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1 Background
Since independence the Government of Tanzania is thriving to ensure the availability of quality, accessible and affordable health services to the population.  For that case the Government has been undertaking reforms in the health system financing structure from the provision of free health care services to the introduction of cost sharing policy in 1993. The introduction of cost sharing was a response to constraints in the ability of the Government to generate adequate revenue to fund health care needs for the whole population. 
The cost sharing policy required everyone with the ability to pay, to contribute for the health services except special groups which are exempted and waived. The groups include the poor, children under five, pregnant women and people with chronic illness. 

The introduction of cost sharing was followed by the establishment of prepayment schemes, starting with the Community Health Fund (CHF), which was piloted from 1996 in Igunga district and consequentially its respective Act was enacted in 2001 and the National Health Insurance Fund (NHIF) in 1999. The objective was to increase resources to the health sector and ensure availability of needed health services to the wider population. Not only that but also, to ensure that the community is protected from catastrophic expenditure and guaranteed access to services at the point of need regardless of social economic status. 
Specifically CHF was established with the objectives of mobilising  financial resources from the community for the provision of health care services to its member, facilitate provision of quality  and affordable health care services through  a sustainable financial mechanism and to improve health care services management in the community through decentralization by empowering the community in making decisions by contributing on matters affecting their health through the establish governance organs including CHSBs and HFGCs.

For the past fifteen years CHF is being implemented by district councils which were given mandate by CHF Act to establish the scheme and reinforced the bylaws. There are notable success and challenges on the implementation. Some council have managed to mobilize additional financial resources that have been utilized to improve quality and quantity of health care services. The story is different to some councils where by the coverage to date has been very low to make any meaningful contribution to the improvement of the services provided. The situation is more so in the urban councils where in most cases its respective scheme in form of Tiba kwa Kadi (TIKA) has been nonstarter. 
2 SITUATION ANALYSIS
CHF is being implemented in 144 district councils out of 181 Councils which is equivalent to 80%. Recent data from NHIF semi-annual report (December, 2015) showed that national enrolment status is 19% of the total population (population census 2012), above 50% of the Government target of 30% set out in Health Sector Strategic Plan III (2009-2015). Performance of CHF varies across the regions, the region with highest enrolment had recorded 68% coverage and the lowest have recorded 0.1% of coverage (NHIF, 2015).
Variation of performance across the country is attributed by various factors, such as the design and set up of the CHF, quality and portability of services, lack of skilled health care workers (personnel), inadequate medical equipment for diagnosis and treatment. Other factors are economic status, low rates of user-fees, adverse selection by community members and lack of accountability since there is no purchaser and provider separation.     

2.1 Design and Implementation of CHF
CHF design promotes passive enrollment, the current arrangement is voluntary enrollment and mainly done at facilities, thus most people join CHF when they are sick. Those who are not sick and visiting health facilities lack motivation to join. Renewal also depends very much on one’s health conditions.
2.2 Limited CHF Services and Portability Issues
With enrollment at health facilities portability of health services is unrealistic, which demotivate people to join the schemes, moreover referral services are not facilitated under current design of CHF.

2.3 CHF Set-Up

CHF Act provides room for each council to set its benefit package according to the agreed premium; as a result it varies within the region and disallows members to access cross-district and cross-region services.
2.4 Low Rate of User Fees

Setting of user fees pose another challenges as it jeopordise the goals of CHF, low rate of user fees create flexibility to community members who in most cases choose not to join CHF and prefer out of pocket- payment. 
2.5 Management Structure

This is noted as one of crucial challenges due to lack of separation (split) of purchaser and provider roles. District Medical Officer (DMO) functions as provider and purchaser of CHF and thus, performance of CHF often depends on individual efforts of DMO. This arrangement also over-burdens Health Care Workers who have to functions as mobilisers, register and fund managers consequently affect their performance in provision of services and CHF implementation. 
2.6 Exclusion of the Poor

Over time in most council experiences indicate that CHF had not been used as effective mechanism to include the poor. Though the CHF Act clearly states that councils are to budget for the poor to enroll them in CHF, however many cases district do not identify the poor and only few allocates fund for poor. This relates to the challenge of limited cross subsidisation between the ill and healthy individuals and households.

2.7 Weak Oversight of CHF by Council Health Services Boards
Council Health Service Boards (CHSBs) are structures established for the intention of ensuring expansion of oversight on health care services provision and to oversee operation of CHF within the councils. However, capacities of CHSB to hold accountable health care system is very weak, and lacks true representation at the full council. In most cases members of the CHSB are not trained and therefore do not know their roles and responsibilities.
Responding to the above stated challenges, the Government of Tanzania in collaboration with Development Partners are implementing pilot projects in different regions (Dodoma, Kilimanjaro, Lindi, Mtwara and Mbeya) to test innovations for improving the designing and operationalization of CHF. The innovations being piloted in the selected regions addresses the challenges by putting in place mechanism for facilitating active enrollment, portability of services, separation of provider and purchaser roles, reimbursement to health facilities and improve management of membership data. Lessons from the pilot projects prove that the innovations being implemented provide feasible solutions for improving CHF design and operations. In this regard, Government through MoHCDGEC is undertaking reform of CHF to improve its implementation. In so doing short and long term plans are implemented.  
 CHF REFORMS
Challenges of the current CHF design and lessons from the pilot regions are recognized and thus, a strategy for CHF reform is developed and will be implemented in phases. Phase one deal with transitional arrangements and the second phase will implement long term actions which envisage for the development of the Single National Health Insurance.
Long Term Plans
Currently the Government is committed to moving towards Universal Health Coverage, ensuring that all citizens have equitable access to quality health services and are protected against financial risks as a result of paying for health care services. In view of this, the Government is undertaking major reform in Health Financing System by developing Health Financing Strategy which is in the final stages. One of the Strategic areas/objective is creation of Single National Health Insurance in which contributions will be mandatory. The scheme will include the formal and informal sector to ensure cross subsidization. It is expected that with the implementation of Single National Health Insurance about 85 percent of the total population will be covered by the prepayment scheme by 2020 which also meets the Government desire to achieve Universal Health Coverage.
Transitional Plans
The Single National Health Insurance Act is expected to be tabled in the parliament in September 2016. Due to the fact that, the Act will have to go through number of Government procedures, it is envisaged that it might take a long time for it to be into effect. Therefore, the Government has prepared a short term plan to ensure that everybody especially those in the informal sector which constitutes a large percent of the total population; are covered by the prepayment scheme the CHF/TIKA while procedures for establishing the Single National Health Insurance are being implemented.  

To achieve this short-term goal, the Ministry formed a task force with composition of members from various institutions like Ministries, NGOs and CHF implementing partners with background and experience on operationalization and management of CHF and Health Financing. The task force was provided with a clear Terms of References (annex..) to guide the sub-teams on providing suggestions on improving Community Health Fund without reviewing the CHF Act.

Guided by the ToRs the task force conducted thorough review of various studies and best practices from implementing partners on CHF Governance, Benefit packages and enrollment and came up with number of recommendations which have been used to develop this document. 

Legal Framework 
There is a legal framework governing CHF set up, operations, management and governance. Implementation of the reformed CHF will be done as a pilot in Regions which have no implementing partners. Regions with implementing partners such as Dodoma, Morogoro, Kilimanjaro, Mtwara, Lindi and Mbeya the implementation of the current design will continue. For facilitating smooth operationalization of the reforms and its related innovations at National level and at Local Government Level, a circular is to be issued which will direct LGAs to implement reformed CHF as a pilot prior to the review of CHF Act and establishment of a Single National Health Insurance. 
The reformed design of CHF has suggested changes in the following areas, Purchaser-Provider Split; the use of existing boards (DCC, RCC) to channel CHF issues to the Community, financial management fund pooling at NHIF regional Office, accreditation of Private Health Facilities, composition of CHSB members, qualifications and tenure, provision for payment of commission to enrolment officers to be contracted.
3 GOVERNANCE AND MANAGEMENT STRUCTURE 
3.1 CHALLENGES ON GOVERNANCE ISSUES WITH REGARDS TO CHF

Despite measures and consideration that have been put in place in the design and CHF Act, 2001, CHF Regulations, 2004 and their corresponding Instruments, the following challenges have been experienced with regards to governance: -

3.1.1 In the operationalization and administration of the CHF there are four Institutions (MoHCDGECC, PORALG, NHIF and LGAs) that administer CHF altogether, playing certain role in management and administration. In such a situation roles and responsibilities of each institution were not effectively implemented. 
1.1.1  Under the current set-up Councils assume dual role of being provider and purchaser of services which compromises checks and balance and basic principles of operating a health insurance scheme.
1.1.2 Supervision on CHF activities by CHMTs is partially done as the results, anomalies are identified at advanced stage and sometimes after a suffering a consequence. 

1.1.3 Inadequate feedback to the community, despite guidelines for the same under the CHF Regulations 2004,
1.1.4 Governing committees are not conversant /aware of their responsibilities. Some are dormant and incapacitated.

1.2 OBJECTIVES OF IMPROVING GOVERNANCE

The main objective of improving governance structures of CHF target to alleviate the identified problems as elaborated above with the focus of effectively embed CHF in the existing governance structures; concretize functions of oversight committees at village, ward and facility levels put in place incentives for effective governance of CHF. In addition, the structures are improved for administration and reporting in the context of the proposed purchaser-provider split as well as accountability mechanisms and governance structures and NHIF management
1.3 Reforms on Governance
Improvements that will be implemented for different committees at District, ward, village and facility levels under Reformed CHF are;
1.3.1 Separation of function of provider and purchaser by making NHIF fund holder 
1.3.2 Strengthen capacity of Health Facility Governance Committees (HFGCs,) in coordination and supervision: Through Standard Operational Procedures (SOP). 

1.3.3 Among others, functions and processes of CHF should be a permanent agenda in the meetings (weekly/monthly, quarterly meetings and annual events) at all levels of governance.

1.3.4 Village General Assembly, Ward Development Committee, Full Council, DCC and RCC receive and discuss CHF Progress report. 
1.3.5 Health facilities to continuously collect, keep and disseminate CHF data (number of patients accessing services using CHF, NHIF, user fee and exemptions) to observe progress. 

1.3.6 Health facilities through HFGCs use data for planning and decision making. 

Incentives for effective Governance 

All incentives should be performance based and will be given to:
i. Enrollment officers (EO) to be paid enrollment commissions upon receipt of collection at a rate prescribed by a purchaser.
ii. Division CHF Supervisor (CDOs, SWOs etc) to be facilitated with working tools and other necessities by purchaser.

iii. Voluntary Committee and Statutory Bodies (FGCs, Village Social and Welfare Committees) when tasked to perform CHF responsibilities. 

iv. Health service providers’ claims to be promptly paid by purchaser. 

A performance indicator to be used to determine the incentives on the provider side includes;   

i. Availability of defined necessary services at the facilities e.g., essential medicine and products (supplies), cleanness of the facility, patients work load, transparent and functional complaints mechanism. 
ii. Mechanism for determining best performing Health Facility Governing Committee and CHSB to be recognized through media and be given certificates.

iii. Utilization of allocated funds for intended purpose. i.e meeting are conducted timely and the members are paid their allowances.

1.4 CHF Administrative and Reporting Structure under the Proposed Purchaser-Provider Split
1.4.1 Reporting Structure

Two reports will be produced and submitted i.e. Financial and Administration Reports  

i. Enrollment officer at village level, report to division CHF Supervisor who compiles village reports for submission to the District CHF Manager (NHIF staff), District CHFM report to Regional CHF Manager who reports to the CHF Director at NHIF HQ.

ii. District CHF Manager Report to NHIF, and respective standing committees then to Full council. 

iii. DCC and RCC will be responsible for discussing health insurance matters. 

1.4.2 Financial Management Structures 

i. Each facility to open Bank account as per Treasury and PO –RALG directives. 

ii. Formula for CHF funds utilization should be clearly spelled out (divided by percentage). Since at facilities level, the financial capacity management is low, where possible specified percentage should be paid direct to the provider of services e.g. MSD etc.

iii. District should assign an Accountant to support Health facility to ensure proper management of health accounts.

iv. PORALG to update and disseminate financial management manual for health facilities. 
v. Performance auditing at least once after every two years (Short term measures)-Abrupt Audit (Sample) regular audit on Medicines and Financial Management. 

1.4.3 Accountability Mechanism 

Two accountability mechanisms are to be implemented under the reform: 

1. Provider:  
1.1. Reports and adhoc inspections to check all time availability of commodities and consumables.
1.2. Discipline among health facility workers by implementing a transparent complains submission mechanism including suggestion box, complaints desks at facility level, Hotline to district level. 

1.3. Timely preparation and submission of request for reimbursement after service.

1.4.  To strengthen the directives for transparency; display the income and expenditure report at the advertising boards in the Hospitals and work on feedback from users.

1.5. To put in advertising boards service level agreements/guidelines in simple language concerning time used in the provision of health services; Example: 

· How long does it take to get results of Malaria, 

· How many workers are supposed to be at that facilities including those who are missing for various reasons,

·  Month collection and expenditure of CHF and other funds

1.6. The Facility Governance Committees (FGC) should be involved in the Priority setting, Planning, Monitoring and actual governance of the resource management (public) or oversight (private).
1.7. FGC should be exposed to Civil Accountability framework including use of SMS to report on Quality of services, exit service monitoring, client satisfaction, health commodity stock outs and theft according and beyond BRN.
1.8. The Facility management should be jointly oriented together with the FGC on issues of Resource management (mobilization, planning, monitoring) etc.

1.9. There are should be Public Private Partnership and Contractual Service Level Agreements.

2. Purchaser Side-

2.1. Conduct public hearing meetings to sensitive client service charter

2.2. To conduct community scores cards and social accountability monitoring exercise. 

2.3. Prepare, publish and disseminate annual financial reports. 

2.4. Engage in advocacy and capacity building to all related stakeholders on the CHF concept and; their role and responsibilities under provider purchaser split. 

1.4.4 Governance Structure of CHF under NHIF Management

The reforms suggested are taking into consideration issues pointed out below:

i. The CHF Act continues to be effective prior to its review,
ii. Governance structure seeks to strengthen lower and middle supervisions

iii. Governance structure is for purchaser separated from providers
iv. Existing CHF structure to be integrated within NHIF structure, but with much controls of financial matters,
v. There will be a robust ICT supportive infrastructure,
vi. Massive enrollment of families/individuals to the CHF schemes across councils,
vii. Preceded and concurrent massive public awareness campaigns

Governance Structure

The governance structure intends to achieve the following;

i. Set-up of functioning CHF management/administration at NHIF HQ and Regional Offices down to village levels, including financial and membership management, 

ii. Strengthening of CHF oversight governance structures, 

iii. Strengthening of enrolment and sensitization structures for increased CHF membership, including identification and enrolment, 

iv. The set-up of a functioning complaint management system

Positions in the structure

Staff and Establishments 

Staff establishment for managing CHF under NHIF Management during the short term arrangement is arranged in a manner that it will facilitate provide-purchaser split, new positions are created at NHIF and at the Local Government as presented in table 3.1 and illustrated in Figure 3.1
Table 3.1: Staff Establishment

	No
	Staff Cadre
	Level of Engagement
	Mode of Engagement
	Roles and Responsibilities

	1
	Enrollment officers (CHWs any other appointed person)
	Village / Mtaa.
	Engagement of Enrollment Officers is based on acceptable integrity determined by respective villagers themselves. 
	Advocacies, Collection of Contributions (both enrollment and on Renewals).

Enroll members, take pictures, issue ID cards and fill and update member registers at village level 

	
	Village/Mtaa Executive Officer
	Mtaa/Village
	A circular to Regional Secretary to instruct to expand roles of VEOs and MEOs on supervision of CHF
	Supervisor to the Enrollment Officers.

Support mobilisation of Community, support accountability through village assembly

	2
	Division CHF Supervisor (CDOs, SWOs)
	 Division level
	CDOs / SWOs who are LGA employee at ward levels; they can be tasked to supervise Enrollment Officers; in anticipation they will be responsible enough and capable to supervise village enrollment officers
	Supervise enrollment, collect collections and deposit to CHF accounts, enter CHF members’ data to the database. Technical support

Each CDO/SWO will be assigned one Division to supervise and provided with working equipment and targets

	3
	District CHF-M (report to  NHIF and employed by LGAs-secondment)
	District level
	Prior to full operationalization we may continue to use CHF Guides that require District Managers to be Social Workers. More often an officer at the district council is appointed to coordinate CHF. 
	Middle supervisory and coordination roles

CHF-Coordinator and Manager should not have other responsibilities except issues to do with CHF. Must be an employee of the Government. 

CHF manager – District. 

CHF coordinator – provider side. 

CHF-M will be very close to the DC but also report to DED

	4
	Regional CHF-Manager 
	(NHIF employee)
	Employed as Regional Supervisor by NHIF and charged mainly with overall supervision of CHF in the respective region.
	Overall Regional CHF supervisor and a link officer.

Management of CHF affairs at regional level.

Secretary to the Regional CHF Board



	
	



Figure 3.1: Proposed Reformed CHF Structure
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Figure 3.1 Describe the proposed structure of CHF on the purchaser side starting from the Director General (DG), Deputy Director General (DDG), Director CHF department (DCHF), National CHF Manager, Regional CHF Manager (R-CHFM), District CHF Manager (DCHFM) who will be employed by the Council and seconded to NHIF, Division CHF Supervisor (Division CHFS), Village Executive Officer (VEO) and Enrollment Officer (EO).
4 BENEFIT PACKAGES
4.1 Benefit Package and Provider Payment Mechanisms

Minimum Benefits Package is the set of health care outpatient and inpatient services as proposed on Box I. Since no country can guarantee all health care services to its citizens, a non-exhaustive list of exclusions has also been proposed as shown on Box 2. 

4.2 Minimum benefit package

4.2.1 Current situation

There is no defined benefit package for CHF in the country. Currently, each district council is allowed to define benefit package for CHF, which in most cases it is not defined rather assume all services available at the facility. Therefore, Benefit Package is defined by level of services. 

4.2.2 Portability of Benefits Package  

In the transition arrangement basic benefit packages are define by taking into account the understanding that included private dispensary might have more service packages than public facilities. In this case exclusion list of services that cannot be covered at each level is defined and will be affected.  Benefits should be portable across districts within region. A person can move from one district to another and will be allowed to access primary facilities in another district without restriction. However, a person cannot move from one district to another and access a referral services (District or regional hospital) without referral letter.
Cost sharing prices will be used to calculate benefits to be provided. NHIF will negotiate price with private facilities to make sure that prices at public and private facilities are harmonized.

4.2.3 Alternative benefit level

In the transition arrangement, Reformed CHF will have one benefit packages where a member access services from Dispensary to a Regional Hospital (referral mechanism is to be strengthened). There are will be no alternative benefit package since its operationalizations are foreseen to be cumbersome due to complexity and increase of administration costs. 
4.2.4 Benefits Package

The Reformed CHF benefit package will cover outpatients and inpatients services up to the level of region. The package will be inclusive, meaning a list of all covered investigations, services and medications will be issued. There will also be exclusion list and risk pooling will be at regional level. Means for cross subsidization between regions will be implemented by administrator. Box 1 and Box 2 below clarify benefit coverage and exclusion list. The detailed Benefits Package with their respective price is shown on: 
Figure 4.1: Benefit Package



4.3 Type and level of providers to be contracted

4.3.1 Current Situation

Most of the Councils have a package which covers primary care services up to the level of Dispensaries and Health Center. However, few Councils have included District hospitals and others, mostly those supported by donors provide cover up to the Regional Hospital.

4.3.2 Benefits Package by level of Providers

Benefit package will be provided across all levels primary (Dispensary & Health Center), District hospital, and regional hospital.  Access to District and Regional hospital will require referral letter from primary facilities. For competitive reason, services will be provided at both public and faith-based facilities. Where necessary, NHIF can decide to include private for profit providers (in case there is limited number of public & faith-based facilities).

It is understood that some members might be leaving very close to a District or Regional hospital compared to where a dispensary or health center is located. In this case, a patient will be allowed to access District or Regional hospital as first point of access. However, in this case this patient will only be allowed to access services that are equivalent to those provided at primary facilities unless there is rational need for referral care. In case a patients need referral services, there are will be internal referrals where the patient can be allowed to access required referral services. 
4.4 Provider payment mechanism

4.4.1 Current situation

In most Councils (except those supported by partners), there is no provider payment mechanism. All co-premiums are collected at Council level and spending decided in any area of the district depending on perceived need. 

4.4.2 Payment Mechanism

In a reformed CHF purchaser and provider roles will be separated and NHIF will play the role of purchaser. Clear mechanism of reimbursing providers basing on services that they have provided will be implemented. NHIF will have the role of contracting and paying providers. Options for paying providers will apply to approaches as elaborated hereunder;
· Fee-for-service

This will be similar to the mechanism that NHIF is currently using to reimburse providers. CHF members will be utilizing services from any provider of their choice and the NHIF will reimburse such providers based on claims that have been submitted. 
· Capitation

Primary providers will be paid on capitation basis while referral facilities (district hospital and regional hospital) will be reimbursed on fee-for-service basis.

Note: Under reformed CHF, administrator will decide on the method to use.
Prerequisites for Capitation

· Establish proper information system for each facility in order to get good information on the number of people registered at the facility

· Calculate capitation cost
· Build in waiting period of at least 1 month before members can start to benefit. This is to allow time for preparing systems

· Capitation will be per individual instead of household

· NHIF to prepare information system to manage capitation

· Put in place quality assurance mechanism.

· Identification system.
Portability issues under capitation

With capitation system, capitation payment will apply only for primary care services. In case a member is outside his/her District, will be allowed to get primary care (and referral when required) thereafter; facility will be re-reimbursed using fee for services. Facility payment mechanism is to be decided by the administrator.
4.5 Package Price and Premium contribution

4.5.1 Current situation

As there is no defined package in most Councils, premium is also determined due to what is explained as ‘ability to pay’. Median co - premium charged by most facilities is 10,000Tsh, with range being between 5,000 and 30,000 per household of up to six people.

4.5.2 Premium Composition

Premium amount that will be able to cover both administration and service/benefit package delivery cost is defined. Providers contracted to provide CHF benefit package will be reimbursed based on prices that have been established in the cost sharing guideline. It is not anticipated that CHF premiums will be able to reimburse prices that are currently been used by NHIF therefore cost sharing prices will be used for reimbursement. In this case private facilities will need to agree to the cost sharing prices before they can be contracted.

4.5.3 Premium Rate

It is anticipated that administration cost will be about 15% of premium amount similar to NHIF and guidance from SSRA. As the reform is building on the existing Government structures from village, ward up to district level, it is expected that the cost will remain at this proportion. Best practices from Kilimanjaro and Manyara are using 60,000 TZS per household of up to six people per year. The experience in Dodoma have shown actual package prices should be 75,000TZS per household per year as package price have been used to develop the premium rate.
In rural areas group enrolment for the formal registered groups will be allowed and encouraged. For example, boda boda drivers can form a group of minimum 10 people and contribute 30,000 TZS each to enroll to CHF. Similarly, women group may also enroll using this modality.

Tentatively in rural areas the premium per household per year will be 60,000 Tanzania shillings for a family of six (6) people. Families with more than 6 individuals may either decide to form a separate family group and pay 60,000 TZS or pay 30,000 TZS per each additional person. Any additional child above 6 people will pay 10,000 TZS extra.

In urban areas, premium will be set per head instead of household. Each person will pay 30,000 TZS per year. 

Figure II


For this premium rate to be acceptable/realized user-fees is to increase to at least 10,000 TZS.

Why this increase in premium?


· Currently providers are not reimbursed based on treatment services given to CHF members

· Increase in administration cost because we are not moving to active enrolment using collection structures that are very close to people (villages & wards)

· Expanded benefit package to include private primary health care providers and also add referral care to district and regional hospital.
4.6  Sustainability of CHF

For the sustainability of the reformed CHF, we need to ensure that enrolment remains at 30% with re-enrollment at 70% in order to ensure sizable pool to pay for services. The proposed benefit package is comprehensive enough to motivate people to enroll. 

To succeed, there should be investment during the initiation of the CHF. This will depend on the modality of enrolling members which should be close to people.

Important Immediate actions
Prior to implementation of the reform MoHCDGEC, PORALG and NHIF are to ensure that health facilities have adequate stock of essential medicines and functional medical equipment (machines). A mechanism for ensuring availability of essential medicines at acceptable is operational as well as sustainable and systematic equipment repair and maintenance.  0752467652
5 REFORMING ENROLMENT

5.1 Introduction

The fifth phase Government target to increase number of Tanzanians with health insurance and improve access to health services. To achieve the target, the Government through MoHCDGEC is planning to implement reform on CHF to enable enrollment of larger portion of community members into insurance. Current enrolment of members is done at health facilities which results to passive enrolment, and do not facilitate portability of services as well as inefficient system of data management, as such low level of enrolment and non-renewal of membership is experienced. Moreover, identification and enrolment of the poor remain as a challenge in most of the councils in Tanzania. The reform intends to put in place a robust system for enrollment which will facilitate active enrolment, renewal, data transfer and management. In addition, the system should facilitate portability of services through identification of members at health facilities and enable payment of health facilities claims. Most importantly, the reform suggests the mechanisms for identifying the poor and means of financing the respective premiums. 

The reformed CHF will take advantage of use of ICT, experience from Pilot projects implementing CHF reform have been used as a base for developing the ICT infrastructure of CHF. Experiences from various Implementers are used to develop the National system.

This section detailed steps for enrollment of members, mobilisation, education tools and methods, ICT tools for enrolment, identification, claim submission and data management. In addition, this section detailed the procedures for selecting the poor and provide guide on financing pro-poor, it further guides the procedures for group and institutions enrolment.

5.2 Objectives

Development of the system suggested therein was guided by the terms of reference provided.
5.3 Enrolment Procedures

5.3.1 Selection of Enrolment Officer and Supervision

· CHF Enrolment Officer should be appointed after the endorsement of village assembly. He/she should have been approved by the village government based on the set criteria provided. Not only that but also other interested individuals who involved with social services or business e.g. Primary societies offices, SACCOS / AMCOS offices, community banks, cooperative shops can be considered to be agents for enrolling people. 
· In urban settings consideration should also be given to engage small and medium scale mobile money transfer agents to also enroll members. 

· Village Executive Officer will have a role of supporting and supervising enrolment on carrying out his/her duties as stipulated in the governance operating procedures.

· Designated Division CHF Supervisor will conduct time to time follow up and support supervision visits to the villages to support mobilisation, enrollment and fund management or collection.  

5.3.2 Registration/ Enrolment Procedures

Enrolment into CHF targets households, groups and individuals who will be registered at different areas such as at village, sub-villages, schools or colleges. Household and group should have a maximum of 6 beneficiaries including principal member. EO will apply the following procedures and will be provided with standard operating procedures to guide the process.

· Registration process will start soon after enrolment office satisfy himself/herself that member has paid premium for CHF, he/she should then fill particulars of principal member in the registration form, and should do the same to the dependents. 

· Members’ information and picture will be captured by the EO through the mobile phones and submitted to the server. In case of the areas where there is no internet connectivity, off-line mode will be applied and data will be stored in the phone memory. Data could be uploaded to the server once EO has reached area with internet connection, or will be collected by Division CHF Officer. 

5.3.3 Premium Payment Mechanism and Fund Transfer

Effective and efficient system of payment for CHF premium should be put in place to allow different options of payment and safe transfer of collections. In view of this, different options are to be used to accept payment of premiums and transfer.

· Self-Payment through mobile money: Establish the CHF menu in all telecom companies and Point of Sales (POS), through the menu individuals can pay premiums and submit transaction ID to the Enrolment and subsequent steps for registration should then follow as stipulated in the operation procedures. 

· Pay through Mobile Money Transfer/POS agents: Individual pay at the point of sales or at the mobile money transfer agents, get a receipts/ transaction ID, and present to the Enrolment Officer and subsequent steps for registration should then follow as stipulated in the operation procedures.
· Pay by cash to Enrolment Officer or NHIF Office: Individuals can pay by cash at the enrolment officer or nearest NIHF office and be registered as explain in the operating procedure. 
· Pay by Cheque: For group and institutional enrolment cheque should be paid to NIHF, a list of names of head of households and village or mtaa of residence should be attached and submitted to the division CHF Officer, individuals should be enrolled by following similar procedures of enrollment.
The system of payment of premium should allow installment payment; however, access of services will be affected upon completion of payment. It should be noted that payment is to be done in two installments. If it happens that an individual has failed to pay his/her last instalment the initial, payment will not be refunded.
5.3.4 GROUP AND INSTITUTIONAL ENROLMENT 

Groups an Institutional enrolment is to be encouraged for accelerating enrolment, different Income Generating Associations, small and medium scale enterprises, savings and credits organisation to be used as entry points. Schools and Colleges are to be targeted for institutional enrolment as elaborated below;
5.3.5 Enrolment of Group Members 

The office of Community Development Officer, Cooperative Officer, and Youth Officer as well as Labour officer at regional and councils level will have a duty of identifying the Income Generating Associations, Small and medium scale enterprises, bus stand porters and agents, Daladala and Boda Boda Driver Associations. Other groups that are to be identified are SACCOS and VICOBA, Women and Youth Groups, self-help groups and the like. Members of these groups should be sensitised and mobilised to join CHF.  Respective Officer and leadership of targeted organizations will agree on the arrangement for enrolling members of the groups.
5.3.6 Institutional Enrolment 

Regional and Councils Education Officers shall work with Regional CHF Managers to prepare and implement strategies to enroll College (NACTE and VETA Accredited) and Secondary School Students. Students will be enrolled in groups of 6 to form a household, individual card are to be issued to each students, with regards to payment of premium each member of the group (households) through medical capitation fees will pay equal amount. At national level MoHDCGEC in collaboration with PORALG and MoEVT will prepare a guideline to guide Regional and Council Educational Officers to implement the approach. Consideration will be given to specific groups or cards which will allow them to have portability of services
5.3.7 Enrollment at Cities and Towns 

The population within cities and towns is mobile due to the nature of activities as such enrolment approaches in these settings are supposed to be dynamic, therefore with the digital format of enrolment Mobile Money Transfer Agents and Point of Sales for services like LUKU will be invited and engaged as franchise CHF enrollment agents. To effect this approach, the CHF Menu shall be developed to feature in the mobile transfer portals; special accounts shall be developed and maintained as by the set Financial regulations.
Sensitisation of communities in the cities and towns will apply multiple tools and tailored messages, outdoor channels like road banners, billboards and roadshows shall be used on the other hand indoor strategies such radio spots, dialogues as well as radio or Television soap opera should be considered where necessary.

5.3.8  Fund/Collections Transfer

For transferring the fund two options can be considered depending on the circumstance.

· Transfer through Mobile Money Agent by Enrolment Officer: Using the established Mobile Money Account portal for CHF to transfer fund. He/she approach mobile money transfer agent and transfer the collections. Receipts or SMS with transaction ID will be transmitted to the EO phone as evidence of transfer. The receipt or transaction ID should then be submitted to the Division CHF Officer.

· Transfer through Division CHF Supervisor: CHF Supervisor on his/her around of supportive supervision mission collects fund from EO and issues receipts to acknowledge receipt of fund, he/she then deposit collections to the CHF account and present the pay-in-slip to the Accountant at NHIF Regional office. 

5.4 COMMUNITY SENSITISATION AND MOBILISATION

Enrolment of household and individuals is influenced by the level and nature of awareness regarding insurance, in this respect, sensitization and mobilisation at different level should be conducted. Different methods of sensitization and mobilisation are proposed to be applied for promoting positive behaviors and increase willingness to pay among community members;

Table 5.1 : Sensitization and Mobilisation Methods and Tools
	s/n
	Methods
	Tools

	1
	Outdoor Communication
	Print Media (wall posters, leaflets, flyers

	2
	Indoor Communication for Mass communication
	Radio and Television spots , Social media (banners on blogs, websites) 

	3
	Inter-personal Communication
	Ward, Village, Mitaa meetings, road shows.

Community Development Officers should take a leading role on facilitating the process

	4
	Edutainment
	Use of arts, drama and songs and music, soap operas

	5
	Champions
	Engage influential figures (politicians, musicians, Actors/Actress) as champion to endorse and promote CHF

	6
	Gatekeepers
	Engage religious leaders and opinion leaders to promote CHF

	7
	Target to specific groups
	Engage leaders of students organizations at Secondary Schools and tertiary level to promote CHF to peers.


5.5 CHF DATA MANAGEMENT

Data management system is essential for facilitating management of registration, claim reimbursement and reporting. The reform put in place a system that allows management of members’ data and for facilitating claim reimbursement and generation of various reports as required. The following are to be available;

· Mobile phone (smart) or tables 

· Dedicated Server for data storage

· Android applications for enrolment, enquire, and claim submission

· Receipts or portable printer for generating fiscal receipt

· Membership forms with security features

·  Cold lamination pouch for member identity cards

All data related to enrolment, renewal and claim submission will be stored at the server. Mobile phone at the point of registration and at health facilities will be linked with the server through internet. In areas where there is no internet connection data will be collected by Division CHF Supervisor and submitted to the server once connected to the internet.

5.5.1 Portability of Service and Health Facility Claim 

Data management system should allow portability of services across the districts and across regions. Member with CHF cards should be able to receive services at any public facilities and accredited private or faith based facilities. The facilities through use of mobile phone with enquire application should be used to identify members. The same facilities should also use claim application to submit claim.  
5.5.2 Membership Identity Card

Cost effective membership card should be used and issues instantly once registration processes have been completed by Enrolment Officer. Card holder will be able to use the cards to access services after 30 days since the day of registration. The membership card will have members name, sex, date of birth, date of registration and identity number and security features, see figure 5.1 annexed.
5.6 OPERATIONALIZING ENROLLMENT REFORM  

Operationalization of reformed CHF within the councils would require  

5.6.1 Facilitate councils with provision of enrolment materials and equipment: mobile (smart) phones or tablets for registration of members, laptops for data transfer and data entry. 

· Each village will be provided with one smart phone with enrolment, renewal applications. The phone provided shall be managed by EO and will be closely monitored by Villages Executive Officer. The government will support with solar power, areas which have no electricity, 
· For the case of mobile money transfer agents or point of sales agents with contract for enrolling members, must have own smart phone which will be installed with CHF Applications.

· Division CHF Supervisor shall be provided with laptop for collection of off-line data from EO, for data processing and for report writing.

5.6.2 Receipt books or printer for fiscal receipts and registers

· Receipt books with security features such as hologram are to be provided to the EO and EO should sign a handing over form to acknowledge receipts. 

· To further improve accountability, in-line with the government efforts to improve collection of funds and improve accountability, portable thermal printers are recommended for issuance of electronic fiscal receipt. The printers will be linked to the CHF database for easy monitoring of collections.

5.6.3 Harmonization of ICT system for enrolment, enquire, claim submission and reimbursement.

· Data management systems for enrolment, contribution management, identification and claim submission and payment will be harmonies, and linked to one server. Management and ownership of database will be fully transferred to government.

5.6.4 Training to council management teams, Division CHF Supervisor and Enrollment Officers and advocacy meetings to leaders and Executive Officers at ward and Village level.

· Training packages and advocacy materials will be developed by adopting or adapting already existing materials developed by different actors currently being used.
· MoHCDGEC, PORALG, and NHIF Regional Offices will be trained as Master Trainers with the role of cascading the training down to Local Government Authorities by training Trainers of Trainers. 

· Regional and District Council ToTs conduct training to Division CHF Supervisor and Enrolment Officers on how to operationalize the reformed CHF.

· Advocacy meetings targeting Ward Councilors during the full council meetings, members of Ward Development Committees and Ward Health Committees during the WDCs meeting. Statutory meetings are recommended for advocacy with the aim of reducing cost.

5.6.5 Facilitate Movement of Division CHF Supervisor to the villages (either provide fuel or motorcycle)

· Effective management of CHF process require consistent follow up and support, thus Division CHF Supervisor will be provided with transport means, fuel will be provided to those with councils’ motorcycles. Otherwise new motorcycle will be provided.

5.7 IDENTIFICATION OF THE POOR AND PRO-POOR PAYMENT 
To ensure equitable access to health services by the population is attained and maintained, reformed CHF will capture the poor and enrolled. Procedures for selecting poor people to be provided with free cards is designed and should be implemented by the councils as elaborated herein;
Identification of the poor should use the already developed guidelines as stipulated in the guide such as Mwongozo wa Uchangiaji Huduma za Afya and Muongozo wa Uanzishaji na Mafunzo ya Bodi na Kamati za Afya za Halmashauri and TASAF approaches, community members identified through TASAF methods will be also treated under this arrangement.

Table 5.6 highlights various means or sources of finances that could be applied by district councils to pay for the poor 

Table 5.6:  Mechanisms for Pro-Poor Financing

	
	

	Councils shall use different budget lines such as 


	· Community Based-Interventions under priority area Strengthen Social Welfare and Social Protection Services in the CCHP to budget fund for paying for the poor; 
· as stipulated in the CHF Act through own collection Council shall allocate 5% of its collection to pay for poor families. 

· In addition, councils through Community Development Department shall allocate funds for paying premium of poor households. 

	Village government to use own collection to pay premium for the poor:


	· A circular from the PORALG to be issued to guide councils to instruct village/mitaa governments to allocated part of the own collection to pay for the poor as was identified and approved by village government.

	Mobilise saving and cooperative associations/organization to pay for the poor:


	· Tapping on the advantage of growth of saving and cooperative society of organisation, councils should use it as opportunity for social capital and mobilise members to pay for their fellow members of community who are disadvantaged. 

	Mobilise religious organisation to pay for the poor:


	· Religious organisation for overtime have been contributing on support welfare of disadvantaged, a strategy for forging partnership with religious organisation is vital for sources resources for paying for the poor. Thus, councils should work and mobilise these organisation to pay for the poor. 

	Capitalise on the Social Cooperate Responsibility window and use part of income to pay for the poor.


	· Social Corporate Responsibility (SCR) window of Nation and Multi-National corporations operating within the boundaries of villages or councils shall be approached with proposal for paying for the poor. Central government to look for solution on making such contribution non-taxable, to further encourage the corporations to contribute for social development.

	Social Corporate Responsibility (SCR)
	· Social Corporate Responsibility (SCR) window of Nation and Multi-National corporations operating within the boundaries of villages or councils shall be approached with proposal for paying for the poor. Central government to look for solution on making such contribution non-taxable, to further encourage the corporations to contribute for social development.

	Approach business people and groups to mobiles resources to pay for the poor: 

Apply Community Labour-based contract:
	· Councils to conduct fundraising activities by approaching individual business personalities and business groups to contribute resources for pro-poor financing.

· Councils to conduct fundraising activities by approaching individual business personalities and business groups to contribute resources for pro-poor financing.

· A TASAF model on community labour-based contract should be replicated while carrying out different project within councils and hire poor but healthy and able-bodied individuals whom should sensitize pay for CHF premium using part of paid wages.


Mobilization will be done and funds for financing the poor will be pooled to NHIF office as a fund holder. Funds will then be distributed to councils to finance the poor according to the need.
 In the first year of implementation, part of matching fund is proposed to pay for the poor which is about 28 percent of the total population. In the following years the community itself will be mobilized to pay for the poor in their premises.

REFORMED CHF RESULTS MATRIX
	Specific Objective 1: To implement reforms on Enrollment Procedures by applying the digital system of enrollment

	Outcome
	Activities
	Performance Indicators
	Data Source

	Outcome 1: A digital National systems for enrollment and renewal of membership, service assess and claim is developed is operational zed
	1.1 MoHCDGEC, PORALG and NHIF conduct joint technical working session to develop implementation plan of the harmonised IMIS
	Digital CHF-IMIS adopted
	Activity reports

	
	1.2 Conduct technical training to MoHCDGEC, PORALG and NHIF on management of the National CHF-Information Management System 
	Management capacities of key actors improved
	Training reports

	
	1.3 Discuss and finalise agreement with Mobile Phone Companies on using fund transfer options and data transfer
	Menu for Mobile money transfer and payment for CHF established and is operation
	Minutes of meetings, signed MoU and payment menus

	
	1.4 Procurement of Enrollment materials and Equipment (Cold lamination pouches, enrollment forms, receipt books, claim forms, mobile phones, laptop computers)
	CHF and Equipment and Materials for Enrolment available
	Procurement reports

	
	1.5 Harmonise the standard operating procedures for enrollment, fund transfer, renewal, services utilisation at different levels, claim management and management of members data
	Standardised SOPs for CHF Operations available
	Copies of SOPs 
Reports on applications of the SOPs

	
	1.6 MoHCDGEC, PORALG and MoFEP conduct consultative meetings for implementing provider-purchaser split mode for fund management and reimbursement agreed upon 
	A Circular and guidelines for Purchaser-Provider role Split prepared and disseminated, copies  available
	Copies of minutes, copies of disseminated circular and implementation status reports

	
	1.7 PORALG prepare and communicate instructions to Regional Secretariats on implementation of Purchaser and Provider Split
	Circular disseminated, supervision reports available 
	Copies of minutes, copies of disseminated circular and implementation status reports

	 
	 
	 
	

	Outcome 2: Membership into Community Health Fund increased by %
	2.1 Conduct training of Master Trainers (NHIF, MoHCDGEC, PORALG and Development Partners
	Master Trainers Trained, plans for roll-out developed and available
	Training reports, training syllabus or manuals

	
	2.2 Roll out the training to the Regional Secretariats and Council Management Teams
	# of trained ToTs at RS and LGAs, training reports
	Training reports, training manuals

	
	2.3 Cascade training on enrollment procedures to Division CHF Supervisor and Enrollment Officers
	# of villages/mitaa with trained EO, # of Division with trained CHF Supervisor
	Training reports, training manuals

	
	2.4 Facilitate Regional Secretariats and Council Management Teams to conduct Advocacy to Councillors and Division, Ward and VEO Officials 
	# of advocacy sessions held at LGA; # of advocacy sessions held at ward and village level
	Activity reports

	
	2.5 organise and conduct a national-wide advocacy campaign through Mass Media on the Reformed CHF
	# of radio and TV spots aired; # of soap opera broadcasted;# % of audience reached
	Broadcasters reports. 
Monitoring reports

	
	2.6 Facilitate implementation of community-based advocacy, sensitisation and mobilisation  activities
	# of LGAs and villages/mitaa engaged;# of sessions conducted; % of population reached by messages
	Activity reports, 

	
	2.7 Organise and conduct a National Launch event  of Reformed CHF; coordinate and support regional and council events
	1 national event held; 26 regional events; 181 district events held
	Launch reports

	
	2.8 NHIF and Development Partners to support district councils to implement strategies for identifying and enrolling the poor 
	standardise guidelines established; applied by 35% of councils
	Councils and partners’ activities.
List of households covered by pro-poor 

	 Objective 2: Benefit Package is defined and mechanisms for allowing portability of services are effected
 

	Outcome 2: CHF members access services at all public health facilities (cross district and cross region), facilities are reimbursed for services rendered
	2.1 Adopt and customise the NHIF web-based claim submission and management system for facilitating facility claim 
	Claim system adopted and customised 
	Manuals and SOPs

	
	2.2  Finalise and institutionalise claim payment mechanisms for public health facilities, Faith-Based Facilities and Private Facilities
	formulas, manuals developed
	Manuals and SOPs

	
	2.3 Operationalise the claim payment to health facilities
	Claim paid Providers 
	Copy of reports and evidence payment i.e. payment vouchers

	
	2.3 Develop and institutionalise the criteria for selecting and accredit Private and Faith-Based Facilities 
	criteria and regulatory for accrediting public facility for CHF developed 
	manuals

	
	2.4 Gazette the CHF Benefit Package and Premium
	Benefit package for CHF Gazzetted
	Copy of Government Gazzete

	  Specific Objective 3: Effective and Efficient structures for Management of Reformed CHF established
 

	Outcome 3.1 Governance and Management structures for the reformed CHF are put in places for operationalisation of reform and promote accountability
	3.1 Deputy Director General-CHF appointed
	DDG-CHF appointed, ToRs provided
	Operational reports, 

	
	3.2 National and Regional CHF staffs at NHIF are appointed and are supporting reform processes
	Officers with ToRs for roles, responsibilities in place
	Operational reports

	
	3.3 Roles and responsibilities of NHIF, Regional Secretariats and Councils are clearly stipulated and communicated
	MoU developed and disseminated
	RS and LGAs operation reports

	
	3.4 Operational Manual and Standard Operating Procedures are developed and disseminated to RS and LGAs
	Manuals and standard operating procedures available
	Copies of Manuals and SOPs, reports on its utilisation

	
	3.5 PORALG disseminate circular to Regional Secretariats for appointment of Division CHF Supervisor and CHF Enrollment Officers
	# or % of councils with DCHFO, and # or % of villages with EOs
	Copies of circular, implementation reports

	
	3.6Enforce order on Facility Bank Account to ensure each facility has active current bank account
	100% of public health facilities operates current account
	Bank statement, bank cheques

	
	3.7 Review and Institutionalise the CHF Financial Management Guidelines for Public Health Facilities and for District Councils
	CHF Financial Management Guidelines developed


	Copies of guidelines

	  Specific Object 4: Experiences are documented and use for decision making

	Outcome 4: Strategies for Development of Single National Health Insurance is influenced by the experience of reformed
	4.1 Conduct routine Monitoring and Evaluation Exercises for assessing performance 
	Quantified progress reports available
	M&E reports

	
	4.2 Utilise M&E findings to adjust operating systems when need arises
	improved standard operating procedures
	Activity reports

	
	4.3 Document and analyse experiences on the reform Processes
	repository of Reformed CHF
	MoHCDGEC, NHIF reports


IMPLEMENTATION TIMELINE

	Specific Objective
	Outcome
	Activities
	Timeframe
	Indicators
	Responsible Entity

	Specific Objective 1: To implement reforms on Enrollment Procedures by applying the digital system of enrollment
	Outcome 1: A digital National systems for enrollment and renewal of membership, service assess and claim is developed  and is operationalised
	1.1 MoHCDGEC, PORALG and NHIF, conduct joint technical working session to develop implementation plan of the harmonised IMIS
	One Month (April `16)
	Digital CHF-IMIS adopted
	MoHCDGEC, PORALG, NHIF

	
	
	1.2 Conduct technical training to MoHCDGEC, PORALG and, NHIF on management of the National CHF-Information Management System 
	two weeks (April `16)
	Management capacities of key actors improved
	MoHCDGEC, PORALG, NHIF

	
	
	1.3 Discuss and finalise agreement with Mobile Phone Companies on using fund transfer options and data transfer
	one Month (April `16)
	Menu for Mobile money transfer and payment for CHF established and is operation
	MoHCDGEC, NHIF

	
	
	1.4 Procurement of Enrollment materials and Equipment (Cold lamination pouches, enrollment forms, receipt books, claim forms, mobile phones, laptop computers)
	two to three months (April-June `16)
	CHF and Equipment and Materials for Enrolment available
	MoHCDGEC, NHIF

	
	
	1.5 Harmonise the standard operating procedures for enrollment, fund transfer, renewal, services utilisation at different levels, claim management and management of members data
	one month (April `16)
	Standardised SOPs for CHF Operations available
	MoHCDGEC, NHIF

	
	
	1.6 MoHCDGEC, PORALG and MoFEP conduct consultative meetings for implementing provider-purchaser split mode for fund management and reimbursement agreed upon 
	one Month (April `16)
	A Circular and guidelines for Purchaser-Provider role Split prepared and disseminated, copies  available
	MoHCDGEC, PORALG and MoFEP

	
	
	1.7 PORALG prepare and communicate instructions to Regional Secretariats on implementation of Purchaser and Provider Split
	one Month (April `16)
	Circular disseminated, supervision reports available 
	PORALG

	
	 
	 
	 
	 
	 

	
	Outcome 2: Membership into Community Health Fund increased by %
	2.1 Conduct training of Master Trainers (NHIF, MoHCDGEC, PORALG and Development Partners
	One month (May `16)
	Master Trainers Trained, plans for roll-out developed and available
	NHIF, DPs 

	
	
	2.2 Roll out the training to the Regional Secretariats and Council Management Teams
	Two months (May-June `16)
	# of trained ToTs at RS and LGAs, training reports
	MoHCDGEC, NHIF DPs

	
	
	2.3 Cascade training on enrollment procedures to Division CHF Supervisor and Enrollment Officers
	 Two months June-July`16
	# of villages/mitaa with trained EO, # of Division with trained CHF Supervisor
	PORALG, MoHCDGEC, NHIF

	
	
	2.4 Facilitate Regional Secretariats and Council Management Teams to conduct Advocacy to Councillors and Division, Ward and VEO Officials 
	Two months (June-July `16)
	# of advocacy session held at LGA; # of advocacy sessions held at ward and village level
	PORALG, MoHCDGEC, NHIF

	
	
	2.5 organise and conduct a national-wide advocacy campaign through Mass Media on the Reformed CHF
	ten Months (May`16-April `16)
	# of radio and TV spots aired; # of soap opera broadcasted;# % of audience reached
	PORALG, MoHCDGEC, NHIF

	
	
	2.6 Facilitate implementation of community-based advocacy, sensitisation and mobilisation  activities
	June-October `16- March-Sept `17
	# of LGAs and villages/mitaa engaged;# of sessions conducted; % of population reached by messages
	PORALG, MoHCDGEC, NHIF,DPs

	
	
	2.7 Organise and conduct a National Launch event  of Reformed CHF; coordinate and support regional and council events
	One Month (June `16)
	1 national event; 26 regional events; 181 district events held
	PORALG, MoHCDGEC, NHIF

	
	
	2.8 NHIF and Development Partners to support district councils to implement strategies for identifying and enrolling the poor 
	four months (June-October `16)
	standardise guidelines established; applied by 35% of councils
	NHIF,DPs

	 
	 
	 
	 

	Objective 2: Benefit Package is defined and mechanisms for allowing portability of services are effected
	Outcome 2: CHF members access services at all public health facilities (cross district and cross region), facilities are reimbursed for services rendered
	2.1 Adopt and customise the web-based claim submission and management system for facilitating facility claim 
	One month (April `16)
	Claim system adopted and customised 
	 NHIF

	
	
	2.2  Finalise and institutionalise claim payment mechanisms for public health facilities, Faith-Based Facilities and Private Facilities
	One month (April `16)
	formulas, manuals developed
	NHIF, MoHCDGEC

	
	
	2.3 Operationalise the claim payment to health facilities
	1 year (rolling)
	claim reports and evidence of payment
	NHIF

	
	
	2.3 Develop and institutionalise the criteria for selecting and accredit Private and Faith-Based Facilities 
	two months (April-May `16)
	criteria and regulatory for accrediting public facility for CHF developed 
	NHIF, MoHCDGEC

	
	
	2.4 Gazette the CHF Benefit Package and Premium
	One month (April `16)
	Benefit package for CHF Gazetted
	MoHCDGEC

	 
	 
	 
	 

	Specific Objective 3: Effective and Efficient structures for Management of Reformed CHF established
	Outcome 3.1 Governance and Management structures for the reformed CHF are put in places for operationalisation of reform and promote accountability
	3.1 Deputy Director General-CHF appointed
	Two Month (April-May `16)
	DDG-CHF appointed, ToRs provided
	NHIF Board

	
	
	3.2 National and Regional CHF staffs at NHIF are appointed and are supporting reform processes
	Two Month (April-May `16)
	Officers with ToRs for roles, responsibilities in place
	NHIF Board

	
	
	3.3 Roles and responsibilities of NHIF, Regional Secretariats and Councils are clearly stipulated and communicated
	Two Month (April-May `16)
	MoU developed and disseminated
	MoHCDGEC, PORALG

	
	
	3.4 Operational Manual and Standard Operating Procedures are developed and disseminated to RS and LGAs
	Two Month (April-May `16)
	Manuals and standard operating procedures available
	MoHCDGEC, PORALG,NHIF

	
	
	3.5 PORALG disseminate circular to Regional Secretariats for appointment of Division CHF Supervisor and CHF Enrolment Officers
	Two Month (April-May `16)
	# or % of councils with DCHFO, and # or % of villages with EOs
	PORALG

	
	
	3.6Enforce order on Facility Bank Account to ensure each facility has active current bank account
	one Month (April `16)
	100% of public health facilities operates current account
	PORALG

	
	
	3.7 Review and Institutionalise the CHF Financial Management Guidelines for Public Health Facilities and for District Councils
	one Month (April `16)
	CHF Financial Management Guidelines developed
	MoHCDGEC, PORALG,CAG

	 
	 
	 
	 
	 
	 

	Specific Object 4: Experiences are documented and use for decision making
	Outcome 4: Strategies for Development of Single National Health Insurance is influenced by the experience of reformed
	4.1 Conduct routine Monitoring and Evaluation Exercises for assessing performance 
	1 year (rolling)
	Quantified progress reports available
	NHIF, MoHCDGEC

	
	
	4.2 Utilise M&E findings to adjust operating systems when need arises
	1 year (rolling)
	improved standard operating procedures
	MoHCDGEC,NHIF,DPs

	
	
	4.3 Document and analyse experiences on the reform Processes
	1 year (rolling)
	repository of Reformed CHF
	NHIF, MoHCDGEC


GANT CHART

	SPECIFIC ACTIONS
	2016
	2017

	ITEM
	April
	May
	jun
	July
	Aug
	Sept
	Oct
	Nov
	Dec
	Jan
	Feb
	March
	April
	May
	June

	Specific Objective 1: To implement reforms on Enrollment Procedures by applying the digital system of enrollment
	 

	Outcome 1:  A National systems for enrollment and renewal of membership, enquire and claim is developed  and is operationalized
	 

	1.1 MoHCDGEC, PORALG, NHIF conduct joint technical working session to develop implementation plan 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	1.2 Conduct technical training to MoHCDG, PORALG and NHIF on management of the National CHF-IMIS 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	1.3 Discuss and finalise agreement with Mobile Phone Companies on using fund transfer options and data transfer
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	1.4 Procurement of Enrollment materials and Equipment (Cold lamination pouches, enrollment forms, receipt books, claim forms, mobile phones, laptop computers)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	1.5 Harmonise the standard operating procedures for enrollment, fund transfer, renewal, services utilisation at different levels, claim management and management of members data
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	1.6 MoHCDGEC, PORALG and MoFEP conduct consultative meetings for implementing provider-purchaser split moderate for fund management and reimbursement agreed upon 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	1.7 PORALG prepare and communicate instructions to Regional Secretariates on implementation of Purchaser and Provider Split
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Outcome 2: Membership into Community Health Fund increased by %    
	 

	2.1 Conduct training of Master Trainers (NHIF, MoHCDGEC,PORALG and Development Partners)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	2.2 Roll out the training to the Regional Secretariats and Council Management Teams
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	2.3 Cascsde training on enrollment procedures to Division CHF Supervisor and Enrollment Officers
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	2.4 Facilitate Regional Secretariats and Council Management Teams to conduct Advocacy to Councilors and Division,Ward and VEO Officials 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	2.5 organise and conduct a national-wide advocacy campaign through Mass Media on the Reformed CHF
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	2.6 Faciliate implementation of community-based advocacy, sensitisation and mobilisation  activities
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	2.7 Organise and conduct a National Launch event  of Reformed CHF; coordinate and support regional and council events
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	2.8 NHIF and Partners to support district councils to implement strategies for identifying and enrolling the poor 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Objective 2: Benefit Package is defined and mechanisms for allowing portability of services are effected
	 

	Outcome 2: CHF members access services at all public health facilities (cross district and cross region), facilities are reimbursed for services rendered
	 

	2.1 Adopt and customize the web-based claim submission and management system for facilitating facility claim 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	2.2  Finalise and institutionalise claim payment mechanisms for public health acilities, Faith-Based Facilities and Private Facilities
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	2.3 Operationalise the claim payment to health facilities
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	2.3 Develop and institutionalise the criteria for selecting and accredit Private and Faith-Based Facilities 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	2.4 Gazette the CHF Benefit Package and Premium
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Specific Objective 3: Effective and Efficient structures for Management of Reformed CHF established
	 

	Outcome 3.1 Governance and Management structures for the reformed CHF are put in places for operationalisation of reform and promote accountability
	 

	3.1 Deputy Director General-CHF appointed
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	3.2 National and Regional CHF staffs at NHIF are appointed and are supporting reform processes
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	3.3 Roles and responsibilities of NHIF, Regional Secretariates and Councils are clearly stipulated and communicated
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	3.4 Operational Manual and Standard Operating Procedures are developed and disseminated to RS and LGAs
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	3.5 PORALG disseminate circular to Regional Secretariates for appointment of Division CHF Supervisor and CHF Enrollment Officers
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	3.6Enfornce order of Facility Bank Account to ensure each facility has active current bank account
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	3.7 Institutionalise the CHF Financial Management Guidelines for Public Health Facilities and for District Councils
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Specific Object 4: Experiences are documented and use for decision making
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Outcome 4: Strategies for Development of Single National Health Insurance is influenced by the experience of reformed
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	4.1 Conduct routine Monitoring and Evaluation Exercises for assessing performance 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	4.2 Utilise M&E findings to adjust operating systems when need arises
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	4.3 Document and analyse experiences on the reform Processes
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 


Annex ** Cost Analysis for Implementing the Reformed CHF
	
	PLANNED ACTIVITY 
	 

 

 

 

 

 

 
	

	
	Specific Objective 1: To implement reforms on Enrollment Procedures by applying the digital system of enrollment
	
	

	
	Outcome 1:  A National systems for enrollment and renewal of membership, service assess and claim is developed and is operationalised
	VOTE
	RESPONSIBLE
	AMOUNT BUDGETED
	SOURCES OF FUNDS
	

	
	1.1 MoHCDGEC, PORALG and NHIF conduct joint technical working session to develop implementation plan 
	 
	NHIF
	 
	 
	

	
	Payment for the poor (premium 60,000 per household)
	
	
	72,988,785,000


	
	

	
	Payment for the elderly
	
	
	           26,458,610,000 
	
	

	
	1.2 Conduct technical meeting  to MoHCDGEC, PORALG and NHIF on management of the National CHF-IMIS 
	 
	NHIF
	8,000,000
	MoHCDGEC
	

	
	1.3 Discuss and finalise agreement with Mobile Phone Companies on using fund transfer options and data transfer
	 
	NHIF
	 
	 
	

	
	1.4 Procurement of Enrollment materials and Equipment (Cold lamination pouches, enrollment forms, receipt books, claim forms, mobile phones, laptop computers)
	 
	NHIF
	    5,000,000,000 
	MoHCDGEC
	

	
	1.5 Harmonise the standard operating procedures for enrollment, fund transfer, renewal, services utilisation at different levels, claim management and management of members data
	 
	NHIF
	 
	 
	

	
	1.6 MoHCDGEC, PORALG and MoFED conduct consultative meetings for implementing provider-purchaser split moderate for fund management and reimbursement agreed upon 
	 
	NHIF
	8,000,000
	MoHCDGEC
	

	
	1.7 PORALG prepare and communicate instructions to Regional Secretariats on implementation of Purchaser and Provider Split
	 
	PORALG
	 
	 
	

	
	Outcome 2: Membership into Community Health Fund increased by %    
	 
	 
	 
	 
	

	
	2.1 Conduct training of Master Trainers (NHIF, MoHCDGEC,PORALG and Development Partners)
	 
	NHIF
	             8,000,000 
	MoHCDGEC
	

	
	2.2 Roll out the training to the Regional Secretariats and Council Management Teams
	 
	NHIF
	80,000,000
	MoHCDGEC
	

	
	2.3 Cascsde training on enrollment procedures to Division CHF Supervisor and Enrollment Officers
	 
	NHIF
	50,000,000
	MoHCDGEC
	

	
	2.4 Facilitate Regional Secretariats and Council Management Teams to conduct Advocacy to Councilors and Division,Ward and VEO Officials 
	 
	NHIF
	100,000,000
	MoHCDGEC
	

	
	2.5 organise and conduct a national-wide advocacy campaign through Mass Media on the Reformed CHF
	 
	NHIF
	200,000,000
	MoHCDGEC
	

	
	2.6 Faciliate implementation of community-based advocacy, sensitisation and mobilisation  activities
	 
	NHIF
	30,000,000
	MoHCDGEC
	

	
	2.7 Organise and conduct a National Launch event  of Reformed CHF; coordinate and support regional and council events
	 
	NHIF
	45,000,000
	MoHCDGEC
	

	
	2.8 NHIF and Partners to support district councils to implement strategies for identifying and enrolling the poor 
	 
	NHIF
	25,000,000
	MoHCDGEC
	

	
	Objective 2: Benefit Package is defined and mechanisms for allowing portability of services are effected
	 
	 
	 
	 
	

	
	Outcome 2: CHF members access services at all public health facilities (cross district and cross region), facilities are reimbursed for services rendered
	 
	 
	 
	 
	

	
	2.1 Adopt and customise the web-based claim submission and management system for facilitating facility claim 
	 
	 
	 
	 
	

	
	2.2  Finalise and institutionalise claim payment mechanisms for public health facilities, Faith-Based Facilities and Private Facilities
	 
	NHIF
	30,000,000
	NHIF
	

	
	2.3 Develop and institutionalise the criteria for selecting and accredit Private and Faith-Based Facilities 
	 
	 
	
	
	

	
	2.4 Gazette the CHF Benefit Package and Premium
	 
	 
	
	
	

	
	Specific Objective 3: Effective and Efficient structures for Management of Reformed CHF established
	 
	 
	 
	 
	

	
	Outcome 3.1 Governance and Management structures for the reformed CHF are put in places for operationalisation of reform and promote accountability
	 
	 
	 
	 
	

	
	3.1 Deputy Director General-CHF appointed
	 
	MoHSDCD
	 
	 
	

	
	3.2 National and Regional CHF staffs at NHIF are appointed and are supporting reform processes
	 
	 
	 
	 
	

	
	3.3 Roles and responsibilities of NHIF, Regional Secretariates and Councils are clearly stipulated and communicated
	 
	NHIF
	 
	 
	

	
	3.4 Operational Manual and Standard Operating Procedures are developed and disseminated to RS and LGAs
	 
	NHIF
	 
	 
	

	
	3.5 PORALG disseminate circular to Regional Secretariates for appointment of Division CHF Supervisor and CHF Enrollment Officers
	 
	PORALG
	 
	 
	

	
	3.6Enfornce order of Facility Bank Account to ensure each facility has active current bank account
	 
	PORALG
	 
	 
	

	
	3.7 Institutionalise the CHF Financial Management Guidelines for Public Health Facilities and for District Councils
	 
	NHIF
	 
	 
	

	
	Specific Object 4: Experiences are documented and use for decision making
	 
	 
	 
	 
	

	
	Outcome 4: Strategies for Development of Single National Health Insurance is influenced by the experience of reformed
	 
	 
	 
	 
	

	
	4.1 Conduct routine Monitoring and Evaluation Exercises for assessing perfomance 
	 
	MoHCDGEC
	          15,000,000 
	 
	

	
	4.2 Utilise M&E findings to adjust operating systems when need arises
	 
	MoHCDGEC
	 
	 
	

	
	4.3 Document and analyse experiences on the reform Processes
	 
	NHIF
	 
	 
	

	
	 
	 
	 
	 
	
	

	
	 
	 
	 
	 
	 
	 
	 
	105,008,395,000
	NHIF/MoHSDGE/DP
	

	
	
	
	
	
	
	
	
	
	
	


Annex 4.1; List of services to be included in primary and referral benefit package;

	CODE
	DESCRIPTION
	Dispensary & HC
	Hospital
	P / R

	Consultation
	 
	 
	 
	 

	C100
	Registration & Consultation Clinical Officer
	800
	1,000
	P+R

	C100b
	Registration & Consultation Medical officer
	 1500
	2,000 
	P+R

	C100c
	Registration & Consultation medical specialist
	 NA
	3,000 
	R

	C300a
	Admission per night (Bed)
	NA
	3,000
	P+R

	C300b
	Admission per night (Service & Drugs)
	 NA
	5,000 
	P+R

	Laboratory hematology
	 
	 
	 
	 

	C101
	Full blood count manual
	2,000
	2,000
	P+R

	C102
	Full blood count automatic
	2,500
	2,000
	R

	C103
	Packed Cell Volume / Hematocrit
	2,000
	2000
	P+R

	C104
	Hemoglobulin
	2,000
	2,000
	P+R

	C105
	Erytrocyte Sedimentation Rate
	2,000
	2,000
	P+R

	C106
	Sickling test
	1,500
	1,500
	P+R

	C107
	Blood group (ABO and Rh)
	2,500
	2,500
	P+R

	C108
	Cross matching
	2,500
	2,500
	P+R

	C109
	Coombs test
	 
	3,000
	R

	C110
	Coagulation test PTT
	 
	3,000
	R

	C111
	Coagulation test APTT
	 
	3,000
	R

	C112
	CD4 Count (absolute, %)
	 
	 
	R

	Laboratory chemistry
	 
	 
	 
	 

	C201
	Glucose: Random blood sugar
	2,500
	2,500
	P+R

	C202
	Glucose: Fasting blood sugar
	2,500
	2,500
	P+R

	C203
	Liver function: Alkaline phospatase
	 
	4,000 
	R

	C204
	Liver funtion: Gamma GT
	 
	4,000 
	R

	C205
	Liver function: ASAT
	 
	4,000
	R

	C206
	Liver function: ALAT
	 
	4,000
	R

	C207
	Liver function: Bilirubin total
	 
	4,000
	R

	C208
	Albumin
	 
	4,000
	R

	C209
	Electrolytes - Na/K/HCO3/Calcium
	 
	12,000
	R

	C210
	Kidney function: Creatinin
	 
	4,000
	R

	C211
	Kidney function: Urea
	 
	4,000
	R

	C212
	Uric Acid
	 
	6,500
	R

	C213
	Thyroid function test (TSH)
	 
	20,000
	R

	C222
	Pregnancy test (urine)
	2,000
	2,000
	P+R

	C224
	Urine: Urinalysis (strip)
	1,500
	1,500
	P+R

	Laboratory - Microbiology and immunology
	 
	 
	 
	 

	C301
	Malaria parasite check (smear)
	1,300
	1,300
	P+R

	C302
	Malaria rapid test
	1,300
	1,300
	P+R

	C304
	Urine: Microscopy/Sediment
	1,300
	1,300
	P+R

	C306
	Aspirate pus M / C / S
	 
	3,800
	R

	C307
	Urethral & wound M / C / S
	 
	3,800
	R

	C308
	Vaginal swab culture
	 
	3,800
	R

	C309
	Sputum: AFB microscopy
	 
	 N.C 
	R

	C310
	Sputum: Culture and sensitivity
	 
	 N.C 
	R

	C312
	Stool: Microscopy
	1,300
	1,300
	P+R

	laboratory - serology
	 
	 
	 
	 

	C330
	Widal
	3,800
	3,800
	P+R

	C331
	HIV rapid test
	 N.C 
	 N.C 
	P+R

	C332
	HIV confirmatory
	 
	 N.C 
	R

	C333
	Lues RPR / VDRL
	2,500
	2,500
	P+R

	C334
	Hepatitis B surface antigen
	 
	3,000
	R

	C335
	Hepatitis C
	 
	3,000
	R

	Laboratory other
	 
	 
	 
	 

	C371
	HIV viral load
	 
	75,000
	R

	Diagnostic Radiology and Imaging
	 
	 
	 
	 

	C401
	X Ray(Chest&Extremities)(non special)
	6,500.00
	6,500.00
	R

	C402
	Ultrasound
	13,000.00
	13,000.00
	R

	Obstetric procedures
	 
	 
	 
	 

	C431
	Antenatal care
	N.C
	 N.C 
	P+R

	C432
	Neonatal care/ immunizations
	N.C
	 N.C 
	P+R

	C434
	Ear syringing
	2,000.00
	2,000.00
	P+R

	C435
	Blood transfusion
	2,000.00
	2,500.00
	R

	Obstetric procedures
	 
	 
	 
	 

	C501
	Delivery/Perineal repair
	3,000.00
	6,500.00
	P+R

	C502
	 - Caesarian Section
	75,000.00
	95,000.00
	R

	C503
	Evacuation
	15,000.00
	35,000.00
	R

	C504
	Perianal abscess
	75,000.00
	95,000.00
	R

	C506
	 - Ectopic Pregnancy
	75,000.00
	95,000.00
	R

	Gynaecological procedures
	 
	 
	 
	 

	C552
	IUD Insertion or Removal
	2,000.00
	2,000.00
	R

	C553
	Under Water Seal Drainage
	15,000.00
	35,000.00
	R

	C554
	 - TAH/Subtotal hysterectomy
	75,000.00
	95,000.00
	R

	C555
	 - Cystectomy(Ovarian)
	75,000.00
	95,000.00
	R

	C556
	Repair vesico-vaginal/recto-vaginal fistula
	75,000.00
	200,000.00
	R

	C557
	 - Myomectomy
	75,000.00
	95,000.00
	R

	Procedures on urinary system
	 
	 
	 
	 

	C611
	Catheterization
	3,000.00
	6,500.00
	P+R

	C611b
	Suprapubic Catheterization
	15,000.00
	35,000.00
	P+R

	C621
	Circumcision Male
	15,000.00
	35,000.00
	P+R

	C624
	Hydrocelectomy
	75,000.00
	95,000.00
	R

	C631
	 - Appendicectomy
	75,000.00
	95,000.00
	R

	C633
	Laparatomy
	75,000.00
	95,000.00
	R

	C634
	 - Intestinal Obstruction
	75,000.00
	95,000.00
	R

	C641
	Hernioraphy
	75,000.00
	95,000.00
	R

	Trauma and incision
	 
	 
	 
	 

	C801a
	Wound stitching (minor < 5 stitches)
	3,000.00
	6,500.00
	P+R

	C801b
	Wound Stitching(Big)
	15,000.00
	35,000.00
	R

	C802a
	Wound dressing
	1,000.00
	1,000.00
	P+R

	C802b
	Wound sluffing/dressing(Big)
	15,000.00
	35,000.00
	P+R

	C803
	Incision and drainage of abscess
	3,000.00
	6,500.00
	P+R

	C804
	Foregn Body removal Ear/Nasal
	3,000.00
	6,500.00
	P+R

	C804
	Lipoma/Cyst Excision
	15,000.00
	35,000.00
	R

	C805
	Tendon Repair
	15,000.00
	35,000.00
	R

	C805
	Amputation (extremities)
	75,000.00
	95,000.00
	R

	C806
	I & D - Pyomyositis
	15,000.00
	35,000.00
	R

	C807
	Bilateral Tubal Ligation
	15,000.00
	35,000.00
	P+R

	C808
	Skin Grafting
	15,000.00
	35,000.00
	R

	C809
	Lid rotation
	15,000.00
	35,000.00
	R

	C810
	Conjumas
	15,000.00
	35,000.00
	R

	C811
	Chalazion
	15,000.00
	35,000.00
	R

	Procedures other
	 
	 
	 
	 

	C712
	Stye
	15,000.00
	35,000.00
	R

	C713
	Cataract Extraction
	75,000.00
	95,000.00
	R

	C722
	Ptergium
	15,000.00
	35,000.00
	R

	C730
	Plaster Of Paris Application(closed fractures)
	3,000.00
	6,500.00
	P+R

	C736
	Open Reduction Internal Fixation (ORIF)
	75,000.00
	95,000.00
	R

	C738
	Haemorreidoctomy
	75,000.00
	95,000.00
	R

	C750
	Nasal Gastric Tube (insertion)
	3,000.00
	6,500.00
	P+R


Annex Figure 5.1: CHF ID Card Model

	MFUKO WA AFYA YA JAMII

KADI YA MWANACHAMA

                              Namba ya mwanachama                            

Jina ………………………

Jinsi ……………………..

Tarehe ya kuzaliwa…………

Tarehe ya kujiunga……….

Sahihi ya mwanachama…….
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Box 1: CHF Benefit Package





Outpatient services – General and specialist consultation and reviews, general and specialist diagnostic testing including laboratory investigations, X-rays, Ultrasound scanning, medicines on the essential drug list and primary surgical operations.


Inpatient services – general and specialist services, diagnostic tests, medicines on the essential drug list, blood and blood products, surgical operations, inpatient physiotherapy and accommodation in the general ward.


Maternity, newborn and child health


Dental services limited to filling and extraction


Medical emergencies e.g. road traffic accidents etc.





Box 2: List of exclusions


Expensive specialized investigations including Echocardiography, CT scan, MRI and DNA typing


Expensive specialized services like angiography, dialysis for chronic renal failure, 


Cancer treatment (investigation to diagnose cancer are covered)


Super specialized procedures like organ transplants, heart surgeries, brain surgeries etc


All drugs that are not listed in the Essential Drug List


Appliances and prostheses including optical aids, heart aids, orthopedic aids


Mortuary services


Diagnosis and treatment abroad


Assisted reproduction e.g. artificial insemination and gynecological hormonal replacement therapy


Cosmetics and cosmetic surgeries


Services / treatment for self-inflicted injury / diseases like alcoholism, drug abuse, tobacco abuse, criminal abortion or attempted suicide


Private wards admission


Injuries arising from participating in riots, demonstrations, unrest and civil strife


Services provided for free through vertical program





Rural Area


Premium per household – Tsh. 60,000


Addition child under 18 – Tsh. 10,000


Addition adult above 18 – Tsh 30,000


Premium per individual (Group of > 10 people) – Tsh 30,000





Urban set up


Premium per individual – Tsh 30,000
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