leaders. SHU still plays a 
big role in their functioning but considering the level of dependency that existed at the 
start of the phase, it is very clear that this level has reduced and schemes can perform to 
a significant level by themselves.  

From the financial point of view, all schemes are still fragile. The road to achieving the 
first level of sustainability has been started by all schemes and some positive indicators 
do exist. The current indicators though are not enough to judge the schemes as 
sustainable at the first level. As one of the positive indicators towards achieving 
financial sustainability, all schemes have in place a reserve fund. New members 
contributing towards the fund and old families making an annual contribution towards 
the fund build the reserve fund in each scheme annually.  

Table N° 12: Showing the size of reserve funds 
in each scheme as it were on 30th June 2006 

Scheme Healthcare fund Reserve fund % Of reserve fund to total healthcare fund 
Kakinzi 1,417,000 281,100 19.8% 
Kakooge 1,058,200 380,900 36.0% 
Kakabala 1,791,400 419,500 23.4% 
Ngogolo 787,800 134,900 17.1% 
Nsabweteka 1,253,200 203,800 16.3% 
Kamuli 1,050,900 279,700 26.6% 
Mijjumwa 712,400 144,900 20.3% 
Kyeyindula 459,000 695,100 151.4% 
Kyabutaika 351,000 279,500 79.6% 
Mamuli 470,600 54,300 11.5% 

Total 9,351,500 2,873,700 30.7% 
 

From the table, we see the picture in each scheme concerning its financial strength on 
the measure of reserve build up. This situation shows an improvement and indeed 
provides a weak buffer to the schemes. The intension was for some four schemes to 
have reserves up to 50% of their healthcare funds. This has not been realised but as 
seen, the progress in all schemes is positive. Kyeyindula and Kyabutaika have big 
reserves and very small healthcare funds. The reasons for this are: First the two schemes 
are mixed schemes and have had balances in their insurance funds in the past. Those 
balances have automatically become part of the scheme reserves. Secondly, the two 
schemes have not re-launched to operate this financial exercise and the amounts shown 
in the healthcare funds are only those that have remained in their credit funds. 
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The other indicator has been the rate of coverage of the healthcare bills using the 
schemes finances. And on this measure, the majority of the schemes have had enough 
funds to cover their members when they went for medical care. Three schemes have had 
problems during this phase concerning medical coverage. Kyeyindula, Kakabala and 
Kamuli had their members suspended from being covered by the scheme due to delayed 
credit reimbursements. The suspensions, which of course led to serious frustration of 
members, lasted on average for each scheme 4 months. Kyeyindula accessed a loan to 
resume operations after the members complained and threatened to leave the scheme. 

Concerning the level of covering management expenditures by the schemes them selves 
from their annual budgets, this is still not sustainable as well. Generally speaking, SHU 
still subsidises the schemes for membership cards, management tools, transport costs 
and meals while on schemes duties. The schemes therefore cover only about 30% of 
their management costs.  

 
 
D. The scheme’s recognition by their environment has improved 

As elaborated below, significant levels of recognition of the schemes by their 
environment have been achieved. The main challenge however remains with the local 
authorities that directly influence the level of participation of the population. In areas 
where no schemes exist, the schemes are not recognised by the majority of the 
community members. They are recognised in areas where they exist. 

 
1. Recognition by the local villagers 

The level of recognition of the schemes by their environment can be said to have 
improved. This statement however holds for areas where schemes exist. In areas were 
no schemes exist, and the organisation wanted to start new ones there, the story is the 
opposite. The schemes are not recognised. In fact where they are recognised, it’s not 
beyond the parishes where they operate. 

 
2. Recognition by the local leaders 

The influence of the local leaders is very high in ensuring the recognition of the 
schemes. Just like the villagers, the local leaders in parishes where schemes exist do 
recognise them and do not recognise them where no schemes have existed before. In the 
existing schemes, we have seen a growth of local leaders who have joined the schemes 
as members. 4 Local Council 111 (LC111) Chairpersons are schemes members today. 
Several District councillors are members of the schemes. Other categories of leaders 
that are members in the schemes include: LC 11 leaders, Parish chiefs, LC1 leaders, 
schoolteachers, religious leaders and cultural leaders. 
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3. Recognition by healthcare providers 

Schemes have so far passed contracts with three health care providers in the area. 
Kiwoko hospital, which is the major regional hospital, has a contract with all schemes 
that they respect. Two schemes have collaboration contracts with Kasaala HC even if 
the collaborations are currently suspended. Recently, 7 schemes have entered into 
collaboration with Bishop C. Asili HC, which is located in Luweero town for providing 
OPD services to their members. It is therefore clear that the recognition of the schemes 
by the healthcare providers is very high. In fact the only reason the schemes have 
worked with only these three is because they are the only Private Not For Profit (PNFP) 
health care providers in the project target area. 

 
4. Recognition by the government 

The different levels of government do recognise in general the concept of CHF as an 
alternative method of financing health care. In Uganda despite the free health care 
policy in all public health facilities, the Government of Uganda still supports the CHF 
initiatives. The Ministry Of Health (MOH) funds the national association of CHF 
initiatives called the Uganda Community Based Health Financing Association 
(UCBHFA). The MOH is also constantly in touch with all initiatives through its 
planning unit. At the District level (in Luweero), the District Director of Health Services 
(DDHS) is very interested in the initiative and has offered his support for it since the 
beginning. SHU, which is the promoter of the initiative in the Luweero area, is 
recognised by the Government authorities as an actor in the field of Health. Invitations 
to participate in the National and District health activities are sent and several 
Government officials visit the project occasionally. 
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E. A professional Ugandan NGO specialized in self-managed 
health prepayment schemes is operational 

This project having been directly implemented by CIDR during the first phase, and 
taking into consideration the implementation design decision for the second phase, it 
was necessary to create a local NGO that would replace CIDR in implementing directly 
the project for the second phase. The aim was not only to create the NGO to implement 
the second phase, it was also to professionalise it in the field of self-managed 
prepayment schemes. 

 
1. Results at the end of the phase 

A local NGO registered with the National NGO board is available and has been at the 
heart of implementing the project for the last three and half years. The NGO is called 
Save for Health – Uganda (SHU). 

As a result of the previous experience with CIDR and the several trainings that were 
organised during the second phase, the NGO has definitely realised some reasonable 
level of professionalism. Specialised trainings by CIDR, which is a very professional 
organisation in this field, have boosted SHU in its capacity development in this field. 
Today, the NGO has 7 well-trained team members who have over seen the Luweero-
Nakasongola project during the second phase. The NGO is also in the process of 
extending its services to Bushenyi district after a successful feasibility study that the 
NGO conducted it self. Several studies in the country have also identified SHU as the 
organisation in the country with good practices something that confirms the fact that the 
organisation is on its path to professionalism.  
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V. Objectives and activities of the period July 2006 to 
December 2006 
 
A. Objectives 

The following are the objectives of the next six months: 

1. To support the 3 new schemes to be operational by the end of the six months 

2. To support the creation of a formal union of schemes’ structure by the end of the 
year. 

3. To support schemes in Luweero and Nakasongola Districts to collaborate with a 
second HC provider, Bishop C. Asiili Health Centre. 

4. To have conduct and have a finalised baseline survey report by the end of August 
2006. 

5. To review and have in place operational reforms for all the schemes to apply during 
the next financial exercise. 

6. To support all the schemes fully transform into parish schemes and improve their 
operational efficiency and effectiveness. 
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B. Activities & Implementation timetable 2006 
 July August September October November December 
 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26
1. The number of schemes and members has increased significantly and services offered 
to members by these schemes are good                                                     
1.1. To market the schemes                                                     
Marketing tools Impact survey                                                     
Review of marketing strategy and design of a new one                                                     
Designing of marketing tools                                                     
Distribution of marketing tools                                                     
Training of scheme dramma groups                                                     
Implementation of dramma shows in all schemes                                                     
Filming and video shows (field & HC providers)                                                     
1.2 To start new schemes                                                     
Initial contact with local leaders (for permission)                                                     
Meeting local leaders and opinion leaders (sensitisation about programme)                                                     
Village meetings N°1 (sensitisation)                                                     
Village meetings N°2 (sensitisation)                                                     
Social Group meetings (elections and SG formation & IR discussions)                                                     
MB meeting (electing EC and prepare the GM)                                                     
GM (SG reconciliations and programming until innauguration + signing agreements)                                                     
1.3. To expand and restart the schemes                                                     
Mobilisers training (mobilisation and sensitisation skills) (2 per year)                                                     
Chairpersons' training (follow up of schemes and monitoring of leaders)                                                     
To get in touch with one time members (evolution + explanations)                                                     
SGM (elections new services, coverage, recontribution and first contribution)                                                     
MB meeting (electing EC and prepare the GM)                                                     
Basic book keeping training for treasurers (3 per year)                                                     
MB training (budgeting and follow up) (3 trainings, budget, FU & estimations)                                                     
GM (budgeting and contributions & recontribution launching)                                                     
Exchange of experience visits to all schemes                                                     
Mobilisation of members (explanations + contribution payment)                                                     
Bi-weekly contribution collection follow up with leaders                                                     
Village meetings (review progress)                                                     
1.4. To launch the financial year                                                     
Negotiation and signing of contracts with new healthcare providers                                                     
Training of secretaries (to fill cards and register members) (1 per year)                                                     
Card insuance (photograph and filling)                                                     
Launching GM                                                     
SGM in restarting schemes (internal rules recall)                                                     
Design and handing over to healthcare providers the benefits guides                                                     
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 July August September October November December 
 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26
1.5. Usual follow up                                                     
EC/PC/SHU meetings in running schemes                                                     
Financial audits  and restitution                                                     
PC/SHU meetings                                                     
Audit committee meeting (providres, schemes representatives and SHU)                                                     
Schemes, providers & SHU follow up metings                                                     
Training workshops for healthcare providers operational staff                                                     
2. The schemes are attractive                                                     
Identifying partner organisations                                                     
Introduction of identified partners to schemes                                                     
Support schemes to contract with other health care providers                                                     
Satisfaction surveys                                                     
Support for extending coverage in the schemes (transport, OPD, …)                                                     
Co-ordination with CBHC and UMU for services to schemes                                                     
CBHC introduction to the new schemes                                                     
Purchasing and selling of EED subsidised mosqito nets                                                     
3. The health care credits are well refunded                                                     
Review of credit management tools                                                      
Reviewing the internal regulations (credit reimbursement)                                                     
Sensitisation of leaders about credit management (3 workshops once)                                                     
Sensitisation meetings about the improved regulations                                                     
4. The scheme leaders’ motivation has improved                                                     
Support the schemes to Implement the leaders compensation decision                                                      
Purchase and distribute subsidised bicycles to each scheme                                                     
Distribution of incentives to leaders (t-shirts, calenders)                                                     
Exchange of experience to external programmes (schemes)                                                     
5. The schemes and their union’s organizational frame is more efficient and effective                                                     
5.1 Formulation                                                     
Support schemes in the same parish to merge                                                     
GM to discuss the union formation and progress                                                     
Support in the design of the internal regulations for the unions' frame                                                     
Sensitisation of leaders about the formation (workshop)                                                     
Support the Steering Committee (SC)to design the union structure and roles                                                     
Feedback and validation meeting with leaders (the results of the SC)(workshop)                                                     
Social Group meetings to sensitise about the union                                                     
Registration of the union for legal recognition                                                     
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 July August September October November December 
 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26
5.2 Functional                                                     
Suport the union members to develop activities and programme                                                     
Basic microinsurance knowledge trainings                                                     
Training in book keeping and financial management                                                     
Trainings on credit management and follow up in schemes                                                     
Prepare and involve the union in the identification and negotiations with partners                                                     
Involve the union leaders in the introduction of partners to schemes                                                     
Exchange of experience visits                                                     
6. CBHF is better understood and better known by the general population.                                                     
Sensitisation meetings with local politicians and opinion leaders) (1 per sub-county)                                                     
Meetings with government authoritiesfor up-dates and reporting                                                     
Designing and distribution of brochures about the CBHF concept                                                     
Participation in the national and district health activities                                                     
Registration of schemes as legal entities                                                     
7. SHU is professional in implementing CBHF                                                     
Internal reorganisation of SHU                                                     
Baseline survey on peoples health standards and health care seeking behaviours                                                     
Impact of schemes on people's health standards (survey)                                                     
Internal review, design and training on management and monitoring tools                                                     
Healthsystems survey in Nakasongola and Nakaseke                                                     
Health providers information up-date survey                                                     
Mapping of schemes and population census of each scheme                                                     
Performance reviews                                                     
Exchange of experience visits (external)                                                     
Recruitment of new team members                                                     
Training of new team members                                                     
Implementation of training sessions for team members                                                     
Reporting                                                     
Programming                                                     
External audits                                                     
Support missions from CIDR                                                     
External evaluation                                                     
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