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I. Introduction 
 
A. Initiative of the action 

The feasibility study is the third and last feasibility study carried out in East Africa 
under a partnership agreement between CIDR and Evangelische Zentralstelle für 
Entwicklungshilfe (EZE), a german not-for-profit organization. 

EZE has been working in collaboration with church institutions involved in the 
management of health facilities in Kenya, Tanzania and Uganda and has a vested 
interest in researching durable solutions to the difficulties church hospitals encounter in 
reaching financial stability, in a context of decreasing external financial support.  

While collaboration between CIDR and EZE has been ongoing for numerous years, 
joint activities in the field of community based health insurance started in 1998.  

Since then, three feasibility studies on the possibilities of setting up community based 
health insurance program in the countries of Kenya, Uganda and Tanzania were carried 
out. Following these studies, a research action program was launched in Uganda in May 
1999 and a similar program is due to start in Kenya by Fall/Winter 2000. 

 
B. Community based insurance schemes 

The problematic of community health financing has been at the origin of a growing 
number of health insurance initiatives in East Africa, yet most of them follow the 
managed-care model (where health facilities are the schemes’ insurers). Community-
managed schemes are not as common. While they are probably more time-consuming to 
set up and slower to take off, they present the interesting feature of being based in 
existing social dynamics and of strengthening mutual help and solidarity. Principles 
characterizing a community based health insurance system are as follow: 
- A CBHI scheme belongs to its members who are fully accountable for it 
- The scheme is a not for profit entity 
- Membership to the scheme is on voluntary basis 
- The scheme is autonomous from the health care provider 
- The scheme is based on solidarity between members 
- All members are involved in the decision-making process. 

CIDR is involved in supporting the implementation of community based schemes 
through several research action programs in Africa. The end goal is to transfer all 
responsibilities at the local level so the CBHI schemes can be self-sustaining, 
technically, financially and legally. 
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C. Previous studies 

 
1. Identification study 

An identification study took place in November 1998. It helped map out the health 
context in Tanzania, identify other community health financing initiatives and identify 
possible partners for the feasibility study. The pre-identification of possible areas to be 
explored during the feasibility study also took place at that time. 

 
2. Feasibility study 

A feasibility study was conducted by CIDR in Tanzania from February through April 
2000, with the collaboration of the Christian Social Services Commission (CSSC), the 
Moravian Church of Tanzania and the Anglican Church of Tanzania.  

The study’s overall objectives were to confirm the feasibility of setting up a 
community-based health insurance scheme in Tanzania and to map out the conditions 
for the scheme’s social, technical and financial feasibility in the selected zone. 

Its specific objectives were as follow: 

With the communities: 
- Define the population’s needs for coverage of health care costs 
- Define with them the key features of the organizational structure of the scheme and 

the scope of their involvement in operating it. 

With the health provider: 
- Map out areas of cooperation between the scheme and the provider 
- Start discussions on the main aspects of a contractual agreement 
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II. Methodology of the feasibility study 
 
A. Study of the selected zone’s macro economic context 

Background information on the economic environment, social and health context was 
gathered throughout the study through formal and informal interviews with local actors, 
from District authorities to local operators of economic development programs, heads of 
cooperatives, bankers, church representatives, hospital and other health facilities’ staff. 
The information gathered from all of these discussions was essential to understand the 
socio-economic context of Mbozi district and to grasp the social organization and 
dynamics of its inhabitants. 

 
B. Village selection 

The feasibility study was designed around household surveys and subsequent 
discussions with villagers. In order to facilitate this approach, four villages were 
selected where surveys and discussions were conducted1.  

The first step was to pull data from the hospital registries on patients’ geographic origin, 
thereby mapping the hospital’s effective catchment area. Based on this data, a short list 
of villages and their corresponding hospital utilization rates was drafted as a basis for 
further discussions with hospital staff and District authorities, whose expertise on 
communities proved helpful in determining which of the villages would best meet the 
criteria listed below: 
- The selected villages had to be within geographic reach of health facilities and could 

be easily accessed during the survey period; 
- A significant percentage of the villages’ inhabitants had consulted at the selected 

hospital in 1999; 
- The selected villages were representative of the district’s economic, social and 

ethnic characteristics; 
- Villages had more than 2500 inhabitants in order to meet technical feasibility 

requirements of a CBHI scheme; 
- Villages’ authorities showed an interest in the project’s ideas and were willing to 

back researchers up.  

Based on these criteria, the villages of Isansa, Mbimba, Msia and Shiwinga were 
selected for the study. 

 

 

 

 

 
 
                                                 
1 Originally, five survey villages were to be selected, but due to time constraints, it was decided to narrow the 
study down to four villages in order to ensure close follow-up and more in-depth discussions.  
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C. Household surveys and village diagnosis 

 
1. Household surveys 

In each of the village, quantitative surveys were conducted among the population. 
Sampling was done ensuring representation of all of the villages’ administrative sub-
divisions (hamlets and ten-cells). Within each of these sub-divisions, a random selection 
of names was done. 

Three distinct surveys were administered to a total of 260 households and covered the 
following topics: 

 Health Consultation behavior and perception of quality of health care facilities  
(30 households consulted per village) 
Objectives: to understand people’s behavior and recourse strategy in seeking 
health care, reasons underlying that choice, and perceptions of quality and cost of 
care of the utilized facilities; moreover to calculate average health expenses for 
each given strategy, frequency rate for selected facilities, and provide data on 
morbidity. 

 Assessing populations’ financial difficulties to access health care, current strategies, 
their limits and populations’ willingness to plan ahead 

(30 households consulted per village) 
Objectives: to understand people’s strategies to finance their health care 
expenditures and their limits; to identify patterns of solidarity and mutual help; to 
understand people’s perceptions of financial and non-financial risks to get health 
care in given facilities; to identify and quantify patterns of seasonal and temporary 
exclusions; to get a first understanding of people’s willingness to plan ahead 
financially and resort to a collective scheme. 

 Household budgets (5 households consulted per village) 
Objectives: to get an in-depth look at how household budgets function: origin and 
periodicity of the household’s income and expenses, possible savings, strategies 
towards financing health expenditure and estimates of their contributive capacity 
towards this purpose. 

 
2. Village diagnosis 

In parallel to the quantitative surveys, discussions and meetings with villages’ key 
resource persons (authorities, socio economic group leaders, health and agricultural 
extension officers, teachers, etc.) were carried out to gather socio-economic information 
on the village and on its social organization, cohesion, solidarity poles and existing 
practices of mutual help as well as to validate the data obtained at the regional level. 

 

 
D. Data analysis and support mission 

Once all data was gathered, all quantitative and qualitative data obtained were analyzed 
during a technical support mission of a CIDR expert in order to draft a first set of 
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hypotheses of various “packages” of insurable risks and their corresponding premiums 
and to outline possible scheme organizational set-ups. These risk/premium projections 
and possible organizational options will be used as a basis for discussions in villages 
and with the hospital. 

 
E. Scheme formulation 

Two to three village-wide meetings took place in the survey villages. Their objectives 
were to: (i) discuss and validate with the villagers the findings of the quantitative 
surveys, (ii) assess villagers’ interest in the project’s idea and their involvement 
capacity in its design; (iii) to pre-identify some design elements related to the type of 
insurance product and scheme operational set-up best suited to the context and draw 
organizational hypothesis; (iv) gather elements on the financial, technical and social 
feasibility of a CBHI scheme in that context. 

In addition to these meetings, separate focus group meetings took place with a few socio 
economic groups to have more advanced discussions on the technical and social 
feasibility of a CBHI scheme in the context of their experiences operating as organized 
groups. 
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III. Local partners 
 
A. Health providers 

Mbozi mission hospital was identified as the designated health provider for the first 
phase of the schemes’ implementation.  

Fruitful discussions with the hospital management team took place throughout the 
study, during which their willingness to collaborate with CIDR in the implementation 
stage of the project was expressed. A letter supporting the initiative is included in 
Annex 5.  

The extension of the scheme to Vwawa government hospital will be reviewed towards 
the end of the first phase, at which point the hospital should have fully upgraded its 
services and infrastructure to meet its new prerogatives of District Hospital. 

 
B. Technical partners 

 
1. Christian Social Service Commission 

Founded in 1992 and located in Dar es Salaam, the Christian Social Service 
Commission is an ecumenical body whose main objective is to facilitate the provision 
of social services by the Churches of Tanzania. 

CSSC provides support to Church institutions involved in delivering health or education 
services. It facilitates, manages and monitors financial resources geared towards 
supporting social services, and is an active advocate of Church interests vis à vis the 
Tanzanian Government and Church partners abroad. 

CSSC’s health department has many functions: policy advocacy and research, health 
programming in the context of health sector reforms, support to district health services 
planning and management, strengthening integration of Churches health services in 
District Health System, strengthening Churches pharmaceutical services, facilitating 
establishment and management of Health Care Technical Services, institutional capacity 
building, and logistical and technical support to church health services. 

A Joint Church and Government Program for the sustainable development of social 
services in health and education was launched in 1992. The health component of the 
program addresses the following issues: integration of health services with a District 
focus, capacity building in management, improving and sustaining Church 
pharmaceutical services, establishing health care technical services in four centers in the 
country. 

 

 

CSSC was originally identified by EZE as a local partner for the feasibility study. 
Exchanges between CIDR and CSSC started several months prior to the beginning of 
the study. CSSC’s expertise was precious in pre-identifying zones and corresponding 
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missionary hospitals as well as facilitating our first contacts, among other places in the 
Ministry of Health.  

There is a common interest shared by both CIDR and CSSC to collaborate in the 
implementation phase of the project. One of the elements of collaboration could be 
providing technical support to the designated health provider to help them adapt to the 
requirements of a health insurance scheme. The terms of that collaboration need to be 
further discussed. 

 
2. Other technical partners 

 
2.1. Anglican Church of Tanzania 

ACT is well aware of CIDR’s interest in the CBHI approach, as it facilitated CIDR’s 
researcher’s visits of two ACT hospitals during the zone selection phase of the 
feasibility study. ACT showed a keen interest in the problematic of community health 
financing. 

 
2.2. Evangelical Lutheran Church of Tanzania 

ELCT has piloted in Northern Tanzania a provider-based community health scheme. It 
has been actively sharing its experiences and should prove an active member in a 
Tanzanian network on community health insurance. 

 
2.3. Tanzanian Episcopal Conference 

TEC is at the origin of a community based program in Dar es Salam. A lot can be 
learned from its experience 

 
2.4. African Inland Church of Tanzania 

AICT was interested on launching a feasibility study in Mkula hospital in Mwanza 
Region. 

 
C. Institutional partners 

 
1. Mbozi District Authorities 

Mbozi District authorities showed a keen interest in the problematic of CBHI schemes 
throughout the feasibility study. They are willing to provide further support to the 
scheme during the implementation phase. Terms of collaboration with the District 
authorities and particularly with the District Medical Office will need to be further 
discussed. 
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2. Tanzanian Ministry of Health 

 
The study objectives and methodology were presented in the Ministry of Health, to 
senior staff from several departments, among which the Health Policy and Planning 
Unit in charge among other things of the Community Health Fund, and the Health 
System Research Unit. The community-based approach to health financing was of 
interest to them and they asked to be kept informed of the outcome of the feasibility 
study and next steps. 

 13



  

IV. Localization 
 
A. Mbozi district 

Mbozi district is in Mbeya region in the South-western corner of Tanzania. It has a 
population of 476,900 unevenly distributed between two distinct agro-economic zones. 
The highlands where Mbozi mission hospital is located record population density 
ranging from 68 to 140 people per square kilometer.  While two major tribes are 
identifiable in the district, Wa-nyiha in the highlands and Wa-nyamwanga in the 
lowlands) they represent less than half of the District population and have been joined 
over the years by members of half a dozen other tribes. 

In Mbozi District, lands are fertile and the climate favorable to farming activities. 
Arable lands represent 80% of the District total area, a remarkable proportion 
considering that only 8% of lands are cultivated in the country. The district produces a 
substantial percentage of the total region production of beans, maize and cassava. It also 
produces more than 50% of the total regional coffee production. 

In spite of a relatively less homogeneous population in Mbozi district due to significant 
migrations into the District mainly for economic reasons, social cohesion is strong 
within each village and social dynamism can be reflected in the growing number of self-
managed economic groups and SACCOs (savings and credit cooperatives). 

 
B. Area selection criteria 

At the onset of the feasibility study, four missionary hospitals and their corresponding 
catchment areas were pre-identified with the assistance of the Christian Social Services 
Commission in Dar es Salaam (see map). Berega Hospital in Morogoro region’s Kilosa 
District Mvumi Hospital in Dodoma Region’s Dodoma Rural district, Mbozi Hospital in 
Mbozi District and Isoko Hospital in Ileje District, both located in Mbeya Region. 

A brief comparative macro survey of the zones’ socio-economic contexts as well as the 
health providers’ operating features, quality of care and interest in the study were 
determinant to select the survey area. While the providers’ profiles, technical 
competencies, and quality of care were fairly comparable, the variations in socio-
economic contexts in the four regions motivated the selection of Mbozi District as the 
area to carry out the rest of the study. A summary table comparing the four zones on 
these selection criteria is included in Annex 1. 

 
C. Reasons for selecting Mbozi district 

The district has good economic potential. Cash crops, particularly coffee, provide 
farmers with a regular source of income which makes it possible to the majority to 
contribute in cash to a health prepayment scheme. 
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In comparison to other places visited, the district is densely populated. This is an 
important factor of technical feasibility when setting up a CBHI scheme, as the wider 
the customer basis, the more stable the scheme. In addition,  in a dense area, the 
potential to expand the scheme, and thus strengthen it is also higher.  

Technical capacity and willingness to be involved in the management of the scheme is 
another factor.  Several donor projects have been involved in the district for several 
years and have been promoting participatory approaches to development. As a 
consequence, in many villages in the district, communities have been involved in 
managing and maintaining irrigation projects, health facilities and other agricultural 
projects. Coffee cooperatives, despite their shortcomings, have been in existence in 
villages for several years, and SACCO’s/SACCA’s (saving & credit 
cooperatives/associations) are developing throughout the area. Organized economic 
groups can also be found in most villages, a growing number of them involved in coffee 
growing and marketing. 

Social cohesion is strong at the village level, conflicts are rare and collaboration among 
villagers on collective activities is considered as normal and frequent. Solidarity and 
mutual help, although for the most part not formalized, are natural among people 
particularly at times of funerals, yet limited due to the high seasonality of their income.  

There is an identified exclusion from the health system due for the most part to this 
seasonality and is responsible for many deaths of people who could not afford to get 
care or had to delay getting treatment while looking for funds. There is an identified 
need for a scheme that could guarantee people access to health facilities all year round. 
A CBHI scheme would seem particularly adapted to this context.  

Mbozi mission hospital offers quality care at affordable prices. The Hospital’s 
management team was interested in collaborating in the study and later on in the 
scheme’s implementation. Preliminary discussions indicated that the hospital was 
willing to accept third party payment, an important component of a scheme’s 
attractiveness to its subscribers. The government hospital is currently upgrading its 
services and once fully operational could also become a second alternative for insured 
care offered to the scheme’s subscribers. 

It is a fact that Mbozi District is one of the better off districts in the country, and all in 
all not representative of the majority of Tanzania. However, experiences in the field of 
rural health insurance are very limited in Tanzania. We find it therefore necessary to 
first test the methodology in the most favorable context possible so it can later on be 
replicated to more difficult settings. 
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V. Description of existing situation 
 
A. Tanzanian macro-economic context 

 
1. Geography and demography 

Tanzania is bordered to the East by the Indian Ocean, to the South by Mozambique, 
Malawi, Zambia, to the West by the Democratic Republic of Congo (across Lake 
Tanganyika) Burundi, Rwanda and to the North by Uganda and Kenya.. It covers a total 
area of 945,090 square kilometers (see map on page 9). 

Tanzania features a wide range of terrains, plains along the coast line, central plateau 
and highlands in the North and South of the country. Consequently, its climate varies as 
well from tropical along the coast to temperate in the highlands. The country’s highest 
point is Mt. Kilimanjaro, at 5,895 meters. 

With a population growth rate of 3%, Tanzania’s estimated population for 1999 is about 
33 million inhabitants, with 44% of them being under 15 years of age. There are over 
120 tribes in the country, predominantly of Bantu origin. Despite the country’s size and 
ethnic diversity, there is a strong feeling of unity among Tanzanians reinforced by the 
fact that Swahili, the country’s official language, is spoken by everyone. English is also 
an official language and is the primary language of commerce, administration and 
higher education. 

 
2. History 

Tanganyika became independent in 1961, while Zanzibar obtained its independence in 
1963 from the United Kingdom. Tanganyika and Zanzibar joined on April 26, 1964 to 
form the United Republic of Tanzania. 

Tanzania’s independence and the whole post-independence era were marked by the 
leadership of “Mwalimu” Julius Nyerere and the experiment in Tanzanian socialism and 
self-reliance, proclaimed in the 1967 Arusha declaration. While the ujamaa system 
(villages formed to promote self-reliant collective farming, and thereby cooperation, 
social equality and responsibility) did not achieve the economic objectives set forth, it 
succeeded in improving the Tanzanian health and education system, and most of all, 
unifying the country. Strengthening Kiswahili as the lingua franca of Tanzania has also 
had a unifying and stabilizing effect in the country, virtually breaking down tribal and 
regional communication barriers. 

 
3. Politics and Administration 

The first presidential multi-party elections were held in November 1995. The ruling 
party, Chama cha Mapinduzi (CCM) won both presidential and parliamentary elections 
in the mainland as well as in Zanzibar. 

While election results were contested by the opposition, they were ultimately accepted 
on the mainland where Benjamin Mkapa was elected with 62% of the votes. However, 
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in Zanzibar controversial election results giving Salmin Amour 50.2% of the vote 
against the opposition CUF (Civilian United Front) candidate Seif Shariff Hamad 
created an uproar which resulted in the suspension of foreign aid to the island. 

Despite these tensions, Tanzania enjoys political stability under its current president, 
Benjamin Mkapa. The Tanzanian government is pushing forward its fight against 
corruption and policies emphasizing economic stability and liberalization aimed at 
growth and poverty reduction. The upcoming elections at national and local level which 
will take place in October 2000 are however casting shadows of uncertainty over the 
continuation of the current economic reforms being supported under the Mkapa 
presidency. 

Administratively, Tanzania is made of 25 regions. Its administrative capital is located in 
the center of the country in the town of Dodoma where Parliament holds its sessions. 
Yet, all other political and economic activities are concentrated in the port city of Dar es 
Salaam. 

 
4. Economy 

Tanzania is one of the poorest countries in the world, with a 1998 GNP/capita estimated 
at US$210 (average GNP/capita in Subsaharian Africa: US$480). The economy is 
heavily dependent on agriculture.  Agriculture accounts for almost half (46%) of the 
country’s GDP,  and employs 90% of the country’s population. Yet, due to topographic 
and climatic conditions, less than 8% of lands in Tanzania are cultivated. 

Main subsistence crops are maize, banana, rice, sorghum and beans. Main cash crops 
are coffee, cotton, cloves (in Zanzibar), cashew nut, tobacco and tea. Industry accounts 
for some 14 percent of GDP and is mainly limited to processing agricultural products 
and light consumer goods. The mining sector has good potential but is relatively 
undeveloped. The service sector and the informal sector are an increasingly important 
source of employment and make up 40% of the country’s GDP. Within the service 
sector, tourism is one of Tanzania's dynamic sectors and has shown significant growth 
in recent years. It accounts for about 5% of GDP. 

The combination of fiscal and structural reforms with development assistance has 
resulted in a real GDP growth rate of 3.4 percent in 1998. World Bank projections for 
the years 2000-2003 indicate an estimated growth rate above 5%. The overall 
macroeconomic situation is stable and the consumer price index inflation is down from 
over 30 percent in 1987 to 10.4 percent in 1998. 

 
5. Health status 

Perinatal/maternal diseases, malaria, diarrhea and AIDS are the main causes of death in 
Tanzania. Malaria and AIDS are more serious problems in Tanzania than in the rest of 
Eastern Africa (including Kenya, Uganda, Eritrea and Ethiopia), while improvements 
have been made in decreasing the number of diseases among pregnant women and 
children under five. 

Some health indicators 

Birth rate  40.37/1000 

 18



  

Death rate 16.75/1000 
Infant mortality rate 85 deaths/1000 live births 
Under five mortality rate 136/1000 live children 
Life expectancy at birth  48 years 
Fertility rate 5.4 children/woman 

Source: 1999 World Bank data 

 
6. Health care system 

In the 1967 Arusha convention, the Tanzanian government committed itself to take 
responsibility for meeting the populations’ health services needs, at no charge. Until the 
1990s, the Tanzanian government maintained universal and nominally free access to 
government health services, and discouraged for-profit private sector activities2, while 
letting charitable organizations continue their operations. 

By 1991, the government had put in place an extensive network of over 2,700 
government health facilities and 22,000 health workers, making basic curative care 
geographically accessible in rural dispensaries throughout the country. 

 
6.1. Organization and structure of the Health Care System 

 
6.1.1. Health care provision divided among government, mission and private 
facilites 

In 1995, there were about 3,300 rural dispensaries in Tanzania, 275 health centers, and 
190 hospitals, in Tanzania. While these numbers have been increasing steadily since the 
liberalization of the health sector, health facilities are still in short supply in comparison 
to the population size, with a coverage ratio of about 880 people for each hospital bed, 
and one health facility for 100,000. 

While the private for profit sector was banned from the health sector until the early 
1990’s, churches were never prevented from operating health facilities. With their 
traditional commitment to reach out to people particularly in rural areas, they have 
actually played an important role in meeting rural population’s health care needs in the 
country. Despite the opening up of the sector to private ventures in 1994, missionary 
hospitals still account for 40% of all the country’s hospitals.  

The private for profit sector has developed greatly in the past few years and runs about 
20% of the country’ hospital, and 18% of all dispensaries. The share of private facilities 
is expected to grow further in the years to come. 

 

6.1.2. The referral system 

The health pyramid is divided into three levels of care. From the bottom up is primary 
care with rural dispensaries which dispense basic care preventive and curative care, 
followed by rural health centers, which provide similar type of oupatient care but also 

                                                 
2 In 1977, the GOT banned private for profit practice in health care and did not reinstate before 1991. 
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can accommodate inpatients. At the next level are District, Regional and Referral 
hospitals. Tertiary care is handled by the four specialty (consultant) hospitals in the 
country. 

The Ministry of Health has put in place vertical programs in which care for specific 
diseases, such as tuberculosis, typhoid, AIDS and preventive services such as 
immunizations and Mother and Child Health and family planning, is provided at no 
charge. 

 
6.2. Health sector reform 

Since the 1990s, the health sector policy orientation has changed due to severe financial 
constraints, expanding demand for services, and declining service quality. Health sector 
reform proposals intend to redefine the role of the government in health care services 
through (i) decentralization of authority and budgets to the district level, (ii) 
implementation of various cost sharing options to improve efficiency and equity – 
National Health Insurance for civil servants and formal sector employees, and 
Community Health Fund  for rural population and the urban informal sector and (iii) 
promoting a public/private mix in health care provision where the private sector focuses 
on curative care and the public sector focuses on community and preventive actions. As 
part of the reform, cost sharing was introduced nation-wide in January 1993 at referral, 
regional and district hospitals. 

 
7. Health pre-payment initiatives 

A number of health insurance/pre-payment initiatives have been introduced in Tanzania 
in the past few years. Some are government programs (Community Health Fund and 
National Health Insurance), others are facility-based (Selian Hospital), community 
based (Mbuharati and Bima Ya Afya ya Atiman) or managed by private insurance 
companies.  

 
7.1. Community Health Fund 

The Community Health Fund is a facility-based voluntary prepayment scheme. It was 
launched as a pilot in Igunga District in 1996 by the Ministry of Health with the 
financial support of the World Bank. This scheme focuses on primary care, based on the 
realization that pattern of diseases in Tanzania is such that most diseases, can be 
handled in primary care facilities. 

 

 

In the pilot areas, the scheme was introduced jointly with user fees at the dispensaries 
and health center level. The mechanism is simple: people who join the CHF purchase a 
card for Tsh5,000 with which their whole family can get free access (consultations and 
drugs) to the dispensary/health center/hospital outpatient department of their choice for 
one year. Those that decide not to join the scheme are charged Tsh500 per consultation 
at the dispensary and Tsh1,000 at the hospital’s outpatient department. At this point, the 
scheme is heavily subsidized through a donor-funded matching fund (on a one to one 
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basis). The CHF is currently being tested in 10 pilot districts, and will be rolled out to a 
first wave of 37 pilot districts from July 2000. 

 
7.2. National Health Insurance 

The National Health Insurance scheme is in its final design stages. It is intended to 
cover all government civil servants and their dependents, corresponding initially to 
92,000 employees and over half a million people including their dependents. It will be 
funded by  mandatory employee contributions corresponding to three percent of their 
salaries equally matched by the Government, their employer. 

 
7.3. The Evangelical Lutheran Church of Tanzania (ELCT) provider-based 
community Health fund model 

The ELCT has been researching for several years the problematic of health care 
financing. As one of the element of this work, it designed several years ago its own 
provider-based community health fund model. First started in Machame Hospital it is 
now being piloted in several Lutheran hospitals. The example of Selian Hospital was 
presented at a 1999 Arusha workshop on Community Based Health Insurance. Selian 
Hospital launched its provider-based insurance scheme as a pilot in 1996. The scheme 
extends health and indemnity insurance services to employers in a peri-urban zone in 
Arusha District, through which 6,000 employees are covered, 1,500 members in the pre-
paid care program, and 4,500 in the indemnity insurance program. (source: presentation 
by Dr. Jacobson of the experiences in pre-paid hospital based health care at Selian 
Lutheran Hospital, delivered at the 1999 Arusha workshop on Community Based Health 
Insurance).  ELCT is promoting community health fund and disseminating its 
experiences to a wider audience through literature and targeted workshops. 

 
7.4. Mburahati Health Trust Fund 

Established in October 1997, this scheme covers members of a professional cooperative 
society engaged in metal and carpentry activities and operating in Dar es Salaam. The 
trust fund has a total number of beneficiaries of 78. With technical assistance from the 
SSMECA3 project, the scheme members actively participated in the design and 
implementation of their mutual health insurance scheme (source: ILO-STEP Cases 
study on Mburahati Health Trust Fund, June 1999). 

 
7.5. Bima ya Afya ya Atiman:  

This community based health insurance program was launched by the Catholic church 
in 1995 in the Msimbazi Parish, and later was joined by the Yombo Parish in 1997, both 
of them located in Dar es Salaam.  Both schemes have experienced sharp drops in their 

                                                 
3 SSMECA (Strengthening Small and Micro Enterprise and their Co-operatives/Associations) was a joint project 
between the International Labor Organization (ILO) and the Small Industries Development Organization (SIDO) 
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memberships. In 1999, membership went down to 20 in Msimbazi (after a peak of 1,570 
In August 1995) and 220 in Yombo (after having reached 460)4. 

 
7.6. UMASIDA 

UMASIDA is an umbrella health insurance organization for the informal sector in Dar 
es Salaam. It grew out of an ILO/UNDP project and started in 1995 with five informal 
sector associations, selected to participate in the scheme. 

 
7.7. National Insurance Corporation of Tanzania Limited 

Medical insurance represents only a fraction of this private for-profit corporation’s 
operations. This private company started offering basic coverage (hospitalization, home 
care, ambulance services), with optional benefits (OPD, maternity, optical, dental) and 
capital benefits (death, loss of a limb, etc.) in 1997 through individual and group 
policies. These policies are only available in two urban locations the cities of Dar es 
Salaam and Mwanza. 

 
B. General presentation of Mbozi District 

 
1. Geography and demography 

Mbozi district is located in Mbeya Region in the South-western corner of Tanzania, 
about 900 kilometers by road from Dar es Salaam. It is bordered to the East by Chunya 
and Mbeya districts, to the North it extends to Lake Rukwa and borders Rukwa region. 
To the West, it has a common border with Zambia, and to the South, it borders Ileje 
district and Malawi on a few kilometers. 

 
1.1. Topography and climate 

Mbozi district covers a total area of 967000 hectares, out of which 80% are suitable for 
agricultural or livestock keeping activities. The district can be divided into two distinct 
geological zones: the lowlands or Rift Valley which lie between 900m and 1400 m 
above sea level characterized by deep well drained volcanic soil and unreliable rains 
and the highlands, rising between 1400 and 2750 meters which are characterized by 
loam and reddish soil. These highlands are very fertile with arable lands and reliable 
rainfalls.  

The rainy season starts around October and ends in May. During that period, rainfalls 
range between 1350 mm and 1550  mm. Temperatures are mild from January through 
May, cold in June and July, and moderately hot from August through December. 

 

                                                 
4 Poor management at the dispensary as well as at the scheme level, lack of control mechanisms, dependence on 
subsidies and high staff turnovers were some of the causes of this drop in membership. 
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1.2. Population density and distribution 

The last national population census took place in 1988. Population growth is estimated 
at 3.4%, and total district population was estimated in 1999 at 476,905 people. 
Population is distributed unevenly in the district due to the above mentioned 
topographic and climatic variations. 65% of the inhabitants live in the Highlands, in the 
divisions of Igamba where lies Mbozi Hospital (population density: 70/sq.km), Iyula 
(68/sq.km) and Vwawa (140/sq.km). The lowlands divisions of Kamsamba, Ndalambo 
and Msangano are far less populated, with population density ranging from 19 to 26 
people by square kilometer. 

Division Number 
of wards 

Number of 
villages 

Pop 1988 
(census data) 

Pop estimate 
1999 (with 3.4% 

growth) 

Pop density 
estimate 

Igamba 6 44 96683 139661 70 
Iyula  4 25 48932 88394 68 
Kamsamba 3 20 47258 67527 19 
Msangano 2 7 16800 23601 26 
Ndalambo  6 28 48522 70091 25 
Vwawa 5 28 73024 87631 140  
district Total  26 152 331219 476905 43 

 
 

2. Administration 

Mbozi district is one of Mbeya region’s eight districts. As shown in the above table, 
Mbozi district is divided into six divisions which are themselves subdivided in 26 wards 
within which lie 152 villages.  

The District’s administrative organization is somewhat complex, with locally-elected 
officials (such as the District Executive Director) sharing responsibilities with 
executives appointed by the central government (District Commissioner).  

The divisions are central government entities, falling under the authority of the District 
Commissioner, while the wards, villages and hamlets authorities are elected local 
government representatives, supervised by the district executive director. 

On health matters, the District is responsible, through its District Medical Officer, for 
the operation and maintenance of all public health facilities, employment, supervision 
and training of health staff. Mbozi District was selected as a pilot district in the 
implementation of District Health Board, an integrant component of the Health reform. 

 
3. Economic activities 

The district GDP for 1999 is estimated at Tsh 45 billion5 while per capita GDP is Tsh 
95,000. The District economy is dependent for the most part on farming income. The 
agricultural sector provides income and employment to over 90% of the district’s 
population. Agricultural production is dominated by small-scale farmers, who produce 
most of the crops on small plots around their homesteads.  

                                                 
5 1999 exchange rate: 1 US Dollar = 700 Tanzanian shillings 
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Only a small portion of the population are engaged in commercial and industrial sectors. 
The latter sector is still limited to small scale enterprises which include maize grinding 
mills, brick making, carpentry and tailoring. Trade is concentrated in the trading centers 
of Vwawa, Mlowo, Tunduma, and to a lesser extent Iyula, Igamba, Halungu, Msangano, 
and Ndalambo. 

Mbozi district produces a substantial percentage of the total region production of beans, 
maize and cassava. It also produces more than 50% of the total regional coffee 
production. Other crops grown include sunflower, tobacco, cotton, paddy, sorghum, 
finger millet, sweet potatoes and simsim. 

Livestock keeping: In 1995, Mbozi district had over 200,000 heads of cattle, about 20% 
of Mbeya region’s total cattle herd. A significant increase in livestock numbers was 
recorded partly due to the immigration of pastoralists and their herds in the Lowlands. 
Ownership of cattle in the district, as in the rest of the country, is concentrated in a few 
households. It is estimated that only 25 to 30% of district population owns cattle. 

 
4. Agro economic zones 

The region can be divided into three distinct agro-economic zones: 

 Lowland zone: it consists of Kamsamba division (bordering lake Rukwa) and 
Msangano division. In that zone characterized by its flat plains, finger millet, maize, 
sorghum and some paddy are grown. 

 Coffee zone: located in the eastern part of the district, covers Igamba and Iyula 
divisions and most of Vwawa Division. It is the highest, wettest (800 to 2000 mm) 
and most densely populated part of the district. Much of the zone is hilly. There is 
unoccupied cultivable land, especially in the less fertile, North-Western part of the 
zone. The main cash crop is coffee. The main food crop is maize. Others are finger 
millet, cassava, beans, sweet potatoes, sunflowers and groundnuts. Many people 
practice mixed farming, by also keeping some animals (cattle, sheep and goats) 
alongside their cultivation activities. 

 Southwestern Plateau:  This zone lies between 1400 and 1800 meters. It includes 
Ndalambo Division and the South-western part of Vwawa division. It is 
characterized by low population density, especially in the North were there is plenty 
of unoccupied land and shifting cultivation is a common practice.  Average rainfall: 
900-1000mm. 

Crops grown include finger millet (main crops used primarily for subsistence, with 
surplus production sold for cash), maize, sim sim, and to a lesser extent, sorghum, 
beans and groundnuts. 

 
5. Social context 

 
5.1. Migration and ethnic groups 

The region’s economic potential and availability of land has attracted many migrants to 
Mbozi District, particularly from the surrounding Districts of Ileje and Kyela. In the 

 24



  

lowland area, large areas of unoccupied lands have attracted pastoralists from the whole 
region, and even country, such as the Masai (from the Northern regions of the country) 
and Sukuma (from Mwanza region).  

People of Nyiha origins are a majority in the highland area covering Igamba, Iyula and 
Vwawa divisions, while nyamwanga people are more present in the Lowlands. Migrant 
groups include wanda, nyakyusa, ndali, lambya, malila, safwa.  

The influx of migrants has further enhanced economic dynamism in the zone, but at the 
same time has affected access to social services. Because of the strong feeling of unity 
encountered all over Tanzania, there are no conflicts based on ethnic grounds in Mbozi 
District, despite the population’s mixed origins encountered there. The only conflicts 
recorded are those that oppose agriculturalists and pastoralists over land use and 
grazing. 

 
5.2. Social dynamism and self-organizing potential 

Collective activities, such as construction of school buildings, dispensaries, bridges, are 
common, and people accustomed to taking an active part in them. Village funds for the 
construction or rehabilitation of dispensaries, roads, or water wells are spreading in the 
District, and village committees have been set up to manage them.  

Liberalization of the economy and mistrust in cooperatives have pushed a growing 
number of people towards organizing themselves and creating their own economic 
groups. The District is promoting these activities by facilitating access to credit to 
women and youth groups. Similarly, people’s initiatives have been at the origin of the 
creation of a growing number of savings and credit institutions. There again, the District 
council is making efforts to support those initiatives through granting them one year 
loans. 

While people do not lack ideas nor dynamism, they lack technical and management 
skills. Training to teach them how to manage funds, and more generally how to use and 
develop their capacities seems to be a necessity to ensure the sustainability of their 
activities. 

6. Health status 

Despite standards of living that are comparatively high, and a favorable economic and 
climatic context, people of Mbozi district are nonetheless vulnerable to illnesses. Life 
expectancy in Mbeya region is only 45 for men and 48 for women. Child and maternal 
mortality rates are still on the higher side, with maternal mortality of 584/100,000 in 
1998, compared to 440 in the whole region, and early childhood mortality rate of 
91/1000. Despite abundant food crops, malnutrition is still noticeable in some villages. 
As in the rest of the country, malaria is the leading cause of morbidity (40% of all 
recorded cases of illnesses) and mortality (48% of recorded deaths) in Mbozi District. 
The district population is affected by other common diseases including skin and eye 
diseases, diarrhea, typhoid, anemia, sexually transmitted infections.  

AIDS: 
HIV prevalence is high in Mbeya region. Mbozi district is one of the most affected 
district in the region. Prevalence was 12% in 1998, and estimated at 16% in 1999. The 
exact number of HIV positive people in the district has yet to be determined. Screening 

 25



  

is not systematic in hospitals, and a good number of HIV infections and AIDS victims 
are not reported to the hospitals.  Yet what is clear is the devastating effect that the 
highway running from Lusaka to Dar es Salaam which crosses Mbozi district has had on 
the spreading of the disease.  

 
 

7. Other development projects in the district 

 
7.1. Health projects 

There are two large health related initiatives in Mbeya region that have activities in 
Mbozi District as well. The GTZ sponsored AIDS control program, with an IEC 
(Information Education Communication) component on HIV prevention, and the Family 
Health project, funded by DFID, which focuses on the uptake of high quality health 
primary services with particular emphasis on services to improve reproductive health. 
This project has a strong community participation focus to enhance their involvement in 
primary health care and the management of health services a the local level. 

 
7.2. Other projects 

Other projects are also being implemented in Mbozi district. The Agricultural 
Development Program Trust Fund (ADP) started its activities in Mbozi district in 1986. 
Its goal is to provide agricultural extension services to small farmers and improve their 
organizational capacity. ADP also provides farmers’ groups with saving and credit 
facilities. Another agricultural project, funded by IFAD ended in December 1999. It was 
providing similar services than ADP, focusing on extension work and with a strong 
rural finance. IFAD is expected to return to Mbozi District with a rural financial 
program in September 2000. 

 

The Village Travel and Transport Program (VTTP) funded by NORAD started its 
activities in Mbozi District in May 1999. Its aim is to improve population’s access to 
services, by improving rural transport infrastructure, promoting the use of intermediate 
means of transport (e.g. bicycles, ox carts), improving shallow walls and millings 
machines, etc. The project focuses its activities on  Iyula and Nsangano divisions.  

“Tanzakesho”, Capacity 21 is an initiative funded by UNDP that aims at  strengthening 
the decentralization process through capacity building for sustainable development at 
district, ward and village levels. Through this initiative, villages are being encouraged to 
create funds for social activities, such as education, transport, and health funds.  

Mbozi district was also supported for several years by DANIDA in the provision of 
drinking water, mainly by constructing piped water schemes. The guiding principle in 
the provision of water in the district is the full involvement of the community and cost 
sharing (people contribute to a water fund Tsh200/household/year). The DANIDA 
water project has ended. An education project is in the pipeline. 

Mbozi District has been entrusted with the implementation of most of the above 
programs, with the exception of ADP which has its own structure. In all other cases, 
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District staff has been detached or seconded to provide their support in terms of 
community outreach as well as program coordination. 

As shown above, there are currently many participatory initiatives taking place at the 
district level in various sectors. It will be important to engage in a dialogue with other 
development actors in the district to discuss possible synergies, complementarities and 
areas of collaboration. 

 
C. In-depth study in four villages 

 
1. Overview of surveyed villages 

Mbozi hospital lies in Igamba division. As gathered from data on hospitalizations 
collected at Mbozi hospital, some 55% of patients hospitalized there in 1999 came from 
Igamba Division. Within that division, Igamba Ward provided 23% of all inpatients, 
followed by Isansa Ward (12%)  and Msia Ward (11%). Vwawa division provided 
another 12% of the hospital inpatients, of which 6% come from Mlowo Ward, and 4% 
from Vwawa Ward (most of them from the township of Vwawa). 

Based on these considerations, and on criteria of  economic representation of the zone, 
homogeneity and social dynamism, three villages were selected from the Igamba 
division, each one of them located in one of the three wards mentioned above (Igamba, 
Msia and Isansa wards), and one from Vwawa division. A fifth village was originally 
identified in Msangano division to represent the Lowlands, Western part of the district, 
however, due to time constraints, distance and difficult access in the rainy season, it was 
not surveyed during the study. 

 
1.1. Isansa, Isansa Ward, Igamba Division 

Isansa village has a population of 6,610. It is the headquarter of Isansa Ward, and is 
located about 17 km away N.E. from Mbozi hospital, the nearest secondary level health 
facility. A rather high 6% of the village population was hospitalized at Mbozi Hospital 
in 1999.  

 
1.2. Shiwinga, Igamba Ward, Igamba Division 

Shiwinga has a population of 4983. The nearest primary health facility is five kilometers 
away, and Mbozi hospital is only 12 kilometers away. Its relative proximity explains the 
high hospitalization rate recorded for Shiwinga’s population in 1999 (6.5%). 

 
1.3. Msia, Msia Ward, Igamba Division 

Msia is the headquarter for Msia ward. It has a population of 5355. There is a 
government dispensary located in Msia, which was recently rehabilitated. Msia is 12 
kilometers away from Mbozi Hospital, but the road is not always passable in the rainy 
season.  
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1.4. Mbimba, Mlowo Ward, Vwawa Division 

Mbimba has a population of 3745 inhabitants. Of the four selected villages it is the one 
nearer Mbozi Hospital (8 kilometers). However, it is also only 4 km away from Vwawa. 
Despite its low utilization of Mbozi Hospital (1.5%), this village was selected in order 
to provide comparative data on people’s perception of both hospitals and identify 
reasons for selecting one facility over the other. 

 
2. Household income and household budget management 

Twenty surveys were conducted in the four villages to obtain data on household budget, 
specifically on the origin, allocation and periodicity of income, as well as on the 
structure and pattern of expenditure and savings mechanisms. 

 
2.1. Economic activities and income 

 
2.1.1. Average income 

Average annual income per capita was Tsh73,300. Average family size was 7 people 
per family. This figure is in-line with the 1999 estimate district-wide GDP per capita of 
Tsh95,000. 

 

 
2.1.2. Sources of income and seasonality: 

80% of interviewees grow coffee, in combination with other crops. For these 
households, dependence on coffee income is particularly high, as it accounts for 70% of 
their total income (56% of all twenty households’ income). Farmers complement their 
coffee revenues throughout the year with the sale of local brew (“pombe”), fruits and 
vegetables, and punctual sales of small quantities of maize, beans. 

Coffee  56% 
Produce (mainly maize and beans) 14% 
Petty trade (mainly local brew) 13% 
Labor/wage 10% 
Other 7% 

Data based on 20 household budget surveys 

 
2.1.3. Economic activities 

All surveyed own their land, with average plot size of  4.7 acres (median: 4 acres). The 
main economic activity was farming in 19 out of 20 cases. 75% of respondents kept 
some cattle at home (cows, goats, sheep and pigs). While animal husbandry is a 
common main activity in the lowlands (Western part of Mbozi district), it only comes  
as a complement to farming activities in the highlands where mixed farming is 
practiced. 
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a) Coffee 

80% of surveyed household are involved in coffee farming. Harvesting starts at the end 
of May and lasts about three months. Officially, the market opens in August at which 
point prices are set. Since the liberalization of coffee marketing, producers now have 
various options to sell their coffee. They can sell their production to a primary society 
(cooperative) which will then pay them a downpayment at the time of the purchase 
(typically in July through September, representing about 60% of total earnings) and the 
remainder based on the proceeds earned, usually in December (although payment delays 
of several months are frequent occurrences). A second option for coffee producers is to 
sell their production to private coffee buyers, who come around villages to buy coffee 
and pay the whole sum upfront at the time of the purchase, usually in July and August. 
Finally, some groups of farmers are now organizing themselves to take their 
productions themselves directly to the Coffee Board in Moshi without any 
intermediaries, in which case they receive their payments after coffee auctions have 
taken place in Moshi, at the beginning of the year. While developing, these independent 
farmers’ groups marketing their coffee directly are still rare in that district, and the 
majority of farmers therefore resort to either primary societies or private buyers. 

 

b) Maize 

Maize is the staple food in all households. During some times in the year, it is actually 
the only food consumed in many households. 

Although a food crop, some quantities of maize are sold as an additional source of 
income for the households, often to obtain quick cash to cover unforeseen expenses 
such as illnesses. Sale of maize starts in May, at which point sales prices are low. For 
convenience sake, many farmers sell their maize through middle men who come to the 
villages to collect their produce. Those that skip these middlemen and bring their maize 
directly to trading centers (e.g. Mlowo or Vwawa) along the main road get a higher 
profit margin on their sales. 

 
c) Beans 

While maize growing is a man’s activity, bean farming is an activity almost exclusively 
handled by women. There are two bean harvests a year, in March and June. Part of the 
crops is usually kept for household consumption while the rest gets sold. Beans are 
mostly sold through middlemen as well. Profits obtained from the sales of beans are 
relatively low, but are still useful complements to household incomes particularly as the 
harvest takes place in the difficult months of March and June when there is little else to 
sell or eat. 

Wide fluctuations in the prices of maize and beans have been recorded in the past few 
years. While prices were very high for both crops in 1998 and 1999, probably as a 
consequence of El Niño, prices have dropped dramatically this year. 

 
d) Local brew (“pombe”) 
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Brewing and selling beer is a woman’s activity in the surveyed area. Pombe is often 
brewed on a weekly basis and sold locally. 30% of the surveyed households were 
involved in brewing and selling activities. In these households, the income from the sale 
of pombe represented over 35% of total household income in the year, thus providing a 
steady and signicant source of revenues throughout the year. 

 
e) Labor 

The practice of selling one’s labor is not very widespread in the interviewed household 
(only 15% mentioned it as a source of income). Labor consists of helping out with 
farming and building activities (roofing and masonry).  Labor hire peaks at harvest time 
from July through October. Landless laborers are not common in the surveyed areas. 
This trend is nation-wide, as 88% of Tanzanian households own land. The practice of 
hiring people for farming activities is not common either (only three respondents out of 
twenty declared having hired some help during a short period of time). Typically, every 
able member of the family participates in farming activities thus minimize the need for 
outside help. 

 
2.2. Budget management 

Expenses can fall under three categories, according to the frequency of their 
occurrences: 

2.2.1. Expenses recurring daily or weekly 

Such as maize grinding, salt, soap, kerosene, cooking oil, sugar, meat and skin lotion . 
They represent on average 40% of household budgets with some seasonal adjustments 
due to the unavailability of cash during the first months of the year (e.g. less or no 
purchase of meat, sugar  and cooking oil during difficult months). 

 
2.2.2. Occasional expenses 

Occurring once or twice in the year, they represent over 50% of household budgets. The 
items recurring under this category are farming inputs (fertilizer, insecticides, weed-
killers, etc.) which represent 20% of total household budget and clothing for the family, 
another 20%. School expenditures (fees & uniforms) account for a relatively low 8% of 
total household budget. 15 out of the 20 surveyed households incurred primary school 
expenses, among which only two also incurred secondary school expenses6 (if 
removing these secondary school expenses from the sample, the share of school fees in 
overall budget drops to 4%). While primary school fees are a mere Tsh3,000 per year 
(which includes Tsh1,000 for games and sports), and children’s uniform cost on average 
Tsh3,000/uniform, expenses to put a child through secondary school are significantly 
higher and can be a serious drain on household budgets, if they can at all be afforded. 
Those fees vary greatly depending on the type of school (public or private), but in the 
samples taken were not below Tsh76,000. 

 

                                                 
6 According to the above mentioned World Bank Social Sector Study, only 3% of Tanzanian rural household has 
some secondary education. 
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2.2.3. Exceptional expenses 

They can be further divided into planned (e.g. weddings, births, house repairs, cattle 
purchase etc.) and unplanned expenses (death, serious illnesses). Exceptional expenses 
accounted for 10% of household budgets. Once again, due to the highly seasonal nature 
of income, households concentrated all planned major expenses in the period directly 
following harvest (from August to October), however problems arise to find funds for 
unplanned exceptional expenses such as serious cases of illnesses, particularly when 
they occur during the rainy season (December through May). 

 
2.2.4. Health expenses 

17 out of 20 households incurred health related expenses. On average, these health 
expenses represented 3% of their total budget, with an average yearly expense of 
Tsh12,500 (median 7,300). 

 
2.2.5. Difficult expenses 

As mentioned above, costs of secondary school education are typically difficult to cover 
by the minority of households concerned. 

More common and equally difficult to meet are farming expenses, particularly farming 
inputs. There are two ways for a farmer to purchase inputs: in cash which necessitates 
having the necessary funds at the time of the purchase, or on credit. The latter practice is 
usually available through primary societies which extend input loans to their members. 
Input loan reimbursements take place during the following harvest. This is a strong 
incentive for farmers to keep on selling some (if not all) of their coffee through primary 
societies in order to retain their membership and access these loans, despite recurrent 
trust issues and delays in payment of coffee proceeds. As explained above, due to the 
high seasonality of revenue, financing exceptional expenses, among which serious 
hospital bills, can prove very difficult several months in the year. 

 
2.2.6. Household cash flow pattern 

The chart below illustrates the patterns in budget management described above, with a 
high concentration of occasional expenses occurring in August and September when 
income is the highest. 

 Household budgets  -- income vs. expenses
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2.2.7. Savings: monetary savings less common than savings in kind 

Cash savings was not a very frequent occurrence among surveyed households, as less 
than 1/3 of respondents declared having some savings in cash. Only four respondents 
declared the amount they saved, which averaged Tsh103,000 (median: Tsh87,000). 
Villagers have a choice between depositing their funds at the bank in Vwawa, or in the 
savings and loans cooperatives that are developing throughout the District (two are 
currently operating in the surveyed villages of Msia and Mbimba).  

Savings in-kind (cattle, or farming produce such as maize) occured more frequently in 
the surveyed households: 60% of respondents owned cows or oxens equivalent to, on 
average, Tsh250,000. 

 
2.2.8. Conclusion 

In the survey area, the impact of high income seasonality on household budgeting 
patterns is obvious. 

Households have adapted their spending to that seasonality by incurring all of their 
main expenses during the coffee harvesting season from July through September, 
months when income is the highest: In the months when revenues are the lowest, 
December through June, and even though expenses are kept to the bare minimum, 
households have very little or sometimes no reserves to enable them to cover 
unexpected health bills or any other exceptional expenses. 

 
3. Health care providers 

There are 48 health facilities in Mbozi district, of which 2 hospitals, 6 health centers, 
and 40 dispensaries. The government owns 62% of these facilities, missions 21% and 
the remaining 17% are private for-profit facilities. A number of these facilities have 
been rehabilitated under the DFID-funded Family Health Project. 

 
3.1. Primary health care 

Due to the proximity of Mbozi mission hospital and Vwawa Governement Hospital, 
there are no government nor mission health centers in the area were survey villages 
were selected (there are however privately-owned health centers and dispensaries 
located in the trading towns of Vwawa and Mlowo). As for primary health care, the 
survey area is well covered by several government dispensaries. 

 
3.1.1. Available primary health care facilities for surveyed villages7 

 
Government Dispensaries Location 

                                                 
7 There are more government dispensaries in the zone, but the mentioned are the nearest available dispensaries 
and the only ones used by the surveyed population. The private dispensaries on the list are also consulted by 
inhabitants of surveyed villages. 
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Igamba Dispensary Igamba 
Isansa Dispensary Isansa 
Msia Dispensary Msia 
Private-owned Dispensaries  
Ilasi Health Center Vwawa 
Sifika Dispensary Vwawa 
Mbaya Family Health Center Vwawa 
Mlowo Coffee Curing Dispensary Mlowo 
Kromu Dispensary Mlowo 
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3.1.2. Overview of primary health care facilities – services, quality of care, 
pricing 

In government as in private dispensaries, services provided include outpatient 
consultations, maternal and child health care services, ante-natal care, family planning 
and deliveries, as well as counseling on STI (sexually transmitted infections). Private 
facilities also provide additional services,  such as laboratory and sometimes x ray 
facilities, minor surgery, and basic dentistry. Care and drugs are free of charge at 
government dispensaries. However, frequent drug shortages force patients to purchase 
their medication at private pharmacies. On the infrastructure side, improvements are 
being made, as many government dispensaries are being renovated and provided with 
new equipment. Good quality of care is the main selling point of private facilities. Short 
waits to see a doctor,  availability of drugs and modern equipment characterize private 
facilities. Maintaining high standards of services is costly, and those costs are reflected 
in the relatively high prices charged in private facilities. More detailed descriptions of 
three primary facilities of the area are included in Annex 2. 

 
3.2. Secondary Care 

There are two hospitals in Mbozi district, 15 kilometers from each others, that serve a 
total population of over 470,000 inhabitants. Mbozi mission hospital has 210 beds and 
is currently the District Designated Hospital. Vwawa Hospital, with 102 beds is in the 
process of upgrading its services and facilities to assume fully its role of District 
Government Hospital by July 2001. Consequently, competition between the hospitals in 
Mbozi and Vwawa is expected to be stiffer over the years to come. At the present time, 
Mbozi has higher technical capacities (x-ray facilities, a well-equipped lab) and benefits 
from a good reputation amongst its patients. Vwawa hospital is however more 
accessible than Mbozi as it is located near the main road and accessible by public 
transport, unlike Mbozi, located seven kilometers from the main road, and accessible 
only via bicycle-taxis, or private vehicles. 

 
3.2.1. Vwawa government hospital 

 
a) General description 

Vwawa government hospital has 102 beds. It provides preventive and curative services. 
The hospital admitted 7,323 inpatients in 1999 and 1,163 maternity cases.  

The Hospital employed 122 people in 1999, among which 2 medical officers, one 
assistant medical officer, one dental officer, 15 medical assistants, 9 nurses officers, 18 
trained nurses and midwives, and 59 medical attendants. The latter’s main responsibility 
is cleaning, but because of shortages of trained nurses they are asked to help out with 
patients as well.  

Although Vwawa hospital is the only government hospital in Mbozi district, in effect, 
its actual catchment area is rather small. In 1999, about 70% of the hospital’s inpatients 
came from nearby villages within a ten kilometer radius. At the moment, proximity is a 
strong incentive for consultation at Vwawa hospital. 
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As we will see in the next section, affordability of care is another determining factor in 
the decision to go to Vwawa hospital. 

 
b) Services offered 

New services have been added in the past year. An operating theater was built in 1999 
under the auspices of the Family Health Project. Subsequently, major operations started 
in October 1999. From October through December, 15 major operations (all of them 
caesarian sections) were performed. Operations are free, but patients are charged for the 
drugs they consume. Minor surgeries are also routinely carried out (360 cases in 1999). 

While laboratory services are now available at the hospital, there is at the moment no 
radiography department. Patients needing x-rays are sent to Mbozi mission hospital for 
further examinations. 

Drugs are supplied by the Government Medical Supply Department on a quarterly basis. 
Shortages are not frequent. Facilities are clean, but there are apparent shortages of bed 
sheets and mattresses in patient wards.  

Summary data for the year 1999 

1999 General wards Maternity ward Total 
Number of inpatients 7323 1163 8486 
Number of inpatient days 21508 2837 24345 
Number of beds 84 18 102 
Bed occupancy rate 70% 43% 65% 

 
 

c) Cost-sharing 

An admission card costs 300 shillings. For hospitalizations, patients are charged a one-
time bed fee of Tsh500. People are also charged for drugs and drips according to the 
amount dispensed. Patients are fed lunch and dinner at no cost. 

The practice of user-fees (cost-sharing) started in 1995 in Vwawa Hospital. In 1999, the 
hospital collected about Tsh 7.5 million from patient charges. From April 1995 through 
December 1999, user fees totaled about 33.8 million shillings. 

 
3.2.2. Mbozi Mission Hospital 

 
a) General description 

Mbozi mission hospital is under the authority of the Moravian Church of Tanzania. It is 
the District designated hospital (DDH), and with its 210 beds (of which only 169 beds 
can be used), it caters to the whole district, corresponding to over 470,000 inhabitants. 
In practice, 85% of  the hospital’s inpatients come from the neighboring divisions of 
Igamba (62%), Vwawa (14%) and Iyula (9%). 

The population residing in these three divisions total about 290,000 and is located 
within a radius of about 20 to 25 kilometers from the Hospital.  
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The hospital is supervised by a board made of four members from the government (of 
which the regional medical officer, and a representative from the Ministry of Health) 
and six members from the church (doctor in charge, Hospital’s administrator, priests).  

In 1999, the hospital had a total of 212 employees. Staff salaries are low. One of the 
consequences is a noted lack of motivation and commitment on the part of some of the 
hospital staff. 

 
b) Services offered 

The hospital offers preventive and health promotion services through its mother and 
child health care Clinic (prenatal care and family planning) and sexually transmitted 
infection clinic. In terms of curative services, the hospital features an outpatient 
department, operating theater, labor room, dental unit, physiotherapy unit, ophthalmic 
clinic and  inpatient department (5 wards: maternity, pediatric, male, female, 
emergency). Support services include laboratory services, infusion unit, radiology and 
pharmacy. 

The services provided by the hospital are at the level of (and even higher than) what is 
requested for a district hospital. There is a team of doctors trained to do basic surgery, 
and the hospital is well organized to handle emergencies.  

While the OPD department is functional, the inpatient wards appear dilapidated. The 
wards are small for the number of beds in each of the room, and often overcrowded. It is 
not rare during the rainy season to see “floor cases” in the pediatric and female wards 
(and at times in the male ward as well). 

Summary data for the year 1999 

 Total 
Number of outpatients 19,677 
Number of inpatients 8,777 
Number of inpatient days 52,555 
Number of major operations 450 
Number of minor operations 1,161 
Number of beds in use 169 
Bed occupancy rate 85% 
Average total cost per inpatient Tsh5,173 

 
There is a pharmacy on-site. Drugs are supplied by the Government’s Medical Store 
Department (MSD). Drugs are now purchased through a drug revolving fund to ensure 
the availability of funds to purchase drugs, and thereby the availability of drugs. 
However, drugs and medical equipment shortages from the MSD are frequent, which 
forces the hospital to buy additional medication from local pharmacies in Mbeya to 
minimize shortages on their patients. 

 

c) Cost sharing 

Cost sharing was implemented in Mbozi mission hospital in 1994. From August 1994 
through July 1999), 132.8 million shillings were contributed by patients. The share of 
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user-fees in the overall hospital budget has also gone up every year. In fiscal year 1998, 
user fees represented 20% of overall hospital budget, up from 10% the prior year. In 
fiscal year 1999, user fees totaled 60.2 million shillings, an increase by 25% in one year. 

 
d) Observed patients’ health expenditures 

Average overall hospitalization bill is relatively low at Tsh5,173. However, the chart 
below representing distribution of expenses among patients indicates that although the 
majority of bills fall below Tsh6,000, 14% of bills fall in the Tsh7,000 to Tsh10,000 
range, and 6% of observed expenditures are beyond Tsh20,000, which is not surprising 
considering that the average cost for a caesarian section is about Tsh21,000.  

Bills in that high range clearly pose require resorting to specific financing strategies that 
will be described in a separate section. It should be noted that in the difficult months 
when income is lowest, bills of that scale undoubtedly create exclusion. 

Average hospitalization costs incurred by patients in 1999 

 Average cost 
Hospitalization (all cases of hospitalization including operations 
and deliveries) 

Tsh5173 

Simple delivery Tsh4,471 
Caesarian section Tsh20,825 

 
 
 

Cost distribution for hospitalizations 
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Cost data obtained in Mbozi Hospital from a sample of 667 patient files (8% of all cases 
of hospitalization from January 1999 through December 1999). 

e) Payment policy 

In the outpatient department, including the dental unit patients must pay upfront for all 
of the care received (patient card, consultation, drugs and lab tests).  
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Usually, no credits are given to outpatients. In the event a patient comes for an OPD 
consultation without any money, which is not a frequent occurrence, s/he may be sent 
home to get money before s/he can receive a consultation. 

For admissions, a down-payment of Tsh2,000 per adult (Tsh1,000 per child) is 
requested at the time of hospitalization. In addition, inpatients are charged a small one-
time bed fee Once admitted, inpatients are requested to pay for the drugs they receive on 
a daily basis. If not an emergency, patients that need to be operated are asked to pay for 
the operation first, in the event the patient does not have the required amount, s/he is 
admitted and relatives sent out to go look for the necessary sum. 

Payment collection points: there are several cash collection points in the hospital: OPD 
pharmacy, x-ray, dental, admission room, labor room, and lab. The hospital is in the 
process of centralizing payments in one central collection point.  

While the hospital does not usually give credit to patients, in some cases it extends 
discretionary exemptions or arranges payment plans for patients facing financial 
difficulties. Granting exemptions is a time-consuming process, which sometimes require 
further investigation with village authorities, to check on patient’s financial position . 
This practice is therefore not widespread and agreements are reached on a case by case 
basis. In 1999, Tsh748,000 were granted delayed payments, of which Tsh403,500 had 
not been recovered by March 2000. The hospital has made the deliberate decision of not 
trying to collect unpaid balances, as it would involve costly and time consuming 
strategies which may not be worth it considering the small amounts to be recovered. 

The amount of unpaid and unrecoverable bills was significantly higher in some of the 
other facilities we visited where patients are asked to pay the totality of their hospital 
bill (minus their downpayment) upon discharge. The strict bill collection process put in 
place in Mbozi hospital to minimize the amount of unpaid bills and losses incurred in 
case of patient abscondments seem to been efficient, as the above mentioned total 
amount of unpaid bills by the end of the year 1999, corresponded to a low 7% of total 
user fees collected in 1999. 

 
f) Prospects 

In July  2001, once Vwawa Hospital has completed its upgrades and is fully operational 
to take over from Mbozi Hospital the responsibility of being the District Hospital, 
Mbozi Mission will go back to its original status of voluntary agency. This change of 
status will be accompanied by a loss of government funding that currently covers over 
half of the hospital’s expenses. This situation is challenging the Hospital management 
team and board to completely re-evaluate the hospital’s current operations and 
procedures (such as staffing policies, expenditures, sources of income, price-setting 
policies, etc.) and come up with strategic measures that will enable the hospital to 
remain competitive in its new environment. 

g) Conclusion 

Mbozi Hospital provides a full range of preventive and curative services, with a team of 
medical staff that ensure permanence of care. These are positive elements of 
acceptability and viability of a health insurance scheme. 
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While services are priced in order to be accessible to most, the hospital has in place a 
strict payment policy and eliminated access to care on credit. When cash is not readily 
available in households, these measures may create exclusions. Perceived as serious by 
the population, these exclusions (discussed in further details in chapter 7.1.4.2) are 
elements of the opportunity of setting up a health insurance scheme. 

 
3.3. Populations’ perception of health care facilities 

Equally important than the observed quality of care in various facilities is the perception 
people have of the care they receive. Ultimately, it is based on their perceptions of the 
designated provider that people will find a CBHI scheme attractive or not.  

Survey respondents were therefore asked to answer some questions on their perception 
of the health facilities they last used. 

 
3.3.1. Primary health care facilities 

 
a) Proximity as the determining factor to choose a primary care facility 

86% of respondents who went to government facilities mentioned proximity as the 
reason for their choice. It is interesting to note that two people also mentioned that they 
went to their ward’s government dispensary because it is “theirs” (they were referring to 
the contributions they had made to the rehabilitation of the facilities, which had given 
them a sense of ownership of the facilities). 

While the gratuity of care is seldom mentioned, it would clearly appear as a more salient 
factor in decision if private and public facilities were located closer to each other and 
competing at equal distance.  

In the instances when people turned to private dispensaries, the perceived quality of 
treatment (better and faster are the recurrent themes) and availability of drugs are the 
factors that motivate people despite higher costs of care. 

 
b) Perceived quality of care 

People were overall satisfied with the quality of care they received in primary health 
facilities. When asked if they would have gone elsewhere if they could have, 56% of 
respondents declared they would not have as they were satisfied with the treatment 
received (43%) and facilities were near (39%).  

 

 Quality of services : 
Quality of service was also considered good by the majority, yet a few people 
commented on a perceived shortage of staff and lack of staff supervision in 
government dispensaries. Some respondents advised that staff that should be more 
punctual and available during working hours and patients’ reception should be 
improved. Issues of staff giving preferential treatment or behaving poorly towards 
patients also came up during village meetings. 
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The lack of possibilities to carry out advanced examinations and to care for chronic 
illnesses such as tuberculosis or epilepsy in government dispensaries is also a 
recurrent complaint from respondents. Many respondents mentioned the need to 
upgrade their dispensaries to health centers. 

 Drug availability : 
The availability of drugs is understandably a recurrent issue for respondents, as in 
68% of cases, patients could not get all of the drugs they were prescribed in the 
government dispensary and were forced to go buy them in private pharmacies. In 
addition to numerous comments on the inadequacy of drug supplies, some people 
reported instances of staff in government facilities trying to sell drugs to patients 
rather than giving them free. Close supervision of the dispensing of drugs was a 
request for these people. 

 
c) Fears and worries about going to a government dispensary 

The above corroborates the findings from a second questionnaire in which a second 
group of respondents were asked about their fears and worries when someone in their 
family had to go to the government dispensary. Half of the 73 respondents that 
answered that question mentioned the unavailability of drugs as their first worry.  The 
fear of not having enough money for care was mentioned by 20%, an interesting result 
considering that they were talking about government facilities where care and 
medication should be free. Ten per cent of respondents worried about the risk of 
receiving inadequate care due to either bad treatment or the lack of equipment and 
laboratory facilities for further examination. It is also worth noting that abuses and 
humiliations from dispensary staff towards patients were mentioned as a fear to go to 
the dispensary by 7% of respondents. 

 
d) Conclusion 

Proximity is the determining factor in the choice of a government dispensary, while 
perceived quality of treatment (“better and faster”) was the main motivator for people to 
go to private facilities. 

Drug shortages are the main downsides of care provided in government dispensaries, 
and have an impact on patients’ attendance patterns in the facilities. They are not 
however significant enough to totally deter patients from using government facilities 
which are still the nearest and cheapest options to them. All in all people express overall 
satisfaction of the care received there. 

 

Private facilities are perceived by most as providing higher quality care. This is 
enhanced by the fact that in most of the private facilities in the area, there are 
laboratories on their premises  and additional examinations can therefore be carried out. 
The overwhelming fear identified by the second set of respondents regarding private 
facilities is that of not being able to find enough money to go to the dispensary (84%), 
while 6% are worried about inadequate treatment, and 3% about receiving expired 
drugs. 

 

 41



  

3.3.2. Secondary health care facilities 

87 respondents answered questions on their perception of the hospital they last visited. 
Out of these, 61% had gone to Mbozi Mission Hospital, and 36% to Vwawa 
government hospital. The remaining 3% went to Mbeya Referral Hospital and one 
person went to a hospital located in Morogoro. 

 
a) Reasons for selecting one hospital over the next 

- 90% of respondents elected to go to Vwawa Hospital because cost of care is low 
there. Easy access, good treatment and specialized care were the reasons that made 
up the remaining 10%.  

- 55% of respondents answered that they went to Mbozi Hospital as it was the facility 
nearest to their home. The technical level of the hospital (specialized care, range of 
services, and investigations) comes second in the choice factors (20%), followed by 
the hospital’s quality of care and reputation (9%). 

 
b) Perceived quality of care: 

People were overall satisfied with the quality of care they received in both Mbozi and 
Vwawa Hospital. However the following points could be noted: 

 Staff availability and waiting time 
In the case of Mbozi hospital, the lack of availability of medical staff during 
consultation hours and subsequent longer waiting time was a recurrent comment. 
The hospital is indeed facing some staff shortages and is planning on hiring more 
medical staff.  
In Vwawa Hospital, the long waits particularly in the OPD department were a 
known fact among respondents. While the majority found them acceptable, some 
explained that upon arriving at the hospital and seeing the line they would turn 
around and go directly to one of the nearby private facilities where the wait is 
typically much shorter.  
The issue of staff’s lack of motivation and poor commitment towards caring for 
patients as well as unprofessional behaviors (such as requesting bribes) were 
brought up repeatedly during the surveys as well as in village meetings.  

 

 

 Costs of care 
While the cost of treatment is Vwawa is considered cheap by a majority of people 
(71%), charges in Mbozi hospital bring about mixed feelings. A large minority 
(40%) still consider treatment costs cheap, while most people find the costs high 
and suggest they be reduced.  

 Drug availability 
Unavailability of drugs in hospitals where respondents received care was not as 
problematic as in the dispensaries. Shortages of drugs only occurred in 8% of cases 
(one case out of ten at Vwawa Hospital, and one out of 17 at Mbozi hospital). 

 Alternative to selected hospital 
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58% of respondents declared that they would have gone elsewhere if they had had 
the alternative. Their preferences went first to private (for profit) facilities (36%), 
followed by the regional referral hospital in Mbeya (28%). While private facilities 
are often accused by medical staff working in Missionary or Government facilities, 
of putting “money” ahead of “care”, patients’ perceptions are very different. It 
appears that people see private facilities as a high quality alternative to hospitals. 
The modern equipment, more personalized care and un-crowded waiting rooms 
undoubtedly give that positive impression to patients. While cost of care is a serious 
barrier to accessing private facilities, private health care providers should 
nonetheless be regarded as serious competitors to both Mbozi and Vwawa Hospital, 
and particularly to the latter, as three private facilities can be found within one to 
two kilometers of the hospital. 

 
c) Conclusion 

Perceived quality of care is essential for the selection of an insurance scheme’s 
designated provider. While for the most part, patients are satisfied with care and 
services both in Vwawa and Mbozi hospitals, people still perceive care provided at 
Mbozi Hospital as of higher quality than that of Vwawa (several mentioned that quality 
of treatment was improving in Vwawa Hospital).  

Yet Mbozi hospital still has room for improving the perceived quality of its care. Staff 
availability is one aspect that could be improved. More importantly, the issue of bribes 
mentioned by a few respondents must be taken seriously and looked into carefully by 
hospital management and as it can be an obstacle to the sustainability of a community 
based health insurance scheme. 

 
3.4. Population’s consultation behavior 

 
3.4.1. Morbidity 

94% of surveyed households had a minimum of one case of illness at home in the year 
1999. Total number of cases was 284 during that year, with an average of 2.4 cases per 
family. While over 50 different illnesses were given by respondents, the overwhelming 
majority of cases were malaria (52%), followed by fever (15%), stomach problems 
(8%), and pneumonia (4%). 

3.4.2. Preliminary recourse 

Prior to consulting health facilities, about 20% of the household surveyed first self-
diagnosed their health problems and then turned to self-medication. In one case out of 
six, the patient used natural medicine (plants), while in the remaining cases (83%) 
purchased drugs without any prescription at private pharmacies or on the  black market. 
Average cost paid was Tsh820. The relative low number of people resorting  self 
medication may be explained by the fact that government dispensaries provide free care 
and free medication (as long as they are available) and are therefore readily visited by 
patients. 

 
3.4.3. First recourse 
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The table below illustrate the first step of a patient’s itinerary in the health care system. 
Patients’ consultation patterns clearly show that the cost of care is the key factor 
determining a patient’s first recourse whether their illness requires hospitalization or 
not. The  majority of patients turn to the practically free alternative offered by 
government dispensaries, while patients that do not have access to these dispensaries 
turn to the second cheapest option, the government hospital’s OPD department. 

Recourse type Number of cases % Average cost 
Outpatient care 186 100%  
Government dispensary 130 70%  530 
Government Hospital – Outpatient care 30 16% 1350 

MISSION HOSPITAL – OUTPATIENT CARE 11 6% 1840 

Private Dispensary – Outpatient care 15 8% 3365 
Inpatient care 71 100%  
Government Hospital – Inpatient care 39 55% 3350 
Mission Hospital – Inpatient care 26 37% 7220 
Private Dispensary – Inpatient care 6 8% 5370 
Total OPD + IPD 257 100%  

 
It should be noted that the type of recourse selected is directly affected by the location 
of the patient households and the availability and type of health care providers in his/her 
immediate surroundings. Results from the above table should therefore not be 
generalized outside of the surveyed villages. Nonetheless, some conclusions can 
however be drawn from this data. 

Recourse to Mbozi mission hospital and private dispensaries which total 14% of first 
recourse outpatient consultations, can be explained by patients’ perception of these 
facilities’ quality of care as well as technical availability such as laboratory facilities, as 
described in the previous section.  

Efficiency of the first recourse: 
In 76% of cases, patients recovered after the first recourse. In 4 cases (2%), the patient 
died and in 58 cases (23%), the patient did not recover or only partially recovered. 
However, only 47 patients out of these 58 (81%) went on to pursue their treatment at a 
second facility. When probed why they abandoned looking for treatment, respondents 
mentioned the lack of funds as the primary reason for the interruption. 

3.4.4. Subsequent recourses 

The following table illustrate the rest of a patient’s itinerary, should the first recourse 
have failed.  

 Second recourse Third recourse Fourth recourse 

Recourse type How 
many 

Average 
cost 

How 
many 

Average 
cost 

How 
many 

Average 
cost 

Outpatient care 26  6  0  
Government dispensary 3 1000 1 3000 0 n.a. 
Government Hospital – Outpatient 
care 

2 2900 0 n.a. 0 n.a. 

Govt Referral Hospital 3 8000 0 n.a. 0 n.a. 
Mission Hospital – Outpatient care 11 4000 1 3000 0 n.a. 
Private Dispensary – Outpatient care 7 5385 4 6675 0 n.a. 
Inpatient care 18  2  0  
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Government Hospital – Inpatient 
care 

2 15000 0 n.a. 0 n.a. 

Mission Hospital – Inpatient care 15 5170 2 48500 0 n.a. 
Private Dispensary – Inpatient care 1 6000 0 n.a. 0 n.a. 
Traditional Healer 3 3500 2 26000 3 1660 
TOTAL 47  10  3  

 
As can be expected, in the second and third recourses, the share of hospitalizations 
increases as the illness is either serious enough from the beginning which explain the 
failed recourses, or get more serious the longer people wait.  The wait between 
recourses is often motivated by lack of financial resources, as people have already been 
charged in the first recourse and need to replenish their funds before moving to the 
following recourses, which they expect, rightly so, to be more pricey than the precedent. 

Traditional healers are sometimes part of a patients’ consultation itinerary, particularly 
in the latter stages of the illness, when other recourses have proved unsuccessful. While 
rates charged by these healers vary a great deal from one to the other (ranging from free 
care to treatment costing a cow), is important to note that many people go to healers 
usually accept to extend credit to their patients. In difficult financial times, patients 
therefore may turn to healers when they run short of money. 

 
3.4.5. Deliveries 

54 cases of deliveries were recorded in survey households in 1999 (which corresponds 
to 45% of households). In four deliveries out of ten, women delivered at home, 
sometimes with the help of traditional birth attendants (TBAs), and in 17% of cases 
women went to government dispensaries. The remaining 42% of women delivered at 
the hospital. The costs for delivering in Mbozi hospital (Tsh4,000 for a simple delivery ) 
combined with transport costs make delivering at Mbozi Hospital a luxury that many 
women do not afford.  

 

 

3.4.6. Conclusion 

While low cost alternatives are favored in the first recourse to health care, the Mission 
hospital is the reference hospital past the first recourse for reasons already explained: 
availability of detailed examinations, lab facilities, technical expertise and perceived 
quality of care, combined with the relative geographical proximity of the facilities from 
the patients’ homes.  

The high number of home deliveries may be attributed in great part to financial 
limitations. Including deliveries in the basic insurance package would be expected to 
have a positive impact on maternal and infant mortality in the zone by improving 
pregnant women’s access to health facilities.  

Patients’ abilities to finance their treatment decreased for each new recourse they 
underwent. On the one hand the cost of each new recourse is often higher than the past 
one, and on the other hand, financial resources have been depleted in unsuccessful 
attempts. Respondents were frequently forced between treatment to look for money to 
pursue their patients’ treatment. 
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D. Access to health care 

As it has been developed below, access to the health care system may be restricted for a 
number of reasons. There may be difficulties linked with the physical access to the 
facilities (bad roads, lack of transportation), as is the case in some part of the district 
particularly during the rainy season, or as frequently occurs, they may be linked to the 
lack of financial resources in a household at the time they need to get treatment. Prior to 
look at the risks and exclusion linked to illness occurrences, a description of the type of 
costs incurred for a case of hospitalization is included below. 

 
1. Cost of care 

Costs associated with an episode of illness go beyond those incurred at the health 
facilities, particularly in the case of hospitalizations. Households may need to pay for 
transport, food and lodging for the patient and his/her attendant, additional medicine, 
etc. While the cost of hospitalization itself may be within a household’s reach, once 
those additional costs are added, funds might not be sufficient. Transport expenses, 
although optional as free alternatives may be used , make up the bulk of these expenses. 

 
1.1. Transport means and costs 

 
1.1.1. Transport situation 

There are no ambulance services available at any of the health facilities in the district. 
People either have to use their own transport (mainly bicycles), get a seat on a passenger 
vehicle when one goes in the right direction, or as a last resort, hire a private vehicle. 

Transport options and their associated costs vary significantly from one village to the 
next, depending on the proximity to the main road, availability of transport, and distance 
from the health facilities. 

 
1.1.2. Transport cost 

As displayed below, among the 47 surveyed households that incurred transport costs to 
get to the hospital, total average episode shot up to $17,200, with transport costs 
amounting for over 40% of the total cost and practically equivalent to the amount spent 
on the hospital bill. 

 Transport costs Hospital bill Food Other Total 
Average 7020 6730 2440 1010 17200 
as % of total cost 41% 39% 14% 6% 100% 

 
Overall average transport cost (compiled transport, ranging from Tsh200 to hire a from 
bicycle taxi to Tsh30,000 to hire a car) amounted to Tsh7,020. The cost of hiring a 
private vehicle to get from one of the survey villages to Mbozi hospital ranged from 
Tsh20,000 to Tsh40,000, most people’s capacity to pay.  
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Due to the high costs of transport to get to a health facility, the majority of patients 
surveyed (66%) turned to less speedy but free (for the most part) alternative means of 
transport: they were either carried to the hospital on the back of a bicycle (62%) or 
walked (4%). Only 1/3 of surveyed respondents got to the hospital by car, whether hired 
or as a passenger in public transportation if near the main road. 

 
1.2. Conclusion 

Peripheral costs much be taken into account in order to estimate the full cost of health 
expenses incurred for a given illness episode. Transport comes as the largest source of 
expenses outside the hospital bill. The difficulties people face in finding affordable 
transport to get to the hospital are such that  inclusion of transport coverage in the 
insurance product seems necessary.  

The breakdown of the total cost of care per episode indicates that limiting coverage to 
hospitalization costs will in fact only cover 40% of the financial risks (see table above), 
while by including transport in the basic package, 80% of total costs incurred would 
then be covered by the scheme.  

High costs of transport can be barrier to accessing health care, and the causes of much 
worries and at times exclusions from accessing health care. 

 
2. Risks and exclusion from the health care system 

There are observed exclusions and potential risks that occur at the time of the illness. 
The anticipation of these risks are reflected in the fears expressed by survey 
respondents. 

2.1. Fears 

92% of respondents declared having fears when someone in their household has to go to 
the hospital. The main fear is that of not finding enough money to pay the hospital bill 
(91%) or not enough money for transport (80%). Other fears are listed below: 

FEARS OF FINANCIAL NATURE YES NO 
Fear of not finding enough money to pay for hospital bills 91% 9% 
Fear of not finding enough money to pay for transport 80% 20% 
Fear of becoming endebted 78% 22% 
Fear the sick person won't be able to work and provide income 71% 29% 
Fear to be obliged to sell capital goods 69% 31% 
OTHER FEARS YES NO 
Fear of the seriousness of the illness 96% 4% 
Fear of receiving inadequate treatment 75% 25% 
Fear not to find transport means soon enough 69% 31% 
Fear of not being able to look after household 56% 44% 
Fear of not being able to find an attendant for the sick person 30% 70% 

 

2.2. Exclusions 

Different types of exclusions could be observed from survey data and interviews. 
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2.2.1. Seasonal exclusion  

Exclusions  are directly linked to the seasonality of income, and are more pronounced in 
the months of December through June, as explained below. 
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The period from December through May was identified as the most difficult one for the 
majority of respondents. Main reasons expressed were the lack of produce left in the 
household for sales, as well as the heavy expenses incurred for farming activities that 
considerably deplete household resources. In addition, a number of households 
attributed their lack of resources during that period to poor budgeting on their part. 

 

Reasons why some months are difficult (several answers could be given) 
No produce left to sell and/or no money left from the sale of coffee 62 
Money spent on farming needs 44 
Money spent on clothes  10 
Money spent on school fees   8 
Other (poor budgeting, health expenses, delayed payment for produce sold on 
credit, construction, debt reimbursing, drinking) 20 

 
 

2.2.2. Total exclusion 

Seasonality, or absence of cash may lead some patients to not be able to access health 
care for financial reasons. 120 respondents were asked whether in the past year it had 
happened that one or several family members could not go to the hospital while they 
urgently needed care. Answers to this question enabled us to get an idea of total 
exclusion rate in the surveyed villages.  

 Light illness/outpatient Serious illness/inpatient 
Exclusion rate 3.2% 17% 

 

In 46% of serious illnesses excluded, the lack of care resulted in the death of the patient, 
while in 23% of the cases, the patient did not recover (two were still at home waiting for 
treatment at the time of the interview while one had to undergo an abortion). 
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When the above results were presented during village meetings, people thought that 
these rates seemed below the reality. People perceived that total exclusions touched 
many more people than identified in the survey. They suggested in addition that 
respondents may have hesitated in responding truthfully to this question as they might 
be ill at ease to disclose that their financial difficulties resulted in their incapacity to 
take care of a sick family member, and may even have resulted in the member’s death. 

 
2.2.3. Partial exclusion 

It sometimes happens that a patient does not have enough money to complete his/her 
treatment and is consequently forced to interrupt it. Although this type of exclusion 
could not be quantified through the surveys, it was a recurrent issue pointed out by 
villagers as well as by hospital staff. The outcome of treatment interruption on patients’ 
health is obvious. The patient will take a longer time to recover (or may even not 
recover at all) and later can even develop a resistance to certain types of drugs. In some 
facilities, arrangements are sometimes made with patients on a case by case basis to 
enable them to finish treatment on credit. 

 
Example: At Mbozi hospital, we were told that patients sometimes run away (abscond) from the 
hospital when they have no more money and can no longer afford treatment. In some cases, 
inpatients can try to negotiate with the hospital’s administration deferred payments to enable them 
to complete their treatment on credit. 
 
 
Patients that come to the hospital for outpatient care with limited funds are sometimes given the 
necessary dose of medicine for the day and sent home with a prescription so they can buy the rest 
in a private pharmacy or if they live nearby are asked to return with the task of finding the 
necessary money to return to the hospital to complete their treatment.  

 
 

2.2.4. Temporary exclusion 

This is the most frequent type of excIusion recorded in the survey villages. As referred 
to in the above section on consultation behavior, people sometimes spent several days 
waiting before going to a health facility, particularly between recourses. Reasons for the 
wait varied, but in the majority of the cases, lack of money was the first and foremost 
reason mentioned by respondents for not having gone right away to the hospital or 
dispensary.  

41% of respondents answered having had to wait several days before going to the 
hospital last time they needed to go as they were looking for the necessary sum. An 
additional 6% mentioned the lack of transport (either because of their inability to pay 
for transport, and at times because of the unavailability of a vehicle to hire to get to the 
hospital). Average waiting time was five days.  

The consequences of that wait on patients’ health can be serious, and sometimes lead to 
their deaths. Hospital staff mentioned many cases of patients that got admitted in very 
serious conditions and died shortly after their arrival because they waited too long 
before presenting themselves to the hospital. 

At the time of one of our first meeting in the village of Mbimba, funerals were taking place in the 
village. We were told that the parents of the deceased young man did not have the money to take 
him to the hospital. They went to ask their neighbors for a loan. The neighbors agreed to lend the 
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money to be reimbursed with 100% interests. Fearing to get in debt and not being able to 
reimburse the loan, the parents turned it down and waited further to find an alternative means of 
funding. Several days went by before they eventually found some money and took their child to 
Vwawa hospital, but they had waited too long and collected too little money to enable their child 
to get appropriate treatment. He died soon after at the hospital.  

 
2.3. Conclusion 

Due to the seasonality of their income, people are potentially faced with exclusion from 
the health care system for lack of cash flow during six months of the year. The situation 
is further worsened by the fact that the period during which households funds are the 
lowest corresponds to the rainy season in Mbozi district, during which occurrences of 
illnesses such as malaria and pneumonia are the highest. 

A system of prepayment for health care would be particularly adapted to this highly 
seasonal income pattern. It would give a guaranteed access to health care to the 17% of 
seriously ill people that could not get to a hospital last year for lack of funds, relieve 
people from some of their financial fears while helping them save for health in the 
process. 

3. Healthcare financing strategies 

3.1. Declared strategies 

The following table was built from responses from 122 heads of households asked what 
strategies they would adopt if they needed to gather various amounts of money to cover 
their health expenses. 
 Amounts in shillings 

Strategy 0-1000 1000-
2000 

2000-
5000 

5000-
10000 

10000-
20000 

above 
20K 

Savings 7% 7% 5% 7% 8% 7% 
Sale of year-round perishable produce
(vegetables, fruits, eggs, fish) 11% 8% 1% 0% 0% 0% 

Sale of seasonal staple produce (maize, beans,
finger millet) 58% 57% 34% 13% 4% 3% 

Sale of coffee 1% 1% 7% 19% 19% 18% 
Anticipated coffee sale (“punk”) 1% 1% 1% 4% 6% 5% 
Trade (pombe, food, groceries, petty) 11% 10% 7% 2% 1% 1% 
Sale of poultry 7% 10% 4% 0% 0% 0% 
Small livestock sale (goat, pig) 1% 1% 21% 16% 2% 1% 
Sale of cattle (cows, oxen) 0% 0% 5% 15% 35% 22% 
Sale of capital goods (bicycle, land) 0% 0% 1% 2% 3% 8% 
Gift/no interest loan 2% 3% 7% 10% 7% 5% 
loans  with interests 0% 1% 3% 10% 12% 25% 
Labor/salary 2% 1% 2% 0% 2% 2% 
Impossible to get funds 0% 0% 1% 1% 1% 5% 

 
3.1.1. From 0 to Tsh5,000 

For amounts below Tsh5,000, households typically turn to petty trade, sale of chicken  
or sale of perishable or staple produce available at home. Only a marginal number of 
households keep cash at home, it is common for households to keep some savings at 
home in the form of produce (usually maize and beans) and is therefore not difficult for 
them to raise sums below Tsh5,000 while produce last. It is worth noting though that 
between the months of December and June (during the rainy season), most households 
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have very little produce left to sell and find themselves at times unable to raise 
painlessly amounts as small as Tsh2,000. 
 
3.1.2. From Tsh5,000 to Tsh10,000 

For amounts above tsh5,000, financing strategies shift to the main source of income in 
the household: coffee sales. Small decapitalization also takes place with the sale of 
small livestock (goats and sheep) to obtain amounts between Tsh5,000 and Tsh10,000. 
Losses are usually incurred at the time of the sale as the head of household is typically 
in an emergency situation and as a result has very limited bargaining power.  
 
3.1.3. Above Tsh10,000 

Decapitalization occurs quite clearly above Tsh10,000 at which point households resort 
to selling cows and oxen, as well as other capital goods, such as bicycles Or as a last 
resort, even sell pieces of their lands.  Above Tsh20,000 some people also resort to sell 
their coffee production prematurely (“punk”), for which they also incur significant 
losses as the prices obtained are systematically disadvantageous. 
Similarly, large loans are typically obtained through money lenders at high interest rates 
and are often accompanied with guarantees, such as coffee fields and capital goods. 
 
3.1.4. Conclusion 

From those declared strategies, It appears that financial difficulties to finance episodes 
of illnesses start around Tsh5,000. This amount corresponds to the average cost of 
hospitalization at Mbozi hospital. Based on this finding, it appears that a CBHI scheme 
would be an efficient means of minimizing difficulties people have in financing  
hospitalization cases. 

 
3.2. Observed strategies 

Declared financial strategies can be compared to actual strategies survey respondents 
used to finance the latest cases of hospitalization that occurred to a member of their 
household. (72 cases were recorded).  These observed strategies are summarized in the 
following table: 

Total cost per episode includes the amount  a patient was charged at the hospital, in addition to all 
peripheral costs(transport, food, lodging for the patient and his/her attendant, and additional 
medication)  
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Farming produce  13%
(maize & beans)
Poultry 11%
Small livestock 11%
Cattle (cows, oxens) 4%
Land 3%
Petty trade 1%

sales 43%

From famiy & friends 15%
From money lenders 3%

Loan/gifts 18%

Money unavailable at home 62%
average cost per episode: Tsh10,330

Full amount 27%
average cost per episode: Tsh17,680

Partial amount 11%
average cost per episode: Tsh12,320

Money available at home 38%
average cost per episode: Tsh16,220

72 hospitalizations
average cost per episode: Tsh12,940

While in almost four cases out of ten, people declared having cash at home to cover the 
total cost of their hospitalization, these funds were sufficient to fully cover all cost in 
two out of three times only. Those for whom savings covered only a partial amount of 
their costs had to combine strategies to get the full sum. 
Contrary to what seems the obvious, the average cost per episode was higher in the 
cases when  people had money available at home, while it was lower in the situations 
when funds had to be borrowed.  This might be due to the fact that people resort to less 
costly alternatives when they know that they do not have the necessary funds, 
particularly in terms of transport means. 

In the situation when household savings did not suffice, the sale of goods was the most 
common strategy to raise funds. However, one must note that there is a cost associated 
with this strategy. Indeed, when selling goods in an emergency situation, the buyer is 
rarely in a position to negotiate. When quantified, the loss incurred by respondents 
ranged from 4% to 30% of the value of the goods/produce/animal sold. This can 
correspond to significant losses in absolute terms, such as the average loss on the sale of 
a cow, which adds up to Tsh11,000. 

People turned to the money lender when needing large amounts of money. The cost 
associated with that strategy is also very high, with interests averaging 200%. 

 
4. Collective responses to current situation and their limits 

There were few organized mutual-help groups in the surveyed villages at the time of the 
study. The majority of the groups encountered were very young, many having started 
their activities within the past two years. 

Yet, several of them have set in place some mechanisms, to respond, with more or less 
success, to the difficulties faced at times of illnesses and deaths. 
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4.1. Mutual-help groups 

The few groups that focused their activities exclusively on mutual help activities were 
created in response to the financial difficulties faced by members of a same 
neighborhood or family at times of funerals or illnesses as illustrated in the two 
examples below.  

Sankwa balozi8 group 
 
This hamlet subdivision of Isansa comprises 22 households. The mutual-help initiative started in 
1998 at which time most head of household made a one time contribution of Tsh500 (not all 
families chose to take part in this initiative). These contributions aimed at participating in funeral 
and illness costs. Because the contribution only took place once, there is little left in the common 
fund. The group is planning to collect contributions again during the next coffee harvest, and to 
raise their amount to $2,500 per household. 
In case of funerals, a member will receive the amount that s/he contributed, completed by a 
separate collection among all members. In case of illnesses, loans can be given out beyond the 
member’s original contribution, depending on the seriousness of the illness. At times, the whole 
amount left in the fund is lent away to one member. 
Because of the limited size of the fund, the group cannot give out loans to more than one person at 
a time. The balozi also helps with cooking during funerals (members collectively bought eating 
and cooking utensils that are used at times of funeral). It has organized in several committees that 
are in charge of cooking, grinding and water fetching committee.  

 
Many balozi in the surveyed villages have bought such eating and cooking utensils as 
well, but have so far not developed their self-help activities beyond cooking and serving 
foods at funerals. 

Halinoti family group 
 
Members of the Halinoti family decided to join hands in 1998 to respond to the many problems 
that their family was facing at times of illnesses and death. There were times in the year when no 
money was available for care, food sometimes was not even sufficient, and deaths occurred 
frequently. A common decision was made to organize the family as a self-help group. There are 
currently 40 adults that are members of the group. Contributions were split between cash 
contributions (married men were to contribute Tsh5,000 a year, unmarried Tsh1,500, and wives 
Tsh500), and in-kind contributions (four tins of maize and six kilos of beans per family). Collecting 
cash contributions proved difficult in the first year, while in-kind contributions were gathered 
without difficulties. 
 
For small illnesses, loans are given out and must be reimbursed with interest. In case of serious 
illnesses, loans are replaced by gifts to lighten the affected family’s burden. If some family 
members find themselves without food, they are lent bags of maize that they have to return back 
with interests (as an incentive to better budget in the future). At times of funerals, money is given 
rather than lent to the immediate family of the deceased. If the deceased is only a distant relative, 
loans with interest are extended to the family members. 
 
The decision on who should obtain loans are made by a team of family members. The family chose 
among themselves a chairman, secretary and treasurer, and a family committee. They wrote up 
their bylaws together and also chose a disciplinary committee. Committee meetings are held 
monthly, and general meetings twice per year. The family is planning to draft internal rules in 
order to regulate loan access as the number of requests is increasing. Currently, priorities are 

                                                 
8 Ten cell groups (“balozi”) were created for political purposes many years ago at the initiative of the ruling 
party. They are groups of ten to twenty families, headed by a ten-cell leader. While the leader must play a more 
active role during political campaigns, his/her responsibilities are usually limited to information dissemination. 
While balozi are not recognized by the district as administrative entities, they are still in place in all villages and 
provide an efficient network to spread information, and even to collect unpaid bills. Balozi are also social poles 
where solidarity and social cohesion are often strong. 
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given according to the weight of the problems. It takes two to three days to obtain funds after 
having been approved, as they are kept at the bank in Vwawa. 
 
Last year, the committee gave out roughly Tsh10,000 in loans and gifts. Amounts given in gifts 
were not calculated as some of them are given out in produce (maize or beans). There is currently 
Tsh17,000 on the family’s account.  

 
 

4.2. Church groups 

There are many Christian churches in Mbozi district. Each surveyed village had a 
minimum of 5 different denomination churches, while only one had a mosque. Below is 
the example of mutual help activities carried out by one of these churches, 
representative of most of the church groups met during the study. 

New Apostolic Church in Mbimba 
 
Current church membership in the village of Mbimba is 700, of which 480 adults. Over one fifth of 
the total population of Mbimba. It has been growing considerably since it first settled in the village 
in 1993. Some of the parishioners have formed groups within the church. There are a woman’s 
group of 52 members and a youth group of 30 members. Neither of the groups run any income-
generating projects, but both are organized for mutual help purposes. The groups go around to 
comfort widows and help the sick ones. Help is not limited to church-goers, but also extend to 
people living in the neighborhood of the church. 
 
They contribute flour and money to help them out. In addition, announcements of someone’s death 
or illness are made by group members in church to collect contributions from parishioners. In 
addition, group members visit patients at the hospital and bring them food. Illnesses occur 
frequently (several times a month) and therefore only small amounts can be raised each time 
(between Tsh1,500 and Tsh2,000). For widows, the church helps in order to cover the whole cost 
of their expenses. 
 
There is an emergency fund at the church level for funerals that is used to buy coffins and burial 
clothes. The fund is replenished by member contributions of Tsh500/member every five months. In 
case of funerals, the Church will contribute Tsh3,000 for burial clothes and Tsh12,000 for a coffin. 
In 1999, the church covered funeral expenses for three members. 

 
4.3. Economic self-help groups 

In many economic groups, group members lend money to one another in case of 
illnesses. However, amounts raised are usually insufficient to cover the hospital bill . 
Total contribution averages Tsh2,000 in most groups. 

“Nguvukazi na maendeleo ni ukombozi  mkusite” (Self help development is liberation) 
 
This group of young married men was created in 1998 and has ten members, all neighbors from 
the Hamlet of Ilembo in Mbimba. They carry out some economic activities as a group such as 
brick moulding, masonry and some coffee farming. The group’s objectives are to raise member’s 
income to help them cope with the daily problems facing them,  to enable members to educate their 
children,  to meet health expenses and to help them get good houses. New members must pay an 
entry fee to the group of Tsh2,000. 
 
When a member of the group falls sick, s/he disseminates the information to other members of the 
group who will go find funds to help. When the costs of an illness are low, group members 
contribute money to the ill member directly. If the expenses are high, they will go withdraw 3 to 
4,000 shillings from the bank to give to the member. If the bill is in excess of that amount, they ask 
for individual contributions from their members to top it up. In 1999 and beginning of 2000, three 
members requested help from the group. The help extended to them amounted to a total of 
Tsh13,000. For funerals, members help each other on an individual basis. 
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The group has two accounts. One on which they deposit funds generated by their economic 
activities, and a second account for emergency cases. Money taken from the emergency account is 
replenished by further contributions. In addition, 20% of the funds earned through economic 
activities go to the emergency fund. In addition, members are requested to pay monthly 
contributions of Tsh,1500.  There are currently Tsh80,000 in the emergency account. The only 
withdrawals that took place in the past year were to cover the three cases of illnesses mentioned 
above. 

 
 

4.4. Primary Societies 

In all primary societies operating in the surveyed villages, there is a practice of lending 
funds to members for social or emergency purposes, such as covering education costs, 
or health expenses. In all cases, decisions on giving out loans depends on the funds 
available. With their declining economic weight, affected directly by private buyers’ 
stiff competition, primary societies are less and less able to extend such loans to their 
members. Nevertheless, the following example illustrates the process and scope of 
loans. 

 

Hatesh 
Hatesh, is a primary society that catters to the villages of Shiwinga and Hatelele. In addition to 
carrying out its regular economic activities, it also helps out its members by extending loans for 
school fees which can go up to Tsh200,000, or for illnesses which range from Tsh20,000 to 
Tsh30,000.  No interests are charged on those loans. The only condition is that they are to be paid 
back during the next harvest. In 1999, loans were given out to 12 people. 

 
 

4.5. Limits to the current initiatives 

The initiatives described above have obvious limitations: 
- Contributions collected after the fact (death or illness) add up to small amounts, 

which in most cases are not sufficient to cover large health bills. 
- Similarly, when groups put money aside in prevision of illnesses or funerals the 

limited number of members in each group limits the effectiveness of the system. 
Funds are either not sufficient to meet several requests at once, or members are 
required to contribute relatively large sums to the fund. 

- Financial assistance to a group member is not systematic, particularly in the case of 
illness, and must first be discussed within the group.  

- As most people are involved in the same type of economic activities, everyone 
usually faces financial hardships at the same time of the year, thus limiting the 
effectiveness of many strategies. 

 
4.6. Conclusion 

Practices of mutual help and solidarity to finance health expenses could be identified in 
a variety of group settings. These financing strategies vary in sophistication and 
effectiveness due in great part to the youth of the initiatives, but reflect groups’ 
initiatives in  responding to recurrent situations of financial hardships caused by 
illnesses and funerals they have identified as serious.  
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Mutual help is not limited to members of socio-economic or religious groups. It can also 
take the shape of informal loans between relatives or neighbors, with or without interest, 
based on trust and the person’s ability to repay it, but of course limited by the lender’s 
income level.  

While formal and informal strategies each have their limits, they are indicators of the 
perceived seriousness of the risk of financial exclusion from health care, and of people’s 
willingness to turn to mutual help to respond to this risk collectively. In terms of 
feasibility, these are positive indicators of the social acceptability of a pre-payment 
scheme. 
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VI. Aims to be reached 
 
A. Joint formulation of adapted healthcare coverage 

The data obtained through household surveys was discussed in village-wide meetings 
and meetings with existing groups. Some important elements were discussed with the 
population, in order to get a feel for the type of scheme that could function most 
efficiently in their context, the insurance product best suited for their needs, and the type 
of organizational and managerial set-up most adapted. 

 
1. Perceived needs for healthcare coverage 

People in all four surveyed villages perceive financial exclusions from the health care 
system as being very frequent, and the cause of many of the deaths in the villages. 
People are also aware of the costs they incur for not having money aside for their family 
health needs, such as having to sell their produce or animals at a loss.  

Over 90% of surveyed households explained that they would like to join a CBHI 
scheme. This result was echoed by the majority of people who attended the restitution 
meetings in each village. People mentioned being attracted to the scheme because they 
would be guaranteed to receive health care, especially at times when there is no money 
at home, and would not have to worry about where or how to find money to get 
treatment. 

 
2. Type of pre-payment scheme 

Two types of pre-payment schemes, health credit and health insurance, were presented 
to meeting participants in all four villages. The overwhelming majority favored health 
insurance over credit finding the latter more difficult to control and presenting less 
security than health insurance. The underlying principle of health insurance, paying for 
a risk that may not occur was well accepted, along with the principles of loss of 
premium ownership, annual contributions, and solidarity between the ill and the healthy. 

 
3. Elements to be taken into account in the scheme’s design 

 
3.1. Risks to be covered 

Surveyed households were asked to prioritize risks to be covered by the insurance 
scheme. 

As indicated in the table below, there is a strong demand for coverage of 
hospitalizations, transport costs, and deliveries (figures represent the percentage of 
respondents that opted for each option). 

 

Risk 1st priority 2nd priority 3rd priority Total 
Hospitalization 57% 26% 15% 98% 
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Transport 9% 51% 28% 88% 
Deliveries 31% 16% 38% 85% 
Outpatient at the hospital 0% 5% 10% 15% 
Outpatient at the government dispensary 1% 2% 8% 11% 
Outpatient at the private Dispensary 0% 3% 1% 5% 
Compiled responses from 113 heads of households and 103 wives. 

In addition to coverage of hospitalization costs, requested by virtually all respondents, 
improving access to the hospital by covering transport costs was identified by many 
people as a serious need. 

As observed from the survey data, in 41% of the surveyed households, in the past year 
women delivered at home. It appears that the risks mothers take by delivering at home 
associated with the high costs of an operation in case of complication were strong 
incentives for people to request that deliveries be covered under the scheme. 

Coverage of outpatient care was mentioned by fewer people. Because care is free in 
government facilities, this is not surprising. It is interesting to note that 11% of 
respondents nonetheless asked to be covered at the government dispensary. Their 
reasoning was that by contributing money to their dispensary, drug shortages would be 
solved and level of care upgraded. As a consequence, most of their health needs could 
be met there, and they would not need to go anywhere else for care.  

The majority of participants during public meetings agreed that the scheme should cover 
hospitalization, transport,  and deliveries. However, several people mentioned that for 
them to join a CBHI scheme, all risks should be uniformly covered. These people were 
willing to pay higher premium amounts to be fully covered so they could completely rid 
themselves of financial worries linked to health. 

 
3.2. Designated health care providers 

Provider Priority 1 Priority 2 Priority 3 Total 
Mbozi Hospital 83% 17% 0 99% 
Vwawa 13% 38% 20% 72% 
Mbeya Hospital 0 27% 60% 86% 
Igamba dispensary 4% 18% 2% 24% 
Private facility 0 1% 11% 12% 
Other 0 0 7% 7% 
From a total of 120 respondents 

Mbozi hospital was identified in surveys as well as in village discussions as the first 
provider with whom coverage should be negotiated, followed by Vwawa Hospital 
(mentioned by one out of three respondents in the village of Mbimba). Mbeya hospital 
is the referral hospital for the whole region and was therefore logically identified as the 
3rd priority. 

 

It should be noted that Igamba government dispensary was mentioned as one of three 
priorities by most of Shiwinga’s respondents. This is not surprising in the sense that 
people in Shiwinga get care either in only two locations: Igamba dispensary or Mbozi 
hospital, and perceive that for the scheme to be attractive to them, it should cover them 
in the place they frequent the most. 
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3.3. Levels of contribution 

Declared intentions to contribute to a CBHI scheme, across all villages, averaged 
Tsh14,100 per family, with a median of Tsh10,000. Despite wide variations in declared 
contributions, Tsh10,000 was considered an acceptable premium in village discussions 
(in Msia, meeting participants agreed on a higher contribution of Tsh13,000, and in 
Shiwinga on Tsh13,500). Meeting participants were confident that most people in their 
respective villages would be able to afford that amount if contributions were collected at 
harvest time.  

Ability of the majority to pay a premium of Ts10,000 is confirmed by data obtained 
during budget surveys. From the surveyed sample, the observed average household 
contributive capacity (estimated at 4% of total household budget) is Tsh19,100, with a 
median of Tsh14,600. This capacity ranged from Tsh3,950 to Tsh49,900. 

 
3.4. Basis of subscription 

Opinions were split between contributing as families or as groups of families. In each 
village, there were some people that did not want to associate with anyone outside their 
family, finding joining as a group cumbersome and the source of potential difficulties.  

Yet the majority of meeting participants, and particularly members of existing economic 
groups supported the idea of joining the scheme as mutual-help groups as long as they 
could choose each others. People are very wary of the risks of being cheated and of their 
funds being mishandled by unscrupulous leadership. They were therefore attracted by 
the idea of having someone from their group participating in the management and 
control of the scheme at the village level. In addition, people mentioned, as in Msia and 
Shiwinga that an added benefit of forming groups would be to reinforce solidarity 
among its members. 

In these two villages as well as in Mbimba, it was suggested that groups could be 
formed along existing administrative divisions, such as hamlets and ten-cells. Proximity 
would therefore be the key element in group formation and would enable greater control 
and better communication. In Isansa, the basis for group formation was not clear cut and 
will have to be defined further. 

 
3.5. Group set-ups 

Discussions took place on additional activities that mutual-help groups could carry out, 
such as handling a separate fund to help out group members with expenses not covered 
by the scheme. 

Opinions were mixed on whether the groups should collect additional contributions 
from their members to extend credits to them or not, particularly in Isansa where 
meeting participants expressed worries that borrowers may not reimburse their credits 
or that they may not use the funds for the expressed purposes.  

In the other three villages, people were not against the idea of giving credit as well, but 
it was suggested that groups should first focus on the insurance scheme itself. After 
some time has gone by, they will be better able to determine what is lacking from the 
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coverage and evaluate how much they should ask for members to cover additional 
needs. 

Within existing groups, assisting each other if a member fails to gather enough funds for 
the contribution is widely accepted. Because people trust and know each other in the 
group, they will know who is genuinely facing difficulties and should be helped by 
fellow members. Once proven that the family is truly in need, others will gladly assist 
them to meet their contribution amount. 

 

3.6. Solidarity 

The concept of a scheme based on solidarity and mutual help was attractive to most 
people we met. Losing ownership of one’s contribution whether one benefited from the 
scheme or not was also well accepted.  

Equal opportunity and equal treatment for everyone was a strong request that came out 
of village meetings. In three out of the four villages (Msia, Mbimba and Shiwinga) 
people did not want different levels of contribution based on the size of the family, or 
level of income. They requested one flat rate for every family, similar to the 
development levy (local taxes) they pay every year. People were also wary of the option 
of several levels of coverage corresponding to several levels of contributions, as they 
fear that it will favor the richest who will have access to better care than others. In 
Isansa, people present in the meeting favored indexing contributions on family size, but 
were not favorable to indexing it on income levels. 

 
3.7. Extending the scheme to the most destitute 

We brought up the question on how to ensure that the scheme could be accessible to 
anyone in the village that wishes to join it, therefore opening it up as well to the most 
destitute. People first had difficulties with what we meant by destitute. In Shiwinga, we 
were told that people that were not able to work were provided for by their extended 
family. To their knowledge, there were not any one in the village that was not provided 
for by a relative. In the hypothetical event that someone was left alone, people declared 
that it would then be the village government’s responsibility to care for them. In 
Mbimba, in a similar discussion, the village chairman stepped forward and expressed 
the intent of the village government to ensure that the most destitute in the village 
would be covered by the scheme.  

 

Several people in Mbimba and Msia also suggested ways to provide low-income 
families with insurance coverage. Some suggested to teach them ways to generate more 
income with their current activities, or to engage in new activities so they could raise 
enough funds to pay for their contribution, while others suggested to give them 
insurance cards on credit, and have people provide their labor in return to reimburse the 
equivalent sum. 
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3.8. Group contract 

The concept of solidarity was pushed further with probing people on their views on 
group contract. Through this contract, mutual-help groups will commit to collect and 
deposit on the scheme’s bank account, by a set date, a lump sum corresponding to the 
total sum of contributions calculated on the basis of the number of group members. In 
return for their participation in the management of contributions, they will receive a 
discount on premiums. If the group fails to bring the total sum by the agreed deadline, 
no-one in the group will get any coverage.  

Those rather strict terms of contract were accepted by members of existing economic 
groups met in Mbimba. Trust combined with group members’ ability to cover premium 
are high and current members did not foresee any difficulties in meeting the conditions 
of the group contract. In public meetings, this concept was still too abstract at the 
moment, and will need to be discussed further with each mutual-help group 
individually. 

 
4. Managerial and technical principles 

 
4.1. Elements of internal organization 

 
4.1.1. Level of Risk sharing 

In all four villages, people agreed to share the risk at the village level. Risk-sharing at 
the hamlet level cannot be considered as there are not enough people living in each 
hamlet to make this option financially viable. There are a number of initiatives that take 
place at the ward level (one level up from the villages). It could be envisage therefore to 
consolidate the risks of several villages at the ward level in a second phase. 

 
4.1.2. Self-management 

The principle of the scheme being self-managed by its members was well accepted by 
most. While a few expressed doubts over the ability and trustfulness of villagers acting 
as managers, many others said that they would join the scheme more willingly if it is 
managed by themselves, but stressed the importance of getting assistance from CIDR to 
put in place very strict control mechanisms. 

 

4.1.3. Volunteer work 

In each village, some people, trusted by everyone and willing to take part in the 
management of the scheme could be identified. Working on a voluntary basis is 
acceptable as long as travel allowances are paid to those who go deposit funds at the 
bank. Meeting allowances are sometimes given out in villages and may be requested on 
occasion. 

 
4.1.4. Money  management 
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Cases of fund embezzlement involving in particular cooperatives have made people 
very cautious about taking part in any initiative requiring contributions to a common 
fund. Strong supervision and control organs will need to be put in place to ensure that 
funds are properly utilized.  

Funds cannot be kept securely in the villages. It was therefore agreed by the majority 
that each village should open a bank account at the National Microfinance Bank in 
Vwawa in which all collected premiums will be deposited9.  

At the time of contribution collection, it has been suggested that groups would collect 
the funds and bring them directly to the bank rather than take them to the CBHI board, 
thus reducing the risk of fund mishandling. People also supported the idea of passing an 
agreement with the bank to limit transactions on each village’s account to deposits and 
bank transfers to the health care provider’s account, prohibiting cash withdrawals and 
thus reinforcing control of the funds utilization. 

 
4.1.5. Transparency 

People also requested that the scheme’s accounts be transparent and opened to every 
member that wishes to view them. It was requested that the board be responsible to 
provide detailed information on funds’ balance and expenditures to all the members on 
a regular basis. External financial audits on a quarterly basis should also be carried out. 

 
4.1.6. Control of transport reimbursements 

Reimbursement of transport expenses is potentially the weakest link in the scheme. 
During village discussions, people came up with the following suggestions:  

At first, the scheme will try to negotiate set prices with the main private transporters in 
the village so prices paid for transport are guaranteed for a period of time, and everyone 
knows in advance what the cost will be.  

 

The member who is sick must inform the chairman of group of their will to hire a 
vehicle. The chairman will accompany the patient to the vehicle to know exactly how 
much s/he is asked to pay and have the transporter sign a receipt. The chairman may 
even request that a member of the group goes along to the hospital with the patient. 

Despite these suggestions; control over transport reimbursement is dividing people in 
two of the four villages. In Isansa, some found the issue of controlling the 
reimbursement risky, while others simply did not find coverage of 50% of the cost of 
transport attractive enough to be worth contributing for it, and suggested to let people 
handle transport on their own. In Mbimba as part of the village is spread out along the 
tarmac road where transport is easily acceptable, while others are several kilometers 
away from the road and have an identified need for coverage, the issue of covering 
transport in the premium was debated repeatedly in several meetings. Meeting 
participants in Isansa and Mbimba reached the conclusion that transport coverage 

                                                 
9  In Shiwinga, a few people expressed their preference to keep their funds at Mbozi hospital as they believe the 
hospital would be more likely to give them good quality of treatment if it knows for sure that there are funds left 
on the village’s account. 
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should not be included in the basic package, but might be made available later on once 
the scheme is running smoothly, or as a separate option for an additional fee. 

Finally during meetings, demand for covering transport costs to send the corpse of a 
person who died at the hospital back home was brought up several times. Costs incurred 
for such transport range between Tsh20,000 and Tsh40,000. Covering such expenses 
will need to be addressed further. Including them in the basic package might be an 
additional factor of attractiveness of the insurance product. 

 
4.2. Elements of collaboration with actors external to the scheme 

 
4.2.1. Control of the health provider 

The need to keep control over care provided by the hospital was also brought up. Some 
people expressed worries that they may not be treated as well as other patients if they do 
not provide doctors with cash, or that the provider may over-prescribe medication. The 
suggestion of hiring a medical doctor to conduct medical audits was well received by 
the populations. 

 
4.2.2. Role of the village government 

After discussions in village meetings, it appeared clear that the village government 
should not play a role in the management of the scheme, but should help with 
sensitizing and mobilizing villagers so they join the scheme. As the scheme will 
potentially reach everyone in the village, village authorities also asked to be involved in 
the overall supervision of the scheme, ensuring that it stays within the lines of its 
mandates and villagers’ rights are not abused. 

 

 

 
4.3. Element of technical support to be provided by the project 

 
Training 

Although there are people that have experience handling funds in the village, either at 
the village-level or group level, it was requested that training courses on basic booking 
keeping, basic accounting and financial control be offered in each village. 

 
5. Points discussed with the health provider: 

The health provider’s receptivity and interest in the implementation of CBHI schemes in 
its catchment area was reflected in the outcome of the preliminary discussions: 

The hospital agrees with working on a third party payment basis and dealing with each 
village separately; 
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The hospital also accepted to work with the schemes on a lump sum basis. Lump sums 
are not in use in the hospital’s current payment and pricing policy, and some technical 
assistance will be needed to help the hospital cost various benefits, adjust its pricing and 
put in place a system to follow up lump-sum payments.  

Time-wise, the hospital asked for some time (about one year) to set its new fee policy 
and complete its transition to a voluntary agency. 

 
6. Conclusion 

The discussions with villagers as well as Mbozi Hospital brought up elements that 
further reinforce the social and technical feasibility of community based health 
insurance in the survey area.  
- The priority risks identified by the population are not prone to moral hazard10 
- People accepted to form mutual-help groups in order to join the scheme, among 

other things reducing adverse selection11, enhancing control and mutual help while 
reducing overheads. 

- The provider accepted third party payment, a key principle in the local context of 
highly seasonal income where a reimbursement based scheme would prove both 
inefficient in improving access to health care and unattractive to potential 
subscribers. 

 
B. Example of a possible CBHI scheme design 

Taking some of the scheme’s principles into account, an example of scheme was drafted 
below to help visualize the scheme. 

1. Geographic unit 

Independent CBHI schemes will be set up in each village in charge and will sign their 
own contracts with the hospital. It is therefore at village level that risks will be shared. 

 
2. CBHI Scheme structure 

The scheme will be opened to group subscribers (mutual-help groups), and to individual 
subscribers (families). People will be free to opt for either option, keeping in mind that 
by joining the scheme through a group they will benefit from group discounts and 
additional services if they wish to. 

People that decide to form groups will do so on a voluntary basis. Each group will 
organize itself according to its members’ preferences and will be responsible for 
premium collection, group members’ follow-up, information dissemination, and control 
of consumption. Once the groups have been formed and running for some time, CIDR 
will review with them the feasibility of introducing complementary mutual help 
activities within each group. 

                                                 
10 Moral hazard is the risk that individuals change their consultation pattern once insured, such as increasing their 
number of visits to health facilities  
11 Adverse selection is the risk that people that are in most need of health insurance (the chronically ill, pregnant 
women, the elderly) will join the scheme in larger numbers than the rest of the population  
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3. Representation 

Each group will participate in the management of the scheme at the village level 
through their group’s designated representatives which will sit on the scheme’s 
governing and executive bodies (such as board of director and executive committee). In 
parallel, individual subscribers will be members of an electoral college with whom the 
terms of their representation in the scheme will be established. 

 
4. Role and responsibilities 

 
4.1. Mutual-help groups 

Mutual-help groups are formed on a voluntary basis and are based on principles of 
solidarity and mutual help. Group members co-opt each other on grounds of trust, 
mutual understanding and commitment to helping each others. 

Each group is responsible for:  
- Collecting its members’ contributions. This task requires considerable follow-up and 

is handled more efficiently at group level than at the village level.  
- Circulating information updates to all members and educating members on how the 

scheme works, their benefits, rights and duties 
- Helping control abuses. Within each group, monitoring members’ consultation 

behavior and use of transport will be especially important to prevent fraud.  
- Taking an active part in the management of the scheme at the village level.  Through 

its representative, each group will be involved in decision-making regarding the 
scheme’s management, control and general orientations 

- Respecting the terms of its contract with the executive committee: when a group has 
opted to sign a group-contract with the scheme. 

4.2. Village scheme’s governing and executive bodies 

The scheme must have a structure at the village level that represents all subscribers and 
performs a number of other roles.  

The board of director is the governing body. It will give the scheme’s general 
orientation, negotiate a contract adapted to their coverage needs with the hospital, draft 
and present the provisional budget to the members’ general assembly, write up the 
scheme’s operational and internal by laws, and draft policies, such as that of covering 
the most destitute in the community. 

The executive committee will be the implementing body, in charge of all aspects 
pertaining to the accounting and financial management of the scheme, such as 
administering premium collection and benefit reimbursements to the hospital, and 
performing internal control. 
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It will also be in charge of group and individual subscribers’ follow-up and information 
circulation12. 

The governing and executive bodies will also both be involved in promoting group 
formation, in the spirit of strengthening mutual help and solidarity in the community. 
This task will be carried out with the help of a CBHI field agent. 

 
4.3. Zonal union 

A union or association will be established in the area of intervention to provide 
individual village schemes with a number of additional services. Joining the union will 
be done on a voluntary basis. The union will be responsible for the following matters: 
- Negotiating the framework of the agreement with the hospital. While individual 

schemes will negotiate the specifics of their contracts, the zonal union will handle 
the negotiation of the overall principles of agreement such as third party payment, 
control of the validity of beneficiary cards, billing procedures and payment terms, 
deposit. 

- Co-managing a guarantee fund. Establishing a guarantee fund will bring security to 
the village schemes in case of financial hardship as well as serve as a payment 
guarantee with the hospital. Access to the guarantee fund will take the form of a 
loan conditioned by a negotiated corrective plan of action.  

- Reinsuring risks such as transport and coverage of cases referred to Mbeya Hospital, 
through contributions collected from union member schemes. 

- Hiring and supervising CBHI field agents, through which assistance to individual 
schemes and mutual-help groups will be given and scheme publicity in existing and 
new villages in the expansion phase will be done. 

 
4.4. The designated provider 

The health provider is an essential actor in a health insurance scheme. In order to ensure 
the smooth operations of the scheme, It must commit to the following: 
- provide equal care to both insured and uninsured patients (commit to avoid over-

prescribing, over-billing and any type of discrimination)  
- control beneficiaries’ identity and insurance card validity, and to ensure that they are 

entitled to coverage for the specific treatment or procedure they are to undergo 
- provide each village scheme with detailed invoices on a monthly basis. 

 
4.5. Conclusion 

While a sample scheme design can already be drafted based on CIDR’s experience,  the 
actual definition and creation of each scheme’s governing authorities will be done 
collaboratively with the concerned population. 

                                                 
12 in the field of insurance contacts between  the subscriber and the scheme itself are typically limited while at 
the same time benefits coverage may be complex. Information dissemination is essential to keep subscribers 
informed and involved in the scheme’s life 
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VII. General conclusions 
 
A. Conclusion in terms of opportunity 

 
1. Irregular cash-flow 

The largest part of household income is concentrated in a period of three months from 
July through September. In consequence, households concentrate all of their major 
expenses during the months of August through October sometimes remaining with very 
little resources to last them for the following months. In consequence, people are 
potentially faced with exclusion from the health care system for lack of cash flow 
during six months of the year. The situation is further worsened by the fact that the 
period during which households funds are the lowest corresponds to the rainy season in 
Mbozi district, during which occurrences of illnesses such as malaria and pneumonia 
are the highest. 

 
2. Existence of financial exclusions from health care 

Total exclusion from hospitalization seems low at a first glance (facing only 17% of 
surveyed people), and hardly an incentive enough for people to engage in health 
insurance. However, from village discussions, it appeared that people perceive this 
exclusion as being much higher, particularly during the rainy season.  

More so than total exclusion, the main issue identified throughout the study was 
people’s difficulties in finding the necessary cash at the time they needed it. 41% of 
respondents answered having had to wait several days (on average 5) before going to 
the hospital last time they needed to get care because they were looking for money. An 
additional 6% mentioned the lack of transport causing delays to get to the hospital.  

Both types of exclusion were the cause of numerous deaths in the villages (close to one 
out of two cases of total exclusion resulted in the death of the patients, while people 
during village meetings had numerous examples of neighbors or relatives who passed 
away because they got to the hospital too late). 

The risk of not finding enough money to pay the hospital bill was a fear expressed by 
91% of surveyed households, and the fear of not having enough money for transport by 
80%. 

 
3. Serious difficulties in financing health care 

Most households do not keep cash at home and few have savings. They turn either to 
selling goods (produce, livestock or capital goods), or to borrowing money to meet their 
financing needs.  

Between the months of December and June, when everyone is faced with financial 
difficulties at the same time, and when there are very little produce left to sell, people 
experienced difficulties even to obtain small amounts (below Tsh5,000).  
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For larger expenses, particularly above Tsh10,000, people are forced to sell cows, 
bicycles, or as a last resort, pieces of their lands. This decapitalization directly affects 
future income and has therefore long-term negative consequences on household 
budgets. 

 
4. High marginal cost of financing health care 

There is a cost associated with many of the financing strategies adopted. As observed 
during the study, the loss incurred when selling goods/produce/animals in an emergency 
situation ranged from 4% to 30% of their actual worth. Some people also turn to money 
lenders to get loans with interests sometimes as high as twice the sum borrowed. People 
surveyed were fully aware of the losses they will incur by selecting one of these 
financing strategies. The fear of incurring such losses (particularly when borrowing 
money at high interest rates) sometimes delay further taking a patient to the hospital as 
the family spends additional time looking for lower-cost alternatives. 

 
5. Strict payment policy at the hospital 

Mbozi hospital has put in place strict payment procedures to minimize losses on 
unrecoverable user-fees. In addition, as a policy, the hospital does not deliver care on 
credit. While in a few cases, hospital management is willing to negotiate with patients 
some flexible payment plans or other exemptions, for the majority of cases, patients 
have no other alternative than to pay for care at the time it is given. 

 
6. Conclusions in terms of opportunity 

- Given the perceived exclusions and cost of financing strategies, there is an identified 
opportunity for a CBHI scheme to be set up in Mbozi District 

- The hospital strict payment policy and absence of credit could be an added incentive 
for people to subscribe to a CBHI scheme. 

 
B. Conclusion in terms of feasibility 

The key elements in terms of feasibility can be broken down along the lines of social, 
technical and economic feasibility, as can be seen below. 

 
1. Social feasibility 

 
1.1. Acceptability of the prepayment principle 

The principle of prepaying for health care was well accepted by most people throughout 
discussions and surveys. There are many cases of illnesses in villages and deaths are 
rather frequent. People perceive that the risk that someone in their family will need to be 
hospitalized within one year is very high. As long as premiums are collected at harvest 
time, people are therefore more than willing to pay ahead a contribution that will 
guarantee them access to health care throughout the year. 
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1.2. Existence of mutual help and solidarity practices 

Practices of mutual help and solidarity exist in the surveyed communities, some 
formalized within organized socio-economic groups, while others develop on a more 
informal basis when need arises. While the current difficult economic context has to 
some extent limited solidarity and the effectiveness of mutual help practices, people 
have endorsed the idea of a collective scheme based on solidarity and readily accepted 
the loss of ownership of their contribution. In addition, an additional indicator of social 
cohesion is people’s willingness to form mutual help groups that would be the basis of 
the insurance scheme. 

 
1.3. Conclusions in terms of social feasibility 

- The basic principles underlying a CBHI scheme, prepayment, solidarity and “loss” 
of  premium ownership are socially acceptable by the populations. 

- Solidarity and mutual help can be further strengthened by creating mutual-help 
groups that will form the basis of the scheme. 

 
2. Economic feasibility 

 
2.1. Affordable cost of care 

Mbozi Hospital has priced its services relatively low in an effort to keep them 
affordable to the population (e.g. children, who represent one third of overall patients, 
are charged half the rate of adults). In 1999, the average cost of hospitalization at the 
hospital was Tsh5,173. Over 70% of patients bills fell below Tsh5,000, the threshold 
above which people declared having to resort to more costly financing strategies 
particularly in periods of low income. 

 
2.2. Limited transport options and high costs of vehicle hire 

On the other hand, transport costs are an issue. The unavailability of public means of 
transportation to get to Mbozi hospital is the first issue that faces villagers that do not 
live near the tarmac road. For prohibitive sums, private car owners rent out their 
vehicles to take patients to the hospital. The cost of hiring a vehicle from one of the 
survey villages to Mbozi hospital ranges from Tsh20,000 to Tsh40,000. We observed 
that only a fraction of survey respondents could afford this amount, and most resorted to 
being carried on a bicycle or finding a seat in a semi-private vehicle that can take them 
to the tarmac road where they can take a minibus to take them to Vwawa Hospital or to 
the junction with the road to Mbozi Hospital. On average, people that incurred transport 
expenses paid Tsh7,020 in transport13 costs, amount which is actually higher than the 
average cost of a hospital bill at Mbozi hospital. 

 

                                                 
13 Combined amount for Vwawa and Mbozi hospitals. 
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2.3. Expressed contributive capacity higher than premium estimates 

Declared contributive capacity to a health insurance scheme averaged Tsh14,160 to 
cover a whole family for a year. These intentions ranged from Tsh2,000 to Tsh50,000, 
with a median at Tsh10,000. 

An estimated premium was calculated to cover fully hospitalization and deliveries, 
partially transport costs on a lump sum basis of Tsh10,000 per episode, on the basis of 
the average recorded 1999 hospitalization bill and transport costs and the average 
hospital and vehicle utilization rates across all 4 villages. It was estimated at Tsh791 per 
person, or Tsh 6,295  per family. This figure includes a 25% charge on pure premium as 
a management fee and a 7% security load. 

As hospitalization rates vary quite a lot from one village to the next, mostly due to the 
distance and accessibility, there will be wide variations in premiums from one village to 
the next. 

The average total premium per family to cover hospitalization, deliveries and transport 
(Tsh6,295) is therefore below the levels of premiums people declared they were willing 
to pay (average Tsh14,160). Low and affordable premiums would undoubtedly make 
the insurance product attractive and accessible to a large of potential beneficiaries.  

However, one should note that revenues generated from cost sharing at Mbozi Hospital 
are not sufficient to cover the hospital’s operating expenses. With the upcoming 
withdrawal of government subsidies in the hospital’s budget, an increase in prices of 
treatment (even moderate) is to be expected. This increase which will have to be 
provisioned for in premium calculations, and will therefore decrease the gap currently 
observed between premiums and contribution intentions. 

 
2.4. Conclusion in terms of economic feasibility: 

- When comparing the premium estimates to the population’s stated contribution 
intentions, it appears that a scheme based on the above premiums would be 
accessible to the vast majority of people in the survey villages.  

- People have the economic capacity but not the financial ability to pay for health care 
throughout the year. A CBHI scheme in which premiums would be collected once in 
the year at harvest time, would be adapted to this context. 

- Due to the unavailability of cash during several months in the year, reimbursement 
of health care expenses may still create exclusions. To be efficient, the system 
should therefore work on the basis of third-party payment  

- Costs of hiring a vehicle are high and create exclusions. The scheme should cover 
some of these costs to increase access to the hospital. 

 
3. Technical feasibility 

 
3.1. People have the capacity and willingness to manage the scheme 

People accepted the idea of managing the scheme themselves with the understanding 
that CIDR would help them set very strict control mechanisms and train the scheme’s 
management team. Several organized socio-economic groups in the survey villages that 
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are self-managed are indicators of existing capacity. These initiatives are at various 
levels of development from one village to the next, but in each place skilled people 
willing to be involved in taking part of the CBHI scheme management on a voluntary 
basis could be identified. 

 
3.2. Groups as a basis for subscribing to the scheme reduce risks and 
strengthen control over the scheme 

In each of the villages, a majority of people agreed with subscribing to the scheme in 
groups. Restricting membership to organized groups will greatly reduce the risk of 
adverse selection14. 

In addition, groups will be entrusted with a number of responsibilities such as collecting 
their members’ contributions, keeping members informed of their rights, disseminating 
information and controlling any possible abuses, which will strengthen the viability of 
the scheme, reduce the overheads and  will enhance people’s accountability and 
solidarity. 

 
3.3. Limiting coverage to hospitalization (including deliveries) and 
transport 

By limiting coverage to hospitalization, the risk of over-consumption is greatly reduced 
as well. Covering deliveries comes along with the risk that pregnant women will want to 
join the scheme. However, as the scheme will not be opened to individuals, but to 
groups, this potential risk is greatly reduced. 

Covering transport on a reimbursement basis should make the scheme more attractive to 
people and lessen exclusion due to geographical inaccessibility. On the other hand, 
covering 100% of the costs would lead to an over-utilization of vehicles that might 
make the scheme topple. It is therefore suggested that the scheme limits reimbursements 
to a portion of the costs, to be determined with the populations. 

 
3.4. The health provider is open to making adjustments to accommodate the 
CBHI scheme 

Third party payment has been accepted by Mbozi hospital who agrees to be reimbursed 
by each village scheme directly on a monthly basis.  Similarly, the hospital has agreed 
to charge scheme members pre-agreed lump sums, inclusive of drugs, lab tests and x-
ray, etc., thus facilitating a great deal control over reimbursements. 

 
3.5. Funds can be kept securely and fund transfers can be limited 

Banking system: there is one bank in the town of Vwawa where many villages as well 
as Mbozi Hospital have accounts. In addition to this, a growing network of savings and 
credit cooperatives and associations is developing in the district wards, in the survey 
area, three of them are already in place (two in Msia and Mbimba and a third one in 

                                                 
14 See footnote 11 for definition of adverse selection 
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Igamba ward nearby Shiwinga), and can provide mutual-help groups with facilities to 
secure any additional funds collected among their members. 

Direct fund transfers between accounts are possible thus limiting possibilities for funds 
to be withdrawn for unauthorized uses. People also decided that each group would take 
the collected contributions directly to the bank in order to keep control over their money 
qnd reduce risks by limiting fund handling to the bare minimum of people. 

 
3.6. Possibilities in the medium term to expand the scheme to Vwawa 
Hospital 

The existence of a second hospital in the zone (Vwawa government hospital) gives 
scheme members a possibility to negotiate coverage in a second health facility thus 
strengthening their bargaining power while potentially increasing the attractiveness of 
the scheme and its membership basis. As Vwawa Hospital is currently in the process of 
upgrading its facilities and services, it is expected that a couple of years into the 
existence of the scheme may go by before it starts negotiating coverage with Vwawa 
Hospital. This will give the scheme some time to learn how to run and operate with one 
provider and give Vwawa time to becoming fully operational. 

3.7. Conclusions in terms of technical feasibility 

- People have accepted the concept of forming groups to subscribe to the CBHI 
scheme. The scheme can therefore be articulated around mutual-help groups which 
will reduce collection and administrative costs 

- There is local capacity in project management and people are accustomed and 
willing to work on a voluntary basis. This again will cut overheads and be a sound 
basis for the scheme to be self-managed.  

- Third party payment and lump sums will make the scheme easier  to manage and 
control 

- The existence of a competitive health provider in the area gives the scheme some 
expansion potential. 

 
4. Issues remaining to be solved 

 
4.1. With the populations 

 
4.1.1. Discussing how to insure that the scheme is accessible to the destitute and 
lowest-income households  

The issue of opening up the scheme to anyone that wishes to join it was raised in village 
meetings. Indexing contributions to the level of income was discussed but not accepted 
in any of the four villages. There is a strong call for equal contributions in order to get 
equal benefits. People feared that with indexing contributions on income, the richest 
people who would pay higher contributions (in effect subsidizing the poorest) would get 
better care. For this reason, people suggested that everyone be charged one same rate, 
regardless of their level of income and even family size.  
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One rate for all might result in the exclusion of the lowest income households from the 
scheme. Discussions on the subject raised a number of issues on who were the lowest 
income households and while in principle people agreed that everyone that wishes to 
should be covered by the scheme, further reflections with the populations on ways to 
put this concept in practice will be required. 

 
4.1.2. Defining the basis on which to form groups 

There will be a need to work further with the populations to identify with them the basis 
around which mutual-help groups will be formed. Once this is done,  assistance should 
be provided to help people with the practical aspects of organizing themselves in the 
identified groups. 

 

4.1.3. Finalizing the basis for subscription 

While the first outcomes of discussions on the basis for subscriptions signaled that most 
people favored joining the scheme as groups, further discussions will be needed to 
decide whether the scheme should accommodate those that want to join as individual 
families or be exclusively restricted to group membership.  

 
4.1.4. Discussing the acceptability and terms of a waiting period 

The subject of setting a waiting period after premiums have been collected during which 
people will not be covered in order to constitute reserves for the scheme was not 
discussed during the study and should be approached.  

 
4.2. With the hospital 

 
4.2.1. Adjusting the hospital’s accounting and billing system to lump sums and 
third party payment. 

Prior to starting the scheme, some technical support will be necessary to assist Mbozi 
hospital with pricing various all-inclusive “packages” of care, adjusting some of its 
accounting and billing procedures to the CBHI scheme and putting in place a parallel 
accounting system to follow-up lump sum charges. 

 
4.2.2. Improving the hospital’s perceived quality of care  

For a scheme to be attractive to its potential members, it must offer coverage in a 
hospital which quality of care is deemed good. While people were overall satisfied with 
the quality of care provided at Mbozi hospital, some areas of improvement could be 
noted during the study. Improving these areas should increase the attraction of scheme. 

Overcrowding: the general wards are usually very crowded, and beds sometimes are not 
enough for the number of patients admitted on some days (as an example,. in 1999 the 
overall bed occupancy rate in the pediatric ward was 130%). The lack of available staff 

 73



  

during consultation hours and in consequence longer waiting was noted by several 
respondents and discussants as an issue affecting quality of care. Finally, the practice of 
bribes was mentioned by a few people during discussions and surveys. While no formal 
assessment of parallel practices was carried out, and these remarks might be based on 
isolated cases, the issue of parallel practices must be looked into very carefully by 
hospital management and scheme management, as their existence or people’s perception 
of their existence can directly affect membership rates and thereby the viability of a 
CBHI scheme. 

 
4.3. With the scheme design 

 
4.3.1. Establishment of a guarantee fund to secure the financial viability of the 
scheme. 

At first, individual schemes will not be in measure of building sufficient reserves to 
protect themselves in case of outbreak or other situations that may lead to financial 
difficulties serious enough to collapse the scheme. During the first stage of 
implementation, external funds will be needed to constitute the basis of a guarantee fund 
until individual schemes can fully replenish the guarantee funds from collected 
contributions. 

 
4.3.2. Designing the scheme to ensure a good flow of information  

Due to the distances between hamlets and even houses in each villages, disseminating 
information may be challenging. The scheme will have to adjust to this reality and 
communication should be stressed in its design. 
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ANNEX 1 : CRITERIA FOR ZONE SELECTION 
 

1. Methodology for selecting the zone 

The first phase of the study was to identify among four pre-identified areas the zone in 
which the feasibility study would be carried out. Information was gathered on the areas’ 
socio-economic characteristics, social dynamics, and health providers, on which basis 
the area that offered the most favorable environment to the development of a 
community based health scheme was selected. 

 
1.1. The zone 

1.1.1. A zone with economic potential 

The zone was to have well-developed and diversified economic activities. In a rural 
context, where the majority of the population is reliant on farming activities, this can be 
translated into favorable climatic conditions (reliable rain falls) fertile lands, as well as 
good access to distribution channels to enable the cultivation and commercialization of 
various types of cash and subsistence crops,  thus providing the  local population with a 
steady and reliable source of income and food. Cash crops are warrants that people have 
at some point in the year some financial capacity to contribute to a CBHI scheme.  

In addition, the zone was to have a developed banking sector, or a network of rural 
savings and loan schemes that could be used to secure funds. 

 
1.1.2. A populated zone 

Another selection factor was the size of the target population. The pool of potential 
subscribers therefore had to be large enough to enable the scheme to draw enough 
members to be financially viable, and have potential to strengthen the scheme by 
expanding membership. Therefore, the zone’s population density had to be high, with 
populations concentrated in villages of at least 2500 inhabitants. 

 
1.1.3. A zone with strong social dynamics, identity and cohesion 

The attractiveness of a CBHI scheme depends to a great part on the population’s interest 
in joining a scheme where funds are pooled, risks and benefits are shared by all scheme 
subscribers, and the operations of the scheme are handled by the subscribers themselves. 
The social acceptability and management of such a scheme is dependent to a great 
extent on the population’s dynamism, strong identity and social cohesion. These can be 
in part identified through evidence of inter-village collaboration, existence of dynamic 
socio-professional groups, and practices of mutual help and solidarity, and can be 
complemented by the perception of operators involved in development projects in the 
zone. 
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1.1.4. Other health pre-payment initiatives absent from the zone 

Existence of other current or future initiatives towards population's health care 
financing, and the current state of involvement of the Community Health Fund in the 
area were also factors to take into account. Indeed, overlapping with current or future 
pre-payment initiatives in a country where so few initiatives of that kind exist would 
create unnecessary clutter and competition. There was also a significant risk that 
presenting a different type of system, in a zone where hospital-based schemes or the 
CHF were already in place might create a lot of confusion in people’s mind, make the 
scheme less attractive to them, and all in all present a much reduced opportunity. 

 
1.1.5. AIDS prevalence not unusually high in the zone 

In the field of health insurance, providing coverage to people with chronic and incurable 
diseases present serious risks to the financial viability of the scheme. Another criteria 
put forward was that the zone should not present unusually high HIV or Tuberculosis 
prevalence. 

 
1.2. The health care providers 

1.2.1. Satisfactory quality of care at a reasonable cost 

The identified health care providers were to provide the zone’s population with care of 
satisfactory quality, at a reasonable cost. To determine quality of care, it was first 
necessary to look at the hospitals’ general characteristics, such as their capacity to 
handle the demand (number of beds, services offered, technical capacities, 
infrastructures, functionality) as well as efficiency in operating the facilities,  as well as 
financial characteristics. 

 
1.2.2. Health care providers willing to collaborate in the study 

One of the main factor of feasibility of setting up a CBHI scheme is the identification of 
a health provider that delivers satisfactory quality of care and is interested in being the 
scheme’s contractual provider. At the study stage, provider’s support was needed to 
authorize collection of data from various ward registries and other hospital records to 
assess among other things average cost of care and patients’ geographical origin. At that 
point too, preliminary discussions on the main scheme aspects involving the provider 
had to be carried out. 

 
1.2.3. Possibilities to extend the CBHI scheme to other quality health providers in 
the zone 

A CBHI scheme is owned and managed by its members. They are the ones that select 
the health provider they wish to enter into contractual agreement with. 
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In a competitive environment where several providers are available, scheme managers 
are in a stronger position to negotiate favorable terms of contract with selected provider. 
In addition, extending the scheme to several providers would help strengthen and 
expand the scheme to a wider customer basis. 

 
2. Applying the selection criteria to the pre-identified zones 

2.1. Selection criteria summary table 

 Dodoma 
Rural 

Kilosa Mbozi Ileje 

Zone with economic potential      
favorable climatic conditions – – + + + + 
fertile lands – – + + + 
Cash crops – – + + + 
access to distribution channels + + + – 
developed banking sector ? ? + – 
Populated zone     
High population density – – + + + 
Village size above 2500 inhabitants + + + – 
strong social dynamics, identity and cohesion     
inter-village collaboration + + + + 
dynamic socio-professional groups ? ? + ? 
practices of mutual help and solidarity – – + + 
perception of operators +/– +/– + ? 
No other health pre-payment initiatives in the zone + – + + 
AIDS prevalence not unusually high + + – – 
The health care providers Mvumi 

Hospital 
Berega 

Hospital 
Mbozi 

Hospital 
Ileje 

Hospital 
Satisfactory quality of care at moderate prices + + + + + + 
Technical infrastructure + + + + + + 
Strict Payment Policy + + + +  + + 
Willingness to collaborate in the study + – + + + + 
Other quality health providers in the zone – – + – 

 
 

2.2. Districts’ Socio-economic Environment 

2.2.1. Economic growth potential  

In both Kilosa and Dodoma Rural districts, the economic growth potential is limited. 
The topography and climatic conditions are not favorable for farming. Semi-arid lands 
and low and uncertain rain falls result in low agriculture outputs. In both places, 
subsistence farming dominates while little cash crops are cultivated. On the other hand, 
in Mbeya region, the highlands surrounding the hospitals of Mbozi and Ileje are 
characterized by their fertility, high rain falls and cash crop production (coffee mainly). 
However, despite these favorable conditions, Ileje district’s mountainous terrain and 
roads’ inaccessibility during the rainy season limit economic opportunities -- plot sizes 
are small, land cultivation difficult, and distribution channels are particularly difficult to 
access due to the remoteness of the area. 
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2.2.2. Household income 

As a result, household income is significantly higher in Mbozi district than in any of the 
other districts, with a GDP per capita of Tsh75,000 compared to Tsh40,000 in Dodoma, 
Tsh53,000 in Ileje and Tsh60,000 in Kilosa (1994). 
- Based on the above mentioned uncertain economic context and lower income levels, 

people’s capacity to contribute to a health insurance scheme and re-contribute on a 
yearly basis appeared uncertain in the district of Kilosa and Dodoma Rural. 

 
2.2.3. Population density 

Both Dodoma Rural and Kilosa districts are located in the central region of the country, 
where population density is low (between 25 to 30 people/sq km). On the other hand, a 
density of over 50 people/sq km can be found in both Mbozi and Ileje Districts. 
- Low population density limits the scheme’s membership basis and its scope for 

expansion and thereby its technical and economic viability. 

 
2.2.4. Social cohesion and dynamism 

On a social standpoint, solidarity and social cohesion was said to be rather strong in all 
four zones, in spite of a relatively less homogeneous population in Mbozi district due to 
significant immigrations, and populations were said to be easily mobilized. However, 
the repeated government and international donors’ interventions in response to draughts 
and other emergency situations in the Central region (Dodoma region and to some 
extend Kilosa district) have created a sort of dependence from the local populations and 
impacted negatively on self-initiative and participatory activities. On the other hand, in 
the southern district of Mbozi, the growing number of economic groups and SACCOs 
(savings and credit cooperatives) and even the current network of cooperatives (despite 
problems of credibility and decreasing economic weight the latter are currently facing), 
are all indicators of the populations’ willingness and capacity to manage collective 
activities. 

 
2.3. Districts’ Health Providers 

Quality of care and provider’s interest in the study 

One preliminary and determining factor of the choice of the health provider was the 
quality of the services offered, which in all four hospital was satisfactory, although the 
size and range of services offered varied somewhat between the facilities. A second 
factor was the willingness and interest of the respective hospitals’ management team to 
take part in the study. Everyone met in the four hospitals were acutely aware of the 
population’s financial difficulties to access their facilities, and members of the 
management teams met showed interest in the concept of CBHI schemes. Yet, staff met 
at Berega Hospital expressed some reservations due in part to the recent implementation 
of the government’s Community Health Fund prepayment program and to some extent 
as well to their doubts over the catchment population’s contributive capacity. 
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Similar doubts were expressed on that latter point by several members of Mvumi 
Hospital’s management team, although they were overall receptive to the study idea. In 
the Southern hospitals of Mbozi and Isoko, the study proposal was considered timely, as 
Mbozi is looking for ways to increase cost sharing while helping secure the population’s 
access to their facilities and Isoko’s doctor in charge was actively researching existing 
pre-payment scheme experiences in the hope of replicating one of these experiences in 
his facilities. 

Another factor that came into consideration in selecting the zone was the hospital’s 
policies in terms of exemption. Incentives for a population to join a pre-payment 
scheme are directly related to the possibility they have to be exempted from payments. 
In Isoko hospital, exemptions as per government’s prerogatives were fully implemented, 
thus making treatment completely free to all pregnant mothers and children under five. 
Similarly, in the past two years, Mvumi hospital has been able to subsidize care for 
some patients for several months of the year (children and pregnant women) through 
funds collected from abroad. On the other hand, exemptions in Berega and Mbozi 
hospitals are given on a case by case basis. 

Finally, we looked at the possibility to extend the scheme to other quality health 
providers as a zone selection factor as well. Until today, all four facilities are in quasi-
monopolistic situation, all but one being the only hospitals in their respective districts, a 
very common situation in rural areas. In Mbozi district, a public hospital is operating in 
nearby Vwawa, 15 kilometers away from Mbozi Mission Hospital. That hospital until 
recently was closer to a health center in terms of the services it provided than to a full 
fledge hospital. This situation is in the process of shifting as the hospital’s facilities are 
currently being expanded and the hospital will soon become the district’s hospital. The 
resulting competition will undoubtedly put significant pressure on Mbozi hospital but 
will also give further bargaining powers to potential CBHI scheme members. In 
addition, possibilities to extend the scheme to the government facilities could be 
envisage in the medium-term. 
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1. The four survey villages  

1.1. Isansa, Isansa Ward, Igamba division 

Isansa village is the headquarter of Isansa Ward, and is located about 17 km away N.E. 
from Mbozi hospital, the nearest secondary level health facility. It has a population of 
6,610 (1999 estimates) living in seven hamlets. A rather high 6% of the village 
population was hospitalized at Mbozi Hospital in 1999. There is a health dispensary in 
Isansa, recently renovated, supervised by the population through their ward’s primary 
health care committee. In parallel to the coffee primary society, several economic 
groups have emerged and organized themselves in the past few years to market their 
produce on their own.  

 
1.2. Shiwinga, Igamba Ward, Igamba Division 

Shiwinga has a population of 4983. It does not have a primary health facility, but is 
mapped in Igamba’s dispensary catchment area, five kilometers away. Mbozi hospital is 
only 12 kilometers away, and its relative proximity explains the high hospitalization rate 
recorded for Shiwinga’s population in 1999 (6.5%). 

Coffee, maize and beans are the main cash and subsistence crops cultivated in 
Shiwinga. Income generated through these activities is comparable to that of other 
villages in Igamba ward, while they are not as high as revenues generated in Isansa 
ward. A coffee grower cooperative can be found in Shiwinga, but comparatively few 
economic groups. In the ward headquarter, a Savings and credit Association (SACA) 
has started operating with several economic groups from nearby villages. It is expected 
that this new access to credit and savings may entice people of Shiwinga to join forces 
towards improving their economic situations. 

 
1.3. Msia, Msia Ward, Igamba Division 

Msia is the headquarter for Msia ward. It has a population of 5355. It was selected as it 
lies in a ward that utilizes extensively the hospital’s services. As the other three villages, 
it produces a mix of cash crops (coffee particularly) and subsistence crops. In addition 
to a coffee cooperative, a savings and credit cooperative (SACCO) catering for the 
whole ward is operated from Msia village.  

There is a government dispensary located in Msia. The dispensary was recently 
rehabilitated. Msia is 12 kilometers away from Mbozi Hospital, but the road is not 
always passable in the rainy season. An alternative road adds another five kilometers to 
the trip. [MORE] 

 
1.4. Mbimba, Mlowo Ward, Vwawa Division 

Mbimba has a population of 3745 inhabitants. Of the four villages selected for the 
study, it is the one nearer Mbozi Hospital (8 kilometers). 
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However, it is also only 4 km away from Vwawa. Several of the village’s five hamlets 
are located alongside the main road with an easy and cheap access to Vwawa Hospital 
while others are away from the road but nearer Mbozi Hospital. Despite its low 
utilization of Mbozi Hospital (1.5%), this village was selected in order to provide 
comparative data on people’s perception of both hospitals and identify reasons for 
selecting one facility over the other. Due to its proximity to Vwawa, the village of 
Mbimba does not have access to a public dispensary and must rely on either the 
government hospital or private-owned dispensaries in Vwawa to meet its primary care 
needs. 

Main productions in Mbimba are coffee, maize and beans. However, income generated 
by these activities is lower than in Igamba ward. Numerous newly created socio 
economic groups can be found in the village of Mbimba, several of them managed by 
youth as well as women. 

 
Village administrative organization 
Each village is organized administratively around the village chairman (elected by the 
villagers), the village executive officer (appointed by the District), and three 
committees, handling respectively security matters, finance and economic planning, and 
social services and development activities. Each committee is made of eight members. 
All of these three committee members form the village government.  
The village government is made of about 25 members elected by the villagers to 
represent them. Elected representatives of each hamlet belong to the village government 
along with other elected members. The village influential leaders are not members of 
the committees, but because of their influential positions in the village, they are invited 
in taking part in all committees.  
There are also traditional authorities in each village. Administrative and traditional 
authorities co-exist without any difficulties. Their mandates do not overlap, as 
traditional chiefs limit their involvement to moral and spiritual matters. 

 
 
2. Primary health care facilities 

Below are three examples of primary health care facilities operating directly in the 
survey areas. 

 
2.1. Isansa Government Dispensary 

Isansa Government Dispensary caters to six villages of Isansa Ward, a total population 
of about 21,000 people. The facility is run by an assistant clinical officer in charge. It is 
staffed by two assistant clinical officers, one maternal and child care assistant, one 
health assistant and one health orderly. There is a staff shortage as one staff member 
died last year and has not yet been replaced. they see on average 80 patients a day, 
number which can at times shoot up to 120 in the rainy season. The dispensary is 
provided with a drug kit at the beginning of each month. Drugs usually run out within 
fifteen days. Care and drugs are free of charge 
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In addition to outpatient consultations, the dispensary handles maternal and child health 
care services, ante-natal care, family planning and deliveries, as well as counseling and 
examination for AIDS patients,  there were about 15 AIDS patients that regularly came 
to the dispensary for care and counseling in 1999. As In all government dispensaries, 
Isansa is not equipped with laboratory facilities and cannot perform any of the necessary 
tests to detect malaria, worms, or other common diseases. 

Close to 15,000 cases were handled at the dispensary in 1999, children under five 
representing over 40% of patients. The peak months were February and March, with 
over 3,600 patients seen over these two month period. 142 women delivered at the 
dispensary in 1999. Staff referred 39 cases, the majority to Mbozi Mission Hospital, the 
rest to Vwawa hospitals. 

The dispensary was rehabilitated in February 1999 at a cost of Tsh17.8 million. A brand 
new dispensary building, latrines, and staff housing were built. Inhabitants from Isansa 
Ward contributed Tsh400,000 to the project. Since the dispensary moved to their new 
building, attendance has increased and the community seems to feel ownership of the 
dispensary. They planted trees around the building and hired a watchman at their own 
costs. The ward primary health care committee supervises all of the activities 
undertaken in the dispensary,  and is in charge of overseeing the use of contributions. In 
addition, the committee is in charge of maintenance. 

 
2.2. Igamba Government Dispensary 

Igamba dispensary’s catchment area is made of 7 villages of Igamba ward (of which 
Shiwinga, one of the survey villages), a total population of 22,000. Eight people are 
employed at the dispensary: 2 clinical officers and 6 nursing assistants. In 1999, over 
18,000 patients came to the dispensary, of which 2052 pregnant women who came to 
consult at the dispensary, and 166 deliveries. 730 mothers came for mother and child 
health care. Patients whose cases could not be handled at the dispensary were referred to 
Mbozi hospital, which is the nearest facility (8 kilometers away). In 1999, the 
dispensary referred 85 patients to Mbozi Hospital. 

At the time of the study, the dispensary building was very run down and the furnishing 
extremely basic. Medical equipment was lacking as well. However, the construction of 
a new building as part of the Family Health Project just ended, and activities were 
expected to be transferred to the new building by the end of April 2000.  

Drugs’ availability  are a major issue in Igamba dispensary, as the drug kits supplied 
every month by the government medical store run out on average two weeks after 
having been opened. Most patients are aware of this, as shown by their consultation 
pattern. The dispensary sees about 1000 patients during the first two weeks of the 
month, while only about 500 people consult during the last two weeks of that month. 
During that time, people just come to seek medical advice and receive a prescription. 
They then go to private pharmacies in nearby villages to buy medication. 

There are issues of mistrust between the dispensary staff and the communities around 
the drug shortages issue. While drugs should be dispensed free of charge, the 
communities accuse some staff to sell the drugs on the side. 
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The village government in Igamba has actually taken measures to tighten control over 
the drug kit by keeping it in its office and only dispensing to the dispensary staff a few 
days’ worth at a time, a strategy that has obvious limits as well.  

Communities have also some influence on the management of the dispensaries, as they 
can lodge complaints to the district medical officer that may result in the dismissal of 
some of the dispensary staff if they are heard by the district authorities. 

 
2.3. Ilasi (Private) Health Center 

This health center, located in the town of Vwawa, is owned by a local businessman. It 
was created in 1992 following the Government’s lift on the ban on for-profit practices in 
the field of health. 19 people are employed at the dispensary, among which two doctors, 
one clinical officer, six trained nurses, two laboratory assistants. The health center 
offers preventive services at no charge, such as mother and child health care ; family 
planning, and health education classes. The bulk of the facility’s activities is curative 
care. Both outpatient and inpatient services are offered, with a total of forty patient 
beds. In 1999, care was provided to 4360 outpatients and 1650 inpatients.  

Facilities and medical equipment used are more modern and in better shape in this 
private facility than in any of the government and missionary facilities visited 
throughout the study. As a private health provider, the health center is not allowed to 
purchase drugs from the Government medical store, and must turn to private pharmacies 
where drugs are sold at a much higher cost. While the Health Center rarely experiences 
any drug shortages they have been faced on several occasions with problems of expired 
drugs. 

Prices charged are considerably higher in private facilities than in missionary or 
government facilities in the zone, mainly because of the high prices charged for 
medication. 
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1. Background 

Mbozi Mission started as a small ante-natal clinic in 1948. It became a full fledge 
hospital in 1961. The hospital is under the authority of the Moravian Church of 
Tanzania, South-West Province whose headquarter is in the town of Mbeya, 70 
kilometers away from Mbozi Mission.  

The Moravian Church has a strong presence in the area selected for the survey, and in 
the whole of Mbeya region. It owns and runs two hospitals in the region, as well as 
several dispensaries, schools and orphanages. It has privileged relationships with several 
European sister Moravian congregations, which have been providing some financial 
support to Moravian school and health facilities. 

 
2. Catchment area 

as the District designated hospital (DDH), Mbozi mission hospital caters to the whole 
district, corresponding to over 470,000 inhabitants (CHECK). However, in practice, 
85% of  the hospital’s inpatients come from the neighboring divisions of Igamba (62%), 
Vwawa (14%) and Iyula (9%). The population residing in these three divisions total 
about 290,000 and is located within a radius of about 20 to 25 kilometers from the 
Hospital. 

 
3. Hospital management structure 

The hospital is supervised by a board made of four members from the government (of 
which the regional medical officer, and a representative from the MOH) and six 
members from the church (doctor in charge, Hospital’s administrator, priests).  

Every day decisions are taken by the Hospital Management Team (HMT) which meets 
on a weekly basis. The HMT comprises of six members (doctor in charge, hospital’s 
administrator, nursing officer in charge, accountant, in charge of clinical services and 
in-charge of the children’s home) 

The Moravian church also has its own board: the provincial medical board which will 
replace the hospital board once the hospital becomes a Voluntary Agency again. This 
board currently includes: the hospital management team, the heads of dispensaries, the 
Chaplain, members of the Church’s executive committee in Mbeya, and one 
representative from hospital staff. 

 
4. Personnel 

In 1999, the hospital had a total of 212 employees, of which nine of them were 
seconded by the Government. 
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Staff profile Number Staff profile Number 
Gynaecologist & obstetrician 1 Medical attendants/nurse 

assistants 
72 

Assistant medical officers 2 Radiographic technicians 3 
Clinical officers 8 Dental assistant 1 
Clinical assistants 7 Laboratory technicians 8 
Nursing officers 8 Health assistant 1 
Nurse midwives 24 Pharmaceutical assistant 1 
Trained nurses 11 Administration 5 
Public health nurses and MCH 5 Other non-medical staff 48 

 
Staff salaries are low. One of the consequences is a noted lack of motivation and 
commitment on the part of some of the hospital staff. 

 
5. Services offered 

The services provided by the hospital are at the level of (and even higher than) what is 
requested for a district hospital. There is a team of doctors trained to do basic surgery, 
and the hospital is well organized to handle emergencies. Staff from the emergency 
ward and operating theater are on duty twenty four hours a day, to ensure permanence 
of care at any moment of the day or night. The efficiency of this system is enhanced by 
the fact that the majority of medical staff live on the hospital compound and can 
therefore be called at any time in case of emergency.   

The hospital offers preventive and health promotion services through its mother and 
child health care Clinic (prenatal care and family planning) and sexually transmitted 
infection clinic. In terms of curative services, the hospital features an outpatient 
department, operating theater, labor room, dental unit, physiotherapy unit, ophthalmic 
clinic and  inpatient department (5 wards: maternity, pediatric, male, female, 
emergency). Support services include laboratory services, infusion unit, radiology and 
pharmacy. 

 
6. Infrastructure and equipment 

While the OPD department is functional, the inpatient wards appear dilapidated. The 
wards are small for the number of beds in each of the room, and often overcrowded. It is 
not rare during the rainy season to see “floor cases” in the pediatric and female wards 
(and at times in the male ward as well). While the hospital is registered as having 210 
beds, in effect it currently only has space for 169 beds.  

Medical equipment (such as x-ray machine and equipment in the operating theater) also 
appear ancient. 

A new operating theater is currently being built with the assistance of the Family Health 
Project. This will free up the current theater building in which hospital management is 
considered transferring one of the wards, such as the maternity ward which is currently 
sharing space with the pediatric ward. 

 86



  

ANNEX 3 (page 3) 
 
 

7. Pharmacy 

There is a pharmacy on-site, operated by a pharmacy technician. Drugs are supplied by 
the Government’s Medical Supply Department as Mbozi mission is a DDH. Drugs and 
medical equipment shortages from the MSD are frequent, which forces the hospital to 
buy additional medication from local pharmacies in Mbeya to minimize shortages on 
their patients. 

Drugs are now purchased through a drug revolving fund to ensure the availability of 
funds to purchase drugs, and thereby the availability of drugs. All of the hospital’s 
resources are however gathered under one account, but the drug revolving fund records 
are kept in a separate book. 

 
8. Curative services: 

8.1. Outpatient care (OPD) 

A total of 19,677 outpatients were recorded in 1999. This number is lower than in the 
previous years. This drop is attributed to the absence of epidemics during that year. 

The leading disease recorded in the outpatient department is by far malaria which 
accounts for 44% of all OPD cases. It is followed by acute respiratory infection, 
pneumonia and diarrheal diseases. 

 
8.2. Inpatient care 

 # of beds admission discharge death 

Total # of 
patients' 

days 
Occupancy 

rate 

average 
total 

cost/patient
male ward 34 1551 1514 54 12824 103% 5127 
female ward 32 2000 1956 49 11551 99% 5412 
Emergency ward 16 1118 985 125 2727 47% 8567 
pediatric ward 24 2736 2692 35 11490 131% 2380 
labor room 17 1123 1113 3 3861 62% 8975 
maternity ward 28 1089 1083 8 7386 72% 4620 
Malnutrition room 12 198 177 14 1541 35% 1675 
baby room 4 142 98 42 1145 78% n.a. 
isolation room 2 6 5 1 30 4% n.a. 
total general 
hospitalization    169 8777 8442 331 52555 85% 

 
5173 

 
Note: Because some patients were admitted in several wards (e.g. first admission in 
emergency ward and subsequent admission in male ward), the number of admissions 
does not correspond to the total number of admissions in each ward. 

In 1999, 8,777 patients were hospitalized, a sharp drop from the previous years (the 
hospital recorded over 15,000 patients in 1998). Hospital management attributes this 
fact in great part to the patients’ financial inability to foot the health bills, combined 
with the above mentioned absence of widespread epidemics in 1999.  
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The leading diagnosis in 1999 for inpatients (as in previous years) was also malaria 
which accounted for 48% of overall hospitalizations, followed by pneumonia, 
complicated pregnancies, anaemia, tuberculosis. 

Inpatient deaths corresponded to 4% of admissions. Hospital staff mentioned the 
advanced state of the illnesses at the time of admission as one of the causes of these 
deaths. Indeed, ill patients often wait several days at home before coming to the hospital 
(for the most part for financial reasons), at which point the illness reaches a critical 
stage. Because of these delays, some patients die on the way to the hospital, or 
sometimes shortly after being admitted. 

Relatives can stay in a nearby hall right outside the hospital compound at a very low 
cost (50 shillings per night). While the facilities are basic, they provide relatives with a 
roof and with a place where they can prepare food for their patients (The hospital feeds 
all patients lunch, and  provides tuberculosis patients, malnourished children and HIV 
patients free breakfasts and dinners). Relatives are asked to respect visiting hours, a 
measure that is not always popular among them, but which enables staff to dispense 
care and consult patients in a calmer and less crowded environment. 

 
8.3. Operations 

450 major operations were performed in 1999, of which ¾ were obstetric surgeries and 
caesarian sections. Total number of minor operations was 1,161. The doctor in charge is 
a specialist (obstetrician) and the other two doctors are also trained to perform surgeries. 
A surgeon from Mbeya Referral hospital comes once a month to perform planned 
interventions. Some surgery cases are referred to Mbeya Referral hospital. 

 
9. Preventive care 

9.1. MCH clinic 

The mother and child clinic provides antenatal care and vaccinations of children under 
five (BCG, measles, polio, TB) and pregnant mothers (tetanous) at no costs, as these are 
government-funded programs. Family planning is also available at the MCH clinic, and 
oral contraceptives and injectables are provided for free. However, there is a cost of Tsh 
3,000 for tube litigation. 

Health education to ante-natal and mothers of children under five takes place at the 
MCH clinic daily. MCH staff also conducts outreach programs in the nearby villages of 
Zelezeta and Ivwanga. 

 
9.2. STI clinic 

The STI clinic is staffed by two people. They provide HIV counseling as well as pre-test 
counseling for suspected cases and for anybody interested. HIV screenings are also 
made there, and sent to Mbeya referral hospital for testing (the hospital’s lab only 
performs screenings on blood donors). 
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STI staff also provides home-based care to HIV patients that accept to be visited 
(currently about 13 patients per month). This service is however dependent on the 
accessibility of the patient’s home, as staff only have one bicycle to get around. Drugs 
for STIs used to be provided for free by GTZ but are currently on short supplies. 
According to the STI staff,  

AIDS:  
In 1999, HIV prevalence from blood donor screening in Mbozi Hospital was 17%. The 
number of new patients hospitalized with AIDS in Mbozi hospital was 361 in 1999, of 
which 28 (8%) died in the hospital. This number has gone down since 1994 when 531 
cases were recorded. As explained by hospital staff, AIDS patients often do not go to 
the Mission hospital as they have very limited resources and cannot cover the costs of 
drugs, sometimes they also face difficulties finding transport. While the observed 
average recorded expenses at Mbozi Hospital for AIDS patients was Tsh5,340 in 1999, 
the drain of repeated hospitalizations on household budget is considerable. As a 
consequence, AIDS patients are now increasingly turning to Vwawa Hospital where 
they can also receive counseling and free treatment. Regardless of the facilities, both 
hospitals do not keep AIDS patients for long periods of time, but rather recommend 
home-based care. 

 
10. Peripheral activities 

A small orphanage which can accommodate up to 12 children, also owned and run by 
the Moravian Church is located on the premises of the hospital. In addition, the hospital 
is running several income-generating projects that are aimed at providing services to 
people living on or visiting patients staying at the hospital:  
- The relatives’ hostel, available to people who wish to stay nearby their hospitalized 

relatives 
- The dairy project, run by and for the children’s home provides the orphans with 

milk throughout the year 
- The  milling machine project geared mainly towards hospital staff  
- The day care Center that provides nursery education to 49 hospital employees’ 

children.   
- The hospital’s grocery store located on hospital compound  
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Number of 
occurrences

% Average amount 
obtained (in Tsh)

Average loss 
(in Tsh) 

Loss/real price
 

Savings  34 38% 12,980 n.a. n.a. 
Poultry 10 11% 2,590 910 26% 
Trade (milk sale) 1 1% 7,000 1000 13% 
Seasonal produce
(maize, beans) 

12 13% 8,735 400 4% 

small livestock (goat,
pig) 

10 11% 8,430 3370 29% 

cattle (cows, oxen) 4 4% 44,000 11000 20% 
Land 3 3% 16,700 5000 23% 
Gift/no interest loan 14 15% 7,010 n.a. 
loans  with interests 3 3% 40,900 82,40015

 200% 
Total 9116

 100% 
 

                                                 
15 Interests paid to money lender 
16 This number is higher than the above stated 72 cases of hospitalization as in some instances people had to 
combine strategies to come up with the necessary funds. 

 90



  

 
 
 
 
 
 
 
 
 
 

 91


	Abbreviation list
	I. Introduction
	A. Initiative of the action
	B. Community based insurance schemes
	C. Previous studies
	1. Identification study
	2. Feasibility study


	II. Methodology of the feasibility study
	A. Study of the selected zone’s macro economic context
	B. Village selection
	C. Household surveys and village diagnosis
	1. Household surveys
	2. Village diagnosis

	D. Data analysis and support mission
	E. Scheme formulation

	III. Local partners
	A. Health providers
	B. Technical partners
	1. Christian Social Service Commission
	2. Other technical partners
	2.1. Anglican Church of Tanzania
	2.2. Evangelical Lutheran Church of Tanzania
	2.3. Tanzanian Episcopal Conference
	2.4. African Inland Church of Tanzania


	C. Institutional partners
	1. Mbozi District Authorities
	2. Tanzanian Ministry of Health


	IV. Localization
	A. Mbozi district
	B. Area selection criteria
	C. Reasons for selecting Mbozi district

	V. Description of existing situation
	A. Tanzanian macro-economic context
	1. Geography and demography
	2. History
	3. Politics and Administration
	4. Economy
	5. Health status
	6. Health care system
	6.1. Organization and structure of the Health Care System
	6.1.1. Health care provision divided among government, mission and private facilites
	6.1.2. The referral system

	6.2. Health sector reform

	7. Health pre-payment initiatives
	7.1. Community Health Fund
	7.2. National Health Insurance
	7.3. The Evangelical Lutheran Church of Tanzania (ELCT) provider-based community Health fund model
	7.4. Mburahati Health Trust Fund
	7.5. Bima ya Afya ya Atiman: 
	7.6. UMASIDA
	7.7. National Insurance Corporation of Tanzania Limited


	B. General presentation of Mbozi District
	1. Geography and demography
	1.1. Topography and climate
	1.2. Population density and distribution

	2. Administration
	3. Economic activities
	4. Agro economic zones
	5. Social context
	5.1. Migration and ethnic groups
	5.2. Social dynamism and self-organizing potential

	6. Health status
	7. Other development projects in the district
	7.1. Health projects
	7.2. Other projects


	C. In-depth study in four villages
	1. Overview of surveyed villages
	1.1. Isansa, Isansa Ward, Igamba Division
	1.2. Shiwinga, Igamba Ward, Igamba Division
	1.3. Msia, Msia Ward, Igamba Division
	1.4. Mbimba, Mlowo Ward, Vwawa Division

	2. Household income and household budget management
	2.1. Economic activities and income
	2.1.1. Average income
	2.1.2. Sources of income and seasonality:
	2.1.3. Economic activities
	a) Coffee
	b) Maize
	c) Beans
	d) Local brew (“pombe”)
	e) Labor


	2.2. Budget management
	2.2.1. Expenses recurring daily or weekly
	2.2.2. Occasional expenses
	2.2.3. Exceptional expenses
	2.2.4. Health expenses
	2.2.5. Difficult expenses
	2.2.6. Household cash flow pattern
	2.2.7. Savings: monetary savings less common than savings in kind
	2.2.8. Conclusion


	3. Health care providers
	3.1. Primary health care
	3.1.1. Available primary health care facilities for surveyed villages
	3.1.2. Overview of primary health care facilities – services, quality of care, pricing

	3.2. Secondary Care
	3.2.1. Vwawa government hospital
	a) General description
	b) Services offered
	c) Cost-sharing

	3.2.2. Mbozi Mission Hospital
	a) General description
	b) Services offered
	c) Cost sharing
	d) Observed patients’ health expenditures
	e) Payment policy
	f) Prospects
	g) Conclusion


	3.3. Populations’ perception of health care facilities
	3.3.1. Primary health care facilities
	a) Proximity as the determining factor to choose a primary care facility
	b) Perceived quality of care
	c) Fears and worries about going to a government dispensary
	d) Conclusion

	3.3.2. Secondary health care facilities
	a) Reasons for selecting one hospital over the next
	b) Perceived quality of care:
	c) Conclusion


	3.4. Population’s consultation behavior
	3.4.1. Morbidity
	3.4.2. Preliminary recourse
	3.4.3. First recourse
	3.4.4. Subsequent recourses
	3.4.5. Deliveries
	3.4.6. Conclusion



	D. Access to health care
	1. Cost of care
	1.1. Transport means and costs
	1.1.1. Transport situation
	1.1.2. Transport cost

	1.2. Conclusion

	2. Risks and exclusion from the health care system
	2.1. Fears
	2.2. Exclusions
	2.2.1. Seasonal exclusion 
	2.2.2. Total exclusion
	2.2.3. Partial exclusion
	2.2.4. Temporary exclusion

	2.3. Conclusion

	3. Healthcare financing strategies
	3.1. Declared strategies
	3.1.1. From 0 to Tsh5,000
	3.1.2. From Tsh5,000 to Tsh10,000
	3.1.3. Above Tsh10,000
	3.1.4. Conclusion

	3.2. Observed strategies

	4. Collective responses to current situation and their limits
	4.1. Mutual-help groups
	4.2. Church groups
	4.3. Economic self-help groups
	4.4. Primary Societies
	4.5. Limits to the current initiatives
	4.6. Conclusion



	VI. Aims to be reached
	A. Joint formulation of adapted healthcare coverage
	1. Perceived needs for healthcare coverage
	2. Type of pre-payment scheme
	3. Elements to be taken into account in the scheme’s design
	3.1. Risks to be covered
	3.2. Designated health care providers
	3.3. Levels of contribution
	3.4. Basis of subscription
	3.5. Group set-ups
	3.6. Solidarity
	3.7. Extending the scheme to the most destitute
	3.8. Group contract

	4. Managerial and technical principles
	4.1. Elements of internal organization
	4.1.1. Level of Risk sharing
	4.1.2. Self-management
	4.1.3. Volunteer work
	4.1.4. Money  management
	4.1.5. Transparency
	4.1.6. Control of transport reimbursements

	4.2. Elements of collaboration with actors external to the scheme
	4.2.1. Control of the health provider
	4.2.2. Role of the village government

	4.3. Element of technical support to be provided by the project
	Training


	5. Points discussed with the health provider:
	6. Conclusion

	B. Example of a possible CBHI scheme design
	1. Geographic unit
	2. CBHI Scheme structure
	3. Representation
	4. Role and responsibilities
	4.1. Mutual-help groups
	4.2. Village scheme’s governing and executive bodies
	4.3. Zonal union
	4.4. The designated provider
	4.5. Conclusion



	VII. General conclusions
	A. Conclusion in terms of opportunity
	1. Irregular cash-flow
	2. Existence of financial exclusions from health care
	3. Serious difficulties in financing health care
	4. High marginal cost of financing health care
	5. Strict payment policy at the hospital
	6. Conclusions in terms of opportunity

	B. Conclusion in terms of feasibility
	1. Social feasibility
	1.1. Acceptability of the prepayment principle
	1.2. Existence of mutual help and solidarity practices
	1.3. Conclusions in terms of social feasibility

	2. Economic feasibility
	2.1. Affordable cost of care
	2.2. Limited transport options and high costs of vehicle hire
	2.3. Expressed contributive capacity higher than premium estimates
	2.4. Conclusion in terms of economic feasibility:

	3. Technical feasibility
	3.1. People have the capacity and willingness to manage the scheme
	3.2. Groups as a basis for subscribing to the scheme reduce risks and strengthen control over the scheme
	3.3. Limiting coverage to hospitalization (including deliveries) and transport
	3.4. The health provider is open to making adjustments to accommodate the CBHI scheme
	3.5. Funds can be kept securely and fund transfers can be limited
	3.6. Possibilities in the medium term to expand the scheme to Vwawa Hospital
	3.7. Conclusions in terms of technical feasibility

	4. Issues remaining to be solved
	4.1. With the populations
	4.1.1. Discussing how to insure that the scheme is accessible to the destitute and lowest-income households 
	4.1.2. Defining the basis on which to form groups
	4.1.3. Finalizing the basis for subscription
	4.1.4. Discussing the acceptability and terms of a waiting period

	4.2. With the hospital
	4.2.1. Adjusting the hospital’s accounting and billing system to lump sums and third party payment.
	4.2.2. Improving the hospital’s perceived quality of care 

	4.3. With the scheme design
	4.3.1. Establishment of a guarantee fund to secure the financial viability of the scheme.
	4.3.2. Designing the scheme to ensure a good flow of information 




	VIII. Annexes

