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Abbreviations and Acronyms 
GA General Assembly 

EC Executive Committee  

CBHC Community Based Health Care  

CIDR Centre International de Développement et de Recherche 
 International Centre for Development and Research  

EED Evangelischer Entwicklungsdienst 
 German Church Development Service  

HIV Human Immunodeficiency Virus 

LC Local Council 

NGO Non-Governmental Organisation 

SHU Save for Health - Uganda 

ToR Terms of Reference 

UMU Uganda Microfinance Union 

USH Ugandan Shilling  
 
 

Exchange rate  1 USD = USH 1,791  
1 Euro = USH 2,326.72  
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Introduction 
The community-based health prepayment programme in Luweero District, Uganda, was 
set up by CIDR in 1999. The programme’s first phase ended in 2002. 
The second phase ran from 2003 through 2005 and has been financed by an NGO 
named EED. 
As it is drawing to an end, this second phase must be evaluated in order to identify its 
strengths and weaknesses, so as to decide what should be next phase’s main 
orientations, and consequently mobilize the necessary support. 
The present evaluation report, which is structured according to the mission’s terms of 
reference rather than the programme document based on the logframe, is divided up in 
four main sections. After a quick presentation of the methodology used, the first section 
reports on the evaluation’s findings. Recommendations are presented in section three, 
while appendices are gathered in section four. 
In the findings and recommendation sections the report is organized along the lines 
described in the terms of reference, which requested that the programme be reviewed 
along the lines of the action’s impact, its sustainability, and its implementation process. 
Each of these themes will be the object of a specific chapter. 
Moreover, the terms of reference brought up specific questions that the evaluation will 
try to answer within each of these chapters. 
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I. Methodology used 
The evaluation mission opted for the following methodology: 
- to conduct interviews with resource people among which CIDR staff, project staff, 

scheme board members, scheme members, other non-members living in the 
scheme’s immediate vicinity, Kiwoko Hospital management (health providers) as 
well as district health authorities, 

-  an interview guide was prepared according to the category of people to be met (see 
appendix 4), 

- to process the following documents: programme presentation 2003-2005, annual 
and quarterly reports, evaluation report of the previous phase, technical support 
mission reports, general documentation as well as web sites on Uganda. 

In each and every scheme, interviews were conducted with Executive committee 
members, basic members and two people that did not belong to the scheme. Interviews 
primarily focused on the following issues: 
- history of the scheme, 
- terms of membership and services offered, 
- current statistical data, 
- relations with health providers, 
- strengths and weaknesses of the scheme. 
The scheme’s viability was assessed along the following lines: promoting scheme 
internal growth, strengthening Board and Executive Committee (EC) members’ skills 
and sense of responsibility, compensating EC members, and schemes taking over the 
network. 
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II. Section one : findings 
 
A. Categories and profile of the schemes  

Once visited all of the schemes, the mission, jointly with the SHU team, categorized the 
schemes, as described in the following table: 

District Schemes operating properly Schemes operating poorly 
 

Closed 
schemes  

 Credit Mix Credit Mix  
Luweero Kayonza Kamuli Kakabala  Kiruli 
 Yandwe    Kiiya 
 Mijjumwa    Wabitunda 
Nakasongola Kirowooza   Kyendula Kyanaka 
    Seeta  

 
The above classification was based on one or several of the following criteria: 
membership size, delinquency rate on credit, elected bodies’ malfunctions (General 
Assemblies held without the required quorum, lethargic Executive Committees). 

Most of the schemes are located in Luweero district. Until 2004, the Luweero and 
Nakasongola districts formed part of a single district named Luweero. 
Nakasongola district is further away from Kiwoko Hospital. It is one of the explanations 
put forward with regards to the shutdown of the Kyanaka scheme and the poor 
performances recorded in the Kyendula and Seeta schemes. 

Practically all of the schemes began with offering health insurance before switching to 
providing credit only or a mix of insurance and credit. 

In the schemes that had to shut down, a “health insurance” product was proposed to the 
members. Two out of the three schemes offering a mixed product (insurance and credit), 
have been categorized as poorly performing schemes. 

In the closed schemes, prevention activities (such as the fight against the AIDS and 
malaria) continue: NGOs working in that field systematically meet scheme leaders first 
to reach the community members. 

Scheme members lucky enough not to get sick during one, two or several years feel 
“wrongfully treated since, they do nothing with their money, but help others”. 
In that regard, risk pooling has a long way to go. Yet attention should be given to such 
comments. 
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GENERAL DETAILS PER SCHEME. 2005/2006 
          Beneficiaries Debtors 
Scheme Contribution 

amount (per 
individual) 

Mgt 
(family 
basis) 

Insurance 
(individual 
basis) 

Co-
payment 

Nature of 
contribution 
payment 

Mechanism Ceiling Package Launched # of 
hous
ehol
ds 

Total 
Number of 
beneficiari
es 

Average 
family 
size 

# of 
hous
ehol
ds 

Nb Average 
family 
size 

KAKABALA 3,500 2,500 , 2,000 Range ( D ) Credit 80,000 All 20/5/05 82 260 3,2 17 34   
WANNONDA 3,600 2,800 , 2,000 Flat Credit 100,000 All 14/4/05 43 226 5,3 16 65   
KAYONZA 3,600 4,000 , 2,000 Range ( 1-4 ) Credit 80,000 All 17/3/05 66 450 6,8 18 81   
YANDWE 3,600 4,000 , 2,000 Range ( 1-4 ) Credit 100,000 All 13/4/05 51 323 6,3 7 53   
KYEYINDULA 3,600 2,500 800 0 Range ( D ) Mixed (30000) 80,000 All 22/6/05 63 270 4,3 62 263   
KIROWOOZA 3,600 3,000 , 0 Flat Credit 50,000 All 13/3/05 67 306 4,6 18 50   
SEETA 3,600 2,500 800 0 Range ( D ) Mixed (30000) 100,000 in-patient 08/4/05 44 135 3,1 26 99   
KAMULI 4,100 3,000 2200 5,000 Range ( 1-3) Mixed (15000) 80,000 All 17/4/05 54 277 5,1 27 101   
MIJJUMWA 3,600 3,100 , 0 Flat Credit 80,000 All 21/3/05 46 203 4,4 22 66   
NSABWETEKA 3,600 2,500 , 2,000 Flat Credit 100,000 All 21/4/05 109 390 3,6 13 45   
 Total                   625 2,840 5 226 857 4 
 
The scheme where the contribution amount is the highest, namely Kamuli, runs smoothly, whereas the Kakabala scheme, with the lowest contribution 
amount, is among the schemes facing difficulties in their daily operations. Financial accessibility is thus not the sole factor explaining why people do not 
join massively the scheme. 

Kyendula runs the risk of being financially tied up since 62 out of its 270 members are debtors, i.e. 23.96%. Consequently, numerous loan recovery 
actions are necessary. And yet, the committee members in charge of such actions are not pro-active. 

Six out of the ten schemes in operation, have enforced a co-payment. The latter moderates consumption and contributes to keeping at least part of the 
working capital available, in the event of a major risk. 
What does not seem right, is that in Kyendula and Seeta, the two schemes offering a mixed product, no co-payment is enforced when in fact the risk of 
over-consumption is highest in such schemes. 

All schemes, except for Seeta, opted for full coverage. That goes to show that the recommendation of the previous evaluation, which had pointed out the 
scheme members’ lack of satisfaction in that regard, has been taken into account. 
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B. Scope of the action 

1. Mechanisms of contribution collection and claims’ processing 

Roles are distributed as follows: 
- the family pays its contribution to the treasurer, 
- the scheme transfers the contributions to the hospital, pays the hospital bill, signs a loan agreement with the debtor and is in charge of 

monitoring/recovering loan payment, 
- the hospital takes in the contributions (thus acting as the scheme’s banker), provides scheme patients with treatment, sends an invoice to the 

scheme, sends a cash clerk to the schemes to collect the corresponding payment and members’ complaints.  
 

1.1 Contribution collection 

 
 
             

 

 

1. 2. Claims mechanism 

 
 
       
                    
                
        
         
 

The mechanism to collect contributions is known to everyone, unlike the claims mechanism. In many instances, scheme members went to see the 
president or treasurer before taking the patient to the hospital, while others presented their membership card to the scheme president or treasurer 
upon their return from the hospital, or went to the hospital cash clerk to pay off their loan.  
This is all the more worrisome considering that Board members themselves are unable to describe the claims process.  
However, it is a known fact that the simplest the mechanism, the more attractive the scheme.  
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2. Target group: members 

The mutual health insurance concept is still new. Solidarity is based on other principles, 
such as voluntary co-optation between members and reciprocity with regard to the 
services provided/received. 
A scheme opened to “everyone in the community that can afford it” does not abide by 
these standards. Here is a comment to illustrate that fact: “how can my money help my 
enemy’s children to get health care? ». 

Since the first schemes were created, their membership continues increasing, even after 
four of them had to shut down. 
It is an encouraging fact given how innovative is that concept and the limited financial 
means among the target groups in the area of operation. 

Schemes are known in their environment: everyone interviewed knew at least two 
people in their respective communities who received care as scheme members.  

The penetration rate remains low when comparing total membership to the size of the 
population living in the target area. 

The selected model is not likely to reach high penetration rates. Indeed taking a health 
loan and reimbursing it, implies bearing the health risk with one’s individual capacity. 
 
The villager able to quickly reimburse a loan (within a maximum of three months) after 
a case of illness will find little interest in a prepayment scheme. Those that have the 
financial capacity will not want to join the scheme because it provides them with little 
added value. 
It is a different matter when it comes to health insurance, where risk pooling benefits 
people with little financial resources. 

Social ownership is perceptible among members. With respect to the provision of health 
services at Kiwoko hospital, scheme members are aware that they will be treated with 
their money and that they have nothing to expect from SHU, CIDR or any other NGO 
or co-operation programme. It is a significant achievement in a region and a country 
where the AIDS pandemic has led to the entry of numerous NGOs which in turn have 
made people used to receiving gifts, thus reducing their capacity to cope on their own. 
 
Besides, scheme members are proud to decide on their own how their scheme should be 
run.  

One out of three schemes that were operational in the previous phase had to shut down. 
Such closures had a staggering impact in the nearby schemes. Indeed “the members and 
elected officials that failed to operate their schemes properly” started to disparage the 
scheme approach. It introduced doubts and caused some people to pull out of the nearby 
schemes.  

Unfortunate experiences with some NGOs “requiring contributions” have created a 
climate of suspicion in some villages. As a result, any initiative is given a cold welcome 
at first until it proves worth it. 
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So much so that many people stood on the sidelines to see how “the young 
Frenchwoman’s project” (the health prepayment schemes) was going to work, and have 
taken some time to realize that the initiative was a serious one. 

Since membership is family-based (to avoid frauds and have a greater impact), the head 
of a numerous household “is forced” to find a great amount of money to cover the 
whole family. This limits the membership of large families. 
 
The region is devastated by the AIDS pandemic1 which significantly depletes household 
outputs and increases the load on schemes that cover opportunistic diseases. 
The initiative to provide voluntary screening in all schemes and the expected arrival of 
low-cost, or even free ARV medication, should contribute to change that situation, by 
reducing the occurrence of opportunistic diseases. 

A conflict among villagers was observed in Seeta: some are behind the former scheme 
president (still an influential member in the community) whose management has been 
criticized by those in the opposite camp that support the current president in office. This 
situation has negative repercussions on credit follow-up and recovery. 

 
3. Access to health care 

The governmental health policy has experienced ups and downs. 
In the past, the official line, and particularly so during election campaigns, was in 
favour of free health care, but realism led to promoting cost recovery. It impacted 
prepayment schemes, in such a way that the community-based health prepayment 
scheme experiment which began in the year 2000, was seriously harmed by the 2001 
elections during which free care for everyone had been alluded to. 
It took a long time for the population to realize that the means needed to turn words into 
action were nowhere to be found.  
Besides, there is still a persistent rumour that free health care will return. 

Scheme members are convinced of schemes’ real contribution. The services they 
provide are appreciated and members’ needs are covered. Being well treated upon their 
arrival at the hospital, and having had their lives saved by the scheme (especially the 
surgical cases) are membership factors brought up by scheme members. 
Testimonies collected in various occasions are quite telling: “When you get sick, you 
are not obliged to sell your cattle in a rush (…). When you get sick, you are ill without 
worries (…). When a scheme member must be sent from Kiwoko to Kampala, there is no 
transportation problems (…).  Scheme patients are worth something when they get to 
the hospital and are well treated. They are neither afraid nor ashamed to go to the 
hospital. 
Before, you could die at home while your family would try to gather the necessary funds 
so you could get treatment (…). Solidarity between people was reinforced: you are 
warmly welcome among members of a same scheme or between sister schemes”. 
(…) When someone cannot afford paying off a loan because of a well known situation, 
people contribute for that person because the scheme is a new school of solidarity”. 

                                                 
1 Which beheaded, for example, the Kakabala scheme, as AIDS took away all Board members.  
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Public health providers are faced with drug shortages. Such is the case at the Luweero 
hospital, which could provide treatments to nearby scheme members living nearby, but 
the latter prefer to go all the way to Kiwoko Hospital which has better drug supplies. 
Similarly, the Kasal Health centre, supported by an Italian missionary, was a partner 
provider for the surrounding schemes. But, after the missionary left, the quality of care 
quickly deteriorated to the point that schemes had to cancel their contract. 

4. Governance 

Leadership is weak. The scheme leaders we met are not enthusiastic about what they do. 
They frequently complain about working on a voluntary basis, lacking means of 
transportation, and “wasting time” 
Their only drive is the social recognition they get: “when you are the treasurer or the 
president of a health prepayment scheme, everyone knows that you are somebody useful 
and dedicated”. 

All of the schemes entrusted their cash management to women, thus acknowledging 
their proven honesty and their essential role in the family when it comes to health: “she 
is the one that maintains everyone healthy; when she is ill the whole family is idle as if 
everyone were sick”. 

For a number of reasons, scheme Executive Committees members still do not perform 
as they were expected to.  
Few Executive Committee members are comfortable explaining their respective 
schemes’ terms of membership.  
Many of their meetings are held without reaching the quorum. 

Executive Committee members do not live well the fact that they perform their 
functions on a voluntary basis. This situation is exacerbated by the fact that scheme 
members think that SHU pays allowances to Board and Executive Committee members, 
while the latter feel that they are working for SHU which is gaining recognition thanks 
to their action. 
They would like the project to do a little more for them: providing EC members with 
transportation, and giving them gifts (free tee-shirts, calendars, etc). 

As a result of the democratic process of mandate renewal, a few good leaders had to 
leave at the end of their mandate, and were replaced by new ones lacking both 
motivation and skills. 
Thus, while meant to renew scheme governance, mandate renewal has weakened it, and 
has had an impact on results. 

The elected scheme leaders who enjoy the social prestige conferred to them want to 
remain in their position, even when they are no longer efficient. 
They consider having to leave the scheme governing bodies as a disapproval of their 
action and engage in a campaign against the scheme they have run to prove the absolute 
necessity to keep them.  

While scheme members acknowledge their elected officials’ commitment, they are 
nonetheless not ready to contribute more to cover their leaders’ allowance. 

 



 

 

12

 

5. Relations with the health provider 

The hospital provides health care services to all cases of illness affecting scheme 
members. Cases that must be referred to Kampala, the capital city, are very rare. 

All the invoices sent by the hospital are paid within the time frame agreed upon (even 
though they are lengthy). 
The good relations between the schemes and the hospital are reinforced by such 
compliance. 

Schemes continue recruiting new members and growing, thanks among other things to 
Kiwoko Hospital, its partner provider. 
Although it is a missionary hospital, it takes in everyone and provides quality services. 
With the subsidies received from the Ugandan Government and European donors, 
Kiwoko hospital manages to maintain good quality and reasonably priced care. 
Management capability and the presence of skilled and motivated staff are yet other 
factors attracting scheme members to this facility. 

Since there are no banks in the town of Luweero, the hospital also acts as a banker for 
the schemes. The contributions collected by the schemes are deposited at the hospital 
level and services are paid for through money orders requested by the schemes. 
This way, operations are safer and schemes have gained in credibility with respect to the 
hospital. 

Kiwoko hospital has set up a measure to support the health prepayment initiative by 
seconding two of its staff to visit the schemes every month. During their round, they 
collect members’ complaints with respect to the services received at the hospital, hand 
over the invoices to be paid to the scheme leaders and return to the hospital with the 
money orders. 

Among the reported grievances, it should be mentioned that some scheme members 
have felt very unwelcome at the hospital.  
Additionally, it seems that some dishonest agents do not apply the lower tariffs 
negotiated between the schemes and the hospital. 
Lastly, Kiwoko hospital is far away from some schemes, which limits its accessibility. 

The hospital is not satisfied with the lengthy claims and invoice payment procedures.  
While with ordinary patients everything is settled on the day they leave the hospital, 
with scheme members, the procedure may take up to a month, since the invoice is not 
paid until the hospital cashier returns from his round. 
The day schemes will stop depositing their contributions at the hospital level, the 
procedure will need to be changed. 
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C. Viability 

 
1. Scheme viability 

Most schemes are registered as associations and the district health authorities 
acknowledge their existence and contribution to their members’ health.  

 
1.1. Financial viability 

With respect to the logframe indicators, twelve out of the twelve schemes originally 
planned were created, of which eight are actually in operation. Membership had reached 
2,734 at the time the evaluation took place, vs. an expected 3,000. In other words, 
respectively 66% and 91% of the target objectives were met. 

Programme. CBHPP Luweero, Uganda Budget period 
 2000 2001-2002 2002-2003 2003-2004 2004-2005 

Population in catchment area 495,254 599,924 599,924 599,924 599,924
Target population 3,000 7,500 9,000 14,760 17,986
Penetration rate 12.43% 10.83% 9.16% 10.79% 11.99%
Number of schemes 4 7 7 11 10
Number of beneficiaries 373 812 824 1,593 2,156
Number of households 96 241 181 352 477
Number of Board Committee members 36 63 63 121 110
Contribution amount per beneficiary 3,600 3,600 3,600 3,600 3,600
Total contribution amount  1,342,800 2,923,200 2,966,400 5,734,800 7,761,600
Total amount of hospitals bills (paid by schemes) 595,200 1,925,850 1,159,450 2,697,600 3,658,350
Claims rate 44.33% 65.88% 39.09% 47.04% 47.13%
Annual schemes running costs 424,000 636,150 846,800 1,024,800 1,598,000
Running costs rate 31.58 21.76 28.55 17.87 20.59
Total amount of reserves funds - - - 2,244,760 2,916,774
Total amount of financial support (received from CIDR or 
other donors) 498,600 422,500 395,500 499,000 220,000
Total amount received from guarantee fund (if available) - - - - -

 
At the time of the evaluation, the eight schemes in operation had over 10 millions 
Ugandan shillings available in their account at the Kiwoko Hospital. 
Needless to say that the provision of health services to scheme members is guaranteed. 

Schemes’ running costs are high and keep on rising, coming to an average 24.07% of 
total contributions in the past five years, with a high in 2000 of 31.58% (“at the 
beginning before management training”) and a low of 17.87% in 2004. 

There is a risk that Committee members use part of the working capital allocated to 
credit, to cover their scheme’s running costs. Consequently, it brings up a concern about 
whether a scheme would be solvent if it were to refund all of the contributions.  

Do elected Committee members circumvent the principle of voluntary work that way? 
Total running costs have gone from USH 424,000 for four schemes in the year 2000 to 
USH 1,598,000 for eleven schemes in 2005! Had expenditures increased proportionally 
to the number of schemes, they should have amounted to USH 1,166,000. The 
corresponding overrun between that amount and recorded expenditures comes to 37 
percent. 
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1.2. Technical and organizational viability  

 
1.2.1. Across all categories of schemes  

The tools in use are known and easy to use, but incomplete with regard to credit 
management. 
Schemes with illiterate treasurers are at risk. Contribution collection and hospital bill 
payment represent a significant amount of money, and should be the object of accurate 
accounting entries. 

Under the current conditions, it seems unlikely that the scheme network is capable to 
take over the SHU technical team. Unless in the long run and depending on the 
institutionalization plan chosen, its activities are transferred to the network’s schemes 
and partner hospital, in which case, the latter would then integrate the schemes in its 
activities, in return for which it would pass on the corresponding small2 additional cost 

Quantitative data are neither available nor known. They are therefore not used as a basis 
for decision-making. In 76 percent of the schemes, Board members did not have 
accurate information on membership size, the amount of collected premiums, loan 
outstanding balance, and the total amount of past due loans (delinquent members are 
known, but the risk volume is not). 

Collecting contributions and depositing them at the hospital level is a heavy and 
dangerous load for the treasurer: she must go around with relatively important sums of 
money. This situation worries scheme members. 

The change in products has disorientated members: passing quickly from a community-
based health insurance scheme to a health prepayment scheme (health credit) and finally 
to a mixed model has confused members, since they did not know any longer what their 
scheme offered. Quick changes in model in a context where it is necessary “to give time 
to time” are risky. 

In five out of the eight schemes in operation, we observed numerous cases of non-
compliance in terms of membership rules, access to credit and Executive Committee 
operations. There are heads of household who did not include all of their family 
members in the cover, nor paid the whole contribution amount, but who nevertheless 
were given access to health credit. 
Decisions falling within the competence of all of the Committee members, but that are 
nonetheless made unilaterally by the President alone, were listed in four schemes. It 
remains a weak point considering that the program is in its fifth year of operation. 

 
 
 
 
 
 

                                                 
2 The cost must remain marginal; otherwise we would fall back in the current set-up where SHU costs are purely 
and simply passed on to the hospital.  
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1.2.2. Schemes managing health credit products only 

Schemes’ budgetary control needs improving. The share of total contributions to be 
budgeted as working capital for health credits and that of scheme day-to-day running 
are not set. Consequently, Schemes run the risk of seeing a large part of the 
contributions used for their operations. 

Reaching financial viability proves difficult for “health credit” products. 
Indeed, since the contributions to the scheme are actually family health savings, only a 
fraction corresponding to the “Operating expense fees” is passed on to the scheme when 
funds are not used, and can thus be allocated to reserves. 

The recovery procedure for past-due loans in case of unwillingness to pay is clear and 
could be efficient – Executive Committee members visit the delinquent payers at home, 
and if needs be the latter are brought before the authorities— but is not enforced. 
Interviewees put forward the lack of motivation resulting from working on a voluntary 
basis, and the fear of facing a neighbour with well-known financial problems, to explain 
why that procedure is inefficient.  

It is not possible to have two loans at once. “It is as if you were forbidden to get sick as 
long as you have not finished paying your loan back.” This makes the scheme less 
attractive since “illness may occur at any time”. 

 
1.2.3. Schemes combining health credit and health insurance 

The health insurance mechanism in mixed schemes needs to be re-examined.  
Indeed, there are no rules with regard to the provision of health insurance. There can be 
great differences among beneficiaries between the amount refunded by credit and that 
covered by the insurance. This situation, together with other social considerations, can 
have a negative impact on the life of the scheme. The Seeta example speaks for itself. A 
widow was faced with an illness which cost her USH 27,000. Since that amount was 
below the USH 30,000 threshold beyond which insurance would have covered her 
expenses, she had to reimburse a USH 27,000 credit. A teacher got into a motorcycle 
accident. His hospital bill came to USH 80,000. He is therefore going to reimburse USH 
30,000 while the remaining USH 50,000 will be covered by the scheme! 
A member that would return from the hospital with a total bill coming to USH 31,000 
would only have to reimburse USH 1,000.  
Therefore “The scheme is more beneficial to those with high bills”. 
Such a situation can lead to adverse selection3 as long as the credit amount is the same 
for everyone and it does not bear interests. 

 

 

                                                 
3 People with a known chronic disease or needing costly surgery join the scheme to take advantage of the 
insurance benefits. 
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2. Network financial and technical viability  

Setting up a technically and financially sustainable network would require more 
numerous and larger schemes, a far-off objective given current results. 
To give a rough estimate, the support team’s monthly wage expenses account for more 
than 50 percent of members’ annual contributions. 

Significant changes in socio-economic conditions would be needed to consider the 
existence of a financially autonomous network. At the time being, the programme is still 
far from meeting the necessary conditions. Indeed, one of the largest barriers to scheme 
development in the Luweero region is the lack of income at the community level. The 
area suffered from many years of civil war (the rebellion which brought to power the 
current president of Uganda started there). The diseases that plagued the banana and 
coffee plantations in the last years and falling coffee prices on the international market, 
have seriously reduced people’s financial capacities. The AIDS pandemic ended up 
affecting a great number of men and women in many families. 

The absence of a formal consultation and representation framework for the schemes is 
an obstacle to their social and technical ownership. SHU, the NGO that took over from 
CIDR to operate the programme, is both the movement’s promoter and representative.  

The advantage of setting up a network is that it would enable consultation, exchange of 
experiences, representation, and the management of joint services. The schemes created 
a common fund, amounting already to two million SHU, preparing the ground for a 
financial consolidation mechanism to be managed by the network. 

 
3. Credit management 

The monitoring of outstanding credits and past-due loan recovery needs improving. 
Indeed, the overall repayment rate, believed to be high4, is not calculated and is 
therefore not known.  
And yet, it is a known fact that when the delinquency rate is not calculated on a regular 
basis, the threshold beyond which emergency recovery as well as other measures should 
be triggered off is not set either. As a result, recovery measures are sometimes 
implemented late.  
On the other hand, in each individual scheme, all delinquent situations are known by 
name and no borrower is left aside. When asked about each borrower, it appears that 
scheme leaders know everyone’s situation. 

Many arrears over two years were recorded for lack of appropriate monitoring. 
 
Rules regarding the benefits covered, and particularly so in schemes offering health 
insurance, are not complied with. 
When looking into what could explain such malfunction, the “no allowance” issue 
always comes up. 

 

                                                 
4 In each individual scheme, the cases of late or defaulting borrowers are known and are a minority compared to 
the total number of people with outstanding loans in the villages.  
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4. SHU technical skills  

The SHU staff members that have been working there the longest have been trained in 
project management, computing and scheme creation. 
SHU is not skilled yet in the fields of health insurance and credit management. 

 
 
D. Evaluation of the implementation methodology 

 
1. Quadrilateral of actors  

The following diagram was used to evaluate the methodology in use. Indeed, many 
people are involved in the implementation of the programme’s activities. They have 
been grouped under four categories in order to better identify their responsibilities. 
SHU is directly involved in some actions, such as those related to its internal 
management and to the schemes, while it has less control over other matters such as the 
hospital in general or the programme’s surrounding environment. Crossing these 
various stakeholders’ interventions leads to a successful action.  

 
     SCHEME: members, Executive Board, agent(s) 
 
 
Environment (Background):  SUSTAINABILITY    Technical 
           Support  
- institutional (authorities) 
- economic 
- sectoral (NGO’s) 
 

    Health care providers 
 
 
 
 

2. Methodology implemented by SHU  

The situational context surrounding the SHU-operated programme is rather 
constraining. 
The practices adopted by many NGOs working in the area, which consist in providing 
free goods and services, are not likely to make SHU action, based on self-promotion, 
any easier. 
Pressing requests for aid and subsidies were addressed in several occasions to the 
evaluation mission. 
In that respect, transferring programme implementation from CIDR to SHU, a local 
NGO, has proved wise, since scheme members “know that with their brothers, they 
cannot expect money from them”. The scheme action thus presents a distinctive 
character from its very beginning. 



 

 

18

 

The choice of limiting each scheme to a single village was meant to reach a higher 
penetration rate and lighten EC members’ voluntary workload. Yet it is faced with the 
difficulties associated with the small size of some villages and with the risk that 
activities could be jeopardized in a village in the event that a handful of influential 
people would not go along the scheme approach. In the inter-village model, all villages 
cannot find themselves in the same situation simultaneously; besides the emulation 
effect between villages is likely to improve matters. 

Schemes do not plan according to expected results and activities they must carry out to 
reach these results.  

Consequently, it has repercussions on the work performed by scheme leaders with SHU 
support. In fact, SHU agents are the ones that suggest to the schemes which objectives 
should be reached and actions to be carried out, without necessarily knowing the 
environment’s potentiality and limitations. 

The collaboration with other development actors has had positive results. Activities 
have been conducted jointly with other NGOs with respect to the fight against HIV 
(awareness-raising campaign, screening in the village itself), the distribution of 
insecticide-treated mosquito nets and the provision of credit to scheme female members 
(Mijuumwa). 

 
3. Overall network sustainability in view of the time and means 
implemented 

The sustainability of the schemes and scheme network is three-sided.  
The following diagram has helped the evaluation mission to analyze together with the 
SHU team, the scheme network. 
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A consensus has been reached over the following findings: 
- Social viability is on the right track, since there are families and leaders that have 

been scheme members from the start of the programme, and who understand and act 
in the interest of their scheme. 

- Pressing work is to be conducted in terms of technical and organizational viability, 
since scheme leaders and SHU staff must be able to manage the health credit and 
organize scheme activities consequently. 

- Financial viability depends on the size of the schemes and of the network, and on 
the intermediation costs; it is necessary first to increase penetration rates and 
continue setting up new viable schemes, and second to work on institutionalizing the 
network and covering in a sustainable way the intermediation costs. 

- Overall sustainability remains far-off, yet is not out of reach. 



 

 

20

 

III. Section two: recommendations 
 
A. Scope of the action 

 
1. Members 

In-depth investigation should be conducted at the grass-roots level (and not only at the 
Executive Committee member level) to understand the underlying reasons behind the 
shutdown of four out of the twelve schemes initially set up. 

 
2. Access to health services 

The search for new health providers should go on because Kiwoko Hospital’s 
monopolistic situation and the long distances some scheme members must cover to get 
to it, remain schemes’ weak points  
It obviously does not mean that Kiwoko Hospital should not remain the schemes’ 
preferred partner. 

 
3. Governance 

During the awareness-raising activities, the message bearer is just as important as the 
message itself. For this reason, the messengers’ selection must be done accordingly. 
It has not been the case in some schemes where leaders have shadows in their past in 
other organizations. 
In the future, special attention should be given when choosing scheme leaders in order 
to give credibility right off the start to the message they will pass on.  
Likewise, scheme leaders’ training should be organized according to the expected 
results and the skills (experience) acquired. 
As new leaders receive initial training on schemes, the most senior ones should be 
trained to become promoters: it would be rewarding at a personal level, while socially 
they would feel invested of a specific mission that would make them stand out from the 
rest.  

The commitment of some leaders is encouraging and promising. Some of them should 
be turned into promoters, and their work valued: socially and materially (significant 
gifts). 

Local authorities (LCI, LCII) are the guarantors of the law. For this reason, they are the 
schemes’ protectors. 
However, local council members may also get sick, just as any other members, and turn 
to the scheme for help. This has already occurred in several places. 
In case of payment incidents (delays in reimbursing the health credit), they are therefore 
both judges and parties.  
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4. Partnership with provider 

Cases of fraud have been observed at Kiwoko Hospital. Former members of schemes 
that had been closed down have eluded hospital workers’ watchfulness and were 
provided care that they were no longer entitled to. 

It is therefore essential to secure the procedures by withdrawing membership cards 
when a scheme shuts down, and informing the hospital as soon as possible. 
Membership cards should also be stamped with the network logo and with the current 
budget year.  

 
 
B. Viability 

 
1. Scheme viability 

 
1.1. Scheme financial viability 

Many scheme members also belong to other local organizations that manage income-
generating activities to finance community service actions. This example could also be 
explored so scheme members may generate income to pay their contributions. 
For example, animal husbandry or mill management could turn out to be profitable 
activities. 
SHU could list and analyze these activities with the scheme Committees. 
Schemes members (engaged in income-generating activities) could raise their annual 
contribution if necessary and the activity carried out could exempt them from the total 
or partial payment of their contribution in the following years.  

 
1.2. Technical and organizational viability 

Schemes located in small villages can hardly be viable because their membership pool 
is too limited. And yet, the time dedicated to awareness-raising and monitoring 
activities in such villages is roughly equal to the time spent in large villages. 
Schemes’ areas of operations have to be reviewed, by setting up and/or running 
schemes that would extend beyond the village, to the whole parish. 
Schemes in operation should therefore expand their catchment area and new schemes 
should be created on that same basis. 
Schemes operating in large villages would keep their coverage area unchanged. 
Schemes should elect treasurers capable not only to be in charge of the cashbox, but 
also to fill in the relevant accounting vouchers.  

The rule that treasurers should be women should remain enforced. However, in villages 
where it is not possible to recruit a woman treasurer, a trustworthy man could be 
selected, or the woman treasurer could choose a man as her assistant who would record 
the operations while she would be in charge of the cashbox. 
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In schemes offering health insurance, measures aimed at fostering membership loyalty 
should focus on bringing down the contribution amount through an incentive system. 
For example, a head of household having contributed for all of his family members and 
without any recorded case of illness during three consecutive years could benefit in his 
fourth year from a 50 percent discount on his contribution corresponding to half of his 
family members. 
In year five, he could benefit from a 100 percent discount for half of his family, and so 
on. 

The more people covered, the lesser the risk to manage. Schemes should be encouraged 
to seek membership from large families and to implement appropriate mechanisms to 
motivate them and foster their loyalty: beyond five and up to ten beneficiaries, a 10 
percent discount on the individual contribution amount would be given to each new 
member coming after the first five; beyond ten and up to fifteen beneficiaries, 
contribution would go down 30 percent; between fifteen and twenty, there would be a 
50 percent discount, and beyond twenty 70 percent off. 

The contribution period limited to three months is too short for those with an income 
pattern that does not always coincide with that of the whole village. Allowing 
latecomers to contribute, even if they are only covered for the remaining of the year, 
would take care of the feeling of injustice that loyal members have when their income 
arrives late. 
Extending the contribution period for senior members having faced difficulties along 
the way, helps fostering loyalty. 

The passing away of scheme members often leads to loan defaulting in the schemes 
(Kiiya). 
Indeed, not only does the family of the deceased lose a loved one, but it is also 
requested to continue reimbursing the expenses incurred during “the hospitalisation 
through which the tragedy occurred”.  
The schemes should set up a solidarity fund in which each borrower would deposit 1 
percent of his/her loan amount, and each insured member 0.5 percent of his/her 
contribution. 
The solidarity fund would then pay off the outstanding credits left by members’ deaths. 
In addition, at the social level, the schemes should send a delegation to visit the family 
of the deceased to offer the scheme’s condolences. The member’s death would thus be 
given importance and that initiative could be a way to bring in new members. 

Schemes managed by pre-existing organizations and that are involved in various 
activities are to be monitored closely. The syndromes of the “connecting vessels” or 
stopping the “three-legged race” are well known in an organization’s life.  Any 
malfunction in one or several of the organization’s activities could affect and harm the 
rest of the activities. For example, default loans in Mijumwa may jeopardize the 
payment of health insurance contribution. 

A co-payment5 should be introduced in the health insurance mechanism.  

 

                                                 
5 Percentage to be paid by a scheme member, applied to the « health insurance » part paid by the scheme. 
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2. Network viability 

It is necessary that the existing schemes create their own network. Its main remit would 
be to promote social and technical ownership, represent the schemes, manage the 
guarantee fund and take on all other functions tied to this type of structure. 

An institutionalization plan is to be implemented quickly so that the scheme network 
may be structured, the partner hospital organized and SHU activities planned 
consequently. 
There are two possible scenarios: 
- the schemes organized in a network may decide to become a fully independent 

institution, with its own technical management unit (in which case the hospital 
would be a partner), 

- or they may opt for a lighter second-level structure, without technical support unit, 
the remaining functions being managed by the hospital. 

In the first case, it would be urgent to raise the necessary funds. In the second case, it 
would be necessary to begin negotiations with the hospital with respect to the added 
costs and the gradual skill transfer by SHU. 

 
3. Credit management 

With the increasing volume of arrears, it is necessary to secure credits by imposing 
guarantees. 
The latter may either be a group guarantee or a collateral. 
A guarantor may also commit to reimbursing the loan should the main borrower default, 
in which case the guarantee will only have a moral nature. 
Additionally, the scheme may require from the borrower to provide collaterals that may 
be repossessed in case the loan is not reimbursed: land, cattle or other valuable movable 
assets. 
Movable guarantees would need to be monitored very closely by the Executive 
Committees, and severe sanctions should be enforced against the borrower having 
concealed these guarantees. 
In some situations, it could also be possible to require two guarantees. 

The health credit term is too short for some people. A case of illness ending up in the 
patient’s hospitalization takes its toll on that person. 
Why not consider extending the loan terms up to five months for scheme members that 
provide both a collateral and a guarantor? 

Likewise, a scheme member that would get sick before having finished to reimburse 
his/her loan could be given a second loan on the condition that s/he presents a guarantor 
and a collateral. 

 
4. SHU capacity 

The training and experience levels of SHU staff as a whole make it possible to 
implement a community-based health prepayment programme. 
Each staff member is in charge of a technical “department”. This encourages developing 
specific and additional/complementary skills. 
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However, SHU team members need to be trained not only in the field of health 
insurance, but also in microfinance and auditing. 
Indeed, in mixed schemes, risk is not monitored, while in health credit schemes, 
procedures and tools for monitoring and analysis purposes have not been set up. 
Scheme audits drag on, with numerous unexplained gaps (frozen fund) in the financial 
statements. 

 
 
C. Methodology of implementation 

 
1. Scheme promotion and support 

Faced with community members’ expectations, that SHU and the schemes “distribute” 
goods and services for free, it will be necessary to continue raising awareness at the 
grass-roots level, making very clear that this NGO helps people taking care of 
themselves, so that expectations match the actual services offered. 

New schemes need time at first to make their mission known. 
In order to be attractive, they must start with a low contribution amount. 
The SHU-operated project may help new schemes, by covering their running costs on a 
sliding scale, such as expenses associated with General Assemblies, transportation and 
annual bonus (gifts in kind) for Committee members. 

SHU support in terms of resources, institutional analysis and strategic planning is 
necessary. 

In the coming phase, relations between SHU and CIDR should be formalized in an 
agreement that reinforces SHU’s increasing responsibilities and limits CIDR support to 
technical aspects only. 

The proposal voiced by some schemes that SHU agents be implied in the transfer of 
funds, « since they go around in a vehicle » should not be implemented for a number of 
reasons. in similar circumstances and in other projects, there have been cases of 
embezzlement by project staff that discouraged new members to join the schemes. 
Moreover staff themselves may be ambushed, while scheme leaders may lose their 
motivation if part of their functions is taken away from them. 

Time management must be improved at the programme level. At the level of SHU staff 
and scheme committee members, activities and meetings often start late and are not 
likely to promote efficiency or to lighten the burden of scheme leaders’ voluntary 
involvement. 

Scheme committee meetings would be more efficient if they were better prepared and 
led to specific decisions, with a time frame and people in charge of their 
implementation. 
 
The first step to that effect would be to keep a minutes notebook in every scheme, as 
well as a meeting guide to help out Committee members. 
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A control panel with the scheme key performance indicators would help them evaluate 
at least on a quarterly basis, the progress made. 
The point is not to overload schemes with red tape, particularly in a rural context where 
the level of illiteracy is high, but to preserve the continuity of schemes’ action by 
keeping records of it. 

A communication plan has to be implemented. 
Writing clear and specific messages, selecting the appropriate media, the right people 
and the right places… All these elements put together may boost scheme membership. 
For example, in some schemes, the USH 3,600 contribution was perceived to be high 
for the “poor villagers” while elsewhere it is not considered expensive since “health is 
priceless”. And yet, the villages in question present similar social and economic 
characteristics. The only difference is that they were not sensitised by the same agent: in 
the former village the message focused on the fact that people are not as poor as they 
say they are, while in the latter, it focused on the importance of looking after our most 
precious possession, i.e. our health… 
One of the themes that should be brought up during the awareness-raising campaign is 
that there has never been a single case of embezzlement reported in the scheme. 
There have been so many cases of misappropriations in Luweero region that any new 
initiative where management is entrusted to local community members is suspected to 
be a future source of embezzlement. 
Schemes that have never recorded any such case in the past five years should use this 
exceptionally favourable situation as a lever to raise awareness. A possible message 
could be “in our scheme, in the past five years, zero embezzlement”. This zero would be 
a good slogan in such context. 

In terms of scheme backing, significant efforts have been made towards new schemes, 
to the detriment of the older ones. 
Since technical support is so important to schemes’ smooth operations, the older 
schemes have all suffered from that situation with respect to new membership and the 
quality of management.  
Similarly, the transfers of agents in 2005 were judged as “sudden” since the newcomer 
in question was not given the time neither to be introduced to the scheme leaders he was 
going to work with, nor to become immersed in the delicate reality of his new field of 
operation, when in the social field and particularly so in the Luweero context, “facts, 
gestures and words have great significance”. 

It is necessary to negotiate with the partner hospital and health centres to establish 
informal educational talks for patients that came for outpatient services. 
Before consultations start, the nurse or doctor could spend ten minutes to raise 
awareness on the fight against AIDS and malaria and encourage people to join the 
scheme to fight against financial exclusion which takes its toll on their health. 

Exchange visits between schemes should be organized within as well as outside the 
network. 
Board members would gain from drawing their inspiration from other experiences. That 
approach is adapted to adult learning and to a context where proverbs such as 
“intelligence is like fire, you can go to your neighbour for some” are frequently heard 
when talking with scheme members. 
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2. Programme management carried out by SHU 

The collaboration between SHU (an NGO created by CIDR staff members) and CIDR is 
a step towards the transfer of skills and the local team empowerment. 
The level of responsibilities is perceptible when comparing the SHU team to the staff of 
other projects still directly governed by a cooperation agency or an NGO. 
However, since relations between SHU and CIDR are not governed by a draft 
agreement, the dividing line between the two partners is blurry when it comes to each 
party’s level of responsibilities. 
SHU’s organization displays a consensus of action: staff members form part of a team. 
Each one is aware of what is at stakes, and everyone’s activities are known. Meetings 
are regularly held to plan, organize and evaluate activities. 

In order to further reinforce unity among team members and promote a collegial 
management approach, necessary for SHU’s internal cohesion, the job title of the 
person in charge should be switched from director to coordinator, while the functions he 
holds concurrently should be separated and dual signatures should be set up on the 
accounts. 

In terms of staff management, we have observed shortfalls concerning the recruiting and 
incentive systems, the written rules, the salary grid and professional development. 
Staff feels that human resource management remains unsettled. 

The SHU team has taken over a programme formulated by CIDR, and was not 
associated in the phase’s planning process. Consequently, the necessary links between 
objectives, results, activities and means are weak or not always well perceived.  
Thus, on one side, activities are planned according to the needs identified by each team 
member, on the other side, the cash flow plan refers to “the past, the annual budget and 
know-how”. Consequently team members may feel frustrated since they participate in 
the planning of activities but not in that of the resources necessary to conduct them. 

In the upper management team made of SHU’s four founding members, responsibilities 
are distributed among the departments that they head. 
But the departments are not yet operational when it comes to taking initiatives, 
introducing innovations, conducting activities or managing the budget. 
And yet, it is known that when the responsibility is collective, no-one assumes it or the 
director is left alone to handle it.  

Internal control mechanisms are not implemented at the project level: the functions of 
cashier, accountant, expense authorizing accounting officer and monitor, and hiring 
officer for the external auditor are all held by the same person. 

To limit risks, CIDR monitors the programme from afar (monthly examination of the 
accounting records sent via e-mail) and external audits are carried out once a year. 
It would not be sufficient if the project (or the NGO) was managed by a dishonest 
person. 
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SHU is already operational since it runs the Luweero project, but it has yet to prove 
itself in terms of improving its internal structuring (opening its Board to resource people 
external to the project, and actually exercising the functions as planned by the NGO 
constitution) and becoming more professional in the fields of technical competence in 
which it will be brought to specialize.  

In terms of resources, the programme needs a vehicle on a full-time basis. Trips as a 
team, work in the rainy season and even the credibility vis-à-vis the population and 
partners all call for such equipment. 

With respect to the scheme management and monitoring system, most tools will need to 
be changed. Those currently in use have been designed to monitor risks in a 
community-based health insurance scheme (see appendix 5), while the activity currently 
conducted is to a great extent that of health credit. The management and monitoring 
tools for credit activities presented in appendix 6 should be used. 
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IV. Conclusion 

The sustainability of individual schemes and their network must be viewed as a mid-
term objective. 
It is a fact that the programme has made it possible to solve real problems among the 
Luweero district population. 
Human lives have been saved thanks to the schemes. And the more the prepayment 
scheme movement grows, the healthier are its members. 

With the community-based approach where « people learn to help themselves », 
people’s mentality is starting to change and a self-managed mode of organization could 
be set up. 
Scheme leaders and SHU support staff are gaining new experience and learning new 
skills. 
Kiwoko Hospital and the district health authorities have discovered an alternative mode 
of health financing. They have realized that even poor communities, as long as they are 
well organized, have increased financial capacities. 

When evaluating the programme as a whole, we must admit that the current process or 
at least some of its constituent elements are viable. 
The major sources of weakness have been identified: scheme membership levels are too 
low; scheme leaders and SHU staff do not master yet all of their functions and tasks; 
and the environment is not particularly buoyant. 

Areas of improvement towards sustainability are the following: 
- boosting memberships and the number of schemes, 
- actually setting up the scheme network, 
- rationalizing scheme and network management, 
- building skills at the level of scheme Committee members as well as SHU staff, 
- motivating scheme Committee members, 
- elaborating an institutionalization diagram involving Kiwoko hospital in the set-up, 
- negotiating between SHU and the schemes’ network so the latter can gradually 

perform scheme promotion activities, collect contributions and manage the credit 
autonomously. 

- entering negotiations between the network and Kiwoko hospital to gradually 
transfer the functions currently held by SHU to the hospital. 
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V. Section three: appendices 
 

Appendix 1 Mission’s terms of reference  

Appendix 2 Sample balance sheet and income statement  

Appendix 3 Work programme 

Appendix 4 Guide used during the interviews 

Appendix 5 Monitoring of the cases of illness  

Appendix 6 Proposed credit management and monitoring tools  
 



 

  

APPENDIX 1 
 
 

TERMS OF REFERENCE FOR THE MISSION 
 
PROPOSED TERMS OF REFERENCE (TOR) FOR THE SECOND PHASE 
EVALUATION 
 
Impact 

Question 1: Has the target population been reached? Who are the members? (Source 
member survey 2003) 

Question 2: Has access to quality health care for the members improved? In terms of 
number of providers, extent of benefits and utilization. 

Question 3: Have the organizational levels improved in the area of operation? Are the 
scheme leaders now running the daily activities in the schemes? 

Question 4: What is the schemes’ impact on the partner health care providers in terms of 
financial resources and relationships with the target population? 

 
Sustainability 

Question 5: Has the first level of sustainability (financial and organizational) been achieved 
in a few schemes? 

Question 6: Is the SHU future network design viable from a financial point of view and 
acceptable from a social one? What is the healthcare provider’s perception of 
the proposed design? 

Question 7: How would Microfinance experts characterize the Luweero health credit 
schemes in terms of design, functioning, management tools? What are the 
strengths and weaknesses? 

Question 8: Is the SHU team capacity to support the schemes satisfying? 

 
Development process 

Question 9: How can the way SHU is creating and supporting schemes be assessed? 
Especially in terms of types of meetings, timing of activities, conditions set for 
further benefits, marketing and training programmes? 

Question 10: Taking into account the Luweero area environment and the resources put in the 
project since 1999, is the development level of the schemes satisfying? Could 
an expected time frame to reach the scheme’s network sustainability be 
projected? 

By Fredrick MAKAIRE and Claude MEYER 
In Luweero, Uganda 



 

  

APPENDIX 2 
 
 

SAMPLE BALANCE SHEET AND INCOME STATEMENT  
 
 

Seeta Health Prepayment Scheme 
Balance sheet as of July 22nd, 2005   
      

ASSETS LIABILITIES 
Item Amount Sub-totals Item Amount Sub-totals 

           
Fixed assets    Accumulated fund    
    0 Reserve fund 209,240  
     Surplus  47,400  
         256,640
Current assets    Long term liabilities    
       0 0
Cash  24,100 Current liabilities    
Bank 494,620 Revolving fund  244,280  
Debtors 20,000 Frozen fund 35,700  
  Unknown 2,100   
   538,720     282,080
Total  538,720 Total   538,720

 
 

Seeta Health Prepayment Scheme 
Income and Expenditure statement for the year ended as of July 22nd, 2005   

Expenditures Incomes 
Item Amounts Sub-totals Item Amounts Sub-totals 

Insurance expenditures    Insurance contributions    
Insurance cover 61,700 Insurance fund contributions 84,000  
Surplus 22,300     
   84,000    84,000
Management expenditures  Management contributions   
Transport 8,000 Management fund contributions 78,300  
Photographs 20,800 SHU subsidy 20,000  
Visitors (exchange of experience) 5,000 Money used from 05/06 contributions 1,500  
Launching 40,000      
Leaders compensation 17,500      
Stationeries 8,500      
Management surplus 0      
   99,800     99,800
Reserve fund   Reserve fund contributions    
Reserve fund surplus ,,,8,500 New members contributions   8,500   
   8,500     8,500
Other expenditures  Other incomes    
Surplus on discounts 16,600 Discounts received 16,600  
 Total  16,600     16,600
General surplus  47,400   

 



 

  

APPENDIX 3 
 
 

WORK PROGRAMME 
 
 
1. Scheme visits  

Timeframe 
Day Date 

Name of 
scheme 

Type of services 
provided 

District Comments 

Monday July 11th; p.m. Kamuli - Insurance 
- Credit 

Luweero  

Tuesday July 12th; a.m. Yandwe Credit Luweero  
 July 12th ; p.m. Kakabala Credit Luweero Elected officials can’t cope with working on 

a voluntary basis  
Wednesday July 13th ; a.m. Kayonza Credit Luweero  
 July 13th; p.m. Kiiya - Luweero Scheme closed. no activities carried out 
Thursday July 14th ; a.m. Kirowooza Credit Nakasongola  
 July 14th; p.m. Seeta - Insurance 

- Credit 
Nakasongola  

Friday July 15th; a.m. Mijjumwa Credit Luweero  
 July 15th; a.m. Kyendula - Insurance 

- Credit 
Nakasongola  

Saturday July 16th; p.m. Kiruuli - Luweero Scheme closed. no activities carried out 
Sunday July 17th; p.m. Kyanaka - Nakasongola Scheme closed. no activities carried out 

 
2. Meeting with health providers  

Date Provider Main purpose  Comments 
Monday, 
18/07 

Director of Kiwoko 
Hospital 

-Quality of care 
-Availability of drugs 
-Possible reasons for scheme weakening  

Good co-operation between the 
schemes and the hospital 
 

 
3. Meeting with health authorities   

Date Place Official Main purpose Comments 
Monday, 
18/07 a.m. 

Luweero Regional Medical 
Officer 

Courtesy visit  
Explanations on the current mission 
Value added by prepayment 
schemes 
Possible reasons for scheme 
weakening 

The RMO presented the governmental policy 
concerning the change in its position regarding 
health care financing. 
Is satisfied to be updated on the schemes’ 
overall working  
Wishes to remain informed about the schemes’ 
overall operations. 

 
4. Meetings with development partners  

The development projects (In-net, CBHC, UFA and UMU) referred to in the 2003-05 
programme (page 23) and supposed to be SHU partners are already closed, to the 
exception of the UMU. 

 
5. Meetings with SHU staff members  

Date Place Employee name Object Comments 
Saturday 
09/07/05 p.m. 

Luweero Frederick MAKAIRE, 
Coordinator 

to discuss terms of reference and program the 
mission  

 

Sunday 10/07/05 
p.m. 

Luweero Frederick MAKAIRE, 
Coordinator 

How does the SHU project work 
How does SHU work 

 

Monday 11/07/05 Luweero   to present the terms of reference 
to come up with a quick diagnosis of the 
schemes’ life 
to finalize the mission’s programme  

 



 

  

APPENDIX 4 
 
 

GUIDE USED DURING THE INTERVIEWS  
 
 
1. Questionnaire for Scheme members  

1. Kindly introduce yourself. your name, address, function in the scheme, date you 
became a member. 

2. What enticed you to join the scheme? 
3. How did the scheme get to your village? A little historic. 
4. What services does the scheme offer? 
5. Have you already benefited from a service provided by the scheme? If so, which? 

When? How many times? Are there other types of services that you would like to 
see covered by the scheme and that are not currently available?  

6. What are the main weaknesses that you have observed in the life of the scheme? 
Which weaknesses that have not yet been observed could possibly come up? Why? 

7. Which negative rumours have you heard about the scheme? Which of them is the 
most justified? 

8. You have members of your extended family and neighbours that have not joined the 
scheme yet. What reasons do they put forward? Are they justified? Explain your 
answer. 

9. Do you think that your scheme will go a long way? Explain your answer. 
10. Where do you get health care? How long have you been going there? 
11. Are you satisfied with the care you received there? Explain your answer. 
12. Do you have suggestions regarding possible health care  improvements? 
13. Do you think that the scheme is known and recognized as an organization 

participating in improving health care? If so, by whom? What proves it? 
14. Who runs your scheme? 
15. Are services provided by the scheme good? If so, what gesture in kind should be 

made in gratitude? If the service is poor, what should be done to improve it? 
16. What do you know about the project that supports the schemes? 
17. What more you would like the project to do? 
18. For now, schemes operate separately, each of them according to its means. Do you 

think that there would be a way for schemes to help each others? If so, how and 
with what? 

 
2. Questionnaire for Executive Committee members 

1. What are your main functions in the scheme? Do you feel capable to perform them? 
Why? 

2. What should be done for scheme Committee members to perform better their remit?  
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3. Questionnaire for non-scheme members  

1. Kindly introduce yourself  
2. What do you know about the scheme? 
3. How do you assess its activities?  
4. Do you think you may join the scheme one day? Why? 
5. Do you know other private organizations dedicated to improving health? If so, how 

do they do it? 
6. What are your proposals when it comes to improving the population’s health? What 

role do you think schemes could play in that regard? 
 
4. Questionnaire for project’s agents 

1. Kindly introduce yourself. 
2. What were the project’s objectives in the last three years? 
3. How did you contribute to reaching these objectives? Explain your answer. 
4. How do you foresee the schemes’ future? Why? 
5. What are possible reasons for scheme weakening? Why? 
6. What possible changes could be made in schemes’ services and operation? 
7. Do you think that the schemes will one day be able to operate on their own without 

project support? Explain your answer. 
8. What improvement could be made concerning the project’s methodology to support 

the schemes, so that the latter can perform better? 
9. When it comes to operating the project, what should be improved in terms of task 

distribution and staff incentive? 
10. Are you aware that one day the project will pull out to let schemes operate on their 

own? How far away do you think it should happen? Why? 
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MONITORING OF CASES OF ILLNESS  
MONITORING OF CASES OF ILLNESS: Third budget year: 2003-2004 

Name  
Family 
code  

Mbr 
code Association  Sex  Age 

Date of 
admission  

Date of 
discharge 

Total 
number 
of days  Ward Type of service Amount  Total bill Co-payment 

Mulikatete 4 3 Mijjumwa f 18 19-feb 27-March   Maternity Hospitalisation 107,200 107,200 - 
Namondo 
Catherine 8 4 Kayonza f   21-March 27-March 6 female Hospitalisation 29,400 31,400 2,000 
Namuli eflance 1 1 Yandwe f   21-April 30-April   female Hospitalisation 51,600 53,600 2,000 
Bogere tiff 4 1 Kayonza m   25-April 30-April   male Hospitalisation 29,700 31,700 2,000 
Kayitesi winnie 39 6 Kyeyindula f 1 02-March 10-March   ped Hospitalisation 41,400 41,400 - 
Nampijja 
Shamim 55 6 Kyeyindula f 3.5 11-March 14-March   ped Hospitalisation 22,500 22,500 - 
Kigongo Annet 17 9 Kyeyindula f 2 13-March 17-March   ped Hospitalisation 30,500 30,500 - 
Ganyana Moses 6 4 Kirowooza   14 30-April 01-May   male opd 6,300 6,300 - 
Nakawungu 
Ritah 9 4 Kamuli f 1.5 18-April 01-May   ped Hospitalisation 37,500 42,500 5,000 
Sentamu Joël 5 12 Yandwe m 1.6 12-May 15-May   ped Hospitalisation 27,400 29,400 2,000 
Nakakooza Betty 10 6 Kamuli f 14 12-May 15-May   female Hospitalisation 9,900 14,900 5,000 
Nakawungu 
Ritah 9 4 Kamuli f 1.5 09-May 13-May   ped Hospitalisation 39,000 44,000 5,000 
Nansubuga 
Jastine 31 2 Kirowooza f 25 21-May 21-May   opd opd 8,000 8,000 - 
Sentamu Joël 5 12 Yandwe m 1.6 15-May 21-May   ped Hospitalisation 43,100 45,100 2,000 
Bisegerwa 
richard 35 3 Mijjumwa m 10 18-May 27-May   male Hospitalisation 151,900 151,900 - 
Seguya Allan 10 3 Yandwe m 1.7 29-May 01-June   ped Hospitalisation 19,100 21,100 2,000 
Nakintu Resty 34 2 Mijjumwa f 20 19-May 29-May   Maternity Hospitalisation 70,000 70,000 - 
Nalongo Kalanzi 4 1 Kirowooza f 40 02-June 02-June   opd opd 2,400 2,400 - 
Nalukwago 
Harriet 1 2 Kayonza f 37 04-June 04-June   opd opd 3,000 3,500 500 
Nambazira 
Alayisa 10 2 Kayonza f 39 31-May 06-June   Maternity Hospitalisation 73,000 75,000 2,000 
Nalumansi Eva 1 3 Kayonza f 38 03-June 05-June   Maternity Hospitalisation 10,000 12,000 2,000 
Banvala James 21 3 Kayonza m 5 25-June 25-June   opd opd 3 000 3 500 500 
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MONITORING OF CASES OF ILLNESS: Third budget year: 2003-2004 

Name  
Family 
code  

Mbr 
code Association  Sex  Age 

Date of  
admission  

Date of 
discharge 

Total 
number 
of days  Ward Type of service Amount  Total bill Co-payment 

Namafalanga 
Margeret     Mijjumwa f 40 25-June 25-June   opd opd 7,000 7,000 - 
Kato Samuel 13 5 Kamuli m 0.5 08-July 10-July   ped Hospitalisation 12,200 17,200 5,000 
Babirye Sarah 13 4 Kamuli f 0.5 08-July 10-July   ped Hospitalisation 16,300 21,300 5,000 
Nalongo 
Senabulya 21 2 Kirowooza f 28 14-July 14-July   opd opd 9,550 9,550 - 
Ndiraba Jane 24 1 Kyeyindula f 44 14-July 14-July   opd opd 6,250 6,250 - 
Bukutega Edrin 42 3 Mijjumwa f 0.9 10-July 16-July   ped Hospitalisation 42,900 42,900 - 
Ndiraba Jane 24 1 Kyeyindula f 44 13-July 13-July   opd opd 16,500 16,500 - 
Kandahiro 
Mageret 23 2 Mijjumwa f 38 19-July 20-July   female Hospitalisation 22,200 22,200 - 
Lukooya Isma 59 2 Kyeyindula m 10 28-July 28-July   opd opd 4,750 4,750 - 
Lwanga Charles 8 10 Mijjumwa m 17 30-July 30-July   opd opd 6,400 6,400 - 
Lukooya Isma 59 2 Kyeyindula m 10 05-August 05-August   opd opd 5,800 5,800 - 
Namwanje Annet 42 5 Kyeyindula f 0.9 30-July 01-August   ped Hospitalisation 18,600 18,600 - 
Basirika Juliet 19 4 Kyeyindula f 16 09-August 09-August   opd opd 11,100 11,100 - 
Lunkuse 
Christine 26 8 Kyeyindula f 17 09-August 09-August   opd opd 11,150 11,150 - 
Nantume Mary 25 1 Kyeyindula f 22 14-August 14-August   opd opd 11,750 11,750 - 
Namaganda 
Hajara 59 6 Kyeyindula f 1 16-August 18-August   ped hospitalisation 15,700 15,700 - 
Sebunya Tito 10 5 Mijjumwa m 0.9 14-August 19-August   ped hospitalisation 33,700 33,700 - 
Lunkuse 
Christine 26 8 Kyeyindula f 17 24-August 24-August   opd opd 7,400 7,400 - 
Seguya Allan 1 3 Yandwe m 2 28-August 06-Sept   ped hospitalisation 51,000 51,000 - 
Sekabira Sande 7 3 Seeta m 8 02-Sept 11-Sept   male hospitalisation 41,500 41,500 - 
Nakajubi Sarah 1 2 Kyeyindula f 21 17-Sept 17-Sept   opd opd 5,300 5,300 - 
Bogere tiff 4 1 Kayonza m 50 19-Sept 19-Sept   opd opd 10,000 12,000 2,000 
Nakasi Amina 59 2 Kyeyindula f 24 23-Sept 23-Sept   opd opd 17,300 17,300 - 
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MONITORING OF CASES OF ILLNESS: Third budget year: 2003-2004 

Name  
Family 
code  

Mbr 
code Association  Sex  Age 

Date of 
admission  

Date of 
discharge 

Total 
number 
of days  Ward Type of service Amount  Total bill Co-payment 

Muleesa Isreal 23 1 Wannonda m 84 19-sept 27-sept   male hospitalisation 17,450 34,900 17,450 
Lwanga Charles 8 10 Mijjumwa m 17 30-sept 30-sept   opd opd 5,500 5,500 - 
Namaganda 
Madina 50 2 Kirowooza f 46 29-sept 29-sept   opd opd 7,450 7,450 - 
Mbaziira Paul 12 9 Kyeyindula m 63 10-Oct 10-Oct   opd opd 6,850 6,850 - 
Mukahigiro rose 33 9 Kyeyindula f 43 10-Oct 10-Oct   opd opd 6,250 6,250 - 
Kalule Elisa 8 3 Mijjumwa m   12-April 12-April   opd opd 3,500 3,500 - 
Kagya Esther 52 1 Kirowooza f 39 31-August 31-August   opd opd 3,750 3,750 - 
Nakibirige 7 4  Mijjumwa  f 30 04-August 06-Oct 60 tb Hospitalisation 40,250 80,500 40,250 
Nakintu Jane 1 22  Kayonza  f 1.8 25-Oct 03-Nov   ped Hospitalisation 24,800 26,800 2,000 
Nakyagaba 
Mageret 35 2  Kayonza  f 19 09-Nov 24-Nov   Maternity Hospitalisation 80,000 132,900 52,900 
Nakato Mary 2 5  Kakabala  f 3 29-Oct 04-Nov   ped Hospitalisation 42,500 44,500 2,000 
Nabumba 
Efulansi 5 2  Mijjumwa  f 28 30-Nov 03-Dec 3 female Hospitalisation 70,000 70,000 - 
Bossa Sam 2 4  Kamuli  m 0.2 20-Oct 26-Oct   ped Hospitalisation 39,100 44,100 5,000 
Nandugga Lydia 31 5  Kirowooza  f 20 04-Nov 08-Nov   Maternity Hospitalisation 10,850 10,850 - 
Akiiki Stella 29 1  Kirowooza  f 42 08-Nov 08-Nov   opd opd 8,150 8,150 - 
Kiyemba peter 6 8  Wannonda  m 1   01-Nov   ped Hospitalisation 22,000 22,000 - 
Sentongo Robert 43 9  Kyeyindula  m 26 20-Oct 20-Oct   opd opd 11,250 11,250 - 
Mukahigiro rose 33 9  Kyeyindula  f 43 20-Oct 20-Oct   opd opd 7,700 7,700 - 
Kigongo Annet 17 9 Kyeyindula f 2 08-Nov 08-Nov   opd opd 5,400 5,400 - 
Kaheeru e 2 9 Kyeyindula m 73 11-Nov 14-Nov   male Hospitalisation 35,700 35,700 - 
Mwenkanya 
Yafesi 62 1 Kyeyindula m 21 18-Nov 18-Nov   opd opd 4,000 4,000 - 
Byeseru 6 9 Kirowooza m   05-Nov 13-Nov       50,000 50,000 - 
Ssempa 69 1 Kyeyindula m 75 01-Dec 01-Dec   opd opd 8,200 8,200 - 
Ndiwabeena 63 6 Kyeyindula f 12 08-Dec 08-Dec   opd opd 10,200 10,200 - 
Kirumira 2 1 Kyanaka m 67 27-Nov 09-Dec   male Hospitalisation 80,000 81,000 1,000 
Nalongo Kintu 2 2 Kakabala f 40 29-Nov 10-Dec   female Hospitalisation 80,000 235,600 155,600 
Nalubega 32 3 Kayonza f 7 18-Dec 18-Dec   opd opd 4,300 4,300 - 
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MONITORING OF CASES OF ILLNESS: Third budget year: 2003-2004 

Name  
Family 
code  

Mbr 
code Association  Sex  Age 

Date of 
admission  

Date of 
discharge 

Total 
number 
of days  Ward Type of service Amount  Total bill Co-payment 

Nabaweesi Jane 18 3 Kamuli f 18 09-Dec 18-Dec   female Hospitalisation 65,000 70,000 5,000 
Nabakooza  26 1 Kakabala f 24 02-Jan-04       Hospitalisation 43,100 45,100 2,000 
Nakawunde 28 2 Kayonza f 24 05-Jan-04     Maternity   10,050 10,050 - 
Nakarija Aida 18 5 Mijjumwa f 10 07-Jan-04 07-Jan-04   opd   3,500 3,500 - 
Namaganda 
Lydia 30 1 Kayonza f 31 02-Jan-04 02-Jan-04   opd opd 11,050 11,050 - 
Kitakule 49 3 Kirowooza m 18 08-Jan-04 12-Jan-04   male Hospitalisation 45,800 45,800 - 
Tebajukira Sam 15 10 Kyeyindula m 3 16-Jan-04 16-Jan-04   opd opd 5,900 5,900 - 
Mukanga Kimbi 4 3 Mijjumwa f 14 21-Jan-04 21-Jan-04   opd opd 3,500 3,500 - 
Ssimbwa 3 8 Seeta m 0.7 23-Jan-04 25-Jan-04   ped Hospitalisation 19,700 19,700 - 
Nanono Joyce 3 2 Kyeyindula f 45 31-Jan-04 02-Febr-04   female Hospitalisation 9,200 9,200 - 
Alipotina Onen 42 1 Kyeyindula f 43 18-Febr-04 23-Febr-04   female Hospitalisation 42,700 42,700 - 
Bulya Christine 9 4 Mijjumwa f 14 21-Febr-04 24-Febr-04   Maternity Hospitalisation 23,000 23,000 - 
Nassali Jane 34 3 Mijjumwa f 2 18-Febr-04 22-Febr-04   female Hospitalisation 29,800 29,800 - 
Bakatego 42 3 Mijjumwa f 1.4 23-Febr-04 23-Febr-04   opd opd 7,250 7,250 - 
Nanteza Lukiya 1 5 Kayonza f 45 24-Febr-04 24-Febr-04   opd opd 18,350 18,350 - 
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PROPOSED CREDIT MANAGEMENT AND MONITORING TOOLS  
 

 
1. Cumulative repayment rate monitoring  

NETWORK   CREDIT PAYMENT RATE 2004 - 2005  
DISTRICT OF         INSTALMENT PAYMENT 2004-2005      
 Scheme # years of 

loan dis-
bursement 

Payment rate as of 
30/06/2005 

2004-2005 Maturity Advance 
+ on time 
+ late 
< or = three months 

Overdue 
> 3 months 
< or = 12 months

Total Delinquency 
to carry 
forward to 
2005-2006   

 Year 2002-2003 
Credits 

2003-2004 
Crédits 

Amount Amount % Amount % Amount % Amount % 

LUWEERO                         
Kayonza                         
Yandwe                         
Mijuumwa                         
Kamuli                         
Kakabala                         
Kiruli                         
Kiiya                         
Wabitunda                         
SUB -TOTAL                         
NAKASONGOLA                         
Kyendula                         
Seeta                         
Kyanaka                         
SUB-TOTAL 2                         
TOTAL                         
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2. Scheme risk position during the period from … to ….  

Loan # 
 

First 
name and 
surname 

Address Occupation Credit 
amount 

Loan 
disburse
ment 
date 

Date of 
first 
instalment 

Date of 
last 
instalmen
t 

Instalment 
amount 

Balanc
e 

overdue 
amount 

Deficiency 
amount 

Guarantor Collateral Comment 

               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
Total               
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3. Loan portfolio monitoring 

District Scheme position at beginning of 
budget year  

Disbursements during 
budget year  

Repayments during budget 
year 

Balance 

  Number of 
loans 

Loan 
amount 

Number of 
loans 

Loan 
amount 

Number of 
loans 

Loan 
amount 

Number of 
loans 

Loan 
amount 

                   
                    
                    
                    
                    
                    
                    
                    
                    
                    
                    
                    
                    
                    
                    
                    
                    
                    
                    
                    
                    
                    
                    
                    
Total                    
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