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ABSTRACT

In response to the failure of community-based health insurance (CBHI) at the municipal level, some
African countries are implementing district or departmental CBHIs to improve universal health
coverage. After creating two CBHIs at the departmental level in 2014, Senegal launched
a campaign to disseminate the model in 2022. This article presents the stakeholders’ perspectives
on the factors and challenges of scaling up CBHI departmentalization in Senegal. The study uses
a mixed-methods approach, utilizing concept mapping and a focus group to examine scaling up
departmentalization. The sample size consists of 22 individuals involved in the process. The quanti-
tative analysis includes hierarchical cluster analysis, multidimensional scaling analysis, and the
Pearson coefficient test. The qualitative analysis involves content analysis to triangulate the findings.
Participants identified 125 factors to consider for the departmentalization of CBHI. They were
categorized into nine clusters according to their degree of importance (I) and ease to organize (F):
service package (I: 4.07; F: 2,26), communication (I: 4.05; F: 2.96), governance (I: 3.96; F: 2,94), human
and logistical resources (I: 3.94; F: 2,82), financing (I: 3.90; F: 2,31), involvement of the authorities (I:
3.82; F: 2.75), community involvement (I: 3.81; F: 2.76), membership (I: 3.70; F: 2.24, strategic planning
and implementation (I: 3.57; F: 2,62). The main challenges faced were a process perceived as
precipitous and vertical and needing more negotiation and consultation. The conditions for accom-
paniment and public funding availability need to be sufficiently considered. The study proposes
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avenues for action to promote the scaling up of CBHI departmentalization in Senegal.

Introduction

Over 25 years ago, Bart Criel proposed organizing and
scaling up district health mutuals' to improve access to
care and protect people in sub-Saharan Africa from
catastrophic health spending. He based his proposal on
theoretical considerations and empirical studies in the
Central African Republic, the Democratic Republic of
the Congo (DRC), and Rwanda. Since then, numerous
projects have aimed to establish Community-Based
Health Insurance (CBHI) in Sub-Saharan Africa.!
However, these CBHIs have remained at small risk-
sharing scales (communes, villages), have been managed
by volunteers from the communities, and are based on
voluntary membership."* Although effective for their
members, the coverage and penetration rates of these
small CBHI have been very disappointing.”* As a result,
this financial instrument is no longer recommended for
universal health coverage (UHC).>®

Thus, only a few countries in sub-Saharan Africa (see
the synthesis’ or former experience in the DRC®) have

attempted this reform proposal with district or depart-
mental CBHI. Recently, Mali (2 districts, co-financed by
France) and Chad (7 districts, co-financed by Switzerland
and the European Union) organized district mutuals in
French-speaking Africa.” However, they did not continue
at the end of external funding. Niger has recently initiated
a similar experiment in two districts in 2022, following
the example of Senegal. Despite political interference in
the health sector, insufficient public funding, and frag-
mentation of its instruments,'®!! Senegal is now
a pioneer in Francophone West Africa for the reforms
of CBHI-based health financing at the district level."*
However, Senegal’s national policy launched in 2013
with 676 CBHIs at the municipal level has not enabled
more people to be covered for health risks. While in
2019, only 4.5% of household members in the national
survey were covered by a communal CBHL'’ the most
recent study in 2023 reveals that the situation has not
improved, with only 4.1% covered."* Moreover, the
latest national health accounts (NHA) confirm the
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failure. While voluntary prepayment (CBHI) repre-
sented only 6.8% of current expenditure in 2017, this
has fallen to 5% in 2021, for an average of just 5.48%
over this period."”” In addition, the poorest have not
improved their access to care and have not been pro-
tected from catastrophic expenditure.'®'” The lack of
professionals to manage the operation of CBHIs has
been a very limiting factor.'"® Two national evaluations
have demonstrated the failure of this policy and the
need for reform.'**

After this disappointing national experience, Senegal
decided to dissolve CBHIs at the municipal level and
organize CBHIs at the department level in 2022. The
results of the experiments in two departments since
2014*"*? fed the national evaluation in 2021' and
allowed the scaling up process to be planned. By the
end of 2021, four new departments launched their
mutuals, 12 by the end of 2022, and four more in 2023
(Figure 1). The ambition of the Strategic Plan (2023-
2027) of the National Agency for Universal Health
Coverage (ANACMU) is for the 46 departments of the
country to have a CBHI by 2024.%

However, conceptual and empirical writings on
scale-up  strategies show they are relatively
understudied.**®” In Africa, studies have focused
mainly on sexual and reproductive health and HIV
and not yet on health financing reforms.”*>° The chal-
lenges of scaling up need to be included in the debates
on UHC.”® To our knowledge, there is no study in West
Africa on the challenges of scaling up departmental
CBHI reforms.” Thus, this study highlights the factors
and the challenges of scaling up departmental health
mutuals in Senegal.

Methods
Study Setting

The study is in Senegal, with 14 regions, 46 departments,
and 79 health districts. The departments that have dis-
solved their communal mutuals and organized a single
departmental mutual are shown in Figure 1.

Study Design

The research falls within the scope of health systems
studies” and uses a mixed methods approach with
a triangulation design.”’ Quantitative and qualitative
data are given equal weight in the parallel analysis.
Theoretical frameworks were not used as a priori for
data collection but were mobilized as a posteriori in the
analysis. The research aims to report the stakeholders’
points of view from an emic perspective, similar to the

work carried out in Australia.’® Therefore, an inductive
approach was the most appropriate.>

Scaling up is an organized process to increase the
impact of a previously tested innovative intervention
intended to benefit more people.”*®** The unit of
analysis, the “scalable unit,”®” corresponds to the
departmental health CBHI, whose functioning is
described elsewhere.”*> While the technical arrange-
ments may differ depending on the department, the
common points are the abolition of the communal
CBHI and the creation of a single departmental mutual
unit, the recruitment of professional staff managers, the
maintenance of community governance, and the depart-
mental portability of the healthcare services covered.

Population, Data Collection, and Data Analysis

Following the sampling approach suggested by Patton,>
the study participants were selected based on their
knowledge and involvement in the scale-up process. In
coordination with ANACMU and Lux-Dev, which are
funding a project to support scale-up in eight depart-
ments, the Ministry of Health invited 22 experts to
participate in the study. The selection criteria for the
participants were based on their knowledge of CBHIs
and the current scaling up process (Criterion sampling).
It was essential to have the point of view of people
involved and familiar with the issues to meet our
research objective. In addition, we also sought to involve
diverse stakeholders, including people we knew from
our previous research who might have a critical view-
point on scaling up. These people represented 11
departmental mutuals and two regional mutuals
throughout the territory. For the sake of internal diver-
sification of the sample, the participants are directors
(employees; N=5); board chairs of departmental
mutuals (volunteers; N = 8); heads of regional services
of the ANACMU (n =4); the person in charge of the
CBHI restructuring within the ANCMU (n = 1); an offi-
cial from the Research Division of the Ministry of
Health (n = 1); two national technical assistants of Lux-
Dev (n=2); and the President of the National
Association of CBHI (n=1). The presence of people
from government stakeholders or donors was also sig-
nificant, as they were involved in the impetus and sup-
port for scaling up. Their participation was acceptable
for the CBHI participants during the data collection.
The authors of this study brought these 22 people (age:
46.5 years + 9.0; three women) together for a one-day
workshop hosted in French and Wolof in
November 2023. As the results show, our facilitation
technique enabled everyone to express themselves
freely, including critically. We did not perceive any
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social desirability bias during the data collection. We
stressed to participants that the aim was not to evaluate
their personal activities but to learn lessons and share
ideas to support the process of scaling up.

We derived the empirical data from two group data
collection techniques on the lessons learned from scal-
ing up by examining the factors to consider and the
challenges encountered.

The first technique is concept mapping—a method
explained in detail elsewhere.”® It allows for group con-
sensus using a mixed methods approach to identify
factors to consider when scaling up. We started by
asking participants to brainstorm for about an hour to
develop a list of statements (factors) to answer the
following question: “If the departmentalization of health
mutuals were to be done again, it would have to ...”
Then, the participants had to individually assign a score
from 1 (minus) to 5 (plus) for each collectively pro-
duced factor for an importance and ease criterion. Each
participant then had to group all the factors into clusters
that made sense to them. Finally, after the data were
entered into the CM Provalis® software, we performed
a hierarchical analysis of the groups on the Euclidean
distance between all the statements, followed by
a multidimensional scale analysis on the similarity
matrix. The authors chose the number of final clusters
on a heuristic basis. We calculated Pearson’s coefficient
to measure the correlation between the two-factor rat-
ing scales. Finally, we named each cluster.

The second technique was a focus group to highlight
the challenges of departmentalization. It allowed stake-
holders to share and discuss together. We used a wide-
ranging discussion guide to enable participants to give
their views on the challenges and difficulties of imple-
menting departmentalization, the resistance encoun-
tered, the ownership of the process, and, finally, the
lessons learned. But people could discuss unplanned
topics. The discussion lasted for two hours. We
recorded and fully transcribed the debate in French
(31 pages). Then, all the content was reread several

Table 1. Average score of highest factors by criteria.

times, and an inductive content analysis was carried
out without software. Each extract of discourse corre-
sponding to a theme was identified, and all the extracts
were grouped by theme to make them easier to analyze.
This qualitative data were also triangulated with the
results of the concept mapping.

Ethics

The study was approved by the Senegalese National
Ethics Committee for Health Research (SEN22/135)
and administrative approval from the Ministry of
Health (21041/MSAS/DPRS/DP). The collective discus-
sion was recorded with the consent of the participants.

Results
Factors to Consider for Departmentalization

Participants suggested 125 factors to consider when
departmentalizing CBHI in this scaling up process.
The average importance of the factors is 3.85+0.42,
while the average ease of implementation was much
lower (2.67 £0.51). The Pearson correlation between
importance and ease is positive and moderate (r = 0.45
[0.30-0.58]).”” Unsurprisingly, this shows that imple-
mentation is always more complex than planning.
Table 1 shows the 11 statements with the highest
average scores (majority and ease). Availability of
drugs and portability of care at the national level emerge
as operational imperatives. For a long time, CBHI mem-
bers have faced challenges when receiving drugs in
public facilities. The reimbursement issue for drugs
purchased in private pharmacies is a recurrent need
for members and an ongoing debate. Addressing this
challenge is an integral part of the departmentalization
process. The same applies to healthcare portability
between different healthcare structures outside the
department. However, information about the popula-
tion, appropriation, and government involvement are

Importance Score Ease Score
Availability of medicines 4,68 Have bylaws and internal regulations 4,18
Ensuring national portability of care 4,68 Ensuring transparency in the staff recruitment process 3,82
Guaranteeing continuity of service 4,64 Clearly defined specifications for technical staff 3,73
Consensus between all players 4,59 Greater involvement of mutual insurance bodies 3,64
Involving the State more closely to ensure 4,5 Hold meetings to monitor agreements between mutual insurers and service 3,64
sustainability providers
Informing the public 4,5 Updating agreements between mutual insurers and service providers 35
Recruiting qualified and committed staff 4,5 Involving more of the mutual players who have already succeeded in the model 3,45
Providing human, technical, and logistical resources 4,5 Consolidating community roots 3,45
Ensuring transparency in the management of 4,45 Respect the different stages of implementation 3,45
resources
Availability of an inclusive list of eligible medicines 4,45 Building on what already exists 3,45
Strengthening medical supervision 4,45 Harmonizing and popularizing management tools 3,45




also essential. Departmentalization involves significant
political stakes, and the interplay of community and
public actors means that the stakeholders must be well
informed, and the conditions for a consensus on the
process must be ensured. The insurance offer must be of
high quality to facilitate scale-up because it is only
possible to strengthen the protection of demand for
care by guaranteeing the quality of the supply.
Participants stated that the most accessible aspects of
organizing are related to the organizational and com-
munication plan. Involvement, participation, and trans-
parency are at the heart of the positive factors. These
elements help to build consensus and understanding of
the issues involved in a significant reform, where resis-
tance may emerge without the involvement of all
stakeholders.

Looking at the statements with the lowest scores
(Table 2), we noted that participants stated that it
would have been more helpful to eliminate the original
communal CBHI or to test other models in scaling up.
The participants expressed their views on the issue of
pilot projects and tests of the reform. They seem to think
this is unnecessary and that the decisions should be
applied with little hesitation or experimentation. Most
participants, men, did not consider it worthwhile to
include more women in CBHI management and gov-
ernance or involve civil society. We are at the heart of
social inclusion challenges in CBIH and the health sys-
tem. The action deemed hardest to implement is the
depoliticization of the mutualist milieu, which is no
surprise since the CBHI policy was an election promise.
However, the contemporary challenge of the mandatory
nature of the contribution was raised as one of the least
accessible. This is a recurring theme in analyses of
health financing reforms in Senegal and one that is
politically very difficult to tackle. However, technically,
this is certainly a solution worth discussing. The parti-
cipants refer to endogenous experiences of collective

Table 2. Average score of lowest factors by criteria.
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adhesion in villages (collective fields) or schools for
children.

Beyond the individual statements, the statistical ana-
lysis suggested grouping the 125 factors into nine clus-
ters (details Appendix 1) of dimensions to be considered
(Figure 2). They must be understood as a complex set
that forms a whole when one wishes to departmentalize
mutual societies and disseminate their model. Most
factors are grouped into strategic planning and imple-
mentation issues (n =24) and the package of services
offered by mutuals (n = 22). The participants, therefore,
wish to draw attention to the imperative need to orga-
nize the processes in stages, plan the reform in detail,
involve all the stakeholders by avoiding vertical
approaches, and think about all the associated strategic
elements. In addition, it is essential to define the service
package that the new departmental CBHI will cover, as
this gives a clear signal about the risks covered to mem-
bers and the service offering and its portability to ensure
continuity of care. The participants highlighted techni-
cal issues, such as the need for contractual agreements,
organizing medical control, specifying the procedures
for purchasing care and co-payment, involving the pri-
vate sector, and guaranteeing the availability of drugs.
The latter cluster is presented as the most important but
not the easiest to organize, confirming the essential
nature of the supply offered to mutual members. This
is followed by communication and governance, all attri-
butes associated with the responsiveness of insurance.
Communication issues call for good preparation and
informing local populations as clearly as possible
about the reform and the new insurance offer. The
governance issue highlights the need for transparent
management, clear procedures and a supervisory body.

The comparison (pattern matching) of the impor-
tance and ease of implementation scores
(Appendix 2) confirms the challenges of offering
a package of services to mutualists with adequate

Importance Score Ease Score

Take care of basic (communal) mutual insurance 3,32 Moving towards social mutuals 1,95

Study the feasibility of implementing it everywhere 3,32 Avoid volunteering 1,95

A risk mitigation plan 3,32 Involve civil society organizations through consumer protection 1,91
organizations

Capitalize on the direct contribution bypass mechanism 3,32 Remunerate directors of mutuals 1,91

More women in governance bodies 3,27 Solve the problem of mutualist debt before starting up 1,91

A policy with clearer goals 3,24 Make membership compulsory for students 1,86

Start the process earlier 3,18 Involve mutualists on the boards of health facilities 1,86

Successful staff rotation 3,14  Avoid territorial inequalities caused by the technical and financial 1,82
partners

Involve civil society organizations through consumer protection 2,82 Make membership in mutuals compulsory 1,77

organizations

Define other implementation procedures 2,59 depoliticize the mutualist environment 1,68

Test several models 2,55

Set up a mechanism to eliminate mutuals at the grassroots level 2,33
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Figure 2. Average scores of importance and ease by cluster.

funding and appropriate membership. This last ele-
ment is the least easy to organize, as population sup-
port is always challenging to obtain despite state
subsidies. This question also concerns the member-
ship of non-contributors (indigents, children) who
are fully subsidized by the State but whose late pay-
ments can jeopardize the financial equilibrium of the
CBHlIs.

The Challenges of Departmentalization

The focus group analysis provides qualitative details on
the main challenges encountered during the transition
to departmentalization, often mirroring the factors
identified during the concept mapping.

First, several participants questioned the process set
up by ANACMU. Some feel that it has been rushed,
organized too vertically, and without taking the time
to consult with all stakeholders. Community officials
say they think an imposed and unnegotiated transi-
tion: “Decision-makers make decisions without consult-
ing mutual organizations.” These reflections align with
the importance of concept mapping to consensus
building, the need to involve CBHI managers and
the various statements concerning strategic implemen-
tation. This lack of communication may have played
a detrimental role in the acceptance of the new model
and explains the reluctance of some community offi-
cials of the dissolved mutuals to sideline them in favor
of professionals managing the new departmental
mutuals. Power issues are, therefore, at the heart of
the challenges posed by this process of

departmentalization, as confirmed by the concept’s
mapping statements on community involvement and
the involvement of the authorities. Stakeholders
pointed out the lack of pedagogy and consultation
over a relatively long period.

Moreover, the evidence behind the proposed model
needed to be sufficiently convincing for everyone.
A National Association of CBHI representative remem-
bers saying, “There is no convincing evidence, no docu-
ment that tells you that this is the departmentalization,
its advantages, and disadvantage.” He complains about
the lack of feasibility studies, risk analysis, and evidence
of the effectiveness of the original model.

Secondly, the conditions for the transition to the
departmentalization scale were not met everywhere.
Some mutuals engaged in departmentalization because
a donor project had promised them aid. This aid was not
always granted as expected: “We were told that XXX was
going to accompany us . .. that’s what we were sold, and
I know it was gleaming,” said a CBHI director. The
administrative and accounting procedures (contracting,
disbursement, etc.) of the technical and financial part-
ners (TFP) are questioned. Two statements in the con-
cept mapping perfectly reflect this challenge: “avoiding
territorial inequalities caused by TFPs” and “not being
dependent on partners.” They obtained shallow feasibil-
ity scores, thus confirming what was said during the
focus group. Organizational challenges on the
ANACMU side, which received funding from this TFP
to support the scaling up, were also identified. In addi-
tion, other Departmental Health Insurance did not have
the support of an external partner.



Senegal subsidizes 50% of the contribution rate for
contributory mutualists and 100% for
contributor (indigent) contributions to encourage
membership. However, participants noted that the
significant government reimbursement delays and
the mutual debts to healthcare providers are immense
challenges. This issue has not been sufficiently con-
sidered in the dissemination of the model. ANACMU
even announced the upcoming end of these grants to
mutuals. The mutuals would no longer manage the
care costs provided to mutualists but would be reim-
bursed by the health facilities, which would request
reimbursement of mutualists’ benefits. These
announced changes are of concern to the participants.
Thus, “the first challenge is the timely payment of
State’s counterpart,” explains the president of
a mutual. The challenges in this second part corre-
spond to the governance and financing issues raised
in two clusters of the mapping concept, which rank
3rd and 5™ in importance out of the 9 clusters.

The participants also explained that the law of large
numbers is a significant challenge and that “massifica-
tion” (i.e., many members) is essential for the success of
risk sharing. To achieve this, they insist on the impor-
tance of communication to inform and convince people
of their interest in joining and the need for strategies to
move forward organized by mutualist leaders.
Communication is the second most crucial cluster in
concept mapping, although it has the fewest statements.
Massification must not be done at the expense of “com-
munity anchoring,” says another mutual president. The
use of local antennae at the municipal level is also
a challenge.

While departmentalization is a national program and
scaling up is organized by ANACMU, participants
argued that the involvement of local and regional autho-
rities and their ownership of the model is a significant
challenge. This is reflected in the ten statements on the
importance of involving the authorities, in particular,
the involvement of local and regional authorities. The
decentralization of health is slow, and strategies need to
involve these communities and ensure that scaling
remains within their responsibility to care for the popu-
lation of their territory.

Finally, beyond the challenges, participants wanted to
return to important lessons learned, which are summar-
ized in these critical points:

non-

e Take time for negotiations and provide detailed
and educational information to all stakeholders,

¢ Involve all those affected by the reform very early
and regularly, including decentralized administra-
tive authorities,
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e Involve local leaders of former mutuals to build on

the trust previously established with the
communities,

e Scale up gradually in a flexible, agile, and inclusive
way,

e Organize study tours, sharing and capitalization
sessions between units moving to scale,

e Technical and financial support must be obtained
from the state and its international partners.

Discussion

This study is one of the few publications on the scale-up
of a public health intervention in West Africa.”®*®

Pragmatically, the results are interesting for countries
that have chosen to engage in the broader dissemination
of the district or departmental insurance model. The
factors suggested and the challenges encountered are
all operational advice that can guide action. In line
with the analytical frameworks and empirical studies
on scaling up,”>*****? we note the importance, beyond
financial issues, of communication and negotiation
issues, and having a dedicated and competent support
team to help disseminate the innovative model. Of
course, these are not ready-made lessons. They must
be adapted to local contexts and organized in
a participatory and inclusive process.*®

At the strategic level, the scaling up of these depart-
mental mutuals in Senegal was taken in 2022 after
several years of testing models, a national evaluation
and studies showing the importance of management
by professionals associated with ANACMU’s national
leadership.'>'®?' Although the choice of model was
delayed,* the decision and its organization were per-
ceived as quick and top-down. This type of vertical
process, often found in centralized contexts of scaling
up,** is similar to the administrative organization of
public health in Senegal.*' In the case of CBHI, the
power stakes are significant and old.*> Mutual health
insurance schemes are often places of local power, elite
capture or influence for local politicians. They may use
the CBHI schemes for personal gain or political careers,
with the purchase of CBHI cards in the context of
elections being a common practice. Social inclusion is
a challenge in this context and recalls the essential
nature of participatory approaches to health reforms.*’
This is all the more crucial in the context of the involve-
ment of the political sector in the health sector, both in
Senegal and elsewhere in the region,'" particularly dur-
ing the turbulent presidential elections (2023-24). The
socio-political context is the second most crucial exter-
nal factor influencing scaling up.’® In addition, the
classic dilemma in the region’ is between the need for

28,30
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public action and more vital state funding, which is not
always the case in Senegal,'’ and the desire to give space
to the mutualist community movement.**

The study confirms the challenges posed by depen-
dence on external partners in choosing models.'"***°
As it happens, financing is the most important influ-
encing element in the outer context of scaling up
complex health interventions and the most frequently
cited factors.”® A recent scaling-up study in Ghana,
Malawi and Uganda rightly asks this question:
« Whether one should embark on a scale-up process
without first carrying out an estimate of ongoing run-
ning costs to support the scale-up and the assurance
that future funding would be available.”** Cost analy-
sis is one of the 12 essential elements for studying the
potential for scaling up, as proposed by a recently
suggested self-analysis tool.”*

As the participants explained, scaling up can be
facilitated by reproducing an identical model, which
may not be possible or desirable. The basic model in
the departmental test insurance was not replicated in
all dimensions as it was scaled up to adapt to regional
contexts and cope with resource constraints. However,
the actors have established minimum conditions for
the effectiveness and viability of these assurances.
These conditions align with state-of-the-art standards,
such as quality of healthcare service, public funding,
and state stewardship, bureaucracy efficiency, etc.>*8
Efforts to scale up without meeting these prerequisites
would be illogical. Not only would it jeopardize the
possibilities of these departmental mutuals being seen
as a step toward a national system (as was the case in
Tanzania or Rwanda,” but it would also undermine the
idea of the insurance principle. The State has been
considering the systematic nature of membership for
several years.*’

Our study had no conceptual objective, but the
results align well with scaling up science®® and its con-
ceptual frameworks,>426:32:3 including in Africa.?”%
The five classic dimensions of scaling up (innovation,
resource system, user organization, scale-up strategies,
and environment">?*) combine well with the factors
drawn from the experiences of the Senegalese actors.
Similarly, the experiences shared in this article corre-
spond to the eight pitfalls and seven factors favorable to
scaling up: a top-down approach, adaptation to the
context, involvement of users, temporality, governance,
etc.'®*® However, this study shows that the rational
vision of a step-by-step process of scaling up is not
what is empirically observed.”® Instead, the processes
consist of waves, currents, and windows of
opportunity,*® as explained by decision-makers in
Australia.”

Limitations

One potential limitation of this study is social desirabil-
ity biases among participants, as they are all invested in
scaling up. The Ministry of Health representatives and
a donor were also present during the data collection.
However, the facilitation ensured everyone could
express themselves freely, and the results show that
criticism was not suppressed. The second limitation is
temporal because the data collection occurred during
the recent departmentalization scaling up. It will be
interesting to replicate the analysis in the coming years
and conduct in-depth individual interviews to under-
stand better the challenges and power issues that may
not easily be discussed in group meetings.

Conclusion

Since 2014, Senegal has been innovating its health system
by testing a health mutual model in two departments.
Due to the need for better UHC and the positive results
of this model, it began being scaled up in 2022 to extend
this insurance to 20 new departments. The individuals
involved in this scaling up have highlighted many factors
and challenges, providing recommendations to inform
decision-makers in countries seeking to implement this
reform. Only time will tell if it has been effective for
UHC in Senegal.
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Appendices

Appendix 1: Statements (125) and clusters (9)
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No. Statements Importance Ease Specificity Cluster name
1 Authorities get involved 3,91 3 4,92 Involvement of the authorities
98 Involve administrative authorities throughout the process 4,05 3,36 4,04
102 Strengthening the responsibility of local and regional authorities in 3,55 2,14 471
management
120 Involving local and regional authorities on mutual boards of directors 3,77 3,18 4,39
76 A clear partnership framework with the State 3,95 2,36 53
99 Better involve the State for sustainability 4,5 2,68 5
110 Involving civil society organizations through consumer organizations 2,82 1,91 514
105 Define relations between regional services and mutualist organizations 4 3,36 3,6
31 Better Involve CDS (health committees) 3,5 2,86 3,82
104 Involvement of MSAS 418 2,68 3,87
Average 3,82 2,75
2 Consensus among all actors 4,59 2,41 3,82 Community involvement
13 Taking into account local realities 414 3,27 4,49
10 Consensus of mutualist leaders 418 2,59 3,21
70 Better involve mutualist actors who have already succeeded in the model 4 3,45 2,93
35 Take care of basic mutuals 3,32 2,82 33
86 Avoid bypassing mutualist actors through administrative authorities 3,59 2,68 2,7
37 Consolidating community anchorage 4,05 3,45 3,02
40 Highlight local leadership 3,68 2,77 3,27
116 Involve all those involved in community dynamics 4 2,91 2,43
29 Avoid power games 3,68 2,18 2,26
83 Avoiding conflicts of interest 3,64 2,41 2
41 Depoliticize the mutualist milieu 35 1,68 2,12
47 A policy whose objectives are clearer 3,24 2,41 2,21
25 Building on the existing 3,59 3,45 3,54
63 Based on good mutualist practices 3,62 2,9 3,4
109 Moving to social mutuals 3,64 1,95 2,07
32 Better involve the bodies of mutual societies 433 3,64 2,22
Average 3,81 2,76
46 Put in place a mechanism that would eliminate mutuals at the grassroots level 2,33 2,36 2,89 Planning and Strategic
49 Achieve national consensus 3,86 2 2,69 Implementation
3 Deadline for implementation 3,36 2,18 4,66
6 Start the process very early 3,18 2,41 433
12 Step by step in the implementation of the model 3,82 3,05 4,52
21 Respect the different stages of implementation 414 3,45 4,16
22 Scale by step 35 2,91 3,87
9 Test multiple models 2,55 2,59 4,37
101 Define other modalities for the implementation 2,59 2,09 4,39
7 Plan implementation 391 3,32 3,03
55 Carry out a feasibility study 3,73 2,64 3,98
4 Harmonize the model 4,05 2,5 2,86
58 Standardize the model 3,43 2,33 3,42
8 Go to the end of the reform 3,86 2,68 3,19
1 Avoid top-down 4,05 2,52 3,19
85 Take the time of negotiation 3,75 2,6 3,34
23 Assessing failure factors in implementation 4,09 2,59 2,84
65 Assessing the functioning of existing mutuals 3,68 2,73 3,27
111 Avoid simmering 3,91 2,86 2,45
125  Study the feasibility of putting it in place everywhere 3,32 2 3,14
81 Estimate the cost of setting up 3,59 2,77 2,55
82 Estimate the cost of operation 3,95 3,09 1,61
24 A risk mitigation plan 3,32 2,5 1,73
36 Clarifying the institutional framework of mutual societies 3,68 2,82 2,04
Average 3,57 2,62
15 Informing populations 45 3,18 8,71 Communication
16 A good communication plan 4,36 336 11,44
28 A good social marketing plan 4 2,73 10,4
38 Allocate a budget for communication and operation of the antennas 3,36 2,55 10,11
Average 4,05 2,96

(Continued)
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(Continued).

No. Statements Importance Ease Specificity Cluster name
19 Capacity building 4,05 2,82 6,85 Human resources and logistics
34 Respect the rights of technical staff 3,68 3,41 8,12
78 Recruit qualified and engaged staff 4,5 3,36 7,77
123 Provide continuous training of staff 4,18 2,68 8,82
94 Well define specifications for technical staff 4,36 3,73 6,95
95 Successful staff rotation 3,14 2,18 12,28
80 An assessment of the personnel required for management 3,73 2,77 11,39
26 Provide human, technical, and logistical resources 4,5 2,68 5,84
93 Ensure transparency in the staff recruitment process 4,32 3,82 5,04
43 Avoid volunteering 3,64 1,95 2,33
44 Remunerate the administrators of mutual societies 3,41 1,91 4,12
27 Expertise 35 2,59 29
39 Have a functional and attractive seat 4,27 2,82 2,48
Average 3,94 2,82
33 Improving the governance of the process 4 3 2,92 Governance
52 Ensuring transparency in resource management 4,45 3,1 3,77
75 More women in governance bodies 3,27 2,32 2,56
64 Develop Manuals of Procedures 4,41 3,36 2,6
66 Have statutes and rules of procedure 4,27 4,18 1,77
61 Strengthening citizen control 35 2,32 2,61
42 Develop and implement mutual performance contracts 3,77 2,95 2,49
56 Maintain regular monitoring and coordination bodies 4,14 3,18 3,68
112 Set up a national monitoring committee 3,5 2,5 1,9
117 A monitoring and evaluation system 391 2,82 3,53
106 Instituting refunds at Community level 4 2,82 2,62
53 Have mutual tracking software 4,09 2,95 4,85
121 Have good management software 4,27 3,05 3,31
54 Have a good information system 3,95 2,86 3,13
119 Dematerialize all procedures 3,76 2,24 31
96 Harmonize and popularize management tools 4,05 3,45 2,62
Average 3,96 2,94
5 Technical and financial support by partners 4 3,36 4,44 Funding
48 Avoiding territorial inequalities caused by technical and financing partners 3,59 1,82 2,49
100 Do not depend on partners 4,09 2 5,46
17 Solve the debt problem of mutualists before startup 3,91 1,91 4,81
20 Ensuring the financial sustainability of mutual societies 3,77 2,23 5,26
73 Capturing innovative financing 3,77 2,14 9,74
91 Set up a national guarantee fund 4,36 2,18 4,73
45 Shorten repayment periods 3,59 2,18 6,12
77 Contribution and operating subsidy 4 2,32 4,92
88 Pooling resources 3,95 2,95 3,76
Average 3,9 2,31
18 Making it compulsory to join mutual societies 3,5 1,77 6,34 Membership
84 Making membership mandatory for students 3,73 1,86 5,27
87 Subjecting the benefit of certain services to membership of departmental 3,73 2,32 5,45
mutuals
67 Strengthening endogenous group membership mechanisms 4,09 3,05 5,05
69 Capitalizing on the direct contribution circumvention mechanism 3,32 2,09 4
122 Diversifying contribution methods 3,64 2,36 6,71
79 Reinstatement of OSB care 3,64 2,36 3,41
113 Review the care of noncontributory beneficiaries 3,95 2,1 3,58
124 Integrate all free initiatives 3,73 2,27 3,82
Average 3,7 2,24
14 Involve service providers from the start 4,36 3,18 2,61 Service package
68 Involving the private health sector 3,48 2,23 4,25
30 Organizing the offer of care 3,91 2,05 14,45
107 Availability of medicines 4,68 2,18 17,5
50 Review the service package 3,86 3,18 8,35
90 Expanding the Basic Package to Emergencies 3,86 2,5 18,65
74 Better supervision of the management of specialty medicines by mutuals 4,18 2,68 10,69
108 Availability of the inclusive list of eligible medicines 4,45 2,5 13,4
51 Integrate large risks into service packages 3,64 2,14 732
114  Define the support of the supplementary package in hospitals 3,82 2,91 8,18
103 Define a package of essential and guaranteed services for all beneficiaries 3,95 2,5 6,31
92 Ensuring continuity of services 4,64 2,91 11,81
72 Promote strategic purchasing 3,5 2,36 5,98
71 Set up flat-rate pricing 3,64 2,05 5,29
89 Ensuring national portability of care 4,68 2,41 6,34
60 Have a medical officer 4 2,23 6,07
62 Strengthening the medical checkup 4,45 2,82 6,01
57 Organize periodic meetings with health care providers 414 2,77 4,7
59 Update the agreements between mutual societies and service providers 414 3,5 8,49
97 Conventions covering all health structures 4,05 3 5,02
115 Hold meetings to monitor agreements between mutual societies and service 4,18 3,64 2,07
providers
118  Involving mutualists on EPS (health institutions) Boards of Directors 3,82 1,86 2,69
Average 4,07 2,62
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Appendix 2: Comparison (Pattern Matching) of average scores of importance and ease by cluster

lw : .. ,? ; ] 2,96 rnunin:ontl

1 1
2 Communication (4} 405 4 1,94 |ﬁwrnmn|l.5] 2
3 G {16} 3,96 49 2,82 Human resources and logistics (13) 3
4 Human resources and logistics (13) 3.94 2,76 C ity invol {17} 4
5 Funding (10} 39 2,75 | ofthe ities [10) 5
6 Involvement of the suthorities [10) 3,82 2,62 [service package(22) []
7 Community involvement (17) 381 1 1,62 Strategic Planning and Implementation (24) 7
[] Membership [9) 37 9 231 |anung|m; 8
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