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I. INTRODUCTION 

HealthPartners international development “CONNECT Girls Center” (CGC) activity leverages the 
experience and lessons learned in cooperative development from a locally led health cooperative 
founded in 1959 to advance sustainable, locally led cooperative health financing solutions in 
Uganda and Kenya in 2022. HealthPartners started as a health cooperative in the United States. 
Local leaders pooled their resources to invest in health care that would meet their needs at a cost 
they could afford.  
 
In 1997, Land O’Lakes invested $150,000 in HealthPartners to learn if a U.S. health cooperative 
concept could be redesigned by local leaders in Uganda to prevent dairy cooperative members 
from having to sell their cows to pay health care bills. HealthPartners applied for United States 
Agency for International Development (USAID) Child Survival (2005-2010) and Malaria 
Communities Program funding (2008-2012) to learn how to link proven strategies to improve 
health outcomes to health cooperative development strategies. HealthPartners received direct 
funding from the USAID Cooperative Development Program for the first time in 2011. By that 
time, cooperatives were improving health outcomes, but partnerships and cost recovery were not 
sustainable, and no local regulation was available.  Since 2011, HealthPartners has worked with 
Ugandan partners to overcome those challenges and form a sustainable network of health 
cooperatives and an enabling environment in which they can thrive. 
 
In a health cooperative, providers make a small surplus - and they make more when members are 
healthier - so they are incentivized to offer health education and provide quality care. Members 
prepay premiums and can seek care without borrowing money, selling income generating assets, 
or paying on credit.  Lessons from how to avoid investing in dependency, to how to work with 
partners who share your goals, and those who prioritize other goals, are the work of CGC.  
 
Importantly, while health cooperative membership has positive health and financial benefits for 
all members, the impact on women is arguably greater as membership allows them to fully realize 
the benefits of health care through increased agency in their households. According to the 2022 
OCDC Women’s Health Agency Study, which measured the extent to which health cooperatives 
developed women’s agency, “Women's membership in health cooperatives provides increased 
financial access and utilization of care compared with non-members.”  In a country with 
significant barriers to women’s access to health care, this specific impact is notable. 
 
Local leadership for CGC in Uganda is provided by Uganda Catholic and Protestant Medical 
Bureaus, Ministry of Health (MOH), Ministry of Trade, Industry and Cooperatives (MTIC), a local 
Technical Advisor Steering Committee (TASC), chaired by Dr. Sarah Byakika, MOH Commissioner 
of Planning, and partners like the Uganda Healthcare Federation (UHF). CGC’s role is honing 
strategies and support to increase value for cost solutions that contribute to the United Nations 
Sustainable Development Goal 3: Good health and wellbeing for all; then to share as much as 
possible to leverage impact and help partners to do the same.  
 
With general elections, environmental change, a pandemic and an Ebola outbreak in Uganda, 
cooperation has never been so compelling.  Cooperatives are forging a path, putting up railings 
where the going is steep, and stepping up to lead in this time of global change.  
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 II.  EXECUTIVE SUMMARY 
 
The goal of HealthPartners CONNECT Girls Center is to increase demand for and access to care in 
a health system that is responsive to all people including girls and young women aged 10-24 in 
the western, northern, eastern and central regions of Uganda.  CGC engages local leaders from 
village to ministry levels, to build sustainable networks for cooperatives to meet member needs. 
Lessons learned are shared with stakeholders and international Cooperative Development 
Partners (CDP) to reduce redundancy and leverage the impact of coordinated efforts. 
 

 
Intermediate results include: 

1. Improved cooperative business performance 
2. Improved cooperative enabling environment 
3. Increased development community’s support to cooperatives 

 
This annual performance report is a review of progress toward goals and lessons learned October 
1, 2021 to September 30, 2022. 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 led development. Lessons and next steps are 
discussed under each result area. 
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  HIGHLIGHTS 
 

 
 
 
Result 1: Improved Cooperative 
Business Performance  

 
 Health cooperative membership increased from 

12,749 to 26,339 (14,818 females, 11,521 males) 
 Health providers in the north, west and eastern 

regions of Uganda made an overall surplus. 
Health providers in the central region ended the 
period with a cumulative deficit.  

 CGC in partnership with MTIC and United Nations 
Department of Economic and Social Affairs 
(UNDESA) organized a workshop to popularize 
health cooperatives in Uganda.  

 Capacity building interventions were scaled up 
and 31 care providers comprised of 114 staff (62 
males and 52 females) under the UCMB, UPMB, 
Uganda Muslim Medical Bureau and Kampala 
International University were trained. 

 MTIC led a cooperative governance self-
assessment process with CGC support.  The 
process enabled cooperative boards, care 
providers and member representatives to 
identify gaps and training needs that informed 
capacity building priorities for each cooperative 
in 2023.  Results showed 88% of health 
cooperatives reported improved governance 
improved, an increase from 80% in 2021.  

 Antenatal care and deliveries in health facilities 
were used as proxy indicators to benchmark if 
cooperative health insurance increases access to 
and demand for care. Eight hundred eighty-six 
(886) 4th antenatal (ANC) visits and 1,306 
deliveries were expected. Actual results were 
1,561 ANC visits and 3,078 deliveries. 

 

 
 
Result 2: Improved 
Cooperative Enabling 
Environment 
 

 In partnership with MOH, CGC facilitated 
Sexual and Gender Based Violence (SGBV) 
training for health cooperative 
stakeholders to increase awareness, 
referral and psychological support for 
survivors.  

 CGC in partnership with the National 
Library of Uganda (NLU) trained Girl 
centers (GC) members to manage their 
own libraries. 

 Partnership with the MOH invested in 
climate change resilience planning in 
partnership with health cooperative 
boards and health care providers.   

 CGC representatives presented at the East 
Africa Healthcare Federation (EAHF) 
conference, organized UHF.  

 23 GC members have taken on leadership 
roles and 21 started clubs or income-
generating activities in their communities 
after learning applicable skills at their GCs. 

 
 

Result 3: Development  
Community’s Support to  
Cooperative Enhanced 
 

 Increased awareness of cooperative health 
insurance by documenting and compiling 
success stories, radio investment and 
district engagement meetings. 

 Completed phase I of the Women’s Health 
Agency study.   
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III.  ACTIVITIES  

 
Result 1: Improved Cooperative Business Performance 
 

1.1 Cooperative governance and management improved 
1.2 Improved cooperative market performance 
1.3 Cooperative financial health improved 
 

1.1 Cooperative governance and management improved  

Cooperative governance self-assessments, Annual General Meetings (AGMs), election of new 
board leaders, and emphasis on member engagement meetings were key interventions.  

Cooperative Governance Self-Assessment 
Annual cooperative governance self-assessment provided an opportunity for cooperative 
stakeholders, comprised of boards, provider and member representatives, to review their 
performance for the previous year, identify gaps and develop action plans for improving 
performance of the cooperatives.  Facilitation by CGC and MTIC enabled cooperative partners to 
develop action plans to increase partner fulfillment of health cooperative memorandums of 
understanding between members, boards, and providers.  
 
Eight registered health cooperatives and one pre-registered cooperative reviewed their actual 
performance compared to traits of self-sustaining cooperatives to develop priorities for growth.  
Seven of the nine cooperatives demonstrated improved performance, one had the same score, 
and one was conducting the assessment for the first time so those results will be comparable next 
year. Cooperatives documented improved performance in planning for and leading participatory 
AGMs, improved election of new boards, and additions of supervisory and vetting committees, 
and member engagement meetings. The challenges continued to be inadequate communication 
between cooperative boards, providers and members, inadequate financial management of 
cooperative operations and weak policies and systems with limited oversight to maintain member 
control. Table 1 below summarizes the results of the assessment. 

 
Table 1: Governance Self-Assessment results from 2021 and 2022 

28 37 33 38 33 22 27 24

34 42 39 40 33
23 29 28 26

0

50

BPHC ADHC UHC ADMHC WADHC Kabale Diocese ECHC HCDHC EBVMHC

Governance Self Assessment Scores

2021 2022
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Unlike previous assessments where most improvements were among health cooperatives that 
existed for a long time, significant improvement was reported in one of the new health 
cooperatives, Hoima Catholic Diocese Health Cooperative (HCDHC.) Each of the cooperatives 
developed an action plan for addressing the gaps identified. Those plans will inform the 
coordinated capacity building support from CGC and MTIC in 2023. 

Annual General Meetings 
The Cooperative Societies Act requires each registered cooperative to hold an AGM within three 
months following the end of the calendar year. In March 2022, MTIC supported cooperatives to 
hold AGMs and elect new leaders. This was an opportunity for members to check the progress of 
their cooperatives and ask questions where information was needed. Cooperative boards 
presented expenditure reports and work plans for the following year.  The cooperative members 
received audit reports presented by an MTIC auditor. AGMs provided a platform to orient 
members on gender related issues. In some of the cooperatives, discussions were held on 
member dues and adjustments were made as agreed. In the coming year, CGC will continue to 
work with cooperative boards to engage and inform members and providers so they can make 
data-based decisions about their cooperative pricing scheme, work plans and budgets.   

Strengthening capacity of new 
and existing cooperatives 
Following the election of the new 
cooperative structures; boards, 
supervisory and vetting committees, MTIC 
facilitated training sessions for the 
different committees on their roles and 
responsibilities. The training challenged 
members to fill their roles so they can 
continue to benefit long into the future.  
 

Trainings were conducted for Ankole Diocese Health Cooperative (ADHC), Buhweju Peoples’ 
Health Cooperative (BPHC), Arch Diocese of Mbarara Health Cooperative (ADMHC), and Uganda 
Health Cooperative (UHC). Member engagement meetings were supported in the different 
cooperatives to help cooperative members learn their rights 
and responsibilities and how to hold their boards 
accountable. The impact of the meetings was evident at AGMs 
where members raised questions on expenditure reports, 
sustainability and enrollment of more members.  At the 
request of the Diocesan leadership, CGC and MTIC conducted 
orientation for the leaders of North Kigezi Diocese on 
cooperative health insurance and this was followed by a pre-
registration training for leaders, school heads and in charges 
of health facilities. A follow-on training for providers and 
school head teachers in the diocese is expected after the 

 
Participants during the member engagement meeting at 

B&S Medical Center in Mitooma district, Uganda 

J 
Joel, the proprietor of  
Nuchi Medical Center, 
displays a certificate of 

recognition from training 
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cooperative is registered to ensure the stakeholders are fully aware about their roles and rights 
to hold boards accountable.  
 
Support to health cooperatives was achieved through quarterly milestone agreements to enable 
the cooperatives to meet their goals and comply with MTIC requirements. Milestone agreements 
results are reviewed each quarter to assess progress toward goals and to learn and adapt -
dropping what did not work and doing more of what does work. As a result, only one milestone 
agreement was provided to health facility partners in 2022, but the deadlines were extended to 
enable them to complete steps.  
 
In 2022, milestone agreements – or results-based support agreements - included AGMs, leader 
training, annual financial audits and communication between board and members. Support 
supervision to the health cooperatives enabled stakeholders to review performance, discuss 
Cooperative Performance Tracking Tool (CPTT) data and develop action plans for promoting 
compliance with MTIC regulations. This support supervision approach to strengthening health 
cooperative leadership and management will be enhanced in program year five with a focus on 
member engagement meetings so that members know their rights and responsibilities. CGC will 
also focus on developing the relationships and understanding between providers, Board of 
Directors (BODs) and members through cross-over activities, so each stakeholder group 
recognizes the roles each group plays in ensuring the success of the cooperative. 
 
In early 2023, the Ministry of Health, Ministry of Trade, Industry and Cooperatives and a 
representative from the Ministry of Gender, will provide prioritized recommendations to 
strengthen and expand health cooperatives over the next five and ten years. All partners will be 
met to facilitate their vision for the future.  Each cooperative, pre-cooperative and national level 
partners will be asked to share the results they want to see from sustainable health cooperative 
development. These priorities will form the basis of HealthPartners plans for longer term 
cooperative development investments. 

Climate Change and Disease Response Planning 
CGC in partnership with the MOH Disease Surveillance Partnership and Resilience team facilitated 
training for health providers, cooperative board members, district leaders, GC steering committee 
members and community leaders on climate change. The training goal was to enable health care 
facilities to anticipate, respond to, recover from and adapt to climate-related shocks and stresses, 
while minimizing negative impacts on the environment and leveraging opportunities to restore 
and improve it. Ensuring sustainable access to essential services in health care facilities such as 
renewable energy and water, sanitation and hygiene measures, and sustainable management of 
healthcare wastes would also improve climate resilience. Trainers emphasized the importance of 
disease surveillance and having emergency response plans tested and ready for use.   
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Following the training the previous year for 150 
participants, follow up calls were made to learn 
progress on their action plans. Fifty-four (54) 
partners shared the steps they took to increase 
resilience. When Ebola was reported in 
September 2022, four cooperatives and seven 
care providers followed their plans to notify 
members and partners about the risk and what 
they need to know to help their communities 
avoid spreading infection. Additional partners 
took initiative but only six were able to be 
validated at the time of this report. CGC 
translated MOH Ebola awareness and prevention posters and distributed 1,800 to cooperative 
leaders and health facility partners. 
 
1.2  Cooperative Health Insurance Market Performance 

Increased demand for cooperative health insurance 
The demand for cooperative health insurance, 
managed by the Program Manager, continues to grow 
across the country through interpersonal 
communication, presentations in national events and 
for a and member mobilization by cooperatives and 
providers. CGC participated in national level events to 
increase visibility for cooperative health insurance but 
also to elevate group leader and district leader voices 
on the national stage. Partnerships UCMB, UPMB, and 
UMMB are sustainable strategies to achieve shared 
goals because each has vast institutional 

communication and learning networks that are leveraged to reach larger populations, ensuring 
that knowledge and skills will remain in their communities.  Partnerships with development 
partners like USAID Uganda Health Systems Strengthening Activity (UHSS) and UHF leverage the 
impact of work being done to improve health outcomes more broadly through shared learning.  
 
While CGC will continue to respond to provider demand for health cooperative management 
training, focus will be shifted in the coming year to building the capacity of members to form 
cooperatives before providers are engaged and trained, rather than the reverse, which had been 
the practice in the past.  The reason for the shift is to empower members to define their role and 
choose their provider, putting members in charge of the cooperative development process, as 
opposed to letting provider demand dictate cooperative development.  

Health Care Provider Training 
In 2022, twenty (20) health cooperative providers were trained, 9 were new and 11 were 
retrained based on interest and demand. New providers included one under UHC, three under 

District Health Officer (DHO), TASC 
member and HealthPartners Program 

Manager after an Mbale district leaders 
orientation meeting 
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WADHC, Kampala International University and teaching hospital, one new provider under UPMB 
was trained in the east and five UMMB facilities were trained. At the same time, to build the 
sustainability and longevity of the model, district leaders were trained so they can provide 
continued advocacy and technical advice. A total of 116 (55 male, 61 females) health providers 
were trained to improve the management of health cooperative insurance. 

Member Growth 
Graph 1 below illustrates growth in membership from January –September 2022 categorized by 
health provider affiliation.  
 
Graph 1 Health Cooperative Membership by Region January-September 2022 

 
 
Although the graph shows fluctuation in membership, there is an overall growth trend with 
membership moving from 12,749 in January to 26,339 in September.  The growth in membership 
is attributed to regular support supervision for recently trained providers, re-enrollment of 
schools and employer groups that had dropped out during COVID and an opportunity for health 
providers to learn from each other during the monthly data review meetings.  

Cooperative Model Challenges 
The problem with this graph is that we see membership increasing between periods, which can 
reflect normal variations like the fact that schools pay per term instead of per quarter. The 
increase in membership also suggests that health providers are allowing “members” to join and 
only pay premiums at the time they need care. This is an insurance management problem that 
will result in financial loss for the provider because they are not avoiding adverse selection. To 
understand the extent of this problem the CGC looked at treatment cost trends.  
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Treatment costs represent the value cooperative members get from their cooperatives. Members 

join to have access to care—so tracking the value of care received is an important outcome 
indicator for health cooperatives.  The graph below shows the value of treatment received in UGX 
by millions (71,000,000 UGX=$18,800 U.S. dollar) between January and September 2022.  
 
New member groups tend to have slightly higher health care needs due to delay seeking needed 
care before they joined. Also, new members tend to be curious about how insurance works, so 
even if they do not fall sick, providers may see new members come for care.  Treatment cost 
trends show that care needs are higher at the end of each quarter than they are at the beginning. 
This suggests that the problem of not managing insurance to make sure only those who prepay, 
are charging care to the cooperative is the most likely reason for treatment costs to be as high as 
what we see in graph 2 above. 

Health Care Provider Cost Recovery 
While benefitting from care, the treatment costs trends above can only be sustainable if the 
provider is collecting premiums that offset these costs. Graph 3 shows provider financial 
performance by region. In a well-managed health cooperative, premiums plus copayment minus 
treatment costs equals a small surplus for the provider. Management fees are built into 
premiums. The small provider surplus is used to maintain medication supplies and experienced 
health workers and to improve quality or to offer additional services. Health providers may 
make a deficit in one or two months, but consistent deficits need to be investigated to address 
the root of the problem.  
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The results above and below show improved insurance management in 2022. Whereas many 
health providers were seeing deficits early in the year (blue above), as they adjusted to enforce 
insurance rules, their cost recovery, or surplus, increased (dark red above.) By the end of 2022, 
health providers in the western, northern, and eastern regions reported overall surpluses but 
providers in the central region, need to adjust how membership is being managed (gray above.) 

 

 

 

 

Health Outcomes 
CGC tracks increased access and utilization of maternal, newborn and child care through two 
proxy indicators. The following indicators are collected from seven cooperative health facilities 
where USAID does not have other implementing partners reporting similar data. The targets 
were based on projections of past ANC and delivery trends. The ANC target was for 886 women 
to seek antenatal care four or more times per pregnancy. The actual result was 1,561 women 
went for their 4th ANC visit.  The target for deliveries was 1,800 but in 2022, 3,078 women 
delivered in these seven health facilities. These results suggest that increasing health financing 
options in rural facilities can lead to increased demand for care and health seeking behavior 
change. 
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Provider Surplus/Deficit January-September 2022 in USD 

Region Jan-March April-June July –Sept 

North $         1,290 $        3,730 $       4,588 

West $          929) $         (439) $       2,016 

Central $      (1,198) $      (1,078) $       (487) 

East $            298 $        2,031 $          665 

Total $         (539) $        4,245 $       6,782 
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1.3 Cooperative Financial Health Improved 

Technical Assistance to Improve Cooperative Financial Health 
A well-managed health cooperative increases access to affordable care, reduces delays to seek 
health care and protects against catastrophic health events, while also increasing provider cost 
recovery. This result is possible due to shared risk—when many people pay a small amount of 
money, there is enough money to cover the cost of care because not all people fall sick at the 
same time. Early treatment seeking improves health outcomes. People are easier and less 
expensive to treat when they come for care sooner. They also miss less school and work. Health 
care providers are incentivized to enroll members and offer high quality care because they make 
more money, the healthier members remain. 
 
CGC’s role in cooperative development is to provide tools, capacity building and support as 
cooperative members and providers learn to maintain this win-win partnership.  

Support Supervision 
Support supervision continued as the 
major strategy for providing support to 
care providers to manage cooperative 
health insurance. Cooperative 
performance data is used to prioritize 
which provider to visit and the objectives 
that need to be addressed at the visit. A 
standard tool enables CGC staff and 
UCMB and UPMB staff to select a topic to 
address and then follow a checklist to 
criterion check what the provider already 
knows and from there, help the provider 
learn what the data shows and how to 
close identified gaps. Support supervision 
for newly trained providers focuses on 

making sure they have prepared member ID systems and trained their staff before they allow 
members to access care covered by the cooperative. Support supervision was provided to newly 
trained providers at least three times to support adequate preparation before enrollment. 
Support was provided to over 60 providers focusing on member identification systems, 
orientation on milestone agreements (MSA) 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.  
Over the course of the year, CGC has noted improvement in member identification systems 
although some of the providers still require support to have effective systems in place. To 
promote sustainability, CGC engaged UPMB and UCMB in support supervision and trained their 
staff to eventually take over support supervision. 

Support Supervision at  
Marinade Medical Center- Buhweju 
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Provider Data Review Meetings 
Provider Data Review (PDR) meetings are meant to build a culture of valuing data and its use for 
improved decision-making. On a monthly basis, health care providers are trained to submit 
accurate and complete data. During the PDRs, the participants practiced how to fill CPTTs and 
how to interpret and respond to the trends they see in the data. Providers in each region are 
invited to a central place and asked to arrive with source documents (membership lists, premium 
receipts, and CPTT reports). Participants are given an opportunity to review and compare real 
CPTT data to learn what may be leading to deficits. Health providers that are performing well are 
asked to share lessons they have learned so other participants can learn from them. While 
analyzing the data, trends were compared and the participants discussed changes in membership 
and treatment costs within the quarter. Based on feedback gathered from the field during PDRs, 
insurance management tools were updated and additional tools are being printed for distribution. 
Additional learning and adapting lessons are below. 

Lessons Learned from PDRs Meetings  
 The meetings were initially attended by health facility data entrants without their 

supervisors. The data entrants had little support or motivation to adopt improved strategies 
to manage membership. As a result, manager data review meetings were organized. 

 In an After Action Review (AAR) meeting in May, 
members asked to be included in PDRs so they too 
could see the data and learn how the partnership 
works. Expanding PDRs strengthened the partnership 
between members and providers since they could see 
how much money was being collected, and the 
treatment that members were receiving as a result. As 
shared in the previous section, members could see how 
incomplete member identification cards, were making it 
impossible for some providers to know if a “member” 
prepaid on time.  

 Head teachers who attended PDRs learned why they 
are required to enroll all students irrespective of 
whether they are day or boarding.  

 By inviting early adopters to lead sessions, they were incentivized to pilot and share their 
own lessons. The additional engagement and presenting how they learned a problem and 
how they resolved it, helped to make those lessons easier for them to remember and for 
them to share with health facility in-charges and other stakeholders.  

 
 
Comboni Hospital – Medical 
Superintendent, cooperative 
coordinator and data entrant 
discuss learning and plans to 
adapt. 
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 Challenges like members coming for care repeatedly, were identified to be cases where 
medicine was being sought by a member for non-member. Common problems, like 
provision of insurance for health 
facility staff, were easier for 
providers to identify and resolve 
when they saw, this was a trend. 
Often health facility staff demand 
more expensive treatment, 
medication, or services to be 
charged under their name for 
someone who is not covered. By 
seeing that others face these same 
challenges, providers were able to 
learn strategies that worked for 
those like them. In this example, most providers have now moved to requiring a lead at the 
health facility to approve treatment and charges for employees separately to avoid 
collusion. 
 

In addition to PDRs, CGC conducted site visits to validate data. These visits reinforced lessons and 
skill trained during PDRs while enabling CGC to identify where additional training and practice are 
needed. PDRs will continue in the upcoming year as a foundational strategy for training and 
supporting providers to collect and analyze data and make informed management decisions.  

 
 
Result 2: Improved Cooperative Enabling Environment 
 
2.1 Improved Access to Services and Resources  
 

 
CGC invested to increase 
awareness and visibility of 
cooperative health insurance 
through partnerships, 
workshops, district meetings, 
GCs investments and radio and 
poster investments. As a 
result, health providers 
reported increased number of 
people asking to learn how to 
enroll. 
 
In preparations for the 
International Day of 
Cooperatives, CGC contacted 
radio stations in Bushenyi to 

 
Group photo with Bushikori Christian  

Medical Center  
   

 

Celebrating 100 years of Cooperatives 
 

 
 

The International Day of Cooperatives on 2 July was hosted in Sheema 
district, Uganda under the theme “Cooperatives build a better world”. 
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host a one-hour radio talk show. Cooperative leaders were invited to share their stories. Other 
activities that increased awareness and visibility of health cooperative insurance in the reporting 
period include;   
 District leader orientation meetings.  
 In recognition of consistent and timely reporting, CGC awarded certificates to providers 

to encourage other providers who are not compliant in submitting the reports.  
 Metallic signage showing “Cooperative Health Insurance is available here” were 

distributed in northern and eastern regions.  

Girl Center Expansion 
Cooperative GCs can be found in western, eastern, northern and central Uganda. GCs are a 
strategy to meet the needs of cooperative girls and youth in different spheres of their lives 
including adopting healthy lifestyle behaviors, leadership, practical skills, and income generating 
activities.  GCs were a new concept with this activity envisioned for health cooperatives to create 
an enabling environment in 3 different ways: 

I. Through health education sessions on preventive health and good nutrition, GC members 
would utilize this knowledge and share what they learned with their families and 
communities leading to the adoption of healthy practices that would reduce the burden 
of disease. Consequently, cooperative members from these communities where GC 
members hail would fall sick less often or in case they fell sick, seek care early thus 
supporting the health care provider to make a surplus. 

II. GC member would learn leadership and other life skills, and this would increase their 
chances of participating in cooperative business. 

III. GC members would also learn, and practice income generating skills, learn about savings 
and utilize the knowledge to earn and save for their health care premiums and long-term 
goals.  

The GC concept included leveraging in-kind partnerships to achieve the above objectives. This 
type of partnership was not relevant since all GCs had challenges engaging and maintaining 
partners on a purely in-kind basis. Boards, steering committee members, cooperative members 
and health care providers felt they should be paid to invest in the younger members of their 
cooperative. 
 
Each GC benefited from a milestone agreement to enable them to increase access of members to 
quality health care. To strengthen the link between cooperatives and GCs, health care providers 
give health education sessions each month at the GCs and member dues were matched with 
insurance premiums to enable GC members to be cooperative members, along with their families.  
In Program Year (PY) 5, GC members will be required to cover more of their premiums in a move 
toward sustainability.  
 
GC members identify their own needs and challenges and identify and develop partnerships with 
local partners to meet those needs. The GCs facilitate these partners minimally and this has 
contributed to the continuity of sessions on different topics based on the needs identified by each 
GC.  Examples of topics include infectious disease awareness, STD prevention, nutrition basics, 
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safe food preparation, public speaking, gender empowerment and introduction to computer 
literacy. Quarterly support supervision provides an opportunity to know whether GCs are on track 
and to provide training and support where necessary.   
 
Girl Center Libraries   
CGC established a partnership with NLU to improve access to reading materials and reading 
culture. The Memorandum of Understanding (MOU) clearly outlined the responsibilities of each 
party. The operationalization of the MOU kicked off with a field activity to conduct a needs 
assessment followed by training for GC members. At the end of the training, each of the GCs 
received assorted reading resources and training on library management. This is expected to 
improve the reading culture and other life skills for the GC members. The partnership aims to 
improve the literacy skills by providing reading resources and capacity building to improve library 
management. It is anticipated that when reading interest is triggered and literacy skills of 
members are improved, it will contribute to increased usage of health information provided at 
health facilities and in health campaigns. GC members will also be able to utilize health 
cooperative information to increase their awareness of their rights, roles and responsibilities as 
well as benefit from cooperative trainings.  CGC will include support in library management in the 
quarterly support supervision. CGC members manage the library and are already reporting 
significant use of the new books.  GCs will partner with NLU over the next year to build on the 
library management skills already gained and connect GC libraries with other community libraries. 

Girls Center Members in their Communities 
GC members have used their skills to start income generating activities and clubs in their 
communities. Twenty-one (21) GC members have started income generating activities, including 
home garden produce sales, bakery sales, tailoring work and hair plaiting jobs.  One GC member 
did an internship through the GC at a health care provider and was later hired by the provider. 
Overall, few partners took CGC up on offers to help cooperatives and providers set up internship 
opportunities. 23 girls have taken on leadership positions in their communities after receiving 
training in leadership, public speaking and gender mainstreaming at the GCs.  In addition, each 
GC has at least one village savings and loan association, in which members save money to pay for 
health cooperative premiums. In most cases, trainings at GCs are provided by affiliated health 
care providers, Board of Directors (BOD) 
members and parents of GC members, so costs 
are kept low and GC members are able to 
benefit from the skills of their community 
members. In year five, GCs will continue to build 
relationships with parents, BOD members, 
community members and local businesses to 
meet their needs in a low cost but high impact 
manner. 

 
Program Manager writing down his contacts at the 

request of the Permanent secretary while the Minister 
of State for Cooperatives examines the crafts made by 

GC members. 
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MOH Sexual and Gender Based Violence Partnership  
The health consequences of violence lead to short- and long-term physical, mental, sexual and 
reproductive health problems for women, men and children. CGC identified the urgency to 
integrate SGBV in the delivery of health services at all points of care when providers started to 
remove coverage from member benefit packages. Providers were concerned that men would 
increase violence if treatment was covered.  Discussions about victims of violence made it clear 
that providers were not offering phone numbers for victims who needed a safe place to return 
after treatment and they were not treating the psychological and emotional pain endured by 
victims of violence. 
 
SGBV training included identifying potential victims and providing treatment to address physical, 
emotional, and sexual challenges resulting from violence. In partnership with the MOH, CGC 
conducted a training on SGBV that aimed to equip health workers, district gender officers and GC 
representatives with competencies to prevent further injury and to treat the physical, emotional 
and safety needs of SGBV survivors. The five-day training was conducted in three regions of 
Uganda and was attended by 54 (27 males, 27 female) participants. The training was delivered 
using mixed methods including classroom sessions, demonstrations using a GBV kit, role plays and 
group discussions.  Outcomes from this training will be evident when cooperatives and providers 
renew MOUs. CGC will report on the number of cooperatives and providers that include SGBV as 
a covered benefit in our next report. 
 
2.2 Legal and Regulatory Framework Improved 

Regulatory Compliance for Sustainable Cooperatives 
CGC focused on building cooperative leader capacity to maintain compliance with government 
regulations. MTIC maintained the lead role in governance training. Not only does the direct 
partnership between MTIC and cooperatives support sustainability, MTIC holds cooperatives 
accountable to meet legal compliance requirements. CGC is working with MTIC to advance policy 
where health regulations and audit needs differ from producer and savings cooperatives.   
 
MTIC led member engagement meetings for UHC and BPHC and guided the cooperatives to take 
the right direction for growth and sustainability. The meetings aimed to increase member 
engagement and improve the board member election process. Stakeholders were encouraged to 
lead more education for cooperative members on the need to vote and elect experienced, skilled, 
and committed leaders. In response to a clear need for additional member engagement, CGC 
hired a Member Engagement Officer whose job it will be, in concert with MTIC, to train trainers 
in each cooperative who can turn around and train their cooperative members in their rights, 
roles, and responsibilities.  
 
As a requirement by MTIC, pre-cooperatives need to undergo training to understand registration 
requirements. This training includes review of bylaws, the cooperative structure and roles and 
responsibilities of provider and member partners.  Pre-registration training provided orientation 
on: the health cooperative model and how it works; on the Cooperative Societies Act and 
requirements like maintaining current membership lists with national identification numbers and 
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telephone contacts. Cooperative members learned the right of ownership, how to participate and 
why attending meetings matters. Member 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. In the coming year, members will be more involved in quarterly 
meetings, support supervision and AGMs to ensure their voices are leading the direction of the 
cooperative. 

Cooperative and Pre-Cooperative Registration 
 

 

Stakeholder Districts Providers offering insurance by district 
Registered Cooperatives  
Ankole Diocese Health 
Cooperative (ADHC)  

Mbarara, 
Isingiro, Ibanda 

1. Mbarara-Ruharo, St. John’s Biharwe,  
2. Isingiro- St. Peter’s Kanywamaizi, Kisyoro  
3. Ibanda- Ibanda mission 

Buhweju Peoples’ Health 
Cooperative (BPHC) 

Buhweju 1. Buhweju- Buredo 
2. Buhweju- Buhweju Medical Center 
3. Buhweju- Kikamba 
4. Buhweju- Beverly  

Archdiocese of Mbarara 
Health Cooperative 
(ADMHC) 

Mbarara, 
Isingiro, 
Ntungamo, 
Kiruhura, 
Buhweju 

1. Mbarara- ADMHC office 
2. Isingiro- Kakoma, Kyabirukwa, Buhungiro 
3. Ntungamo- St. Lucia Kagamba 
4. Kiruhura- St. Mary’s Kyeibuza 
5. Buhweju- Butare  

Elgon Community Health 
Cooperative (ECHC) 

Sironko 1. Sironko- Divine Health Center (HC) 
2. Bulambuli- Joga Medical Center 
3. Bulambuli- Kidega Medical Center 

Uganda Health Cooperative 
(UHC) 

Bushenyi 
Mitooma  

1. Bushenyi- Comboni 
2. Mitooma- B&S Diagnostic 
3. Mitooma- Nyakastiro HC 

West Ankole Diocese Health 
Cooperative (WADHC) 

Bushenyi Bushenyi- Katungu Mission 

Hoima Catholic Diocese 
Health Cooperative (HCDHC) 

Kibaale, Hoima  Kibaale- St. Luke Bujuni, St. Zoromina & Joseph 

Bright View Health 
Cooperative 

Bulambuli 1. Joga Medical Center 
4. God's Given Medical Center-Kidega  

Health Pre-cooperatives 
Kabale Diocese Health 
Cooperative (KDHC) 

Kabale, 
Rubanda 

1. Kabale- Rushoroza, Buhara 
2. Rubanda- Muko, Rubanda PHC 
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III. COLLABORATION AND STAKEHOLDER ENGAGEMENT  

CGC partnerships leveraged resources, increased coordination and collaboration and provided 
rich opportunities for learning. At the national level, the MOH facilitated SGBV and climate 
change trainings, and participated in the UNDESA workshop, and the EAHF conference 
organized by UHF.  
 

Result 3: Development Community’s Support to Cooperative 
Enhanced 

3.1 Increased learning and replication of the model  

CGC engage with the districts to strengthen the sustainability of health cooperatives by helping 
partners to integrate their goals and action plans within larger district goals.  
District officials have potential to influence communities to increase demand for cooperative 
health insurance and to ensure members receive quality care. CGC leveraged and strengthened 
existing partnerships with UPMB, UCMB, NLU, and UHF through conferences, regular meetings, 
joint implementation, and reports. All partners discussed and emphasized the need to use data 
to coordinate strategic efforts in our planning and to learn and adapt and celebrate progress 
toward goals in our reporting. 

Providers anticipated to register by 2024 
Aero Oyam 1. Oyam- Aero Medical Center 
SFA Ndangira Wakiso 1. Wakiso- St. Francis of Asiisi Naddangira 
Villa Maria Kalungu 1. Kalungu- Villa Maria 
Bishop Caesar Asili Hospital Luwero 1.    Bishop Caesar Asili Hospital 
Bethesda Hospital Soroti  
Doctor’s Clinic  Serere  
Karin Medical Center Gulu  
Bushikori  Mbale  
Nuchi Medical Center Amuru  
Cooperative Girls Centers 
Bishop Caesar Asili  Luwero Central, Luganda 
Florence Nightngale Apac Northern, Luo-Lango 
Bushikori  Mbale Eastern region, Lumasaba  
BPHC Buhweju West, Runyankole-Rukiga 
Kyabirukwa  Isingiro Western region, Runyankole-Rukiga 



 

23 
 

Technical Advisor Steering Committee  
TASC leaders continued to play an important role by identifying opportunities for the team to 
expand support and strengthen local leadership and results. They meet quarterly to review 
progress toward goals and they visit field activities throughout the year to report back 
recommendations from what they learn first-hand.  TASC members spoke at conferences, 
identified partnership opportunities to leverage impact, and joined district and MTIC meetings. 

Network Expansion 
CGC and UCMB oriented the community and group leaders in the UCMB affiliated health facilities 
in Kampala Archdiocese. The orientation reached a total of 127 participants (68M/59F) of which 
51 were provider staff- (21M/30F) from 13 health facilities including (St. Joseph's Buyege HC 
(Health Centre) III, Our Lady of Assumption Bulo HC III, Kamwokya Christian Caring Community 
Clinic, St. Francis of Asisi Kitakyusa HC III, Nabbingo Parish HC III, St. Magdalene HC Lweza and St. 
Joseph's 
Nswanjere HC 
II. The 
orientation 
meeting 
followed 
training 
conducted by 
CGC 2019 for 
health 
providers 
across the 
UCMB 
network 
facilities. The 
meeting aimed 

Community Engagement  
 

• CGC, UPMB and UCMB developed team schedules to support providers 
in eastern and northern districts 

• Meetings include district and church leaders, especially the Diocesan 
Health Coordinators, and heads of schools and institutions, and cultural 
leaders to garner their support for sustainability and ownership 

• Local leaders lead while trainers support them and CGC staff build 
partner skills  

• Support providers with MSA deliverables to strengthen their 
determination and agency 

• Identify and train community leaders to generate demand for 
insurance  

• Facilitate provider and community interactions to help providers learn 
how to leverage the impact of these opportunities; for example, 
making sure provider staff carry enrollment forms 

 
 

Mbale district leaders and Technical Advisory Steering Committee orientation meeting. 
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to address challenges that hindered the health facilities to enroll members including Kampala’s 
population being migrant workers and live in urban areas without family members. This made it 
difficult to find existing groups but also fear of scam drawn from past experiences by the people. 
A follow-up meeting is planned for next quarter with the Diocesan leaders including the Bishop to 
increase awareness and ownership. Leaders have been found to be influential among their 
congregations which could help increase enrollment in the trained providers.  
 
A similar orientation was conducted by CGC and MTIC for over 50 North Kigezi Diocesan council 
members at the invitation of the Bishop. The council agreed to adopt the health cooperative 
model and mobilize the schools and health facilities under the Diocese to join the health 
cooperative.  
 
Orientation for UHSS, UMMB and Uganda Community Based Health Care Association (UCBHCA) 
was also conducted in February 2022. UHSS and CGC are working on a partnership that will 
expand cooperative health insurance to UMMB but also pilot the model in selected Regional 
Referral Hospitals.  

USAID Uganda Activity Site Visit  
USAID Activity Manager Joel Kisubi joined the After Action Review (AAR) meeting in May 2022 
that was held with health cooperative members and providers in Mbarara and he stopped by the 
Focus Group Discussion for the Women’s Health Agency study with members and non-members 
at St. Daniel Comboni Mission Hospital, Kyamuhunga. Mr. Kisubi visited Kyabirukwa HC III to 
discuss services offered by the facility and learn from operations at their Cooperative GC. 
Recommendations from his visit led to an increase in transportation remuneration and increased 
direct investments in resources. Whereas previously, CGC limited investments in resources that 
are not sustainable, like computers, in response to Mr. Kisubi’s encouragement to include tangible 
asset distribution, CGC partnered with UHF and UHSS to purchase ten computers for cooperative 
care providers to pilot a new Medical Records and Data Reporting System that tracks the 
contribution of cooperative health financing. This system was designed to increase private sector 
provider reporting into the MOH District Health Information System2 (DHIS2) while also 
increasing adoption of the Self-regulatory Quality Improvement System process CGC partnered 
with UHF on piloting in 2021. Finally, Mr. Kisubi connected the CGC team to the mission health 
team to increase coordination of efforts and shared learning. 
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Conferences and Workshops 
In 2019, CGC attended a cooperative experts group 
meeting in Nairobi organized by UNDESA.  To support 
health cooperative expansion, UNDESA organized a 
three-day workshop in partnership with CGC and MTIC 
to popularize health cooperatives in Uganda. The 
workshop was attended by participants from United 
Nations agencies, MOH, health cooperatives and 
stakeholders intending to register and work with the 
health cooperatives in Uganda. During the workshop, 
the participants shared experiences and challenges 
and developed a roadmap with emphasis on increasing 
the capacity of the government to provide appropriate 
policy and technical support to expand health 
cooperatives.  

The workshop provided an opportunity for the MOH 
Commissioner of Planning to discuss the Uganda 
National Health Insurance Scheme (NHIS) roadmap 
soon to be presented again as a bill to parliament. The 
Commissioner’s presentation highlighted that the assumption of the NHIS is that each household 
has four dependents, and each household head will pay for them. Given that only about nineteen 
percent of the population know about NHIS, its implementation and information dissemination 
will await policy to be passed. 

The East Africa Heath Federation conference was organized by UHF. The conference brought 
together health care providers, ministry officials and implementing partners from East African 
countries to share lessons in health financing to increase access to care and financial protection 
while improving health outcomes. Through the panel sessions in which CGC participated, the 
presenters shared vastly different experiences in health care financing solutions and experiences. 
The conference gave CGC the opportunity to share how cooperative health insurance is working 
in Uganda. 
 
The conference also provided an opportunity to network with delegates, healthcare providers, 
international health financing investors and enterprises that contribute to health care financing. 
During the conference, business agencies like Coca-Cola committed to continuous support to 
increase access to vaccines and medical supplies by ensuring transport to remote areas is available 
when required. This will lead to an increase of health commodities in the country.  
 
CGC participation at this event enabled us to reach out to about 350 delegates/participants with 
information about our work and how they can be supported to implement the model. To that 
end, two major hospitals and three medical center managers expressed interest in learning more 
about the model. Key among these are Kibuli Muslim hospital (UMMB) and Mengo hospital in 
Kampala (UPMB) which are high volume sites but also a bit expensive for their services to be 
accessed by ordinary citizens and hospital staff. CGC will follow up with these partnerships to build 
capacity of care providers so they can offer cooperative health insurance. 

Alex Nkulanga (CGC), Dr. Ian Clarke 
(President, EAHF), Johnson Andinda 
(CGC), Grace Kiwanuka (Executive 
Director, UHF) at the East African 
Health Financing Conference in 

September. 
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3.2 Improved collaboration among cooperatives 
In the beginning of year 4, CGC invested in orienting existing cooperatives in Uganda to make it 
easy for leaders to organize members to start health cooperatives. Partners included Uganda 
Cooperative Alliance, Cooperative Development Foundation Canada Women Mentorship 
Program, Uganda Cooperative Savings and Credit Union Limited (UCSCO), 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). While existing cooperatives seem like an ideal entry point for health cooperative 
expansion, these partners have yet to ask for more support.  
 
In cooperation with the ICA Africa, Kampala Medical and Allied Health Workers Cooperative 
Society and CGC participated in ICA initiated calls to help new country partners learn health 
cooperative development strategies. Those initial conversations led to follow on technical support 
and planning for exchange site learning opportunities in 2023 with cooperative partners in 
Democratic Republic of Congo, Nigeria and Zimbabwe.  

USAID/Kenya Cooperator Concept and Partnership 
CGC is working in partnership with USAID/Kenya to increase access to care for cooperative 
members in Kenya, leveraging the well-established and highly trusted cooperative movement. 
Our role is to provide technical advice and support to the national health insurance fund (NHIF) 
to increase informal sector enrollment and retention in the NHIF.  
 
Focus of technical support 

1) Administration—make NHIF registration and renewal easy for cooperatives 
2) Mobilization—target cooperative networks through existing channels 
3) Expand Accredited Providers—increase rural accreditation and make benefits of NHIF 

easy to see 
4)  Feedback Loop—leverage existing tools and bridge gaps for continuous quality 

improvement and improved member satisfaction and value for cost 
 
Here too, CGC is seeking to facilitate local leaders and organizations to develop partnerships to 
meet their shared goals. In response, the NHIF already shared an MOU with the Kenya Union of 
Savings and Credit Cooperatives. The German Cooperative and Raiffeisen Confederation (DGRV) 
and CGC worked together in August to meet cooperative partners in Kenya to assess their interest, 
financial and management capacity to offer a health product to their cooperative members. DGRV 
is planning to support development of worker health cooperatives similar to KAMKOS in Uganda. 
DGRV and CGC are closely aligned in our development philosophy and openness to sharing lessons 
and tools to leverage the impact of the work we are all doing. 
 
This partnership is an opportunity to coordinate efforts with OCDC and OCDC members who have 
already contributed to analysis of opportunities for cooperative development in Kenya, helping 
youth to join and start cooperatives, and to advancing effective and enabling policy for 
cooperatives in Kenya. 
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CGC is currently working with NHIF to determine what their cooperator health insurance product 
will look like, how to roll it out and how best to leverage the cooperative sector to ensure 
enrollment and retention.  Ultimately the goal is to support the sustainability of health insurance 
coverage amongst cooperatives by building on the already established national insurance 
infrastructure, in a manner that preserves cooperative values. 
 

 Women’s Health Agency Study 
 
In response to recommendations from USAID/DDI/LFT and in partnership with the OCDC, CGC 
conducted a study on the impact of health cooperative membership called Health Agency and 
Economic Status of Women in Uganda. The objective of the study was to explore the impact of 
health cooperative membership on women’s health agency and economic status. We hypothesize 
that health cooperatives, through a variety of education and training interventions, increase 
access to care, reduce the need to sell assets, reduce delays to seek care, and increase 
opportunities to participate in the democratic governance of the health cooperatives.  
 
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? 
 
Study results offer valuable evidence in support of continuing to include health cooperatives in 
Uganda health policy. Particularly, “we have found that women’s membership in health 
cooperatives provides increased financial access and utilization of care as compared with non-
members. At the same time, we found that the harmful gender norms which, in combination 
with lack of financial access, generally constrain health usage are to a modest but measurable 
extent mitigated by that membership. Further, the health cooperatives can improve women’s 
ability to fully realize the benefits of health care once they have access, through increased 
agency in their households. Our study found members to be significantly more likely to perceive 
they could make important health decisions for themselves and their families than non-
members, if given the opportunity; this shows an important difference in self-efficacy, a seed for 
agency that may later translate into action. By providing gender-focused health trainings to their 
members, health cooperatives serve to close the gap between financial empowerment and 
women’s health. Government support for health cooperatives should be scaled up in order to 
achieve its health care as well as gender-related goals.” Fitzgerald, M. (2022). The Impact of 
Health Cooperative Membership on Women’s Health Agency and Economic Status in Uganda.  
 
We found cooperative membership to be statistically associated with greater economic status, 
access to health care, and perceived ability and control in making decisions about women’s health 
and the health of their families within their households. As these are crucial elements toward 
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increasing women’s health agency, which is necessary for women to realize the full benefits of 
increased access and utilization, our findings indicate that health cooperatives can play a salient 
role in empowering women to be agents of their own health and the health of their families, 
leading to a more gender equitable society.  
 

 

  IV. MONITORING AND EVALUATION 

CGC monitored performance of interventions across the technical areas of the results 
framework.  The CGC Monitoring, Evaluation and Learning (MEL) plan emphasizes collection of 
accurate and timely data and promoting timely feedback to the providers and cooperative 
stakeholders.  

Strengthened Quality of Reporting for Stakeholders  
CGC worked on improving the quality of reports with staff and partners. CGC leveraged TASC 
skills to improve data analysis to guide decision making. Health care providers were trained on 
premium calculation equations with practice using their own data.  Partners were provided 
opportunities to practice presenting data to stakeholders to identify and explain gaps and 
challenges to build buy-in to improve the management of cooperative health insurance.  

Data Quality Assessments and Data Validation  
CGC conducted data quality assessment and data validation for MEL indicators to make sure 
data is consistent, accurate and complete with controls in place to prevent data loss and errors. 
CGC conducted data validation for all program indicators to ensure quality data is submitted and 
used to guide decisions. The data validation process included a review of health cooperative 
membership lists, premium receipts, member identification cards, MOUs for each of the health 
cooperative groups, and review of health cooperative MSAs deliverables. The data was assessed 
against five data quality standards: validity, integrity, precision, reliability, and timeliness. Data 
quality assessment and data validation helped CGC to make decisions based on consistent, 
accurate and complete data. 
 

V. LEARNING AND ADAPTING 

Health Cooperative Performance Survey 
CGC conducted a survey to learn from the 48 health providers reporting cooperative performance 
data. CPTTs show that membership is growing but treatment costs are going up even more 
rapidly, suggesting adverse section problems, discussed above. The survey aimed to learn the 
reasons some providers are seeing deficits.  
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The results from the study showed that providers know that member identification cards need to 
include photos, dates payment was received, period of coverage, name, age and signature of 
members. They can correctly explain why IDs need to be signed and date stamped and must be 
kept in organized files by member group and ID number, so providers can verify that a member 
prepaid on time, to only give low-cost insurance pricing to health cooperative members. Receipts 
for premium payment and membership lists need to be kept on file to support validation that 
each member prepaid on time. While the findings showed providers know how insurance is 
supposed to be managed, it was clear that providers are not following these steps and enforcing 
enrollment rules to maintain a surplus. The general impression from the results indicate a 
dependency problem--providers think CGC should fill insurance management roles. 
 
MTIC recently amended health cooperative bylaws to require membership lists to include address 
of residence and national ID number. Both health cooperative care providers and boards need to 
keep current membership lists on file, updating those files every quarter. MTIC will be verifying 
cooperative compliance with this new regulation soon. CGC, through trainings, mentorship and 
coaching will help cooperatives and providers organize and register as a health cooperative, but 
we do not fill roles for cooperatives. CGC anticipates that the survey findings will renew the 
cooperative and health provider motivation to improve communication between providers and 
cooperative boards and the members they serve. This will make it easier for boards to collect 
shares and dues, for providers to use data to improve systems management and make sure you 
profit from this partnership. 

CGC Learning Agenda and After-Action Reviews  
The AAR is a leadership and knowledge sharing process that helps partners to better understand 
intended and unintended consequences and influencing factors that impede or advance progress 
toward goals. AARs aimed to identify lessons that inform program results on how to implement 
the investment strategy. CGC facilitated AAR meetings with partners in May and staff in 
September to adjust strategies in PY5.  

Highlights of AAR Recommendations  
 Conduct partner needs assessments to make the connection between member, board 

and provider MOU roles and responsibilities so they can determine their baseline and 
agree on priorities and indicators to measure their improved partnership over time. 

 Improve the staff training process to make it clear that MSAs are capacity building tools 
that they can use to measure their own progress toward strengthening cooperatives 

 Facilitate the process for partners to develop MSAs. 
 Conduct MSA validation with their elected committee so it emphasizes self-sustainability 

and enables them to learn to systematically improve their business. 
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   V. CONCLUSION 
 
While many lessons remain to be learned, HealthPartners CONNECT Girls Center has 
demonstrated that it is possible to support locally led development of financially sustainable 
health cooperatives that meet member needs. Innovations are helping cooperative leaders 
engage and invest in girls, boys and young women in western, northern, eastern and central 
regions of Uganda.  Support strategies to improve governance and provider management of 
health insurance continue to evolve. District and national partners are working together to 
develop policies, regulations and integration of strategies that strengthen the enabling 
environment for cooperative development. Studies and monitoring indicator results continue to 
show increased value for cost of activity strategies and interventions.  
 
Tools, strategies, and lessons learned are being shared with local stakeholders and international 
CD to reduce redundancy and leverage the impact of cooperation among cooperatives. These 
partnerships have potential to advance sustainable development goal 3: good health and well-
being for all people while also increasing financial protection, social benefits, and productivity 
within the cooperative movement.  As CGC continues to work closely with partners in Kenya, 
including USAID, MOH, NHIF, KUSCCO, and OCDC, comparing development design and results will 
present even more opportunities for learning and empowering communities and countries to 
meet their needs through cooperation. 
 

   VI. FINANCIAL MANAGEMENT SUMMARY   
 

a. Total Estimated Cost $8,912,097 USD 
b. Start/End Date August 15, 2018 to August 14, 2024 
c. Total Obligated Amount $6,400,072 USD 
d. Total estimated cost share (if applicable) $720,000 USD 
e. Total estimated leverage (if applicable) Not quantified 
f. Total Expenditure billed to USAID Uganda           0 
g. Expenditure incurred but not yet billed           0 
h. Total Accrued Expenditure            0 

 
   Actual FY4 
   Q1 Q2 Q3 Q4 

Quarterly Expenditure Rate by funding source $ 91,326 $255,059 $332,415 $291,142 
 Projection for FY5 

Quarterly Expenditure Rate by funding source $520,900 $615,200 $657,800 $661,100 
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ANNEX 1: SUCCESS STORIES 

 
Bushikori Christian Medical Center, Eastern Uganda 

 
Membership 833, Premiums 10,000 and 15,000 UGX per member per quarter 
Treatment costs January-June 2022: 18,088,200 UGX; Surplus Jan-June 2022: 5,381,967 
Average treatment cost per member per quarter:  
18,088,200 total treatment costs/ 833 members/ 2 periods=  10,857 UGX 
Recommended premium is average cost per person per quarter plus 10% administration: 
10,857 average treatment cost per member*110% admin. costs, rounded up = 12,000 UGX 
 
The equation above is total treatment cost divided by the number of members divided by the 
number of months. That total 3,619 UGX, is the average actual cost per member per month. Since 
the provider must make and maintain IDs; signed, stamped premium paid receipts; and since the 
provider must enter data each time a person comes for care, those administrative costs need to 
be added to the premium. After adding 10% administration—the premium per member per 
month recommendation is 3,980. The provider would then round up to charge premiums at 4,000 
per member, per month or 12,000 UGX per quarter. 
 
Cooperative Health Insurance Coordinator and Facility In-Charge: Risper Nabwire 
 

Bushikori is not in an urban setting but the place is developing and for 
this reason its known to be very expensive but actually our consultation 
fees are just 5,000 UGX unlike other private facilities. With the high turn 
up of patients (that is attributed to the cooperative health insurance 
services), lately we are challenged to research more and improve 
ourselves as health workers.   

 “The facility has grown because of the demand of the services by the 
members. We previously didn’t have a theater but now we have one and 
its registration process is underway for the facility to start offering 
theater services to the community”. 

Bushikori Christian Medical Center didn’t have a Complete Blood Count but because health 
insurance premiums come before we offer care the facility is able to plan ahead of time and keep 
improving services and equipment based on the demands that people have. 

Cooperative health insurance helped us as a facility, and we have greatly improved in terms of 
service provision. We have also recruited more staff at the facility to handle the number of 
patients that has risen with cooperative health insurance. This has also created employment 
opportunity in the community in terms of job creation because when the number of patients 
grow, we needed more staff to address the patient needs to give quality services. Health insurance 
is a good thing and as much as there are some challenges, we have purposed to learn from them 
and advance the cooperative health insurance model for the good of the community. 
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Addressing the Challenges in Health Care provision 
at Florence Nightingale School of Nursing 

through Cooperative Health Insurance 
 
Membership: 419, Premiums 5,000 UGX per member per quarter 
Treatment costs January-June 2022: 5,454,600 UGX; Surplus Jan-June 2022:  44,775 UGX 
Treatment cost per member per month: 6 months of care cost 5,454,600/ divided by the number 
of members 419/ divided by the number of months 6 = 2,169 UGX 
 
Cooperative Health Insurance Coordinator and Facility In-charge:  
Lydia Aceng, Deputy Principal FNSN 
 
Can you factor a recommended premium per member per month for Florence Nightingale 
Hopsital? 
 
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. 

 
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”. 

 
Disease Prevention and Control 
The students are taught techniques for disease prevention and control 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.  
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ANNEX 2: PARTNERSHIP MAPPING 

 
Partnership Mapping 

USAID Local, Faith, 
and Transformative 
Partnerships Hub 
 

Providing technical support through routine progress report calls, and 
invitations to learn from and host webinars and opportunities to showcase 
lessons learned and success stories. Timely, actionable feedback is 
provided on every report and work plan.  

USAID/Uganda Activity manager provides oversight to ensure in-country compliance and 
linkage to other USAID international programs. 

Government Partners 

Ministry of Health 
(MOH) 
 

Learning and engagement on the NHIS and UHC and promotion of 
cooperative health insurance to effectively meet the needs of the informal 
sector. CGC participation in the Public Private Provider Technical Working 
Group to contribute to national discussions. The project aims to contribute 
to the annual health performance report and contributes to shared goals 
like SQIS training for private providers to report into the MOH quality 
improvement tracking system. CGC is encouraging providers to report into 
the DHIS2 and the team facilitated training on the patient’s charter 
immediately followed by distribution of patient’s charter posters. 

Ministry of Trade, 
Industry and 
Cooperatives (MTIC) 
 

MTIC serve registration and regulatory functions for health cooperative to 
protect member roles and to support improved governance and 
sustainability.  MTIC support to health cooperatives includes governance 
training, pre-registration training, and leadership training for women 

Uganda 

https://nam02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.usaid.gov%2Flocal-faith-and-transformative-partnerships&data=04%7C01%7CJennifer.L.Wenborg%40healthpartners.com%7C10e51487cb954a5fe34008d992547594%7C9539230a521345429ca6b0ec58c41a4d%7C0%7C0%7C637701714084355160%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=hc%2BZSEWJxsLxRxrFRte5IQTDPfP4MugOH8FajbibP5g%3D&reserved=0
https://nam02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.usaid.gov%2Flocal-faith-and-transformative-partnerships&data=04%7C01%7CJennifer.L.Wenborg%40healthpartners.com%7C10e51487cb954a5fe34008d992547594%7C9539230a521345429ca6b0ec58c41a4d%7C0%7C0%7C637701714084355160%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=hc%2BZSEWJxsLxRxrFRte5IQTDPfP4MugOH8FajbibP5g%3D&reserved=0
https://nam02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.usaid.gov%2Flocal-faith-and-transformative-partnerships&data=04%7C01%7CJennifer.L.Wenborg%40healthpartners.com%7C10e51487cb954a5fe34008d992547594%7C9539230a521345429ca6b0ec58c41a4d%7C0%7C0%7C637701714084355160%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=hc%2BZSEWJxsLxRxrFRte5IQTDPfP4MugOH8FajbibP5g%3D&reserved=0
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leaders and conducts audits and site visits to ensure compliance 
requirements including collection of shares and dues. MTIC is linking health 
cooperatives to existing cooperatives to encourage expansion.  

Ministry of Gender, 
Labor and Social 
Development 
(MGLSD) 

Partnership with MGLSD is intended to advance shared goals: empower 
women and girls to improve health outcomes and contribute to country 
development. One MGLSD staff serves on the TASC, and he aims to open 
avenues for CGC to promote cooperative health insurance especially with 
the social insurance committee. This MOU is yet to be signed. 

Uganda Cooperative 
Alliance (UCA) 

UCA is the umbrella organization for cooperative unions in the country. 
UCA partnership will be aimed at facilitating the formation and registration 
of an Apex body for health cooperatives in Uganda.  

District Partners  

Chief Administrative 
officers, District 
Planner and District 
Council  

District leaders support signing of MOUs and can provide support in 
mobilization of community members to join health cooperatives. Districts 
have radio airtime that CGC can leverage to increase awareness and 
demand for cooperative health insurance 

District Commercial 
Officers (DCO) 
 

DCOs can increase access for youth to learn business skills and find income 
generating opportunities. DCOs serve annual audit functions for health 
cooperatives. They will be trained to include auditing health care provider 
income and expenditure statements as part of audits going forward. DCOs 
will be engaged in providing technical support to health cooperatives to 
ensure compliance and sustainability   

District Community 
Development 
Officers (DCDOs) 

DCDOs create platforms for health cooperatives to reach local groups and 
connect cooperatives to resources and stakeholders to drive healthy 
change. 

District Health 
Officers (DHO) 

DHOs identify and link project to providers to be reached. DHOs monitor 
quality of care and compliance with standards.  They share data and create 
opportunities for harmonization and integration of project data into 
district databases.  In PY5, DHOs will record messages that encourage 
community members to enroll in cooperative health insurance. 

Local Leaders 
Technical Advisor 
Steering Committee 
(TASC) 

The TASC links GCG to resources and partners. Technical advice from the 
TASC Guides investments and engagements to support the design and 
implementation of the NHIS and promote cooperative model as means to 
reach the informal sector as soon as possible.  

Center Steering 
Committees (CSC) 

CSCs leads planning and implementation of GC priorities and strengthen 
the link between GCs and cooperative boards. Lead service expansion and 
strengthen systems while sustainably improving health outcomes and 
provider cost recovery. Approve secondary partners planning to offer 
training of trainer topics at GCs. Create systems for ensuring training is 
translated into local actions for girls at home and in their communities and 
they are reported 

GC Steering 
Committees (GCSC) 

Girls identify their health goals and GCSCs create opportunities for them to 
learn and apply new skills in healthy behaviors, leadership, planning, 
partnership development, using data to make decisions and communicate 
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change, income generation, and more. Girl leaders learn, track and report 
application of skills in the community. 

Primary Partners 

Existing Health 
Insurance Schemes 

Save for Health Uganda and Kisiizi & Kabale Diocese—leverage impact and 
share learning.  Identification of issues, joint discussions and development 
of position paper and advocacy to MOH and Parliament for community-
based health financing to be recognized in the NHIS. The Save for Health 
conference has been a platform for promoting cooperative health 
insurance.   

Uganda Catholic, 
Protestant and 
Moslem Medical 
Bureaus (UCMB) 
(UPMB) (UMMB) 
 

UCMB, UPMB & UMMB increase sustainable access to quality care, 
support communication and scale up.  In PY3, the project scaled up 
coordination of efforts with these partners for training care providers to 
benefit from cooperative health insurance and to add governance 
structures to other health insurance schemes. Trainers have been trained 
and have started leading provider support supervision to strengthen 
insurance management systems, so providers increase membership and 
cost recovery.  

Uganda Healthcare 
Federation (UHF) 

The UHF executive director serves on the TASC. UHF plays an integral role 
that enables CGC to advance MOH efforts including SQIS quality 
improvement training, improved reporting, advancing NHIS planning and 
much more. 

USAID/Uganda health 
system strengthening 
activity (UHSS) 

UHSS is a new partner for leveraging resources to increasing awareness on 
community health financing and joint advocacy for cooperative health 
insurance. MOU signed to Support a study on impact of the health 
cooperative model. Study preliminary results will be shared and discussed 
at steering committee meetings. CGC trained Uganda Muslim Medical 
Bureau providers and is currently providing support to enable them to 
prepare adequately before they enroll  

International Partners 

USAID/Kenya Is providing direction for the development of the CGC Cooperator concept 
to support shared goals with the Kenya MOH and NHIF. 

Ministry of Health 
and National Health 
Insurance Fund Kenya  

MOH and NHIF are the key stakeholders for implementing a new 
Cooperator product to increase affordable access to care for cooperatives 
in Kenya. 

United Nations 
Department of 
Economic and Social 
Affairs (UNDESA) 

UNDESA is a champion of health cooperatives, promoting their 
development globally to achieve Sustainable Development Goal 3: good 
health and wellbeing for all. 

German Cooperative 
Raiffeisen 
Confederation 
(DGRV) 

The German, Kenyan Cooperative Development organization is a key 
partner in assessing the capacity of Kenyan cooperatives to manage health 
insurance products in preparation for MOUs with NHIF. 



                                                                                               
       

36 
 

Kenya Union of 
Savings and Credit 
Cooperatives  

KUSCCO is a key partner for increasing access to care for Cooperative 
members in Kenya 

Jacaranda Health Jacaranda Health developed a digital health platform that connects 
mothers with lifesaving advice and referral to care. The team is connecting 
Jacaranda health to the MOH and NHIF in Kenya, to leverage impact and 
save lives. 

Cooperative 
University Kenya 
(CUK) 

CUK is eager to offer a course on health cooperative management and to 
pilot offering cooperative health insurance to staff and students who seek 
care at their school health facility. 

Global Communities Global Communities a long-time partner currently working to strengthen 
cooperatives, with a focus on youth engagement in Kenya.  

Overseas 
Cooperative 
Development Council 
(OCDC) 

OCDC contributes to initiatives for shared learning to leverage impact, 
technical support on governance assessment tools and processes. OCDC is 
the key partner in the Women’s Agency Research Study.  

National Cooperative 
Business Association 
(NCBA) 

NCBA is a long-time partner currently working to leverage impact in Kenya. 
NCBA shares lessons on youth friendly interventions for possible 
integration in GCs. Training to make cooperative health insurance available 
to NCBA supported cooperatives is being explored. 

World Council of 
Credit Unions 
(WOCCU) 

WOCCU is a long time international financial cooperative development 
partner and member of OCDC. CGC is working with WOCCU to identify 
SACCOs that are looking for health solutions for their members. WOCCU is 
interested in working with the activity to link those stakeholders to 
providers that can be trained to manage cooperative health insurance. 

International 
Cooperative Alliance 
(ICA) Africa  

ICA Africa is a key partner for advocacy and expansion. They create 
opportunities for countries and cooperatives to learn about cooperative 
health insurance. ICA Africa highlights stories, invites health cooperatives 
to share in webinars and invites CGC to co-host webinars with them for the 
development of country health cooperative task force teams 
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ANNEX 3:   MAP OF ACTIVITY AREA 
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ANNEX 4: KENYA MINISTRY OF HEALTH PARTNERSHIP 
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NHIF Cooperators 
         CONCEPT NOTE 
Introduction   

 
The Kenyan government prioritizes health as a strategic sector in its national development agenda. This is 
clearly captured by the 2010 Kenya constitution, the Kenya Vision 2030 and sharply focused under the Kenya 
Health Policy 2014-2030. There has been deliberate effort by the Government to ensure implementation 
and success of the Universal Health Coverage goal, with one of the key vehicles being expansion of the 
National Health Insurance Fund (NHIF). Despite these efforts, cooperative members lack adequate 
information about the registration process and benefits. The NHIF premium level and contribution 
mechanisms present financial barriers for informal sector enrollment and c-operative members lack a voice 
in options for health care, which means they cannot drive accountability and quality or ensure that 
affordable care meets their needs.  
 
When faced by health shocks, the informal sector is severely affected since their income is low and 
uncertain, and they have low understanding of insurance. Administrative challenges make it difficult for the 
government to reach the informal sector, including many cooperative members. The following 
recommendations are informed by lessons learned from NHIF engagement with savings and credit 
cooperatives, Research on Factors Determining NHIF Member Registration and Retention of the Informal 
Sector (December 2016), recent news coverage of NHIF successes and challenges, Kenyan cooperative site 
visits and the Cooperative Act, 2022. These innovative, member-centric solutions will allow the NHIF to 
leverage existing cooperative strengths and opportunities to increase enrollment, retention and member 
satisfaction. 
 
Cooperatives are well established in Kenya and most are locally organized, owned and managed by 
members to address their needs. By working with the existing cooperative infrastructure, the NHIF can 
simplify enrollment and renewal, and enhance strategic mobilization to educate and inform members while 
creating feedback loops that drive increased member satisfaction, adoption of healthy behaviors, and 
improved quality, and cost-effective healthcare in Kenya.  
 

• Overall Objective 
Leverage the well-established and highly trusted cooperative movement in Kenya to increase informal 
sector enrollment and retention in the NHIF. 
 

• Specific Objectives 
4) Administration—make NHIF registration and renewal easy for cooperatives 
5) Mobilization—target cooperative networks through existing channels 
6) Expand Accredited Providers—increase rural accreditation and make benefits easy to see 
4)  Feedback loop—leverage existing tools and bridge gaps for continuous quality improvement and 

improved member satisfaction and value for cost 
 
IV. Health Insurance Coverage in Kenya 
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In Kenya, 17.1% of the population enjoys health insurance protection. 
Of those insured, 88.4% are covered by the National Health Insurance 
Fund, while 11.6% are covered by private insurers (Ministry of Health, 
2014). “While individuals with any form of employment had higher 
odds of being insured than unemployed individuals, the odds were 
almost 3 times higher for those employed in the formal sector” (AOR 
= 2.65; 95% CI 2.19–3.28.)  Insurance coverage is higher among the 
urban population, at 26.6 percent, compared to the rural population 
at 12.1%. (Ministry of Health, 2014). NHIF coverage is the most 
popular insurance in rural (92.2%) and urban (85.2%) areas. Private 
insurance covers 4% in rural areas and over 13% in urban areas. 
Community based health insurance is rare and below 3% in all 
counties except Kiriniyaga, Kitui, Nyeri, Muranga, Bungoma and 
Machakos (Ministry of Health, 2014). 
 
Official data shows that the NHIF had 8.898 million members at the end of June 2020, with 4.452 million 
drawn from the formal sector and 4.546 million from the informal segment. NHIF retention is a major 
problem. Data shows that the NHIF had 10.6 million members but due to the coronavirus and other issues, 
membership has declined precipitously. In the news, providers are complaining about delays to be 
reimbursed for care and some are considering dropping NHIF (Mutua, 2022; Igadwah, 2022). 
 
Health insurance adoption tends to increase with age, exposure to media, level of education, socio-
economic status, formal employment status, urban residence and among those who are married (Kazungu 
& Barasa, 2017). Health insurance decreases with household size and in 2014 Kenya Demographic and 
Health Survey, health insurance coverage increased among those with a chronic disease compared to those 
who do not have chronic care needs. 
 
The poor may never be able to pay premiums under a contributory and voluntary mechanism because they 
lack the ability to pay. The most common recommendation in the literature is a partial health insurance 
subsidy, using Kenyan tax shillings, provided through the NHIF to individuals in the informal sector.  
 
HealthPartners Needs Assessment showed that cooperatives want to offer health solutions to their 
members and many do—in the form of emergency health loans or welfare funds. Where members receive 
annual incomes or do not have stable incomes to pay monthly, cooperatives can pay NHIF while continuing 
to collect from their members. The primary challenge noted by nearly every respondent is that NHIF 
coverage is unclear. Those who have not enrolled do not understand what is covered and those who are 
covered, are frustrated by the number of unexpected out of pocket costs they incur each time they need 
their insurance.  
 
V. Cooperatives 
The cooperative movement in Kenya is strong and widespread.  The total number of cooperative members 
is around 10.8 million (Czachorska-Jones, 2019). It is important to note this includes some double or even 
triple counting since people may be members of more than one cooperative and some inactive “members” 
may be reported as current members. Cooperative membership has increased from approximately 5 million 
in 2008/9 to 15 million in 2018. Thus, the number of cooperative members in registered cooperatives tripled 
during that period (Czachorska-Jones, 2019).  Somewhere between 300,000 and 500,000 people are directly 
employed by cooperatives in the country and around 1.5 million people are ‘provided’ self-employment in 
connection with cooperatives (Cooperative Alliance of Kenya, 2018).  Broader estimates indicate that almost 

Statistics on insurance coverage 
overall: 

• CBHI - 0.26% of population 
• Employer provided – 2.87% 
• NHIF – 15.8% 
• Private purchased 1.15% 
• Prepayment / other – 0.38% 
• Total all insurance – 19.59% 

 

Kazungu & Barasa (2017)  

https://wellcomeopenresearch.org/articles/2-94/v1#ref-19
https://wellcomeopenresearch.org/articles/2-94/v1#ref-19
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32 million people are indirect beneficiaries of cooperatives, translating to 65% of the total Kenyan 
population (Cooperative Alliance of Kenya, 2018). Wanyama (2009) found that 63% of Kenya’s population 
is participating directly or indirectly in economic activities that originate from the cooperative movement. 

 
While cooperative participation is high, measures of active cooperatives are difficult to estimate accurately. 
Estimates vary from 30-60% of registered cooperatives are inactive. If an average of 45% is used (considering 
the low-high range of 30-60%), that would effectively mean that out of 18,574 coops registered in 2016, 
65% - est. 12,073 - were operating (Czachorska-Jones, 2019).   
 
Given the prevalence of cooperatives in Kenya, leveraging them to access the informal sector provides an 
opportunity to access, track, and motivate a population that is otherwise difficult to access. 
 
VI.  NHIF Considerations 
 

NHIF Lessons Technical Advice 

Political Interference Protect cooperative autonomy in governance through policy and 
MOUs with cooperatives for health 

Financial Management Work with apex and cooperative development partners to avoid 
corruption and invest in leadership capacity training 

Leadership Identify/quickly respond to resolve poor leadership 

Centralized Location Link coverage to the cooperative not the county 

Poor Mobilization 
Approach 

Train NHIF county officers, partners and cooperative officers in 
benefits and provide tools for them to educate members through 
their existing channels 

Attitude Related Make it easy for providers and members to see NHIF benefits 
compared to out-of-pocket payment 

Technical Drive tech. solutions through targeted support and add 
cooperative prepayment solutions to reduce administrative costs 
and delays 

 
The table below includes recommendations to add value and opportunities to address the barriers above 
to increase enrollment and retention rates for the informal sector. 

Summary of Recommendations (Details in narrative below) 
Opportunit
y 

Challeng
e 

Point of 
contact Strategy and Benefits 

1. 
Administrati
on  

Difficult 
for 
cooperat

Board, 
health 
officer/

 Premiums remitted on time for member 
families through the cooperative 
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Summary of Recommendations (Details in narrative below) 
Opportunit
y 

Challeng
e 

Point of 
contact Strategy and Benefits 

ive 
member
s to 
enroll 
 
Risks: 
Corrupti
on & 
Capacity 

commit
tee 
 
Cooper
ative 
Develop
ment 
Partner
s 

 Enable variable timing for collection and 
replace individual penalties for cooperative 
penalties or rewards—ex. lower cost for 100% 
on time renewal 

 Opt out will increase membership 
 Loans will cover members when needed 
 Host NHIF meetings and annual training with 

apex organizations and cooperative 
development partners to empower them to 
address member concerns and to mitigate risks 
through partnership action planning and 
results reviews 

2. 
Mobilization 
and 
Communica
tion 
 
Create 
provider 
and 
member 
education 
packets  

Reaching 
rural 
member
s with 
complet
e 
informati
on to 
create 
accurate 
expectati
ons 
 
Frequent 
dropouts 

Health 
officer/ 
commit
tee/ 
 
NHIF 
Officers 
 
Cooper
ative 
Develop
ment 
Partner
s (CDP) 
 

 Create a specific brand: NHIF Cooperators in 
addition to individual and employer options 

 Train NHIF and cooperative health advocates 
 Make coverage comprehensive and clear 
 Make it easy for cooperatives to see who and 

how their members are benefitting 
 Leverage existing channels of communication 

like quarterly meetings, AGMs: dialogue guides 
for member meetings; short videos; brochures 
for cooperatives to give to members and 
potential members; WhatsApp groups, SMS 
and radio campaigns 

3. 
Partnering 
with Rural 
Providers 

Quality, 
capacity 
and 
coverage 

MOUs 
 
NHIF 
Officer 

 Increase rural accreditation through MOUs 
 Consider MOU prepayment to health facility 

terms to retain accredited providers, reduce 
administrative costs, and incentivize quality of 
care and patient education.  

• Train local NHIF health advocates annually 
4. Feedback 
loop 

Hidden 
fees and 
lack of 
responsi
veness to 
informal 
sector 
needs 

Apex 
and 
CDPs 
 
Cooper
ative 
board 
 
Health 
commit
tees 

• Increase member satisfaction 
• Effect continuous quality improvement 
• Improve value for cost 
• Consider SMS health improvement strategy to 

reduce health needs and improve health 
outcomes 

• Leverage existing management structures to 
strengthen cooperator NHIF partnership 
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Administration  
Cooperatives in Kenya cut across different sectors including agriculture (fishing, cash crops, dairy, 
subsistence), transport (matatu owners, matatu operators, boda boda riders), Jua Kali, banking, and others. 
The NHIF has wisely initiated increasing informal sector enrollment by signing Memorandums of 
Understanding with cooperatives. There is great potential to leverage existing cooperative systems to 
resolve other NHIF challenges.  
 
Make it easy for cooperatives to enroll members as a value-added product. By enrolling members of a 
cooperative together, the enrollment process is simplified, increasing the likelihood of timely renewals while 
reducing NHIF administrative costs. The Cooperatives Act, 2022, requires maintenance of reserve and 
educational funds and annual audits, all of which can be leveraged to reduce the risk of default. While not 
all cooperative members are employees of the cooperative, cooperatives are regulated by the government 
and are required to collect shares from members. This presents an opportunity to overcome administrative 
barriers.  
 
Where monthly payments present a challenge (ex. agricultural annual harvests,) cooperatives can prepay 
annual premiums and where income varies, they can leverage their loan services to avoid dropouts. 
Cooperatives that are not already SACCOs can initiate savings and loan groups to make saving for health 
easier for their members. Cooperative MOUs can cater for payment options including prepayment for 
members when offering loans for those members to repay the cooperative, while maintaining NHIF 
enrollment. For SACCOs and cooperatives that collect fees or produce to provide payment to members, 
automatic enrollment is an option. Cooperatives can offer ‘opt out’ options to deduct premiums from 
member savings accounts or, for example, in a dairy cooperative where milk sales are batched, the 
cooperative can pay premiums to NHIF after sales and before remitting dividends to members. This is called 
“opt out” because members are automatically enrolled by virtue of being a member of their cooperative. 
Families can ‘opt out’ of coverage, in which case their names and contributions are removed from schedules 
and payment remitted to NHIF. ‘Opt out’ increases enrollment and retention compared to voluntary 
enrollment. 
 
Mobilization and Communication 
Create a specific brand and include provider and member education packets. Train apex and cooperative 
development partners, county, provider and cooperative advocates and maintain this network to roll out 
changes, new tools and refresher training annually or as needed. 
 
Since all cooperatives are founded on shared values including self-help, equity, equality and solidarity, 
this solution builds on NHIF and cooperative strengths and opportunities.  By adding a Cooperator 
enrollment option, NHIF mobilization can be targeted to reach the informal sector through their trusted 
network to overcome the barrier of members not having enough information about the benefits to enroll. 
Cooperatives know their members. To manage their business, they must be able to reach those members 
with key messages so leveraging those existing channels of communication can reduce cost and increase 
the effectiveness of mobilization.  
 
Invest in training cooperative advocates throughout a network from apex and cooperative development 
partners to health facility NHIF and cooperative health committees and advocates. Include tools that make 
their training for members clear, accurate and easy. Share dialogue guides, posters and communication 
resources that make it easy for them to plan and reach all of their members.  Once established, this network 
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can facilitate a feedback loop (see recommendation 4 below) and new coverage options or other changes 
can be rolled out quickly through new toolkits or annual workshops. 
 
Keep cooperative coverage basic, to meet their needs, yet affordable to match their realities. It is easier to 
expand coverage then reduce benefit packages and rural providers may not have capability to offer 
extensive coverage plans. Make sure that coverage is comprehensive however. All expenses of antenatal 
care and delivery in a health facility need to be included so families do not find hidden costs when they are 
most vulnerable and relying on insurance for the first time.  
 
Cooperative NHIF packets can make it easy for partners, cooperative boards, and health facilities to show 
stories of members who are benefitting. This is the key to retention. Members will be tempted to drop out 
if their family did not fall sick the first few periods they pay. Stories of success or frustration travel fast 
through member networks. Plan and invest up front to make it easy for powerful success stories to be 
shared in cooperative communications, at meetings, training centers, in WhatsApp groups, on health facility 
notice boards and in patient waiting rooms. 
 
Partnering with Rural Providers 
The challenge of accrediting, training and reimbursing claims from health facilities in rural areas can be 
overcome through the cooperative MOU agreement process. If cooperatives are selecting the provider 
where they want to receive care, the provider knows they will have members to serve by opting in to NHIF 
financing.  
 
The claims reimbursement process is expensive and time consuming, both for the care provider and for 
NHIF. Current financing mechanisms reward health care providers for overbilling, which is damaging the 
reputation of NHIF and member trust.  It may be worth negotiating capitation prepayment to health facilities 
to remove claims and billing costs and delays, and to incentivize effective care and member satisfaction over 
exact reimbursement. Prepayment incentivizes providers to keep members healthy and provide member 
education to keep treatment costs low. Actuaries can determine per member per month cost estimates to 
agree to rates that ensure a small profit for providers, while keeping costs low for members due to shared 
risk. When providers receive prepayment for the number of members they serve, the time, cost and 
incentive to report and validate claims is replaced with incentive to increase membership.   
 
Feedback Loop 
The Willingness and Ability to Pay for the NHIF Insurance Package for the Informal Sector in Kenya final 
report (2015) highlights the “need for the NHIF to match the expectations of its members in terms of service 
quality.” Quality, value for cost and hidden out of pocket fee challenges can be addressed through a basic 
feedback loop led by cooperative boards and apex organizations to increase NHIF member satisfaction and 
retention. Feedback loops enable identification of hidden fees and show responsiveness to informal sector 
needs. Once the NHIF network reaches a cooperative steering committee, apex and cooperative 
development partners and includes care providers and cooperative health committees or advocates, adding 
two-way communication is a small investment with enormous impact. Collecting quarterly member 
satisfaction surveys enables NHIF to quickly identify and resolve challenges, communicating back to those 
same partners builds trust and drives improved quality of care.  
 
This system can be implemented through a phased approach that can be scaled up to track improved health 
outcomes or to drive adoption of healthy preventive behaviors through SMS campaigns. Having a single call 
line for NHIF members across the country runs the risk of calls not being picked and it leaves almost no 
ability to show those who report challenges that these concerns are being heard and are leading to change. 
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Once the system is set up, the potential for using two-way communication to increase satisfaction, value for 
cost and driving improved quality is efficient and effective. 
 

• Next Steps 

To launch NHIF Cooperators, the following steps are recommended.  
 

• First, address administrative challenges by inviting a steering committee of leaders to discuss shared 
goals and plan phase I engagement.  

• Next, map and build the cooperator network with apex and cooperative and other development 
partners and county governments who can popularize insurance while driving member satisfaction 
and improved quality.  

• Update the NHIF website and systems to add Cooperator to Individual and Employer options. Adapt 
the payment system and develop tools including MOU terms with cooperative premium and benefit 
packages; update systems to collect and track payment from cooperatives; develop training content 
and plans for partners, county officials and NHIF health advocates to answer questions and promote 
Cooperator enrollment.  

• Plan a rural care provider accreditation schedule to support cooperative MOU partner priorities. 
 
Develop a communication package including:  

1)  A video of what is covered, how to enroll, and success stories from members 
2) A toolkit for apex, and CDPs, boards and cooperative staff to inform and engage members and 
make it easy for them to see how members like them are benefitting.  
3) Design feedback loop and tools to collect, track and respond to member satisfaction surveys to 
drive costing, benefits, value for cost, member satisfaction and continuous quality improvement 
while curbing stock-outs and hidden fees at the point of service.  

 
Last, roll out NHIF Cooperators in a phased approach with apex and partner organizations selecting the 
cooperatives they recommend for enrollment first. Work with partners to adjust for harder to reach 
cooperatives and to help them overcome capacity gaps as part of the scale up process. 
 

 
 

Steering Committee and Partners Role  
USAID/Kenya, Health Care Financing Specialist Leadership for 

design and 
implementation 

USAID/Kenya, Project Management Specialist (Private Health Insurance) 
USAID/DDI/LFT 
Kenya Ministry of Health 
National Hospital Insurance Fund (NHIF) 
Ministry of Cooperatives Steering 

Committee  
Recommendatio
ns 

Kenya Union of Savings and Credit Cooperatives (KUSCCO) 
SACCO Societies Regulatory Authority 
International Cooperative Alliance Africa  
Cooperative Alliance of Kenya (CAK)  
Cooperative University of Kenya (CUK) 
German Cooperative and Raiffeisen Confederation (DGRV) (GKCD) 
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ANNEX 4: PERFORMANCE INDICATOR TABLE 
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