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West Ankole Diocese Health Cooperative
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HIGHLIGHTS
This is a semiannual report for the period October 1, 2021 to March 31, 2022. The report presents the
achievements, challenges, lessons learnt and how these have been integrated into programming and
used to adjust strategies and investments.

Result 1: Improved Cooperative Business Performance
 Four out of the eight health
cooperatives assessed, demonstrated
improvements in their governance
capacity as per October 2021
governance self-assessments.
 There was increased knowledge of the
cooperative
member
roles,
responsibilities, and rights as a result of
the Ministry of Trade, Industry and
Cooperative
(MTIC)
facilitated
member engagement meetings in four
health cooperatives.
 MTIC facilitated orientation for two
cooperative boards and for two
cooperatives
and
vetting
and
supervisory committees on their roles
and responsibilities.
 MTIC facilitated a pre-registration
training for Kabale Diocese pre-health
cooperative (KDHC) and provided
guidance on the requirements for
registration.
 Six cooperatives held Annual General
meetings (AGMs) in December 2021
for 2020, and four held AGMs for 2021
plus one special general meeting in
March 2022.
This provided an
opportunity for members to discuss
performance and plans and budgets
for 2022.

 Twelve (12) partner staff were trained as
trainers in cooperative health insurance and
support supervision.
 In partnership with the Uganda Catholic
Medical Bureau (UCMB) trainers, Connect
Girls Center (CGC) conducted health
insurance management training for 39 care
providers and provided support supervision
for 17 providers to help them complete
systems to manage insurance with
preparations to begin member enrollment.
 CGC offered milestone agreements (MSAs)
to eight health cooperatives aimed at
increasing member engagement and
compliance to MTIC regulations.
 CGC, in collaboration with the Ministry of
Health
(MOH)
disease
surveillance
department, trained 43 insurance providers
in disease prevention and response
planning.
 CGC offered MSA investments to 38 health
care providers valued at 77,900,000 UGX.
 Health cooperative membership increased
from 10,992 (5,821 females, 5,171 males) in
December 2021 to 21,954 (12,864 females,
9,090 males) accessing health services at
low-cost premium pricing due to shared risk.
 Forty-three (43) care providers are sharing
cooperative performance data, up from 30
in Nov. 2020 and 39 in Nov. 2021.
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Result 2: Improved
Enabling Environment

Cooperative

Result 3: Development
Community’s support
to Cooperatives

 National level partnership engagement in the
MOH Public Private Partnerships in Health
(PPPH) Technical Working Group (TWG)
continued.
 Monthly Support supervision to cooperative
Girls Centers (GCs) is helping cooperative
stakeholders to learn business management
skills and how to address member needs.
 Technical Advisor Steering Committee (TASC)
members
joined
visits
and
their
recommendations are guiding next steps.
 National Library of Uganda (NLU) and
Uganda Community Libraries Association
(UgCLA) visited GCs to assess reading needs
of GC members and they have promised to
offer reading materials to GC libraries.
 GC membership increased from 246 (74 males
and 172 females) in December 2021 to 627
(157 males, 470 females) by March 2022. CGC
is supporting GC members to enroll for
cooperative health insurance with their family
members.
 The GCs registered a total of 110 nonmembers (46 males and 64 females)
participating in GC sessions.
 Eight girls took up leadership positions while
three females and one male started
implementing skills gained as a result of their
participation in a GC.
 Seven Village, Savings and Loan Association
(VSLA) groups were established in three GCs
with a total of 97 participants.

 A feasibility study was shared with
USAID Kenya regarding a potential pilot
of cooperative health insurance in
Kenya.
 TASC member meeting and field visits
provided an opportunity for input into
the project work plan and strategy.
 CGC started data collection on the
Women’s Health Agency study in eight
districts after approval from the
Uganda National Council of Science
and Technology.
 Provide and Equip, the lead in-country
consultancy
firm,
interviewed
respondents in eight selected districts
of Uganda; Apac, Bushenyi, Kabale,
Mbarara, Oyam, Serere, Sironko and
Wakiso.

I.

INTRODUCTION
7

Monitoring, Evaluation
and Learning
 After Action Review (AAR) meetings
have been adopted as an inclusive
way to learn and adapt programmatic
strategies and investments.
 Data validation and data quality
assessments were conducted in 14
health facilities where cooperative
health insurance is being offered in
Central and Western regions.

HealthPartners CONNECT Girls Center is support by a cooperative agreement with the
United States for International Development. The project is currently in its fourth year with
a goal to improve cooperative business performance and strengthen the enabling
environment to increase access to quality and affordable health care. CGC builds the
capacity of local stakeholders to manage sustainable health cooperatives and
empower girls to tap into resources in their community to improve their health and
achieve their life goals.
The project has three result areas:
1. Improved cooperative business performance
2. Improved cooperative enabling environment
3. Increased development community’s support to cooperatives
The activity prioritized four key strategies; partnerships, training of trainers, results-based
decision making and MSAs to invest in results as opposed to inputs.
CGC trained UCMB and Uganda Protestant Medical Bureau (UPMB) trainers to expand
cooperative health insurance where there is demand. UCMB and UPMB trainers made it
easy for providers within their networks to buy in and they are working to improve provider
membership identification systems. CGC also signed a Memorandum of Understanding
(MOU) National Library of Uganda (NLU) to strengthen capacity of GCs in managing
libraries but also provide reading resources based on a technical needs assessment by
NLU. MTIC led member engagement meetings, training for boards, vetting and
supervisory committee and presided over AGMs with an objective of strengthening
cooperative leadership and sustainability. District engagements through orientation
meetings but also participation in provider training and support supervision increased
awareness, ownership, and support towards community mobilization.
Demand for cooperative health insurance continues to grow with both existing
cooperatives and new stakeholders requesting training in cooperative health insurance.
For CGC to meet this demand, training of trainers was offered to partner organizations
including UCMB, MTIC, Uganda Cooperative Alliance (UCA), Cooperative Development
Foundation (CDF) facilitators and Catholic Workers Movement (CWM). UCMB and CWM
have used these skills to lead trainings and support supervision across the country under
CGC observation and are now ready to train on their own.
Increased results-based decision making has been promoted at different levels; provider,
cooperative and within CGC for leadership by example. CGC has adopted AARs to
reflect on what works and what does not work in partnership with stakeholders.
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MSAs are a results-based financing mechanism for supporting investments and ensuring
that agreed upon results are delivered before payment. This strategy has been used for
health cooperative boards and GCs in the past with positive results so this period MSAs
were offered for cooperative health care providers for the first time. MSAs enable
stakeholders to fill the roles and responsibilities in cooperative MOUs while CGC is
available to answer questions, provide support and help them to learn from others who
face similar challenges. This reporting period, milestones focused on member
engagement by cooperative boards and compliance to MTIC requirements,
strengthening member Identification systems at health facilities and increasing
cooperative member and GC enrollment.
This report provides a detail of the achievements, challenges and lessons learned and
compares current achievement to the annual targets. The report includes the purpose
of activities, how they were implemented, what happened, and how the team adjusted
to drop what did not work well to invest more where results showed advancing locally
lead development. Lessons and next steps are discussed under each result area.

II.

ACHIEVEMENTS

Result 1: Improved Cooperative Business Performance
1.1

Cooperative Governance and Management Improved

CGC continues to invest in improved cooperative governance for seven registered
cooperatives and one pre-cooperative: Arch Diocese of Mbarara Health Cooperative
(ADMHC), West Ankole Diocese Health Cooperative (WADHC), Ankole Diocese Health
Cooperative (ADHC), Uganda Health Cooperative (UHC), Buhweju Peoples’ Health
Cooperative (BPHC), Hoima Catholic Diocese Health Cooperative (HCDHC), Elgon
Community Health Cooperative (ECHC) and Kabale Diocese pre-cooperative (KDHC).
This intermediate result is achieved through annual governance self-assessments,
Cooperative board and management training, member engagement meetings and
strategies that promote increased awareness and compliance to the Cooperative
Societies Act. Most of the results were achieved with the leadership and or participation
of MTIC. The activities implemented in this period are discussed in the next section.
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Governance Self-Assessments
Every year, CGC facilitates the process of governance self-assessments for cooperatives
to learn to identify their strengths and areas of improvement using the Overseas
Development Cooperation Council (OCDC) governance classification tool. With MTIC
participation, health cooperatives identified their gaps and developed action plans for
improving their governance. Key gaps included renewal of registration and filing returns,
lack of policies to guide
Governance Assessment results
operations,
expired
2020 and 2021
boards
and
limited
communication between
38
37
40
33
33
the boards and members.
31
31
30
30
30 28
27
30
Out
of
the
eight
24
22
cooperatives
assessed,
20
four
demonstrated
10
improvements,
one
0
dropped in performance
ADMHC ADHC
UHC WADHC BPHC
ECHC Hoima Kabale
and
three
were
Diocese Diocese
completing
a
selfAssessment results 2020
Assessment results 2021
assessment for the first
time.
Four cooperatives demonstrated improved governance (ADMHC, ADHC, UHC &
WADHC) and one had a drop in performance (BPHC). These are the cooperatives that
have been in existence longest and they have received the most development support.
BPHC suffered from an elected chair who personalized the cooperative by exerting
control over assets and funds without keeping members informed or in control of their
cooperative. Results from recently registered health cooperatives, ECHC, Hoima Diocese
and Kabale Diocese, will be compared in 2022 when they do their second assessment.
Follow-up with the cooperatives shows action plan progress, especially related to AGMs,
election of new leaders and member engagement.

Board Milestone Agreements
During this reporting period CGC offered MSAs to eight cooperatives aimed at improving
communication with members, collecting dues and meeting MTIC compliance
requirements. Cooperatives were able to hold AGMs and recruit or re-engage the
cooperative coordinators (CC) with clear performance plans and tangible results. This
improved skill in supervision and measuring staff performance. We have noted that
cooperatives are not collecting dues from providers which affects their income and
accomplishment of their goals. To learn more about why this is happening, see section
1.3 Cooperative Financial Health Improved, page 14. Cooperative boards have also
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been slow in turning in MSA deliverables. AARs on milestone agreements are planned for
next reporting period to learn what worked or did not work to determine priorities and
how to move forward.

MOH Disease Surveillance Partnership and Resilience Capacity Building
During the reporting period CGC in collaboration with MOH disease surveillance
department, trained 150 participants on disease surveillance and outbreak response
planning. The training was a response to the lesson learnt during COVID 19 pandemic
and the need for cooperatives and health insurance stakeholders to develop skills to
prepare and a plan for disease outbreaks and to develop a strong communication
network. The cooperative and health insurance stakeholders are implementing plans
that are focused on reducing the impact of disease outbreaks by planning better and
early to avoid adverse effects. CGC team will continue to provide support to
stakeholders to implement and report on results.
1.2 Cooperative Market Performance Improved
Increased access to quality and affordable care is possible when the target community
is aware of how cooperative health insurance works. Care providers, members and
governing boards are trained to fill their roles but also to enroll and meet member needs.
In this reporting period, CGC continued responding to demand for cooperative health
insurance in Uganda.

New and Existing Partner Orientation and Training
This reporting period there was increased demand for cooperative health insurance
among the existing cooperatives and new communities. This is partly due to the providers
creating awareness about cooperative health insurance benefits among new providers
who expressed interest for training. Two new providers under WADHC, one under BPHC
and one under UHC were trained this period and all four have already enrolled
members. Member engagement meetings increased awareness about member rights
and responsibilities and in turn members are sharing information in the community
leading to increased demand from potential members. Engagement of district, religious
and community group leaders in what we were calling “provider training” has also
increased demand for health insurance. “Provider training” is now referred to as Health
Cooperative training. Religious leaders in North West Ankole and North Kigezi requested
training after they learned about health cooperative benefits from their peers.
Staff from four Dioceses (West Ankole Diocese, North Kigezi Diocese, Northwest Ankole
Diocese) and Kampala Arch Diocese and BPHC and Kampala International University
(KIU) hospital were trained. West Ankole Diocese and Kampala Arch Diocese have been
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Orientation and Training on Cooperative
Health Insurance
KIU
EASTERN UGANDA
NORTHERN UGANDA
WADHC
NWAD
BPHC
UHSS
KAMPALA ARCH DIOCESE
DIOCESE OF NORTH KIGEZI

22
51

Stakeholder

64
20
16
22
10
127
50
0

50
100
No. of participants

150

offering
cooperative
health insurance while
the other two were
being oriented for the
first time. Orientation
was done for the
Diocesan Council of
North
Kigezi
and
providers and the ArchBishop of Kampala Arch
Diocese and reached a
total of 127 participants.

Orientation was also conducted for the USAID Uganda Health System Strengthening
Activity (UHSS) with participants from two of their partners (Uganda Moslem Medical
Bureau (UMMB) and Uganda Community Based Health Care Association (UCBHCA.) The
orientation and training increased awareness on how health cooperatives work but also
stakeholder roles and responsibilities were emphasized.
The graph left highlights the number of stakeholders reached through orientation and
training. It is anticipated that these trainings will lead to enrollment. We have learnt that
training providers without involving the demand side made it difficult for providers to
enroll, and based on this, recent training included group leaders, district officials, church,
or Diocesan leaders. This is intended to increase buy in and support from the different
leaders which will in turn increase membership for cooperative health insurance
especially from institutions like KIU.

Provider MOUs and Milestone Agreements
Overtime, CGC has noted the lack of motivation and resources for providers to deliver
on their roles but also to implement recommended system improvements to ensure they
are enforcing rules necessary to increase cost recovery. Provider staff often comment
that they should be paid by CGC to manage insurance. Because they are not being
paid more, they decline to fill the roles required to maintain member identification,
member list and member receipt files. These providers are losing money because they
cannot tell who prepaid each period to only give low-cost premium pricing to members.
Treatment cost trends and support supervision results show that free riders continue to be
able to benefit from health cooperatives with providers paying the price for offering free
care. CGC offered MSA seed funds with support supervision and data review discussions
for care providers that were reporting on cooperative health insurance to help them
close insurance management gaps. In one success story, the provider increased staff
12

salaries as a result of increased revenue from managing insurance. That provider will be
invited to share their story with others to help them identify sustainable strategies to build
on success to strengthen and expand their health cooperative.
The provider relations team oriented provider staff and managers on how MSAs work and
to increase understanding of deliverables and timelines. Provider MSAs are intended to
improve member identification and payment tracking systems. CGC has committed
77,900,000 UGX but the pace of turning in deliverables has been slow. This could be due
to inadequate staffing at the health facilities and/or staff turnover which requires new
staff to be trained. AARs with key stakeholders in the next quarter will help to identify what
is working and what is not working to inform improvements in the strategy to support
providers through their startup phase.

Provider Support Supervision
Support Supervision (SS) can be an effective strategy to help providers prepare insurance
management systems before they begin enrolling members while also increasing
insurance management skills. We have learnt that when there is a lag between training
and support supervision, newly trained providers may not easily enroll or where they do,
they lack strong systems and end up making deficits.
In this reporting period, CGC provided support to 36 providers with a focus on member
identification systems, orientation on MSAs and how to use the tools provided by the
project-- membership lists, separate insurance treatment cost register, and receipt books.
Another 14 newly trained providers under UCMB and other three providers also received
support supervision. The SS for newly trained providers helps to ensure the required tools
are in place including MOUs, signage to show that cooperative health insurance services
are available, and member IDs. The support supervision and data validation revealed
that most providers are yet to put in place strong systems for identifying members from
non-members and to ensure care is only provided to those who prepay to avoid deficits.
Even where providers have IDs, few use them appropriately. In the subsequent period,
CGC will continue with support supervision but focus will be on Provider Data Review
(PDR) and manager data review (MDR) meetings that allow interaction between
different providers within the same region so they can learn from each other and so they
have a network for learning long after the CGC activity.
1.3 Cooperative Financial Health Improved
Cooperative financial health is critical to cooperative sustainability. This sub result area
focuses on promoting improved systems for collecting and managing cooperative funds,
compliance with the MTIC regulations and ensuring that cooperative stakeholders know
their rights and fulfill their responsibilities. In this reporting period, CGC engaged MTIC to
support member engagement trainings on member roles and responsibilities, to conduct
13

financial audits, and to preside over AGMs and training for new boards, supervisory
committees, and vetting committees. Overall cooperatives are challenged with
inadequate resources to meet operational costs, mainly due to failure to collect dues
from members and providers.
Minimal attempts to collect funds have been seen and boards are not communicating
cooperative spending or performance to members and providers so these partners are
hesitant to contribute dues or buy shares. Providers are complaining that there is little to
no value coming from boards. Boards need to fill their roles to show how and why their
roles benefit the cooperative.
To incentivize boards to communicate to members and providers and to collect dues
and shares, in 2020 HealthPartners offered to match dues and shares collected by health
cooperatives. That period, all health cooperatives shared bank statements that showed
full collection of dues and shares, however validation calls made it clear that the money
had not been collected as reported. Some boards deposited their own funds to get a
bank statement showing “dues and shares deposits”, then they withdrew those funds
after sharing the deliverable with CGC. The dues and shares match that CGC invested,
was also withdrawn by boards who never reported the investment to their members. In
response, CGC stopped board MSA investments for a year while working with MTIC to
improve the board election process and add member training on their rights and partner
roles and responsibilities.
Unfortunately, MTIC audits do not validate what boards are reporting so they did not hold
boards accountable for false reporting in 2020. Even in 2021, MTIC did not require boards
to report income and expenditures to members. MTIC member training focused on the
responsibility of members to pay shares to be members as opposed to helping members
learn how to elect skilled, reliable board members or how to hold boards accountable in
the event of false reporting or no reporting of funds received by the cooperative. We are
concerned about the reputation of health cooperatives if boards are positioned to
collect member dues and shares without also being held accountable to maintain
approved budgets and accurately report spending to members. Per the current
Cooperative Societies Act, MTIC does not have authority to audit the business of the
cooperative which is health care provider treatment costs. Discussions to overcome
these challenges are ongoing and agreeing to a resolution with MTIC is top priority.
CGC is increasing investment in training for all cooperative member groups directly so
members know their health cooperative rights and can hold boards accountable to
accurately report income and to maintain spending at approved budget rates. This is an
important development design lesson to proactively avoid fraud. While we are working
to close this gap in Uganda now, the health cooperative cascade of sensitization and
14

training has been adjusted to include member training before health cooperative
training for providers and stakeholders going forward.

Health Cooperative Performance
As a result of increasing demand for cooperative health insurance, cooperative
membership increased from 10,992 (5,821 females, 5,171 males) to 21,954 (12,864
females, 9,090 males) from October 2021 to March 2022. New members are from existing
and newly trained providers but mostly from schools that have re-enrolled after having
dropped out during the pandemic. Schools were closed in Uganda from June-December
2021.
The graph left, illustrates
membership
growth
from
70,000
11,137
at
the
end
of
October
60,000
60,000
2021 to 21,954 by the end of
50,000
March 2022. This membership is
40,000
less than 50% of the annual
30,000
21,954
target of 60,000 members but
20,000
12,864
11,137
we anticipate more enrolment
9,090
5,146 5,991
10,000
from schools and groups close
0
to newly trained providers
1-Oct
1-Mar
Target Sep 2022
whose
group
leaders
Male
Female
Total
participated in the provider
training. It is important to note that in both quarters this year, cooperatives serve more
female members than men which improves the ability of women to seek care for
themselves and their children.

Cooperative membership trends

The table below shows the value of treatment in U.S. dollars that health cooperative
members received January, February,
March and April 2022. Treatment costs
are the actual value of the services
members receive—from antenatal care
to delivery to malaria treatment. Treatment cost trends show the extent to which
members are benefitting from their low-cost premiums and they can be an indicator of
increased treatment seeking behaviour.
Treatment cost trends go up during malaria season and they can be used to identify an
outbreak at early stages. Providers can use data trends to investigate treatment records
to provide timely preventive health education for groups when they see signs of an
outbreak. Distributing insecticide treated bednets and holding a session to remind
members to sleep under them every night, with children under five and pregnant women
15

as the top priority, can help reduce the spread of malaria once an outbreak begins.
Encouraging early treatment seeking and making sure the entire dose of medication is
taken and not shared with someone else also helps to reduce the spread of malaria.
Treatment costs are a metric that helps providers understand what they see in terms of
performance. Due to shared risk, the average treatment cost per member per month in
Uganda is between 1,500-2,500 UGX ($0.40-$0.66.) Providers can expect to see increased
treatment costs when membership increases. If treatment costs increase while
membership goes down, that is a sign that people are dropping out or non-members are
charging care to the cooperative without prepaying. When the provider is not
maintaining IDs and/or their staff are not checking membership lists and receipts to make
sure a “member” prepaid that period, membership will decline and treatment costs will
go up.
Providers are being trained to make decisions based on this data at monthly review
meetings in each region. If treatment costs go up but membership declines, the first step
is to look at treatment cost data. Was there one expensive surgery? If so, no problem.
That is normal and will not be a problem over time. If a trend of expensive surgeries and
frequent drop out and re-enrolment is taking place, the provider may implement rules to
require membership for 6 months or one year before surgery is covered.
If the treatment register shows the same people are coming for repeated care, those
people may be collecting medication for non-members or they may have several
children but only two children who are enrolled. In those cases, families may bring their
additional children for care posing as the two they paid for. Providers can cross check
names on the treatment cost register with member IDs, member lists and premium
receipts to make sure abuse of the system is not taking place. In every case where trainers
are helping providers to learn from the data—the source of the problem has been
identified. When the problem is corrected, provider surplus rapidly increases.
The next table shows provider surplus in U.S. dollars after treatment costs by region and
affiliation. YTD is year to date, October 2021 to April 2022. This summary is from the
consolidated cooperative performance tracking tool where 43 providers are currently
reporting premiums and co-pay received, less treatment costs per month and the
resulting surplus or deficit from insurance groups.
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In Uganda, nearly all providers report bad debt or financial loss from treating patients
who promise to pay on credit or who abscond after treatment without paying. Insurance
reduces bad debt because members prepay. The deficits above are due to missing and
incomplete member identification systems. While improvement in management of
insurance has been seen at nearly all providers, they are not yet creating and keeping
current member IDs on file and they are not requiring their staff to check IDs with receipts
and membership lists before charging care to the cooperative.
Six approaches to overcome this problem have been implemented so far. First, CGC
invested in carbon copy treatment register books, membership lists and cooperative
performance tracking tools to improve data tracking and to make it easy for partners to
receive copies of cooperative management data from their health facilities. These tools
were branded with USAID and partner logos to make sure partners would be comfortable
sharing the data. Second, CGC, trained UPMB and UCMB trainers to build provider
capacity to use data to investigate and resolve the reasons for deficits while addressing
the root of the problem by improving the member ID management and review systems.
Third, CGC offered milestone agreements, providing seed funds to enable providers to
make the ID systems updates. Then, CGC, UPMB and UCMB scaled up the frequency of
on-site support supervision to make sure that improvements shared as milestone
deliverables were actually carried through as complete systems updates at the facility.
Initial visits showed that only samples had been shared to secure milestone funding—but
by the second on-site visit, far more complete systems improvements had taken place.
The most recent, and most promising strategy change to overcome short cuts in
managing insurance by health care provider staff, is facilitating regional partner
cooperative performance data review meetings. Whereas these meetings were initially
virtual (during the height of the pandemic) and only with provider staff, participation has
been expanded to include boards, members and district and local leaders. Our
understanding of why this is working better is communication of innovation—partners are
more apt to adopt new skills learned after seeing results from those they relate to who
are benefitting from the additional steps compared to learning from a trainer. Also,
including cooperative stakeholders in data review meetings, in addition to provider staff,
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is adding an element of accountability that is likely contributing to motivation for the
necessary process improvement.
HealthPartners has learned that when we fill roles for partners, they do not learn why or
how to fill them. CGC’s sustainable investment strategies are strategically designed to
support providers to fill their roles as opposed to filling roles for them. This makes our work
harder and the results look less impressive in the short-term, but it is necessary if health
cooperatives are going to be sustainable at the end of this activity.
This problem would be exacerbated if CGC were to make member IDs for providers. First,
that approach is not sustainable but more importantly, IDs are a tool that must be used
to be effective. If CGC were to make member IDs or provide 100% of funds for providers
to make the IDs, providers would not learn why identification is required. Providers must
learn to make IDs when new members join and must remove IDs from current member
files when lapsed members do not renew their premium payments on time. The only way
for insurance to work over time, is for boards, providers, and members to each fill their
roles and responsibilities in their MOUs.
To address provider deficits, CGC invested in training providers to improve member
identification systems and used AGMs to encourage providers to increase premium rates.
Before adjusting premiums, providers need to have discussions with members so
members can see the amount of money they are collecting, the cost of care being
delivered and the cost recovery for the provider to be able to retain quality staff and
drugs so they can appreciate the need to adjust rates. During the next period,
HealthPartners is prioritizing investments in cooperative MOU meetings to increase
member engagement and awareness of their rights, roles, and responsibilities.

Result 2:

Improved Cooperative Enabling Environment

CGC continued to invest in interventions that focus on improving the environment for
cooperatives and GCs to operate and ensuring that they work within a legal framework.
GCs continue to provide girls and boys opportunities to connect with local resources
aimed at building their life, health, leadership, and practical skills.
IR 2.1 Improved Access to Services and Resources
Girls and boys continued to access training and mentorship at five GCs: Bushikori Girls
Center (BGC) in Mbale, Bishop Caesar Asili Girls Center (BCAGC) in Luwero, Buhweju
Peoples’ Health Cooperative Girls Center (BPHC) in Buhweju, Kyabirukwa Girls Center
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(KGC) in Isingiro and Florence Nightingale Girls Center (FNGC) in Apac. Training is to
enable GC members and non-members to adopt preventive healthy behaviors and
practical skills for them to meet their health needs. During this reporting period, CGC
recorded an increase in GC membership to 627 (157males, 470 females). Monthly support
supervision to the GCs ensured that GCs were on track and were reporting accurate
program and MSA results. SS improved the quality of planning and reporting and through
MSAs, GC members have been supported to enroll their families to benefit from
cooperative health insurance. This support is initially for six months and based on AARs
planned for the next period, further investments will be agreed.
Technical Advisor steering Committee (TASC) members and National Library of Uganda
(NLU) and Uganda Community Libraries Association (UgCLA) joined support supervision
and TASC recommendations have been discussed and integrated. NLU and UgCLA visit
identified needs and made recommendations that need to be addressed to inform a
donation of reading resources to the GCs. This is expected to improve reading culture
both in the GCs and community.
The
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GC
30
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13
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reporting
period, the targets are yet to be achieved and the AARs are expected to bring out the
challenges that need to be addressed to improve indicator performance.

GCs Showcase Results at International Women’s Day
To increase visibility and support for the centers, GCs celebrated International Women’s
Day under the theme, “Gender equality today for a sustainable tomorrow.” Three GCs
planned and led events that brought together parents, GC members, and district leaders
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to learn how they can contribute to achieving shared goals. This gave the girls an
opportunity to demonstrate the skills they have gained including leadership and
communication. Some of GCs used this opportunity to mobilize resources from the
leaders in attendance.
GCs will continue to participate in other national and
international events to increase awareness about the challenges and accomplishments
of investing in youth. GCs have been invited to take part in the government programs
like the parish development model and ‘Emyoga’ where they can get financial support
to address the needs of the members.

Village Saving and Loan Association Training and Support
Village Saving and Loan Associations (VSLAs) are organized groups that mobilize
resources from members with an objective of saving but also improving the lives of
members. This has potential to increase number of GC members with Income Generating
activities (IGAs). GCs have been encouraged to identify local resource persons or
institutions to support development of a VSLA model that works for the members. In this
reporting period, CGC provided support to the GCs to identify their investment goals.
With seven VSLAs across three centers, the focus needs to be placed on putting in place
strong leadership structures to ensure that member savings are well managed. Support
will continue to be provided through monthly support supervision.

Strengthening Gender Partnerships
The CGC has a focus on gender and ensuring that gender issues are integrated in
planning, implementation, and reporting and through GCs, girls and boys are reached
with knowledge and skills to make informed decisions in their lives. In partnership with
Canadian Cooperative Development Foundation (CDF) mentors, the project invested in
helping girls identify their goals and planning actions to achieve them. In this reporting
period, CGC worked closely with district gender officers to deliver sessions at AGMs and
during provider training. This strategy is more sustainable compared to working with
consultants. CGC worked with one gender officer from Bushenyi who demonstrated
passion to develop materials to help girls and boys understand gender dynamics and
what they can do to increase opportunities for boys and girls.
CGC is also exploring a partnership with MOH gender trainers to train health workers on
gender-based violence (GBV): identification of cases, management and reporting. This
investment is in response to provider reticence to include GBV in insurance benefit
packages. When developing MOUs, providers shared concerns that insurance coverage
of GBV might increase cases since men would feel it was okay to abuse women if the
woman could go for care afterward. The goal of this partnership training is to increase
health care provider coverage of GBV to include offering phone numbers for safe places
and psychosocial support in addition to their treatment of physical evidence of abuse.
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GBV training will include partner trainers, district gender officers, and mature, elected
representatives from GCs. Training participants will be supported to develop plans to
share what they learn after training so they can become GBV point persons, tasked with
improving identification, referral and management of cases going forward. Each
participant will develop a succession plan for transitioning their role to another person
if/when their roles change. A portion of GBV training will be included in health
cooperative member training to empower communities to recognize how they can
leverage their collective power to increase awareness and protection to better serve the
health needs of everyone in their health cooperative.
MOH training on GBV was developed in 2019 but the ministry has not offered this five-day
training to private health care providers. Identifying this opportunity to improve the
quality of care and to include preventive steps to create awareness and break the cycle
of violence, while strengthening the cooperative and health network, is a win-win for all
partners.

GC Milestone Agreements
CGC has continued to offer MSAs to GCs used to advance mutually agreed objectives.
Two MSAs were signed and implemented by GCs with investments of up to six million UGX
for each GC that submitted timely, complete deliverables. In addition, CGC invested in
computers for three GCs and began paying premiums for GC members along with four
dependents each to enable them understand the benefits of cooperative health
insurance.
Although new GCs struggled at the beginning, support supervision trainings and
technical support equipped them to adapt to milestone reporting standards evidenced
by increased deliverable submissions and seed investments. Other objectives included in
MSAs hinged on strengthening GC governance and leadership, preventive health
trainings, VSLA start up, data tracking and reporting and financial management. To
promote sustainability, CGC required GC members to pay membership dues to qualify
for payment of premiums for each paid up member and four dependents. The
anticipation was that GC members will be able to pick up the cost of premiums for self
and family members after the first six months but visits to the centers indicate this may not
be possible. CGC will invest in support for GC family premiums for at least six more months
while members continue to advance their income generation and savings to be able to
afford premiums going forward
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2.2

Legal and Regulatory Framework Improved

MTIC and Partner Orientation
CGC has been working with MTIC to support cooperative governance,
compliance, and sustainability since 2019. Given that health cooperatives were
added to the Cooperative Societies Act in 2020, and that they are different from
other cooperatives, it was critical to orient officials from MTIC. The timing was also
right for other partners interested in implementing cooperative health insurance to
join orientation. Twelve leaders (six male, six female) and technical staff from the
following six cooperative organizations joined this session: MTIC, Uganda
Cooperative Alliance (UCA), CDF Canada Women Mentorship Program, Uganda
Cooperative Savings and Credit Union Limited (UCSCO), The German Cooperative
and Raiffeisen Confederation (DGRV), Kampala Medical and Allied Health Workers
Cooperative Society (KAMCOS), Association of Financial Cooperative Professionals
of Uganda (AFCPU) and Korean Federation of Community Credit Cooperatives
(KFCC.) The leaders developed action plans to introduce health cooperatives to
their members which is expected to increase membership although these results are
yet to be realized.
The Cooperative Societies Act in Uganda mentions health cooperatives but does
yet protect members by including regulation checks and balances between care
providers and boards. MTIC does not seem to recognize the business of a health
cooperative, so they continue to advocate for income generating support for
health cooperative boards. The law does not allow boards or MTIC to audit health
care provider income and expenditures—which is necessary for providers and
members to maintain sustainable partnerships. MTIC is advocating for health
cooperative members to pay shares, dues and premiums to boards which adds
complexity, cost and risk without adding value. The reason health cooperatives are
a low-cost solution for members and providers is that there is no third-party
beneficiary so administrative costs are kept low. CGC has offered to connect MTIC
with a cooperative lawyer to improve the enabling environment for health
cooperatives but they have yet to accept this support.
Partnership with the United Nations Department of Social and Economic
Development (UNDESA), initiated by CGC in 2018, may help. UNDESA offered to
lead a health cooperative workshop in Uganda in September 2022. The opportunity
appears to be renewing MTIC’s interest in learning more about what is needed to
improve regulations for health cooperatives in Uganda.
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MTIC Member Engagement and Election Process Training
During this reporting period, emphasis was placed on member engagement to
ensure that members are aware of their rights, roles and responsibilities. Given that
most cooperatives were planning AGMs at which election of new boards was
expected, the sessions identified what to look for in board members and what they
can do to hold their elected leaders accountable. Member engagement training
sessions were held at provider locations for members who receive care from that
facility. The session also explained the requirements of being a member and
emphasized the need for members to buy shares and pay dues. Providers were
encouraged to increase shares, dues and premiums based on cooperative
performance tracking tool results. Overall, four cooperatives held AGMs: ADHC (4
providers), BPHC (4 providers), ECHC (3 providers) & UHC (3 providers).
Although results from these engagements are long term, early signs show that
members in both UHC and BPHC were able to ask questions about evidence of
results presented in board reports and financial statements. Member engagement
meetings reached 511 members. MTIC educated members on their right of
ownership and why attending meetings matters. Members were encouraged to
contest for different positions on special committees, to scrutinize reports and to
demand to see approved budgets and actual spending from their leaders. But
again, the CGC and MTIC approach to providing this support was a challenge.
Whereas CGC invited providers to recommend member group leaders with at least
50% female participation for inclusion in this training, MTIC shared that boards should
be invited and boards should be able to invite the participants they choose. For this
round of member training, the CGC strategy for sending invitations was accepted.
At Kanywamaizi health center, 32/55 participants were female. At Biharwe health
center, 37/50 participants were female. At Ibanda Mission Health Center, 20/30
participants were female and at Ruharo Hospital 13/28 participants were women.
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AGMs

Facilitates

The
Cooperative
Societies Act gives MTIC
the mandate to facilitate
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ADHC

ECHC

cooperative is, roles of the different stakeholders, and the requirements for
registration.
This reporting period, MTIC trained two cooperatives, KDHC and HCDHC. CGC used
the opportunity to orient on the health cooperative model and how it works. MTIC
used this opportunity to emphasize compliance requirements including payment of
the dues as indicated in the cooperative bylaws. KDHC has been slow to implement
their action plan and CGC is planning a follow-up visit with the Diocesan leaders to
discuss challenges and agree on how to move forward. MTIC has also supported
training for newly elected board members for BPHC and UHC that reached 22
people where their roles and responsibilities were explained.
The boards also organised AGMs for 2021 in March 2022 and MTIC officials and
District Commercial Officers (DCOs) presided over the AGMs for HCDHC, UHC,
BPHC and a special general meeting for ECHC. The rest of the health cooperatives
will have their AGMs in the next period. AGMs provided an opportunity for board
members to report to members and members to review and react to plans, budgets
and reports. CGC used these meetings to discuss the MOU between care providers
and members but also to share a costing model with proposals for adjusting rates.
District gender officers delivered a session on gender mainstreaming to increase
awareness about gender and to challenge leaders to identify how they will
advance gender empowerment in the community. The integration of gender in
other activities is likely to be both a cost effective and sustainable strategy.

Result 3: Development Community’s Support to
Cooperatives Enhanced
3.1 Increased Learning and Replication of the Model
This result is achieved through increased learning and replication of the health
cooperative model to other communities and improved collaboration using the
Collaborative Learning and Adaptation (CLA) approach.

Technical Advisor Steering Committee
The CGC continues to leverage TASC member experience to improve strategies and
investments. TASC members participated in different interventions including AGMs, GC
support supervision, member engagement meetings and data validation. We have also
had TASC members support partnership engagements at district and national levels. One
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TASC meeting was held in this reporting period to discuss the work plan priorities but also
discuss observations and recommendations from the TASC field visits. CGC team will
continue to engage TASC members but also seek engagement with national level
partners with TASC support.

District Partnership Engagement and Visibility
Effective engagement of district leaders has the potential to increase ownership and
buy-in for cooperative health insurance. During the reporting period, the district leaders
participated in the health provider trainings. The district leaders were also oriented on
cooperative health insurance during meetings that were held at the district
headquarters. Radio messages were recorded in Lira and Gulu and aimed to appeal to
the communities to join and receive care at health facilities where health insurance is
available. The Kitgum and Serere District Commercial Officers (DCO), District Health
Officers and District Community Based Development Officers mobilized and followed-up
with providers to check on their progress with enrollment. CGC also provided metallic
signs to help communities to know where insurance is available. CGC shared data
collection tools (membership lists, treatment cost registers and cooperative tracking tools
(CPTT) to increase accurate data collection and data use while and ensuring that the
health providers remain with original documents when they submit copies to CGC.
Health provider staff were trained to use the data collection tools and documents are
reviewed as part of SS discussions to help them to make decisions that will lead to the
results they want to see.
3.2 Improved Collaboration among Cooperatives

Women’s Health Agency Study
In response to recommendations from USAID Washington and in partnership with the
OCDC, CGC is conducting a study on the impact of health cooperative membership on
Health Agency and Economic Status of Women in Uganda. The objective of the study is
to explore the impact of health cooperative membership on women’s health agency
and economic status. The following are research questions the study seeks to answer:
• What is the impact of health cooperative membership on women’s health
agency?
• How does health cooperative membership influence women’s health knowledge
and access to health care?
• Does health cooperative membership influence women’s economic status?
• What are the pathways through which health cooperative membership might
influence women’s health agency and economic wellbeing?
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During the reporting period, CGC received clearance and approval from the MOH and
Uganda National Council of Science and Technology to conduct data collection. The
data collection was managed by Provide and Equip, a consultancy firm that was hired
by CGC. A team pf research assistants were to conduct data collection in eight selected
districts of Uganda: Apac, Bushenyi, Kabale, Mbarara, Oyam, Serere, Sironko and Wakiso.
The training session on 16 and 17, March 2022, included the background about HPU,
background to the study and research ethics.
A total of 606 respondents were interviewed out of the targeted 600. In the central region,
76 respondents out of 72 targeted were interviewed, in the Eastern Region, 48
respondents out of 48 target (100%) were interviewed; in the Northern Region, all (114)
targeted (100%) respondents were interviewed while in the Western Region 368 out of the
targeted 366 (101%) were interviewed.
The study population involved three groups of women, aged 15-49 years as follows:
• The “members” group included women who had been members of a health
cooperative for at least one and a half year in each region of Uganda – North,
East, West and Central.
• The “pre-members” group included women from each region who had been
registered with a health cooperative for no more than three months, and thus
intend to receive the cooperative benefits but have not yet begun the trainings
nor experienced the full benefits of membership.
• The “non-member” group included women from the same communities who had
not enrolled in a health cooperative.
The table below summarizes the number of respondents in the four regions of Uganda.
Data analysis is underway and CGC will share preliminary results in the next reporting
period.
Region

Members

Target

Premembers

Target

Nonmembers

Target

Total
Actual

Total
Target

Central

27

24

24

24

25

24

76

72

East

16

16

16

16

16

16

48

48

North

39

38

37

38

38

38

114

114

West

134

122

129

82

105

82

368

366

Total

216

200

206

200

184

200

606

600
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III. Monitoring and Evaluation
During the reporting period, CGC continued to monitor performance of interventions
implemented across the technical areas using performance indicator data. The
performance data was discussed with staff to guide project implementation and
decision making.

Data Validation
Data validation is a critical of the Monitoring and Evaluation plan to ensure data is
accurate and reliable. The project data validation plan provides clear guidance on the
process and expected results but also when data should be validated. Data validation
is planned quarterly but conducted monthly to ensure that by the end of the quarter all
indicators have been validated. Validation of all indicators related to health cooperative
governance, health cooperative expansion, and Maternal and Child Health (MCH)
indicators in the District Health Information System (DHIS2) where reporting includes seven
cooperative health care providers. The data validation process focused on comparing
reported data in provider, cooperative, GC and staff reports with the source documents
at the respective partner locations. Review of source documents revealed that some of
the data did not align with the reported data and in some cases the partners did not
have organized filing systems. We learnt that the majority of the providers did not develop
and are not maintaining effective member identification system which affects their cost
recovery.

During program year 4, CGC developed a learning agenda with questions focused on
improving project results including increasing membership and provider cost recovery.
Interventions were agreed including MSAs to improve preparation for enrollment,
effective member ID systems and increased use of data to inform insurance
management costing and rule enforcement. AARs have been introduced to learn what
works and what doesn’t in partnership with stakeholders, so partners lead these
discussions to know how to adjust as inflation and other changes arise in the future. AARs
are planned in the next reporting period on the different program interventions which will
inform investment priorities for the remaining half of this year.
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IV.

CONCLUSION

In this reporting period, CGC registered improvements in cooperative and GC
membership. AARs identified strategies that worked and focused on replicating
experiences that showed results and focusing on strategies that support ownership and
sustainability including use of local resource persons like district gender officers. Key
partnerships have been strengthened with UCMB and UPMB and other national level
partners. TASC engagements continued to provide avenues for learning and sharing
which lead to increased demand for cooperative health insurance.
In spite of these important achievements, CGC needs to make it easier for members to
fill their roles to sustainably benefit from health cooperatives. Providers need to see how
using data increases cost recovery and profit and the regulatory process needs to make
it easier for members to hold boards accountable. Training trainers and engaging district
leaders to ensure continuity of support will continue to be important. The team is looking
forward to engaging cooperative stakeholders to learn from their practical experience
and challenges and the planned AARs are a great opportunity to achieve this.

28

V.

FINANCIAL MANAGEMENT SUMMARY

a. Total Estimated Cost
b. Start/End Date
c. Total Obligated Amount
d. Total estimated cost share (if applicable)
e. Total estimated leverage (if applicable)
f. Total Expenditure billed to USAID Uganda
g. Expenditure incurred but not yet billed
h. Total Accrued Expenditure

$ 7,200,000
August 15, 2018 to August 14, 2023
$ 5,450,072
$ 720,000
Not quantified
$ 255,059
TBD
$0
Actual FY4
Q1

Quarterly Expenditure Rate by funding source $ 91,326

Q2

Q3

Q4

$255,059

Priorities for April – September 2022
SN
1
2
3
4
5
5
6
7

Priority
AARs for MSAs Mbale, Bushenyi and Kampala
Technical advisor steering committee meeting
USAID visit – AAR Mbarara and Focus group discussions-Bushenyi
Provider support supervision
Provider and Manager Data Review meetings
Support supervision to health cooperatives
International Day of Cooperatives
Year five work planning
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Timeline
May 16
May & August
May 13
May 16-27
June 1-30
June 1-30
July 2
July –September

VI.

PHOTOGRAPHS

CGC team with NLU & UgCLA teams conduct needs assessment in the Bushikori Christian center
community library

Research assistant interviews a lady during the Womens Health Agency research
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Kibale District DCO – facilitating a pre-registration training for HCDHC

Parents and GC coordinator participate in the #BreakTheBias campaign during Women’s
day commemoration activities at Bushikori GC
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CGC staff explains the objective for conducting the reading needs assessment during support
supervision with NLU partners at BPHC GC

The board chairperson of BPHC adressess participants during women’s day celebrations held
at Nyakashaka health center.

Figure 1: Health Providers Offering Health Cooperative Insurance in
Uganda
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VII.

SUCCESS STORIES

Cooperative Health Insurance-- a solution to Health Care provision at Florence
Nightingale School of Nursing
At Florence Nightingale school of Nursing and Mid-Wifery we used to find difficulties in
providing health care to most of our students because of the cost of treatment would
sometimes be very high. When we joined cooperative health insurance there was relief
from constant medical bills but this could not address major challenges like students with
chronic illnesses. For example, we had a student who was a Sickler and he was always
getting sick. He was always in and out of hospital and the school would spend a lot of
money on his medical bills. Sometimes the bills would rise above the quarterly premiums
for all students.
The Nursing school tried to engage the parents so that they can support on this issue
because it was a chronic condition but to their surprise the parents of the student who
was a Sickler refused claiming that when the student is at the school, he is their
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responsibility. Faced with this major challenge the school decided enroll this student for
cooperative health insurance as well despite his chronic condition.
Solution to the Sickler’s Condition
Enrolling all students for cooperative health insurance was a solution to a major crisis.
Currently all students are assured of timely health care. Notably, the Sickler’s condition
was managed and frequency of attacks was reduced.
Purchase of Oxygen Concentrator
Florence Nightingale Hospital has made profits through
cooperative health insurance and during the lockdown
there was some money that was saved and this was used
to buy an oxygen concentrator.
“This has greatly saved many lives because
previously we used to send empty oxygen cylinders
to Lira district for refill. But currently we have our
own oxygen concentrator and all we need is
electricity to produce our own oxygen”.
We previously had a plan to build an incinerator at the
hospital with the profits from cooperative health insurance
but it was decided to focus more on getting the oxygen
Concentrator because it was urgently required at the
facility. The community members have also gained from the oxygen concentrator
because many people’s lives are saved with the availability of oxygen at the hospital.
Timely Reviews by healthcare providers
Another experience with the cooperative health insurance is that Florence Nightingale
School of Nursing and Mid-Wifery simply refers any student who is unwell for check-up at
the hospital because all students are enrolled for cooperative Health insurance by the
school.
Disease Prevention and Control
The students are taught techniques for disease prevention and control that taught to the
students hence contributing to healthy living for most of the students. With increased
measures to prevent disease the hospital is able to save from the premiums paid by the
school and collected from the students’ contributions through school fees.

Narrated by: Lydia Aceng, Deputy Principal Florence Nightingale School of Nursing
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Our Journey of Cooperative Health Insurance Begins HereCatholic Workers Movement
By Andrew Okoch, publicity secretary –CWM, Kampala
Selected leaders from Catholic
Workers Movement (CWM), Catherine
Kalule, Andrew Okoch and Michael
Kiiza attended a three-day training of
trainers with staff of Uganda Catholic
Medical
BureauAugust
2021,
organized by Health Partners Uganda
(HPU) on preparation to offer and
manage
Cooperative
Health
Insurance (CHI). This was to empower
the team with knowledge and skills to
train CWM members in the nine base
groups including Kikaaya, Gayaza,
Mbuya,
Kitegombwa,
Lufuka,
Kawempe, Kajjansi, Nkumba and
Nsambya on how CHI works and benefits to members.
The training was very successful, CWM leaders agreed on an action plan with three major
activities including
1. Conducting training for base group leaders. This was done on 16th October 2021 at
Rubaga Management and Training Institute. All nine base groups were represented.
This was done to ensure leaders are trained first so that they can organize their base
groups for training. The representatives were very positive about this new idea and
pledged to mobilize their members for subsequent activities.
2. Visiting health facilities nearest to most members per base group to discuss terms and
conditions of the CHI which is ongoing till 20th January 2022.
3. Conducting training for each base group so that all members understand and
appreciate the cooperative health insurance model, and prepare to enroll, also
ongoing from November 2021 to July 2022.
The Diocesan Executive Committee of CWM Kampala led by Mr. Businge Fred is very
positive about this new program evidenced by allowing the three leaders to be trained
and contributing resources for the first activity of training base group leaders.
Furthermore, he reported to the National Executive Committee CWM about the CHI

35

project that Kampala administration has taken on. As a
result, other dioceses (Gulu, Hoima, Kasese, Kasana
Luweero, Kiyinda Mityana, Masaka, Jinja and Kabale)
have welcomed the CHI idea. They have expressed
interest in being trained to understand this health
insurance model, to benefit from affordable quality
health care.

CMW also partners withGermany, Weltnotwerk,
German Cooperation and
Raiffeisen Confederation.

The training of base group leaders in Kampala has given great hope for this program. We
look forward to training the different groups to understand and organize themselves to
enroll into the program. We thank HPU for this great opportunity of learning, above all
sponsoring the training sessions for trainers. CWM has three CHI trainers to conduct all
trainings for all groups, and to extend this great opportunity to other dioceses.

CWM trainers and base group leaders after the CHI training at Rubaga Management and Training
Institute, Kampala. Andrew is fifth from right.
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