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Figure 1.1 Determinants of participation in CBHI-schemes 
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CHAPTER 2 | EVIDENCE FROM SENEGAL AND TANZANIA 

Despite these reforms, the CHF remains beset by important challenges: 

- a first set of challenges relates to revenue mobilization. While the government spends 

approximately ten percent of its budget on health care, this has not been enough to cover even half 

of total health expenditure (URT, 2015b). Instead, health financing continues to rely heavily on 

donor funding and user fees. Overall, the role of social insurance contributions in health care 

financing remains very limited. Nonetheless, recent trends suggest a declining importance of 

external (donor) funding, and a growing importance of domestic revenues (see figure 2.2); 

- a second set of challenges is related to the fragmentation of the health care system. There now 

exist a wide range of health care schemes that are financed from different funding streams (both 

domestic and external), that operate alongside- or even compete with each other. This 

fragmentation results in cost-inefficiency, and makes the overall coordination of the health care 

system extremely difficult (URT, 2015); 

- a third set of challenges is related to inequities in access to health care services. While the 

introduction of health insurance in the late 1990s has increased access to health care - which had 

fallen to dramatic levels after the introduction of user fees - for formal workers, less than five 

percent of those in the informal economy currently have health insurance (Kuwawenaruwa and 

Borghi 2012; NBS and ICF International, 2016). Instead, informal workers often rely on costly user 

fees, or on micro-insurance schemes that offer only limited benefits. 

Figure 2.2 Health financing sources as % of total health expenditure 

 
Source National Health Accounts (2016) 

In its Health Financing Strategy 2016-2025, the government proposed several changes to address 

these challenges. Prime amongst these proposed changes is the introduction of a Single National 

Health Insurance (SNHI) that would be financed by domestic resources, collected in the form of 

mandatory contributions by all Tanzanian citizens. While the idea of a unified SNHI is now high on 

the political agenda, it is fraught with controversy, and it remains to be seen whether it will ever be 

translated into reality. In the meantime, the government of Tanzania is devoting a lot of attention to 

the improvement of the Community Health Fund or CHF, as the primary vehicle for extending social 

(health) protection to the informal economy. 



27 

 

CHAPTER 2 | EVIDENCE FROM SENEGAL AND TANZANIA  

2.3.3 The Community Health Fund (CHF) 

In 1995 the Tanzanian government, together with international partners, designed the CHF. Its 

primary objective was to eliminate user fees and improve access to health care through the 

mobilization of local revenues (URT, 2001). Implementation began in 1996 with pilots in a small 

number of districts, before the government enacted the CHF Act in 2001. Today, CHFs are operating 

in all districts of the country.  

CHF is a contributory and voluntary scheme. Every household can participate by purchasing a 

health card at a flat rate, which varies across districts from 5,000 TSH (2.2 USD) to 30,000 TSH 

(13.2 USD) per household per year (maximum of 6 beneficiaries per household). Covered households 

are entitled to a basic package of curative and preventive health care services at primary facilities. In 

line with the situation in Senegal, the CHF has a non-contributory aspect, with the government 

matching premiums with government subsidies. The government has also put in place targeted 

subsidies for vulnerable population groups such as pregnant women, children below five, poor 

people, and theelderly. Yet like in Senegal, there are major problems with the payment of these 

subsidies. 

Local governments play an important role in the organizational structure of the CHF (see 

figure 2.3), and the districts enjoy substantial autonomy in terms of designing and running a CHF. 

More precisely, the wards and villages have the responsibility to monitor CHF-operations, to mobilize 

and administrate funds, to set exemption criteria, and to promote CHF at the community level. At 

the district level, the CHF is regulated by Council by-laws through the Council Health Service Board 

and Council Health Management Team, which are coordinated by District Medical Officer (DMO). 

At the national level, the government provides policy guidelines and subsidies through the Ministry 

of Health. Key nodes within this complex organizational structure are CHF-officers and enrolment 

officers, who work together to sensitize the population about CHF. These enrolment officers are 

community volunteers that are selected by village councils, and are responsible for collecting 

household data and -premiums.  

Figure 2.3 The organizational structure of the CHF 

 
Source Adapted from Swiss Tropical and Public Health Institute (2010) 
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CHAPTER 3 | REVENUE COLLECTION AND RECRUITMENT: CHALLENGES AND STRATEGIES  

3 |  Revenue collection and recruitment: 

challenges and strategies 

Box 5: Key takeaways from chapter 3 

- CBHI-schemes are facing important challenges in the field of revenue collection and recruitment. These 

challenges are at least partly related to the diverse character of the rural and informal economy.  

- Given this contextual complexity, it is important for CBHI-schemes to attain a certain degree of flexibility. 

Yet flexibility comes at a price, and is not easy to realize due to the limited scale and resources of most 

CBHI-schemes. 

- CBHI does not operate in an institutional vacuum. Instead, the way in which CBHI-schemes interact with 

other local institutions can have a critical influence on their ability to reach out to the target population. 

- Particularly in environments characterized by political decentralization, an engagement with local state 

officials presents CBHI-schemes with both opportunities and challenges. 

In the last two decades, a number of studies have evaluated the experience of CBHI in Senegal14 and 

Tanzania15. While most of these studies agree that CBHI can have positive effects on the utilization 

of care, important challenges remain with regards to the financial sustainability of CBHI-schemes, 

and their capacity to enroll and retain beneficiaries. While government efforts in Senegal and Tanzania 

to subsidize the inclusion of target groups have boosted membership rates, uptake amongst the target 

population remains low. In Senegal, with the notable exception of the UDAM of Foundiougne 

(which has a penetration rate of 29%16), only one of the mutuelles included in the research had 

succeeded in enrolling more than 10% of its target population. In Tanzania, as of June 2016, the 

nationwide enrolment rate in the CHF was just 9.2% (NHIF, 2016). Combined with the non-payment 

of government subsidies and problems associated with weak (local) government capacity, these low 

enrolment rates are posing existential threats to the long-term sustainability of CBHI-schemes. In the 

long run, the only way for CBHI-schemes to guarantee their sustainability is to recruit and retain new 

beneficiaries, and to collect their premiums on a regular basis.  

In this section, we will therefore zoom in on the challenges facing CBHI-schemes in Senegal and 

Tanzania in the domains of recruitment and revenue collection. As we will see, these challenges 

overlap partly - but not completely - with those identified in box 1, where we discussed the challenges 

of extending social protection to the informal economy. Subsequently, we move on with a discussion 

of the strategies that CBHI-schemes can deploy to confront some of these challenges. 

3.1 Challenges in the field of recruitment 

3.1.1 Low and irregular income 

In an environment characterized by pervasive poverty and seasonal variation in household income 

(due to, amongst others, the agricultural cycle), many people are unable or unwilling to pay premiums 

for CBHI. This was abundantly clear in Tanzania, where respectively 7 and 40 percent of surveyed 

households in Dodoma and Kilimanjaro regions were unable to afford just one or two meals per day. 
 

14  See amongst others Jütting, 2004; Ouimet et al., 2007; Mladovsky, 2014; Seck et al., 2017 

15  See amongst others Borghi et al., 2013; Duta, 2015; and Stoermer et al., 2011). 

16  The penetration rate is the percentage of the target population that is enrolled in the mutuelle. This information was provided by the 

accountant of the UDAM of Foundiougne, during an interview on January 29, 2018. 

















https://www.leral.net/Bourses-de-securite-familiale-a-Thies-Des-responsables-aperistes-denoncent-l-attribution-clienteliste_a150880.html
https://www.leral.net/Bourses-de-securite-familiale-a-Thies-Des-responsables-aperistes-denoncent-l-attribution-clienteliste_a150880.html
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CHAPTER 4 | CONCLUSIONS AND POLICY RECOMMENDATIONS  

4.4 Macro-level: towards a comprehensive approach 

This case study paper has focused primarily on revenue collection and recruitment strategies, and 

how these can be adapted to the complex realities of the informal economy. However, it became 

abundantly clear that even where such strategies are in place, there are limitations to the outreach 

capacity of CBHI. The UDAM of Foundiougne is a case in point. Despite claiming to operate in the 

entirety of the department, and despite relying on professional and targeted recruitment and 

collection strategies, the UDAM was only able to recruit approximately 30 percent of its target 

population. To fully understand the limitations of CBHI-schemes, then, it is important to also take 

into account the structural context, and how it may foster or undermine the effectiveness of CBHI. 

A first set of structural challenges is broadly related to problems within the health care system. 

Despite attempts on the part of governments and donors to improve the (public) health care system, 

both Tanzania and Senegal continue to suffer from a lack of critical health care infrastructure 

(particularly in remote rural areas), a shortage of skilled medical personnel, and in some cases even a 

lack of basic medicine. Another important challenge is fragmentation, with diffferent systems of 

health care provision and social health protection operating alongside- or even competing with one 

another. Rather than supporting a transition towards a more coherent approach, donors share part 

of the blame for this fragmentation (Freedland, 2013). This became painfully clear in Senegal where, 

on the one hand, the government and donors such as USAID and JICA are supporting the DECAM; 

whereas the Belgian Development Cooperation put in place an alternative system that revolves 

around a completely different understanding of CBHI. In Tanzania, this fragmentation even exists 

within the CHF itself, as different donors have come up with their own specific CHF-model, and are 

lobbying the government to implement it in the whole of the country.  

This problem of fragmentation is related to a second set of structural challenges: the apparent lack 

of genuine political support. To be sure, in both Senegal and Tanzania, the government has 

committed to supporting CBHI as part of a broader strategy to increase social health protection in 

the rural and informal economy. Yet in both countries, this support is failing to materialize. At the 

national level, both governments are currently failing to deliver on their promise to pay subsidies, 

which could not only provide a lifeline to ailing CBHI-schemes, but could also increase their 

attractiveness for new members. At the local level, despite the official role allocated to local 

governments under the DECAM and the CHF, government support remains inherently unstable, 

and sensitive to patronage politics. 

Given these structural challenges, what is needed is a more comprehensive approach to supporting 

CBHI - and social protection more broadly - which not only provides targeted support to CBHI-

schemes, but also works towards towards their integration into local institutional structures, and 

attempts to address some of the challenges inherent to the structural environment. If CBHI-schemes 

are indeed mechanisms for popular empowerment (cf. the community-oriented approach), external 

actors could try to strengthen their advocacy role. In this way, CBHI-schemes could work the political 

system, by pressurizing governments into supporting CBHI, and making improvements in the health 

care system. Indeed, without significant improvements in health care supply, attempts to reinforce 

CBHI-schemes may eventually prove futile. External actors such as donors and NGOs, should at the 

very least work towards reducing fragmentation, by coordinating amongst themselves, and by trying 

to avoid interventions that work against the grain of government policies.  
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APPENDIX 1 PARTICIPATORY PLANNING AND ASSESSMENT TOOL  

appendix 1 Participatory planning and assessment 

tool 

This participatory planning- and assessment tool aims to stimulate a critical reflection amongst CBHI-

schemes and the external actors that support them (including Belgian civil society organizations and 

government actors) about recruitment and revenue collection strategies, and how these can be 

strengthened. 

Assessment item Assessment criteria Best practices  
(based on case studies and existing research) 

Micro level: recruitment and revenue collection 

Recruitment 
strategies 

Are there proactive recruitment 
strategies? Are these adapted to local 
needs and realities? Are there 
strategies to prevent drop-out?  

- Door-to-door campaigns, public meetings and 
discussions (e.g. in public markets), promotional convoys 

- (More professional) Distribution of brochures and 
leaflets, or communication through (social) media outlets 

- In farming communities, recruitment is best scheduled in 
the afternoon, when people return from the fields. 
Artisans, on the other hand, are best visited in their 
workplace. 

- Weekly markets offer important opportunities for 
recruitment. E.g. the regional union of mutuelles in 
Kaolack (Senegal) encourages its members to set up 
market stalls (guichets) that serve as vehicles for 
recruitment, and possibly for revenue collection. 

- Providing additional services aside from health 
insurance, (couplage). Examples include money lending 
and the provision of trainings to members (e.g. 
commercial training by the National confederation of 
Senegalese workers for vendors and traders who are 
particularly interested in expanding their commercial 
activities). 

- Pro-active follow-up of members to ensure their 
continued engagement and prevent drop-out 

Payment 
modalities 

Are there proactive revenue 
collection strategies? Are these 
adapted to local needs and realities? 

- Presence of (more or less) professional revenue 
collectors.  

- Flexible payment schemes that allow members to pay in 
installments 

- Mobile payments, e.g. some Senegalese mutuelles are 
accepting payments by mobile phone, which is 
increasingly assuming the role of a banking account. 

Institutional design Is there a good fit between the 
institutional design of the CBHI-
scheme and local economic 
geography? 

- Some mutuelles have erected deconcentrated structures 
(e.g. antennes locales, relais de quartier) that have 
specific tasks in the field of recruitment and revenue 
collection. This enables a more proactive and more 
attuned response to local realities. 

Professionalization Is there a professional management 
structure 

- CHFs in Tanzania and UDAMs in Senegal are overseen 
by managers who are responsible for coordinating the 
operations, increasing coverage, and ensuring the quality 
of health care services 

- Technical support facility for CBHI schemes (e.g. 
organized at departmental level in Senegal) 

Are specific people tasked with 
recruitment and revenue collection? 
Is there a system to motivate them? 

- Collectors and recruiters working together with a 
network of local contacts, e.g. in Senegal: antennes 
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APPENDIX 2 LIST OF INTERVIEWS  

appendix 2 List of interviews 

a2.1 Senegal 

Date Name, organization (location) 

19/12/2017 Paul Bossyns & Stefaan Van Bastelaere, BTC/Enabel (Brussels) 

22/1/2018 Dr. Daff, Directeur Agence CMU (Dakar) 

22/1/2018 Dr. Abdou Salam Fall, LARTES-IFAN (Dakar) 

23/1/2018 André Wade, GRAIM (Thiès) 

24/1/2018 President of mutuelle de Mekhé (Mekhé) 

24/1/2018 Treasurer of mutuelle de Lalane Diassap (Lalane Diassap) 

25/1/2018 President and treasurer of mutuelle de Diasse (Diasse) 

26/1/2018 President and treasurer of mutuelle de Wër Wërle (Thiès) 

29/1/2018 President of mutuelle de Dara Mbosse (Dara Mbosse) 

29/1/2018 Union Régionale de Kaolack (Kaolack) 

30/1/2018 Treasurer of UDAM Foundiougne (Foundiougne) 

30/1/2018 President of UDAM Foundiougne (Foundiougne) 

30/1/2018 FGD with collectors of UDAM Foundiougne (Foundiougne) 

30/1/2018 Chef de village and marabout (Toubacouta) 

31/1/2018 President of antenne locale UDAM Foundiougne (Toubacouta) 

31/1/2018 Mayor of Toubacouta (Toubacouta) 

2/2/2018 Annie Diouf, CNTS (Dakar) 

15/2/2018 Ilère Ngongang, Wereldsolidariteit (Brussel) 



52 

 

APPENDIX 2 LIST OF INTERVIEWS 

a2.2 Tanzania 

Date Name, organization (location) 

30/5/2017 Dr. Christine Fenenga (Senior Global Health Advisor) PharmAccess Group, Amsterdam  

6/7/2017 Dr. Heri Marwa (Program Director) PharmAcess, Tanzania 

7/7/2017 David Kaali (Director of Social Protection) Ministry of Labor Employment, Dar es Salaam  

7/7/2017 Alfred P. Misana (Assistant Director- Policy and Planning), Ministry of Health and Social Welfare, Dar 
es salaam 

11/7/217  Victor Njau (Ag. Regional Manager) NHIF, Kilimanjaro  

11/7/2017 Rosemilia Msigwa (Compliance office) NHIF, Kilimanjaro  

11/7/2017 Sofia Maulid Darabu (Officer in charge- Lambo Dispensary), Hai, Kilimanjaro  

12/7/2017 Dr. Adam Mtui (facility manager- Sanya Juu RC Dispansary), Siha, Kilimanjaro  

12/7/2017 Amani Kissanga (Ashengai Health centre), Siha, Kilimanjaro  

12/7/2017 Happy Sanga (Levishi Dispensary), Siha, Kilimanjaro  

13/7/2017 Judith Malle (Uuwo Dispensary) Moshi Rural, Kilimanjaro  

13/7/2017 Sia (Uuwo Dispensary) Moshi Rural, Kilimanjaro 

16/8/2017 Janeth Kibambo (CHF Coordinator), Ministry of Health and Social Welfare, Dar es salaam 

16/8/2017 Gonza (Director of Economy and Research), TUCTA, Dar es Salaam  

17/8/2017 Silvery Mgonza (Ag. CHF Director), NHIF, Dar es salaam  

18/82/2017 Senior Social Protection Specialist, WB Tanzania, Dar es Salaam 

18/8/2017 Serapia Maghembe (Coordinator-MKURABITA), Dar es Salaam 

21/8/2017 Hema Daniel (Compliance officer), NHIF, Dodoma  

22/8/2017 Prof.Manoris Meshack (Team leader), HPSS Project, Dodoma  

30/8/2017 Ansgar Mushi (Director of Research, Acturial and Policy), SSRA, Dar es Salaam 

5/1/2018 Raymond (Ag. CHF Manager), Bahi, Dodoma  

5/1/2018 Abdala Misenyi (CHF Manager), Chamwino, Dodoma 

5/1/2018 Athman Masasi (District Executive Director), Chamwino, Dodoma 

6/1/2018 Godfrey Myamale, Chamwino, Dodoma 

8/1/2018 Rachel Chuwa (Ag. District Executive Director), Bahi, Dodoma 

8/1/2018 Dr. Kolowa (Facility Manager), Hahi Health Centre, Bahi, Dododma 

8/1/2018 Simon Mtwanga (CHF Coordinator), Bahi, Dododma  

8/1/2018 FDG1, CHF Beneficiaries (non-members), Bahi Dodoma  

9/1/2018 Salome Ngoda (Officer in charge), Mpamatwa Dispensary, Bahi, Dodoma  

9/1/2018 Joyce Luoga (health worker), Mpamatwa Dispensary, Bahi, Dodoma 

9/1/2018 Bosco Emmanuel (Chairman-Village government), Mpamatwa, Bahi, Dododma 

9/1/2018 Ward Executive officer, Mpamatwa, Bahi, Dododma 

9/1/2018 Enrollment officer, Mpamatwa, Bahi, Dododma 

10/1/2018 Venave Gerald (Chairman-Village government), Bahi Makulu, Bahi, Dododma 

10/1/2018 FDG2, CHF Beneficiaries (members), Bahi Dodoma 

10/1/2018 Salome Komba (Village Executive officer-Uhelela) Bahi, Dododma  

10/1/2018 Isaya Lamek (Enrollment Officer), Uhelea, Hahi, Dododma 

10/1/2018 Catherine Ipemba (fomer VEO), Uhelea, Hahi, Dododma 







https://www.healthpolicyproject.com/index.cfm?id=publications&get=pubID&pubId=788


http://www.africaneconomicoutlook.org/en/country-notes/senegal


http://www.wiego.org/informal-economy/about-informal-economy
http://www.wiego.org/informal-economy/about-informal-economy
http://publications.dlprog.org/TWP.pdf

