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Abstract

Universal coverage is a core health system goatlwban be met through a
variety of health financing mechanisms. The foctishes PhD is on one of
these mechanisms, community-based health insur@tgel). CBHI aims to
provide financial protection from the cost of sewkihealth care through
voluntary prepayment by community members; typjcalls not-for-profit and
aims to be community owned and controlled. Despigepopularity with
international policymakers and donors, CBHI hadqgered poorly in most
low and middle income countries. The overarchingecive of this PhD is
therefore to understand the determinants of lowlerent and high drop-out in
CBHI. The PhD builds on the existing literature, ig¢th employs mainly
economic and health system frameworks, by crigicappplying social capital
theory to the analysis of CBHI. A mixed-methods tplg case study research
design is used to investigate the relationship betwCBHI, bonding and
bridging social capital at micro and macro levelsd aactive community
participation. The study focuses on Senegal, wigBell is a component of
national health financing policy. The results swgighat CBHI enrolment is
determined by having broader social networks whgobvide solidarity, risk
pooling, financial protection and financial crediictive participation in CBHI
may prevent drop-out and increase levels of samagital. Overall, it seems
CBHI is likely to favour individuals who already gsess social, economic,
cultural and other forms of capital and social pow the macro level, values
(such as voluntarism, trust and solidarity) and @owelations inhering in
social networks of CBHI stakeholders are also fotmbelp explain low levels
of CBHI enrolment at the micro level. The resultsply the need for a
fundamental overhaul of the current CBHI modeis Ipossible that the needed
reforms would require local institutions to develo@w capacities and
resources that are so demanding that alternatilsécpsector policies such as

national social health insurance might emerge@ef@rable alternative.
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Note on the structure of the thesis

This thesis conforms to the requirements of a datthesis from the London
School of Economics and Political Science. It fabothe publishable paper
format, in which at least three thematically linkedpers of publishable
standard, along with an introduction and a conolusire submitted as a thesis.
At least one paper should be single authored, agdother papers should be
primarily authored, by the PhD student. Co-authopapers should be

accompanied by statements on the contributionettiauthors.

This thesis begins with an introductory chapterchlitprovides information on
the motivation for the research and background henthemes and context.
Chapters 2, 3, 4 and 5 form the main body of tlesith They are presented in
the style of journal articles and are thus termealpers”. The thesis ends with
a concluding chapter.

Chapter 1

The Introduction is solely the work of the PhD authParts of the chapter are

based on:

Mladovsky, P. (2012). Social Health Protection:i&olOptions for Low- and
Middle-income Countries. In McGuire, A. & Costa-oift, J. (Eds.), The LSE

companion to health policy. Cheltenham; Northamphass.: Edward Elgar.

Chapter 2 (Paper 1)

The first paper is primarily the work of the PhDtlaar. In 2008 it was
published as:

Mladovsky, P. and Mossialos, E. (2008) A conceptir@mework for
community-based health insurance in low-income t@@s1 social capital and
economic developmentVorld DevelopmenB6 (4): 590-607
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PM devised the paper, reviewed the literature araftetl the paper. EM
commented on drafts of the paper. Prior to pubbeain the journal the paper

was subject to double-blind peer review by two easars.

Chapter 3 (Paper 2)

The second paper is primarily the work of the Phithar. In 2013 it was
published as:

Mladovsky, P., Soors, W. Ndiaye, P. Ndiaye A., &wkl., B. (2013) Can
social capital help explain enrolment (or lack #woff in community-based
health insurance? Results of an exploratory mixethods study from
SenegalSocial Science and Medicid®1: 18-27

PM devised the paper, reviewed the literature, ootedi the econometric
analysis, interpreted the qualitative data andtedathe paper. WS, AN, PN
and BC participated in fieldwork (development adearch protocol, design of
research tools and implementation) and commentedirafis of the paper.
Additionally, AN coordinated a team of researchistagts who coded the
qualitative data. The contributions of WS, AN, PhdaBC took place in the
context of the MUCAPS research project (see sectiGnand Appendix 1).
Prior to publication in the journal the paper wabjsct to double-blind peer

review by two reviewers.

Chapter 4 (Paper 3)

The third paper is solely the work of the PhD autltodraws on the results of
fieldwork conducted under the MUCAPS research ptojén 2014 it was
published as:

Mladovsky, P. (2014) Why do people drop out of camity-based health
insurance? Findings from an exploratory househaotdey in SenegalSocial
Science and Mediciné07: 78-88
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Prior to publication in the journal the paper wabjsct to double-blind peer

review by two reviewers.
Chapter 5 (Paper 4)

The fourth paper is primarily the work of the PhDtreor. The paper is
currently under review for publication in a peeviesved journal (“revise and

resubmit” stage) as:

Mladovsky, P. Ndiaye, P. Ndiaye A., and Criel.,TBie impact of stakeholder
values and power relations on community-based theafturance coverage:
gualitative evidence from three Senegalese caskestuSubmitted toHealth
Policy and Planning

PM devised the paper, reviewed the literature, ootedl the qualitative
analysis and drafted the paper. PN, AN and BC @paied in fieldwork
(development of research protocol, design of refeatools and
implementation) and commented on drafts of the paps part of the
MUCAPS project. It has been subject to double-blpekr review by two

reviewers.

Chapter 6

Chapter 6 is solely the work of the PhD authoprésents the conclusions of
the PhD, focusing on key findings as well as ingimns for policy, methods

and theory. Future research agendas are also sedges
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Chapter 1 Introduction
1.1 Research motivation, research questions and hypothis

Community-based health insurance (CBHI) is a hefttAncing mechanism
which aims to provide financial protection from ttest of seeking health care
through voluntary prepayment by community membris; not-for-profit and
aims to be community owned and controlled (Hsia®120 Senegal has
witnessed a rapid increase in the number of CBHes®s, reaching 129 in
2007 (CAFSP 2010). The current government electétDil2 views CBHI as a
key mechanism for achieving universal coverage #tme de la Santé 2012),
a continuation of the previous government’s pol{djinistere de la Santé
2004). However, as in most low- and middle-incormentries (LMIC), overall
population coverage in Senegal remains low, withct%ess of the population
enrolled in CBHI (Soors et al. 2010). Another maoblem for CBHI
schemes is retaining enrolees; it is estimatedith&enegal in 2004, 47% of
people who had ever enrolled in CBHI had ceasedngathe monthly

premium and therefore lost access to the bendfiBéll (Hygea 2004).

There have been numerous studies on the deterrsinfeinrolment in CBHI
in sub-Saharan Africa (SSA) (Defourny and Faillodl2). In light of the
findings, the literature proposes various stratege address low population
coverage of CBHI (Mills et al. 2012, Ndiaye, Soaaad Criel 2007, Soors et
al. 2010). However, continued low population cogerauggest these strategies
have not been successfully implemented, raising pbssibility that some
important determinants of low enrolment may havenbeverlooked. In
contrast, while drop-out from CBHI is frequentlypogted as a problem, it has
rarely been analysed in depth (De Allegri et ab0In light of the apparently
poor performance of CBHI and the aforementionedsgapknowledge, the
overarching research question addressed by this RBhDvhat are the

determinants of low enrolment and high drop-ouCBHI?

In the PhD is it argued that the literature on CBtélverage is primarily
underpinned by two conceptual frameworks: an “eotinoframework”,

focusing on features of market transactions suchw#bngness-to-pay,
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information, price and quality (Dror 2001, Prek€&02, Pauly 2004, Zweifel
2004); and a *“health system framework” which typicasets financial

transactions into the broader institutional contexktinteractions between
insureds, insurance schemes, health service prsvigled the state (World
Health Organization 2000, Bennett 2004, Bennetileeand Silvers 2004,
Criel et al. 2004, ILO 2002). However, very few dieas have employed
sociological perspectives to analyse enrolment. résking this gap is the
primary objective of this PhD. Specifically, the DPlposes the following
second research questi@an a critical engagement with social capital theor
contribute to understanding why CBHI schemes doappear on course to

develop significant levels of population coverage isustainable way?

The PhD elaborates a conceptual framework for amajyCBHI through the
lens of bonding and bridging social capital (Cha@g This informs the
hypothesis tested by the Phidcreased bridging social capital at all levels of
CBHI helps to increase enrolment in CBHI, but teadfits of this dynamic are
likely to be unequally distributed and to favoudiwiduals and groups who

already hold other forms of capital and social powe

Understanding these issues is important for Seraualother countries which
have made CBHI central to health financing poliltyis also important for
other countries which have experimented with CBIHtl aabandoned it in
favour of alternative methods of financing healtdre; as there is a need to
understand causes of failure so that mistakes areepeated in the future.
Hence, while the main objective of the PhD is rotevelop CBHI policy,
some specific policy recommendations flowing frdma tesearch conducted on

social capital are proposed in Chapter 6.

The remainder of this chapter provides further gaoind on: CBHI; social
capital theories and their application to reseanchnternational development;
and Senegal, the national context in which the Pég2arch took place. The
chapter then briefly outlines the research methedgployed in the PhD;
describes the research project in which the PhD mested; and provides a

summary of the four PhD papers.
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1.2 Community-based health insurance (CBHIj
Background: financing health care in low and midoileome countries

Financing health care has become an increasingbpritant policy issue in
national and international efforts to improve hiealhd health care in low- and
middle-income countries (LMIC). The increased dtten can partly be
explained by the realisation that due to the widesgh use of user charges,
high levels of out-of-pocket (OOP) expenditure agalth reduce access to
health care, especially among the poorest (Hjorgsb2003, Preker,
Langenbrunner, and Jakab 2002), and increasertéecial risks of ill health to
households due to selling of assets, indebtedmepsyerishment, reduction of
essential expenditure on food, education and sanoagldition to the costs of
being unable to carry out normal income generadictgvities due to ill-health
(van Doorslaer et al. 2006, Xu et al. 2003, Wa@s2@09, Mcintyre et al.
2006, Pannarunothai and Mills 1997, McPake 1998d&iand Girard 2004,
Shaw and Ainsworth 1996). This particularly affeBSA which has very low
levels of public expenditure on health comparedtioer regions (Fig 1.1).
Insurance mechanisms such as CBHI are needed uoce¢de burden of user
charges by increasing risk pooling and prepaym@&nbther driving factor for
the focus on health financing is the further redies that international
development mechanisms aiming to support publidtinesuch as aid, loans,
debt reduction and global health initiatives arékaty to succeed without the
presence of strong health systems, which includengt health financing

systems (Travis et al. 2004).

! Parts of this sub-section are based on (Mlado26Kky?)
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Figure 1.1: Public expenditure on health as a percgage of total health
expenditure, by region, 2011
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Source: (World Health Organization 2013)

The World Health Organization (WHO) has outlineget of objectives for
health financing policy in the Resolution on ‘Susédle health financing,
universal coverage and social health insurance’r{Mgealth Assembly 2005)
as well as in two world health reports (World Healirganization 2000, 2010)
and other policy documents (Kutzin 2008, Carrirakt2008). According to
WHO universal coverage, defined as securing actmssall to appropriate
promotive, preventive, curative and rehabilitathegvices at an affordable cost,
is a key goal for any health system. National lmefittancing policies aiming
for universal coverage need to incorporate threeptementary dimensions of
protection against the financial risk of ill healtbreadth of coverage (the
extent of the population covered), scope of cowe(#lge range of benefits) and
depth of coverage (the share of service cost cavayehe third party, i.e. user
charges). The further goal of social health pratects related to and includes
the goal of universal coverage, but more explicitfines the values that a
health financing system should embody, namely ggsilidarity and social

justice (International Labour Office 2007).
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The broad goals of universal coverage and socwltth@rotection incorporate
a series of specific objectives which are commaagepted as fundamental to
the development and reform of health financing gpoliWorld Health

Organization 2000). These are:

« Sufficient, equitable and efficient revenue coliect
* Risk pooling in order to ensure equitable finanai@ess to health care

» Efficiency and equity in the purchasing and prawisof quality health care

It is recognised that the goals of universal cogerand social health protection
can be, and usually are, met through a mix of he@iancing mechanisms
(International Labour Office 2007, World Health Assbly 2005). These may

include:

» tax-funded national health insurance

e contribution-based mandatory regulated social heailhsurance
financed by employers and workers

« mandated or regulated private health insurance

* mutual and community non-profit health financinghemes such as

community-based health insurance (CBHI) or subsatliguchers.

The role and impact of community-based health izsce

The focus of this PhD is on one of these mechani€B$il. As explained in
Section 1.1, CBHI aims to provide financial protectfrom the cost of seeking
health care through voluntary prepayment by comtgunembers; typically it
is not-for-profit and aims to be community ownedi @ontrolled (Hsiao 2001,
Atim 1998). In practice CBHI can take many formssurance schemes may be
implemented at the village or district level or &hson membership to a
distinct social or cultural group; schemes can ibked to a church group,
association or agricultural cooperative, or they ba initiated and managed by
a local hospital, for example; and members maythaypremium monthly, or
annually, or just after the harvest when househbhllse more resources. For
the last 15 years or so CBHI has been of intemegtternational funders and
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policymakers (Soors et al. 2010). For example, &% summit at Saint
Petersburg in 2006 encouraged:

“stepped-up discussion at the international levepractical
approaches to the expansion of public, privatecamimunity-
based health insurance coverage in developing gesrit(G8
Russia 2006)

Potential advantages of CBHI in relation to redgcithe negative impact of
user charges include: increased prepayment; spigdbte cost of ill-health
over time; increased risk pooling, spreading thet aj ill-health across the
community; increased equity in health financing;dueed catastrophic
expenditures; increased health service utilizatiocreased revenues for health
services; and improved quality, efficiency and aumbility of health services

through strategic purchasing, if there is purchapeovider separation.

Another reason for promoting CBHI has been the goeetl weaknesses of
public health financing arrangements in LMIC sushax funded schemes and
social health insurance which are argued to incllideted public resources;
corruption; ineffective tax systems; inefficiencyedto bureaucracy; inability
to respond to diversified consumer demand resultiogh economic growth;
and a lack of trust in public entities (Drechsladalutting 2005, Pauly et al.
2006). CBHI is also thought to have the potent@lovercome problems
associated with private for-profit voluntary healtisurance in LMIC such as
adverse selection, moral hazard and low demandtdugne smallness of
community financing schemes which may provide imfak safeguards such as
full information, social sanctions, trust and iresed solidarity (Davies and
Carrin 2001, Zweifel 2004, Pauly 2007, Zhang et2806). These advantages
are argued to potentially offset the main perceidexzhdvantage of CBHI,
namely the small size of risk pools, which may #tea the viability of
schemes by reducing the potential to: spread astyarially correctly assess
the probability of loss occurring, maintain solvgncross-subsidise and lower

transaction costs (Schieber and Maeda 1997).

20



However, ultimately, because of the voluntary nataf CBHI, it is hard to
envisage that it alone could promote universal e for health care for the
population. As such, international development agenrather construe CBHI
as a transitional mechanism to achieving univerteakrage for health care in
low-income countries (World Health Organization @QQArhin-Tenkorang
2001, Davies and Carrin 2001, Gottret and Schi2be6). It is argued that in
countries where there is an absence of financialeption and where OOP
expenditure is high, CBHI could be introduced, mmbination with other
types of voluntary health insurance, SHI for spegiirofessional groups and
some tax-based financing, to move towards a greabenotion of equity in the
health system until eventually compulsory formsheélth financing are fully
implemented. The increased policy attention on CBBK resulted in a sharp
increase in the number of schemes: for exampl&] fmrancophone countries in
west Africa, there was nearly an 10 fold increaséhe number of schemes in
10 years, from 76 schemes in 1997 to 626 scheme®0@® (estimated
projection) (La Concertation 2004) (Table 1.1). Heoer, in most LMIC
population coverage remains low and rarely exceddsv percent (Soors et al.
2010).
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Table 1.1: Growth in number of CBHI schemes in Weshfrica, 1997 - 2006

Year

2006
Countries 1997 2000 2003 (estimate)
Bénin 11 23 42 120
Burkina Faso 6 26 35 60
Cameroun 18 20 22 30
Cote d'lvoire 0 29 36 47
Guinée 6 27 55 90
Mali 7 22 51 102
Mauritanie 0 0 3 5
Niger 6 12 9 19
Senegal 19 29 79 130
Tchad 3 4 7 11
Togo 0 7 9 12
Total 76 199 348 626

Source: (La Concertation 2004)

Reviews of the literature on CBHI (Ekman 2004, dakad Krishnan 2001,
Spaan et al. 2012, Soors et al. 2010) suggest mirsdlts in various
dimensions of performance. There is evidence oketdailure in the form of

adverse selection (De Allegri, Kouyate, et al. 200@&ting 2003, Chankova,
Sulzbach, and Diop 2008, Zhang et al. 2006) andahtwaizard (Criel et al.
1998, Musau 1999). While some CBHI schemes seerantol relatively

poorer population groups (Ranson, Sinha, Chattegeal. 2006), a study of
CBHI in Senegal, Ghana and Mali found individuatsi the richest quintile
are more likely to be enrolled compared with théseen the poorest quintile
(Chankova, Sulzbach, and Diop 2008), indicatingjuieble coverage. The
same study found that in some contexts, membersldvaer out-of-pocket

payments compared with non-members, suggesting CB&fl increase
financial protection. For example, for members whenefited from CBHI

coverage in Ghana, hospital out-of-pocket expernsituaveraged US$2,
compared with US$44 for non-beneficiaries. HoweweMali and Senegal,
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CBHI coverage did not have a significant protectiefect on OOP
expenditures for outpatient curative care, as C8tilemes in both study sites
had co-payments for outpatient care ranging fromt@50%, mitigating
protective effect of CBHI membership on OOP exptnds. Evidence from
India suggests SEWA and ACCORD, two major CBHI sokg, halved the
number of households that would have experiencaadstaphic health
expenditure (spending >10% of annual householdh@)dy covering hospital
costs. However, 4% and 23% of households with aglons still experienced
catastrophic expenditure at ACCORD and SEWA resgaygt due to high co-
payments (Devadasan et al. 2006). In terms of thezdtre utilization, in
Senegal the likelihood of hospitalization was pesly associated with CBHI
coverage, although CBHI coverage did not seem tdribmte significantly to
seeking outpatient care from the modern healthoseptrobably due to co-
payments (Chankova, Sulzbach, and Diop 2008). &ufiom Bangladesh,
Cambodia, the Democratic Republic of the Congo ladéh on the impact of
CBHI on resource mobilization for health showedaoserall positive effect,
while studies from Rwanda and Uganda show weakniah sustainability
(Spaan et al. 2012).

Another obstacle to community health financinghis poor quality of health
services (Criel and Waelkens 2003). CBHI can pad#nt contribute to
improving quality efficiency and sustainability dfealth services through
strategic purchasing (World Health Organization @0Bisiao 2001), if the
health service provider is separate from the pwehé.e. the CBHI scheme).
However, for strategic purchasing there must beeaabling environment:
information about the quality and quantity of seed must be provided; there
needs to be investment in new skills in contractimythe part of both the
purchaser and provider (Bennett, McPake, and M#187); and a revision of
the balance of power between purchaser and provigdest be accepted
(Desmet, Chowdhury, and Islam 1999, Meessen, Caetl Kegels 2002,
Carrin, Waelkens, and Criel 2005, Criel et al. 2005 light of these numerous
preconditions, it is not surprising that in a stuwdy258 CBHI schemes in low-
income countries only 16% conducted strategic masitly (ILO 2002).
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However, more recently, a review found that CBHiesoes in Kenya, Uganda
and Tanzania improved service quality (Spaan é(dl2).

At the national level, a review of CBHI policies datheir implementation
found that Rwanda and Ghana are the only countmié&sSA in which CBHI
has contributed significantly to progress towardsversal coverage by
forming part of a comprehensive national strategyyofs et al. 2010, Letourmy
2010). However, a closer look at the evolution a¥aerage in these countries
suggests the role of CBHI is questionable. In baghbntries, achieving high
levels of population coverage seems to have bdeiead in large part thanks
to government provision of insurance rather thamroaonity-owned CBHI
initiatives. Population coverage of CBHI scheme®Rimanda reached 85% in
2008 (at which point enrolment became mandato§go(s et al. 2010), but it
has been pointed out that these schemes were nthlaagely by civil servants
(Kalk 2008). Prior to the state-driven approachadticed in 1999, population
coverage by CBHI in Rwanda had only been aroun#éol(Roors et al. 2010).
In Ghana, the number of CBHI schemes rose rapirdin 47 in 2001 to 168 in
2003 when CBHI was effectively superseded by thendatory National
Health Insurance Scheme (NHIS), but less than 40%hese CBHI schemes
were functional at that time and the combined totalerage they extended to
the population was just 1% (Sulzbach, Garshong, Badahene 2005).
Following the introduction of the public NHIS schenpopulation coverage in
Ghana reached 62% by 2009 (National Health Inser&@d1). This suggests
that while countries which have achieved high Isvef health insurance
coverage have a history of CBHI, in SSA there iserimlence that CBHI can
cover large parts of the population in its purenfofi.e. voluntary and

community controlled (Hsiao 2001)).

Despite the various challenges experienced by dBidIpresent in at least 16
countries in SSA and forms a key component of natidhealth financing
policy in at least eight of thesS¢Soors et al. 2010). Senegal, the focus of this

PhD, is among the countries in which CBHI is paft mational policy

2 Senegal, Mali, Cameroon, Niger, Tanzania, RwaBdayundi and the Democratic Republic
of Congo.
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(Ministere de la Santé 2012, 2004). If the Senagalgovernment is to be
successful in its decision to continue pursuing CBH is essential to
understand the underlying reasons for barriers #®HIC development,
especially the causes of low enrolment and highp-dnat, and to identify

policies which build on CBHI as a step in the patluiniversal coverage.

1.3 Social capital theories and their application to reearch on
international development

As stated in section 1.1, this PhD aims to addgegs in the existing literature
on CBHI by asking whether eritical engagement with social capital theories
can contribute to understanding why most CBHI sa®eio not appear on
course to develop significant levels of populatmmverage in a sustainable

way.

This section provides background on social capitadories and their
application to research in international developimerorder to elaborate the
PhD hypothesis.

Defining social capital

The general definition of social capital employed this PhD is “the
information, trust and norms of reciprocity inhgrim one’s social network”
(Woolcock 1998, p. 153). As several further typéssacial capital can be
distinguished within this broad definition, andthsories of social capital are

contested, it is important to explain why this déifon is used.

There are three main authors who have explicitiyetged theories of social
capital. The French sociologist Pierre Bourdieutimggiishes between four
types of capital: economic, cultural, symbolic aswtial. He defines social
capital as “the aggregate of the actual or potergsources which are linked to
possession of a durable network of more or lesstutisnalized relationships
of mutual acquaintance and recognition” (Bourdi®8d, p. 248). Economic
capital is defined as money or property rightstwal capital as cultivated

knowledge or culturally valued items, and symbalapital as any type of
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capital that is represented (i.e. apprehended g@gmroknowledge or
(mis)recognition). Bourdieu’s distinctive argumastthat the four types of
capital can be converted or transformed into onetham, with economic
capital being the ultimate outcome. Those who diyehold capital are
strategically more adept at transforming and acdatimg it and may
consciously and unconsciously do so. Thus econ@micimulation becomes
part of a general process of accumulating sociahections, education, titles,
or even “dispositions of the mind or body” (Boundi#986, p. 243) which all
reinforce each other. Bourdieu’s analysis is basetiis own sociological and
anthropological studies in France and in non-Wastecieties. His concept of
capital has predominantly been seen as a theoryepfoduction, more
precisely of how a mode of domination reproducsalfit(Calhoun 1993). It is
important to note that Ben Fine, the main detracfosocial capital theory,
directs most of his criticism not at Bourdieu, latitsubsequent academics who

elaborated alternative social capital theories€Rifi99).

James Coleman (Coleman 1988, 1990) is an Amermeainlegist and rational
choice theorist (Scott 2000). For Coleman, “soaapital inheres in the
structure of relations between actors and amongrsgic{Coleman 1988, p.
S98). Coleman states that social capital “is prodec making possible the
achievement of certain ends that in its absenceldvowt be possible”
(Coleman 1988, p. S98), but for him it is indiviluzhoice rather than
domination that is the cause of unequal outcomes. afjues the most
important outcome of social capital is the produttof human capital through
education. The characteristics of social relatiotigt constitute this
productivity are: obligations, expectations, andstworthiness of structures;
information channels; and norms and effective sanst Coleman develops a
guantitative methodology for measuring social cdpaind its effect on social
phenomena. The more ‘closure’ a social structurgeaes (where not only is
actor A linked to actors B and C, but actors B @ndre also linked, “closing”
the triangle), the “stronger” the social capitahl€@nan finds that social capital
is mostly a public good, meaning that rationallyiregz individuals are unlikely
to invest in it to socially optimal levels. He agguthat for this reason social

capital is declining in each successive generasind that as a result it is
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necessary to compensate with formal organizatiosooifal capital production.
Fine accuses Coleman of employing a simplistic eptl framework of
methodological individualism which, “Whilst explibr seeking to generalize
beyond the physical, to distinguish social from remoic and even human
capital...primarily remains tied to an understandioig the social as the
informational or other cultural externalities beamandividuals” (Fine 1999, p.
7). He contrasts Coleman’s approach of studyingatgepital as the physical
“logistics of networks” in an abstract manner touBtieu’s construct of social
capital which, although designed to measure ind&idlevels of capital
through surveys, is, he argues, used by Bourdieterms of its content and
meaning and therefore does not fall victim to ihetations of methodological
individualism. This PhD attempts to draw upon Baeuds theory of social
capital. An individualistic approach is used toagtitatively measure social
capital, but by grounding the analysis in a cultyrand contextually relevant
setting, partly achieved by also using qualitatieseearch, the PhD seeks to
elucidate how different levels of social capitatetenine not only differential
access to resources in a given context, but alsordéproduction of social

power.

More recently, Robert Puthnam (Putnam, Leonardi, ldadetti 1993, Putham
1995, 2000) popularized the concept of social eapat such an extent that he
has been accused by critics of contributing to“MeDonaldisation” of social
theory (Fine 2010). Putnam made a theoretical diwarfrom Bourdieu and
Coleman by conceiving of social capital as a “stdblat can be the property of
a group or community, district or even nation rattiian of an individual. By
conceiving of social capital as a “stock” Putnans latracted criticism for
over-simplification (Fischer 2005, Harriss 2002,rtBs 2000, Fine 2001).
Putnam writes that ““social capital” refers to f@a&s of social organizations
such as “networks, norms, and social ties thatlifai® coordination and
cooperation for mutual benefit” (Putnam 1995, p).6FRPutnam uses the
example of successful regional governments in Italyargue that historical
informal networks of civic engagement constituteiglocapital which in turn
facilitates improved governance (Putnam, Leonaadd Nanetti 1993). This

argument has been accused of being circular, bmaRus later work (Putnam
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2000) in part addresses this problem by distingngstbetween “bonding”
social capital and “bridging” social capital. Thi®rms an important
contribution to social capital theory. Bonding sdcicapital reinforces
exclusive identities and homogenous groups throwghnic fraternal
associations or country clubs, provides a spec#iprocity and mobilizes
solidarity. Bridging social capital is outward long and links people across
social cleavages as in the civil rights movemeat, &xample. Bonding and
bridging social capital are key concepts in socepital theory which have
been further elaborated by other academics (Wokl2001, 1998, Woolcock
and Narayan 2006, Portes and Sensenbrenner 198@3raremployed in this
PhD. Both Putnam’s and Coleman’s views of socigbited have been
criticized for overlooking the ways in which higkvels social capital can
result in negative outcomes (Portes 1998). Sewetadequent studies of social
capital, including this PhD, have sought to addtéss critique by exploring
the negative effects of social capital and theti@iahip between social capital

and domination. These themes are further elabomtin next sub-section.

The application of social capital theories to tiedd of international
development

Numerous studies have found that higher leveloiat capital are positively
correlated with improved development outcomes gaarsuch as agriculture,
water and sanitation and microcredit in LMIC (Brovand Ashman 1996,
Narayan and Pritchett 1997, van Bastelaer and keath006, Grootaert and
Narayan 2004, Anderson, Locker, and Nugent 2008hiKa 2001, Uphoff and
Wijayaratna 2000, Lyon 2000, Weijland 1999, Bebbong2006, Evans 1996).
The sociologist Michael Woolcock (Woolcock 2001,989 Woolcock and

Narayan 2006) has synthesized and categorizedaheug strands of social
capital theory and studies of social capital andettgment into a conceptual
framework. This conceptual framework underpins B and is explained
and applied to CBHI in chapter 2. As such it isaliéed only briefly here. The

framework incorporates four dimensions of sociglitzh (Box 1.1).
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Box 1.1: Four dimensions of social capital

Micro level:

(i) Relations within local communities
Bonding social capital characterized by horizotied, as well as
individual informal social relations and transango

(i) Relations between local communities and externdll gbciety groups
Bridging social capital characterized by verticgastand formal
relations.

Macro level:

(i)  Relations between civil society and macro-levdksiastitutions
Bridging social capital characterized by vertigasf state institutions
embedded in community relations, and communityllesations
facilitated by macro level state structures.

(iv)  Relations within corporate sector institutions

Bonding social capital characterized by horizotied within institutions

[®X

and a professional ethos committed to pursuingectille goals, fostere
by a social relations between individual repred@rda of institutions.

Source: Adapted from (Woolcock 1998)

Woolcock (1998, p. 186) argues that “All four dirseams must be present for
optimal developmental outcomes. This successfuéraation within and

between bottom-up and top-down initiatives is thienalative product of an
ongoing process that entails “getting the soci#ti@ns right™. This PhD

analyses CBHI from the perspective of the firseéhtypes of social capital in
the framework, the fourth being beyond the scop&hefresearch conducted.
Of particular importance for the PhD is Woolcoclkggument that in some
contexts, the first dimension (bonding social st the micro level) may be
unproductive, as it may for example permit freeagdon communal resources
by less diligent members of the group or cut offpariant sources of
information (Portes and Sensenbrenner 1993). Heacterizes this as the
"negative" effect of social capital. The second elmsion (micro level bridging

social capital) holds a particularly important roke the framework as it is
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argued to counterbalance the potentially “negatie#éct of bonding social
capital at the micro level.

In the development literature, some have suggesigdsocial capital might
also be an outcome of development projects andrpnoges which aim for
participatory approaches (Turner 1999). Creatingiadocapital through
development is said to be potentially beneficial the sustainability of

interventions (Turner 1999).

The application of social capital theory to intdromal development has been
critiqued for: promoting a rationale for social eregring by development
agencies; broadening the scope of justifiable wetetion from the economic to
the social in order to rectify market imperfectiansorder, in turn, to ensure
that market-oriented policies are successful whibstcuring a critique of those
policies; ignoring the effect of class and otheudural social inequalities on
economic action; and reinforcing a conservativeo-liteeral development

agenda (Harriss 2002, Harriss and De Renzio 19@@, #001, Navarro 2002,

Fine 2010, Labonte 1999).

However, these accusations cannot be applied tetwadlies of social capital
and development, particularly in cases where Bewrdi theories are
employed. Several studies have used social caiigdry to point to the
reproduction of patterns of domination in the cahtef development
programmes. As such, in these studies social ¢dpéary is used to mount a
critique of policy, not obscure it. For example n@dell (2003) describes how
an HIV/AIDS prevention project in South Africa witstrong technical and
financial external support failed to mobilize intiexd beneficiary groups and to
effect behaviour change. Drawing on Bourdieu healyais concludes that
unequal distributions of economic, cultural, synmboand social capital
empowered project staff rather than the commusitythat all the emphasis on
change and learning was placed on community ana rwomn project staff.
Rather than taking the social causes of the spoéddIV/AIDS seriously,
project staffs' approach favoured traditional bidioal interventions such as
STD control, and as a result did not address tl¢ causes of the problem.
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Similarly another qualitative study from Ugandaté€ta and Vervisch 2008)
employs social capital theory to explore power dgita of community

organisations and finds that organisations can rbecwulnerable to an
undemocratic distribution of power and legitimaey the absence of both
bonding and bridging social capital. A mixed-methatudy (Adhikari and

Goldey 2010) also finds that social capital atvhkage level in Nepal can be
both positive and negative in the process of imgyiccommunity based
organizations. The main downside of social capitak rule breaking with

impunity and elite capture of resources during ttaasition from external to

internal management. In an ethnographic study medaia (Cleaver 2005) it is
also concluded that development projects seekingntoease community
participation and collective action are likely &produce the exclusion of the
poorest. These studies and other commentatorsigwigl 2004) conclude that
development projects seeking to build on or indswceial capital of the poor
must acknowledge that if they adopt a politicalgutral approach which does
not consider local dynamics of power and dominatio@y are unlikely to

result in social inclusion or poverty alleviatiomhe PhD builds on this
literature by critically applying social capitalebry to the analysis of CBHI.
CBHI and health financing more broadly have notnbstudied from this

perspective before. Another innovative dimensiontted PhD is to employ
mixed-methods to critically investigate positive damegative effects of
bonding and bridging social capital in a SSA contex

Based on the literature, as stated earlier, theatieypothesis to be tested in
the PhD is thatincreased bridging social capital at all levels@BHI helps to
increase enrolment in CBHI, but the benefits of ttiynamic are likely to be
unequally distributed and to favour individuals agups who already hold
other forms of capital and social powds such, the focus of the PhD is on the
positive and negative effects of social capitalthlis sense, inspiration is taken
from Bourdieu’s theory of social capital, througho@ltock’s framework.
Further elaboration of the concepts underpinning BhD is provided in
chapter 2.
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1.4 Senegal
Demographic, economic, political, social and cudtuoverview

The PhD fieldwork was conducted in Senegal. Senegdbcated in West
Africa and is bordered by Mauritania, Mali, Guineauinea Bissau and
Gambia and by the Atlantic Ocean. At the time o fleldwork it had 12
regions (these have since become 14). Senegalidapop was estimated at
12,855,153 in 2011. The average annual growth oatthe population was
4.1% in 2010, which indicates rapid population gtewt5% of the population
is under 15, 65% under 25, while only 3.9% is 6%rgeand older. It is
estimated that in 2010, 42% of total populationided in urban areas. Dakar,
the capital, had an estimated population of 2.78ianiin 2009 (Agence

Nationale de la Statistique et de la Démographiel PO

Senegal is classified as a low-income country (Wdank 2013). In 2011
Senegal had a GDP (PPP) of $ 25,115 million, rapkin2" out of 180
countries and a per capita GDP (PPP) of $ 1,967rlA\Bank 2013). In the
Human development Index, Senegal ranks™68t of 187 countries (UNDP
2011). Based on the Senegalese Household Suneyprévalence of poverty
was estimated at 57% in 2004. 72% of the poor iiveural areas (ESAM
2004). The global economic crisis, reflected byngsfood and oil prices, has
exacerbated poverty in Senegal (Fall, Salmon, anddi' 2010). 97% of jobs
in Senegal are informal sector (ESAM 2004). In wheducation, around six
in ten women and four in ten men have received omondl education
(République du Sénégal 2006).

Senegal is noted in Africa for its stability anddition of democracy. Largely
peaceful elections brought about a change of goventin 2000 and in 2012.
At the time of fieldwork the President of SenegalswAbdoulaye Wade, leader
of the Senegalese Democratic Party (PDS) whichiderssitself Liberal in
political leaning. The current President is Maclafl Seader of the Alliance for

the Republic (APR). Previously, he served as Privieister under Wade.

® The author is grateful to Alfred Ndiaye for prowig some of the references in this sub-
section.
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Government decentralization was introduced in Saneythe early 1970s,
with the transfer of responsibility for health, edtion, environment, urban
planning and housing, culture and other domaingdal structures known as

Collectivités Locales

Senegal's population is predominantly Muslim (94&86y affiliated to Sufi
brotherhoods (mainly Tidianiya, Mouridiya and Khgak 5% of the
population is Christian (mostly Roman Catholic) andigenous beliefs are
reported to account for 1%. The population is coseploof several ethnicities:
Wolof (45.0%), Pulaar (25.2%), Serer (13.8%), Di(B&) and Manding and
Soceé (3.9%). French is the official language. Wdkaflaar, Jola and Mandinka
are the main indigenous African languages spok&AE 2004).

Most ethnic groups in Senegal are socially stedifaccording to so-called
"castes". Castes are characterised by heredityprietice of endogamy, and
certain occupational groupings (Diop, 1981). Calsserimination exists in the
form of prohibitions against inter-caste marriagel an economic, religious
and political spheres. However, caste is rarelycudised openly and is
considered a taboo in Senegalese society. Alth@egtegal is a signatory to
various legal instruments promoting human rightd @s constitution ensures
the equality of all its citizens, there are no s$fi@constitutional or legislative
mechanisms against discrimination based on cast&D[RIO and IDSN

2012). Regrettably, the PhD research does not ftigads the relationship
between caste and enrolment in CBHI due to the dalsocial taboos which
were considered too sensitive to address in thmdvweork of the research. This

is a limitation of the study (see chapter 6).

Social relations in Senegal are considered an itappsource of solidarity and
instrumental support. This is acknowledged in Selgd?overty Reduction
Strategy Paper (République du Sénégal 2006) whédkssto incorporate
people’s perceptions into its diagnosis of poventySenegal. Based on the
findings of various sources of research it findattfor Senegalese people,

poverty is perceived to be strongly linked to theence of social relations:
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“a person who is poor lives in total, economic, andial
destitution... Such a person is often considereccmbkdropout
and lives in a state of quasi-permanent impoverestipcut off
from the social fabric...{République du Sénégal 2006, p. 10)

Development projects have sought to build on th@ad fabric and as a result,
Senegalese society has experienced a proliferatforvarious types of
community associations that have evolved aroundumll religious and
economic life. For example, a study of three regionSenegal found that in
1982, 10% of villages had at least one village niggtion; by 2002, this figure
had risen to 65%. Disaggregating by type of orgsias, in 2002 47% of the
villages had market oriented organisations (focused for example,
processing and marketing, livestock breeding andman husbandry,
horticulture and irrigated crop production), whiB8% had at least one
community-oriented organisation (focused on, foaragle, cultivation of a
collective field, maintenance of a cereal bank,iaoactivities, and potable

water management) (Bernard et al. 2008).

Another important social structure in Senegal isivifeged relationships”
which resemble what is categorised in anthropolagy “fictive kinship”
(Carsten 2000). Common examples areléye diké (“the mother of my
choosing or twin”), homonymé (a namesake - a child that is named after a
person) or parrain / marrain” (“godfather / godmother”). These relationships
constitute emotional and affective ties but canoalse a medium for
instrumental financial support (Buggenhagen 20lasparetti 2011, Heath
1992). However, there is some evidence that isanggpoverty resulting from
the global economic crisis may be weakening thesbtional safety nets, with
relatively wealthier households being less willtogtake on responsibility for
children of less affluent families than before (F&almon, and Wodon 2010).

Health

In Senegal in 2009 male life expectancy was 60 fanthle 63, compared to
the average of 52 and 56 respectively in the Afrieegion (World Health
Organization 2012). Basic health indicators aresg@méed in Table 1.2.

Senegal’s infant and child mortality rates haverowpd over the last 15 years,
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with the under-5 mortality rate falling by aroun@% between 1990 and 2011
to 65 per 1000 live births (Table 1.2). This is siderably lower than the
average for the African Region (119 in 2010). Thatermal mortality ratio is

also lower, at 370 compared to 480 per 100,000 bivehs. Antenatal care

visits are relatively high, at 93% (at least onsityicompared to 74% in the
African Region. The percentage of children sleepinger insecticide treated
nets (ITNs) is relatively high (35% (2007 — 2012mpared to the African

Region average of 18% (2005 — 2009)). The meastesivation rate is

relatively low, at 60% compared to 76% in the AdncRegion. Treatment of
diarrhoea with oral rehydration salts (ORS) is ds®, at 22% compared to
41% in the African Region.

35



Table 1.2: Health indicators, Senegal

Infant and child mortality

Under-5 mortality rate (USMR), 1990 136
Under-5 mortality rate (USMR), 2011 65
Infant mortality rate (under 1), 1990 69
Infant mortality rate (under 1), 2011 a7
Neonatal mortality rate 2011 26

Maternal health

Total fertility rate, 2011 5

Antenatal care (%) 2007-2012*, At least one visit 93
Antenatal care (%) 2007-2012*, At least four visits 50
Delivery care (%) 2007-2012*, Skilled attendanbiath 65
Delivery care (%) 2007-2012*, Institutional deliyer 73
Delivery care (%) 2007-2012*, C-section 6

Maternal mortality ratio , 2010, Adjusted 370

Other health indicators

Measles vaccination (%), 2011 60
Diarrhoea (%) 2007-2012*, Treatment with (ORS) 22
Malaria (%) 2007-2012*, Children sleeping under §TN 35
Adult HIV prevalence (%) 2011 0.7

Source: Statistics compiled by (World Health Orgatibn 2012, UNICEF 2013)

*Data refer to the most recent year available dythre period specified in the column heading

Health system infrastructure

Policy in the health sector is directed towards #whievement of the
Millennium Development Goals (MDGs) and the objeesi of the second
National Health Development Plan (Ministere de Ent® 2009). In 2010,
Senegal had 32 functioning hospitals, 89 healthresn 1,035 functioning
health posts, two mental health centres, and 1@@&ioning health huts. The
great majority of these structures are in the puddictor. Additionally there are
76 private Catholic clinics. Another important soaiiof health care in Senegal

is traditional medicine (Fassin and Fassin 1988).
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Health financing

As in most LMIC, total expenditure on health in 8gal is low, at 6% of GDP
in 2011 (Table 1.3). Though it has been increasinge 2005 it is still slightly
below the SSA average of 6.5%. Private expenditarbealth as a percentage
of total health expenditure is 41.7. This is redaly low compared to the
average for SSA (54.9%), but high compared to Bas and Pacific (32.4%)
and Europe and Central Asian regions (24.6%) (Eif). 78.5% of private
expenditure on health is spent directly OOP as wbarges (Table 1.3).
Senegal’s health system operates according to riheigde of cost recovery
through user charges, in line with the Bamako atite (Ridde and Girard
2004). OOP expenditure is the main source of fupdiin ambulatory care and

drugs, while government funding is focused on haspare (Table 1.4).

As discussed in section 1.2, high levels of OOPeadpure on health have
been shown to be inequitable and to cause redgatmonse of necessary health
care, increased catastrophic expenditure on healthincreased poverty. In
light of this, the Senegalese government has dpedi@olicies targeting both
the public and private sectors in order to enhatsle pooling and protect

vulnerable groups and the poor from the finandgi of ill health.
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Table 1.3: Health expenditure, Senegal

2005 2011
Per capita total expenditure on health (PPP int. $) 90.5 1185
Per capita government expenditure on health (PPB)in 50.1 69.1
Total expenditure on health as a percentage of GDP 54 6
General government expenditure on health as a g of
) 12.4 11.9
total government expenditure
General government expenditure on health as a mege of
. 55.3 58.3
total expenditure on health
External resources for health as a percentagdaif to
) 18.3 14
expenditure on health
Social security expenditure on health as a pergent&
X 3.8 4
general government expenditure on health
Private expenditure on health as a percentagdaif to
. 44.7 41.7
expenditure on health
Out-of-pocket expenditure as a percentage of @ivat
, 76.3 78.5
expenditure on health
E(ral;/ﬁl:]e prepaid plans as a percentage of privaieraditure on 19.3 17.9

Source: (World Health Organization 2013)
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Table 1.4: Health expenditure by function and finaring agent (millions of CFA),
Senegal, 2005

Financing agent
Health
expenditure Households Other
by function Public (O0P) private Other Total
Curative care
(hospitals) 24,168 17,174 5,871 1,299 48,511
Curative care
(ambulatory) 9,213 11,055 4,542 459 25,269
Dental care 439 1,324 620 2,383
Auxiliary
services (lab,
radiology) 735 5,882 2,577 9,193
Medications 576 41,162 4,404 46,142
Other 99,154 7,768 7,655 8,119 122,698
Total health
expenditure | 134,285 84,365 25,669 9,877 254,196

Source: (Ministére de la Santé 2005)

There has been some success, with the share atgpvepaid plans (including
CBHI) in private health expenditure in Senegal hitag 17.9% in 2011 (Table
1.3) (World Health Organization 2012). This is telely high compared to
other countries in SSA (Table 1.5). In additionBHI, private prepaid plans

in Senegal include private insurance offered tomfdr sector employers

(known adnstituts de Prévoyance Maladliand other forms of complementary

voluntary private health insurance targeting thenfal sector (Ministere de la

Santé 2005).
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Table 1.5:Share of private health spending and prepaid inseralans in
private health expenditure, selected SSA count?ies]

Private expenditure Private prepaid plans as a
on health as a % of | percentage of private expenditure
THE on health
South Africa 52.3 81l.1
Senegal 41.7 17.9
Kenya 60.4 9.3
Ghana 43.9 6.2
Nigeria 63.3 3.1
Uganda 73.7 0.2

Source: (World Health Organization 2013)

The development of CBHI schemes (known emituelles de santéh French)
primarily targeting the informal sector has beepaddicy of the Senegalese
government since 1997 (Ministere de la Santé 200642004 a strategic plan
for the development of CBHI was published (Ministéle la Santé 2004). A
legal framework for CBHI was established througla #003Loi relative aux
mutuelles de santéut this law is under revision and lacks an impatation
act (Soors et al. 2010). By 2003 there were 139 IC8&tthemes and other
voluntary private health insurance companies (tfigure includes 79
functional schemes in addition to schemes in tloegss of being launched and
temporarily suspended schemes) in 10 of the 12megf Senegal (Table 1.6).
However, by 2007 only 4% or less of the populatieere enrolled in CBHI
(Soors et al. 2010).
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Table 1.6: Number of CBHI schemes in Senegal by rem

Region CBHI schemes in 2003
Dakar 44
Thies 39

Kaolack 11

Diourbel 10

St Louis 9

Louga 8
Ziguinchor 8
Tambacounda 5

Fatick 4
Kolda 1
Senegal total 139

Source: (Ministere de la Santé 2004)

Note: Figures include complementary voluntary pgevaealth insurance companies and CBHI schemes

Public sector contributory health insurance schefoeshe formal sector are
also in place. These constitute the Social Secttityd (a Caisse de Sécurité
Socialg, the Social Security Retirement Institutdnétitut de Prévoyance
Retraitg, and a scheme for civil servants (Ministére de&sémté 2005). The
government has also pursued a policy of exemptitora user charges and
subsidies targeting certain vulnerable populatimups, diseases and services
(MSAS 2007), specifically:

» Free deliveries and caesarean sections;

* Free health care for the elderly (aged 60 and q”&an Sesame);

* Free access to antiretroviral drugs (ARV)

* Free access to anti-TB drugs

* A subsidy for lowering the cost of treatment fomalaria, diabetes
(insulin), cancer, kidney failure, and heart digeas

* Free treatment of severe malaria in children aredymant women and
the subsidized price of ITNs;

* A subsidy to support health care access for the poo
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However all these initiatives are experiencingidifities with implementation
(Soors et al. 2010), as health service providerstimoe to charge fees to
supposedly exempted patients or for supposedly pteemservices. For
example, a recent nationally representative studihe user fee exemption
mechanism for elders, Plan Sesame, found that 46f3ke Senegalese elderly
who are eligible (i.e. those aged over 60) wereavedre of its existence and
only 10.5% of the sample had ever benefited froengérvices offered by the
Plan (Ndiaye 2013). This in turn means that in fica¢c exemptions policies
have not greatly diminished the need for CBHI dreotforms of prepayment

and risk pooling on the ground.

1.5 Overview of PhD methodology

As the PhD follows a publishable papers formataitkebf the methods used in
the PhD are provided separately in each paperrAhwgef overview of the

methodology is also provided in this section.
Data collection

The PhD employed a mixed-methods multiple caseystias$ign. Criteria for

selecting cases and a description of the casgsraveded in chapters 3-5. For
the quantitative data collection, a household sumwas implemented, using
stratified random sampling. The sample size is T@ther details of the
household survey are provided in chapters 3 androt. qualitative data
collection, purposive sampling was used to sel®& ihterviewees from the
household survey. These individuals were intervébvagain using a semi-
structured topic guide. Snowball sampling was usedentify a further 64

CBHI stakeholders for focused, open-ended intergiew

The development of the research tools (househatdtopnnaire and interview
guides) is described in chapters 3-5 and the @ provided in appendices 2-
4.

Data were collected in 2009 by the PhD author,cgept team and a group of

ten Senegalese professional quantitative and qtiadt interviewers. Further
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details about the project in which the PhD is st provided in section 1.6
and Appendix 1. All data are available on request.

Data analysis

The household survey data were analysed usingilmgegression. The models
and results are presented in chapters 3 and 4stlkeholder interview data
were analysed using inductive coding. Detailed wdshand results are
presented in chapter 5. Due to the large volundatd, deductive coding of the
108 semi-structured interviews was done by a tefarasgarch assistants using

a coding frame. Further details are provided irptéa3 and Appendix 1.

1.6 The role of the MUCAPS project in the relation to he PhD

The PhD was conducted within a broader researcjegircalled MUCAPS
(“Mutuelles de santé et Capital Sotidl “CBHI and social capital”). The
project began in 2009 and is due to end with thaigation of a report (lead
authored by the PhD author) in April 2014. The par$ in the project are the
London School of Economics and Political Scienc&HE), the Institute of
Tropical Medicine (ITM) in Antwerp, Belgium, and &ROS (Centre for
Research on Social Policies) in Dakar, Senegal. bdem of the project
research team are: the author of the PhD, Philigad®sky (co-Principal
Investigator) from the LSE; Prof. Bart Criel (cowRipal Investigator), Pascal
Ndiaye, Dr. Werner Soors and Benjamin Lelubre fidl; and Prof. Alfred
Ndiaye from CREPOS. The MUCAPS project was initiabg the PhD author
and Prof. Bart Criel. 50% of the budget for thddireork was funded by the
LSE Seed Fund and the Stewart Halley Trust (the Bbibor raised these
funds) and 50% was provided by ITM. Care was takegnsure there is a clear
demarcation between the research conducted by hBeathor, which was
used for both the PhD and the research projectttadesearch conducted by
the rest of the project team, which was not usedife PhD or was used to

provide raw data or as supporting or backgrouncenatand is acknowledged
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as such. Further details of the PhD author’'s rolethe project and the
relationship between the PhD and the project caiolned in Appendix 1.

1.7 PhD papers summary

The PhD consists of four papers. In chapter 2améwork of social capital
and economic development is elaborated and usedg@nize and interpret
existing evidence on CBHI. This first PhD paperais original conceptual
paper. It elaborates the overall PhD hypothesisréased bridging social
capital at all levels of CBHI helps to increase @mment in CBHI, but the
benefits of this dynamic are likely to be unequadlilstributed and to favour
individuals and groups who already hold other forofscapital and social
power) and addresses the second PhD research queston & critical
engagement with social capital theory contributautaerstanding why CBHI
schemes do not appear on course to develop signifievels of population
coverage in a sustainable wayThe paper argues that the international policy
model linking community-based health insurance (©QBldnd universal
coverage for health care in low-income countriesriplicitly determined by
the development of mutual health insurance in e century Europe and
Japan and that the economic and health system\irarke employed in CBHI
policy have not sufficiently taken into account textual considerations.
Having reviewed the evidence, the paper goes ardaoe that social capital
theories could contribute to understanding why gahe CBHI does not
achieve significant and sustainable levels of pafph coverage. Specifically,
the paper proposes that solidarity, trust, extraoonity networks, vertical
civil society links and state-society relations eatf the success of CBHI,
aligning schemes to these social determinants dfi@Buld result in a health
financing mechanism that differs from the modeC&HI proposed by current
analytic frameworks. The paper provides a concéptteanework which

underpins the subsequent empirical chapters.

Chapter 3 addresses the first PhD research qudstitat are the determinants

of low enrolment and high drop-out in CBHI&nd the second PhD research
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guestion The specific hypothesis tested is that people décde to enrol in
CBHI have bonding and bridging social capital, whihose who do not enrol
have bonding social capital and less or no bridgimgjal capital. Using mixed
methods, this second paper explores this hypothmsisomparing levels of
bonding and bridging social capital among membedsreon-members of three
case studies constituting CBHI schemes in Senégakuch, it addresses the
first two dimensions of social capital as defingdvidoolcock (Box 1.1): micro
level relations within local communities; and redas between local
communities and external civil society groups. Tiesults of the logistic
regression suggest that CBHI members had broadsal seetworks which
provided them with solidarity, risk pooling, finaatprotection and financial
credit. Enrolment in CBHI was less common amongs¢hwith less social
power, suggesting that health financing strategieSenegal should focus on
removing social as well as financial barriers toaficial protection from the

cost of ill health. Qualitative interviews confirtis interpretation.

Chapter 4 also addresses the first and second BBBanch questiondt
provides a closer look at the internal participgtdiynamics of the CBHI
schemes, disaggregating the data on CBHI membgerswo groups, current
members and ex-members. In doing so, the paperséscon the second
dimension of social capital, relations between ll@canmunities and external
civil society groups. It brings together two una@eplored themes in CBHI:
drop-out and active community participation. Ihigothesised that drop-out is
negatively correlated with the experience of adyiyarticipating in CBHI and
with increased levels of the potential intermedidognefits of active
participation, such as trust, information and saiity in relation to the CBHI
scheme. The results of the logistic regression esigtdpat the more active the
mode of participation in the CBHI scheme, the gjenis the statistically
significant positive correlation with remaining elted. Possible intermediary
outcomes of active participation are also signiftba positively correlated
with remaining in the scheme. Perception of poaliguof health services is,
however, identified as the most important determinaf drop-out. It is
suggested that through active participation, membsr CBHI developed

personal relationships with the scheme leaderd$f ated with each other,
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thereby increasing their access to information &mdt in the scheme and
ultimately reducing the likelihood of dropping outhe results suggest that
schemes may be able to reduce drop-out by incrgpasitive participation,
although if those who already have higher levelsadial capital are more
likely to participate, this may further increaseciab inequalities in health

coverage.

Chapter 5 also addresses the first and second é&ddanch questiormit it
takes a broader perspective of the factors influignenrolment and drop-out,
focusing on the third dimension of social capitalations between civil
society and macro-level state institutions (see Bady. In this paper, the
hypothesis is proposed that values and power oelinhering in social
networks of CBHI stakeholders can help to explairels of CBHI coverage.
To test this, transcripts of interviews with CBHidlseholders are analysed
using inductive coding. The stakeholders repreksealth service providers,
staff of the CBHI schemes, local leaders (religjateditional, political and
community), as well as local donors and represimeabf international
organizations. The five most important and intéwich themes identified which
affect enrolment in CBHI are voluntarism, trustlicarity, political
engagement and social movements. Analysis of tifnesees raises a number
of policy and implementation challenges for expagdCBHI coverage. These
relate to: remuneration of CBHI scheme staff; depeient of internal and
external governance structures through CBHI and Ni&&@rations;
government subsidies to cover premiums; marketirsgegyies which are in
line with local perceptions of solidarity; the nded increased transparency in
policy; engagement of CBHI scheme leaders in Ipodtics; and a social
movement dynamic based on shared values. It idrthat systematically
addressing all these challenges would represamdamental reform of the

current CBHI model promoted in Senegal and in Afrigore widely.
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Chapter 2 A conceptual framework for community-based
health insurance in low-income countries: social
capital and economic developmefit

Abstract

The international policy model linking communitydeal health insurance
(CBHI) and universal coverage for health care iw-locome countries is
implicitly determined by the development of mutuagalth insurance in
nineteenth century Europe and Japan. The economdc lheealth system
frameworks employed in CBHI policy have not sufficily taken into account
contextual considerations. Social capital theoriesuld contribute to
understanding why generally CBHI does not achiewgnificant and

sustainable levels of population coverage. A fraorwof social capital and
economic development is used to organize and irgegxisting evidence on
CBHI. This suggests that solidarity, trust, extaammnunity networks, vertical
civil society links and state-society relationseatf the success of CBHI.
Aligning schemes to ‘social determinants’ of CBHiutd result in structures

that differ from those proposed by current analftetneworks.

4 A version of this chapter was publishedWorld Developmen(Mladovsky and Mossialos
2008).
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2.1 Introduction

Community-based health insurance (CBHI) providearicial protection from
the cost of seeking health care. It has three rfeatures: prepayment for
health services by community members; communitytronand voluntary
membership (Hsiao 20071) Major international development agencies
construe CBHI as a transitional mechanism to aamjeuniversal coverage for
health care in low-income countries (World Healtlg&hization 2000, Arhin-
Tenkorang 2001, Davies and Carrin 2001, Gottret Sodieber 2006). The
current international policy model linking CBHI andiversal coverage is
implicitly informed by the history of health sereidinancing in Europe and
Japan, where CBHI schemes in the nineteenth cemtveptually merged to
form various types of national health insurancadlGand Van Dormael 1999).
However, several studies suggest that while thexg Ipe lessons to be learnt,
emerging in a different socioeconomic context, urdifferent circumstances,
it is not safe to assume that CBHI schemes in ttwairent form will develop
into forms of national health financing accordiraythe historical precedent
(Carrin and James 2005, Criel and Van Dormael 1#$&nighausen and
Sauerborn 2002, Ogawa et al. 2003). Although gdsmated that in West
Africa there was more than a two-fold increase he number of CBHI
schemes in just three years, from 199 schemes(f 20585 in 2003 (Bennett,
Kelley, and Silvers 2004), this is still a smallnmoer of schemes when
compared to the situation in Eur8pén the nineteenth century there were
27,000 friendly societies, which operated much KEBHI schemes, in the
United Kingdom alone (Bennett, Kelley, and Silv@@04). Also, rather than
being locally initiated by farmers, associations ioflustry workers or
employers as in Europe and Japan, today’s CBHInsebare mostly the result

® Following the consensus that the optimal design@8HI is schemes that are managed
separately from the health care provider (Benn@@42 the discussion in this paper excludes
studies of provider-based CBHI schemes.

® In another example from West Africa, in Ghana, ninenber of CBHI schemes rose rapidly
from 47 in 2001 to 168 by 2003, but less than @& of schemes were functional at that
time, and the combined total coverage they extetoldde population was just 1% (Sulzbach,
Garshong, and Banahene 2005). However, in germatfnal data on population coverage of

CBHI are scarce.
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of top-down interventions led by foreign aid agescor national governments
(Meessen, Criel, and Kegels 2002, Criel and Vannizal 1999). Reviews
have concluded that the evidence base on CBHmiseld in scope and quality
(Ekman 2004) and that it is unclear whether CBHhesges are actually
sustainable in the long term (Bennett, Kelley, &iders 2004).

Constraints to increasing CBHI coverage and susidity have been

identified primarily by a body of literature takirmn economic or a health
system perspective. In agencies such as the Wanhdk Bnd WHO, analysis of
CBHI policy is underpinned by an economic framewowdth discussion

focusing on features of market transactions suchwabngness-to-pay,

information, price and quality (Dror 2001, Prek€&02, Pauly 2004, Zweifel
2004). Another related perspective attempts tofieancial transactions into
the broader institutional context of the healthteys analyzing interactions
between insureds, insurance schemes, health sqrrosgders and the state.
This is described here as a “health system framiéw(see for example
(Bennett 2004, Bennett, Kelley, and Silvers 200del@&t al. 2004, ILO 2002))
and it corresponds with the model of health systeralysis laid out in the
WHO (World Health Organization 2000). Underpinningth the economic and
health system frameworks is the behavioral model rational utility

maximizinghomo economicus

This paper argues that the rational individualisidel does not permit the
systematic incorporation of social context intoippl New, complementary,
directions in thinking on CBHI policy are neededirgrularly an increased
focus on values, goals and power relations, asbbas argued in relation to
social policy in general (Flyvbjerg 2001). Spealfly, it is proposed that a
critical engagement with social capital theoriesuldocontribute to our
understanding of why most CBHI schemes do not appe&ourse to develop
according to the 1® century precedent, achieving significant levels of
population coverage in a sustainable way. It coalsb help explain the
apparently successful implementation of CBHI intaer countries, most
notably Rwanda, where coverage of 25.8% of thel tppulation was
achieved between 2000 — 2005 (Musango et al. 2006).
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Social capital has been the subject of spiritedlewac debate for almost two
decades. Since its definition remains under dis@ge matter of convenience
the paper employs the following as a point of deparfor discussion: “the
information, trust and norms of reciprocity inhgrim one’s social network”
(Woolcock 1998, p. 153). Further categories ingbeial capital taxonomy are
considered later in the paper. For at least tensyeapirical studies have
suggested that higher levels of social capital @ositively correlated with
improved development outcomes in areas such agudtgre, water and
sanitation and microcredit in low-income countriBsown and Ashman 1996,
Narayan and Pritchett 1997, van Bastelaer and keath006, Grootaert and
Narayan 2004, Anderson, Locker, and Nugent 2008hiKka 2001, Uphoff and
Wijayaratna 2000, Lyon 2000, Weijland 1999). The rlé#oBank’s ‘Social
Capital Initiative’ even suggested that social tapiould be the ‘missing link’
between natural, physical and human capital anch@oe growth and
development (Grootaert and van Bastelaer 2001)orldg of social capital
have also been applied widely in public health @olisee (Moore et al. 2006)
and (Shortt 2004) for a literature review). Howevalthough an important
component of social capital, trust, is occasionallgcussed in the CBHI
literature, CBHI hasot, for the most part, engaged with social capitabties.
In the few cases where social capital theory isitared, it is either mentioned

only cursorily, or the richness and complexity lué theory is overlooked.

The specific framework of social capital adoptedhis paper was developed
by Woolcock (Woolcock 1998, 2001, Woolcock and Nara2006). It brings
together several theories of social capital andvgr@n quantitative and
qualitative evidence from field studies. Its partés advantage for our analysis
Is its focus on community level economic developtm@njects in low-income
countries, similar to CBHI It offers CBHI policy a framework that
incorporates both economic and social theory bengtting to reconcile

debates over whether humans are rational ageng®wvarned by norms and

" While from a policy perspective the primary purp@s$ CBHI is not economic development -
rather it is to improve access to health care sesvi- CBHI is a financial mechanism, and as
such it is compared and contrasted within the fraomk with other forms economic

development.
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culture. In doing so, the social capital framewosgk be viewed as an attempt
to pragmatically address the need for an altereaatv complement, to income-
based and purely economic approaches to developi@ebbington 2004). By
applying this framework to CBHI analysis, this pame@ms to develop a
methodology for grounding CBHI in context-dependemnsiderations such as

values, community goals and local power relations.

Woolcock’s social capital framework is briefly angd below. Next, the social
capital framework is used to organize and interpxetlence and information
on CBHI. Since an empirical study identifying theusal links between social
capital and CBHI is beyond the scope of this pajerpaper draws on existing
studies of CBHI. Finally, there is a discussiontba possible importance of
social capital to the implementation of CBHI anghgian current knowledge on

this subject.

2.2 Social capital: a policy framework

The concept of social capital was popularized ioiadoscience by Robert
Putnam (Putnam, Leonardi, and Nanetti 1993, Putrd®®5, 2000). He
conceives of social capital as a ‘stock’ that is troperty of a group or
community, district or even nation and constitutesatures of social
organization - “networks, norms, and social tiest flacilitate coordination and
cooperation for mutual benefit” (Putnam 1995, p).. &% argues that informal
networks of civic engagement build social capitdlicl in turn facilitates
improved governance (Putnam, Leonardi, and Nah@@B). By conceiving of
social capital as a ‘stock’ Putnam made a theaktitiversion from the
principal preceding theories of social capital (Bbeu 1986, Coleman 1990,
1988) attracting criticism for over-simplificatiqfrischer 2005, Harriss 2002,
Portes 2000, Fine 2001). Previous social capitabrists (Bourdieu 1986,
Coleman 1988, 1990) had conceptualized social alapg a resource for
individuals which is socially structured - see éxample Coleman’s definition:
“social capital inheres in the structure of relaidbetween actors and among
actors” (Coleman 1988, p. S98). It is this eaniersion of social capital that is

employed in Woolcock’s policy framework (WoolcocR®L, 1998, Woolcock
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and Narayan 2006). The framework constitutes fgpes of social capital: (i)
bonding social capital inhering in micro level sMtommunity ties; (ii)
bridging social capital inhering in micro level emdcommunity networks; (iii)
bridging social capital inhering in relations beémecommunities and macro-
level state institutions; (iv) and bonding sociapital inhering in macro level
social relations within public institutions. A syesized (and simplified)

version of the framework is presented below.

(a) Bonding social capital at the micro-level: relasamithin communities

'‘Bonding social capital’, the first category in Vitark’s framework, inheres in
dense networks within communities. It constitutegeetations between
individuals, the trustworthiness of structurespmifation channels, norms and
effective sanctions that can prevent unproductiedabior in individuals
(Coleman 1988). As such, social capital “is protectmaking possible the
achievement of certain ends that in its absenceldvowt be possible”
(Coleman 1988, p. S98) (for example doing well @dto®l). The concept of
bonding social capital has been employed in stuiasnderstand why some
immigrant groups in the USA fared better than ahen economic
development (for example setting up small busireessel enterprises) (Portes
and Sensenbrenner 1993, Portes 1998). It was fthatdin some contexts,
groups characterized by high levels of bonding alocapital could provide
enterprising individuals with psychological suppartd high levels of trust,
lowering the transaction costs in enterprise. Thian example of how social
capital has been understood as a response to mianketfectiond (Fine
2001).

However, as well as identifying the merits of barglsocial capital, research
into US immigrant groups also revealed that the esaattributes of the

normative structure (trust, social support, samsticetc) that made the

® This idea also corresponds with the theory in restitutional economics that in contexts
where there is no formal third-party such as gowemnt or the judiciary to enforce constraints
on human interaction, there is a need for inforomadstraints, such as common values, repeat

dealing, cultural homogeneity and kinship, to prexeorruption and inefficiency (North 1990).
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accumulation of human and economic capital possidee in some settings
unproductive, for example by permitting free-ridiog communal resources by
less diligent members of the group, deriding effaa study and work hard, or
cutting off sources of information (Portes and s&brenner 1993). In this
paper, this is characterized as the "negative'tetiesocial capital. The role of
negative social capital forms an important partVdbolcock’'s framework
(Woolcock 2001).

(b) Bridging social capital at the micro level: relatsoacross communities

Research in the US found that successful (prodeictmmigrant groups were
characterized by individuals who were able to dmamv bridging relations
outside the network as well as bonding relationisis Twas thought to be
because extra-community business relations were fiem the potentially
overwhelming demands family and friends place arcessful members of the
group for support (the negative effect of sociglitad), permitting exchange to
take place on the basis of formal rules or fair kmcompetition. This led to
the idea that there must be two basic dimensionsoofal capital at the
community level: intra-group ties and extra-growgiworks. The conclusion
was that individuals need to be able to draw onstrintra-community
bonding tiesand extra-community bridging contacts to balance thaum in

order to counter the negative effects of social itahp(Portes and

Sensenbrenner 1993).

Bourdieu’s theory of social capital (Bourdieu 198&hich is employed in the
American research on immigrants, elucidates whyesgnoups are unable to
accumulate and employ bridging networks. He argted individuals and

families who already hold forms of capital (of whiaccording to Bourdieu
there are four types - economic, social, cultural aymbolic) are strategically
adept at accumulating and transforming it (he assghe types of capital are
fungible) and may consciously and unconsciously sto Bourdieu sees
economic accumulation as part of a general prooéssccumulating social

connections, education, titles or names or evepodisons of the mind or

body which all reinforce each other. Individualgldamilies that do not have
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access to the various types of capital are fromotliset in a disadvantaged

position to accumulate it.

Woolcock and other social capital theorists haveenbecriticized for
overlooking Bourdieu, thereby ignoring the effeticlass and other structural
social inequalities on economic action and reinfgyca conservative, neo-
liberal development agenda (Harriss 2002, Harnmgts @e Renzio 1997, Fine
2001, Navarro 2002). While in some instances this ipertinent critique of
social capital theory, a careful interpretation foolcock's framework
suggests that Bourdieu’s ideas do have a signffi@heit indirect) influence
on it by way of the central position given to thegative effect of social
capital. This differentiates the framework frone ttheory of social capital as
solely productive and a rational response to markeperfections and
engenders an alternative definition of social @pitthose expectations for
action within a collectivity that affect the econiengoals and goal-seeking
behavior of its members, even if these expectatawasot oriented toward the
economic sphere” (Portes and Sensenbrenner 199B323). Put this way,
social capital theory can be employed to understenvd social structures such
as class or ethnicity promote constraineconomic action. It is this definition

that underpins Woolcock’s model.

(c) Bridging social capital at the macro level: relaBdetween communities
and state institutions

Research into the relationship between social agpjovernment structures
and development outcomes in low-income countriagdothat “Norms of

cooperation and networks of civic engagement anawdonary citizens can be
promoted by public agencies and used for developehends” (Evans 1996,
p. 1119). This takes up Putham’s theory that scmagital is instrumental in
promoting effective government (Putnam, Leonardigd &Nanetti 1993) but
reverses it. Rather than focusing on the idea lihks between groups and
public institutions ensure that public policy iscallective good that benefits
all, the research underlines the importance ofctimrevolvement of public

officials in getting citizen efforts organized asdlstaining citizen involvement.

Here, the role of the state is more than provigioglic goods and an enabling
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rule of law. There are, however, difficulties withis idea, addressed in the

next subsection.

(d) Bonding social capital at the macro level: orgatmizeal integrity within
corporate sector institutions

Powerful institutions which transcend the publiospte divide, such as
governments, can potentially be vehicles for cdarampand nepotism. The key
to preventing this is a competent, engaged setubfig institutions (Evans
1996). Here, social capital is a professional ethommitted to pursuing
collective goals, fostered by social relations eswindividual representatives
of institutions; it is a form of bonding social @b at the macro level and
facilitates positive state/society bridging relaso It has been pointed out that
since coherent robust bureaucracies rarely existeweloping countries, the
advocacy for state/society bridging social capgamiisguided (Harriss 2002),

although this is probably an overly pessimistioaie

Regarding the four types of social capital in thranfework, Woolcock
(Woolcock 1998, p. 186) argues that “All four dinsems must be present for
optimal developmental outcomes. This successfuéraation within and
between bottom-up and top-down initiatives is thenalative product of an
ongoing process that entails “getting the sociiti@ns right™. The following
section explores to what extent CBHI policy hasnbagetting social relations
right" by analyzing CBHI through the lens of eadhttee four types of social

capital in Woolcock’s framework.

2.3 Understanding the feasibility of CBHI through the lens of the social
capital framework

By reviewing the CBHI literature, a core set ofdsés that consider the social
context of CBHI schemes were identified (Atim 198pom and Shenglan
1999, Criel and Waelkens 2003, Dror and Preker 2B8&hco, Mbengue, and
Atim 2004, Hsiao 2001, Jowett 2003, Kiwanuka-Mukiiberriennic, and

Karungi 2005, Meessen, Criel, and Kegels 2002, R@®0, Schneider 2004,
Zhang et al. 2006). In the remainder of the papes, adapted, simplified
version of Woolcock’'s framework is populated withese studies. The
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framework is used to organize the CBHI studies exiapolate from them.
The paper also draws on other literature on CBittlrdture on other types of
health insurance, and social capital literaturesidetthe health field to develop
the analysis. From this, it is tentatively assessb@ther there is value in
applying social capital theories to the formatiomd aevaluation of CBHI

policies.

(a) Micro-level bonding social capital within commuett positive and
negative effects on CBHI

() Positive bonding social capital: constraining adeeselection and

moral hazard and increasing willingness to pay?

The growth in interest in CBHI is linked to theltae of governments in low-
income countries to implement compulsory healtluiasce for all or most of
the population. The voluntary nature of CBHI givese to serious obstacles,
particularly adverse selection. Other obstaclexhsas moral hazard, are
common to all forms of health insurance. In CBHIparticular, low demand
and willingness to pay also pose a problem (Benr&iese, and Monasch
1998, Meessen, Criel, and Kegels 2002). In ordercdanteract adverse
selection, it is suggested in the economic liteetan CBHI that contracts are
designed to ensure: a minimum enroliment rate & tdwget population;

waiting periods so as to prevent people from jgranscheme only when they
are ill; and enrollment not on an individual basig rather on a family basis
(Carrin 2003). Ex-ante moral hazard may be uncomnroriow-income

countries since the costs associated with accebgaith services are sufficient
to deter increased ‘frivolous’ utilization (Worldedlth Organization 2000).
However ex-post moral hazard is likely where CBldhemes cover minor
conditions and decisions to utilize services areedr by the client rather than
the provider (Bennett, Creese, and Monasch Po®)llowing the economic

framework, this can be addressed by introducingudiales, copayments

° Depending on the provider remuneration mechanigroyider moral hazard may also
potentially be a problem for CBHI. Linking demandesfinancing to provider outputs may be
technically and socially challenging due to theegwotiation of power relations between

providers and clients (Carrin, Waelkens, and Q@4)5).
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and/or gatekeepers as part of the contract (Hs®®)1 However, although
they increase a scheme’s sustainability by limitolgms, charges can harm

vertical equity, since they disproportionately affthe poor (Ranson 2002a).

It has been suggested that informal mechanismsndep@e on social norms at
the local level may be more equitable and efficigwain the formal, contract-
based ways of combating such problems. This isgmized in the economic
literature on CBHI when it is suggested that trostigates against adverse
selection and moral hazard in CBHI (Pauly 2004,lfatial. 2006) and that
CBHI covering small pools provides informal safegisa such as full

information and social sanctions (Davies and Ca@®1, Zweifel 2004).

However, in these papers, although the importamdeust is highlighted, it is

unsupported by any kind of evidence or example f@BiI experience and it
receives no analytical development, since ther@igconomic theory of trust
(a limitation recognized by Pauly) (Pauly 2004)efiéfore, while the economic
analysis of adverse selection in CBHI is useful,h#s some important

weaknesses.

Other studies of CBHI taking a “health system” pexgive also propose that
trust decreases the likelihood of adverse selecéind moral hazard and
increases willingness to pay, but these do progidemples from the field and
propose strategies to increase levels of trust.s@hmclude: improving

behavior of medical staff to patients, such asdased levels of politeness
(Criel and Waelkens 2003); improving quality of eafthrough strategic
purchasing) (Schneider 2005); transparency anduatability among those
managing the scheme (Schneider 2005); recoursastg to punish fraud
(Schneider 2004, Meessen, Criel, and Kegels 2080#)sidies for the poor
(Schneider 2005); increased community participation the scheme

management (Schneider et al. 2001, Hsiao 2001, At®89); scheme

meetings; a significant proportion of staff workingluntarily (Atim 1999,

Schneider et al. 2001). However, the analysis igiced to investigating how
trust could be produced and employed at variousitpan the consumer-
provider-insurance triangle. These discussionsust tdo not take into account

the broader social context and how this may aft&8HI. For example, in a
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study of the role of trust in CBHI in Rwanda (Scitlee 2005), the effect of
solidarity among scheme members on willingnessatp ip discussed without
any mention of the specific nature and possible afothis solidarity. The
socially determined values and norms that formdetext of the CBHI and
may influence it in practice are left largely unedaed. For example, no
mention is made of the effect on trust of the ciwir and genocide that
occurred less than a decade before the study tlack.pEthnic fragmentation
has been associated with decreased local publid goovision in Kenya
(Miguel and Gugerty 2005), decreased levels of gnparticipation in the US
(Alesina and La Ferrara 2000) and increased infbreegtor activity and
decreased tax compliance in 52 countries (Lass@3)2® name but a few
studies of the effect of ethnic diversity on truskperience from these studies
suggests that CBHI may be hampered by ethnic fratatien, but almost no
studies of CBHI, even in contexts of great ethniesity, have investigated

the effect of ethnicity on trust among potentidieme members.

One exception is a study comparing a hospital-basedme in Ghana with a
scheme based in a city in Cameroon where membevehspbased on ethnic
affiliation (Atim 1999). It attempts to test theethry that solidarity and the
smallness of CBHI schemes can account for sucdeS8fdl. It found that in
Cameroon, the bonds of ethnic urban solidarity netw represented an effort
to re-create or utilize rural solidarity mechanisassan insurance against the
risks of modern urban life, creating a “social mmeait dynamic”. The paper
concludes that while this in part explained thecegs of the Cameroonian
scheme, a scheme without ethnic bonds could alsarporate elements of a
social movement through greater community particypa accountability and
autonomy in the course of time. Echoing this, stadoutside the CBHI
literature have suggested that the negative effgctthnic fragmentation on
trust could be mitigated through improved instiuatibuilding (Miguel 2004,
Easterly 2001).

Ideas that trust and solidarity bonds in the comitgumprove the likelihood
of success in CBHI have parallels with the theery\Woolcock’s framework
(Woolcock 1998, 2001, Woolcock and Narayan 200&t thonding social
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capital decreases fraud and increases economiclogevent. However,
research in China (Hsiao 2001, Zhang et al. 208@&ne of only two explicit
attempts to measure the effect of social capitalBhll (the other is a study in
Vietnam (Jowett 2003) (see below). In the Chinessearch, social capital is
employed only in the Putnamian sense to mean & stdsocial cohesion and
solidarity”. It was found that social capital fatated collective action, which
in turn facilitated willingness to pay. A statidlly significant association
between indicators of social capital (degrees abttrand reciprocity) and
farmers’ willingness to join community financing svademonstrated,
controlling for other socio-demographic characterss (Zhang et al. 2006).
The suggested pathway linking levels of trust aprocity to willingness to
pay in Chinese CBHI schemes is that members wghehrilevels of solidarity
are more ready to accept the cross-subsidizatioichwis implicit in the
insurance mechanism (Hsiao 2001). CBHI is therefoesved as a form of
collective action. A study in Guinea-Conarky dentaattng that scheme
members understand and approve of the re-distvibetifects of CBHI (Criel
and Waelkens 2003) supports this view. Other ssuti@ve recognized this
effect and suggested emphasizing the solidaritefitsrof health insurance in
information disseminated to communities (DesmetpWathury, and Islam
1999, Schneider 2005).

There is limited evidence then, that in at leastsome CBHI schemes,
willingness to pay is increased by solidarity boads cannot be understood in
neoclassical economic terms, where willingnessay ip based on individual
expected utility. Instead, a complex interplay ledw rational utility
maximizing and socio-cultural norms (such as soiigand collective action)
probably impacts on individuals’ decisions to j@irscheme (Schneider 2004).
This is because eventually benefiting from the suhdgby drawing on the
insurance in times of illness) depends on neederathan the amount
contributed. This is true of all types of insuranbat in a community setting
the redistributive effect may be more apparentcttesme members. This may
particularly be the case in SSA, where CBHI appéatsave a different logic
to endogenous community-based forms of risk managéenand income

smoothing such as rotating credit associationschvhare based on a notion of
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reciprocity (you get out what you put in) (Crieldawaelkens 2003, Criel and
Van Dormael 1999) (see (Sorensen 2000) for a dssmu®f risk management
in rural communities in developing countries). Untdmately, it is difficult to
further comment on the possible links between CBihtl endogenous forms of
risk management since these have hardly been dt(@dreel and Van Dormael
1999).

(i) Negative role of bonding social capital

The hypothesis that strong intra-group ties miggagiainst adverse selection
and moral hazard echoes Putnam and Coleman by egstimat social capital
has only a positive, normative effect on sociaatiehs. However, there is a
second argument in the CBHI literature that tuimis hypothesis on its head
and holds that strong intra-group bonds actuplgventthe emergence of
successful CBHI (Meessen, Criel, and Kegels 20akn A999, Jowett 2003).
An example of this comes from Ghana where, in faiceonflicting loyalties
between a CBHI scheme and their community, fieldist@nts apparently
connived with community members in the practicewdding the stipulation of
family membership, a mechanism designed to preadwerse selection (Atim
1999).

Also supporting the negative view of social capifawett (Jowett 2003), using
data from voluntary health insurance (which operateuch like CBHI) in
Vietnamese provinces, takes issue with the arguntleat social capital
facilitates collective action and willingness toypdescribed above (Hsiao
2001). The results from Jowett’s study, which colstifor a range of health
and socio-economic variables, showed that highldevetwo proxies of social
capital - perceptions of social cohesion and infdrfimancial networks - were
correlated with lower, not higher, rates of take-ap community-based
voluntary health insurance, suggesting that intnawmunity bonding social
capital ‘crowds out’ voluntary health insurance.this instance strong intra-
community ties apparently favored informal finahci@etworks such as
borrowing money thapreventedmore formal and institutionalized types of
mechanisms such as CBHI from emerging. The Ghanamngh Viethamese
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studies, then, fit into the section of the socegpital framework that suggests
that high levels of bonding social capital perméefriding and prevent formal

rules for market transactions from being enforced.

There are therefore two countervailing (positivel aregative) views of the
effect of bonding social capital on CBHI in thestéture. As discussed, this is
consistent with the social capital framework whmiovides the basis for an
alternative, third hypothesis: communities with tb@trong intra-community
ties (promoting solidarity)and extra-community networks (promoting a
willingness to invest in and draw on a larger, mgeaeralized and formal pool
of resources) are probably more likely to expermegieater success with CBHI
than communities with one or neither types of docimital®. Individuals in
communities characterized by only strong intra-camity ties may actually
be disadvantaged and may benefit from investingi@ehanisms to strengthen
the other type.

(b) Micro-level bridging social capital: the effectwdrtical and horizontal
civil society links on CBHI

An important issue for policy makers is whethewiuld be possible to aid
communities in constructing social capital to cedagtter conditions for CBHI,
without embarking on some form of social enginegrirAffective and

emotional relations between family and neighboespobably not the types of
social relations that can or should be developedutih policy. However,

bridging ties are ‘constructible’ since they condg social links that are
facilitated by institutional arrangements (Bebbarg and Carroll 2000,
Krishna 2004, Putzel 1997, Fox 1996, Evans 1996).

1% An interesting related question is whether theatioe and functioning of CBHI has an
impact on the development of social capital. Howgeaediscussion of this is beyond the scope
of this paper.
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(i) Horizontal civil society links: facilitating the &argement of the risk

pool

In the CBHlI literature, enlarging the risk pool reseady been interpreted as a
case of constructing bridging social capital (Pre&eal. 2002). Establishing
and strengthening links with formal financing netksis cited as an example.
In Rwanda federations of small CBHI schemes pod pitheir funds at the
district level to cover care in district hospitéBchneider et al. 2001). Creating
horizontal links through scheme mergers in this agws schemes to expand
the risk pool while continuing to capitalize on tlpesitive social bonds
fostered by small risk groups (Davies and Carrin 2001). Larger pools are
required in order to: spread risk; actuarially eotly assess the probability of
the loss occurring and therefore maintain solverecyss-subsidize (Schieber

and Maeda 1997) and lower transaction costs (R68)19

Another mechanism for facilitating the enlargemehthe risk pool without
increasing the risk of fraud is “the establishmehtsupervisory and audit
bodies, and support for an independent press anthéoprofessional groups
involved” (Meessen, Criel, and Kegels 2002): 90-Sich interventions are
proposed as a method of fostering an enhanced ragjeasel morality" across
CBHI schemes, or identity or loyalty within a largeference group that
encompasses all relevant market transactions (MeesSriel, and Kegels
2002) - in short, the development of bridging sbcapital. An example of this
comes from a region of Senegal. The GRAIMrdupe de Recherche et
d’Appui aux Initiatives Mutualistesyoordinates 21 schemes, supporting
development and building capacity and seems to lev¢éo more interest in

scheme membership (Bennett, Kelley, and SilversAR0Buch interventions

! The other main method of enlarging risk pools sec{al) reinsurance. This is seen an
alternative to external subsidisation or contingeneserves as a means of protecting the
scheme from financial instability from catastroptevents (Fairbank 2003, Dror 2001).

However others have argued that although self-Gimgn may be attractive, because the
membership of schemes is usually limited to poougs, it may be wiser to view CBHI as a

supporting strategy to government financing rathan as an exclusive financing alternative
(Bennett, Creese, and Monasch 1998).
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are confined to building links between CBHI schenswl other formal
institutions in the health system. However somelistl have suggested that
horizontal linkages between small scale communitygets can be even more
effective when they connect heterogeneous orgaoimat building bridges

across different sectors.

From the social capital literature, federationscoffee producers and other
rural development projects in the Andes (Bebbingiad Carroll 2000) may
provide a useful model for CBHI. Federations ararahterized by Bebbington
and Carroll (Bebbington and Carroll 2000) as sugmanmunal organizations
of the poor constituting a special manifestationso€ial capital. Federations
were found to have the potential to foster regi@arad more strategic forms of
collective action and engagement with government, society and markets
and to build sustainable bridges between diffetgmes of organization. Links
between political and economic organizations wenigularly important. The
former type of organization was often more adepolatbying and mobilization
to protect and promote particular concerns of igsniers, while the latter type
(which would include CBHI schemes), was concernéith \wocial enterprise
and facilitating service delivery and was more pragc, but less inclusive in
its stance. Successful federations were able tceldpvbridges between
different types of organization, so that they walde to benefit from each

other’s strengths.

An overview of ten schemes in India has found tharucial element of the
development of CBHI is the ‘nesting’ of schemesaibroader development
agenda, generating trust among scheme membersd&samet al. 2006). All
the schemes studied were initiated by local NG@ghis, the authors argue,
Indian schemes differ from African schemes, the&fabeing largely initiated
by external development agencies. In light of tiieely importance of
horizontal bridging social capital, forming strateginkages with other
grassroots organizations could be important foricAfi schemes. This may
particularly be the case in contexts where memigerishdrawn from poorer
sections of society with a weak capacity for maailion. How far it would be

possible to build such relationships would deperehtly on the political and
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leadership dynamics at work in the region. Thiscemtualization of CBHI
entails a broader and deeper consideration of canti@s! needs, goals and

power relations than is currently evident in mdghe CBHI literature.

(i) Vertical bridging relations: the role of NGOs amith based
organizations in capacity building

Vertical linkages are employed by CBHI schemesuitdicapacity in technical
areas such as financial and general managemeninaedministration, since
the requisite skills for implementing CBHI are aft@ot available locally
(Bennett, Creese, and Monasch 1998). In an expiyratudy comparing a
successful CBHI scheme in the Philippines and & Bsccessful one in
Guatemala (Ron 1999), one of the major successradh the Philippines
(where the scheme grew steadily over 3 years) naag lheen the support of
bridging social capital constructed through sevéypkes of vertical links. A
very effective administrative structure was prodd®y the international NGO
Organization for Education Resources and Train@BT). The structure was
developed through the built-in members’ participatimechanisms of a
cooperative, combined with the financial and maergport given by the ORT
country office and ultimately the World ORT Uniorhe Guatemalan scheme,
which failed to progress after initial registratialespite receiving superior
technical assistance from the WHO, did not devslggportive links with local
social and political structures. In particular, geheme lacked the support of
the local Catholic Church. It could be argued thiéwat the scheme did not
develop sufficient bridging social capital. Perhapgporting the case for the
importance of bridging capital is the fact thatidaling the publication of the
study the Guatemalan scheme was successfully nefiad, this time with the
support of Catholic Church (Dr Aviva Ron, 2006, gmral communication) .
However, further research would be needed to utatefswhether bridging

social capital actually affected the outcome ofdbleemes in the longer term.

While the potential of NGOs to assist CBHI may beag, in some cases the
provision of assistance to community developmerdjgots may actually
prevent the accumulation of social and other fooieapital at the grassroots.
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This occurs when vertical bridging relations cadspendency through top-
down, non-participatory interventions (Abom 2004xFL996). Studies have
indeed found that community participation in CBHI @ssential to scheme
sustainability (Kiwanuka-Mukiibi, Derriennic, and akungi 2005, Franco,
Mbengue, and Atim 2004). One in-depth study, faogisin Senegal, found
that participation has a tendency to wane over tine®pardizing the
sustainability of schemes. Increased decentratizatnd training are suggested

as potential solutions (Franco, Mbengue, and Ad94).

The example of a South African HIV/AIDS preventignoject which had
exceptionally strong technical and financial exérsupport but failed due to
poor community participation might be instructiver faddressing waning
community participation in CBHI (Campbell 2003). Ithis project,
participatory management by a multi-stakeholder maee aimed to empower
key marginalized groups (notably sex workers) aondfacilitate collective
action. However, it failed to take into account ihgpact of broader social
forces on the community (for example poverty) andia hierarchies (for
example gender relations) and therefore did naatereppropriate incentives
for participation. Efforts to support community paipation were undermined
by experts possessing technical and scientific khow (epidemiology and
biomedicine). Their knowledge was given symbolid agal precedence in the
program, so objectives articulated by them displatiee objectives of the
intended “beneficiaries”. Drawing on Bourdieu, thealysis attributes this
failure to unequal distributions of economic, ctdiy symbolic and social
capital in the project which favored the technjgadject staff and not the local
community. Where patrticipation has been studie@BHI, there has been no
significant analysis of power relations betweenhtgcal experts and the
community in defining appropriate incentives. Brdadsons for CBHI could
be drawn from the South African project and oth@ses documented in the
large literature on participatory development. kdlea recent study of CBHI
found that incentives that are socially and pditic relevant may be at
variance with incentives designed using techniodl scientific expertise (such
as economic theory) (De Allegri, Sanon, et al. 20@&fining incentives in a

participatory, “bottom-up” fashion may result in hgme structures and
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activities that fall outside the classic insuranoadel. For example, in Uganda,
low ability to pay premiums led to interest amongmioers in pursuing income
generation activities to supplement premium pays)eatd the CBHI scheme
becoming an income generating business, as welhmasnsurance house
(Derriennic, Wolf, and Kiwanuka-Mukiibi 2005)

(c) Bridging social capital at the macro level: relaBdetween communities
and state institutions

There are several views on the appropriate roteestate in CBHI. Pauly et al
(2006) have recently advocated minimal governmegulation of CBHI,

arguing that government subsidy causes cream skiginand adverse
selection. The health system framework suggests ahlhough CBHI is a

private sector method of financing health care,gtvéernment can play a vital
role in schemes’ success, should it decide that ICBHa good strategy to
further its objectives. Bennett et al (1998) argoat if there is government
failure, or no clear government policy, schemesligedy to play an important

role in the delivery of health care, but issueatrey to their role in the broader
health system are unlikely to be relevant. If goweent is strong, it is argued
that CBHI relations with the government are likébybe very important. The
following three government mechanisms for suppgrtcommunity health

financing have been identified: stewardship (forareple regulation and
monitoring); creating an enabling environment (@xample the rule of law);
and resource transfer (for example subsidies) @arZ)02b). The social
capital literature complicates this picture. Evaid®96) argues that state
agencies can aid civil society organizations tosotidate themselves through

12 Another point related to the potentially negatingpact of external support is that as with

other types of local development, technical agenared NGOs may harm the development of
CBHI through unharmonized efforts. There are noweast four international technical and /

or financial support mechanisms for CBHI proje@®artners for Health Refonptus’, funded

by the U.S. Agency for International Developmehg tHealth insurance Fund’ funded by the

Dutch Ministry of Development Coordination; the i@ of Health Insurance Competence’ of
the German development agency GTZ; and the ‘Hedltho-Insurance Schemes Feasibility

Study Guide’ of the International Labour OrganiaatiWhere these agencies are working in

the same country, they will need to ensure thdicigs are coordinated.
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the construction of state-society “synergy” and tha state plays two different
roles in this: complementarity and embeddedness.

(i) Complementarity

The first is akin to the health system approachcriesd above, namely to
provide public goods and an enabling rule of lawd awhile private
organizations and institutions produce goods angticgs. This is termed

“complementarity” by Evans.

Complementarity is important in CBHI. For exampse,major obstacle to
CBHI is the poor quality of health services (Crgld Waelkens 2003). CBHI
can potentially contribute to improving quality ieféncy and sustainability of
health services through strategic purchasing (Wd#ddlth Organization 2000,
Hsiao 2001). In health care markets CBHI can be emans of facilitating
improved vertical integration and determining thatune and scope of the
products supplied by health care providers (Zwezf@d4). If the provider is
separate from the purchaser, an insurance bodyingprove efficiency and
curb provider moral hazard (Atim et al. 2001) ipursues a policy of strategic
purchasing (World Health Organization 2000). Howevéor strategic
purchasing there must be an enabling environmerfitrmation about the
quality and quantity of services must be providédre needs to be investment
in new skills in contracting on the part of bothe thurchaser and provider
(Bennett, McPake, and Mills 1997); and a revisidrthe balance of power
between purchaser and provider must be acceptesin&e Chowdhury, and
Islam 1999, Meessen, Criel, and Kegels 2002, Cakaelkens, and Criel
2005, Criel et al. 2005). In light of these numerqareconditions, it is not
surprising then that in a study of 258 CBHI schemel®w-income countries
only 16% conducted strategic purchasing (ILO 20@)e method of creating
these conditions is for government to provide thacfion of monitoring,
regulating and / or accrediting providers, so thelhemes do not need to
develop the technical skills to conduct these &wt®y themselves. China’s
rural cooperative medical system (RCMS) provides axample of
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complementarit}’. Since China’s health services have become detizet,

local government has less financial leverage tdrobthe running of hospitals
and other facilities. The role of government isr@asingly to monitor and
regulate services. RCMS schemes, on the other hamaihnnel financial
resources to hospitals and local government, buhalohave the technical
skills to assess quality and cost-effectivenessal.government and RCMS
schemes therefore need to cooperate in order hoeide providers through

strategic purchasing (Bloom and Shenglan 1999).

(i) Constructing social capital through embeddedness

The second role of the government is "embeddednesgolitical process
facilitating the construction of social capitaltae local level (Evans 19969,
Central to this is the idea that in some contexterd is an informal
permeability of boundaries between civil societydamprivate sector
organizations and the government that can faalitldvelopment. It is often
assumed that such permeability should be avoidetias foster corruption,
but Evans argues that embeddedness can significantlance development.
An engagement with civil society or the privateteedn the form of day-to-
day interactions of government officials can buiklown, positive, norms and
loyalties (Evans 1996). An example comes from tlewanese irrigation
system where the water requirement per crop in daiig around 50% lower
than in other South East Asian countries. Thiscigfficy is attributed to the
embeddedness of the state in social structurelsealotal level (Lam 1996).
Local public officials belonging to Irrigation Assiations officially manage
the irrigation system but are embedded in the dajaty operations of the
farming groups. Officials depend on voluntary labod donations by farmers

to carry out maintenance and operations, while éasndepend on officials to

13 Although previously RCMS schemes were governmentenl, schemes are now voluntary
and are managed by a village or township commiSahemes are separate from providers.
Because of these features (privately owned, puettmsvider split) RCMS is considered in

this discussion of CBHI schemes.

4 Embeddedness is a qualitatively different concéptthe processes that constitute
decentralization since it focuses on informal dociglations which do not feature in

decentralization models.
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integrate local needs into the overall plan. Officigauge these needs not
through the formal mechanism of farmers’ repredems, but through
informal conversations held while collecting watkges. Although these
mechanisms are informal, Lam argues that they Imatesvolved by chance.
Rather, they are fostered by the institutional glesaf the irrigation system.
Autonomy of the various units within the irrigatitmireaucracy coupled with
back-up from higher levels of authority allows widual officials to develop
informal rules to cope with various problems theighm face, without this
informality becoming unmanageable or corrupt. FertBupport for synergy
comes from the egalitarian nature of farming inwlam, which has one of the
lowest Gini indexes in the developing world. Wexlkbcal elites do not derive
their power as land owners or employers, but asihed political factions
which compete to win votes (Lam 1996). From thisl @everal other case
studies, Evans concludes that embeddedness iy tikedmerge in egalitarian
societies where institutional structures are desigio encourage a certain set
of norms and loyalties at the intersection betwaeih society and government

involvement in development projects (Evans 1996).

Research into state-society synergy would be padatily important in
countries intending to follow the $&entury precedent and scale up coverage
by integrating CBHI into government-led nationalcigb health insurance
schemes, such as Ghana (Government of Ghana 20083,in these contexts
issues of power between regulatory state officealsl CBHI schemes will
come to the fore. Synergy may also be importardointexts where ability to
pay is very low. One critical weakness of CBHIhattit has not experienced
significant and sustained success to improve acaedsfinancial protection
among indigents because (a) the poor are excluded CBHI schemes
because they cannot pay the premium or (b) the pader-utilize services
even if they have coverage (Ranson 2002a, Atim.e2(®1). This suggests
that if CBHI is the only form of social protectidar health expenditure, it is
unlikely to be sufficient. For CBHI to promote etable access to health care,
it is likely that indigents would need to be sulozed by the state, while the
rural non-poor and informal workers are targetedrake contributions to

CBHI (Bennett, Kelley, and Silvers 2004). In suatersarios, following the
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social capital framework, public subsidies may wbdst when administrative
structures in CBHI intersect with local politicdtigctures in order to facilitate
bureaucrats’ loyalty and enthusiasm to become "eladx#’ in schemes and put

their energy into making them work.

A possible example of embeddedness comes from eg&krse scheme which
developed a successful collaboration in which raoalncilors are members of
the scheme and they support its functioning byinigtthe manager make
presentations at their meetings, and by raisingewess and asking people to
join the scheme while they are making their owntwito local communities
(Franco, Mbengue, and Atim 2004). In Rwanda, then&al success of a
mutual health insurance pilot with declining mengbgp was in part due to the
intervention of the District Mayor who facilitatdohks with a micro-finance
scheme and offered to personally ensure monitoohghe project. The
organization of the now extensive network of CBldhemes in Rwanda is
adapted to the decentralized government framewaitk, Mayors sitting on
mutual health insurance committees at the disteicel (Ministry of Health
Republic of Rwanda 2004). However, if governments @ have a role in
facilitating CBHI through state-society “synergydublic institutions need to

be competent and engaged. This is the subjeat iéxt subsection.

(d) Bonding social capital at the macro level: relasionthin institutions

Woolcock (1998) defines organizational integrity aasype of social capital.
He draws on neo-Weberian theory in perceiving tastinal coherence,
competence and capacity as deriving from an orgéoizal form that
socializes bureaucrats. This allows Woolcock towvigne effectiveness of
organizations, particularly government, as a proadicsocial relations which

foster a certain set of norms.

The corporately coherent robust Weberian bureayciacthe Taiwanese
irrigation system (Lam 1996) ensured that embedelesinlid not degenerate
into clientalism, while at the local level the baweracy was open to inputs
from farmers and local officials (Evans 1996). Evaf1996) argues that

without a coherent Weberian bureaucracy (charae@riby meritocratic
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recruitment, good salaries, sharp sanctions agaiolsttions of organizational
norms and solid rewards for career-long performpstae-society synergy is
possible but it will not be a force for good andlvester corruption instead.
On the other hand, if a Weberian bureaucracy ewigtout synergy, inflexible
rules and uniform structures (a Weberian “iron ¢pgall prevent synergy and
limit the possibilities for development. In otherosds, both synergy and
coherent robust bureaucracy are needed for optiealopmental results. To
support his argument Evans points to studies detratimg that "synergy"
contributed to the success of East Asian countitied experienced rapid
development in the late ®@entury. Thus Evans diverges from Putnam’s view
that a lack of prior endowments of micro level bimigdsocial capital is the key
constraint to effective local government (Putnamomardi, and Nanetti 1993),
arguing rather that the limits in government stiues cause the inability to
scale-up (through state-society synergy) micro leeva social capital to

generate action on a scale that is politically anohomically efficacious.

The argument that the implementation of successuket-oriented initiatives
requires the engagement of competent government dlesady been
compellingly made in regard to health sector re®uch as contracting out
(Bennett, McPake, and Mills 1997). Specificallyisthesearch found that in
order to ensure private sector initiatives wereiciefit and equitable as
compared to direct government provision, governmentld need to develop a
broad array of new skills and capacities. The mesueénts for this capacity
building were so demanding on government that imcgle it put into
question the supposed advantage of the reforms dwect provision. In
relation to CBHI, a market-oriented initiative,igt also likely that regulating,
expanding and promoting equity and efficiency irmesnes would require
government to develop new skills and capacitiesl(@sussed above). Whether
in the long run this process would be preferablg@ublic sector health care

financing is a question that falls beyond the scop¢his articlé>. What is

!5 A direct comparison between CBHI and public setialth financing is not expounded in
this article, since the relative merits of privaiealth insurance as compared to tax and social
health insurance based systems have been discestatively elsewhere. See for example
(Maynard and Dixon 2002, van Doorslaer et al. 1998gstaff et al. 1999).
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apparent, from the research on health sector refd®@ennett, McPake, and
Mills 1997), and from Woolcock's framework, is th#tis process would
require the government to be competent and engagedher words, bonding
social capital at the macro level would arguably d® important factor
influencing the government’s ability to develop thew skills and capacities
required to support CBHI to develop equitably, ascale that is politically and

economically efficacious.

2.4 Conclusions

CBHI has been proposed by international developmagencies as a
transitional mechanism to achieving universal cagerfor health care in low-
income countries (World Health Organization 2000hiA-Tenkorang 2001,
Davies and Carrin 2001, Gottret and Schieber 2008his policy model
linking CBHI and universal coverage is implicitlgformed by the historical
experience of mutual health insurance in counsieh as Germany and Japan
in the nineteenth century, where the social contag dramatically different to
that of today’s schemes (Criel and Van Dormael 199Bis paper argues that
the analysis of CBHI in agencies such as the WBddk and WHO, broadly
based on economic theory, has taken insufficieobwaat of context-dependent
policy considerations. These include values of sethenembers and people in
their communities, community goals and local angiaeal power relations.
There is a need to develop an alternative frameworlcomplement the

economic and health system approaches to analZxi).

An analysis of the CBHI literature suggests thatritical engagement with
social capital theories could enhance our undedsignof CBHI and help
explain why in most low-income countries (with nad&a exceptions such as
Rwanda) schemes do not appear on course to degetpding to the 10
century precedent, achieving significant levelspopulation coverage in a
sustainable way. Features of social capital suctsdislarity, trust, extra-
community networks, vertical civil society links castate-society relations at
the local level appear to affect outcomes in CBHi.this extent, it may be

possible to talk of “social determinants of CBHFowever, these social
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determinants have been insufficiently considere@BHI policy analysis and
development, possibly limiting understandings afufes and successes of
CBHI. Our conclusions are not based on the findin§gprimary research,
which was beyond the scope of this paper. The dioib of this is that the
studies employed do not necessarily aim to iderhfy importance of social
capital. There was therefore a need to draw adhditioonclusions beyond the

objectives of the researchers, by linking their kvimra new framework.

With this caveat in place, possible social deteemia of CBHI and their

impact on CBHI are tentatively proposed here. Thpep firstly argues that
applying Woolcock’s social capital framework (Woodk 1998, Woolcock

and Narayan 2006, Woolcock 2001) to the CBHI datts into question the
idea, proposed in the CBHI literature, that schewrtegracterized by strong
intra-community ties are more likely to experiescecess in CBHI than those
without these ties, because of increased solidartich may reduce adverse
selection and moral hazard. The framework commiathe picture by

proposing that communities characterized by onlgrgf intra-community ties

may actually be disadvantaged in CBHI developmeettd increased levels of
corruption and clientism, or a preference for mafermal financial networks.

A broader understanding of the factors determitiregeffect of bonding social
capital on CBHI is therefore needed. Bridging sbcepital in the form of

more extensive professional links with NGOs, umhbarerganizations or local
government (within and beyond the health sectdikedy to be important.

Bridging ties are ‘constructible’ since they conge social relations that are
facilitated by institutional arrangements ratheranh affective bonds
(Bebbington and Carroll 2000, Krishna 2004, PutiZ@®7, Fox 1996, Evans
1996). They can foster more professional relatiosgategic alliances,
administrative capacity and enlarged risk pool<BHI schemes. However,
vertical links with NGOs, while bringing many beitef may also foster
dependency and may reinforce social structuresathdbrse and privilege the
work of technical experts. This does little to a@minthe accumulation of
capital (social, economic, human or otherwise) miénded beneficiaries of

technical assistance — the scheme staff and scimeemebers. The role of
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positive bridging social capital in CBHI therefooeight to be explored. A
related question is whether and how the advantafé®nding social capital

could be sustained alongside increased horizonthvartical bridging links.

Alongside links with NGOs and civil society, thenocept of ‘embeddedness’,
also constituent of bridging social capital, suggethat local government
structures can foster productive informal sociétrens between communities
and local government officials (Evans 1996). In QBitlis unclear whether
structures that facilitate the personal engagerokluical bureaucrats may also
increase the possibility of corruption. The effetembeddedness also needs to
be weighed up against more conventional “complearéwyt (public/private
division of labor) and laissez faire approachethaaigh it is worth noting that
the latter may not be viable in cases where CBHioide scaled up and
integrated into a government program for universalerage (such as social
health insurance) as proposed by WHO (World He@lgmnization 2000).

The process of working through the social capitaimework has led us to the
conclusion that certain types of social capital prebably a determinant of
successful CBHI, but it has also led us to thinkdmel this. It may become
apparent that CBHI schemes need to actively devblagging relations to
foster the types of social capital required to emshat the schemes are aligned
to local communities’ goals, power relations antuga. For example, CBHI
schemes could link into federations of communitgdsh organizations with
diverse political and economic interests, situatihgmselves in the broader
regional or even national development agenda ancreasing their
inclusiveness locally. Or schemes may find theydné® pursue diverse
activities to complement insurance, such as incgereeration. In egalitarian
societies, if institutional structures that fosteorms and loyalties at the
intersection between civil society and governmeatia place, CBHI schemes
could systematically forge links with decentralizgdvernment structures
(such as District Health Management Teams) or dgvéhto quasi -non-

governmental organizations.
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Social capital theory has been critiqued as amatefor social engineering by
development agencies. It is accused of broadertiegstope of justifiable
intervention from the economic to the social, irder to rectify market

imperfections in order, in turn, to ensure that ket&oriented policies are
successful, whilst obscuring a critique of thoségmes (Fine 2001). CBHI, as
a form of private, voluntary health insurance, imarket-oriented policy, but
this paper does not aim to build a case for, oimatjasocial interventions to
ensure it is successful. Rather, the paper hopetertmonstrate the potential
utility of social capital research in unpacking qaex social relationships in
CBHI and making their importance to policy and peogming intelligible.

Evidence from future studies may support sociakrirgntions to develop
CBHI. Or, echoing critical analyses of other mastsgented health sector
reforms (Bennett, McPake, and Mills 1997), futuvédence may indicate that
social interventions require local institutions develop new capacities such
that the market-oriented reforms become more demgndn these local

institutions than alternative, public sector pagi

So far, this discussion has not considered metlogged for primary research
into the effects of social capital on CBHI. Indmet of social capital have
already been developed and these could be adapteguéntitative studies
investigating the relationship between social @pind CBHI. Such a task
would be no small undertaking. An in-depth literatueview of research on
social capital suggests that a number of seriouxequal and statistical
problems exist with the current use of social @pliy social scientists,
particularly in attributing causality to social da@b in empirical studies
(Durlauf and Fafchamps 2004).

The results suggest that while applying the sowaplital framework to CBHI
could indeed entail empirically testing a theorytloé social conditions under
which CBHI is successful, this is not the only pblesresearch methodology.
An alternative approach would be to employ the #revork qualitatively, for
example by using it to guide semi-structured ineamg and anthropological
fieldwork in order to advance CBHI policy analyaisd to understand its social

context. This would involve situating empirical tachnical analyses (which
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have already been undertaken within existing econand health system
frameworks for CBHI) in praxis and taking accourit aontext-dependent
considerations, such as values, goals and powatiaes$ (Flyvbjerg 2001).
Such a process could result in the evolution oésws that are structured and
operate quite differently than those proposed unldereconomic and health
system frameworks and that have quite differeng lmmm trajectories than the

schemes emerging in the&entury.
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Chapter 3 Can social capital help explain enrolment (or lack
thereof) in community-based health insurance?
Results of an exploratory mixed methods study
from Senegat®

Abstract

CBHI has achieved low population coverage in WeBicA and elsewhere.
Studies seeking to explain this point to inequealdnrolment, adverse
selection, lack of trust in scheme management afodmation and low quality
of health care. Interventions to address theselgmbhave been proposed yet
enrolment rates remain low. This exploratory stpdgposes that an under-
researched determinant of CBHI enrolment is socapital. Fieldwork
comprising a household survey and qualitative imsvs was conducted in
Senegal in 2009. Levels of bonding and bridgingiadocapital among 720
members and non-members of CBHI across three dasly schemes are
compared. The results of the logistic regressioggsst that, controlling for
age and gender, in all three case studies membens significantly more
likely than non-members to be enrolled in anott@nmunity association, to
have borrowed money from sources other than frieamts relatives and to
report having control over all community decisi@itecting daily life. In two
case studies, having privileged social relatiorshipas also positively
correlated with enrolment. After controlling forditional socioeconomic and
health variables, the results for borrowing mone&mained significant.
Additionally, in two case studies, reporting haviogntrol over community
decisions and believing that the community wouldp=rate in an emergency
were significantly positively correlated with enr@nt. The results suggest that
CBHI members had greater bridging social capitaictviprovided them with
solidarity, risk pooling, financial protection arithancial credit. Qualitative
interviews with 108 individuals selected from theukehold survey confirm
this interpretation. The results ostensibly sugdgleat CBHI schemes should
build on bridging social capital to increase cogeraor example by enrolling

households through community associations. Howewudis may be

16 A version of this chapter was publishedSncial Science and Medicirf®lladovsky et al.
2013)
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unadvisable from an equity perspective. It is codetl that since enrolment in
CBHI was less common not only among the poor, lsd among those with

less social capital and less power, strategiesl@liocus on removing social as
well as financial barriers to obtaining financiabfection from the cost of ill

health.

3.1 Introduction

Community-based health insurance (CBHlI) is typicalbt-for-profit and aims
to provide financial protection from the cost okekmg health care through
voluntary prepayment to community owned and colgdolschemes (Hsiao
2001). Senegal has witnessed a rapid increase inumber of CBHI schemes,
reaching 129 in 2007 (CAFSP 2010). The governméaated in 2012 views
CBHI as a mechanism for achieving universal cover@dinistére de la Santé
2012), a continuation of the previous governmeptidicy (Ministére de la
Santé 2004). However, as in most low- and middéeme countries (LMIC),
overall coverage in Senegal remains low, with 4%ess of the population
enrolled in CBHI (Soors et al. 2010), echoing widenitations of CBHI
(Ekman 2004).

There have been numerous studies on the deterrmin&einrolment in CBHI
in sub-Saharan Africa (SSA) (Defourny and Faillo@12). Demand-side
determinants identified by quantitative studiesnfroVest Africa are: higher
levels of wealth and education, poorer health stahd being prone to the risk
of illness (Jutting 2004, De Allegri, Kouyate, ¢t 2006, Chankova, Sulzbach,
and Diop 2008, Jitting 2003). Determinants on tbhppk/-side include a
perception of the inadequacy of traditional care &ng distance from the
health facility (De Allegri, Kouyate, et al. 2006Qualitative studies suggest
that perceptions of quality of health care, trustCBHI scheme management
(Criel and Waelkens 2003), availability of infornwet on CBHI (Ridde et al.
2010) and scheme design (De Allegri, Sanon, e2@06) also determine
enrolment. A third set of determinants points t@iagoand cultural issues,
including low levels of socioeconomic inequality tn the community ,
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membership of other community organisations (JgtB003) and ethnicity and
religion (De Allegri, Kouyate, et al. 2006, Juttieg03).

The literature proposes the following strategiesatlress inequity, adverse
selection and inadequate supply of health servaed insurance: public
funding to subsidise premiums, strategies to premwoicreased revenue
collection from the “healthy and wealthy”, and imaped CBHI management
and quality of care (Mills et al. 2012, Ndiaye, 089 and Criel 2007, Soors et
al. 2010). Yet continued low rates of enrolmentgasgj these strategies have
not been successfully implemented. Meanwhile tce daere has been no
attempt to systematically explain how and why daamal cultural determinants
affect CBHI enrolment and understand the policy liogtions. This gap is
addressed by the present study which proposesthbadiecision to enrol in
CBHI is determined, in part, by levels of sociapital. The hypothesis to be
tested is that people who decide to enrol in CB&llehbonding and bridging
social capital, while those who do not enrol hagslbridging social capital or
bonding social capital only. This is explored bymgaring levels of social

capital among members and non-members of three GBlirimes in Senegal.

Background: defining social capital

The study builds on the argument that social chpaa promote or constrain
CBHI, proposed in a literature review of CBHI by adbvsky and Mossialos
(2008). They adopt the following definition of sakccapital: “the information,
trust and norms of reciprocity inhering in one’siab network” (Woolcock
1998):153). Tracing interconnected theories ofaamapital they further adopt
the principle that social capital constitutes: 0%k expectations for action
within a collectivity that affect the economic geand goal-seeking behavior
of its members, even if these expectations are or@nted toward the

economic sphere” (Portes and Sensenbrenner 1923):13

Bonding versus bridging social capital

Drawing on Portes & Sensenbrenner (1993), Mladowsiy Mossialos (2008)
argue that distinguishing between “bonding” andidging” social capital is
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essential to understanding whether features ofilkcapital (e.g. expectations
between individuals, the trustworthiness of stredyu information channels,
norms and effective sanctions) have a productitecmoe in CBHI. “Bonding
social capital” inheres in dense networks withirfmoaunities. Research
suggests that while bonding social capital makesatcumulation of human
and economic capital possible in some contextgait be unproductive in
others. For example in some immigrant groups in WA high levels of
bonding social capital lowered transaction costsemterprise (Portes and
Sensenbrenner 1993, Portes 1998). However, bonsawipl capital was
unproductive in other groups, promoting free-ridimg communal resources,
derision of efforts to work hard and cutting offportant external sources of
information (Portes and Sensenbrenner 1993); ithisereafter termed the
“negative effect of bonding social capital”. Thefeling impact of bonding
social capital on economic action is explained hyying levels of “bridging
social capital”’, which inheres in micro level ext@mmunity networks.
Productive immigrant groups were characterizednoywiduals who were able
to draw on bridging relations outside the netwaskwell asbonding relations.
This is thought to be because extra-community iFlatwere free from the
potentially overwhelming demands family and frienplace on successful
members of the group for support, permitting exgeato take place on the
basis of formal rules or fair market competitioroffes and Sensenbrenner
1993). Studies of bonding and bridging social @pitom the development
literature on SSA (Titeca and Vervisch 2008, Carfipp@03, Njuki et al.
2008) broadly support the findings from North Anceri However, mixed
methods studies differentiating between the immddbonding and bridging
social capital in SSA are rare, and none have ftos CBHI.

The unequal distribution of social capital

Another characteristic of social capital which maynder positive

developmental outcomes is identified by Bourdie@8@) who argues that
individuals who already hold forms of capital (eoomc, social, cultural and/or
symbolic) are strategically more adept at accurmdadnd transforming it (he

argued that these types of capital are fungiblbjoligh the continual process
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of accumulating and transforming the different feraf capital, unequal power
relations and social hierarchies are formed andengthened. The
aforementioned literature on social capital in édrialso broadly supports this
theory. As such it is important to study tthistribution of social capital within
communities and consider how this might cause uzmlegacess to benefits
offered by development projects. Previous studie€BHI do not take such

issues into account.

3.2 Methods

The study used a mixed methods multiple case sdedign which included a
household survey and semi-structured interviewsickt approval for the

research was obtained from the Senegalese MirustAgalth.

Case study selection

The fieldwork was conducted from March to AugustO20 To enhance
generalizability of the results of the study (Yi@94), multiple (three) cases
constituting CBHI schemes were selected: Soppawdendol and Wer Ak
Werle (WAW) (Table 3.1). Three regions (out of M@re first selected for
inclusion in the study. These were among the regwith the highest number
of CBHI schemes in Senegal (Table 3.1), meaning stuely focuses on
contexts where CBHI development is relatively adesh In each region, the
federation which coordinates CBHI schemes providddrmation used to
identify the three cases. The cases all fulfilled basic criteria of success in
order to control for the possibility that a lack erfrolment was mainly due to
supply-side problems: the number of membeever enrolled in the CBHI
scheme (including those whose policy had expireds wreater than the
national average of 329 (Hygea 2004); and the seedmad been established
for a minimum of eight years. At the same time, shbemes varied according

to the following criteria, in order to study a widenge of contexts (Table 3.1):

" A “member” (termed “adherent” in French) is pererit to register 10-12 people from their
household on the insurance policy meaning thatdted number of enrollees in the insurance
schemes was far higher than the number of “memb&r& premium for each individual in the
household is paid monthly.
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geographic zone; type of economic sector of thgetapopulation; and tier of
services contracted by the scheme.
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Table 3.1: Case studies selected

Name of | Year scheme | Tier of Region | Geographic| Predominant Other
case commenced services (total zone economic characteristics
study contracted | number sector of the scheme

by the |of CBHI
scheme | schemes
in the
region*)
Soppante 1997 Health posiThies (39)Mostly rural Informal Scheme covers
Hospital some peri- very_large and
urban and diverse
urban geographic zong
Ndondol 2001 Health post Diourbel Rural Informal District
Health hut (20) agricultural _ pred_ominantly
inhabited by on
Maternal an ethnic group, the
child health Serer
centre Local Catholic
missionaries
helped establish
the scheme
Scheme offers
microcredit
exclusively to its
member
WAW 2000 Health pos; Dakar | Peri-urban Informal  |Partnered with ¢
(44) traders association
Health centre .
promoting
income
generation for
women

Quantitative methods

Sampling

*Source: (CAFSP, 2010)

Since overall population enrolment rates were Idigproportionate stratified

sampling was used. In each case study, a list oédtwlds which had ever

purchased a CBHI policy was used as a sampling efréon the random

selection of members (Table 3.2). All three scheimss$ a high rate of non-

renewal of policies (Table 3.2). This is typicat f8BHI schemes in Senegal
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(Hygea 2004) and SSA more generally (De Allegralet2009). Because this
study is concerned with the decision to ever emrdBHI, and since expired
policies (i.e. the most recent monthly premium Imad been paid) could be
renewed by paying the outstanding premium paymentsa penalty charge,
both households with active and expired policiesraferred to as “members”
and are included in the analysis. Each group wagpkal separately (Table
3.2). The household questionnaire was administesethe named member.
The control sample was selected using the “randoumte? method to select
non-member households living in close proximity the members
interviewed®. In the control households, the household headoarspouse
were asked who in the household would in theorydsponsible for CBHI

membership and this person was interviewed.

Table 3.2: Household survey sample

Scheme Total number of Total number of Target number of
members ever member households non-members
enrolled (active and| selected (active and
expired policies) expired policies)
Soppante 985 (166 + 819) 161 (70 + 91) 100
Ndondol 463 (136 + 327) 156 (58 + 98) 120
WAW 678 (281 + 397) 170 (85 + 85) 100

Questionnaire design

A questionnaire was developed with six core comptmesocioeconomic and
demographic characteristics; household roster; @oancharacteristics; social
capital; membership of CBHI; and health and utilsaof health services. For
the social capital component, most questions wdeptad from the SOCAT
guestionnaire (World Bank). The questionnaire usedhe WAW case study
is provided in Appendix 2.

'8 This is similar to the methodology used in a UNBtBdy of at risk populations (UNDP
2006)
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Variables

The dependent variable is membership of CBHI. Amang independent
variables, eight measure different facets of samagital. These were the main
variables on which information related to socialpital was collected.
Individual/household rather than community levetialles were used. Two
social capital variables measure the structureocfas networks: number of
memberships of associations and privileged relatidime remaining variables
measure tangible and perceived assets that mayabentitted by social
networks: information; belief that everybody inettcommunity would
cooperate (a proxy for solidarity); trust; finariataedit; perceptions of control
over local decision-making (a proxy for social powand voting (a proxy for

political participation).

Membership of associations was used as a proxypridging social capital,
since it implied having social links beyond kingfrdship, or intra-community
groups. Furthermore, associations typically hadaalyctive function, even if
this was not their primary goal (Niang 2000). Ex#&spof associations
included Muslim prayer groups dahiras), rotating credit and savings
associations (ROSCAs) tghtines), microcredit groups, sports clubs and
CBHlI itself. The variable is based on the questidow many associations do
you and members of your household belong to in ¢(otd including the CBHI
scheme)? In the case of Soppante, a dummy variable wasated to
categorise households according to whether theyniged to no associations or
to one or more associations. For Ndondol and WAW, questionnaire asked
for the specific number of associations to whichausehold belonged and
dummies measure membership of no, one, two, ttoeenore than three
associations. This was because in these case stagiether association had
partnered with CBHI, meaning that some CBHI membeee de facto
members of two associations. It was hypothesisat] #s in previous studies
(Jatting 2003), enrolment in CBHI would be positwecorrelated with
membership of other associations, since people existing social capital are
likely to be more adept at further accumulating it.
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In order to measure bonding social capital a dunvaryable based on the
guestion Do you have privileged relationshigs?as used. In Senegal
“privileged relationships” are a form of “fictive inship”(Carsten 2000).
Common examples arandeye diké (“the mother of my choosing or twin”),
“homonymé(a namesake - a child that is named after a pgrsp“parrain /
marrain” (“godfather / godmother”). These relationships ¢bute emotional
and affective ties but can also be a medium farunsental financial support
(Buggenhagen 2011). It was hypothesised that et in CBHI may be
either negatively or positively correlated with hay privileged social

relations, depending on levels of bridging socagital.

The issue of information channels was explored lmueastion asking where
respondents obtained information on community m&tbe politics, with a set
of 14 possible responses (multiple responses werenified). A dummy
variable distinguishes between receiving informmatfoom relatives, friends
and neighbours only (a proxy for bonding socialitzdponly), or receiving
information from relatives, friends and neighboansl / or another source (e.g.
the local market, traditional forums, or associagio(a proxy for bonding plus
bridging, or only bridging, social capital). Assuigithe information on CBHI
was positive (i.e. it promoted enrolment), it wapdthesised that people who
received information from relatives, friends andghbours only were less

likely to enrol in CBHI due to the “negative” effeaf bonding social capital.

A set of variables was included on perceptions a@lfidarity within the
community and was derived from the questi@o“you think it is likely that
everybody in the community would cooperate to selgemmon problem such
as a lack of wat&”. It was hypothesised that enrolment would betpesy
correlated with high levels of solidarity if, asrgke discourse around CBHI in
Senegal (Ministere de la Santé 2004), solidaritg s@en as characteristic of
CBHI.

Another variable measures generalised trust. Bgndiocial capital was
measured by trusting in one’s friends, family andsmpeople in one’s
community, while bridging social capital was measluiby trusting: people
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from other ethnic or linguistic groups; foreignepgople of other religions /
brotherhoods / confessions; local government; imam priests; traditional
leaders; teachers; medical staff; security forgestice; and persons of other
castes. Responses were given on a Likert scalecemavere constructed by
performing a principal component analysis. It wgpdthesised that a lack of
trust at any level could prevent enrolment duestrs of moral hazard and / or
corruption in CBHI (Pauly et al. 2006). This hypesis is supported by a study
which found that higher degrees of generalisedt truesre correlated with

Chinese farmers’ willingness to join community fiieeng (Zhang et al. 2006).

A further set of variables focused on sources péritial credit, following
Bourdieu’s theory that the various forms of capiéaé fungible. A set of
dummies was created from the following questiolsd“you borrow money in
the last 12 monthsand “From whom did you borrow the mor®yThe latter
question was followed by a set of eight options [{iple responses were
permitted). The dummies divide respondents intedhgroups: those who had
not borrowed money; those who had borrowed moray fiamily, relatives or
friends only (a proxy for bonding social capita)jd those who had borrowed
money from family, relatives, friends and / or dret source, such as an
association (a proxy for having bonding plus bmdgior only bridging, social
capital). It was hypothesised that people who hat borrowed money or
borrowed money from immediate family, relativesfoends only were less
likely to enrol in CBHI due to the “negative” eftscof bonding social capital.
This is supported by a study on voluntary healguiance in Vietham (Jowett
2003) which showed that borrowing money from infafrfinancial networks

(family and friends) wasorrelated with lower rates of enrolment.

Another variable focused on control over local deri-making, following
Bourdieu’s theory that social capital increasesiadopower. One set of
dummies was based on the questiblow many of the decisions made in the
community or by neighbours which affect your défly do you have control
over?. Five possible responses were offered, rangiognftcontrol over no

decisions” to “control over all decisions”.
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Finally, a dummy variable was based on a quests&ing respondents whether
they voted in the most recent local elections. T&s used as a proxy for
bridging social capital since voting in Africa hlasen found to be positively
associated with increased membership of civil sgcgroups and political

mobilization (Kuenzi and Lambright 2005). It wasplbyhesised that voting
would be positively correlated with CBHI enrolment.

The main potential confounders that are commontjuoted in quantitative
studies on CBHI enrolment and on social capital aealth (Harpham, Grant,
and Thomas 2002) are included in this study. Intemdto age and gender of
the respondent, the socio-economic characteristicsidered were level of
education, household expenditure and wealth. Theerekture variable is
based on reported monthly household expendituré4odifferent categories.
Expenditure was adjusted using the OECD scale (wieg 1 for the first
adult, 0.7 for other adults and 0.5 for each ch{fdECD , Forster 1994). To
proxy household wealth, an asset index was coristfuby performing a
principal component analysis using variables ofdetwld possession of goods
(Howe et al. 2009). The health variables used @isability, chronic illness,
recent illness or accident in last 15 days andasdessed health. For the latter
variable three dummies were created, the first ¢omd “very good” and
“good”, and the third combining “poor” and “very @d. Given that Senegal
is ethnically and religiously diverse (Smith 201&hnicity (whether or not the
respondent is Wolof (the majority ethnicity)) areigion, (whether or not the
respondent is Muslim (the predominant religion)yevancluded. In the third
case study, WAW, the religion variable was droppette almost 100% of

respondents reported being Muslim.

Model

A logit model was used to analyse the probabilityeorolling in CBHI; the
dependent variable was equal to 1 if the houselhaklenrolled in CBHI and 0O
if not. Each of the eight social capital variablesre analysed separately. Two
regressions were run for each social capital veeiakhe first regression was a
restricted model which includes only age and serasdrol variables (Model
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1). The second regression was an unrestricted nvduisrle an additional range
of socioeconomic and cultural control variables watuded (Model 2). Since,
according to Bourdieu, the different forms of cap#re fungible, one might
expect any correlation between social capital aB&éiiG=nrolment observed in

Model 1 to disappear in Model 2.

A model of the following form was estimated:
Logit [p (y = 1)] = log (1%,) =a +B 1XL,i + ...+B12X12,i

where Y is being a member of CBHI or not,;.2{are dummies indicating
whether the individual has or does not have a &petharacteristic, p is the
probability of enrolment in CBHIg is the constant anfls are the model
parameters. For each regression, c statistics ugsm®@ to measure the goodness
of fit of the model. The likelihood-ratio test wased to compare the fit of
Model 1 and Model 2. All models are case study $ijgeand were estimated
using STATA 10.0.

Qualitative methods

A total of 108 individuals from member and non-me&mhouseholds of the
three CBHI schemes (Table 3.3) were purposivelgcet to include a variety
of characteristics (age, gender, position in theskbold) from the household
survey and interviewed again by the same interviewsing semi-structured
topic guides. The guides covered: decision-makimg GBHI enrolment,
comparison of CBHI to other associations, impacC&HI on social capital,
perceptions about management of the scheme anth lugak utilisation. The
topic guide is provided in Appendix 3. Sample sims determined by the data
obtained and data collection continued until saitoma All interviews were
recorded and transcribed using verbatim transonptiAll transcripts were
analysed in Nvivo8 by a team of coders using dedeiatoding with ana
priori coding frame (Miles and Huberman 1994). The in&w guides,
background literature and hypotheses were use@welap the coding frame.

All members of the coding team were trained to emsa common
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understanding of the codes. The coding frame wkdepi and revised with
extra codes before application to the full datagétroughout the coding
process, the coders periodically cross-checked etingr’'s coding to maintain
consistency. Results of the qualitative analysisewesed for triangulation and
to expand the interpretation of the quantitativeuhs (Collins, Onwuegbuzie,
and Sutton 2006). As such, codes pertaining tovdr@bles included in the
quantitative analysis were selected for furtherlymis in this paper. The

broader results of the qualitative analysis willgudblished elsewhere.

Table 3.3: Semi-structured interviews sample

Scheme Member Non-member
households households
Soppante 27 10
Ndondol 18 13
WAW 28 12
Total 73 35
3.3 Results

The sample consists of 720 individuals across theeet case studies.

Descriptive statistics are presented in Table 3.4.
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Table 3.4: Descriptive statistics of study sampleral t-tests for significance

Soppante Ndondol WAW
Non Difference Non Difference Non Difference
member Member  (t-test) All member Member  (t-test) All member Member  (t-test) All
Household
characteristics
Expenditure quintile
(%)
Ex g1 (lowest) 28.2 14.5 13.7** 20.3 20.8 19.8 1.0 203 22.5 18.4 4.1 20.3
Ex g2 23.3 17.4 5.9 19.9 15.2 25.0 9.8 19.9 216 219 24 20.3
Ex g3 22.3 18.1 4.2 19.9 24.8 14.7 10.1* 19.0 20.7 18.4 2.3 195
Ex g4 14.6 23.9 9.3 19.9 19.2 20.7 15 19.9 207 219 15 19.9
Ex g5 (highest) 11.7 26.1 14.4** 19.9 20.0 19.8 0.2 199 14.4 24.8 10.4* 19.9
Asset quintile (%)
Ass g1 (lowest) 44.6 24.0 20.6** 32.2 38.2 24.3 913. 315 19.8 21.6 1.8 20.8
Ass g2 8.4 9.6 1.2 9.1 13.8 10.4 3.4 12.p 17.0 21.6 4.6 19.5
Ass g3 16.9 23.2 6.3 20.7 13.8 24.3 10.5* 189 38.7 24.8 13.9* 31.2
Ass g4 16.9 19.2 2.3 18.3 195 15.7 3.9 1716 19.8 562 5.8 22.9
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Soppante Ndondol WAW
Non Difference Non Difference Non Difference
member Member  (t-test) All member Member  (t-test) All member Member  (t-test) All
Ass g5 (highest) 13.3 24.0 10.7 19.7 14.6 25.2 *10.6 19.7 4.7 6.4 1.7 5.6
Member of
associations other thar
CBHI (%)
0 14.1 4.4 9.7** 8.5 8.9 5.2 3.7 7.1 21.8 5.7 161* 13.3
One or more 85.9 95.6 9.7** 91.5
1.0 234 18.1 5.3 20.8 26.4 20.3 6.0 23.
2.0 25.8 19.0 6.8 22.5 17.3 30.1 12.8* 24.
3.0 12.1 27.6 15.5** 19.6 21.8 22.0 0.1 21.9
>3 29.8 30.2 -0.3 30.0 12.7 22.0 9.2 17.
Individual
characteristics
Age years (%)
<36 11.8 26.9 15.1** 20.3 19.7 20.2 0.5 19.9 23.6 23.8 0.1 23.7
36 -45 235 26.9 3.3 25.4 26.2 25.4 0.8 258 32.7 33.6 0.9 33.2

I
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Soppante Ndondol WAW
Non Difference Non Difference Non Difference
member Member  (t-test) All member Member  (t-test) All member Member  (t-test) All
46 - 55 225 24.6 2.1 23.7 22.1 26.3 4.2 24 245 27.0 25 25.9
56 - 65 20.6 9.7 10.9* 14.4 18.9 14.9 3.9 16. 145 115 3.1 12.9
>65 21.6 11.9 9.6* 16.1 13.1 13.2 0.0 13. 4.5 41 04 4.3
Gender (%)
Male 61.8 60.1 1.6 60.8 64.8 45.6 19.1** 55.% 20.7 22.1 1.4 215
Education (%)
None 52.0 39.9 12.1 45.0 76.2 69.3 6.9 72 55.0 2.05 2.9 53.4
Literate 24.5 31.9 7.4 28.8 10.7 11.4 0.7 110 11.7 8.1 3.6 9.8
Primary 17.6 13.8 3.9 15.4 12.3 14.0 1.7 13. 19.8 21.1 13 20.5
Secondary or higher 5.9 14.5 8.6 10. 0.8 5.3 4.4* 3.0 13.5 18.7 5.2 16.2
[l health (%)
Handicapped 4.9 7.2 2.3 6.3 1.6 2.6 1.0 2.1 1.8 1.6 0.2 1.7
Chronic illness 18.6 20.3 1.7 19.6 17.2 15.8 14 516 324 20.5 11.9 26.2
Recent illness 12.7 18.1 54 15.9 9.0 8.8 0.2 89 .2 7 107 3.4 9.0
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Soppante Ndondol WAW
Non Difference Non Difference Non Difference
member Member  (t-test) All member Member  (t-test) All member Member  (t-test) All
Self-assessed health
(%)
Very good or good 65.7 73.7 8.0 70.3 76.0 80.2 4.2 78.0 40.5 42.3 1.7 41.5
Fair 28.4 18.2 10.2 22.6 20.7 16.2 4.4 18.5 450 740 4.4 42.7
Bad or very bad 5.9 8.0 2.1 7.1 3.3 3.6 0.3 3.4 414. 17.1 2.7 15.8
Religion (%) 0.0
Muslim 94.2 92.7 1.5 93.3 94.3 85.3 o* 90.( 98.2 0.00 1.8 99.2
Ethnicity 0.0
Wolof 72.8 73.7 0.9 73.3 7.2 11.2 4.0 9.1 55.0 58.7 3.8 57.0
Privileged
relationships
Privileged relationships 91.3 95.7 4.4 93.8 89.7 96.2 6.5 92.7 87.0 89.4 2.5 88.3
Sources of informatior
From
friends/relatives/neighb
ours only 9.7 2.9 6.8* 5.8 12.0 12.9 0.9 12.4 9.0 .08 1.0 8.5
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Soppante Ndondol WAW
Non Difference Non Difference Non Difference
member Member  (t-test) All member Member  (t-test) All member Member  (t-test) All
Likelihood of
community
cooperation
Not at all likely or very
unlikely 11.9 4.4 7.5*% 7.6 12.0 8.7 3.3 104 239 53 8.5 19.3
Likely 19.8 22.6 2.8 21.4 41.6 40.0 1.6 40.8 394 1.14 1.7 40.3
Highly likely 68.3 73.0 4.7 71.0 46.4 51.3 4.9 48.8 36.7 43.5 6.9 40.3
Borrowed money in
last 12 months
None 60.4 42.2 18.2** 50.0 47.6 34.5 13.1* 41.8 460  40.0 20.4* 49.6
From friends/relatives
only 26.7 28.9 2.2 28.0 32.3 24.1 8.1 28.3 9.0 12.8 3.8 11.0
From friends/relatives
and/or other sources 12.9 28.9 16.0** 22. 20.2 441, 21.2%* 30.4 30.6 47.2 16.6** 39.4
Trust
Principal component 1 5.8 -4.4 10.2 0.0 -18.5 20.0 -38.5 0.0 -24.3 21.7 -46.0 0.0
Principal component 2 -16.7 12.5 -29.2 0.0 0.7 -0.8 15 0.0 -1.2 11 -2.3 0.0
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Soppante Ndondol WAW
Non Difference Non Difference Non Difference
member Member  (t-test) All member Member  (t-test) All member Member  (t-test) All
Principal component 3 -6.0 4.5 -10.5 0.0 3.8 41 97 0.0 15.3 -13.7 29.0* 0.0
Control over
community decisions
affecting daily life
None 24.5 17.4 7.1 20.4 24.0 13.9 10.1* 19.2 33.6 18.5 15.1** 25.6
Very few decisions 24.5 24.6 0.1 24.6 27.2 28.7 15 279 25.5 21.0 4.5 23.1
Some decisions 13.7 15.2 1.5 14.6 8.8 14.8 6.0 11.714.5 194 4.8 17.1
Most decisions 255 21.7 3.8 23.3 28.8 28.7 0.1 828. 18.2 26.6 8.4 22.6
All decisions 11.8 21.0 9.2 17.1 11.2 13.9 2.7 12/5 8.2 14.5 6.3 115
Voted in last local
elections
Voted 77.8 75.4 2.4 76.4 64.2 73.0 8.8 68.5 72.3 79.2 6.9 75.9
Total number of
respondents 103 138 241 125 116 241 112 126 238

Notes: *P<0.10; **P<0.05; **P<0.01



In terms of bridging social capital, across thee¢hcase studies over 85 per cent of
households contained at least one individual whe wamember of at least one
association other than CBHI (Table 3.4). Househatdsolled in CBHI were
significantly more likely to be members of othes@sations compared to non-CBHI
households, controlling for age and gender only d#al, Table 3.5). In Ndondol
and WAW, CBHI households were more likely to be rbems of several other
associations, suggesting these were not only adswts that were de facto linked to
CBHI. The results are strongest and most consigtewtAW where membership of
other associations rather than the socio-econonaidables was statistically
significant (Model 2, Table 3.6).
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Table 3.5: Determinants of enrolment in CBHI (logisic regression results), Model 1

Odds ratios

S N W S N W S N W S N W
Age years (base: <36)
36 - 45 0.48* 1.04 0.92 0.42* 0.96 0.17  0.45* 1.09 1.03 0.46* 1.06 0.92
46 - 55 0.42* 1.34 1.11 0.41* 1.18 1.2 0.40** 1.37 1.07 0.39** 1.39 11
56 - 65 0.20*** 0.9 0.85 0.17%** 0.82 0.52 0.19*** 0.99 0.8 0.16*** 1.03 0.84
>65 0.22%** 1.37 0.69 0.20%** 1.54 0.74 0.21** 13 1.08 | 0.19** 1.4 0.85
Gender (base: female)
Male 1.47 0.50** 1.14 1.58 0.40*** 1.04 1.36 043 1.12 1.45 0.43*** 1.04
Member of associations
other than CBHI (base:
none)
1 or more 3.66**
1 1.22 2.84**
2 1.15 6.89***
3 3.36* 3.79**
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Odds ratios

N

w

w S

>3

Privileged relationships
(base: none)

Privileged relationships

Sources of information
(base: from

friends/relatives/neighbours
and/or other sources)

From
friends/relatives/neighbours
only

Likelihood of community
cooperation (base:

not at all likely or very
unlikely)

Likely
Highly likely

1.46

6.13%**

3.22%

4.16**

1.17

0.35*

0.92

0.83

3.17*
2.64*

1.42
1.87

1.65

1.85
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Odds ratios

S

N

w

S

N

w

S

N

w

S

N

w

c-statistic

0.66

0.66

0.66

0.67

0.66

0.

57

0.67

0.61 0.56

0.67

0.63

0.57

Age years (base: <36)
36 - 45

46 - 55

56 - 65

>65

Gender (base: female)

Male

Borrowed money in last 12
months (base: none)

From friends/relatives only
From
and/or other sources

Trust
Principal component 1
Principal component 2

Principal component 3

Control over community
decisions affecting daily
life (base: none)

friends/relatives

D

Very few decisions

0.40**
0.37**
0.17%**
0.22%**

1.57

1.53

3.90%**

1.14
1.44
0.98
1.73

0.36***

1.3

3.66***

0.98
1.02
0.72
0.75

1.24

2.33F

2.41%+

0.47*
0.44~*
0.19%**
0.21%**

1.35

0.98
1.15

1.17

1.19

1.54
1.07
1.61

0.42***

1.07
1.06

0.98

1.0
1.0

0.65

0.71

1.1%

0.74

*%*

8
3

D

0.44*

0.37**
0.16%**
0.17***

1.38

1.68

0.98 1.12

3.2
0.91
1%

0.40* 0.99

2.17*

1.14
0.87
1.01

0.38**
0.33**
0.13***
0.18***

1.54

1.44

1
1.26
0.86
1.21

0.41***

1.15

1
1.13
0.78
0.86
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Odds ratios

S N W S N W S N W S N W
Some decisions 1.44 3.01**  2.39p*
Most decisions 1.59 2.29%*  2.62%*
All decisions 2.44* 3.71*  3.29*4
Voted in last local elections
(base: no)
Voted 0.76 1.71* 1.34
c-statistic 0.69 0.70 0.63 0.66 0.63 0.60 0.67 0.65 0.62 0.66 0.65 0.56

Notes: *P<0.10; **P<0.05; **P<0.01.
Dependent variable: individual enrolment in CBHégy= 1; no = 0).
S = Soppante, N = Ndondol, W = WAW
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Table 3.6: Determinants of enrolment in CBHI (logisic regression results), Model 2

Independent variables Odds ratios

S N w S N w S N W S N w
Age years (base: <36)
36 - 45 0.53 1.59 0.85 0.42 1.55 0.64 0.46 181 90p 0.58 1.76 0.9
46 - 55 0.21*** 1.6 1.24 | 0.19** 153 1.28| 0.19*** 1.95 117 | 0.18*** 1,93 1.17
56 - 65 0.17**  0.84 1.02 | 0.14**  0.96 0.55| 0.14** 1.05 0.99 | 0.15%*  1.12 1.02
>65 0.21** 1.96 0.59 | 0.15***  2.53 0.55| 0.18*** 253 1.03 0.19** 2.36 0.68
Gender (base: female)
Male 143 0.26®* 1.33 1.71  0.23%*  1.22 147 0.2 1.26 1.39 0.24» 123
Education (base: none)
Literate 1.53 0.68 0.55 1.24 0.74 0.54 1.26 081 6 0] 1.34 0.81 0.58
Primary 0.47 0.84 0.91 0.41 0.9 0.74 0.42* 1.13 50.9 0.47 1.13 0.86
Secondary or higher 1.09 2.26 1.29 0.47 4.11 1831 .021 6.07 1.15 1.25 5.27 1.09
Expenditure quintile (base:
lowest)
g2 1.9 1.83 1.14 1.69 1.36 0.89 1.9 1.58 1.03 2.06 1.62 1.17
g3 1.77 0.36* 1.04 2.01 0.31** 0.88 1.6 0.33** 1.1% 15 0.34** 1.17
g4 3.86** 0.88 0.98 3.77** 0.7 141 4.06** 0.78 91| 3.73* 0.75 1.28
g5 (highest) 4.17* 0.83 1.91 5.32** 0.9 1.87 4.068* 0.87 2.61** | 4.04* 0.86 2.75**
Asset quintile (base: lowest
g2 2.43 0.73 0.91 2.47 0.77 0.85 2.24 0.93 1.02 219 09 0.99
g3 3.56*** 3.68***  0.40* | 5.22%* 3.54%*  (041* | 3.28* 3.91*** (0.49* |3.87** 3.47*** 0.45*
g4 1.88 1.27 1.09 2.49* 1.7 1.57 1.95 1.27 1.15 22 1.17 1.21
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Independent variables Odds ratios

S N w S N w S N w S N wW
g5 (highest) 2.61*  3.42* 0.57 3.34%  2.74** 1.36| .e2* 3.37* 0.93 3.30**  2.91** 0.92
Il health
Handicapped (base: no) 1.64 2.2 0.39 1.81 2.33 0/452.13 2.62 0.71 2.14 2.41 0.64
Chronic illness (base: no) 0.55 0.72 0.59 0.54 0.73 0.73 0.64 0.73 0.71 0.72 0.77 0.6
Recent illness (base: no) 1.68 1.3 2.6 2.75* 1.05 572 1.77 1.33 2.01 1.71 1.23 2.24
SAH (base: very good or
good)
Fair 0.67 0.9 1.07 0.54 0.7 1.09 0.6 0.78 0.97 0.64 0.84 1.07
Bad or very bad 2.08 2.64 1.3 1.27 2.52 0.98 1.89 632 1.02 2.15 2.78 15
Ethnicity and religion
Muslim (base: yes) 0.34  0.11%** 0.32  0.15*** 2D 0.15%** 0.35  0.14%**
Wolof (base: yes) 0.72 1.01 1.31 0.63 1.06 1.6 0.84 0.96 1.46 0.6 1 1.47
Member of associations
other than CBHI (base:
none)
1 or more 3.04
1 0.78 3.33**
2 0.87  9.05**
3 2.78 3.56**
>3 1.07  6.37**
Privileged relationships
(base: none)
Privileged relationships 1.41 5.68** 0.96

\".>J
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Independent variables

Odds ratios

S N w S N w S N W S N wW
Sources of information
(base: from
friends/relatives/neighbours
and/or other sources)
From
friends/relatives/neighbours
only 0.51 1.7 0.8
Likelihood of community
cooperation (base: not at all
likely or very unlikely)
Likely 1.49 1.57 2.23*
Highly likely 3.66* 1.81 2.09%
Likelihood-ratio test statistic 33.3 40.66 16.60 .3 32.35 19.85 34.54 40.7 16.17 33.6 25.94 25
P value 0.02 0.00 0.48 0.01 0.02 0.28 0.01 0.00 105 0.01 0.26 0.28
c-statistic 0.76 0.78 0.73 0.79 0.77 0.70 0.76 0.76 0.66 0.77 0.70 0.70
Age years (base: <36)
36 -45 0.36* 1.65 0.95 0.52 1.92 1.12 0.43 1.82 131., 042 1.76 0.97
46 - 55 0.16**  1.72 1.09 | 0.19** 222 1.22| 0.14** 1.69 1.15 | 0.16**  1.95 1.23
56 - 65 0.11**  0.99 0.79 | 0.14***  1.26 0.86| 0.12*** (.95 1.02 | 0.10***  1.09 0.92
>65 0.17** 2.53 0.63 0.18** 2.69 0.72| 0.12=* 229 0.81 0.18** 2.32 0.74
Gender (base: female)
Male 1.89 0.22***  1.43 141  0.24**  1.49 1.74 023 11 154 0.21*** 1.35
Education (base: none)

14
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Independent variables

Odds ratios

S N wW S N W S N W S N wW
Literate 1.18 0.71 0.53 1.35 1 0.42 1.13 0.7 0.56 .221 0.86 0.6
Primary 0.34* 0.96 0.86 0.44 1.13 0.95 0.42 1.03 830.] 0.43 1.14 0.92
Secondary or higher 0.82 4,11 1.14 1.34 6.49 1.07 880 7.82* 0.82 0.73 5.66 1.1
Expenditure quintile (base:
lowest)
g2 1.47 1.46 1.06 2 1.61 0.85 2.2 1.3 0.89 1.6 1.430.98
g3 1.66 0.29** 1.08 1.7 0.32** 1.14 1.63 0.28** 12| 151 0.31** 1.13
g4 4.00** 0.64 11 4.48***  0.81 1.18 4.22%* 0.71 ar. 4.48** 0.74 1.15
g5 (highest) 3.67** 0.67 2.05| 5.64*** 0.89 2.26 a8*1 0.79 2.40* | 3.46** 0.81 2.34*
Asset quintile (base: lowest
g2 1.64 0.85 0.89 2.07 1.18 0.82 2.64 0.86 082 121 112 0.91
g3 2.95%  2.91** 0.49 2.98** 3.81***  0.49 | 3.75** 00*** 0.40** |3.61*** 3.76*** 0.46*
g4 1.75 0.95 1.18 2.01 1.21 1.33 1.94 1.58 114 522 111 1.07
g5 (highest) 2.81*  2.83* 0.95 2.08 2.93** 0.95 2% 3.99***  0.91 3.01**  3.12** 0.92
Il health
Handicapped (base: no) 2.2 2.59 0.88 1.77 2.4 0/682.35 4.44 0.71 2.21 2.32 0.7
Chronic illness (base: no) 0.51 0.83 0.78 0.78 0.81 0.64 0.73 0.67 0.65 0.68 0.79 0.6]
Recent illness (base: no) 1.95 0.99 1.8 2.3 1.18 132 1.71 1.44 1.62 1.98 1.25 2.0¢6
SAH (base: very good or
good)
Fair 0.53 0.8 0.98 0.46 0.81 0.83 0.52 0.77 0.97 530. 0.83 0.99
Bad or very bad 2.31 2.34 1.26 1.35 2.66 1.01 1.754.11 1.15 1.68 1.75 1.2
Ethnicity and religion
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Independent variables

Odds ratios

N

w

S

N

w S N

S

N W

Muslim (base: yes)

Wolof (base: yes)
Borrowed money in last 12
months (base: none)

From friends/relatives only
From friends/relatives and/o
other sources

Trust

Principal component 1
Principal component 2
Principal component 3
Control over community
decisions affecting daily life
(base: none)

Very few decisions

Some decisions

Most decisions

All decisions

Voted in last local elections
(base: no)

Voted

0.26
0.86

1.17

427+

0.19%**
1.24

15

2.82**

1.57

2.02

2.33*

0.3
0.78

1.01

1.21

0.17***
0.94

1.09
1.05
1.03

G2 0.13%*

15 306 1.16

*

1.13
0.91
0.78

0.78

0.67

1.03
2.02

3.55**
5.24%**
2.21

3.26*
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Independent variables

Odds ratios

S

N

w

w

S

N

w S N W

c-statistic

0.78

0.77

0.69

0.77

0.76

0.6

0.78

0.78 0.69 0.76 0.77 0.67

Notes: *P<0.10; **P<0.05; **P<0.01.

Dependent variable: individual enrolment in CBHégy= 1; no = 0).

S = Soppante, N = Ndondol, W = WAW



Views on what CBHI and other associations haveoimmon may help understand
these results. In all three case studies membetsisst both types of organisation

aim to improve community development through saltglaand democracy:

“what | see as similarities is primarily... soamabbilization with the
same objectives... solidarity among members... in audio
democracy.... All (CBHI) members are treated in thens way, they are
on an equal footing... In the other associatiotisere is also
democracy”. (WAW member household)

In terms of bonding social capital, across thedloase studies, over 80 per cent of
respondents had privileged relationships. In Sofgpand Ndondol, members were
three or more times as likely to have privilegetatrenships as compared to non-
members in Model 1 and for Ndondol the relationgkipmained significant in Model
2. The qualitative results suggest that kinship mdleged relations were a medium
for instrumental financial support, both in geneaatl specifically in the context of

CBHlI, as illustrated by the practice of members#img their extended kin:

“We have a second CBHI policy which is held by noygmger brother
and on that policy we enrolled my other brothdusjrtchildren and my
homonyms (namesakes)” (Soppante member household)

Similarly, several non-members said they had nooled in CBHI because they

could not afford to pay the premium for their exted kin.

A minority of respondents (around 8 to 12 per ceeported receiving information
on community matters or politics from relativesiefids and neighbours only.
Members were less likely to report this than th@-nembers, although this was
(weakly) statistically significant only in one castidy. The qualitative interviews
help to explain why diversified access to inforroatiwas a determinant of
enrolment, as all types of interviewees complaitied information about the CBHI

schemes was scarce.

In Soppante and WAW, members were more than twedias likely to perceive
their community to have solidarity (measured by bedief that everyone would

cooperate to solve a common problem) than non-mesvdye this was statistically
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significant in Model 2. Solidarity in CBHI was se&y members to derive from
contributing to CBHI even when healthy, therebypwaihg risk pooling to take place:

“If you enrol and pay premiums (into the CBHI scl&nmyou benefit, but
you also help others.” (Soppante member household)

Between 50 and 60 per cent of respondents hadveedranoney in the last 12

months. CBHI members were at least twice as likellyave borrowed money from a
source other than, or in addition to, family, riefes, or friends, as compared to non-
members. This result was strongly significant inddb?2 for all three cases. The
qualitative interviews reveal that associationsenvan important source of financial

credit.

The results of the principal component analysitheftrust variables were in general
not statistically significant. Similarly, in the glitative research, a lack of trust in

CBHI managers was not cited as a reason for noolraent.

Around a fifth of all respondents reported havigtcol over no decisions made in
the community or by their neighbours which affecteeir daily life. CBHI members
were more than two times as likely to report havammtrol over such decisions
compared to non-members. The correlation was stafiy significant for all three
cases in Model 1 and remained significant for Narashd WAW in Model 2. The
types of people who were thought to have influemegr community decisions were

those with cultural, human and social capital:

“Traditional leaders, retired teachers and leadérgomen’s associations
are among the people who influence important dexssin our
community” (WAW, member household)

More than 60 per cent of respondents reported gatinthe last local elections.
There was a weakly statistically significant difece between members (more likely
to vote) and non-members in Ndondol in Model 1.rAsntioned, the qualitative
results suggest that members believed CBHI sch&aes managed in a democratic

manner, perhaps helping to explain why voting wasetated with enrolment.
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The other independent variables generally supperfindings of previous studies on
CBHI. In all three cases, members were likely tdbb#er educated, but the results
were not statistically significant. In Soppante anvW, CBHI households had
significantly higher levels of expenditure than raember households. In Ndondol,
CBHI member households were wealthier. In Soppamtmbers reported worse
health for every indicator, possibly indicating atse selection, although this was
not statistically significant. In terms of the othedependent variables, in some cases
there were significant differences in age (Sopparsted gender and religion
(Ndondol) across members and non-members. Theraliites in gender, religion
and ethnicity can mostly be explained by specifiaracteristics of the three schemes
(Table 3.1).

The likelihood-ratio tests (Table 3.6) suggest Matlel 2 had a better fit than Model
1 in Soppante and Ndondol. However, this was noctse for WAW. For Soppante
and Ndondol, the c-statistics were all betweenahé 0.7 in Model 1 and between
0.75 and 0.8 in Model 2. For WAW, the c statistiesre between 0.55 and 0.7 in
Model 1 and between 0.65 and 0.8 in Model 2. THuggests all the regressions
(except for four in Model 1 in WAW) pass the goosimef fit test (Hosmer and

Lemeshow 2000).

3.4 Discussion

The social capital variables provide an insightoinpreviously unexplored
determinants of CBHI enrolment by explicitly digiinshing between bonding and
bridging social capital and exploring social powéferentials. The result that ceteris
paribus members of CBHI were more likely to alsaviembers of other associations
supports the hypothesis that members of CBHI hagkeehn bridging social capital.
This echoes previous studies on CBHI (Jutting 2088) the wider development
literature which finds that an existing social netkw is a precondition of
participation in community organizations (Weinbergsd Jutting 2001). The c-
statistics and likelihood-ratio test results, whatlggest that Model 1 is the stronger
model in the case of WAW, underline the primacybafiging social capital as a
determinant of urban CBHI. The data suggest thaural contexts (Soppante and
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Ndondol) members of CBHI are also more likely tmam-members to have bonding
social capital, as measured by having privilegemiadoelationships.

The “negative” effect of havingnly bonding social capital is indicated by the
consistent finding that members were more likelgnthnon-members to have
borrowed money from sources other than friendsraladives. Caution is needed in
interpreting these results for Ndondol and WAW, ceinthese schemes were
connected to a microcredit mechanism. Howeverrdhelt is strongest for Soppante
which was not connected to any source of financigdit. The result is also

supported by the aforementioned Viethamese studwetl 2003). The negative

effect of having only bonding social capital is alsdicated by the result that
members were more likely to receive informationmirsources other than friends,
relatives and neighbours (though statistically giggnt only for Soppante in Model

1).

Taken with the strong finding that CBHI members linagher levels of perceived
community-wide solidarity and the results on votargl perceived democratic nature
of CBHI, it seems that CBHI members had greateddinig social capital which they
had developed by broadening their social networ&sdemocratic social structures
which provided them with information, solidaritysk pooling, financial protection
and financial credit. Non-members, on the otherdha@eem to be characterised by
bonding social capital only, receiving financiaédit and information from a narrow
social network characterised by affective relatiops. Enrolment in CBHI could
therefore be interpreted as indicative of a tramsifrom what has been described by
Durkheim (1984) as “mechanical solidarity” (chagawdtic of traditional societies
and typically organized around Kkinship affiliatipndo “organic solidarity”
(characteristic of complex industrialised societ@sd based on integration of
specialized economic and political organization®)e result that the associational
dynamic and role of generalised trust were thengiet and the effect of privileged

relationships weakest in the urban context of WAWorts this interpretation.

The finding that bridging social capital is posgiy correlated with enrolment in
CBHI, while bonding social capital alone is nottersibly suggests that CBHI
schemes should build on existing bridging socigbited to increase population
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coverage, for example by enrolling households thincassociations. However, given
Bourdieu’s theory that interlinked forms of capigae a source of social power, it is
likely that the current exclusion of less powerfudlividuals from CBHI (indicated
by the result that CBHI members are more likelyhh&we influence over community
decisions) would be exacerbated by such enrolnmeategies. A complementary, or
alternative, strategy could be subsidies for CBHngums which target not only
poorer households but also those with low bridgsogial capital and low social
power. However, research from West Africa (Ported d.yon 2006) finds that
channelling external development funds through gsoand associations (such as
CBHI) often fails to include the poorest and mosinerable and incurs social costs
such as peer pressure and loss of trust, suggekahgverturning established social
hierarchies through CBHI subsidies could be difficto achieve in practice.
Therefore, echoing previous analyses of markentet health sector reforms
(Bennett, McPake, and Mills 1997) and consumer-fesncing (Ensor 2004), it is
likely that alternative or complementary public teecand/or supply-side financing
policies are needed. These may include direct adudeict tax-based funding (Mills
et al. 2012) and broader social protection policieegrated into government
systems of social welfare (Devereux and White 2010)

Limitations

The study has several limitations. Firstly, as gpl@atory study, the sample size is
small. Secondly, the “random route” methodology magan that differences
between members and non-members are either ovarnder-estimated. Thirdly,
because different forms of capital may be fungiBeurdieu 1986), it is possible
that some of the variables included in the studysuee factors other than social
capital. It is also possible that the social cdpitaiables are picking up the effect of
other omitted variables. Another limitation is tldae to the cross-sectional and non-
experimental study design, it is difficult to dbwie the direction of causality.
However, it is likely that the social capital vdiies are a determinant of membership
and not vice versa, since social structures suctass®ciations and privileged
relations are antecedent to CBHI schemes which established relatively recently

(Niang 2000). Furthermore, the policy implicatiaisnot depend on the direction of
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the relationship between social capital and CBHioknent. Finally, more case
studies would be needed to increase generalizabilit

3.5 Conclusions

Several indicators relating to social capital seenbe strongly, consistently and
positively associated with CBHI enrolment. The duatve results are strengthened
by the qualitative interviews. These results hawkcp relevance, given that CBHI is

at the heart of Senegal’s strategy for universalecage. One implication is that
CBHI should build on bridging social capital, foxaenple by increasing enrolment
through existing associations. However, this stpateay be unadvisable from an
equity perspective. A second implication is thdissdies for premiums should target
not only indigent households but also those with byidging social capital and low

social power, in order to overcome social barriersenrolment. However, such

reforms are likely to require overturning estaldidisocial hierarchies and may be
difficult to implement through CBHI. Alternative aromplementary public sector
financing policies are needed. The study also detnates that despite controversy
about the concept (Fine 2001), by drawing on Bawdisocial capital can be

defined, measured and used to identify strategoesirhproved developmental

outcomes.
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Chapter 4 Why do people drop out of community-based health
insurance? Findings from an exploratory household
survey in Senegaf

Abstract

Although a high level of drop-out from communitysea health insurance (CBHI) is
frequently reported, it has rarely been analysedepth. This study explores whether
never having actively participated in CBHI is a etatinant of drop-out. A
conceptual framework of passive and active commgupdrticipation in CBHI is
developed to inform quantitative data analysisldwerk comprising a household
survey was conducted in Senegal in 2009. Levelcb¥e participation among 382
members and ex-members of CBHI across three cadg sthemes are compared
using logistic regression. Results suggest thatmtrothing for a range of
socioeconomic variables, the more active the mddpadicipation in the CBHI
scheme, the stronger the statistically signifigamsitive correlation with remaining
enrolled. Training is the most highly correlatémlowed by voting, participating in
a general assembly, awareness raising / informadisgemination and informal
discussions / spontaneously helping. Possible nmedrary outcomes of active
participation such as perceived trustworthinesstleg scheme management /
president; accountability and being informed of hsisms of controlling
abuse/fraud are also significantly positively ctated with remaining in the scheme.
Perception of poor quality of health services isniified as the most important
determinant of drop-out. Financial factors do ne¢m to determine drop-out. The
results suggest that schemes may be able to retiapeout and increase quality of
care by creating more opportunities for more acpiggicipation. Caution is needed
though, since if CBHI schemes uncritically fund gomdmote participation activities,
individuals who are already more empowered or wineady have higher levels of
social capital may be more likely to access theseurces, thereby indirectly further

increasing social inequalities in health coverage.

19 A version of this chapter was publishedSiocial Science and Mediciilladovsky 2014)
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4.1 Introduction

Community-based health insurance (CBHI) aims twidefinancial protection from
the cost of seeking health care through voluntargp@yment by community
members; typically it is not-for-profit and commtynowned and controlled (Hsiao
2001, Atim 1998). The Senegalese government elect2d12 views CBHI as a key
mechanism for achieving universal coverage (Minestde la Santé 2012), a policy
initiated by the previous government (Ministere ldeSanté 2004). Senegal has
witnessed a rapid increase in the number of CBHEes®s, reaching around 139
between 1997 and 2004 (Hygea 2004). Yet as in noest and middle-income
countries (LMIC), overall population coverage rensalow, with 4% or less of the
Senegalese population enrolled in CBHI (Soors e2@10). Another problem for
CBHI schemes is retaining enrolees; it is estim#ted in Senegal in 2004, 47% of
people who had ever enrolled in CBHI had ceasethpaiie premium and therefore
lost access to the benefits of CBHI (Hygea 2004)order to explore why people
drop-out of CBHI schemes, this paper develops acemomal framework of
community participation in CBHI and draws on datdlected in a household survey
on the relationship between CBHI membership, aatm@munity participation and

social capital.

Background
Drop-out from CBHI

While drop-out from CBHI is frequently reported asproblem it has rarely been
analysed in depth (De Allegri et al. 2009). Two eptions come from West Africa.
One is a gquantitative study of a CBHI scheme inkBwar Faso which had been
operational for three years and had a drop-out 0&t80.9 to 45.7% (Dong et al.
2009). The study focuses entirely on demographtonemic and health-related
indicators and finds that female household headieased age, lower education,
fewer illness episodes, fewer children or elderyai household, poor health care
guality, less seeking care, higher household expeedand shorter distance to the
contracted health facility were correlated withreesed drop-out. The other paper is
a qualitative study from Guinea-Conakry (Criel amMhelkens 2003) where CBHI

population coverage fell from 8% of the target pgapan to about 6% in the

115



following year. The main reasons for non-enrolmeemd drop-out were poor quality
of care and reported inability to pay the premium.

Understanding of the concept of insurance, infoiomatflow, mistrust of

institutionalised associative movements, confiddndbe management of CBHI and
integration of CBHI with existing systems of mutuald were found not to be
underlying causes, possibly because CBHI promafessussed the scheme with
community members from the start (Criel and Waedk2003). However, as with the
Burkina Faso study, the Guinea-Conakry study waslgcted only two years after
the commencement of the scheme. This makes itdliffto assess the longer-term
determinants of drop-out and the sustainabilityhaf participatory dynamic of the

scheme.

Community participation in CBHI

Community participation, ownership and control aneme design and management
are in principle key defining features of CBHI (Bigi2001, Atim 1998, Soors et al.
2010). Smallness of CBHI schemes has been seendemndack in terms of risk
pooling, but an advantage in terms of community$oDavies and Carrin 2001). As
CBHI was rolled out in LMIC, policymakers and resseers hoped that the
community-oriented approach would promote a seingdortant benefits: trust in
CBHI management, solidarity and acceptance of esabsidisation, the flow of
information, the quality of health services; andlueed fraud, moral hazard and
adverse selection (Pauly 2004, Pauly et al. 20064id3 and Carrin 2001, Hsiao
2001, Zweifel 2004). Implicit in this view was the@ea that CBHI would benefit
from existing social capital (Mladovsky and Mosse®l2008), defined as “the
information, trust and norms of reciprocity inhgrinn one’s social network”
(Woolcock 1998, p. 153). It was hypothesised thatdcommunity-oriented dynamic
would in turn promote high levels of enrolment iBKI. However, this hypothesis
has hardly been studied and the various possiblBesmof community participation
in CBHI have never been rigorously conceptualisedhie form of an overarching

theoretical framework.

116



In contrast, community participation has been esitety conceptualised and

analysed in the broader literature on health (Ritk§86, Morgan 2001, Zakus and
Lysack 1998, Rifkin 2009). Rifkin (1986), points tbree main approaches to
community participation in health programmes: maljichealth services; and

community development. The latter approach defpedicipation as “community

members being actively involved in decisions allmw to improve [health]”, where

health is seen as a “human condition which is alres social, economic and

political development” (Rifkin 1986, p. 241). Kegdtors are “people's perceptions
of health and their motivation to change healtretas well as the importance of
communities “learning how to decide the ways in ahhichange can best be
achieved” (Rifkin 1986, p. 241). This approach sgdm best match the goals of
CBHI as described by policymakers and researchetssathe definition adopted in

this study. Rifkin further distinguishes betweerffedent modes of community

participation. The most passive mode is particigatn benefits of the programme:
in CBHI this accords with becoming a member of seheme by paying the

premium. More active modes in ascending order nfeaand depth of participation
are: activities, management, monitoring and evalgatand planning (Table 4.1)

(Rifkin 1986).

It is not clear whether low CBHI enrolment in suh@ran Africa could be linked to
a lack of active participation, as there is ligddence on this topic. The few studies
on community participation in CBHI present contcdry results. Two qualitative
studies (Ridde et al. 2010, De Allegri, Sanon, &adierborn 2006) compare the
views of members of CBHI to non-members and firat #ithough levels of active
community participation in CBHI were generally lopgople did not point to this as
a reason for not enrolling. In contrast, two othjeslitative studies (Basaza, Criel,
and Van der Stuyft 2007, Atim 1999) compare schemaghich the level of active
community participation was high with schemes watv active participation and
suggest that higher active participation may be oh¢he factors accounting for
higher levels of enrolment. A further qualitatitedy (Schneider 2005) suggests that
active participation may have positively influencedrolment by building trust,
transparency, solidarity and honesty.
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Objectives of the study

This study brings together the two aforementionedes-explored themes in CBHI:
drop-out and active community participation. It is/pothesised that active
participation in CBHI and its potential intermediabenefits, such as trust,
information and solidarity are negatively correthteith drop-out. This hypothesis is
explored by comparing levels of active participatiamong members and ex-

members of three CBHI schemes in Senegal.

To provide a conceptual framework to guide the ymisl examples of active
community participation in CBHI identified in thédrature on sub-Saharan Africa
(De Allegri, Sanon, and Sauerborn 2006, Atim 1988saza, Criel, and Van der
Stuyft 2007, Criel et al. 2005, Criel and Waelk@083, Ridde et al. 2010, Schneider
2005, Waelkens and Criel 2007) are categorised rdicp to Rifkin's (1986)
framework (Table 4.1).
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Table 4.1: Mode, definition and examples of commuty participation in CBHI in
Sub-Saharan Africa

Mode of participation (in
ascending order ranging
from passive to active)

Definition

Examples of active
community participation
in CBHI in Sub-Saharan
Africa

evaluating

members are involved in
measuring objectives and i
monitoring activities, but
not involved in developing
programme objectives

1. Benefits Passive: community Enrolment / paying the
members are recipients of | premium
services

2. Activities Active: community Disseminating
members contribute to information, attending
health programmes but do | meetings and general
not participate in the choice assemblies, voting in
of what activities are to be | elections, receiving
undertaken or how they wil| training
be carried out

3. Management Active: those involved in | Managing the day-to-day
activities have some operation of the scheme
managerial responsibilities] (e.g. enrolling members,
They make decisions about collecting premiums,
how these activities are to | managing finances,
be run, but do not decide | holding meetings and
which activities are general assemblies)
undertaken

4. Monitoring and Active: community Collecting information,

N

reporting and reviewing

Planning

Active: community
members (usually key
individuals such as leaders
and teachers) decide what
programmes they wish to
undertake and ask health
staff, agencies and/or
government to provide the
expertise and/or resources
enable the activities to be
pursued

tproviders, hiring and

Identifying the need for
the scheme; deciding on
the scheme design and
objectives (e.g. benefits
package, premium price,
mode of collection, target
population); leading the
scheme (e.g. contracting

training staff, setting the
agenda for general
assemblies, attracting
funding, research and
technical assistance);
coordinating CBHI on a
regional level; developing
CBHI policy.

Source: Adapted from (Rifkin 1986) and literatureammmunity participation in CBHI in
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4.2 Methods
Case study selection

Fieldwork was conducted in Senegal from March togéat 2009. Case study

selection criteria were the following:

(a) The CBHI schemes had enrolled a greater thanage number of households
(the average was 329 (Hygea, 2004)). Enrolment ene§al is typically on a
household basis. A representative of the housebaldls in the CBHI scheme
("adhérent" in French) and purchases a membersingpban which a certain number
(typically up to 12) household members may be teggsl. The premium is paid
monthly (per household member). In this paper, Setwlds" refers to the number of

membership cards purchased.

(b) The schemes had been established for a miniofeght years.

(c) The schemes had a relatively high drop-out catepared to the national average
(47% in 2004 (Hygea, 2004)). The rationale for stihgg schemes with high drop-out
was to focus on contexts where there was potentiadl most to gain from a policy

intervention.

(d) The CBHI schemes had achieved a basic measstecess (criteria (a) and (b));
this was in order to control for the possibilityathdrop-out was mainly due to
fundamental supply-side failures ending in the suaspn of the scheme.

In order to obtain a range of contextual factorddigonal considerations were:
region and geographic zone; economic sector ofaityet population; and the type of

contracted health facility (primary care or hospita

On basis of local documentation and informationvgled by Senegalese CBHI
experts, three CBHI schemes which met these @iteere selected (Table 4.2).
Ethical approval for the research was obtained fitben Senegalese Ministry of
Health.
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CBHI schemes in Senegal (including those seleaethe study) typically aimed to

promote community participation through a model d#mocratic governance
promoted by the International Labour OrganizatidbO( 2000). A President,

Treasurer, Secretary and Board of Directors aretede by scheme members.
Schemes are expected to organise training sessiansal general assemblies and
regular meetings through which members of the sehanmd the local community
can participate in implementation and decision-mgkand hold scheme staff

accountable.

Table 4.2: Characteristics of the CBHI schemes ingtled in the study

Name of | Year of scheme | Tier of Region | Geographic| Characteristics
scheme commencement| services zone of the

contracted population

by the targeted by the

scheme scheme
Soppante | 1997 Health Thies Rural, peri-| Formal and

post urban and | informal sectors

(public urban

sector)

Hospital

(private

and public

sectors)
Ndondol | 2001 Health Diourbel| Rural Informal

post and agricultural

health hut sector

(public

sector)

Maternal

and child

health

centre

(private

sector)
Wer Ak 2000 Health Dakar Peri-urban Predominantly
Werle post informal sector,
(WAW) Health Iggilri petty

centre

Pharmacy

(all public

sector)
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Sampling design

Lists of members (households that were up-to-daie premium payments) and ex-
members (households that had not paid the monti@gipm — see details below)
were obtained for each CBHI scheme and used aslisgnfpames. Each scheme
was sampled separately and members and ex-memlages sampled separately
using disproportionate stratified random samplifigh(e 4.3), in order to ensure the
inclusion of sufficient numbers of current membirghe study. The analysis was

conducted on merged data from all three schemes.

The household questionnaire was administered tonéimed member / ex-member

(i.e. the “adhérent”) in each household.

Table 4.3: Household survey sample design

Scheme Total Scheme | Number of | Number of | Total number
number of | drop-out | members | ex-members| of members
ever- rate selected selected and ex-
WL (% of total | (% of total rg:nn:bkeards
(members + members) ex- P
ex- members)
members)
1. 985 (166 + 83% 70 (42%) 91 (11%) 161
Soppante 819)
2. 463 (136 + 71% 58 (42%) 98 (30%) 156
Ndondol 327)
3. Werak| 678 (281 + 58% 85 (30%) 85 (21%) 170
Werle 397)
(WAW)
Totals 2,126 (5834 72% 213 (36%) 274 (17%) 487
1,543)

Questionnaire design

A questionnaire was developed with six componergscioeconomic and
demographic characteristics; a household rostesnauic characteristics; social
capital; membership of CBHI; and health and utiima of health services (the
questionnaire for the WAW case study is provided\ppendix 2). The full list of

variables included in the study is presented ind 4b4.
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Table 4.4: Variables included in the study

Variable

Description

Dependent variable

Member

1 = current member of the scheme. 0 = ex{eerfr.e. dropped out)

Independent variables

Demographic and socioeconomic characteristics

Age quintiles 1 = age quintile, otherwise 0. Agel is the lowaeshtje (baseline)
Gender

Male 1 =male, 0 = female

Education

None 1 = no education, otherwise 0 (baseline)

Literate 1 = highest educational attainment igditg, otherwise 0

Primary 1 = highest educational attainment is pringlucation, otherwise 0

Secondary or
higher

1 = highest educational attainment is secondargaen or higher,
otherwise 0

Household
expenditure
quintile (%)

1 = expenditure quintile, otherwise 0. Ex gl isltheest quintile
(baseline)

Household asset
quintile (%)

1 = asset quintile, otherwise 0. Ass g1 is the kiwintile (baseline)

Ethnicity and relig

on

Wolof

1 = wolof, otherwise 0

Muslim

1 = muslim, otherwise 0

HH size tertile

1 = HH size tertile, otherwise 0. HH sizel is tbeést tertile (baseline)

Health and health service access

Health of HH

Disability

1 = one or more members of the househealsla disability, otherwise Q

Chronic illness

1 = one or more members of the household has aichlimess,
otherwise 0

Recent illness

1 = one or more members of the household hadraesd| accident or
injury in the last 15 days, otherwise O

Health care access is advantage of scheme membepshi

Advantage

1 = when asked "what are / were the advantageshehse membership
for your household?" selected "health care acce#is&rwise 0
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Variable

Description

Quality of health service providers contracted by tie scheme

No providers
satisfactory

1 = when asked "are / were you satisifed withgqhality of the health
service providers contracted by the scheme" selea@' for all
providers, otherwise 0 (baseline)

Some providers
satisfactory

1 ="yes" for some but not all providers, otherwise

All providers
satisfactory

1 ="yes" for all providers, otherwise 0

Household use of traditional medicine

Traditional
medicine

1 = at least one member of the household useditmaal medicine in
the last month, otherwise 0

Nearest health care provider

<= 2km

1 = nearest health care provider is located 2kfass from the

household, otherwise 0

Social capital

Privileged social relationships

Yes

1 = has a “privileged social relationship” withl@ast one other person
otherwise 0

Household membership of community associations othéhan the CBHI scheme

0 associations

1 = nobody in the household is a member of a conitynassociation,
otherwise 0 (baseline)

1-5 associations

1 = household is member of 1dommunity associations, otherwise

>6 associations

1 = household is member of more than 6 communggaations,
otherwise 0

Active participation in the scheme

Informal
participation

1 = has ever participated in informal discussidmsua/ spontaneously
helped the scheme, otherwise 0

Raising
awareness /
information

1 = has ever participated in raising awarenesssédninating
information about the scheme, otherwise 0

General assembl

y 1= has ever participated indherse's general assembly, otherwise

Voting

1 = has ever elected a leader of the schetherwise 0

Training

1 = has ever received training under ttieeme, otherwise 0

Intermediary outcomes of active participation

Source of information on existence of the scheme
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Variable

Description

Friend or family

1 = learnt of CBHI scheme from a friend or familgmber, 0 = learnt
of CBHI scheme from a health service provider, CBtdfff, CBHI
members, a community association, community leadedia, or other
source

Mechanisms of controlling abuse/fraud by scheme dfdmembers/health providers

Informed

1 = when asked "do/did you know of mechanisms otrotling
abuse/fraud by people in the scheme?" selected fyeat least one of
the following categories: staff; other members;lthearoviders. 0 =

selected "no" for all categories

Believes can influence scheme operation

Influence

1 = when asked "do/did you think you are able flménce the
functioning of the scheme?" selected "yes". 0 2'"no

Trustworthiness of scheme staff / leaders

Satisfied

1 = when asked "what aspects of the scheme aresa@séactory?"
selected "scheme leader is/was trustworthy" arigidreme staff
are/were trustworthy", otherwise 0

Vision on values / solidarity

Shared vision
with other
members

1 = when asked "what do you think you have in comnvih the other
members of the scheme?" selected "same visionlaes/asolidarity”.
0 = neighbours, village, family, relatives, religimender, age group,
ethnicity, language, caste, level of educationupation, political
affiliation, economic status, nothing, membersmdther association, o
other

Solidarity is adval

ntage of scheme membership

Advantage

1 = when asked "what are / were the advantageshehse membership
for your household?" selected "solidarity", othessvD

Types of cross-subsidisation that should occur irhe scheme

Principal
component 1

Respondents were asked whether they agreed withiéhwents about
solidarity in the scheme, providing answers orkertiscale, with 1
representing "strongly disagree" (lowest levelafdarity) and 5
representing "strongly agree" (highest level ofdswity)

Principal
component 2

As above

Scheme should accept diverse members

Principal
component 3

Respondents were presented with the statementltstimuscheme
accept people from diverse..." and were asked aheubllowing
categories: neighbourhood or village, family oaties, religion,
gender, age group, ethnicity or language, castesagibn, profession,
political affiliation, economic status. They progiianswers on a likert
scale, with 1 representing "strongly disagree" @sinevel of solidarity)

and 5 representing "strongly agree" (highest le¥sblidarity)
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Variable Description

Some people excluded from the scheme

1 = when asked "do you think some members of thenwanity are

Yes excluded from the scheme" replied "yes". 0 = "no"

Scheme President/Secretary/Manager/other staff

1 = when asked "do/did you know the people who wotke scheme"
Knows selected "yes" for at least one of the followintegaries: President;
Secretary; Manager; other staff. 0 = selected fapall categories

Knows other members of the scheme

None 1 = knows no other members of the schemeywibe O (baseline)

Few 1 = knows few other members of the schemewite O

1 = knows half or nearly all the other membershef$cheme, otherwis
0

D

Half or nearly all

Has characteristics in common with other scheme mdoers

1 = when asked "what do you think you have in comnvih the other
members of the scheme?" selected "nothing". 0 ghtweiurs, village,
family, relatives, religion, gender, age group néthy, language, caste,
level of education, occupation, political affiliati, economic status,
same vision on values / solidarity, members of la@oassociation, or
other

None

Other CBHI variables

Scheme of which household is / was a member

Schemel 1 = scheme 1 (Soppante), otherwise O (fioe)sel
Scheme2 1 = scheme 2 (Ndondol), otherwise 0
Scheme3 1 = scheme 3 (WAW), otherwise 0

Scheme operation

1 = when asked "how well do / did you feel the CBdheme
functions?" selected "excellently or satisfactdrily = replied "average,
badly or very badly"

Excellent or
satisfactory

Source of money for paying the premium

1 = source of money for paying the premium is gatsiregular income
Salary generated by the household. 0 = sale of harveshgs one-off sale of
goods, remittances, other

Premium price accessibility

1 = when asked "what aspects of the scheme aresag@séactory?"

Satisfied selected "premium price is accessible", otherwise 0

Note: all variables are individual level unless tiousehold (HH) level is specified
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Model

A logit model was used to analyse the probabilftgrpping out of CBHI. Several
regressions were run. The first was a restrictgoession which contained a basic set
of socioeconomic variables. In each subsequenessgm, an extra independent
variable or set of variables was analysed sepsratel order to test various
hypotheses regarding the determinants of drop-@dt. models include all

observations from all three schemes and were estiimesing STATA 10.0.

Dependent variable

The dependent variable was CBHI membership statesnper = 1, ex-member = 0).
The design of the dependent variable was not s$itfaigvard. Two sources of
information were available for defining memberssigtus. The first was information
provided by the scheme administration which wagl ueecreate the sampling frame
for the study. However, some of the households k@t not paid the monthly
premium may not have considered themselves to Hemgped-out of the scheme
and may have intended to pay the outstanding paygmand a penalty charge
(mandated by the schemes’ rules) in order to re-geambership. The second source
of information on membership status was self-reggbiithe respondent was asked
whether they were a current member or an ex-mentberlatter being defined as
having decided to permanently drop out of the s@&)erthis information was
collected in the questionnaire. The latter souree §elf-reported status) is used in

the analysis.

Independent variables
Variables in the restricted regression

The variables included in the restricted regressioe described in Table 4.4
(sections a and f). Scheme dummies were includead¢ount for the fixed effect of
which scheme the members/ex-members (had) belalgddemographic variables
control for differences in age and gender. Socinenuc variables control for the
possibility that wealthier and more educated pecgle more likely to remain
enrolled. An expenditure variable was based on rtedomonthly household

expenditure on 14 different categories and adju§teaviding a weight of 1 for the
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first adult, 0.7 for other adults and 0.5 for eattid) (OECD , Forster 1994). To
proxy household wealth, an asset index was coristfuzy performing a principal

component analysis using household possessionoalsgidiowe et al. 2009).

Variables measuring active participation

Five variables measure modes of active participaitocCBHI (Table 4.4, section d).
Four of these are formal modes, measuring partioipan: raising awareness of /
disseminating information on the scheme; a gerams¢mbly; electing leaders of the
scheme; and training. The fifth variable measurdgsrinal active participation:
having ever had informal discussions about angdontneously helped the scheme.
All five variables can be categorised as “actigtian Table 4.1.

Another set of variables measures the potenti@rnmédiary outcomes of active
participation (Table 4.4, section e): informatidovmf, measured using two variables
(being informed of mechanisms of controlling abfrsed by scheme
stafffmembers/health providers; and source of maiion on the existence of the
scheme); accountability (perceptions of influenogeeroscheme operation; trust
(perceptions of trustworthiness of scheme managemepresident); solidarity,
measured using three variables (perception of dhamkies / solidarity; belief that
solidarity is advantage of CBHI; and opinions abonaiss-subsidisation); perceptions
of inclusiveness of the scheme measured by twoabkws (opinions about the
diversity of members of the scheme; and percemifonhether people are excluded
from the scheme); interpersonal relationships wittlie scheme, measured using
three variables (knowing the scheme President/S&agflanager/other staff;
knowing other members of the scheme; and percepmifohaving something in

common with other scheme members).

Other independent variables

The remaining independent variables test compétypptheses (Table 4.4, sections
a to c and f). Two variables measure religion atihieity respectively, to account

for the possibility that drop-out was related t@isecultural factors. The household
size variable measures whether larger householgsheanee dropped out due to the

increased financial burden of premium paymentsid¥ées focusing on satisfaction
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with premium price and source of premium paymel#s measure whether drop-out
Is related to financial barriers. The health aedlth services variables account for
the possibility that adverse selection, geograplsimess to health service providers,
and reliance on traditional medicine explain drap-vom CBHI. The two social
capital variables measure the structure of peometsal networks, in order to test
the hypothesis that CBHI benefits from existing isbcapital (Mladovsky and
Mossialos 2008), discussed above. The first vagiabkasures having privileged
social relationships (with people who may or may aleo be members of the CBHI
scheme). In Senegal “privileged social relationshiguch as being a godfather or
godmother constitute emotional and affective ties ¢an also be a medium for
reciprocal instrumental support. The second socapital variable measures
membership of community associations other than ICBHaving privileged
relations and membership of other community assiocs are assumed to be
antecedent to membership CBHI, since CBHI was &shedal relatively recently in
Senegal compared to these other social structilites.“satisfaction with scheme
functioning” variable measures whether negativeeeepmces of CBHI functioning

(such as premium collection) affect drop-out.

4.3 Results

The total sample size is 382 households, correspgrid a response rate of 78%.
The sample contains 227 members and 155 ex-mer(@@dsouseholds defined as
ex-members by the scheme’s administration defihedhselves as members in the
questionnaire, while 14 households defined by tkhese administration as

members defined themselves as ex-members).

The results of the logistic regression (Tables #.54.7) indicate that although
members of the CBHI schemes were wealthier andhiglter expenditure levels
than ex-members the difference was not statisyicadjnificant. Satisfaction with the
accessibility of premium price was quite low in gample, at 38.68% (see Table 4.8
for descriptive statistics) but the odds ratio thus variable was not significant. The
odds ratios for the demographic, education, ettynand religion variables were also
not significant.
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Table 4.5: Odds ratios for insurance drop out, partl

Scheme

Scheme?2: Ndondol
Scheme3: WAW

Demographic characteristics

Age2

Age3

Age4

Age5 (highest)
Male
Education
Literate
Primary

Secondary or higher
Household expenditure quintile

Ex g2
Ex g3
Ex g4
Ex g5 (highest)

Household asset quintile

Ass g2
Ass g3
Ass g4
Ass (5 (highest)

Ethnicity and religion

0.42%**
0.68

0.67

0.96
0.51*
0.31***

0.81

0.88
1.12
0.94

0.93

0.68

0.59
1.34

0.93
11

1.49
1.62

0.53*
0.69

0.67
0.98
0.56
0.32%**
0.79

0.87
1.16
1.02

0.91

0.63

0.56
1.29

0.95

1.12

1.49
1.74

0.40***
0.67

0.67
0.95
0.53*
0.31***
0.78

0.93
1.07
0.92

0.98

0.67

0.57
131

0.93

1.11

1.52
1.69

0.41%**
0.65

0.68
0.97
0.53*
0.32%**
0.82

0.86
11
0.89

0.9
0.67
0.54

1.19

0.93

1.09

151
1.72

0.47
0.68

0.64
0.98
0.51*
0.31**
0.76

0.72
11
0.95

1.11

0.73

0.71
1.75

0.88

0.98

1.45
1.39

0.39%**
0.62

0.67
0.98
0.54
0.29***
0.86

0.78
1.06

0.88

0.91

0.67
0.6
1.24

0.86

0.92
1.3
1.49

1.16 0.42**
0.99 6 0.6
0.44* 0.66
1.03 0.96

0.26*** 052

0.38* 0.31%**
1.48 0.78
1.09 0.86
1 1.11

.64 0 0.93
1.24 0.99
0.65 0.68
0.63 0.6

277 1.38
1.01 0.95
0.9 1.09
1.28 15

*2.55 1.62

0.41***
0.56

0.67
1.0
0.56
0.34***
0.8

9 0.
1.02
0.91

1.04

0.8
0.7%
1.64

1.09
1.34
1.35
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Scheme

Wolof 1.57

Muslim 0.82

HH size tertile

HH size2 0.93

HH size3 (highest) 0.79

Health of HH

Disability 1.74*
Chronic illness 1.01

Recent iliness 2.00**
Health care access is advantage
of scheme membership

Advantage 3.05%**
Quiality of health service providers
contracted by the scheme

Some providers satisfactory 5.54%**

All providers satisfactory 13.92***
Household use of traditional medicine in last month

Traditional medicine 1.21

Nearest health care provider
<= 2km 2.25**

Notes: *P<0.10; **P<0.05; **P<0.01.

Dependent variable: membership of CBHI (member = 1; ex-member = 0)
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Table 4.6: Odds ratios for insurance drop out, par2

Scheme

Scheme2: Ndondol 0.26%**
Scheme3: WAW 0.57
Demographic characteristics

Age2 0.82
Age3 11
Aged 0.41**
Age5 (highest) 0.28***
Male 0.82
Education

Literate 0.8
Primary 0.77
Secondary or higher 1.04
Household expenditure quintile

Ex g2 1.03
Ex g3 0.57
Ex g4 0.41*
Ex g5 (highest) 1.13
Household asset quintile

Ass g2 0.94
Ass g3 1.24
Ass g4 2
Ass g5 (highest) 15

Privileged social relationships

0.41***
0.68

0.76
0.98
0.50*
0.31***
0.82

0.83
1.18
0.83

0.66
0.64
1.38

1.02

1.03

1.33
1.52

0.38** 0.23**0.42** 0.42** 0.45** 0.44** 0.41*** 0.40** 0.53
0.48* 0.41** 0.59 0.64 0.690.73 0.67 0.6 0.52
0.51* 0.1 0.72 0.69 0.66 0.68 0.710.66 0.87
1.04 1.08 0.9 0.87 0.88 0.95 1 1.09 1
0.48* 0.39** 0.48* 0.42** 0.45* 0.50* 0.51* 0.48* 0.83
0.29%** 0.25*** 0.31*** 0.34*** 0.31*** 0.33** 0.30*** 0.31*** 0.42*
0.82 0.8 0.74 0.74 0.84 0.8 0.8 0.670.64
0.7 0.55 0.76 0.84 0.82 0.91 0.810.78 1.05
1.43 1.17 1.15 1.12 1.09 1.19 91.01.16 0.87
0.75 0.78 0.71 0.72.730 0.92 0.77 0.65 0.81
0.91 0.79 1.11 1.02 1.04 0.91 095 60.81.33
0.72 0.58 0.79 0.74 0.78 0.7 0.76 .6 0 0.97
0.69 0.58 0.76 0.61 0.61 0.58 0.620.55 1.06
141 1.06 1.90 1.47 1.511.37 1.35 1.26 1.96
1.26 141 1.04 0.99 0.95 0.97 0.8®.98 1.11
1.11 0.83 1 1.03 1.15 1.15 0.96 131. 1.01
1.37 1.2 1.29 1.32 1.34 151 131 314149
1.46 1.47 1.6 1.6 16 916 1.6 1.66 1.48
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Scheme

Yes 19

Household membership of community associations

1-5 associations 2.22

>6 associations 7.84%**

Active participation in the scheme

Informal discussions/spontaneously helped (fredusaimetimes/rarely) 2.04**

Raising awareness / information 2.08**

General assembly 2.45%**

Voting 2.96%**

Training 3.00%**

Source of information on existence of the scheme

Friend or family 1.70*

Mechanisms of controlling abuse/fraud by scheme dfémembers/health providers

Informed 2.04**

Believe can influence scheme operation

Influence 2.32%**
Trustworthiness of scheme staff / leaders

Satisfied 4.01%**

Notes: *P<0.10; **P<0.05; **P<0.01.
Dependent variable: membership of CBHI (member exdmember = 0)
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Table 4.7: Odds ratios for insurance drop out, part3

Scheme

Scheme2: Ndondol 0.48**  0.40***
Scheme3: WAW 0.65 0.7
Demographic charactersitcs

Age2 0.69 0.69
Age3 1.01 0.99
Aged 0.50* 0.53*
Age5 (highest) 0.37**  0.30***
Male 0.75 0.81
Education

Literate 0.75 0.86
Primary 1.39 1.12
Secondary or higher 0.88 0.92
Household expenditure quintile

Ex g2 1.01 0.89
Ex g3 0.67 0.63
Ex g4 0.54 0.55
Ex g5 (highest) 1.47 1.22
Household asset quintile

Ass g2 0.99 0.91
Ass g3 0.93 1.1
Ass g4 1.29 1.49
Ass (5 (highest) 1.48 1.62

Vision on values / solidarity

0.41***
0.65

0.64
0.9
0.48*
0.31***
0.81

0.86
1.06
0.88

0.9
0.64
0.56

1.27

0.94

1.06

1.48
1.58

0.39%**
0.57

0.66
1.01
0.54*
0.36***
0.8

0.86
1.19
0.9

0.97

0.66
0.6
1.47

0.87
11

1.43
1.65

O.m_***
0.67

0.72
0.98
0.53*
0.30**
0.78

0.95
1.12
0.95

1.01

0.71

0.61
1.37

0.88
1.06
1.33

15

0.45** 0.35*** 0.50** 0.48** 0.41** 0.46*
0.58 0.50* 80.6 0.51* 0.6 0.6

0.76 0.65 0.71 059 .730 0.87
1.18 0.92 1.05 095 051. 1.07
0.54 0.51* 0.51* 0.55 0.53* 0.69

0.34*** 0.34*** 0.37** 0.35* 0.38**  0.44*
0.71 0.64 0.77 0.71 780. 0.68
0.71 0.73 0.76 870. 0.83 0.98
1.23 1.02 136 510 1.26 0.87
0.76 570. 0.85 0.97 0.86 0.9§

1.03 0.89 1 1.22 0.861.23

0.8 0.66 0.64 082 650 0.76

0.86 0.69 0.53 089 570 0.79
1.72 1.51 1.43 2 1.34 1.54

1 0.94 0.94 116 970. 1.35

0.99 1 0.97 1.14 1.11.19

1.3 1.21 13 182 641 147
1.58 1.66 1.55 1.87 1.88 1.67
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Scheme

Shared vision with other members 1.05
Solidarity is advantage of scheme membership
Advantage 1.4

Types of cross-subsidisation that should occur irhe scheme
Principal component 1 1.12*
Principal component 2 1.1
Scheme should accept diverse members

Principal component 3

Some people excluded from the scheme

Yes

Scheme President/Secretary/Manager/other staff

Knows

Knows other members of the scheme

Few

Half or nearly all

Has characteristics in common with other scheme mepers
None

Scheme operation

Excellent or satisfactory

Source of money for paying the premium

Salary / revenue

Premium price accessibility

Satisfied

1.06

1.03

3.53***

2.05
7.68***

0.38*

2.80%**

1.27

1.4

Notes: *P<0.10; **P<0.05; ***P<0.01.
Dependent variable: membership of CBHI (member extmember = 0)



Table 4.8: Descriptive statistics of study sample

Ex

Members  members All
Variable (%%) (%) (%)
a. Demographic and socioeconomic characteristics
Age quintile
Agel (lowest) 27.52 17.53 23.34
Age2 23.39 18.83 21.51
Age3 22.94 18.18 20.917
Aged 14.68 20.78 17.2(
Age5 (highest) 11.47 24.68 16.94
Gender
Male 39.64 50.00 43.84
Education (%)
None 49.78 58.44 53.32
Literate 17.94 16.88 17.51
Primary 17.94 13.64 16.14
Secondary or higher 14.35 11.04 13
Household expenditure quintile (%)
Ex gl (lowest) 17.70 22.58 19.64
Ex g2 15.49 14.84 15.27
Ex g3 18.14 22.58 19.95
Ex g4 20.80 25.16 22.5]
Ex g5 (highest) 27.88 14.84 22.51
Household asset quintile (%)
Ass gl (lowest) 16.51 18.12 17.17
Ass g2 15.60 22.15 18.26
Ass g3 20.64 26.85 23.1¢6
Ass g4 19.27 15.44 17.71
Ass g5 (highest) 27.98 17.45 23.71
Ethnicity and religion
Wolof 55.95 38.96 49.0¢4
Muslim 92.95 92.21 92.65

00

)

D
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Ex

Members  members All
Variable (%*) (%*) (%*)
HH size tertile
HH sizel (lowest) 34.96 28.39 32.2¢§
HH size2 29.65 31.61 30.45
HH size3 (highest) 35.40 40.00 37.27
b. Health and health service access
[l health of HH
Disability 18.50 16.13 17.54
Chronic illness 45.37 40.91 43.57
Recent illness 39.21 24.52 33.2%
Health care access is advantage of scheme membepshi
Advantage 93.83 84.52 90.0%
Quality of health service providers contracted byhe scheme
No providers satisfactory 4.52 21.59 9.76
Some providers satisfactory 19.10 27.27 21.60
All providers satisfactory 76.38 51.14 68.64
Household use of traditional medicine in last month
Traditional medicine 54.63 51.30 53.28
Nearest health care provider
<= 2km 86.30 71.43 80.16
c. Saocial capital
Privileged social relations
Yes 95.31 90.91 93.52
Household membership of community associations
0 associations 3.52 9.09 5.77
1-5 associations 83.26 86.36 84.51
>6 associations 13.33 4.55 9.71
d. Active participation in the scheme
Informal discussions/spontaneously helped
(frequently/sometimes/rarely) 64.12 47.50 57|24
Raising awareness / information 61.88 46.61 55.40
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Members  members All
Variable (%*) (%*) (%*)
General assembly 48.85 32.24 42.0(
Voting 26.76 14.00 21.49
Training 20.28 8.05 15.24
e. Intermediary outcomes of active participation
Source of information on existence of the scheme
Friend or family 22.83 13.07 18.82
Mechanisms of controlling abuse/fraud by scheme dfémembers/health providers
Informed 30.67 21.29 26.84
Believe can influence scheme operation
Influence 46.85 28.77 39.67
Trustworthiness of scheme staff / leaders
Satisfied 68.21 36.96 58.19
Vision on values / solidarity
Shared vision with other members 43.44 43.18 43.34
Solidarity is advantage of scheme membership
Advantage 35.68 31.61 34.03
Types of cross-subsidisation that should occur irhe scheme
Principal component 1 0.29 -0.18 0.90
Principal component 2 0.08 0.01 0.g0
Scheme should accept diverse members
Principal component 3 0.17 0.04 0.90
Some people excluded from the scheme
Yes 9.82 11.04 10.32
Scheme President/Secretary/Manager/other staff
Knows 82.06 59.87 73.07
Knows other members of the scheme
None 5.29 14.84 9.16
Few 54.63 67.10 59.69
Half or nearly all 40.09 18.06 31.1%
Has characteristics in common with other scheme melers
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Ex
Members  members All
Variable (%*) (%*) (%*)

None 3.62 7.58 5.10
f. Other CBHI variables

Scheme

Schemel: Soppante 40.53 29.68 36.13
Scheme2: Ndondol 23.79 41.29 30.89
Scheme3: WAW 35.68 29.03 32.98

Scheme operation
Excellent or satisfactory 79.82 60.14 7213
Source of money for paying the premium
Salary / revenue 78.32 65.97 73.51
Premium price accessibility
Satisfied 40.51 34.78 38.6¢
Totals 227 155 382

The correlation between the health and health serwiariables and scheme
membership was more pronounced. Member househ@dstwice as likely to have
had an illness, accident or injury, and nearly énés likely to have a disability, than
ex-member households, pointing to adverse seleciioay were more than twice as
likely to be situated closer to a health servicevjater. They were three times more
likely to report that health care access is an athge of membership and had a
much higher probability of reporting that the qtiabf health service providers was
satisfactory. All these variables have significanlds ratios, with quality of care
being the strongest in the study. Three quartennahbers felt that the quality of
care of all the providers contracted by the schem® satisfactory, compared to half

of ex-members.

Rates of active participation ranged between 8%48% for ex-members and 20%
and 65% for members. Members were statisticatipiBcantly twice as likely or
more to: have had informal discussions about arneMer spontaneously helped the

scheme; patrticipated in raising awareness andfommation dissemination; voted in
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scheme elections; attended a general assemblyrem®ived training. The latter
variable had the highest odds ratio.

Source of information on existence of the schems significantly correlated with
scheme status, with members being more likely #gsamembers to have heard of

the scheme from a family member or friend comp#oeghother source.

All the odds ratios for the following variables nseang perceptions or knowledge
of scheme management were greater than two andicig, with members being
more likely than ex-members to: rate the operatbrihe scheme as excellent or
satisfactory; be satisfied with the trustworthinegsscheme management and/or
president; think they could influence scheme opamate informed of mechanisms
of controlling abuse and/or fraud by scheme stafmbers and/or health providers;
and know the scheme President, Secretary, Managktoraanother staff member.
The biggest difference was in the trust variabldiilev nearly 70% of scheme
members reported that the scheme managers or $eackre trustworthy, only

around one third of ex-members did so.

Less than half of the sample reported that theyeslaavision on values and/or
solidarity with other members of the scheme, anty @me third believed that

solidarity is advantage of CBHI membership. Thesodatios for these two variables
were not statistically significant. Principal conrmemt 1 was statistically significant,
with members being more likely to have more soliggathan ex-members. The
highest scores (0.45 - 0.40) in the PCA (principamponent analysis) were for
agreement with the following three statements (oteo of their scores): members of
the scheme should sponsor families who are very;poembers should support
families who are very poor by increasing the amoointheir contribution; and

families who are very poor should be members ofsitteeme without paying. The
next highest scores (0.35 - 0.31) were for: thesshshould merge with other CBHI
schemes in the region; families who do not haventeans to contribute must be
supported by the government; it is acceptable ttmatbeneficiaries of the scheme
who become ill benefit more from the services o gtheme. The lowest score
(0.29) was for: it is acceptable for someone to theyCBHI premium even though
s/he has not yet benefited from the services affesethe scheme. Only around 10%
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of the sample reported believing that some peopdeeacluded from the scheme;
there was almost no difference between memberseamndembers. Members were
nearly seven times more likely to know half or heall the other members of the
scheme than ex-members. Furthermore, they wereliledg than ex-members to

report having nothing in common with the other menrstof the scheme.

The results suggest that members may have highelslef social capital than ex-
members, as ceteris paribus their households weadyneight times more likely to

belong to six or more community associations othen CBHI than ex-members.

The scheme 2 dummy variable is significant in almak of the regressions.
However, this is an artefact of the sampling pracedthe proportion of ex-members
sampled in scheme 2 is much higher than in therdthe schemes) and does not
reflect the real level of drop-out which is lowarscheme 2 than in scheme 1 (Table
4.2).

4.4 Discussion

All five variables measuring active community pagation are negatively correlated
with drop-out. Interestingly, the more active theda of participation, the stronger
was the correlation. As discussed, researchergalicymakers have hypothesised
that information, accountability, trust and solitharwould increase enrolment in
CBHI. The results to some extent support this vésaperceived trustworthiness of
scheme management / president; accountability anthbnformed of mechanisms
of controlling abuse/fraud are all correlated wigmaining in the scheme. The result
that members were more likely than non-membersetr about the CBHI scheme
from a family member or friend also seems to supita hypothesis that high levels
of trust promote population coverage, presuming thmily and friends were the
most trusted source of information. However soligatoes not, on the whole, seem
to affect drop-out.

These results suggest that schemes may be aldduoer drop-out by creating more
opportunities for more active participation. Caatis needed, however, in attributing
the direction of causality; it is possible that pleonever actively participated in the
CBHI schemes because they had dropped out of tiess rather than vice versa.
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The significance of the results for the possibleenmediary outcomes of active
participation such as trust, information and accalility suggest this is not the case.
It would make little sense, for example, that aspardid not trust the scheme leaders
when they were a member of the scheme, becausehtiydropped out of the

scheme.

Arguably, the two variables which conceptually liak the active participation

variables are knowing the scheme leaders/staflkand/ing other scheme members.
It is possible that through active participatiorembers of CBHI developed personal
relationships with the scheme leaders, staff artd each other, thereby increasing
their access to information and trust in the schemd ultimately reducing the

likelihood of dropping out. As such, it could begaed that active community

participation in CBHI may increase levels of soaapital of CBHI members and

that this may in-turn reduce the likelihood of chay.

Quality of health services was identified as thesmmportant determinant of drop-
out, as in previous studies (Dong et al. 2009, |@me Waelkens 2003). It is possible
that the participatory dynamic in CBHI empoweredmbers to successfully demand
good quality care, as proposed in other literabmeCBHI (Michielsen et al. 2011,

Criel et al. 2005, Schneider 2005, Waelkens andlA07).

Overall, the results suggest that active commupisticipation does take place in
CBHI and that it may reduce drop out. This may leeduse active participation
increases (@) trust, information and accountabitityough increased social capital
and (b) quality of care through increased empowatntéowever, more research is
needed to explore these causal pathways. Whileighistensibly good news for
proponents of active community participation in AQBHalso raises concerns. The
majority of people who dropped out of CBHI did nake up opportunities to

actively participate, did not trust the schemefstafleaders, felt they were not able
to hold the CBHI scheme to account, did not knowynather members and did not
believe that CBHI promotes solidarity. Given thghidrop-out rates from CBHI

(Table 4.3), this suggests that active participabaly benefited a small minority of

people who enrolled in CBHI.
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It is not clear why ex-members of CBHI did not aety participate in CBHI when
they were members; further research would be neddednderstand this. One
possible explanation comes from the community pigdtiion literature which argues
that participatory development may obscure locavgrodifferences by uncritically
celebrating “the community” (Williams 2004). It &¥gued that projects promoting
community participation are often initiated by imational development agencies
which fail to take into account local power relasbips and instead accept
inequalities as social norms. Because of this,niériically applied, participatory
community programmes can inadvertently exacerbei@ddantage (Kothari 2001).
This critique may be relevant to CBHI which hasitgly been introduced with the
support of international development agencies (Gmel Van Dormael 1999). It is
possible that CBHI has been uncritically introdueedhe Senegalese context in a
manner which inadvertently prevents some less erapav social groups from
actively participating. While there do not seenb®inequalities in wealth between
members and ex-members, the results on sociaktdmieasured by membership of
other community associations) suggest that theng lmeaother social inequalities at
play. A possible explanation may be that if CBHhames have very limited funds to
support active community participation, only somenmbers of CBHI are likely to be
successful in accessing these resources. Thesédinals are likely to be those who
already have higher levels of social capital or vene already more empowered.
This interpretation is supported by Bourdieu’s tlye(Bourdieu 1986) that people
who already hold forms of capital (economic, sqcalltural and/or symbolic) are
strategically adept at accumulating and transfognitirfhe argued that these types of
capital are fungible). It also echoes the findio§gn extensive literature review of
studies on participatory development and decenatiin which finds that
participants in civic activities tend to be weadthimore educated, of higher social
status (by caste and ethnicity), male, and moreitigadly connected than
nonparticipants (Mansuri and Rao 2013). The autboggest the reason for this may
be that resource allocation processes of orgaaisathducing participation typically

reflect the preferences of elite groups.
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Limitations

The study has important limitations. Firstly, assian exploratory study, it covers a
small number of schemes and the sample size id.shina& study would merit from
being repeated on a larger scale. Furthermoresttiay is limited to schemes with
high levels of drop-out. Further comparative reslkeaanalysing schemes with low
levels of drop-out would be useful for drawing l&ss at the scheme level. Another
limitation is that due to the cross-sectional and-experimental study design, it is
difficult to attribute causality. It is also diffilt to attribute the direction of causality,
as already discussed. These issues could be aeldireath further qualitative
research investigating members’ and ex-memberstssief participation and drop-
out. Qualitative research could also have beerubgafinforming the content of the
guestionnaire. Indeed, because intended beneéisiatvere not involved in
developing the questionnaire, it is possible thisrea researchers' bias. Finally,
because of the sampling procedure, it is not plessibdetermine the rate of active

participation in the schemes.

4.5 Conclusions

This study contributes to the literature on CBHI byoviding a conceptual
framework of passive and active community partitgra which is relevant to
understanding drop out from CBHI. The results ssgdkat there may be many
potential benefits of active community participation CBHI. These include
increased trust, information flow and accountapilincreased population coverage
due to fewer households dropping out of CBHI, iasexl social capital of CBHI
members and increased empowerment of CBHI patiehnés accessing health care.
However, it is also possible that people with alse&igh levels of social capital
benefit more from the participatory dynamic, megnithat CBHI inadvertently
exacerbates inequalities in communities and intheaverage. One possible way of
addressing this would be to target participatotyva®s to members with less social
capital, although this is likely to be a challemgitask as it implies overturning
established social inequalities and hierarchiebis in turn suggests that alternative

or complementary financing policies are needediget vulnerable groups.
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Chapter 5 The impact of stakeholder values and power relatiosion
community-based health insurance coverage: qualitate
evidence from three Senegalese case studies

Abstract

Continued low rates of enrolment in community basealth insurance (CBHI)
suggest that in many countries strategies propftgestcaling up are unsuccessfully
implemented or inadequately address underlyingtditimns of CBHI. One reason
may be a lack of systematic incorporation of soarad political context into CBHI
policy. In this study, the hypothesis is proposhdt tvalues and power relations
inherent in social networks of CBHI stakeholders axplain levels of CBHI
coverage. To test this, three case studies comstjt8enegalese CBHI schemes were
selected using specific criteria and studied. Teapts of interviews with 64 CBHI
stakeholders were analysed using inductive codihg. five most important themes
pertaining to social values and power relationsewasluntarism, trust, solidarity,
political engagement and social movements. Analggighese themes raises a
number of policy and implementation challenges dapanding CBHI coverage,
several of which have previously been overlookerst ks the need for subsidies to
remunerate CBHI scheme staff while retaining theepital benefits of voluntarism
and avoiding pitfalls such as inadequacy of thargadnd lack of sustainability of the
source of funding. Second, there is also a neatevelop more sustainable internal
and external governance structures through CBHI M&® federations. Third is
reforming CBHI so that it becomes a coherent sdliglanechanism which both
provides financial protection and resonates witlsalovalues concerning four
dimensions of solidarity (health risk, vertical @guscale and source). Fourth is the
need for increased transparency in policy. Fiftlthis need for CBHI schemes to
increase their negotiating power vis-a-vis more @dw stakeholders who control
the resources needed for expanding CBHI coverageugh, for example,
engagement of CBHI scheme leaders in local palifederation of CBHI schemes

20 A version of this paper is currently under reviewthe peer-reviewed journalealth Policy and
Planning (“revise and resubmit” stage) as: Mladovsky, Piayd, P. Ndiaye A., and Criel., B. The
impact of stakeholder values and power relationscommunity-based health insurance coverage:

qualitative evidence from three Senegalese casi@stu
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with political NGOs; and a social movement dynarb&sed on shared values.
Systematically addressing all these challenges dvapresent a fundamental reform
of the current CBHI model promoted in Senegal anédfrica more widely. From a
theoretical perspective, the results suggest tigysg values and power relations
among stakeholders in multiple case studies isedubsomplement to traditional
health systems analysis.

5.1 Introduction

Community-based health insurance (CBHI) aims twidefinancial protection from
the cost of seeking health care through prepayrbgrdommunity members. It is
typically not-for-profit and aims to be communityvoed and controlled (Hsiao
2001). In most low and middle-income countries (Kl population coverage of
CBHI remains low (Soors et al. 2010). Health systéerature (Mills et al. 2012,
Ndiaye, Soors, and Criel 2007, Soors et al. 20d6ntifies inequitable population
coverage, adverse selection and inadequate suppigaith services and insurance
as the main obstacles to scaling up CBHI. Theaditee proposes the following
strategies to address these obstacles: publicrfignadi subsidise premiums for the
poor; promoting increased revenue collection frow@ thealthy and wealthy” so as
to enhance cross-subsidisation and risk poolinggraved CBHI management; and
improved purchasing to enhance quality of care. &6gitinued low rates of CBHI
enrolment suggest that proposed strategies fomgcap CBHI may not have been
successfully implemented or may inadequately addties limitations of CBHI. It
has been argued by Mladovsky and Mossialos (20G8)dne underlying reason for
this may be a lack of systematic incorporation @fial and political context into

CBHlI policy analysis.

CBHI schemes typically have relationships with omre more of the following
stakeholder institutions: health service provideggvernments, international
organizations, donors and NGOs. A further set sfitiational relationships may exist
among CBHI schemes through reinsurance (the tran$fiability from a primary
insurer to another insurer (Dror 2001)), federati@and umbrella organizations.
Finally, there are relationships between staff #mel population covered by the

scheme. In the CBHI literature these relationstaps typically analysed from a
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“health systems” perspective which traditionallgdses on financial, regulatory and
legal arrangements between the various stakeho(féosld Health Organization
2000). For example, relationships between CBHI sw® and health service
providers are analysed as a set of contractuakdaddions designed to promote
efficiency and quality of care through strategicghasing (Bennett 2004, Criel et al.
2004, ILO 2002), while relationships among CBHI esties are seen as a way of
increasing risk pooling (Davies and Carrin 200192001, Schneider et al. 2001)
or collectively contracting hospitals (Waelkens @reel 2007).

However, a few studies have employed sociologiaisgectives to analyse the
impact of stakeholder relationships on CBHI. Foaraple, an overview of CBHI in
India found that “nesting” CBHI schemes in broalbeal development programmes
gives schemes credibility, inspiring trust in tlaeget population (Devadasan et al.
2006). Other studies point to the potential empavesit of patients through
membership of CBHI schemes, which is thought taease choice, accountability
and negotiation and thereby improve quality of dMechielsen et al. 2011, Criel et
al. 2005). Drawing on such examples, a review ef@BHI literature conducted by
Mladovsky and Mossialos (2008) has analysed CBHbuhh the lens of social
capital theory (Woolcock 1998) to develop a congabptframework for
understanding why in most low-income countries CBehemes have not achieved
sustainable and significant levels of coverage.yTdrgue that unlike the traditional
health systems perspective based on a behaviouoalelmof rational utility
maximizinghomo economicysanalysing health systems through the lens ofasoci
capital theory permits the systematic incorporatbbsocial context into policy. This
echoes a wider call for the greater incorporatibisaxial science perspectives into
health policy and systems research (Gilson et@l1p Following Mladovsky and
Mossialos, in this study the hypothesis is propdbed studying values and power
relations inherent in the social netwdtkef CBHI stakeholders can explain the
limitations of CBHI as a mechanism for increasooyerage, in terms of enrolment

(population coverage) and the benefit package edfefthe scope of coverage)

2L As in the social capital literature, the term ‘sboetwork” is used here to encompass a broadfset
social relations at micro and macro-levels inclgdirintra-community ties; extra-community
networks; relations between community and instidl actors; and relations among actors within
institutions (Woolcock 1998).
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(World Health Organization 2010). Specifically, tfedlowing research question is
addressedcan local stakeholder values and power relationkp lexplain low levels

of CBHI coverage

Three Senegalese CBHI schemes are analysed. Senbkgalth system operates
according to the principle of cost recovery througler charges. Private expenditure
on health as a percentage of total health exparditu4l.7 and 78.5% of that is
spent directly out-of-pocket (World Health Organiaa 2013). In order to increase
financial protection from the risk of ill health, @olicy of exemptions from user
charges for certain vulnerable population groupg8 pnority services is in place
(MSAS 2007), but these initiatives are experiendifficulties with implementation
(Soors 2010). Additionally, since 1997 successigeegnments have viewed CBHI
as a key mechanism for achieving universal cove(diristére de la Santé 2004,
2012). Senegal has witnessed a rapid increaseeimdaimber of CBHI schemes
(termed ‘Mmutuelles de santé’in Francophone countries), reaching around 139
between 1997 and 2004 (Hygea 2004). However, ageein Senegal remains low,
with 4% or less of the population enrolled in CB{Hoors et al. 2010). There is
therefore an urgent need to better understandaireels to expanding CBHI.

5.2 Methods

A multiple case study design was used. Yin, (1984ues that “replication” across
multiple case studies can help the researcher iergkse the results of the study.
Replication occurs when multiple cases producelamnesults, or when there are
contrasting results across more than one case#&sons which are predicted by the
theory being tested. Three Senegalese regiono{dit) were selected for inclusion
in the study: Thies, Diourbel and Dakar. This eaduthe inclusion of a range of
geographic contexts and three regional federatdrGBHI in the study. The three
regions had a relatively high number of CBHI schenigable 5.1), meaning the
study focused on contexts where CBHI was at aivelgt advanced stage and a
diverse set of social networks between variouse$taklers had had the opportunity

to develop.
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Table 5.1: Number of CBHI schemes in Senegal by ram

Region CBHI schemes in 2003
Dakar 44
Thies 39

Kaolack 11

Diourbel 10

St Louis 9

Louga 8
Ziguinchor 8
Tambacounda 5

Fatick 4
Kolda 1
Sénégal total 139

Source: (Ministere de la Santé 2004)

Note: Figures include complementary voluntary pevaealth insurance companies and CBHI
schemes

In each of the three regions, one case study (C&Heme) was selected. Local
documentation and knowledge of local experts weeduo identify the three cases
according to a set of key criteria (Box 5.1). Alrde schemes had a high level of
drop-out. Drop-out from CBHI is not only a majorstéicle to increasing population
coverage in Senegal but also elsewhere in sub-&ahafrica (De Allegri et al.

2009). Soppante, Ndondol and Wer Ak Werle (WAW) avéhe three schemes

selected (Table 5.2).
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Box 5.1: Case study selection criteria

CBHI schemes which varied according to the follayvircontextua

characteristics were selected:

» Geographic zone

« The type of economic sector of the target poputatio

Further selection focused on the level of develapnaé CBHI schemes. Only

CBHI schemes which met the following core critex@re considered:

e« The CBHI schemes had enrolled a greater than aeenagnber of
households (the average number of households edraii a CBHI
scheme was 329 (Hygea 2004)) (this affected padpulatoverage). In
Senegal, enrolment in CBHI is typically on a houwséhbasis. A
representative of the household enrols in the CBidheme and
purchases a membership card on which a certain eugtypically up to
12) other household members may be registered.pidgmaium is ther
paid monthly.

 The schemes had a relatively high proportion of tmens who had
ceased paying the monthly premium and whose insargolicy had
therefore expired (the national average rate wé&s #v 2004 (Hygea
2004)) (this also affected population coverage)

o

* The CBHI schemes were currently operational andiesh establishe
for a minimum of eight years
* Variation in the tier of the health system conteacby the scheme (the

affected the scope of coverage, i.e. the benetitaze)

The rationale for selecting schemes with high dvapwas to focus on contexts
where there was potentially the most to gain fropolcy intervention. At the
same time, only schemes which had achieved a besasure of success

(relatively high enrolment and duration) were irtgd, in order to control for
the possibility that low coverage was mainly duéuttdamental supply-side

failures necessitating closure of the schemes.
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Table 5.2: Characteristics of the selected cases

Scheme characteristics

Context
Name of Number of Number of households Year of scheme | Tier of services| Region | Geographic [ Characteristics of the
CBHI households currently enrolled (and commencement | contracted by zone population targeted
scheme ever enrolled proportion of members the scheme by the scheme
whose policy had
expired)
Soppante 986 197 (80%) 1997 Health post| Thiés | Mostly rurall Formal and informal
Hospital sectors
Ndondol 464 135 (71%) 2001 Health post| Diourbel Rural
Health hut Informal agricultural
Maternal and sector
child health
centre
Wer Ak 678 278 (59%) 2000 Health post| Dakar Urban
Werle -
(WAW) Health centre Predominantly

Pharmacy

informal sector, female
petty traders
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Fieldwork was conducted from March to August 208&keholders were identified
using purposive snowball sampling, an approach ais¢éakeholders help identify
other stakeholders (Miles and Huberman 1994). i study, stakeholders were
defined as individuals who affected or could affdée CBHI scheme. Sample size
was determined by the data obtained and data tiolecontinued until saturation.
The interviews were conducted primarily by two bk tauthors and were of a
focused, open-ended type. A short topic guide wseduwhich focused on the
following themes: personal professional history,oiedge of the scheme,
relationship with the scheme, participation in ftkeme, perceptions of the scheme
and other stakeholders and relevance of the scheroeal health sector priorities.
The topic guide is provided in Appendix 4. Sixtydfanterviews were conducted in
total (Table 5.3). Each interview lasted one hauaverage.

The stakeholder interviews were conducted as phra droader study which
investigated the relationship between social chpitd CBHI coverage and included
a household survey, semi-structured interviewsfands groups with members and

non-members of the CBHI schemes.

Table 5.3: Stakeholders interviewed

Number of individuals
interviewed
Type of stakeholder Soppante | Ndondol | WAW
Health service providers 8 4 3
Staff of the CBHI scheme 4 6 4
Local leaders (religious, traditional, political, 3 10 8
associations, local NGOS)
Donors, international organizations 5 4 5
Total 20 24 20

All interviews were recorded and transcribed usiaghbatim transcription. Inductive
coding (Glaser 1967) was performed in Nvivo8. Segef interview text were
coded by one author. As new codes emerged alldrigts that had been previously
coded were read again and the new code added w&pprepriate. Parent and child
codes were linked using tree nodes. During thengpgirocess, periodic meetings

were held between all the authors to review codlesiards the end of the process,
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no new codes were added, at which point it wasloded that all major themes had
been identified Stakeholder validation was perfatrtee check the credibility of the
findings by presenting preliminary results to apgmately 50 representatives of
national and local Senegalese CBHI stakeholdecduding representatives of the
schemes studied and the Ministry of Health (Mold)Dakar in March 2011The

interviews, coding and stakeholder validation wawaducted in French. Translation
of quotations into English was done for the purpokéhis paper. Ethical approval

for the research was obtained from the Senegaled¢ M

5.3 Results

A total of 12 parent codes incorporating 84 chitddles were identified in the coding
analysis. A list of the parent and child codes rigved in Appendix 5. Results
pertaining to the five most important (discussed thg greatest number of
interviewees and mentioned the most times) codesegards social values and
power relations were selected for further analysithis paper. Three codes pertain
to social values: voluntarism, trust and solidarifyvo pertain to power relations:
political engagement and social movements. Thetsglecodes are hereafter termed
“themes”. Under each theme, results are divided those which are similar for all
three schemes (described as “common features”)rexse which are different across
the three schemes (discussed scheme by schemdatiQu® are presented in boxes
2 to 5. The interviewee identifiers indicate whisbheme and stakeholder the
guotation derives from (S = Soppante, N = Ndondbk Wer Ak Werle (WAW)).

Theme 1: Voluntarism
Common features

Each scheme was staffed by a President and Treaswtewo schemes also had a
Secretary; these individuals are referred to hteeals the “leaders” of the CBHI
schemes. Additionally, all the schemes had figkffsvho collected premiums
and/or disseminated information about CBHI. CBHiffswvorked on a voluntary
basis and received no salaries. Field staff redesraall honoraria, but the leaders
did not. Voluntarism had the advantage of maintejriow overheads which helped

prevent increases in the premium price. Voluntangas therefore seen by many
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stakeholders as a means of reducing poverty antlitmoting to local development
(Box 5.2, W3). There were also acknowledged bemefitich accrued to individuals

who volunteered in CBHkuch as training and per diems.

A major limitation of voluntarism was that the $tafembers did not have the time to
perform essential tasks, since due to their needetterate an income for their
families they typically held one or more additiopalid jobs. Often, they were also
engaged in other types of voluntary work. Furthanen staff were expected to use
their own resources for transportation to colleenpiums, deliver the money to the
central CBHI fund and conduct marketing. All thissulted in poor scheme
management, indicated by irregular collection @npiums by field staff leading to
delays in premium payment, a lack of communityipgration and a lack of time to
manage the scheme among the leaders (Box 5.2, BiiS)was seen to be a cause of
high drop-out. However, the staff were difficult teplace due to the lack of other
people in the community with the necessary skiex(5.2, W7). The combination
of inadequate human and physical resources meatt gbeople in the target
population often complained that they did not fibel presence of the CBHI scheme

in their community (Box 5.2, N21).

Soppante

Soppante’s scheme leaders were considered locahaiahal experts in CBHI and

were often called upon to provide technical ass#ao other CBHI schemes. This
left very little time for management of Soppant®espite this, no replacement
leaders had been recruited. This led some staketsotd comment that the scheme
was over reliant on the two leaders (Box 5.2, SEdythermore, Soppante covered
the largest geographic zone of the three caseestudiaking premium collection

particularly challenging for field staff. No innowee approaches to overcoming the

limitations of voluntarism had been developed.

Ndondol

In Ndondol, the geographic zone covered by the C8&ttleme was highly rural and
sparsely populated, making premium collection diffi. The leaders had attempted

to overcome some of the limitations of voluntaribgngiving people the option of
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paying premiums directly to the Treasurer of thaesee in his shop which was
located in the principal village of the districtotever, this meant that in many
villages field staff no longer collected premiuntgsulting in minimal contact

between the scheme and the community.

WAW

WAW, an urban CBHI scheme, had developed the musbvative approach to
premium collection. The scheme had enrolled a latgaber of women from a local
women’s microfinance and income generation assooiaand the collection of
premiums from these members had been decentrabsgidups known as “GMS”.
Thus, in the GMS groups, field staff collected premms from women they regularly

worked and socialised with.

Box 5.2: Selected stakeholder quotations on voluniam in CBHI

Wa3: In CBHI there are no salaries. The staff badien what they are doing:
supporting the development of our commun{lyeader of a localdahira

(Muslim prayer group))

S15: People are often late paying their contribnidecause, they say, the area
manager (field staff) no longer comes around tdexbltheir money ... Later on
the area manager told me that the work she did waantary and she np

longer had the time.(Local nurse)

W?7: ... | can't resign without training another gen to continue with the job|..

and the technical management of the scheme isudtfffCBHI staff member)

N21: If the leaders of the scheme had done what &ne supposed to do, that

S

is, come and talk to people, educate them, | ceelidyou that things ha

started here ... but there has been no actjbacal community leader)

S17: Unfortunately (Soppante) rests on the shosldétwo people... although
their shoulders are strong, this creates problearsstich a large scheme. There

is some delegation to management committees... buhach coordination

(International donor)
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Theme 2: Trust
Common features

Trust in CBHI staff was seen by most stakeholderaraimportant prerequisite for
enrolment into CBHI. Previous negative experiengetheft of communal funds in
the context of CBHI and other development proj@eeant that recruiting staff who
would be trusted by the target population was vibwe be crucial. Several
stakeholders expressed the view that CBHI schemeshair leaders should be more
systematic about using the trust inherent in exgstsocial networks to enrol
members, particularly by integrating CBHI schemeaso i existing community
associations. Several stakeholders also highligtitedmportance of creating new
mechanisms to create trust, for example by comnating regularly with the target

population throughocal CBHI meetings.

Linking the themes of trust and voluntarism, a ferrmcheme leader held the view
that working without a salary in CBHI helped wiretkrust of the population (Box

5.3, W11la). Trust between the CBHI scheme leadedshealth service providers
was also often referred to as important to schemseess, particularly in terms of
contracting (this is explored in more detail in Titee 5). Some health service
providers were reported to have doubts about thastoess of CBHI management,
particularly in terms of maintaining solvency araymg bills. This meant that CBHI

scheme leaders needed to gain the trust of hogfitattors and managers who
ultimately decided whether or not to sign contragtthh CBHI schemes (see also
Theme 5). A trusting relationship was seen by sdmepromote a degree of

flexibility in the billing system which meant thdelays in payment from the scheme
to the provider were tolerated (Box 5.3, S7). TWas viewed to be crucial so that
scheme members would not be charged the full feéhtar treatment if the scheme
had an outstanding debt with the provider. Thiturm was thought to help increase

retention of members (i.e. prevent drop-out froeghheme).

Soppante

According to some stakeholders, certain individualsaracterised by social

structures such as particular lineages, kinshipmggoand castes were traditionally
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considered by local people as being highly trustisyorAccording to a stakeholder
the leaders of Soppante had this trusted socitalsstahich helped them to recruit
members into the CBHI scheme (Box 5.3, S20).

Soppante was the only scheme studied to have nateacts with hospitals. The
scheme had achieved a trusting relationship wethntlanagers of the regional public
hospital, which in turn had assisted in the sudoésggotiation of a contract (see

Theme 5 for more details).

Ndondol

The Ndondol scheme was launched with the suppadxaafl Christian missionaries
who were trusted by the (mostly Muslim) populat{@ox 5.3, N15). As mentioned,
the Treasurer was a shopkeeper; he was well-knowrheghly trusted by people in

all the villages in Ndondol district.

WAW

Through the development of the women’s GMS growge® (@bove), the leaders of
WAW had managed to systematically recruit fieldfssano were likely to be trusted
by the population, due to the strong prior bondsra$t between the women (Box
5.3, W14). The previous President of WAW was alsmember of the women'’s
GMS groups. Trust in her leadership had inspirediymaomen to enrol in WAW.
However, several stakeholders observed that whemetined, many women dropped
out of the CBHI scheme (Box 5.3, W11b).
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Box 5.3: Selected stakeholder quotations on trush ICBHI

W11la: | have volunteered all my life ... you hawesacrifice yourself so that

people trust you(Former CBHI scheme leader and leader of local wosne

groups)

S7: ...there may be some delay (in payment fromstheme) ... Me, | can
tolerate that, but others may not. They will imna¢ely say, either you pay by
such a date, or | leave and any member of the seheho comes will not be

treated (at the reduced rate under the contracagreement)Head of a nurse

led primary care post)

S20: ...there are certain types of people who austéd. A community that |s
trusted is located in (name of village) ... Peofslam that community have |a
social advantage. That's what makes people trist {teasurer who comes
from this communityProvider of technical assistance to CBHI schemes)

N15: ... initially it was the Church that managéxt tmoney. We told ourselves,
“these are people of the Church; they will not $tdee money”.(Local NGO

worker)

W14: There are no thefts because we know each othgr well, we live
together ... you wouldn’'t harm your colleague bessmayou know she has the

same problems as yofl.ocal female GMS group leader)

W11b: people trust me... so when | take the leadoomething (like CBHI
many people enrol and say “...she we will not stealrmoney”... but they tell
me that since | retired, the scheme doesn’'t workmaore. (Former CBHI

scheme leader and leader of local women’s groups)
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Theme 3: Solidarity
Common features

Most stakeholders in all three cases viewed thesesobsidisation of resources from
healthy to sick people to be not only a form ok g@oling but also an expression of
solidarity (Box 5.4, S3). Several stakeholders shid solidarity contributed to
fighting poverty and promoting community developmevany stakeholders viewed
CBHI to be part of a wider social structure whidglerpoted solidarity through local
community associations (Box 5.4, N4). As such,ck laf solidarity was viewed by
some stakeholders as the main reason for housetlmdgping out of or failing to
enrol in CBHI (Box 5.4, W8a). An alternative expédion that poverty was the main
reason for drop-out and lack of enrolment, freqglyepuit forward by households in
the target population, was rejected by several estalklers. These stakeholders
argued that the CBHI premium was affordable an@ahdtihat poverty did not prevent
the majority of the population from participatingvarious regular social events and
local associations which had far higher fees th&HIC(Box 5.4, W7). Many of
these stakeholders did, however, concede somepaenyhouseholds would not be
able to afford the premium and would need to besisiiged (see Theme 4).

Soppante

Soppante was founded by individuals who had presljobeen leaders of a local
Catholic CBHI scheme. The Church mandated that @atholics were eligible for
membership of the Catholic scheme. The foundelSappante had objected to the
Church-based model of CBHI on the grounds thatevented scaling up solidarity
in CBHI by incorporating Muslims, who made up theajarity of the wider
population. They therefore left the Catholic schemeorder to create Soppante,
which was open to all residents of a large geodcaptme (Box 5.4, S19).

Ndondol

Ndondol did not have a particular strategy for nlisinig solidarity in the target
community. All people residing in the district ofibihdol were eligible for enrolment

in the scheme.
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WAW

As discussed, stakeholders in WAW had mobilisedtarg solidarity structures by

integrating the scheme into a women'’s associahoough GMS groups. This was a
deliberate strategy (Box 5.4, W12). However, a peed disadvantage of the GMS
system was that it excluded people who were n@&MS groups from the scheme
(Box 5.4, W8b). In fact, men and women who wereindeMS groups were eligible

to enrol in WAW but they had to pay premiums diket¢d the scheme staff rather
than through the GMS system.

Box 5.4: Selected stakeholder quotations on solidéy in CBHI

S3: You see, it is a symbol of solidarity. Everyati don’t receive health
services in exchange for your money, somebodydelse and that's a huge

gesture. That's CBH(Local field staff member)

N4: Solidarity is ... rooted in our customs ... fidh@are our women who haye
their groups; we have our dahiras. Now we needterest people in this other

form of solidarity, CBHI(Provider of technical assistance to CBHI schemes)

W8a: Some people don’t have much solidarity andhsy say to themselves,
“I'm not going to fall ill so why should I continugaying the premium? | am

just paying for other people(Local community association leader)

W7:Some tell me (their lack of enrolment) is becalddee (financial) crisis ..
| don’t follow this, because they often contribli@90 CFA per week for events,

ceremonies and other things in the neighbourhoodvkp not 1000 CFA pe

=

month (for the CBHI premium)? (CBHI scheme leader)

S19: The Church CBHI schemes were quite restricthey were reserved fc

=

Catholics... which excludes a large part of the papah. This principle is
contrary to the philosophy CBHI. It is in this cert that Soppante was born.
(Provider of technical assistance to CBHI schemes)

W12: We experimented with several approaches. Wednimom an individual

prepayment system, to family enrolment in CBHI awer the last four years
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this has evolved into CBHI based on (women’s’) gsou. When you adopt|a
family model, without realizing it you are breakisglidarity mechanisms at the

community levekProvider of technical assistance to CBHI schemes)

W8b: CBHI...must be there for everyone and notybay is in a women’s

group...(Local community association leader)

Note: 1000 CFA (Central African Franc) is equivalenaround €1.50

Theme 4: Political engagement

Common features

In the three case studies, there were two mairstgpeolitical engagement in CBHI.
One type was lobbying local government for subsidi@ue to the decentralised
political system of Senegal, subsidies for CBHIesnks deriving from national
government were not on the policy agenda). CBHtlées requested local public
subsidies to (a) pay salaries to CBHI staff in orfteeimprove scheme management
and (b) to cover the premiums of the poor in otdeprevent drop-out and increase
enrolment, as some households were perceived tmdeoor to pay the CBHI
premium themselves. In principle, some local pahins were in support of both
types of subsidies (Box 5.5, W5). However, nonthefschemes had been successful
in obtaining such subsidies. Different stakeholdeasl different explanations for
this. A local government official claimed it wasdagise there were insufficient
funds. However, several (non-governmental) stalddisl believed the real reason
was rather the lack of political capital to be galirfrom supporting CBHI (Box 5.5,
W7). There was also a belief among some stakelsttiat the values embodied by
CBHI (solidarity, trust, voluntarism and povertyleaiation) were not upheld by
politicians. Another stakeholder expressed the iopithat the government had not
fully taken responsibility for CBHI (Box 5.5, S22). few stakeholders argued there
was a more technical reason for the lack of subsidynely the absence of a decree

to give legal recognition to CBHI schemes.

In all three case studies, the second type ofipaliengagement constituted CBHI

leaders running for election as local councilloffiey campaigned to raise the
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priority of health and other development issuestlan local political agenda. One
stakeholder observed that decentralisation of pulblidgets had led to increased
competition and interest in these local governnpasts (Box 5.5, N1). As the local
elections had not yet taken place at the time atifvork, this study cannot report
whether the CBHI leaders were successful. Howewaeistakeholder expressed
concerns about the entry of CBHI leaders into mslitfearing that the CBHI leaders
would not be strong enough to resist the corrupitifigence of political power (Box
5.5, W12).

Soppante

Soppante’s President was running for election asiratependent candidate.
Soppante’s leaders’ rejection of mainstream palitgarties derived in part from a
local political power struggle in the early 199@4. that time, they had been the
leaders of a Catholic CBHI scheme (see above),whad grown at a rapid rate and
had attracted the interest of a local politiciamnira mainstream political party. The
politician had tried to appropriate control of theheme in order to use it to mobilise
popular support in his electoral campaign (Box 520). Soppante’s leaders resisted
the take-over but the experience had left them Igleeystrustful of mainstream
politics parties.

Ndondol

In Ndondol, the CBHI leaders running for electialid so within the structure of

mainstream political parties.

WAW

In WAW there was also a rejection of mainstreamtiparand the leaders ran for
office under a new alternative grassroots politjgaity. They said the rationale for
creating a new party was that local politicians fald to promote the development

of their community (Box 5.5, W8).
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Box 5.5: Selected stakeholder quotations on poliat engagement in CBHI

W5: ...if there was a partnership (between local govent and CBHI schemeg
these (disadvantaged) people would join the CBHEesw and we would subsidi
them... the support could be in form of an annuakgly it could also be suppo
for certain needs in relation to the CBHI schemfeisctioning.(Local governmen

official)

W?7: (political) support of other (associations)sisonger because other associatig
mobilise more people, and politicians like a cromCBHI scheme leader)

S22: The Ministry of Health has developed a stnatlyy health insurance. But
this really its mission? The other ministries ai@ mterested... and the Ministry
Health does not have the resources to implemensttagegic plan.(International

donor)

N1: Suddenly it's interesting to be a... mayor, ocauncillor, because sudden
there is money in vast sums compared to what tae before. So it has becor

very politicised.

W12: It's very difficult to find someone who is coitted to CBHI and stops therg.

Associations are the way to access resources. [®ader who upholds a commg

cause always ends up being eaten by the politigaiem.(Provider of technical

assistance to CBHI schemes)

S20: He (the politician) tried to use the CBHI gtigg going as far as to say th

he'd had the idea to create it, because he wamtedetelop his political platform.

He wanted to bring in changes and put his men ith he controlled the scheme, thi

became another political tool...to attract vot¢Brovider of technical assistance
CBHI schemes)

WB8: political parties, the largest in the countrgave... done nothing tangibl
people who should embody certain values, do nbt..order to do somethin
concrete, | have had to enter politics, but not tpapolitics, the politics o

developmeniLocal youth leader)

ns
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Theme 5: Social movements
Common features

In Soppante and WAW (but not in Ndondol), many stakders frequently
discussed CBHI in the context of social movemeht® movements were perceived
to be founded on the shared values of voluntarisust and solidarity described

above.

Soppante

In Soppante, the discourse around social movenfentsed around the theme of
mutualism. Many stakeholders in Soppante desctibeahselves as “mutualists” and
claimed they were part of a “mutualist movementdvxBs.6, S19). The movement
included individuals working for the MoH, internatial donors and NGOs,
academics, as well as local CBHI scheme leadelsdimg those of Soppante. In the
late 1990s, the shared values of the mutualists gnadided the momentum and
inspiration for the establishment of a regionalomnpf the 39 CBHI schemes in
Thies and an additional structure, theupe de Recherche et d’Appui aux Initiatives
Mutualistes(GRAIM) which delivered technical assistance toHZBchemes and
other projects. The leaders of Soppante had beeng@ihe founders of the regional
CBHI union.

The regional union collected funds from each CBElhesne to create a deposit
which was used to guarantee a contract with themay hospital. An important
individual in the negotiation of the contract haekeb a hospital manager who had
become a member of the mutualist movement and hadignately advocated on
behalf of the CBHI schemes to the hospital Dire¢Box 6, S4). However, despite
these successes, by the time of the fieldwork, raéwtakeholders were concerned
that the mutualists’ insularity threatened to st@lBHI (Box 5.6, S17).

Ndondol

In contrast, in Ndondol, only one stakeholder spokesocial movements and the
term “mutualist” was used infrequently. There wasegional union of CBHI

schemes in Diourbel but it was deemed ineffectdvetakeholder expressed concern

164



that a repercussion of this was a lack of trainamgl technical assistance for the
Ndondol CBHI scheme staff. The lack of technicasistance resulted in poor
management and governance of the CBHI scheme,aitedicfor example by the
failure to hold an annual general meeting for dway years; this in turn contributed
to perceptions of a lack of connection betweensitteeme staff and members. The
CBHI scheme leaders themselves voiced these ca¢Box 5.6, N2). Another
repercussion of the lack of coordination by theaegl union was the absence of a
contract with the regional hospital. Furtherm@&Ndondol was in a poor rural area
where very few NGOs operated, there was little opmity for the scheme to
collaborate with other types of NGOs.

WAW

Through the women’s GMS groups, WAW was part ooavgrful local movement
of women who held local political influence (Box65.W11). In addition, many
WAW l|eaders were members of the local branch ofnidgonal sports and cultural
association (ASC) and through this, belonged to “th&vetan& movement. The
“navetane” movement organised activities such as sportstrinead community
development projects for young people during schumidays. The women’s and
youth “movements” were brought together under tbef rof the Centre de
Coordination pour le Développement de Guinaw RaAlCDGR), a federation which
was supported by international NGOs and regroup&d I&cal NGOs and
associations, including WAW. Membership of CCDGRuUght many benefits to the
management of WAW. For example, by providing an reiid governance structure
and opportunities for sharing best practices withen NGOs, it had led WAW to
adopt a formal governance structure which providpgortunities for members to
actively participate in the scheme through, forregke, election of leaders, regular
committee meetings and annual general meetingalsti provided a collective
platform for negotiations on subsidies and the ftian of the new alternative

political party described above.

A union of CBHI schemes had been established inOlakar region, but it was
perceived to be weak, with insufficient funding aedhnical expertise. The union
had been unable to make a contract with a hospital.
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Box 5.6: Selected stakeholder quotations on sociaovements in CBHI

=

S19: ...there are even people who call themselesrhutualist group.’ It's @
nickname that has stuck. Through being on the gitplbeing constantly
involved with mutualists, having been there atwaeous stages of evolution pf
the movement, they were converted. They are cdhstioking to try to
improve things, to detect faults and take correctaction. (Provider of

technical assistance to CBHI schemes)

S4: ...because of frequently visiting (GRAIM), gadio meetings, to seminars|...
because they often invited me to come to the sesninal attended,
participated in the debates, the discussions, sermiltame to meetings here (in
the hospital), | spoke (about CBHI). | said to tieector (of the hospital) “we
must integrate the mutuals (CBHI schemes)”! So exadly he called me “Mr.

Mutuality”! (Hospital manager)

S17: You mustn’t lock yourself up and ignore yawimnment. If you do, yo

[

will kill CBHI. The development of CBHI cannot besbd solely on

mutualists... for the development of CBHI you alsednether actors... locs
authorities ... the regional development agency edioal authorities... not to

mention the many actors in civil societinternational donor)

N2: as (CBHI) leaders, we complain about our la€kraining and proficiency

to communicate with the populatidBHI scheme leader)

W11: ... politicians are afraid of strong movemetitere are many people and
many voices speaking together at the same timehwtoald tarnish their
image. If a mayor is against me... he risks hawagous problems because |

can mobilise half the women (in the communitgfzormer CBHI scheme lead

D
—

and leader of local women’s groups)
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5.4 Discussion

The results suggest that diverse stakeholders belggromoted similar values
(voluntarism, trust, solidarity) across all thresses of CBHI. In all three schemes,
CBHI scheme leaders were engaged in local polticeh constituted an attempt to
contest local power relations or to access exidtingl political power structures. In
two cases CBHI was linked to “social movements”.e Thollowing discussion
explains how analysis of the five themes shedst laghthe underlying causes of
drop-out and low enrolment (low population covejaged limitations of the benefit
package (low scope of coverage) in CBHI.

Voluntarism and enrolment

There were two ways in which voluntarism was saigtakeholders to prevent drop-
out and promote enrolment in CBHI. The first istthg not paying salaries to staff,
CBHI schemes were able to reduce administrativésansorder to keep premium
prices low. This principle is supported by the widierature on private health
insurance in LMIC which argues that reduced loadsngeeded to increase demand
(Preker 2007). The second was the assertion tHahtering by CBHI staff built
trust in CBHI among the target population. Thisaide supported by studies from
other contexts which find that the act of voluniegrincreases the perceived
trustworthiness of people who volunteer (Wilson &fukick 1999). However, there
were serious perceived disadvantages of voluntafissrscheme management (lack
of time for collecting premiums, marketing and coumty outreach) which in turn
were thought to cause low enrolment and high dnap-the finding that voluntarism
was unsustainable is supported by the literaturectwhdentifies virtually no
evidence that volunteering by community health weosk (CHWS) in low and
middle-income countries can be sustained for loegods (Lehmann and Roth
1993). The recognition that on balance voluntangas detrimental to enrolment led
scheme leaders to lobby local government for sidssith pay salaries to volunteers
(see below). However some literature suggestsititiaiducing salaries could also
bring risks to CBHI. A review of international sted on motivation suggests that
introducing extrinsic motivators (generated fronteemal rewards such as money or
training) may risk “crowding out” intrinsic motivats (aligned with personal

motives and values) (Frey and Jegen 2001). Howstaties of CHW in LMIC have
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found that financial incentivesnhanceintrinsic motivation by allowing CHWSs to
increase commitment to their work (Greenspan et2@l3, Bhattacharyya et al.
2001). Numerous other difficulties associated withoducing salaries for volunteers
were identified though, including: inadequacy of galary; lack of sustainability of
the source of funding for the salary; inequity dlunteers are paid less than others
doing similar work; and a shift in the source ofurdeers’ accountability, from the
community to the government (if salaries are funblgdhe government). Thus while
it seems CBHI schemes could benefit from enhanekignsic motivators for CBHI
scheme staff, such an intervention would not begittforward to implement. Taken
together with the difficulty of obtaining subsidiés fund salaries (see below), the
issue of shifting from voluntarism to remuneratfmesented a complex challenge for
CBHI. Yet neither the Senegalese stakeholders miirtternational literature have
seriously addressed the pros and cons of volunansCBHI in order to develop
effective strategies to overcome its limitationr®lresearch in this area is needed.

Trust and enrolment

Many stakeholders asserted that trust in CBHI s&sewas a central mechanism for
mitigating the target population’s fear of frauddahat increased population trust in
CBHI was therefore likely to increase enrolment gmévent drop-out. This

principle has been put forward in the theoretic@rature on CBHI (Pauly et al.

2006) and is supported by empirical studies of CBEiiel and Waelkens 2003,

Ozawa and Walker 2009, Schneider 2005). Anotheedsion of trust analysed in

the CBHI literature (but not in this paper) is thgact of generalised trust (i.e. trust
which is not related specifically to CBHI schemes)enrolment (Zhang et al. 2006).
In the management literature, consumers’ trustrgawizations has been linked to
stronger purchase intentions and better custonesfaszion (Fulmer and Gelfand

2012). Trust has also been argued to underpin ecatipn within health systems

that is necessary to health production (Gilson 2003

Yet the analysis of trust presented in this studygests that perhaps surprisingly,
high levels of trust in CBHI may at times have aumer-productive effect on
population coverage neducingenrolment andncreasingdrop-out. The main type
of trust which linked all three CBHI schemes to thepulation was informal,
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comprising interpersonal trust between friends aoduaintances and reputational
trust based on social structures. However, relyingnterpersonal and reputational
trust to increase enrolment was unsustainabldluasrated by drop-out from WAW
thought to be caused by the retirement of theddustheme President. These results
echo the literature on social capital, which firtdat a high level of interpersonal
trust based on affective relationships (a compordnso-called “bonding social
capital”) canconstraineconomic action if it is not accompanied by trbased on
formal rules or fair market competition (a companehso-called “bridging social
capital”) (Portes and Sensenbrenner 1993) (soapital is defined here as “the
information, trust and norms of reciprocity inhgrinn one’s social network”
(Woolcock 1998, p. 153). This suggests that in@éasvestment in formal
structures to generate more sustainable levelsistf in CBHI may have been needed
to increase enrolment and reduce drop out in thgdoterm. In NGO management,
important mechanisms for developing this kind afal trust are considered to be
governance, accountability and user participatibewis 2007). A large Latin
American study of NGOs conducted by Bebbington @adroll (2000) points to
possible mechanism for the CBHI schemes to deuvtlepe mechanisms. This study
found that federations (defined as supra-commurnigharozations of the poor
constituting a manifestation of social capitalte¢ thacro level) allow organisations
to replace interpersonal trust with surrogate fdrat@ountability mechanisms such
as a professionalized bureaucracy inside the faderaelationships with external
actors, and/or horizontal relationships betweerawizations. Trust built through
these surrogate mechanisms could substitute inatlequst between organizations
and communities/households. At the same time, &iders existed close enough to
the community level to foster participatory pro@s®ef change. In the Senegalese
cases, regional CBHI unions, GRAIM and the CCDGR ba seen a types of
federations. Supporting the interpretation thatefations had the potential to
strengthen internal governance of individual CBElhemes is the fact that Ndondol
was a member of a weak federation and had no petiicy elements in its internal
governance structure at all, while Soppante and W#&/e members of strong
federations which had helped them to foster somécgaatory elements in their
internal governance structures, such as annualr@gemeetings. Yet at the time of
fieldwork neither the federations nor the schemesl lleveloped governance

structures robust enough to replace interpersonat.tlt is therefore possible that
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adopting a more nuanced understanding of the rfolaust in CBHI which calls for
less effort to build on existing interpersonal aaputational trust and more effort to
develop formalised trust in CBHI through federasonould serve to increase
enrolment and reduce drop-out in Senegal. Howeaside from the aforementioned
Indian study of CBHI (Devadasan et al. 2006), theseies have hardly been
addressed in the CBHI literature which in generaésdnot distinguish between
different types of trust (e.g. informal versus faljnand different mechanisms for
generating trust at different levels of CBHI (esgheme versus federation level), and

the impact of this on CBHI population coverage.

Solidarity and enrolment

The CBHI literature rarely addresses the issueobifiarity. One study found that
CBHI scheme members understand and approve of eftbstributive effects of
CBHI (Criel and Waelkens 2003). It has also beeygested that emphasizing the
solidarity benefits of health insurance in inforroatdisseminated to communities
may help to increase coverage (Desmet, Chowdhumy, Islam 1999, Schneider
2005).

The idea that solidarity increases enrolment artthges drop-out by motivating
relatively healthier people to cross-subsidise ¢hatio are sicker, put forward by
many CBHI stakeholders, ostensibly echoes thesetticsolidarity that is deeply
rooted in social health insurance in western Euf@adtman 2004) and its nineteenth
century antecedent, mutual aid societies, on wtielmodel of CBHI in West Africa
is based (Criel and Van Dormael 1999). Indeedmaticonal development agencies
as well as Catholic missionaries were crucial eotthnsfer of the European model to
CBHI in Senegal (and elsewhere) and it is likelpttthe Senegalese discourse
around solidarity in CBHI partly has its roots ihist process. The Senegalese
discourse on solidarity in CBHI also appears tolemf the current broader
international policy focus on strengthening soliyain African health financing
systems through social health protection (ILO 2007)

Yet there are various interpretations of the megruh “solidarity” at play in the

Senegalese case studies and the internationah Hieahcing literature. These can be
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divided into four dimensions of solidarity. A cladeok at each dimension reveals
that the idea that CBHI represents or promotesianty was not necessarily born
out in practice. The first dimension constitute&mlese stakeholders’ focus on
cross-subsidisation of the sick by the healthysThialth risk” dimension presents
solidarity as a potential mechanism for overconangassic market failure in private
health insurance, adverse selection (where hidghsitk individuals are more likely
to buy health insurance than low-risk healthy imdiisals). Quantitative studies of
CBHI in sub-Saharan Africa confirm that adversees@gbn is an issue in some
contexts (Parmar et al. 2012, Noterman et al. 198Bhough not in others (De
Allegri, Kouyate, et al. 2006, Jutting 2004). Selestakeholders expressed concern
that this type of solidarity was not present in theget population, as they observed
that CBHI members often gave not falling sick asason for dropping out of CBHI.
The second dimension of solidarity is the crosssglikation from wealthy to poor,
termed “vertical equity” in the health financingeliature (Oliver and Mossialos
2004). This type of solidarity is achieved in SHidamutualities in Europe where
contributions are either proportionate (people plag same proportion of their
income) or progressive (the proportion of incomedpacreases as income
increases). In contrast, flat rate premiums in CB##ant that the very design of
CBHI was regressive (Mills et al. 2012). Howeven, general, increasing the
progressivity of CBHI was not explicitly identifieddis an objective by the
stakeholders, although it could be argued that eha$o sought government
subsidies to cover the premiums of the poor didlicily support the notion of
vertical equity. It is important to note that steslifrom other sub-Saharan African
countries have found that while progressive hefaimncing has widespread support,
large segments of the population (particularly te&tively wealthy) are not in
favour of this principle (Goudge et al. 2012, Mghat et al. 2009), suggesting that
this type of solidarity in CBHI may be difficult tachieve in practice. Furthermore,
crucially, as in many other LMIC the difficulty adentifying poor households was
likely to pose a further challenge to achievingticat equity through progressive
premiums or subsidies (Mills et al. 2012). Also,dewmce from other contexts
suggests that the same level of access for the gaorbe achieved with a lower
subsidy if the subsidy is used as a direct reinguest of user charges to the
provider rather than through the CBHI scheme (AnnBaydeli, and Jacobs 2011).

This raises the question of whether subsidisingprms of CBHI is advisable. The
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third dimension of solidarity is the scale of rigskols. By design, CBHI promoted
cross-subsidies within small groups. However, stalders in Senegal, echoing the
international literature (Davies and Carrin 200#&g0gnised that small risk pools can
be unappealing from the perspective of solidargyasger and more diversified risk
pools allow more effective cross-subsidisation @k.r This “scale” dimension
undermined the ability of CBHI to promote solidgriThe fourth dimension relates
to the source of solidarity. The sociological ke identifies the following main
sources of solidarity: cultural similarity, conaetsocial networks, functional
integration, and mutual engagement in the publicesp (Calhoun 2002). Risk
pooling within separate communities defined by gendeligion, and/or geographic
location, as per CBHI in Senegal, drew mainly oa finst two sources of solidarity
(cultural similarity and concrete social network$jowever, these sources of
solidarity in CBHI were seen by some stakeholdeidt @@mmunity members to be
unappealing, as they excluded people who did noinfa these categories. As such,
in terms of the “source” dimension, the idea th&HT promotes or constitutes

solidarity was again problematized.

Given the ambiguity of CBHI as a mechanism for iempénting solidarity, it is
possible that CBHI schemes could decrease dromndtincrease enrolment by
bringing CBHI more in line with local values. Gowement subsidies were an
important and popular potential reform (discussedhore detail below), but others
could also be considered. For example, it is péssitat other informal mechanisms
or social structures prevalent in Senegalese soesieth as religious community
associations already provided the target populatiith a solidarity mechanism for
giving support to the sick, suggesting that a mamgestrategy which highlights the
individual/household level benefits of CBHI for ass to health care and financial
protection may have resonated more with the tapgeulation than the focus on
solidarity.

Power relations and coverage

The results point to two main ways in which powefations affected CBHI
coverage. The first was through the attempt of CBtHemes to access government

subsidies. Many stakeholders argued that low ermoinwas caused mainly by
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poverty and that subsidies would therefore reduo@-dut and increase enrolment
by funding premiums. It was also hoped that subsidvould reduce drop-out and
increase enrolment indirectly, by funding salarefs CBHI staff and thereby
improving scheme management. Due to political deabsation in Senegal,
subsidies for CBHI were the responsibility of locglvernment. In order to obtain
government subsidies CBHI scheme leaders needaultence the allocation of
local budgets; in practice this meant gaining as¢edocal political power. This was
attempted through lobbying and/or running as a ickatel in local elections. In two
cases (Soppante and WAW) this involved running rasndependent candidate or
under an alternative political party. In one cadBAV) this process was supported
by a local social movement. However, at the timéiedflwork no CBHI leaders had
won local government posts and no CBHI scheme hadaged to gain subsidies.
Various and conflicting reasons for the lack ofsdles were given by stakeholders,

with no clear consensus emerging within or betwesese studies.

The second way in which power relations affectedHCBoverage was through the
attempt of CBHI schemes to gain contracts with fialpin order to expand the
benefit package (the scope of coverage). Howevanynstakeholders observed that
hospital directors were reluctant to sign contrasith CBHI schemes due to
concerns that bills would not be paid in a timelgmmer. Underlying this explanation
was arguably a more fundamental cause of the laaowtracts, an imbalance in
power between CBHI schemes and hospitals. The \itdesture suggests that in the
hospital / insurer contracting process, power @sriyrom the dependency one
organization has on the resources controlled byther, in terms its ability to attain
key goals such as survival, growth, or increasethms (Devers et al. 2003). CBHI
schemes were dependent on hospitals in terms iofgib& of increasing coverage by
expanding the benefit package, but hospitals wetalependent on CBHI schemes.
This gave CBHI schemes very little negotiating pow@nly one scheme (Soppante)
had overcome this power imbalance by negotiatingaast of the regional union of

CBHI schemes supported by a social movement dyrfarfibe federation increased

22 A social movement has broadly been defined asnisgd collective action which is not
normatively sanctioned and takes place outside afnstream institutions with the purpose of
achieving change over a period of time (Snow, Soaitel Kriesi 2004). The “social movements”

described by stakeholders in this study partiailiyttis definition; although the social movements
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the CBHI schemes’ financial viability (by poolingeir financial resources), while
the social movement dynamic engaged senior indalgdin the hospital with the

values promoted by CBHI, such as voluntarism, tamst solidarity.

Steven Lukes’ classic political sociological theafythe three dimensions of power
(Lukes 2005) is useful for interpreting the imptioas of these results for CBHI
policy. Lukes’ first and second dimensions of povieature observable overt or
covert conflict between persons or groups overeeitoncrete policy issues, or over
nondecision-making about potential policy issuelsese dimensions of power are
typically demonstrated through political participat or grievances. Taking this
perspective, CBHI represented a struggle for empmest of CBHI leaders
standing in opposition to other local stakehold@BHI leaders sought to implement
CBHI policy through lobbying, electioneering andish movements, while the other
local stakeholders with control over the resoumesded to expand CBHI coverage
(funding and health services) either overtly or extly blocked the expansion of
CBHI by withholding these resources. Where the latinivas overt, CBHI schemes
could potentially address the objections of the enpowerful stakeholders by
making reforms. For example, Ndondol and WAW neettedncrease efforts to
strengthen their regional unions and social movésn&hich promoted key values in
CBHI such as trust and solidarity, in order to ligatie contracts with hospitals. This
suggestion is supported by the tentative findirfigs previous study (Atim 1999) that
a social movement component in CBHI (defined asigpation, accountability and
social control) could improve negotiations with lieaservice providers. However,
this also suggests that in contexts where thereaniass enabling environment (i.e.
there were few other CBHI schemes to federate wilBHI schemes were at a

disadvantage in hospital contracting.

Where conflict was covert, or where it was overdamsions, one policy implication
is the need for increased transparency in the yrab&ing process. For example, the

confusion over the reasons for the lack of subsidieggests that greater national

were normatively sanctioned by national policy,tta¢ local level they engendered opposition to
mainstream political parties and (in the case qffamte) the Catholic Church. They also appeared to
be a form of collective action, bringing togethbe tmembers of CBHI schemes and in some cases
also other NGOs.
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level government intervention was needed to cldafyal and policy parameters. In
the absence of such an intervention, CBHI leadesgonse was to persevere with or
escalate their struggle to overcome local poweralarices. The strategies employed
by some of the CBHI schemes are supported by tdenditerature. Bebbington and
Carroll (2000) found that in low-income countriésgerations which encompassed
links between different types of organizations tthd potential to foster more
strategic forms of collective action than isolald@Os, with political organizations
being more adept at lobbying and mobilization wleid®nomic organizations (which
would include CBHI schemes) facilitated serviceivdgly. The CCDGR was a form
of strategic collective political and economic anti as it provided WAW and the
other NGOs in the federation with a platform forlifpeal engagement aimed at
obtaining subsidies. This tentatively suggests dtiteer CBHI schemes may have
increased their chances of gaining subsidies by phticipating in federations
which integrated political action with service deliy. Indeed, in the broader
development literature it has been proposed thlatdba that NGOs can function as

apolitical development actors is unrealistic (Le(4.0).

However, Steven Lukes’ third dimension of power ni®i to an alternative
interpretation of the results. The third dimensisrmore radical than the previous
two dimensions; it focuses on latent conflict whétere are unobserved interests
held by those excluded by the political and poliggocess. Analysis of this
dimension of power calls for the researcher to Ib@yond people’s subjective
explanations of conflict and to seek a more obyectierspective to reveal processes
of domination. Lukes illustrates that a full critig] of power should include both
subjective and objective interests. Arguably, ia tase of CBHI, those who were
most excluded by political processes were CBHI mamland non-members — i.e.
the target population. Although CBHI leaders westensibly representing the target
population via their engagement in local politiseyeral stakeholders pointed to a
lack of community participation in scheme manageméihis raises doubt over
whether, objectively, the target population’s ietds were in fact represented by
CBHI leaders. Another indication of the target plagon’s potential exclusion from
the political process is one stakeholder's obseymathat even if CBHI leaders
managed to gain political office, benefits for CB&tid other development projects

were far from guaranteed, due to the danger ofCBEll leaders being “eaten” by
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the political system. This observation resonateth \Biayart's analysis of African
“politics of the belly” (Bayart 2009) (the CBHI $t@holder even uses the same
metaphor as Bayart). Through his wide-ranging aathibd analysis of African
politics, Bayart finds that in Africa, as in manyher societies, it is a person’s
position in the state apparatus that determines Huoeial and economic status as
well as their material power. He argues that irtigoas between political and civil
society have typically tended to fuse a dominaasiwhich straddles both spheres;
those who have risen to this dominant class hapecdlly refused to enhance
popular movements. Following this line of arguméinis possible that by becoming
involved with local politics by running for elecip CBHI leaders were consciously
or subconsciously participating in this kind of agkemonic process. However,
further research into power dynamics in CBHI, poigsinvolving a return to the
field in order to study the outcomes of CBHI lead@fforts to win elections, would
be needed to evaluate whether this (perhaps carial) interpretation is correct.
Inspiration could be taken from Bent Flyvbjerg'srqmetic research methodology
(Flyvbjerg 2001) which seeks to employ social sceeto provide in-depth narratives
of how power works and to suggest how power mightchanged in specific
domains of social action. If CBHI leaders were fouto be subject to such
hegemonic processes at the local level, strong#sna governance structures may
be needed to protect CBHI schemes and other NGiDstiie negative repercussions
of porous civil society / political boundaries #&tetlocal level. Or, if the power
imbalance preventing expansion of CBHI is foundb® insurmountable, revised
national policy may be needed to develop an altem&nancing mechanism which
has the support of powerful stakeholders, in otdensure financial protection from

the cost of ill health.

5.5 Conclusions

The study suggests that the interconnected soeiaks of voluntarism, trust and
solidarity motivated many stakeholders to suppoBHC schemes to expand
population coverage (i.e. to reduce drop-out andresmse enrolment). The
stakeholders did this by working without a salanyarder to increase trust and
decrease the price of premiums; building on exgstiacial structures such as social

status or associations to evoke trust in CBHI; @raiving on notions of solidarity to

176



promote cross-subsidisation. The same social valmekerpinned CBHI leaders’
efforts in political lobbying and electioneeringdaim their promotion of social
movements and federations. These were essentiahamems for overcoming
conflicts with more powerful stakeholders in thefodf to expand coverage,
specifically in terms of. attempting to gain sulsgdfor staff salaries in order to
improve scheme management and premium collectiod #ereby increase
enrolment and reduce drop-out; attempting to gaibsklies in order to cover
premiums and thereby address the concern thatdpelagtion was too poor to pay
the premium; and collective action in attemptingrtake contracts with hospitals to
expand the benefit package. However, at the same in all three schemes there
were contradictions and inconsistencies in how eheaslues impacted CBHI. In
practice, the four dimensions of solidarity (healibk, vertical equity, scale and
source) were insufficiently or only partially mabgd in the context of CBHI, while
voluntarism and trust seemed to have had unintemegative consequences (i.e.
they were thought to sometimes decrease populatwarage). Furthermore, CBHI
leaders experienced serious difficulty in overcagnaonflicts with more powerful
stakeholders who controlled the resources needexkgand CBHI coverage. This
was partly because of the power imbalance itseif,abso because some important
underlying causes of conflict were covert (for exderreasons for lack of subsidies
appeared to be unknown). It may also be becausentmyc political processes
potentially prevented CBHI leaders from promotihg interests of CBHI's target
population in local political fora. These contraahas, inconsistencies and conflicts
explain the inability of CBHI to expand coveraget they also explain the survival
of CBHI schemes despite great adversity. There gmsiderable variation with
some successes experienced in some case studigessnog the schemes could
learn from each other. There was also scope fooma government to address

some of the local power imbalances.

As such, this study raises a number of previousWerlooked policy and

implementation challenges for expanding CBHI cogeran Senegal, and perhaps
elsewhere. First is the need for subsidies to rematea CBHI scheme staff while (a)
retaining the potential benefits of voluntarismisas trust and (b) avoiding pitfalls
such as inadequacy of the salary, lack of sustdityadf the source of funding and a

shift in the source of volunteers’ accountability the government (if salaries are
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funded by the government). Second, although it setenst in CBHI can be built by
collaborating with existing community associatiamstrusted community leaders,
there is also a need to develop more sustainabdenal and external governance
structures through CBHI and NGO federations. Tlgrdeforming CBHI so that it
becomes a coherent solidarity mechanism which patlides financial protection
and resonates with local values concerning all flinrensions of solidarity (health
risk, vertical equity, scale and source), by, fearaple, introducing (a) government
subsidies to fully or partially cover premiums dfa of parts of the population, and
(b) marketing strategies which highlight both theollective and the
individual/household level benefits of CBHI. Fourth the need for increased
transparency in policy. For example, clarificatisom national level government
was needed on legal and policy parameters for pghlbsidies for CBHI at the local
level. Fifth is the need for CBHI schemes to insgetheir negotiating power vis-a-
vis more powerful stakeholders who controlled tbgources needed for expanding
CBHI coverage. Potential mechanisms for achieving included: engagement of
CBHI scheme leaders in local politics in conjunetiith national governance to
protect and promote the interests of the populatwgeted by CBHI; federation of
CBHI schemes with political NGOs; and a social nmoeat dynamic based on
shared values. However, systematically addressihghase challenges would
represent a fundamental reform of the current CBldtlel promoted in Senegal and
in Africa more widely and could be difficult to aekie in practice. Furthermore,
government subsidies for CBHI would not necessdda cost-effective approach to
providing health services for the poor. Therefogehoing previous analyses of
market-oriented health sector reforms (Bennett, &keP and Mills 1997) and
consumer-led financing (Ensor 2004), alternativec@mplementary public sector
and/or supply-side financing policies may be neettedrder to ensure financial
protection from the cost of ill health. These maylude health financing
mechanisms which are more integrated into goverhregstems of social welfare
(Devereux and White 2010).

The results suggest that studying values and poslations among stakeholders in
multiple case studies can greatly enhance resaat@tnealth financing. Adopting a

similar methodological approach may be a usefulglement to traditional health
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systems analysis to understand the challenges fageabt only CBHI but other
forms of health insurance currently being implersdnh LMIC.
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Chapter 6 Conclusions
6.1 Summary of findings

This section provides a summary of the main objestiand findings of the PhD. A

fuller, integrative discussion is presented inrib&t section.

The overarching objective of this PhD is to underdt the determinants of low
enrolment and high drop-out in CBHI in Senegal. Rte builds on the existing
literature, which employs mainly economic and Headystem frameworks, by
critically applying social capital theory to theadysis of CBHI. A mixed-methods
multiple case study research design is used tostigate the relationship between
CBHI, bonding and bridging social capital at mi@od macro levels, and active

community participation. The research question®sefor the PhD in chapter 1 are:
(i) What are the determinants of low enrolment argh drop-out in CBHI?

(i) Can a critical engagement with social capitakory contribute to understanding
why CBHI schemes do not appear on course to devsigpificant levels of

population coverage in a sustainable way?
The overall PhD hypothesis proposed in chapter 1 is

Increased bridging social capital at all levels@BHI helps to increase enrolment in
CBHI, but the benefits of this dynamic are likedybe unequally distributed and to
favour individuals and groups who already hold otf@ms of capital and social

power.

Chapters 2-5 seek to address the two research iansesusing different
methodological approaches. Chapter 2 addressessébend research question,
drawing on existing studies to show that a critieagagement with social capital
theory can potentially contribute to understandsugcesses and failures of CBHI
schemes. It outlines a research agenda which isuedrin the subsequent three
empirical papers. Chapters 3-5 address both teedird second research questions.

Chapter 3 finds that members of CBHI have higheelke of several variables
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measuring different facets of micro level bridgisgcial capital and social power,
compared to non-members. The results point to thednfor health financing
strategies in Senegal to focus on removing soeialdys to financial protection from
the cost of ill health. Chapter 4 finds that thede drop out of CBHI are less likely
to have actively participated in CBHI than thoseowbmain enrolled in the scheme.
It argues that active community participation magiuce the likelihood of drop-out
by increasing CBHI members’ social capital. It atsmgests that those who already
hold social capital may be more likely to activelgrticipate in CBHI. Chapter 5
shows that values and power relations inherent doiab networks of CBHI
stakeholders (bridging social capital at the mdek®l) can explain low levels of

CBHI enrolment and high levels of drop-out, as vesllow scope of coverage.

Taken together, the evidence presented in the Pidpests that as per the
hypothesis, bridging social capital does seem toabsociated with increased
enrolment. There appear to be many nuances: ditféypes of social capital play

different roles; the mechanisms through which damagital increases enrolment are
varied and complex; the dynamic favours those witiheased economic capital and
social power; and the relationship is not purelydiractional, since enrolment in

CBHI may also increase social capital of the fewmbers who are able to access
participatory activities within the schemes. Thesel other pertinent issues are

discussed in the next section.

6.2 Integrative discussion

The integrative discussion brings together theifigsgl of all four papers and is
divided into two parts, reflecting the conceptualniework set out in chapter 2: the
part first focuses on the micro level (relationshipetween CBHI members and
CBHI leaders and staff), while the second focuseshe macro level (relationships
between CBHI scheme leaders and other key ingfrtati stakeholders such as

politicians, donors and health care providers).

In each sub-section, the first part focuses onrmétion, trust and solidarity. This is
followed by an overview of the extent to which thegere transmitted through the
social networks of the stakeholders. In breakingvddhe analysis like this, the

discussion seeks to unpack the ways in which secajaital affects CBHI according
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to the definition of social capital employed ingl?hD, “the information, trust and
norms of reciprocity inhering in one’s social netiwo(Woolcock 1998, p. 153).

Policy implications arising from the discussionldal, in section 6.4.

6.2.1 The role of micro level social capital in determirng enrolment and drop
out in CBHI

As already mentioned in previous chapters, propenehCBHI have pointed to the
advantages of schemes’ smallness and participappyoach which are said to
provide informal safeguards such as full informati®@ocial sanctions, trust and
increased solidarity (Davies and Carrin 2001, Zele2004, Pauly 2007, Zhang et al.
2006). This view echoes the argument of Colemandbeial capital “is productive,
making possible the achievement of certain endsith#ts absence would not be
possible” (Coleman 1988, p. S98). Bourdieu’s tlyeof social capital (Bourdieu
1986) which informs the PhD via Portes and Woolc(s#e chapter 2) provides a
more nuanced view which takes power differentiadto iaccount, namely that
individuals and families who do not have accesth&various types of capital are
from the outset in a disadvantaged position to mxdate it. Following Bourdieu, it
can be expected that the benefits of CBHI will aeaonly to those who already have
access to social and other forms of capital andtgresocial power. In this section,
evidence provided in the three empirical papedissussed in light of these various
theories of social capital.

The role of information, trust and solidarity at tanmicro level in CBHI

Availability of information is necessary for any rkat to operate, including CBHI.
The target population may require information oa tbllowing issues in order to
make decisions about enrolment in CBHI: the pri€ghe premium; method and
timing of paying premium; benefits offered by theheme; performance of the
scheme (e.g. financial reserves, number of memipersber of claims, degree of
financial protection offered by the schemes); medrmas for preventing and
addressing fraud; health information (informatidoat the causes of ill health and
the benefits of prevention and treatment); and rindion about health care
providers such as levels of user charges and wgualit care. Assuming this

information is conducive to enrolment, one can ekpthat households with
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increased access to information will be more likielyenrol and remain enrolled in
CBHI. This is indeed borne out by the results & BhD. In chapter 3 diversified
access to information is a determinant of enrolmt® reason for this is explained
by the qualitative interviews which suggest th&»imation about the CBHI schemes
was in general difficult to obtain. Furthermoreapter 4 found that participation in
awareness raising / information dissemination agiddinformed of mechanisms of
controlling abuse / fraud were determinants of riemg enrolled. In other literature
(Ridde et al. 2010) a lack of information is giyenthe target population as a reason
for not joining the scheme. These results demotestitzat information flows are

crucial to CBHI enrolment.

Trust

A previous Chinese study on CBHI (Zhang et al. 2G066nd that willingness to join
CBHI is positively correlated with increased gehearast (i.e. general trust in
institutions, in neighbours etc.). The PhD looksdactual enrolment rather than
willingness to enrol and found that, in contrastite Chinese study, a lack of general
trust was not a barrier to enrolment (chapter 3)w&ll as studying general trust, the
PhD also measured specific trust in the scheme geamment and/or scheme
president. This was found to be a statisticalgngicant determinant of drop-out:
while nearly 70% of scheme members reported tleastiheme managers or leaders
were trustworthy, only around one third of ex-membdid so (chapter 4). This
suggests that the stakeholders’ concerns with ibgildrust in order to retain or
increase CBHI membership levels identified in ckat were well-founded; it also

suggests that the current mechanisms employed bl @&ders were insufficient.

Solidarity

Chapter 5 reveals that many of the stakeholderhenthree case studies viewed
CBHI to be a solidarity mechanism, due to the piaércross-subsidisation of
resources from healthy to sick people. They betiebat this solidarity should be an
important motivating factor for people to enrol @BHI (chapter 5). A study in
Guinea-Conarky demonstrating that scheme membelsrstand and approve of the
re-distributive effects of CBHI (Criel and Waelke®803) supports this view. Other

studies have also suggested emphasizing the sblidanefits of health insurance in
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information disseminated to communities in orderrtorease enrolment (Desmet,
Chowdhury, and Islam 1999, Schneider 2005). As edgin chapter 5, this
ostensibly resonates with the ethos of soliddhiay is deeply rooted in social health
insurance in western Europe (Saltman 2004) andinisteenth century antecedent,
mutual aid societies, on which the model of CBHWfest Africa is based (Criel and
Van Dormael 1999). Chapters 3 and 4 offer the pdggiof understanding whether
the target population subscribed to stakeholdeesteptions of solidarity. The
results relating to this question are quite comp{e®HI members were more than
two times as likely to perceive their communityhtave solidarity (measured by the
belief that everyone would cooperate to solve a rnom problem) than non-
members (chapter 3). Current members also repbeteitig more solidarity than ex-
members in relation to their views on whether tishesne should cover poorer
households, being more likely to agree that: membéthe scheme should sponsor
families who are very poor; members should supfaonilies who are very poor by
increasing the amount of their contribution; anahifees who are very poor should be
members of the scheme without paying (chapter H¢s@& results suggest that people
who report having greater levels of solidarity werere likely to enrol in and remain
enrolled in CBHI.

As mentioned in chapter 3, the sociologist Durkheifi984) theory of solidarity
can help interpret these results. Durkheim propdkatiwhile kinship networks are
the most fundamental and universal solidarity meidm, solidarity changes as a
society becomes more complex. In traditional s@setsolidarity is based mainly on
shared identity, social sanctions and authoritytr@ collective and is typically
organized around kinship affiliations (this is tewn“mechanical solidarity” by
Durkheim). In larger more complex industrialisedcisties, solidarity is instead
based on integration of specialized economic antitigad organizations and
emphasises equality among individuals, social d#pendence and modern legal
structures such as civil, commercial law (termeyamic solidarity” by Durkheim).
CBHI has emerged in the context of a general israa numbers of community
associations in Senegal (Bernard et al. 2008gradtwhich is arguably indicative of
the social transition described by Durkheim. Indestudies of poor urban
populations in Senegal find that high levels ofiglbband cultural heterogeneity

caused by large flows of rural to urban migraticavén resulted in a plethora of
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associations emerging to replace traditional sosadéty nets (Niang 2000). These
included ROSCAs (rotating credit associations) €8sen 2000) andahiras(prayer
groups which formed part of the Muslim brotherhgodgiich primarily had a
spiritual purpose but also bring many economic potitical advantages to their
members (Mbacke and Hunwick 2005, Niang 2000). PhB results suggest that
the more individuals experienced and presumablgfited from this type of modern
associational “organic” solidarity, the more thegrey willing and able to invest in
CBHI which was a similar solidarity structure, soppng Bourdieu’s theory that
people with existing social capital are in a relely good position to accumulate

more of it.

However, there were important limitations to thédsoity represented by CBHI. In
practice, stakeholders’ fears that the target pmn lacked solidarity in terms of
the willingness of healthy people to cross-subsidie sick seem to have been well-
founded: in chapter 4, current member households tvéice as likely to have had
an illness, accident or injury, and nearly twicdilasly to have a disability, than ex-
member households. This supports stakeholders’reditsan that if households felt
they did not sufficiently “benefit” from CBHI (by aking an insurance claim), they

dropped out of the scheme.

Further undermining the idea that CBHI is a soligamechanism is the result in
chapter 4 that less than half of all current angnexnbers of all three schemes state
they believe “solidarity” is an advantage of thénesme (there are no significant
differences between current and ex-members in tefrhselding this view). A reason
for this may be that cross subsidisation from wsalio poor (“vertical equity”)
(Oliver and Mossialos 2004) was not realised in ahyhe schemes as there was a
flat rate premium regardless of the household’sltvend there were no subsidies to

cover the poor.

In sum, many stakeholders seemed to have expedadf solidarity that were in
general not met by the target population in terinth@® willingness of healthy people
to cross-subsidise the sick through CBHI. There g@&seral consensus among the
target population and many stakeholders about #ed rfor subsidies, which is
arguably broadly commensurate with the desire taeoe vertical equity in CBHI.

185



However, unfortunately this desire had also notnbesmlised in practice, as no
subsidies had been secured. This suggests thaactige CBHI was not a coherent
solidarity mechanism. Addressing this deficiencyswacessary in order to increase

enrolment and reduce drop-out.

The role of social networks at the micro level irBEl

This sub-section discusses the channels that mdth¢bnot) been established for the
transmission of information, trust and solidarityGBHI at the micro-level. This can

be thought of as “structural” social capital (Uphb®99).

In the literature, proponents of CBHI recogniset e “smallness” of CBHI is a
disadvantage in terms of risk pooling, but antitepthat supposed advantages of
“smallness”, such as full information, trust andidarity, will compensate for this
(Davies and Carrin 2001, Zweifel 2004, Pauly 2(7ang et al. 2006). The results
of the PhD, however, suggest that the anticipativd@tages of “smallness” are often
not apparent in practice and where they are appaitesy do not seem to widely
benefit CBHI in terms of translating into high lév@f enrolment and low levels of
drop-out. There were several reasons for thistliingpically CBHI schemes were
not “small” in the way that proponents envisagesiide the fact that all three CBHI
schemes were small in size, with the number ofetiirmembers ranging from 130 to
280 households, only around 40% of current membersss all three schemes
reported knowing more than 50% of the members @f gtheme. Even the scheme
leaders were not widely known by the members ofdtigeme (chapter 4). As a
result, the leaders were not in a position to boidbonding and bridging social
capital by exploiting informal social relationshigsorder to exchange information
and mobilise solidarity vis-a-vis the target popigia. In all three schemes there
were important barriers to leaders interacting ety with the target population,
which were caused by voluntarism (chapter 5) amdl&vels of active participation
of the target population in CBHI (chapter 4). lingportant to note that these barriers
were related to a lack of financial resources, satigg that CBHI leaders needed
economic capital in order to mobilise social cdpitathe context of CBHI. This
supports the argument made by Bourdieu that thierdiit forms of capital are
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fungible, and that individuals who already possess type of capital are more adept
at accumulating another (Bourdieu 1986).

Secondly, even when the supposed advantages ofllfies& were partially
achieved, they were unequally distributed in themgwnity. Chapter 3 reveals that
although there were on aggregate high levels adbkoapital in the target population
(illustrated for example by a high proportion ofulseholds with associational
membership or with privileged social relations agdmoth members and non-
members of CBHI), the target population was notadlychomogenous, meaning that
a sizeable minority of households did not haveaamapital (for example they had
no associational membership or privileged socikdtiens). Such social inequalities
seemed to determine enrolment in CBHI, even whentraling for levels of
household wealth and expenditure. Therefore, mesnbérCBHI were not only
wealthier than non-members, but they were mordylikean non-members to have
high levels of bonding and bridging social capi@tucially, members of CBHI also
seemed to have greater social power than non-mempeinting to serious social
inequity in CBHI enrolment patterns. The wider depenent literature on the
determinants of participation in community orgatimas in sub-Saharan Africa and
elsewhere also finds that an existing social nétwsra precondition of enrolment
(Weinberger and Jutting 2001). Furthermore, whiveré do not seem to be
inequalities in wealth between members and ex-mesnibee results of chapter 4
suggest that the benefits of active participatioif€CBHI such as increased access to
information about CBHI and trust of CBHI leadersyni®e skewed towards those
who already have high levels of social capital. Timelings of chapter 3 and 4
support Bourdieu’s theory of social capital (Boerdil986), as discussed above,
which argues that those who already hold formsagpital are strategically adept at
accumulating and transforming it, thereby reinfogciexisting power structures in
society. However, proponents of CBHI have faileccomsider issues of power and
domination at the local level and the implicatiaofsthis for equity in financial

protection.

Thirdly, again when the supposed advantages oflfsess” were partially achieved,
this was insufficient to increase enrolment andiceddrop-out. This is illustrated by

the case of WAW which had built on existing bondargd bridging social capital
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through integration into an existing network of wams associations. However, as
with the other schemes, WAW had not managed tol éamgee numbers or to prevent
drop-out. This might be explained by Woolcock's Mémck 1998, p. 186)
argument that “all four dimensions (of social caPitmust be present for optimal
developmental outcomes. This successful interaatitinin and between bottom-up
and top-down initiatives is the cumulative prodatan ongoing process that entails
“getting the social relations right™. It is possbthat the supposed advantages of
“smallness” (i.e. building on micro level socialptal) were not realised in WAW
due to a lack of social capital at the macro lekrebrder to investigate this, the next
sub-section considers whether an analysis of sceijaital at the macro level may
further contribute to understanding the determisanitlow levels of enrolment and
high drop-out in CBHI.

6.2.2 The role of macro level social capital in determimg enrolment and drop
out in CBHI

This section discusses the relationships betweerHICBchemes and other
organisations / institutions. The main institutibrelationships analysed in the PhD
research (chapter 5) are (a) between CBHI schethesu@h regional federations)
and (b) between CBHI schemes and health care msvidnd local government.
Analysing social capital at the macro level bringslight mechanisms needed for
scaling up CBHI by counteracting the negative igtions of “smallness”; these
have typically been overlooked by economic anditiathl health systems analyses.
As in the previous section, information, trust awdidarity are discussed first; there

then follows a discussion of structural relatiopshbetween the various actors.

The role of information, trust and solidarity at tnmacro level in CBHI

Information

Chapter 5 points to an important blockage in infation flow at the macro level,
which seemed to prevent the expansion of CBHI caoyer The CBHI schemes
wanted to subsidise premiums by raising funds flocal government. However, no
local governments had provided subsidies at the toh the research. Different
stakeholders had different explanations for thitiese explanations included:

insufficient funds held by local government; thekaf political capital to be gained
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from supporting CBHI; the values embodied by CBsbldarity, trust, voluntarism
and poverty alleviation) were not upheld by poigrts; and the absence of a decree
to give legal recognition to CBHI schemes. It waxlaar whether any of these
explanations was accurate. Certainly, there wageal rior information to clarify
whether (a) CBHI schemes were legally eligible $obsidies and (b) funds were
available. In the absence of this information, CBldaders’ response was to
persevere with or escalate their struggle to acpebcal power through lobbying

and electioneering.

Trust

Several stakeholders suggested that the reasonddidand WAW had not been able
to contract hospitals was the lack of trust ho$pitanagers and directors had in
CBHI schemes’ financial sustainability and finahcrmanagement. In contrast,
Soppante had managed to secure a contract, by iaggtge hospital leadership
through a social movement dynamic (chapter 5).

Another important area in which a lack of trust emdined CBHI was scheme
leaders’ mistrust of local politicians who were the&tential source of subsidies but

were feared to be predatory and corrupt (chapter 5)

Solidarity

Many stakeholders in CBHI described themselvesnagttialists” and claimed they
were part of a “mutualist movement”. This was pautrly the case in the Soppante
scheme (chapter 5). Mutualists said they sharedahee values; central among these
values was solidarity. The mutualists’ shared viaagted as a social glue which held
together a diverse range of actors representingrdomealth care providers and
others who promoted CBHI schemes through theiryelagr paid, professional work

and also through voluntary activities.

However, as discussed above, chapters 4 and 5dubgee was a disjuncture in the
discourse around solidarity in CBHI. Stakeholdexpeeted healthy people who
rarely or never used health services to remainliedror the CBHI scheme as a form

of solidarity (chapter 5), while in practice thistem did not occur and people
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dropped out of CBHI if they did not need to use Iteaervices (chapter 4).
Furthermore, around 75% of members and ex-membensad agree that solidarity
was an advantage of CBHI (chapter 4). This disumctarguably weakened the

social movement dynamic in CBHI.

The role of social networks at the macro level iB8I

The networks of relationships between CBHI scheeaglérs and other institutional
stakeholders facilitated the transmission of infation and values which

underpinned formal technical processes such asambimg or financing.

Federations

Soppante, Ndondol and WAW respectively were membktisree different regional

federations of CBHI schemes. The Thies regionagriatibn, of which the Soppante
scheme was a member, was particularly successfuhad contracted two hospitals
(chapter 5). In contrast, the other regional fetl@na were not very active and had
not managed to attain this important achievemerite Telationship between

federations and hospitals is discussed furthenmbelo

WAW was also a member of the CCDGR, a federatiolocdl NGOs working in a

variety of development sectors in addition to Hedk.g. education, water and
sanitation and income generation) (chapter 5)ghatitng CBHI into a broader local

developmental agenda strengthened the CBHI scheaters of the different NGOs
in the federation advised each other on good manegepractices, lobbied together
for subsidies, developed joined-up local developmigpolicies and joined together
in forming a local political party (see below). Thgperience of WAW echoes the
findings of the development literature on fedemagioBebbington and Carroll (2000)
find that federations in various low income cousdrihad the potential to foster
regional and more strategic forms of collectiveiactand engagement with

government, civil society, and markets, and to dbwilistainable bridges between

different types of organizations.
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Local government

In Senegal, political decentralisation made localagnment a potentially important
player in the development of CBHI. As discussednynstakeholders believed that
segments of the target population were too popaiothe CBHI premium and hoped
that CBHI schemes would be able to attract subsidiem local government
(chapter 5). The social capital literature suggebtt an engagement with civil
society or the private sector in the form of dayday interactions of government
officials can build its own positive norms and lties which can be conducive to
development, a process termed “embeddedness” (EV886) (chapter 2). The
leaders of all three schemes had started to gethcinvolved in politics; this could
be seen as an attempt to achieve this type of “dddmess”. However, a
stakeholder expressed concerns about the entridbil aders into politics, fearing
that the CBHI leaders would not be strong enougtesist the corrupting influence
of political power (chapter 5). In Woolcock’s copteal framework of social capital
(chapter 3), it is recognised that “embeddednessi’ motentially be a vehicle for
corruption and nepotism; it is argued that a pitesl ethos committed to pursuing
collective goals, fostered by social relations hesw individual representatives of
institutions, a form of bonding social capital la¢ tmacro level, is needed to facilitate
positive state/civil society bridging relations @hs 1996). However, critics of this
theory point out that since coherent robust bunesnies rarely exist in low-income
countries, the advocacy for state/civil societydfimg social capital is misguided
(Harriss 2002). The PhD research cannot shed &ighhis debate, as the fieldwork
took place at an early stage in the process of OB&tlers’ engagement with local
politics: none of the CBHI leaders had gained palitoffice and no subsidies had
been secured. Also, the PhD research did not iscmdanalysis of the robustness of
local political institutions (macro level bondingcsal capital) making it difficult to
predict the likely impact of corruption in local lgics on CBHI. Therefore, it is
difficult to evaluate whether an engagement witbhalopolitics was likely to be

positive or negative for CBHI.

Health care providers

Although the MoH had developed a policy which emeged hospitals to contract

with CBHI schemes, many hospitals were reluctaniotgo. As mentioned, Soppante
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was the only CBHI which had managed to contractpials. The contract was
secured via a regional federation of CBHI schenkeslerations were needed for
contracting as they provided a governance structizeable financial reserves, and
a social movement dynamic based on shared valusdidarity and voluntarism, all
of which served to inspire trust in hospital dicgstand managers and to strengthen
CBHI schemes’ negotiating power. There was a génpmaception among
stakeholders that CBHI schemes acting alone (intigpdly of a federation) were
unable to achieve hospital contracts. This suggistissocial capital may play as
important a role as the technical aspects of cotiga between insurers and
providers. Contracting is crucial not only to expahe benefit package but also to
negotiating reduced prices and including clausegrckng the quality of care

(termed “strategic purchasing”) (Ranson, Sinha,dbgret al. 2006).

Summary of integrative discussion

In sum, it seems that bridging social capital wamechanism by which CBHI
scheme leaders were potentially able to engagetiqumtis and health service
providers in order to prepare the ground for anengthen formal contractual modes
of engagement. The leaders of the three schemediffiagknt strengths in terms of
developing bridging social capital, but none ofnthiead been wholly successful; this
partly accounts for their lack of success in creathe conditions needed to scale up
CBHI; namely subsidies and coverage of hospitalises. Subsidies were needed to
directly increase enrolment by funding CBHI premaufar the poor. Subsidies were
also needed to redress the limitations of “sma#ihe$ CBHI at the micro level by
funding (a) active participation of CBHI memberspecially people with low levels
of social capital, and (b) strong federations whwbuld enhance trust in the
population through improved governance. These riigslisuggest that scaling up
CBHI was only likely to be viable with the developm of strong macro level

institutions which provided or facilitated subssli@nd governance.

6.3 Strengths and limitations of the research and futue research directions

There are several limitations of the research wldoh already discussed in the
individual papers. These include the small samgilee and “random route”

methodology in the household survey; the possyiliait the social capital variables
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are picking up the effect of other omitted variabléhe cross-sectional and non-
experimental study design and resulting difficutify attributing causality and the

direction of causality; and the small number ofecsisidies.

There are additional limitations of the PhD whit¢éoaought to be mentioned, as well
as possible future research directions which cbeldeveloped to address them. One
set of limitations relates to the possibility oftemhative explanations for low
enrolment that were not covered by the researciteShe research mostly employed
a deductive approach (reviewing the literature eltgping and testing a hypothesis),
the research questions focused on a specific tofgocial capital. In general, the
results presented in the PhD support the hypotlbsisincreased bridging social
capital at all levels of CBHI helps to increaseadment in CBHI, but the benefits of
this dynamic are likely to be unequally distributedd to favour individuals and
groups who already hold other forms of capital andial power. Studies of social
capital and community development have presentedasi findings (Njuki et al.
2008, Campbell 2003, Titeca and Vervisch 2008, Weaiger and Jutting 2001,
Porter and Lyon 2006, Adhikari and Goldey 2010,a@&r 2005), supporting the
validity of the study. Furthermore, this study i®ne robust that previous studies
since it combines comparative case studies, qaémgtand qualitative data, a focus
on bonding and bridging social capital as well asifive and negative social capital,
and analysis of the micro and macro level in ongl\stthe previous studies have
incorporated some, but never all, of these elementsrder to understand the
determinants of enrolment in groups. However, ifpassible that using a more
inductive approach would have brought other topscsl themes to light. A
mitigating factor against the deductive designhaf overall research project was the
use of open-ended interviews with stakeholders thedinductive approach to the
coding of these interview transcripts. This gaveerto the possibility of issues
affecting enrolment to emerge that did not relateéhie specific hypotheses tested.
Nevertheless, future research into CBHI would béngbm adopting a more
inductive approach overall, by employing ethnogsafan example, in order to allow

a broader set of determinants to come to light.

It is worth considering some of the other possitdégerminants of enrolment that

were not covered. Among these there may be soneentieaints which fall within
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the scope of social capital theory and some whadlhouitside of that scope. Caste is
an important topic which could potentially be sedlifrom the perspective of social
capital but was not included in the research. Asused in Chapter 1, caste in
Senegal is a source of discrimination. As such jtassible that caste prevented some
people from enrolling in the CBHI schemes. Howeaste is a highly sensitive and
taboo topic which has been hardly studied in Sdnéigavas not mentioned by the
interviewees and it was felt that the issue wasctwoplex to tackle in the research.
The two other main types of capital identified bgugdieu, cultural and symbolic
capital, were also not studied. Furthermore, asudised, the final type of social
capital in Woolcock’s framework, bonding social tapin political institutions at
the macro level (defined as horizontal ties withistitutions and a professional ethos
committed to pursuing collective goals, fostered dysocial relations between
individual representatives of institutions) was nstudied, although possible
corruption of politicians was mentioned by stakeleos. These issues may also have
affected enrolment, but were beyond the scopeefdkearch. There also may have
been specific beliefs, values and norms other tinast and solidarity which are
transmitted through social networks in the speatfimtext studied and may have
affected CBHI enrolment. For example, one potetia@levant set of beliefs relates
to the efficacy of allopathic health care. In ortteiperceive the benefits of CBHI, a
pre-requisite is that the target population bekewe the efficacy of allopathic
medicine and is in principle willing to access #heervices. However, traditional
medicine is widely practised in Senegal (Fassin Basgsin 1988). This issue was
studied in chapter 4 but not in-depth. The housklsnirvey revealed that many
members of CBHI held a duality of beliefs (i.e. wiag both allopathic and
traditional medicine), since in all schemes, aro6féb of current and ex-members
of CBHI had used traditional medicine in the lagintin. These figures suggest that
beliefs about the lack of efficacy of allopathicalie care were not a significant
determinant of drop-out in the schemes. Similathg results of the qualitative
interviews do not point to this as a barrier toodment. Another belief which may
have affected enrolment is fatalism. It is possibiat in a highly religious country
like Senegal, it may be believed that purchasisgrnance to protect oneself from the
financial risk of future ill health is pointlessinse the outcome of ill health is
ultimately pre-determined and/or in the hands ofdGHowever, the household

survey did not cover this topic and the qualitativerviews did not find evidence of
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fatalism in the target population, although thererevno specific questions in the
interview topic guides about this subject.

There are also potential explanatory factors whalh outside of social capital
theory. In particular, health systems and economajgroaches which are more
commonly used in CBHI research (as discussed ipteh&) are needed to evaluate
the impact of CBHI, such as: whether in practice sthemes were successful in
improving financial protection from the cost of iHealth (i.e. whether CBHI
members had lower levels of out-of-pocket expeméithan non-members); whether
CBHI improved people’s access to needed health eackwhether the schemes had
managed to improve health service quality by puwstita health services
strategically. Understanding the impact of CBHIingportant, since if the CBHI
schemes provided little or no benefit to their memsb this may explain the low
levels of enrolment. Furthermore, national leveligymaking was not studied
directly, although stakeholders interviewed atlt@l level did mention some of its

limitations. The issue of national level policydiscussed briefly below.

Another potential limitation of the study relates Ben Fine’s argument that the
concept of social capital is flawed due to its uhdeg methodological
individualism (Fine 2010). Social capital theorybigsed on the premise that social
phenomena are the result of individual action. do@s a Weberian view of
institutions which are seen as “collectivities (al)i must be treated as solely the
resultants and modes of organization of the pdaticacts of individual persons,
since these alone can be treated as agents inrsecofusubjectively understandable
action” (Weber et al. 1968, p. 13). Fine’s main usation is that Coleman and
Putnam, as well as the social capital studies iedpiby them, employ
methodological individualism in order to proposdiaaal choice theory as the
primary explanation for social phenomena, thergowring social structures such as
hierarchies and class. Measures of “collective’idazapital, such as the number of
social clubs present in a given community, and iViidial” social capital, such as
the number of social clubs an individual belongshtath take as their foundation the
principle of methodological individualism and rata choice, as it is assumed that
this social capital is a product of the actionsrafividuals consciously seeking to

attain certain productive goals, and structuraliadomonstraints on this individual
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action are not considered. However, while this Rid2@s employ methodological
individualism, it does not adopt rational choic&dty as its underlying premise.
Rather, as discussed (chapter 2), the PhD take$cdabs conceptual framework of
social capital as its main influence for developiresearch questions and for
organising and interpreting the results of thedfidrk. Woolcock’'s framework

draws heavily on the work of Portes, an economimadogist who does employ

methodological individualism but is not a rationgioice theorist. Portes’ (and
subsequently Woolcock’s) interpretation of sodapital theory seeks to study the
impact of social and cultural relations, power amintended consequences of
individual rational action on economic outcomesafuier 2) (Portes 2010). By
adopting Portes and Woolcock’s view of social apithe PhD challenges Fine’s

critique that social capital studies are informgddtional choice theory.

Portes’ work is greatly influenced by Pierre Boerdi(Bourdieu also employed
methodological individualism but not rational cheitheory). The PhD, in turn, is
also informed by Bourdieu, in particular the thetrgt different types of capital are
fungible and a source of social power (BourdieuG)9&hapter 2). However, the
PhD research only partially explores Bourdieu’sotlye as it only focuses only two
of the four types of capital (social and econonapital are studied, but cultural and
symbolic capital are not) and only tentatively expbk fungibility and the

relationship between capitals and power. The fuliyibof social and economic

capital is explored in chapter 3 which finds thabple with increased social capital
are more likely to purchase a CBHI premium (asranfof financial protection from

the cost of ill health, CBHI is interpreted to bepatential source of economic
capital). Additionally, chapter 4 suggests thatgdeavith increased social capital are
more likely to remain enrolled in CBHI and that mmership of CBHI may also

increase peoples’ social capital through activéi@pation (e.g. attending training or
meetings). However, since the results in chaptees @ 4 demonstrate correlation
rather than causal relationships, they only tevetipoint to the fungibility of social

and economic capital and reasons for this fungybfe.g. it is tentatively argued that
social capital may increase the likelihood of elmgl and remaining enrolled in

CBHI by providing people with access to informajioRurthermore, while chapter 3
suggests that social capital determines membershiPBHI, chapter 4 raises the

possibility that the opposite is also true, as peanmember of CBHI may increase
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social capital, albeit only for the minority of meers who actively participate in the
scheme. Again, the study design did not permit agplon of these cyclical
processes. The theory that social and economitat@pe a source of social power is
tentatively illustrated by chapter 3 which findatiCBHI members are more likely to
have increased levels of social power comparedotemembers. However, causal
links between increased social and economic cagitdl increased social power in
the contexts studied are not explored. Chapten 5he other hand, is able to provide
some insights into how and why increased sociaitalapotentially translates into
social power, and how and why this social powereptally increases economic
capital. The chapter finds that CBHI scheme leadd¢tsmpted to mobilise social
capital (represented as values inherent in soe@arks) in order to develop social
power (through participation in social movementd angagement in local politics),
which in turn was used as a strategy to gain ecanoapital (i.e. local government
subsidies). The chapter points to limitations atheaf these steps (e.g. inconsistent
and contradictory values; weak social movementscandicts in local politics) that
may explain CBHI leaders’ inability to increaseitheconomic capital (represented
by the lack of subsidies). However, from the pectipe of Bourdieu’s theory, these
explanations are only partial and tentative. A mmmprehensive study of the ways
in which social, economic, cultural and symbolipital are transformed into each
other and how this relates to social power in thetext of CBHI in Senegal would
have required intensive research into local cultaad social life, through
ethnography or through longitudinal quantitativeidsts for example, that was
beyond the scope of the PhD. Future researchsnvéin would be useful in order to
better understand how the different types of capitaract with each other and are
transformed into social power and social class,rewl this in turn affects enrolment
in CBHI.

In sum, it seems that employing case studies, a&dimid survey and qualitative
interviews in a cross-sectional deductive reseaestign, as was done in the PhD,
can produce meaningful results about the relatipnbletween the causes of low
CBHI enrolment and social capital which resonatthwaind build on the findings of

other studies from various areas of research iernational development, and
broader social theory. The results of this studglypo the three schemes studied,

but it is likely that other CBHI schemes in Senegarhaps West Africa and even
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more widely face similar difficulties. More reselarnis needed to understand if this is
the case. It is also possible that these findingy tme relevant to other types of
health insurance schemes and other types of grandsassociations which are
currently being implemented by development projdotsiow income contexts.

Again, more research is needed to assess whetkemigjht be the case. However,
any future research in this field would benefitnfran inductive research design
which also includes ethnography and longitudinal/eys to strengthen and enrich

the results, if sufficient resources are available.

6.4 Policy implications

Social capital theory has been critiqued as a mateofor development agencies to
conduct social engineering (Fine 2001). It is aedusf broadening the scope of
justifiable intervention from the economic to thecial, in order to rectify market
imperfections in order, in turn, to ensure that ke&oriented policies are successful,
whilst obscuring a critique of those policies (FR@1). CBHI, as a form of private,
voluntary health insurance, is a market-orientelicpobut this PhD does not aim to
build a case for, or against, social interventiomensure it is successful. Rather, as
outlined in Chapter 1, the PhD aims to demonsttla¢epotential utility of social
capital research in unpacking complex social retethips in CBHI and making their
importance to policy and programming intelligiblEhe evidence could be used
support policies to scale up CBHI; some suggestamesmade below. However it
should be noted that the main objective of the Rl not to develop CBHI policy,
but rather to study the role of social capital iBHE. As such, only specific policy
recommendations flowing from the research conduabed social capital are
proposed. Broader policies for operationalising CBke not discussed as they fall
outside of the scope of the PhD. Broadly, the agerproposed is one of voluntary
enrolment of the population into multiple small coomity-based schemes which are
staffed by remunerated workers and governed byrd¢ides of CBHI schemes
which pool financial resources, conduct joint paging of hospital (but not
primary) services, provide governance, supportasatiovements which promote
values underpinning CBHI and engage with local gonent. Funding would be
provided both by the population through premiuma lay local government through

subsidies; the government would as a result needk® a stronger regulatory role.
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However, echoing critical analyses of other makétnted health sector reforms
(Bennett, McPake, and Mills 1997), it is recognisledt the evidence could also be
interpreted in such a way so as to conclude thhties to improve CBHI would

require local institutions to develop new capasitgich that the market-oriented
reforms become more demanding on these local utistiis than alternative, public

sector policies.

The following sections present policy implicationt the PhD at the micro and
macro level. These may be of interest to the tl@B&ll schemes studied, other
CBHI schemes, federations of CBHI schemes, internat organisations providing

technical assistance to CBHI schemes, and locahatidnal governments seeking to
promote CBHI, in Senegal and possibly in other ¢toes pursuing a policy of

CBHI.

Policy implications at the micro level: build mech&sms to increase bonding and
bridging social capital between the staff of CBHtlsemes and the target
population

Given the challenges outlined in section 6.2, itleeme staff needed to achieve the
following objectives, which together can be thoughtas increasing bonding and

bridging social capital among the scheme staffildeaders and local staff) and the

target population:

» facilitate the flow of information between the tatgopulation, local scheme
staff and scheme leaders,

* systematically develop a more trusting relationstih the target population,

* and facilitate an on-going dialogue with the targepulation on the values

and norms underpinning the scheme.

The following mechanisms could be considered fbieagng these goals:

Mechanisms affecting scheme leaders

« Create a stronger and better resourced centralnegtration of schemes. In
particular, the leaders needed to be paid a satbowever, there was a need to

develop a strategy which was reliably financed (destussion on subsidies
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below) and would remunerate CBHI scheme staff wiataining the “spirit” of
voluntarism which was a motivational factor (chayite

* Encourage members to elect leaders with wide soetsorks.

» Introduce incentives to generate increased ac@wicfpation of members in the

scheme, particularly among those with low socigiteh

Since the schemes did not generate sufficient teven finance any of these

activities, external sources of funding were negded below).

Mechanisms affecting local scheme staff

There was a need to develop strategies to molebssting social capital at the
grassroots level through the recruitment of lot¢affsnembers. There was a need to

build the capacity of local staff by providing:

» appropriate financial incentives,
* resources to hold local meetings and marketinggHIC
« and training in financial management, leadershippciad networks,

communication, community development and commuypeticipation.

In terms of enrolling new members into the CBHIetles and retaining members,

local staff needed to:

» identify ways of systematically enrolling people emass, for example by
utilising social networks and associations,

« at the same time identify ways of enrolling houddtowith low levels of
economic and social capital,

» collect premiums by integrating payment into anse®g community-level
payment systems,

* reduce drop-out by creating more opportunitiesriore active participation.

The GMS system of women’s income generation gromp®VAW (chapter 5)
provides an example of such a strategy. A similadeh could be explored with

other community organisations, unions, collectivdsislim brotherhoods, extended
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families (these could be very large) and so onyel as schools and any informal
professional group that might already collect fergsh as taxi drivers and market
sellers. However, following this model, CBHI schenwuld become vulnerable to
the internal politics and power struggles of erigtiassociations. Furthermore,
crucially, as there was already a tendency for @bolsls with more economic and
social capital and social power to have a higheellef enrolment (chapter 3), this
model was likely to reinforce this tendency, incieg the exclusion of socially
marginalised groups and inequity in the schemeil&ilyy chapter 5 suggests that if
CBHI schemes uncritically fund and promote paratipn activities, individuals
who are already more empowered or who already hmeer levels of social capital
may be more likely to access these resources andimeenrolled in the scheme,
while others may be more likely to drop out. Fumdihis type of active participation

could thereby indirectly further increase inequityhealth coverage.

It was therefore important to develop a complenmntstrategy to engage
households with low levels of economic and socepi@l in CBHI, in order to
promote solidarity and equity in the schemes. kieorto achieve this, the scheme
staff needed to work with local communities in artle identify socially excluded
households in the community which had not enrolte@BHI; develop an outreach
mechanism for engaging these households and uaddmst the barriers to their
enrolment in CBHI; and develop a way of implemegtstrategies to overcome the
barriers identified, for example by subsidisingrpiems. Such a process is likely to
be extremely challenging. Lessons could be leamdmf other countries
experimenting with such approaches, such as Ghamerewpolicymakers and
researchers are seeking to identify a mechanisnafgeting subsidies to cover the
premium of the National Health Insurance Schemaerfdigents. Researchers have
developed a qualitative participatory wealth ragkimol for the exploration of
community concepts, identification and ranking olukeholds into socioeconomic
groups. The tool defines indicators of poverty adow to themes related to type of
employment, educational attainment of children, dfoavailability, physical
appearance, housing conditions, asset ownershgthhgeeking behaviour, social
exclusion and marginalization (Aryeetey et al. 2018 similar approach which
incorporates social capital indicators could be eftlgyed by CBHI schemes in

Senegal. However, as already mentioned, the scheidesot generate sufficient
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revenue to finance such activities and provide islidxs external sources of funding

for subsidies were therefore needed.

On the other hand, as mentioned in chapter 5, govent subsidies for CBHI are not
necessarily a cost-effective approach to providiaglth services for the poor; it has
been found in Cambodia and Lao that the same legfvatcess for the poor could
have been achieved with a lower subsidy if the isiybsvas used as a direct
reimbursement of user charges to the provider rdttz through the CBHI scheme
(Annear, Bigdeli, and Jacobs 2011), raising thestjoe whether subsidising
premiums of CBHI is advisable from an efficiencyrgective. This question is

however beyond the scope of the PhD.

Policy implications at the macro level: strength@mechanisms to increase bridging
social capital between the staff of CBHI schemeglasther stakeholders

Federations (supra-communal organizations of ther pmonstituting a special
manifestation of social capital) in low income cties have been found to have the
potential to foster strategic forms of collectivetian and engagement with
government, civil society, and markets, and to dbwlistainable bridges between
different types of organizations (Bebbington andrr@h 2000). By developing
bridges between political and economic organizaticuccessful federations were
able to benefit from each other’s strengths (Betpioin and Carroll 2000) (chapters 2
and 5). Among the case studies two types of feideravere identified: specialist
federations which brought together CBHI schemey anl intersectoral federations
which brought together a wide variety of developtnerganisations and projects
(chapter 5). The results and the wider literatebpington and Carroll 2000)
suggest that the scaling up of CBHI was enhancedbdil types of federations.

Specialist federations were needed to:

e analyse common problems and best practices;

« develop a formal and accountable governance stejctu

e monitor CBHI implementation;

e engage important stakeholders such as health semioviders, local

government and international donors;
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* and collectively negotiate contracts with hospitafs behalf of all CBHI

schemes in the federation.

CBHI schemes also needed to join federations @l INGOs working in a variety of
development sectors in order to gain:

* new perspectives from diverse NGO leaders;

e strategic direction, such as identifying highly amged and strong social
networks for enrolment and premium collection ensspaand socially
excluded groups which may require extra suppoteims of enrolment and
subsidies;

e a social movement dynamic through collective actighich challenges
established power structures and promotes loc#&lsadues;

» collective negotiating power in lobbying for sulissl

» a formal and accountable governance structure wbwvesees the activities
of the member NGOs;

e and a platform for NGO (including CBHI) leaders’ litioal electoral

campaigns which promote community development.

Taken together, the proposed reforms representraidable challenge for CBHI
schemes; while each of the schemes studied hadgaarta build or strengthen
some of these mechanisms for increasing sociatatapaiuch remained to be done
both at the micro and macro levels. It is difficatt envisage CBHI schemes
achieving these reforms without support from céngi@a/ernment, particularly in
terms of preventing corruption in local governmantl promoting transparency in
CBHI policy. It remains to be seen whether the m@wernment which continues to
place CBHI at the centre of its health financindgiggo(Ministére de la Santé 2012)
would be willing and able to provide this kind afipport to the CBHI system.
Furthermore, even if the schemes managed to sdolbgdsiild social capital in the
ways suggested, it is of course not guaranteed tthiat would result in local
government subsidies, contracts with hospitals @tichately increased enrolment
and reduced drop-out. Again, increased central movent intervention could help,
for example by mandating certain aspects of CBHitpsuch as enrolment, hospital
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contracts or subsidies. Also of concern is the ipdagyg that reforms to strengthen
CBHI in Senegal by building social capital may betcost-effective when compared
to alternative supply-side policies for increasfimgncial protection. Indeed, it may
be the case that the needed reforms would requiad Institutions to develop new
capacities that are so demanding that alternativgi@ sector policies (such as
national social health insurance or stepped-up feseremoval) emerge as preferable
alternatives. Answering questions regarding natideeel policy alternatives to
CBHI in Senegal would, however, require furthereagsh that is beyond the scope
of the PhD.
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Appendix 1. Further details on the role of the MUCAPS project in the relation
to the PhD

Details of the PhD author’s role in the MUCAPS puatjand the relationship

between the PhD and the project are explained below

Hypotheses

The PhD hypothesisncreased bridging social capital at all levels©BHI helps to
increase enrolment in CBHI, but the benefits of tdynamic are likely to be
unequally distributed and to favour individuals agbups who already hold other
forms of capital and social poweis underpinned by the conceptual framework
presented in Chapter 2. Chapter 2 was written &y RmD author before the
MUCAPS project began; as such it was produced antiindependently of the

project.

MUCAPS tested the following research hypotheses:

Hypothesis 1: The social capital of the communitg ¢he individual members of a

CBHI scheme are major factors in the developmeQRHil;

Hypothesis 2: Beyond its contribution to facilitedecess to care, CBHI schemes
produce social capital for members of CBHI schearasthe communities in which

the schemes operate.

There are several important differences betweerPtiiz2 and MUCAPS hypotheses.
The MUCAPS hypotheses focus on the developmentBHIGn general, while the
PhD hypothesis is narrower, focusing on enrolmé&heé MUCAPS hypotheses view
CBHI as a mechanism for producing social capitaictvhbenefits not only the
scheme but also the wider community. As such, thiese influenced by literature
which argues that social capital might be an outahparticipatory development
projects and that creating social capital throughetbpment is potentially beneficial
for the sustainability of interventions (Turner 899 In contrast, the PhD hypothesis

focuses on structural barriers to obtaining soaglital and the detrimental effects of
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lacking social capital. In this sense, the PhD sakenore critical perspective than the
MUCAPS hypotheses. Furthermore, the PhD hypothdstinguishes between
bonding and bridging social capital, whereas theQWP'S hypotheses do not.

Design of research protocol and tools

MUCAPS and the PhD both employed the same resgaatbcol (mixed-methods
multiple case study design), sampling method (remdample of households and
purposive and snowball samples of individuals faraldative interviews) and
research tools (household questionnaire and imerguides). The PhD author led
on the design of these, with inputs from the priojeam, and both the MUCAPS
hypotheses and the PhD hypothesis were incorpord&ethils of the research

methods are presented in the PhD empirical paperisapters 3-5.

Data collection

The PhD draws on the data collected under the MUE giject. The following four
types of data collection were conducted under tiogept: household survey, semi-
structured interviews and focus groups with membersmembers and non-
members of CBHI; and stakeholder interviews. Datxewcollected by the PhD
author, the project team and a team of 10 Senegalegessional quantitative and
qualitative interviewers. The PhD author trained thterviewers and managed data
collection on the ground, in partnership with th®jpct team. The PhD author
personally conducted 34 of the 64 stakeholder\igers.

The household survey data and stakeholder intendat@ are the primary data
sources for the empirical chapters of the PhD (a8, 4 and 5). Additionally, the
semi-structured interview data are used as a sogpiary data source in Chapter 3.

The focus group data are not used in the PhD. &H dre available on request.

Data analysis and writing up

The logistic regression analysis of the househaldey data was done by the PhD
author only and used only for the PhD (not for MidCAPS project). The results are

presented in chapters 3 and 4.
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The stakeholder interview qualitative data werelyssal by the PhD author only,
using inductive coding, and used for the PhD amdMUCAPS project. The author
received feedback on the coding from the projeamten periodic meetings. The

results are presented in chapter 5.

Due to the large volume of data, the coding of member / non-member / ex
member semi-structured interview and focus grouglitative data was done by a
team of research assistants based at CREPOS ig&ebDeductive coding was done
using a coding frame collaboratively designed lgy/phoject team including the PhD
author, based on the interview guides and the relsegpuestions. The results were
used primarily for the MUCAPS project. However, #nghor drew on this analysis
to identify quotations from the semi-structureceintew data in order to triangulate
and interpret the findings of the regressions iaptér 3. Further details on data

analysis used in the PhD are provided in chaptérsC¥afting of the entire PhD was
done solely by the PhD author.
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Appendix 2: Household questionnaire (WAW case stugy

ITM, Antwerp CRPOS, Dakar LSEddlth, London
ENQUETE SUR LA CAPITAL SOCIAL DES MUTUELLES DE SANT E
République du Sénégal

(JUILLET 2009)

QUESTIONNAIRE MENAGE

* TYPES DE REPONDANT: ADHERENT, EX ADHERENT, NORDHERENT **

IDENTIFICATION

NOM DE LA MUTUELLE............... WER-AK-WERLE..........coo

" |NUMERO DU MENAGE L[]

G S

QUANTIET et e e e,

| |TYPE DE MENAGE ‘OFFICIEL’ : 1= adhérent, 2= axhérent (ne pas a jour), 3= non
adhérent

|_|Statut du répondant 1. chef de ménage
2. conjoint

Nom du répondant 3. ~autre membre
préciser)

: DATE DE L’'ENQUETE Jour
Mois

" |HEURE DE DEBUT

ENQUETEUR

CONTROLEUR SUPERVISEUR

Numéro Numéro

Paraphe Paraphe

Jour Jour

mois mois
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Bonjour, je m'appelle XXX.

Je mene une enquéte sur la vie sociale et la shnté votre communauté. Cette enquéte est commapaitéCREPOS
(Centre de Recherche sur les Politiques Socialeakar ; ITM (Institut de Médecine Tropicale), Bejge; et LSE
('Ecole d’Economie Londres) ; en collaboration ade Ministére de la Santé, La Coordination deslles de Santé

de Thiés, et L'Union des Mutuelles de Santé de Ddiie a pour objectif de connaitre la vie sociales populations

afin d’améliorer I'accessibilité aux soins et santé

SECTION 1 : CARACTERISTIQUE DU CHEF DE MENAGE

Quel est le plus haut nive
d’études que vous avez atteint :
primaire, secondaire ou supérieu

PRIMAIRE

[ ] SECONDAIRELIERCYCLE
$ ] SECONDAIRE2®ME CYCLE
[ ] SUPERIEUR

] AUTRE (PRECISER

Numéro |Libellé de la question REPONSES ALLER
A
[ ] oui
Avez-vous fréquenté [I'école ou
participé & un  programmg | non M104
d’alphabétisation?
[ ] ALPHABETISE M103

En quels langages étes-vous
alphabétisé ?

Plusieurs réponses possibles

été

[ ] FRANCAIS

[ ] ARABE

[ ] WOLOF

[ ] POULAR

[ ] SERER

[] AUTRES
(PRECISER

LANGUES

Quelle est votre religion ?

[ ] MUSULMANS
[ ] CHRETIENS
[]
TRADITIONNELLE
[ ] AUTRE RELIGION (PRECISER

RELIGION
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Numeéro

Libellé de la question

REPONSES

ALLER

Quelle est votre confrérie

confession ?

[ ] MOURIDE

TIDIANE

[ ] KHADRE

[ ] AUTRES MUSULMANS
[ ] CATHOLIQUE

[ ] PROTESTANT

[ ] AUTRES CHRETIENS
[ ] AUTRE (PRECISER

Quelle est votre nationalité ?

[ ] SENEGALAISE
[ ] AUTRE (PRECISER

M108

Quelle est votre ethnie ?

[ ] WOLOF

[ ] POULAR

[ ] SERER

[ ] MANDINGUE
[ ] DIOLA

[ ] SONINKE

] AUTRE (PRECISER

Avez-vous actuellement
activité professionnelle ?

ut

[ ] Oui

ne

[ ] Non

M113

Dans quel domaine exercez-v(
votre activité principale ?

[_] Agriculture

(is| Elevage

[ ] Péche

[ ] Commerce

[ ] Industrie

[ ] Administration

[] Services (transport, restaurati
etc)

[l

AUTRE (PRECISER

Quel est votre statut dans ce
activité

{te] Propre compte

[ ] Pour le compte de la famille
[ ] Employé

[ ] Pour un parent

[ ] Apprenti

Quelle est la périodicité de vof
activité ?

fe ] Permanent
[ ] Temporaire
[ ] Occasionnel

L]

Autre

(préciser).....................
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Numeéro

Libellé de la question

REPONSES

ALLER

Avez-vous une activité annexe ?

[ ] Non

[ ] Agriculture

[ ] Elevage

[ ] Péche

[ ] Commerce

[ ] Industrie

[ ] Administration

[] Services (transport, restaurati

etc)
] Autre (préciser
Rang
Quelles sont les trois principales (1-3)
sources de revenus financiers |(de Agriculture
votre ménage par ordren. Elevage

d’'importance?

c. Péche/chasse

d. Commerce

e. Industrie/artisanat

f. Administration

Il faut ranger les rubriques selg
'importance de leur contributiof
dans la formation du revenu

. Services (transpo
restauration etc.)
. Transfert d’argent

—

ménage.

i. Pension

j. Crédit / emprunts

k. Autres

(préciser)

Quel est en moyenne le montant
revenu mensuel du ménage ?

dd Moins de 25.000 F
[]25.000 & 50.000 F

[ ]50.000 & 75.000 F
[]75.000 & 100.000 F
[ ]100.000 & 150.000 F
[ ] Plus de 150.000 F

[ ] Ne sait pas
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SECTION 2 : CARACTERISTIQUES DES MEMBRES DU MENAGE

Inscrire les membres qui habitent ou dorment régalinent dans le ménage pendant le dernier an lysihe répondant.

Numéro Prénom | Statut Sexe Age Résidence Situation vimstruction |Handicap |Maladie |Maladie Perception
Ordre et Nom |dans g a-vis de Ig(Personnes = agées Chronique | Récente
, de 10 ans et plus)
ménage mutuelle
1/Chef del/ Quel estl Résidentl. 0/ Aucun Souffre Souffre A eu maladie,| Selon vous
ménage |Masculin|I'age de..|permanant | Actuellement| 1/alphabétised’un d'une accident, quel es]
2/ 2/ 2. Résidentbénéficiaire |2/Primaire |handicap |maladie |blessure etc|l'état de
Conjoint/el Féminin temporaire | 2. N’est plus 3/secondaire chronique |au cours degvotre/sa
3/Fils ou 3. Visiteur |bénéficiaire |4/ Supérieur|1/Oui 15 derniers|santé ?
fille 3. N'a jamaig 0/ Non 1/Oui jours 1/ Tres
4/ Autre été 0/ Non bonne
bénéficiaire 1//0ui 2/Bonne
4. Pas 0/ Non 3/Moyenne
concerné 4/Mauvaise
(visiteur) 5/ Tres
mauvaise
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Numéro Prénom |Statut Sexe Age Résidence  Situation visstruction |Handicap |Maladie |Maladie Perception
Ordre et Nom |dans e a-vis de Ig{ersonnes agées Chronique | Récente
, e 10 ans et plus)
ménage mutuelle
1/Chef del/ Quel estl Résidentl. 0/ Aucun Souffre Souffre A eu maladie,Selon vous
ménage |Masculin|I'age de..| permanant | Actuellement 1/alphabétised’'un d’une accident, quel es]
2/ 2/ 2. Résidentbénéficiaire |2/Primaire |handicap |maladie |blessure etgl'état de
Conjoint/el Féminin temporaire | 2. N’est plus 3/secondairg chronique |au cours desvotre/sa
3/Fils ou 3. Visiteur |bénéficiaire |4/ Supérieur|1/Oui 15  dernierssanté ?
fille 3. N’'a 0/ Non 1/0ui jours 1/ Tres
4/ Autre jamais  éte 0/ Non bonne
bénéficiaire 1//0ui 2/Bonne
4, Pag 0/ Non 3/Moyenne
concerné 4/Mauvaise
(visiteur) 5/ Tres
mauvaise
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SECTION 3 : CARACTERISTIQUE DE L'HABITAT
Numéro |Libellé de la question REPONSES ALLER
A
Le type d’habitation du ménage Paille
principalement : [ ] Terre
[ ] Ciment

[ JAutres (préciser)

Quelle est la principale source d'd
potable du ménage ?

&DOBINET RACCORDE RESEAU OU FORAGE
[ ] Dans la concession

[ ] Extérieur de la concession
Puits protégé

[ ] Dans la concession

[ ] Extérieur de la concession
Puits non protégé

[ ] Dans la concession

[ ] Extérieur de la concession
[] Riviére, fleuve, pluie

]

(préciser)

Autre

Quel mode principal
utilisé dans le ménage ?

d’éclairage ¢

[ ] Electricité
5t ] Gaz

[ ] Pétrole

[ ] Bougie

[ ] Bois

[]

(préciser)

Autre

Quelle énergie utilisez-vol
principalement pour la cuisson ?

[ ] Electricité

I5 | Gaz

[ ] Pétrole

[ ] Bois ou charbon

[

(préciser)

Autre

Dans votre ménage
y-a-t-il :

[ ] Radio

[ ] télévision

[ ] téléphone
[] réfrigérateur
[ ] cuisiniére

[ ] Aucun
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Numeéro

Libellé de la question

REPONSES

ALLER

Votre ménage possede t-il :

[ ] Bicyclette
[_] mobylette
[ ] Voiture
[ ] Charrette
[ ] Aucun

De combien dispose votre ménage [
chacun des biens suivants :

Chevaux ?

Boeufs ?

anes ?

Porcs ?

Moutons et chevres ?

SI AUCUN, ENREGISTRER « 000
SI NE SAIT PAS LE NOMBRE

ENREGISTRER « NSP ».

OtHEVAUX

BEUFS

ANES

PORCS
MOUTONS ET CHEVRES

VOLAILLES

v
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Numeéro

Libellé de la question

REPONSES

ALLER

Quels sont, par mois, les postes
dépenses et les montants par poste ?

S| AUCUN, ENREGISTRER « 00 ».
NE SAIT PAS LE MONTANT,
ENREGISTRER « NSP ».

de

Montant
dépensé
(CFA)

Transport

Scolarité

Energie
gaz, Dbois,
pétrole etc.)

(électricité
charbol

Eau

Téléphone

Habits, cheveux

Santé

Nourriture

Transfert d’argent

Loyer

Cadeaux pour de
événements social
(mariages, baptéms
etc.) (sinon par mo
dans le dernier mois)

2S
X
2S

Les groupes
associations

Taxes

Autres

A combien estimez vous les déper
mensuelles du ménage ?

ddentant dépenseé (CFA)
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SECTION 4: LE CAPITAL SOCIAL

Numéro |Libellé de la question REPONSES ALLER
A
Les membres de votfe 1 2
ménage sont ... Oui | Non
tous de la méme ethnie HEIEE
tous de la méme religion L] (L]
Autres différences HEIR
Préciser autres différences
Avez-vous des types ¢ | Oui
relations privilégiées ave€ | Non
d’autres personnes
Précisez les formes ¢e 0 1-5 |6-10 | 1115 |16 ou plus
relations Parrain / marraine |:| |:| |:| |:| |:|
Homonyme
Njeuké | | | | |
Ndeye diké T 1 I ]
Sani jamra | | | | |
Autre (préciser) — — — — —
Etes-vous membre d'ufe
association (autrgl oui  []
association que @ non [ | M406

mutuelle de santé)?
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De quel type d’associatiq
étes-vous membre ?

Plusieurs
possibles

réponsg

)h_| Coopérative de cultivateur, éleveur ou de péche

[] Groupement de promotion féminine (GPF)

[] Groupe de commercants, entrepreneurs, GIE

$ | Association professionnelle (médecins, enseign
artisan, etc.)

[] Syndicats

[ ] Association de village (ex. tour, ressortissars

)

[ ] Groupe religieux (dahira, chorale, et autres)
[ ] Groupe ou mouvement politique

[] Groupe culturel (Arts, musique, théatre)

[ ] Groupement d’épargne et de crédit ou tontine

[ ] Association pour I'éducation (parents d’élév

autres comités scolaires)

[] Association sportive (ex. ASC)

[] Mouvement de jeunesse

[ ] Association basée sur I'ethnie, la langue ouda
familiale, tour de famille / génération, ndeye diké

[ ] ONG

[] Service civique

[ ] Comité de quartier, village ...
santé, vigilance, etc.

ants

5 d

€s,

ex. Eau, fordge,

[ JAutres
Est-ce que les membres|de
votre meénage sont ausdioui []
membres  d’association® non [} >
(autre association que |I& Ne sais pas 7 >

mutuelle de santé)?

M408
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De quel type d’associatioh_| Coopérative de cultivateur, éleveur ou de péchepr
? [] Groupement de promotion féminine (GPF)
[] Groupe de commercants, entrepreneurs, GIE
Plusieurs réponsgs | Association professionnelle (médecins, enseignants
possibles artisan, etc.)
[] Syndicats
[ ] Association de village (ex. tour, ressortissargs d
)
[ ] Groupe religieux (dahira, chorale, et autres)
[ ] Groupe ou mouvement politique
[] Groupe culturel (Arts, musique, théatre)
[ ] Groupement d’épargne et de crédit ou tontine
[ ] Association pour I'éducation (parents d'éléyes,
autres comités scolaires)
[] Association sportive (ex. ASC)
[] Mouvement de jeunesse
[ ] Association basée sur I'ethnie, la langue oudalli
familiale, tour de famille / génération, ndeye diké
[ ] ONG
[] Service civique
[ ] Comité de quartier, village ... ex. Eau, forage,
santé, vigilance, etc.
[ JAutres
Est-ce que le nombfe
d’associations auxquellgs | Augmenté
vous avez adhéré (vous|et] Stable
les membres de votfe | Diminué
ménage) a augmenté, est
stable ou a diminué daphs
les 5 dernieres années ?
Pouvez-vous estimer |e
nombre d’associations
dans lesquelles vous |et
votre ménage étes
membres ?
SI AUCUN, »M417
ENREGISTRER « 00 p
ET
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De toutes ces associatid
dont vous ou les membr

de votre ménage ét
membres (autr
association que

mutuelle de santé), cite
en deux qui vou
paraissent les ply
bénéfiques pour votl

ménage ?[Enquéteur: écrire lg
nom des associations]

ns
pAssociation A

es
e
a\ssociation B

Associati

on

Motivation a I'adhésion

Initiateur / membre fondateur

Comment votre ménageNatif/ve

est devenu membre de ¢

deux associations ?

B
Ll

B¥olontaire

Sollicité par d’autres personng

Invité

P

6. Autre (spécifier)
Association A

Association B

Lorsqu’il y a une décisio
a prendre dans ces dsg
associations, quel est

poids de votre meénagelamais
influencer E:l

pour
décision ?

I

X

Associatio

e

Peu

I g

Beaucoup

LOE®

Quelle est la fréquence
participation des membr
de votre ménage al
activites de ces del
associations ?

e

Associatio
n

X

0
ES
I
I

A
XRarement ou trés occasionnellement| ]

semaine)

Parfois (mais au moins une fois pﬁ

semaine)

Trés souvent (plus de deux fois

O =

ol

Quelle est la contributign
votré
ménage dans ces dgux

mensuelle de

associations (argent) ?

A1

Associatio

CFA

<1.000

>1.000 <5.000

L]

[ e

>5.000-<10.000

>10.000 <15.000

>15.000 < 20.000

[]

Plus de 20.000

LI
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Apres votre adhésion a n¥as Associatio
deux associations, quels n
sont les avantages que A |B
vous y avez trouvés ? Avantage matériel (argen}:' ]
nourriture, crédit, etc.)
Plusieurs réponse SAcces aux services |:| |:|
possibles Important dans le futur, en @51 |
d’urgence
Avantage pour toute
communauté E L
Loisir et activités récréatives [ | |[ ]
Spirituel NN
Statut social, réputation L] (L]
8. Autres (spécifier)
Association A
Association B
Qu'est-ce que vous avez Associati
en commun avec les on
membres de ces A B
associations? Voisins ou du méme village ] 1]
Méme famille ou parents proches | |[ ]
Plusieurs réponses Religion 1 ]
possibles Genre ] D—
Groupe d’age L] L]
Ethnie ou langue L] 0] ]
Caste L] L]
Niveau d’éducation (1 (L] ]
Profession (1 1]
Affiliation politique HEIEE
Statut économique L1 0L
Autres (spécifier)
Association A
Association B
Lorsquil y a un|[_]Pas dutout probable
probléme dans la|[_] Trés peu probable
communauté (par [ ] Probable

exemple I'acces a l'eau),
est-il probable que tout
le monde coopeéere pour
résoudre le probleme ?

[ ] Trés probable

Préteriez-vous de l'arge
a votre voisin pour allg
voir le docteur ?

oui
f ] non
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Au cours des 12 dernie
mois, avez-vous emprur

de l'argent ou avez-vous

une dette en cours ?

oui

non

L M422

Pour quelles raisons

aviez-vous emprunté cef
somme ?

teTransport

Scolarité

Energie (électricité, gaz, bo
charbon, pétrole etc.)

Eau

Téléphone

Habits

Santé

Nourriture

Transfert d’argent

FO000000 00

Initier ou renforcer une activit
génératrice de revenus

Autre (préciser)

De qui aviez-vou

emprunté cette somme 2 [_]

|| famille proche

5| | parents

amis

[ ] membre d’'une association

[ ] usurier

[ ] groupe de crédit (épargne/crédit)
[ ] banque

[Jautre ..o,
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En général, quel est votre

degré d'accord avec I
énoncés suivants ?

1 PAS
D' ACCORD
2—PAS DACCORD
3—NE SAIS PAS

4 — ASSEZ DACCORD
5 Tout A
D' ACCORD

TOUT

DU

FAIT

D

|

Pas

S d'accord-D’accord
Enonceés 1] 2| 3| 4 5
A. On peut faire confiance a des

personnes d’autres groupes ethniqued ou | |[]|[]|[]
linguistiques.

B. On peut faire confiance aux étrangerd |[ | |[_]|[ ][]
C. On peut faire confiance apx

personnes d’autres religions / confréried|[ | |[]|[]|[]
/ confessions

D. On peut faire confiance aux

gouvernants locaux. NNy
E. On peut faire confiance aux imams

et prétres. NNy
F. On peut faire confiance aux chefs

traditionnels. Hj |y mim} .
G. On peut faire confiance aux

enseignants. Lbjog
H. On peut faire confiance au staff

meédical. NNy
[. On peut faire confiance aux corps de

sécurité (police, gendarmerie). NNy
J. On peut faire confiance a la justice. CHOTO
K. On peut faire confiance a mes amis

et ma famille. Hj |y mim} .
L. On peut faire confiance a la plupart

des personnes vivant dans notre CHOT O
communauté.

M. On peut faire confiance au

personnes d’autres castes 0oooo

En général, d'ou receve
vous les informations s

la  politique ou I
communauté ?
Plusieurs réponseg
possibles

N

Parents, amis et voisins

Affiches

Marché local

Plocal

Journal de la communauté ou

Journaux nationaux

Radio

Télévision

Dans des groupes (arbre a
palabres, puits, damier,) ou
associations

Dans des lieux lies au travail
Groupes politiques

Chez les leaders locaux

Chez un fonctionnaire

Par les ONGS

Par Internet

OO O dos O Ees
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Comment appréciez-
vous votre proximité
(relations) avec les
personnes du village

[ ] Trés distant
[ ] Assez distant
[ ] Ne sais pas
[ ] Assez proche
[] Trés proche

Combien de temps
habitez vous dans le
village / quartier ?

[ ]0-5ans

[ ]6-10 ans

[]11-15ans

[ ]16-20 ans

[ ] Plus que 20 ans / toute la vie

Y a t-il des activités de la
communauté auxquelles
vous ne pouvez pas
(n’étes pas autorisé a)
participer ?

[ ] oui

[] non, je peux participer a toutes

v

M428

Si oui lesquelles ?

O o>

Comment appréciez-
vous votre controle des
décisions prises dans
votre communauté ou
par votre voisin et qui
affecte votre vie
quotidienne ?

[ ] Pas de contréle

[] Controle trés peu de décisions
[] Ne sais pas

[ ] Controle la plupart des décisions
[ ] Contrdle toutes les décisions

Avez-vous voté aux
derniéres élections
locales ?

[ ] oui
[ ]non
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SECTION 5: LA MUTUELLE DE SANTE

Numeéro

LBELLE DE LA QUESTION

REPONSES

ALLER A

Quel est votre statut dans
mutuelle Wer-Ak-Werle?

la] adhérent a la mutuelle
[ ] ex- adhérent

» M505

[]najamais adhéré ————%M504
Avez-vous déja entend{ | oui
parler de la mutuelle dé ] non
santé Wer-Ak-Werle ? SECTION 6
Pourquoi n'avez-vous jamdis | Pas assez d'information
adhéré a la mutuelle ? [] Cotisation trop chére M518
[ ] Pas assez des ressources financiéres
[_] Services trop réduits
Plusieurs réponses possibld$ | Pas confiance de la gestion
[ ] Pas confiance aux prestataires conventionpés
[ ] Pas confiance aux autres bénéficiaifes
[] Période d’attente longue v
[ ] Pris en charge par ailleurs
[ ] Autre
Depuis combien de temps
vous n'étes-plus adhérent § lgois...................... 1
mutuelle ? »>M506
années 2 Qu_est!ons
EN MOIS SI MOINS DE2 ANS ET en italiques|
EN ANNEES SI2 ANS ET PLUS
Payez-vous régulierement TOUJOURS *M507
cotisations a la mutuelle ? |[ ] FREQUEMMENT
[ ] RAREMENT
Pourquoi vous ne payez pas] Cotisation trop chére
régulierement led ] Pas assez des ressources financiéres
cotisations ? [] Services trop réduits
[ ] Pas confiance de la gestion
Ex-Membre : Pourquoi vou$ | Pas confiance aux prestataires conventionnés
avez arrété de payer Ja [ ] Pas confiance aux autres bénéficiaifes

cotisation ?

Plusieurs réponses possiblg

[] Période d’attente longue
[ ] Pris en charge par ailleurs

$ | Autre

D’ou provient l'argent ave)
lequel  vous payez vot
cotisation ?

Ex-Membre : D’ou provenalit

'argent avec lequel voU

payiez votre cotisation ?

SALAIRE / SUR LE REVENUE

=5
Bl

VENTE RECOLTE

1]

EPARGNE

CREDIT/ EMPRUNTS

VENTE EXCEPTIONNELLE DE BIENS

&

D TRANSFERT ARGENT

~N|o|o bW

AUTRE (PRECISER
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Numeéro | LBELLE DE LA QUESTION REPONSES ALLER A
OurTNoN » S ‘our
Etes-vous satisfait de |[lgl |CENTREDE sanTE L] (L] POUR
qualite des services gjeg POSTE DE SANTE MILITAIRE HEIN TOUSALLEZ
prestataires ~ conventionngg | POSTE DE SANTE PUBLIC L] (L] AM510
par la mutuelle ? 4 [Na pas utwse  oes[[ | [[]
PRESTATAIRES
Ex-Membre : Est-ce que voy8 |"7F precsss L U
avez été satisfait de la qualjté
des services des prestataifes
conventionnés par la mutuelle
?
Quelles sont les raisons [de
non satisfaction ? 1 COMPETENCE DU PERSONNEL ]
2 PERSONNEL PEU DISPONIBLE ]
Ex-Membre : Quelles étaie)3 | DISPONIBILITE DES MEDICAMENTS i
les raisons de noM4  [mauvails PRISE EN cHARGE /|[]
SatiSfaCtion ’) SERVICES TROP REDUITS
5 MAUVAIS ACCUEIL I:I
6 HEURES =~ DOUVERTURE  NE |:|
CONVIENT PAS
7 PRESTATIONS COUTS TROP CHERS I:I
8 PROBLEMS DE TRANSPORT I:'
9 AUTRE (PRECISER |:|
Quelles sont les raisons
satisfaction ? 1 COMPETENCE DU PERSONNEL ]
2 PERSONNEL DISPONIBLE ]
Ex-Membre : Quelles étaiefi3 | DISPONIBILITE DES MEDICAVENTS | [ |
les raisons de satisfaction ?|[4 | Bon prise EN cHARGE |
5 | BONACCUEIL [ ]
6 HEURES BOUVERTURE| [ |
CONVENABLES _
7 PRESTATIONS NE COUTS PAS CHER|
8 BON EMPLACEMENT ]
9 AUTRE (PRECISER i
Occupez-vous une fonctiph ] oui
dans la mutuelle ?
[ ]non
Ex-Membre : Aviez-vous
occupé une fonction dans (la
mutuelle ?
Avez-vous déja spontanémept] Frégquemment
aidé la mutuelle ? [ ] Quelque fois
[ ] Rarement
[ ] Jamais

250




Numéro | LBELLE DE LA QUESTION REPONSES ALLER A

Le fonctionnement de |4 | Excellent > M515
mutuelle vous parait-il : [ ] Satisfaisant "

[ ] Moyen
Ex-Membre : Le[ | Mauvais

fonctionnement de la mutuelle | Trés mauvais
vous paraissait-il :

Quelles sont les raisons [de

non satisfaction ? PAS CONFIANCE DE LA GESTION |:|
PAS CONFIANCE DU PRESIDENT I
Ex-Membre : Quelles étaient PAS SATISFAIT DES PRESTATAIRES

les raisons de nojm CONVENTIONNES
SatiSfaCtion ) COTISATION TROP CHERE

SERVICES TROP REDUITS

MANQUE DE POSSIBILITE DE|
PARTICIPER

PROCESSUS DE CHOIX DE$
DIRIGEANT PAS SATISFAISANT
MANQUE D' INFORMATION

AMENDES TROP GRANDES

Autre (PRECISER.

IO O OO

Quelles sont les raisons [de
satisfaction ? CONFIANCE DE LA GESTION

CONFIANCE DU PRESIDENT

Ex-Membre : Quelles étaient SATISFAIT  DES  PRESTATAIRES

les raisons de satisfaction ? CONVENTIONNES
COTISATION ACCESSIBLE

=

SERVICES ADEQUATS

POSSIBILITE DE PARTICIPATION

PROCESSUS DE CHOIX DE§
DIRIGEANTS SATISFAISANT
SATISFAIT D' INFORMATION

AMENDES EQUITABLES

AUTRE
(PRECISER.

LI DO Cee

Pensez-vous étre en mesurd oui

d’influencer le
fonctionnement de ld ] non
mutuelle?

Ex-Membre : Pensez-vous

que vous étiez en mesure
d’influencer le)
fonctionnement de a
mutuelle?
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Numéro

LUBELLE DE LA QUESTION

ALLER A

Avez-vous participé aux

activités suivantes de
mutuelle ?

REPONSES
Oul |NoN
la | uNE ASSEMBLEE GENERALE || | [[ ]
ELECTION DES ORGANES L] (L]
SESSIONS DE FORMATION L] (L]
ACTIVITES pe|[ ] [[]
SENSIBILISATION
INFORMATION SUR e[ ] |[]
FONCTIONNEMENT DE LA
MUTUELLE
DISCUSSIONS  INFORMELLES[ | |[ ]
SUR LA GESTION SUR LEH
FONCTIONNEMENT DE LA
MUTUELLE
AUTRE (Preciser |[ ] |[]

Comment étes-vous inforn
de I'existence de la mutuellg

né€D’un membre de la famille
?D’'un ami

Du prestataire de soins

Du staff de la mutuelle

D’une association

D’un leader de la communauté
Des media

D’un autre membre de la mutuell¢

[

D

>
=1
)
I

Etes-vous informé dd
mécanismes de  contrd

institués par la mutuelle

(pour des comportemer
abusifs ou de fraude, que

soit des gérants, prestataires

et bénéficiaires)

S Ourl | NoN
@ReSTATARES  |[ | [[ ]
MeENEFICIARE ([ ] |[]
IRESPONSABLES |[ ] |[]
ce

Connaissez-vous [
responsables de la mutug
de santé ?

hg Oul NON
l@. PRESIDENT |[ ] [[]
2. L] (L]
SECRETAIRE
3. HEN
GESTIONNAIRE
4. AUTRES HEIN

Connaissez-vous  plusiey
personnes membres de
mutuelle ?

Je ne connais aucun membre ——
Je connais peu de membres
[ ] Je connais & peu prés la moitié des membi
[ ] Je connais presque tous les membres

b M523

es
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Numéro

LUBELLE DE LA QUESTION

REPONSES

ALLER A

Que pensez-vous avoir gn

commun avec
membres de la mutuelle ?

Plusieurs réponses possiblg

les autrgd/oisins ou du méme village  |[_]
Méme famille ou parents proches |

Religion [ ]

$Genre [ ]

Groupe d’age

Ethnie ou langue

Caste

Niveau d’éducation

Profession

Affiliation politique

Statut économique

Méme vision sur les valeurs
solidarité

S

Membres d'une autre associatid

Rien

Autres (spécifier)

CICIE]

Pensez-vous que certa
membres de la communal
sont exclus de la mutuelle ?

ité] non

oui

[ ]NSP

- O

PM525

Pour quelles raisons pens
vous qu’ils sont exclus ?

Plusieurs réponses possiblg

[@)]

$proches

Z-

Voisins ou du méme village

Méme famille ou parent

Religion
Genre

Groupe d’age
Ethnie ou langue

Caste
Niveau d’éducation
Profession

]

Affiliation politique
Statut économique

Autres (spécifier)

Quels sont les avantages p
votre ménage d’étre membk
de la mutuelle?

Plusieurs réponses possiblg

DWvantage

matériel
[@ourriture, credit, etc.)

(argen

]

Acceés aux services de santé

Important dans futur, en ¢
$d’'urgence

@] ]

Solidarité avec les autr
membres de la communauté

>

Statut Social, réputation

Aucun

Autres (spécifier)

N
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Numéro

LUBELLE DE LA QUESTION

REPONSES

ALLER A

En général, quel est voire

degré d’accord avec
énonceés suivants...

1—-PAS DU TOUT DACCORD
2—PAS DACCORD

3—NE SAIS PAS

4 — ASSEZ DACCORD
5—TouTA FAIT D’ ACCORD

[

als
=

D

Pas

d'accord-D’accord

1

2

3

4

5

A. Il est acceptabl
pour quelgqu’un  dg
payer la cotisation a
mutuelle de san
méme s'il ne bénéfici
pas encore des servid
de la mutuelle.

e
o
a
¢ |

(SN

[

[

[

[

B. Il est acceptable qu
les bénéficiaires de
mutuelle de santé q
tombent malad
bénéficient plus de
services de la mutuel
de santé?

e

C. Les familles qui sor
tres pauvres devraie
étre membres de

mutuelle de santé sa|

payer

it
nt

ns

D. Les membres de
mutuelle devraien
prendre les familles q
sont trés pauvres ¢
augmentant le monta
de leur cotisation.

E. Les membres de
mutuelle devraien
parrainer les famillg|
qui sont tres pauvres.

F. Les familles qu
n‘ont pas les moyen
de cotiser doivent éti
prises en charge par
gouvernement

fusionner avec autre
mutuelles dans |

G. La mutuelle doit

région
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Numéro

LUBELLE DE LA QUESTION

REPONSES

ALLER A

En général, quel est voire

degré d’accord avec
énonceés suivants...

1—-PAS DU TOUT DACCORD
2—PAS DACCORD

3—NE SAIS PAS

4 — ASSEZ DACCORD
5—TouTA FAIT D’ ACCORD

[

S

La mutuelle doit accepter des membre

de divers ....
Pas
d’accord—D’accord
112 (34|65
A. Voisi t
Village0|S|nage e mlislinlinlin
B. Famill
parent:lml ° OUD Hjjmym)|m
C. Religion Hiiniinlinlin
D. Genre L T
E. Groupe d’age |[ ]| |1101
F. Ethni
langue " OLD Ujoo
G. Caste Hiinlnlinin
H. Ni
d’éducation IveauD iy
|. Profession LI T L]
J. Affiliati
politique e ..
K. Statut
economique i iy

255




SECTION 6: LA SANTE ET ACCES AUX SOINS

Numéro | LUBELLE DE LA QUESTION REPONSES ALLER
A
A quelle distance de la localité se trouve
la structure sanitaire la plus proche | Distance en
Km...........ooenl.
Quel moyen de transport utilisepus|[ ] A PIEDS
pour vous rendre a cette structlird CHARRETTE
sanitaire [ ] VoITurE
[ ] AUTRE
Y a t-il un membre du ménage qui a relcd oui
des médicaments/soins traditionne| gy non
cours du mois dernier ?
Y-a-t-il un membre du ménage qui a oui
hospitalisé au cours des deux dernigrelsnon
années ?
Y a t-il un membre du ménage qui a relcd oui
des soins ambulatoires au cours du rfoisnon R
dernier ? M614
Numero | | [ [] [ [ [l [ [ [ [ [ ]
d’'ordre
Type 1. Hospitalisation 1. 1. 1.
d’événement | [] Hospitalisation | Hospitalisation | Hospitalisation
2. Soinsg
ambulatoirek ] 2. Soing 2. Soing 2. Soing
ambulatoird | |ambulatoird ] | ambulatoird ]
Quel colt desMontant Montant Montant Montant
prestations ay
ez-vous payép
(CFA)
Quel colt desMontant Montant Montant Montant
médicaments
avez-vous
payé? (CFA)
Quels autresMontant Montant Montant Montant
colts avezf
VOous
payé (transp
rt, séjour
accompagnaii
t, etc.) ?
(CFA)
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Provenance |Surlerevenul ]|Sur le revenu Sur le revenu Sur le revenu
de l'argent | Epargne 110 ] ]
Emprunt [ | Epargne Epargne Epargne
Vente
Emprunt Emprunt Emprunt
exceptionnelle] |[] ] ]
%)ns Vente Vente Vente
Autre [] | exceptionnelle] | exceptionnellg ] | exceptionnellg]
Dons Dons Dons
] O] O]
Autre Autre Autre
L] Ll Ll
Est-ce que la[ ] oui [ ] oui [ ] oui [ ] oui
mutuelle  d[_] non [ ]non [ ] non [ ] non
contribué al
paiement du
co(t global?
Comment L] Trés|[] Trés| [ ] Trés| [ ] Trés
appréciez- | satisfaisant satisfaisant satisfaisant satisfaisant
vous leq [ ] satisfaisant | [_] satisfaisant |[_] satisfaisant |[ ] satisfaisant
soins recus ?| [] Moyenne ] Moyenne ] Moyenne ] Moyenne
[] Mauvais [ ] Mauvais [] Mauvais [ ] Mauvais
[] Trés mauvaise[ ] Trés|[] Trés| [] Trés
mauvaise mauvaise mauvaise
Au cours des deux derniéres années, y-a-tlLuhoui
membre du ménage qui a votre avis devrait|étrenon
hospitalisé mais ne I'a pas été par manque de
ressources ?
Au cours du mois dernier, y-a-t-il un membre oui
ménage qui a votre avis devrait bénéficier| [dé non FIN INTERVIEW
soins ambulatoires mais ne l'a pas été |par
manque de ressources ?

Merci d’avoir consacré du temps pour répondre arestjons.

257




Nous souhaitons vous contacter ainsi que des menuare/otre ménage pour une
interview sur leurs expériences dans 'utilisatites services de santé ou les inviter a

participer a un focus groupe. Pourrons-nous vopslapa ce sujet ?

Contact du répondant :

Adresse :

Fin de l'Interview

Indiquez I'neure de la fin d{ Heure

l'interview
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Appendix 3: Semi-structured interview topic guide

ENQUETE SUR LE CAPITAL SOCIAL DES MUTUELLES DE SANT E

République du Sénégal

(MARS — AVRIL 2009)

Guide d’Entretien semi structuré

1. Motivations profondes de I'adhésion (capital sociagt décision d’adhérer / de
ne plus / de ne pas adhérer)

ESO01 Décrivez-moi s’il vous plait quand et comment votrenénage a pris la
décision D’ADHERER / DE NE PLUS / DE NE PAS ADHERERa la
mutuelle :

a. Comment avez-vous entendu parler de la mutueltade la
premiere fois / avant votre adhésion ?

Spécifiez les contextes — travail, amis, assiriat sensibilisations
etc.

b. Avez-vous discuté votre décision de (non) adhésien la famille, les
amis, les gestionnaires de la mutuelle, autres mesntbe la mutuelle,
ou d’autres personnes ? Si oui, quelles étaienslepinions ?

c. Y at il une personne ou un événement qui a éeéérdimant dans la
prise de décision (adhésion, non adhésion, dénmksio

d. Comment aviez vous décidé qui dans la famille/dwtdoit pas étre
inscrit ?(Dans les ménages polygames - quels femmes doddin
pas étre inscrites ?)

2. Comparaison entre la mutuelle et les autres structes de capital social

ES02 Selon vous, en quoi la mutuelle de santé ressemii@unix autres types
d’associations dont vous ou votre ménage sont mends, (tontines, tours
de village, groupements féminins, dahira, etc) Enupi la mutuelle de
santé est-elle différentes des autres associatichs

a. Notamment, en termes de :
i. modalité d’adhésion
ii. solidarité / réciprocité
lii. relations entre les membres

iv. réseaux sociaux
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v. co(ts et bénéfices
vi. fonctionnement
vii. gestion

A votre avis, quel type d’association est le plapartant (la mutuelle
ou les autres)? Pourquoi?

Souvent, on trouve que I'adhésion autres typesstaations est
plus élevée qu'aux des mutuelles. A votre avisiquai ?

Est-ce que les associations du village/quartiert $iées a la mutuelle
? Comment ?

3. Effet de I'adhésion a la mutuelle sur le capital smal des membres
(uniguement pour les adhérents, ex-adhérents, bénéfires, ex-
bénéficiaires)

ES03 Parlez-moi de votre participation a la vie de votranutuelle ? (Par
exemple une assemblée générale, élections des oggasessions de
formation, activités de sensibilisation etc.) ?

a.
b.

Quelles sont les justifications de votre participatou non ?

Pensez vous étre (avoir été) en mesure d’'influeleckamctionnement
de la mutuelle? Comment ?

Est-ce que ces expériences de participation auxitxt de la
mutuelle ont changé votre maniere de participedelcommuniquer
dans d’autres contextes ? Expliquez

ES04 Comment appréciez-vous le fonctionnement de la muglie ?

a.

e.

Comment appréciez-vous la circulation de I'infotioa dans la
mutuelle?

Est-ce que le mode de fonctionnement de la matpeilit étre un
exemple pour la communauté?

Les leaders de votre communauté jouent ils unindfertant dans le
fonctionnement de la mutuelle ?

Dans votre communauté, y a t il des gens qui saritig des
associations et de la mutuelle ? Pourquoi ?

La mutuelle vous a-t-il permis de développer devebties amitiés ?

ES05 Que pensez vous de l'idée d’'une fusion entre les melles ? Expliquez

ES06 Est-ce que les politiciens ont parlé de la mutueligu cours de leur
campagne électorale ?

a.

Avez-vous plus d’'intérét dans les affaires poleidpcales depuis
votre adhésion a la mutuelle ?
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4. Le recours aux prestations de la mutuelle

ESO07 Décrivez s'il vous plait comment votre ménage prenks décisions
lorsque quelgqu’'un membre du ménage tombe malade. Raz nous de ce
processus avant votre adhésion a la mutuelle ? Epees I'adhésion du
ménage a la mutuelle ?

a. Quels étaient les sujets de la discussion ? (Recaldélais de recours,
préférence sur le prestataire, etc.)

b. D’ou provient I'argent avec lequel vous payez plasrsoins / les
cotisations ?

c. Comment résolvez-vous les conflits éventuels swddeisions liées a
la santé ?

ES08 Est-ce que la provenance de I'argent pour les soime santé avait une
influence sur le choix du recours ?

a. Est-ce que cette influence a été modifiée depanetiement de la
mutuelle ?

b. Depuis que vous étes membre de la mutuelle, egiecgotre rapport
avec les individus qui donnent I'argent avec lequaels payez pour le
soin / les cotisations a changé ?

ES09 Depuis que vous étes membre de la mutuelle, estepee votre rapport
avec les prestataires a changé ? Comment ?

a. Sioui, est-ce que votre rapport avec des autrestptaires a aussi
changé (par exemple d’éducation ?)

b. Est-ce que vous utilisez plus les services de shaqiéis que vous étes
/ était membre de la mutuelle ?

c. Est-ce que les soins que vous recevez ont étéaaéstiepuis votre
adhésion a la mutuelle ? Comment ?

5. Les effets de la mutuelle

ES10 Depuis que la mutuelle a démarré qu’est-ce qui a @imgé sur le plan de la
santé et autres secteurs sociaux de la communauté?

a. Depuis que vous étes membre de la mutuelle, géekfibes en avez-
vous tirés ?

b. Est-ce que la mutuelle a créé des divergencesflitsosians la
communauté ? A quel moment et dans quels domaines ?
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ES11 Parlez nous des forces et faiblesses de votre mutae” Pensez-vous
gu’elle st viable ?

FIN INTERVIEW
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Appendix 4: Stakeholder interview guide (Soppantease study)

1. Gestionnaires du systeme de santé

e Es ce que vous connaissez Soppante ? Dans un cotetéarmel :
e Es ce que vous etes impligue dans la mutuellez-awas un rble ?
* Combien d’'information avez-vous sur la mutuelle ?
* Perception :
O aces au soin
management
effet sur le system de santé
effet sur la performance des prestataires
viabilité de la mutuelle
o effet surla demande au soin
* Opinion sur comment aller a I'échelle / créer umspyrand réseaux
* Avez-vous suivi des réunions de la mutuelle — exAG
» Avez-vous confiance a la gestion de Soppante ?
» Es ce que vous conseiller votre colleges / prastata soutenir le mouvement
mutualiste / Soppante ?
* Quels sont les topiques prioritaires pour la sarif@ies ?
* Ou est la mouvement mutualiste dans cette listgpdestaires ? — Comparaison
avec SIDA, paludisme, etc
e Es ce que vous connaissez Soppante ? Personnellemen
» Es ce que vous conseiller votre amis a adhérer ?
* Es ce que vous connaissez les gérants de la nautuell
e Es ce que vous connaissez des membres de la neutuell

o
o
o
o

2. Prestataires

* Voir section 1

* Perceptions des membres et non membres — compagaisteurs connaissances,
attitudes, comportement dans le contexte de acesas

» Perceptions des membres et non membres — leorelantre eux

* Es ce que vous conseiller non membres a adhérer ?

» Es ce que ses superieurs soutient le mouvemenalisi¢y Soppante?

3. Responsables

* Histoire de vie

« Comment il a commence les relations avec Soppante ?

» Perception de Soppante — positif et négatif

» Relations avec les autres responsables, gérantshrag, prestataires, structures
d’appui etc

* Relations avec autres associations, groupes etc

e A votre avis, quel est I'avenir pour Soppante ?

4. Structures d’appui
* Voir section 1
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Voir section 2

Des que vous parler des mutuelles dans les reuatones ce que vous parlez au
Soppante ? Qu’es que vous dissez ? Pour vous, Stepgst un exemple de... ?
Perception du Soppante dans le contexte régional

Perception des réseaux du Soppante — comment geeeld

. Associations, leaders locaux
Voir section 3
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Appendix 5: Parent and child codes (stakeholder imrviews)

Parent code = Actors
Child codes Source$® | Referenced’
History of involvement with CBHI 23 32
Leaders of Soppante 16 28
Actors personal membership of CBHI 5 6
Francois Diop 2 6
Assane Gueye 5 5
Mbaye Sene 4 5

Parent code = CBHI scheme operation

Child codes Sources References
Human resources of CBHI 48 96
Information dissemination 38 78
Types of CBHI 27 53
Participation in CBHI 28 50
Scaling up coverage 20 46
Premiums 28 43
Training and workshops 18 34
Rationale for joining CBHI 20 27
Enrolling new members 19 25
Dropping out of CBHI 10 17
Studies on CBHI 12 16
Competition between CBHI schemes 9 12
First encounter with Soppante 9 9
Requests for CBHI 7 9

B ugources” refers to the total number of stakehaltieterviewees who mentioned the child code.
24 “References” refers to the aggregate number okdirthe child code was mentioned by all
stakeholders/interviewees.
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Parent code = CBHI scheme operation

Child codes Sources References
Guarantee letter 7 8
Family enrolment 5 6
CBHI headquarters 5 6
Solvency 3 5
Soppante model 4 5
Record keeping 3 4
IT 3 3
Evaluation of CBHlI 1 2
Legal status of CBHI 2 2
Risk perception 2 2
Parent code = Development
Child codes Sources References

Development 22 34
Microcredit 14 20
Education 6 7

Economic & financial activity 5 5
Civil society groups 3 3

Parent code = Federations
Child codes Sources References

GRAIM 13 27

PROMUSAF 8 11

Pikine CBHI network 5 8

National union of CBHI 2 3
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Parent code = Geography

Child codes Sources References

Thies 16 40
Fandene 17 25
Dakar 9 14
Diourbel 7 8
Flooding 6 6
Ndondol 3 4
Urban vs rural 3 4

Parent code = Health system

Child codes Sources References

Health care providers 40 86
Access to health care 32 66
Contracting 28 53
Subsidies 25 34
Hospitals 17 32
Payment of providers 16 20
Prevention 14 19
Pharmaceuticals 11 16
Comite de sante 9 13
Quality of care 11 13
Ambulance 5 5
Traditional medicine 1 1
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Parent code = Irregularities

Child codes Sources References
Corruption 17 28
Waiving fees 11 13
Under the table payments 1 1

Parent code = Non-governmental institutions

Child codes Sources References
Donors and technical assistance 40 87
Catholic Church 21 42
Islam, marabouts and imams 24 38
Media 1 1
Parent code = Power
Child codes Sources References
Political engagement 39 87
Social movements 23 42
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Parent code = Social inclusion / exclusion

Child codes Sources References
Financial determinants of membership 20 28
Women 20 26
Poverty 13 22
Ethnicity 6 11
Social integration 8 10
Teachers 8 8
Means testing 3 3
Parent code = Social networks
Child codes Sources References
Associations 44 72
Local leaders 24 37
Migration & travel 9 11
Privileged social relations 5 5
Neighbours 5 5
Cooperatives 1 1
Parent code = Values

Child codes Sources References
Solidarity 30 43
Voluntarism 25 37
Trust 20 30
Altruism 2 2
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