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Introduction

The ongoing health sector reforms have made it possible for complementary health care financing to be actualized in Tanzania. Besides the government some viable complementary financing approaches are now well established in the country. Community Health Funds (CHFs) are now well known in the rural areas. Cost sharing in urban areas at government hospitals is also well established. The National Health Insurance Fund has amassed a wealth of experience in its operations. All the approaches have addressed issues of accessibility, equity, comprehensiveness and quality of care, to varying levels of success.

Community Health Funds (CHFs) in the urban setup.

To date CHFs have been established exclusively in rural district. There are, however, populations in the urban areas which need these schemes to improve accessibility to health care. These populations include most unemployed persons, retired individuals and  those in the informal sector economy etc.

The case study which is the subject matter of this paper will target the informal sector economy as a population group in the urban areas. It will explain how for the past ten years a mutual health scheme established by this sector has organized them for health care. It will underline important lessons for attempts to establish prepaid health care services in Urban areas. The scheme to be targeted is known as UMASIDA.

UMASIDA is an acronym for Umoja wa Matibabu Sekta Isiyo Rasmi Dar es Salaam. It was established in 1994, but got resigestered in 1997 as society N0 8907.

Organizationally it has a board of directors, a director and four departments namely department of Social Mobilisation and Advocacy, Health Services, Finance and Administration. (See appendix 1).

It based its work in informal sector groups. These include small scale market retailers, carpenters, mechanics, tinsmiths etc.

The Package it offers

It offers a comprehensive health care package. This package consists of 

1) Maternal Child Health Care Services

2) Treatment for regular diseases like Malaria, diarrhoea etc

3) Provides VCT and STI management 

4) Surgical needs, ENT, and Ophthalmic provided at government units.

The Premiums

The scheme has a premium paid by each family. A family here is a woman, her four children under eighteen, her husband and grandparents if they’re around.

The premium is Tshs. 1,500/= per month. It is 18,000/= Tshs per year.  

On joining the scheme beneficiaries pay for two months before. They can enjoy benefits. On payment of the third month premium beneficiaries start enjoying services. The two months is the schemes waiting time.

The alternative form of payment is for a group premium. Some of the informal sector groups already have a common account for general purposes. The group premium can be paid from this common account, when consented upon in a general meeting of respective members. 

The group premium is good because it cuts down administrative work needed in collecting premiums from each individual. But it needs sustained social mobilisation of the groups in question.

some groups in Mbagala were paying 3,000/= per month. i.e. 36,000/= per year.

To enhance payment in some groups the premium was collected by group leaders themselves.At the point of receiving care all beneficiaries pay Tshs. 500/= per episode. This acted as a screen to minimize overuse and abuse of the system.

Identity System

The scheme has a photo identity system. Each participant gets a photo identity card which they present at the point of receiving care. There is also a computerized data base which helps identity beneficiaries. The identity cards are made by Data-Vision and are not easy to forget because they have seven security marks on them.

Who provides care?

Initially the scheme relied solely on private providers for care to its members. Contracts which guided care contents were signed between UMASIDA and the providers. Now UMASIDA has its own dispensaries in Dar es Salaam, Arusha and Moshi. Its members receive care from this combined system.

Preparations for providers and beneficiaries to services provision and consumption.

Before the scheme could became operational it was necessary to train both the beneficiaries and providers on the dos and don’ts of mutual health schemes. Main messages were:-

 For the beneficiaries:-

· Resist overuse of service.

· Consult provider only when necessary

· Overuse means higher premiums on your part

· Don’t facilitate provision of care to unentitled people

· Pay your premiums on time

· Always present your identity at the point of services for you and your families if you observe the above factors.

  For the providers

· Always ask for identity before providing services

· It is necessary to fill all the forms presented to you by those seeking care.

· Restrict prescriptions to the WHO approved essential drugs list.

· A functioning Health Insurance System is an assurance that you will continue to get patients whose services are prepaid.

After training the beneficiaries and private providers, the secondary care providers in the government health care infrastructure were trained on the concept of health insurance and what the scheme expectations would be on them. They were also introduced to the control system adopted. Having completed preparation of the three parties, the scheme took off. Beneficiaries were allowed to begin receiving services.

Initially the thinking was that individual responsibility would guide service utilization. This, however, turned out to be a misconception.

Initial Problems and Lessons of Phase One

Within a short time of phase one the following problems arose:-

· The bill was far beyond the expected amounts. The actual bill submitted was 200% more than previously planned budget.

· Expected individual responsibility in using care was not forthcoming.

Members brought in extended family members, neighbours, and friends to the providers. This was possible because the scheme at this stage, authorized care provision on presentation of a members photo identity card only.

Untrustworthy members used their identity cards to provide care to non members, presented as family members entitled to use the card.

· Some members demanded to be given only certain types of medicines and not others. The demand for injections and capsulated medicines rose sharply.

· Demand by beneficiaries for certain laboratory testes became very high. Being private providers looking for a stable market refusal for such demands was not entertainable.

· The private providers did not restrict themselves to the Essential Drugs list. Understandably because they wanted to sell as much medicine as possible to make money.

· Consultation fees were raised rapidly and at no notice to the scheme committee.

· Charges were made on what was prescribed rather than on what was dispensed. A provider would prescribe, for example, five injections of penicillin and bill UMASIDA so. Quite often it occurred that out of the five inactions prescribed only three were given to the patient. A fair bill would show three injections.

This was not the case.

· In some instances double billing was done .If it were not for careful scrutiny of bills; the total cost would have been bigger. 

· Quite often personnel at the provider units were not as qualified as presented at the time of signing service contracts.

· Total time for graduate physician availability was also much lower than expected, at the provider units.

· In some of the units record keeping was not adequate and so payment of bills took much longer than expected.

· Often clerical staff not experienced in drugs were used to prepare bills for drugs. They made mistakes in composing bills by using wrong names.

Key Success Factors

· Accessibility to health care services has been restored to a segment of the population that could not afford it on an individual basis. 100% of all the participating informal sector groups members and their families now have access to health care.

· Quality of care has been improved by closely monitoring what private only those provider prescribe to scheme beneficiaries, and by including in the scheme only those provider units which qualified (screening by set of criteria presented above).

· Cost of care reduction. Cost of care has been controlled by insisting that providers restrict themselves to the WHO approved essential drugs list. This has minimized trade name prescriptions, short gun prescriptions, and relies on generics.

· Helped to minimize cost-sharing loses. It is estimated that up to 30% of the funds collected through cost sharing at government hospitals is wasted. This is so among others, because, there are numerous collection points, and the funds are collected in cash. With UMASIDA as already said secondary and tertiary involved are then billed UMASIDA. UMASIDA in turn pays them through cheques or bank transfers. This has minimized losses and will in the long run improve the government health care system.

· Helped the private sector in health care grow. As already said UMASIDAs beneficiaries receives all the needed primary health care from private providers. For those who are contracted, this ensures them a reliable pool of patients. It assures them a steady income and so growth. It helps them also to provide quality care.

· Facilitate provision of preventive health care services (immunizations, antenatal care, etc.) UMASIDA chooses those provider units which gives vaccines, and maternal care. Many units in town having noted this are providing preventive services where they would not. This is an advantage for the health sector in Tanzania, because, traditionally private providers do not offer preventive care because of its minimal remunerative nature. As UMASIDA grows and enrols more people its approach will encourage more private practitioners to provide comprehensive care.

· Rationalized and a complementary health care services system. In the longer term, UMASIDAs approach will ensure that all primary health care services are provided by the private providers, whereas the government health care infrastructure provides preventive services, secondary and tertiary care.

· Above and beyond all whatever funds remain in the account unutilised at the end of the year will be a part of savings for the groups. This can be used to pay for administrative costs or even be applied to lower premiums for subsequent years.

Comparison of UMASIDA and other approaches to health care financing

	Criteria
	UMASIDA    (TIKA)
	Hospital Based HMO Type
	Third Party Private Insurance

	1.   Ownership of scheme
	· Scheme owned by beneficiaries themselves


	· Scheme owned by the hospital
	· Contracts services

	2.    Quality of Care
	· Can be regulated by beneficiaries since they have freedom to choose provider and are on contract
	· Beneficiaries cannot regulate quality. Level of quality determined by provider.
	· Quality control also beyond beneficiary.  Often decided by provider, and as limited by insurer

	3.   Cost control
	· Cost can be controlled by insisting on the ED of WHO, and defines allowed laboratory tests, or other medical exams. 
	· Prescribed drugs exclusively decided by the provider, laboratory test and other exams decided on by provider. 
	· Insurer decides on type of services to be provided by provider.  Occasionally provider and insured teams up.

	4.  Administrative        cost
	· Low. Controlled by beneficiaries themselves

· Uses group manpower to support scheme administration.

· No claims processing
	· High.  Employs administrators, or adds more work to those at work already.
	· High. Processing claims, cross-checking submitted claims, etc.

· Needs highly trained professional

	5.  Comprehensiveness of care provide
	· By insisting on comprehensiveness, contracted care providers compete with each other to meet criteria.  So many do provide comprehensive care.
	· Has final decision on what is provided
	· Depends on what contracted hospital can offer.  Often care is predominantly curative.



	6.  Savings
	· Savings are huge.  All saved money remains in the scheme account.  Use by beneficiaries.
	· No savings to beneficiaries.  Hospital takes-all left over.  That is the goal anyway.
	· No savings to beneficiaries.  Insurance company makes profit.

	7.  Nature of record kept and details 
	· Designed and decided by UMASIDA
	· Uses own approach
	· Uses own experiences and approach.

	8.  Support for private and government health care services
	· Uses both. Private providers used for all primary health care needs.

· Government services provide all needed secondary needs.
	· Uses own hospital only.
	· Contracts private providers only.

	9.  Quantity of Care 
	· Influenced by UMASIDA.  Has set a limit on total bill per visit.
	· Beneficiary has no influence on this.

· Hospital decides on level of charges.
	· Beneficiary has no influence.  Often restricted in order to make a profit at the end.

	10.  Level of Premium
	· Decided by beneficiaries

· Can be reduced over time, if savings are substantive.
	· Set by provider.

· Increases form year to year.
	· Set by insurer.

· Increases constantly, often by larger amounts.

	11.  Beneficiary participation in influencing care, etc.
	· Maximum.
	· None
	· None

	12.  Restoration of health accessibility to everyone
	· Maximum adverse selection counteracted by allowing whole cooperatives to join.
	· Selective.
	· Very strict on who joins.  Bad risks left out.


KEY LESSONS

· Community Health Funds are viable in urban areas and should be established.

· The cost sharing approach is well internalised by Tanzanians now and they are willing and ready to participate in it. 

· Premium collection may be tricky. This will be based on voluntary contributions. Group premiums therefore are a good method.

· Mutual cells of varying types and sizes will be necessary in making the systems successful.

· Quality of care provided is critical factor in motivating participation.

· Health care personnel will have to be retrained first in receiving the patient who comes on this basis.

· Premium payment should be in instalments where conditions dictate so.

· The communities must be allowed to participate in the management of this system.
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