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Executive Summary 
The purpose of this report is to support the 
Evangelical Church of the Republic of Niger 
(known by its French acronym, EERN) in its 
efforts to strengthen and sustain its own 
nascent mutual health organization in 
Niamey, Niger, operated through its 
development branch Coordination d’Appuis 
au Développement et à la Réhabilitation 
(CADR). It summarizes the University of 
Minnesota consulting team’s findings 
acquired through a review of recent 
literature, an analysis of relevant policies, 
and interviews and focus groups conducted 
in Niamey between January 2 and January 18, 2013. Based on these findings, the report offers 
phased recommendations for the planning and implementation of the CADR mutual. 

The project was commissioned by EERN to support their goal of providing good quality, 
affordable healthcare to underserved populations in Niger. Niger, like many African nations, has 
a rapidly growing population and an inadequate health services system. One strategy for 
addressing poor health in resource-scarce areas is the concept of mutual health organizations 
(MHOs). MHOs are community-managed insurance schemes designed to provide an element of 
security to populations underserved by state-run or private health facilities. EERN has chosen to 
adopt the MHO model to achieve their goal of making healthcare accessible to Nigeriens. The 
first step in this process is to establish a sustainable MHO based out of EERN’s clinic, Clinique 
Olivia, located in the Couronne Nord neighborhood of Niamey, Niger. 

Literature Review 
A literature review was conducted to provide a basic level of knowledge about MHOs to an 
audience of individuals and organizations who have an expressed interest in designing and/or 
improving MHOs in West Africa, specifically facility-based MHOs in Niger. The review explores 
four major themes relevant to the design of MHOs: cost recovery, risk management, community 
management, and enrollment. 

Cost Recovery: Because MHOs target the poor, pre-paid premia and user fees do not 
consistently cover recurrent costs, and external funding is required (Jakab & Krishnan, 2001; 
Bennett, Creese, & Monasch, 1998). While some studies assert that a health mutual is an 
affordable means for accessing health care, it is important to understand what sacrifices 
households make in order to pay for health care (McPake, Hanson, & Mills, 1993). Many sources 
suggest that quality of service is one of the most important determinants of patients’ choice of 
provider and willingness to pay, and thus plays a major role in cost recovery (McPake, et al., 
1993). 

Risk management: Atim (1998) identifies several categories of risks to MHOs including, but 
not limited to, adverse selection and fraud and abuse. The negative effects of adverse selection 
can be mitigated by a requirement that entire families enroll in the MHO, helping to ensure it is 
not only the sickest of the sick who enroll (Jakab & Krishnan, 2004; Atim, 1998). Fraud and abuse 
can take many forms; a major problem is free-riding individuals attempting to receive the 
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scheme’s benefits without bearing the full costs involved (Atim, 1998). This threat can be 
overcome by the use of photo identification cards.  

Community Management: Community participation can ensure “accountability to the users 
of health care in that the revenues are used in ways that address the persistent quality 
weaknesses of primary care” (Jakab & Krishnan, 2001). Jakab and Krishnan (2004) point out that 
most “community-based schemes lack the management and administrative skills necessary for 
the successful design and operation of prepayment schemes” (p. 88). Meuwissen (2002) notes 
that community participation may also fail if the participation is forced on communities instead 
of mutually agreed.  

Enrollment: The literature suggests that overall enrollment in MHOs in West Africa is still low, 
despite the increase in the number of MHOs in the region (McPake et al., 1993; De Allegri, 
Sanon, & Sauerborn, 2006; Ndiaye, Soors, & Criel, 2007; Franco, Diop, Burgert, Kelley, 
Makinnen, & Simpara, 2008). Lack of affordability is frequently cited as the primary reason for 
not enrolling in a MHO (Jakab & Krishnan, 2001). 

Laws and Policies 
Niger passed legislation to regulate MHOs in 2008. The next year the West African Economic and 
Monetary Union (WAEMU) agreed to a standardized set of regulations. Niger is currently in the 
process of updating the 2008 law to reflect the WAEMU changes. The updated Nigerien law is 
comprehensive and covers many of the rights and obligations of MHOs and their members. 
Some of the more salient points can be consolidated into three broad categories: accreditation, 
administration, and oversight.  
 

 Accreditation: The Nigerien government is creating a special agency to provide 
administrative support and oversight to MHOs. All Nigerien MHOs will be required to 
gain approval from the new regulatory agency. 

 Administration: According to the Nigerien law, all MHOs will be required to have a 
constitution containing specified information. Additionally, all MHOs will be required to 
establish an administrative framework including a general assembly (GA), a board of 
directors, a president, and a manager. 

 Oversight: Internal oversight of MHOs will be provided by auditors chosen by the GA 
from among the membership. Government oversight will come from three agencies: 
administrative oversight will come from the Ministère de la Fonction Publique et du 
Travail (MFPT), financial oversight will be provided by the Ministry of Finance, and 
technical oversight will be provided by the ministry in charge of the specific sector in 
which a particular MHO operates.   

Fieldwork  
Information gathered from the focus groups and interviews is organized in the following 
categories: cost and affordability, understanding the clinic’s services, quality of care, community 
engagement, religious affiliation, mutual administration, and clinic location. 

Cost and Affordability: According to most clinic users, current membership fees (1,000 FCFA 
per year), consultation fees (500 FCFA per visit), and medication costs (variable) are reasonable 
and affordable; some individuals surveyed were amenable to price increases. 
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Understanding the Clinic’s Services: During interview sessions it became apparent that users 
and members did not always fully comprehend what services they were paying for.  

Quality of Care: A general consensus emerged from the interviews and focus group sessions 
that Clinique Olivia delivers exceptional quality care with a warm welcome. 

Community Engagement: Many respondents were confused by questions meant to gauge 
their level of interest in the management and decision making of the mutual; some thought this 
was a potential job. Upon clarification by the researcher, respondents expressed relatively low 
interest in assisting with the management of the mutual. 

Religious Affiliation: Most users said they had no problem with the fact that the clinic was a 
Christian initiative because “health has no religion.”  

Mutual Administration: Key informant interviews revealed the challenges of managing a 
mutual, including fraud, compliance, cost recovery, legislation, and community support. 

Clinic Location: Focus group and interview sessions revealed that proximity is a positive factor 
for clinic users who live in the neighborhood.  

Recommendations 
Based on findings from the literature review, policy analysis, and field work, the consulting team 
has generated a set of recommendations focused on the effective and sustainable design of a 
health mutual. These recommendations are framed in a chronological, seven-phase approach, 
beginning with CADR’s affirmation that a health mutual is the best approach to meeting its 
goals, and concluding with the “scaling up” (this term refers to the expansion of the EERN 
mutual model in regional areas of Niger) of the model in other locales.  

 

Phase 1: Determine if an MHO is the best model for CADR, Clinique Olivia, and the community 
A. Review the information provided and recommended by the consulting team 
B. Perform a formal feasibility study 
C. Seek out and consider alternative approaches 
D. Make a firm decision whether or not to continue with the development of an MHO 
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Design 
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Phase 2: Identify the target population and clearly articulate goals 
A. Identify the preliminary target population 
B. Identify community partners within the preliminary target population 
C. Perform a needs assessment within the preliminary target population 
D. Finalize the determination of the target population 
E. Clearly articulate specific goals of the health mutual 

 
Phase 3: Community engagement 

A. Begin education and sensitization of the target population 
B. Ask the target community if they would like an MHO 
C. Continue community education 

 
Phase 4: Design 

A. Work with the target community to design the mutual 
B. Build on preliminary recommendations identified in past phases and efforts 

 
Phase 5: Implementation 

 
Phase 6: Monitoring, Evaluation, and Improvement 

 
Phase 7: Scaling up 
 

Additional Recommendations 

Cost and Affordability: The clinic should prioritize drug fee increases over membership and 

consultation fees.  

Mutual administration: As dictated in the law, CADR must prioritize development of a formal 

management structure for the mutual. 

Recommendations for Clinique Olivia: The clinic should strive to maintain and even improve its 

high level of quality care. 
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Acronyms 
 

CADR Coordination d’Appuis au Développement et à la Réhabilitation 

Coordination or Committee of Support of Development and Rehabilitation 

 

EERN   Eglise Evangelique de la République du Niger 

    The Evangelical Church of the Republic of Niger 

 

FCFA   Franc de la Communauté Financière Africaine 

                           Franc of the African Financial Community 

 

GA    General Assembly 

 

MFPT   Ministère de la Fonction Publique et du Travail 

    Ministry of Civil Service and Labor 

 

MHO   Mutual Health Organization 

 

OHADA   Organisation pour l'Harmonisation en Afrique du Droit des Affaires 

    Organization for the Harmonization of Business Law in Africa 

 

UNICEF   United Nations Children's Fund 

 

WHO   World Health Organization 

 

WAEMU  West African Economic and Monetary Union 
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Introduction 
The purpose of this report is to support the Evangelical Church of the Republic of Niger (known 
by its French acronym, EERN) in its efforts to strengthen and sustain its own nascent mutual 
health organization in Niamey, Niger, operated through its development branch Coordination 
d’Appuis au Développement et à la Réhabilitation (CADR). It summarizes the University of 
Minnesota consulting team’s findings acquired through a review of recent literature, an analysis 
of relevant policies, and interviews and focus groups conducted in Niamey between January 2 
and January 18, 2013. Based on these findings, the report offers phased recommendations for 
the planning and implementation of the CADR mutual. 

 
The project was commissioned by EERN to support their goal of providing good quality, 
affordable healthcare to the underserved populations in Niger. Niger, like many African nations, 
has a rapidly growing population and an inadequate health services system. One strategy for 
addressing poor health in resource-scarce areas is the concept of mutual health organizations 
(MHOs). MHOs are community-managed insurance schemes designed to provide an element of 
security to populations underserved by state-run or private health facilities.  While the concept 
of the MHO is a recent phenomenon, there is growing evidence that MHOs not only improve 
access to quality, low cost health care, but also mitigate the costs associated with emergency 
health care situations (Atim, 1998; Jakab & Krishnan, 2004; Chankova, Sulzbach, & Diop, 2008). 
EERN has chosen to adopt the MHO model to achieve their goal of making healthcare accessible 
to Nigeriens. The first step in this process is to establish a sustainable MHO based out of EERN’s 
clinic, Clinique Olivia, located in the Couronne Nord neighborhood of Niamey, Niger. 

History of MHOs 
In the past two decades, health care mutuals have played an increasing role in health care 
provision in sub-Saharan Africa (Atim, 1998). Following independence, most African countries 
instituted welfare states that provided health care on a free or heavily subsidized basis (Atim, 
1998; Ndiaye et al., 2007). However, with the onset of the economic crises in the 1970s and 
1980s, many countries began to slash state subsidies to social welfare programs, including 
health care, in an effort to cut expanding deficits (Atim, 1998; Ndiaye et al., 2007). In response 
to these challenges, the Bamako Initiative aimed to increase access to primary health care by 
raising the effectiveness, efficiency, financial viability, and equity of health services (UNICEF, 
2007).  

The main strategies of the Bamako Initiative are the decentralization of health decision making 
to the district level, community-level management of primary health care, user-financing under 
community control, and a national drug policy emphasizing the provision of basic essential drugs 
(McPake et al., 1993). The Bamako Initiative introduced cost recovery systems designed to 
recoup some of the expenditures associated with health care provision. Cost recovery took 
several forms in the region, but the most common was a fee for service system. It was in the 
framework of the Bamako Initiative that the first healthcare mutuals began to emerge in the 
late 1980s and early 1990s (Ndiaye et al., 2007). Niger’s first rural mutual was launched in 2003 
in the village of Kourfaré (Pereznieto, Jones, Samuels, & Chako, 2010). 

Niger at a Glance 
Niger is a landlocked country in the Sub-Saharan region of West Africa. Niger’s current 
population of 16.4 million is growing at approximately 3.5% per year, one of the highest growth 
rates in Africa (World Bank, 2013). The population size of Niamey, the Nigerien capital, is 
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roughly one million. Approximately 80% of Nigeriens practice Islam, with Christianity as the 
second most common religion (CIA, 2013). The population is composed of Hausa (55.4%), Zarma 
(21%), Tuareg (9.3%), and other ethnic groups (CIA, 2013). 

Table 1: Select Health Indicators for Niger. 

Indicator Niger 
Sub-Saharan Africa 
(developing only) 

Year 1995 2000 2005 2010 1995 2000 2005 2010 

Mortality rate, under-5 
(per 1,000 live births) 

267.0 215.6 168.5 130.9 170.5 153.5 133.0 112.5 

Fertility rate, total (births 
per woman) 

7.71 7.50 7.30 7.06 5.91 5.60 5.28 4.94 

Maternal mortality ratio 
(per 100,000 live births) 

1100 870 720 590 820 740 630 500 

Life expectancy at birth, 
total (years) 

44.48 48.27 51.67 54.27 49.30 49.73 51.63 54.17 

Death rate, crude (per 
1,000 people) 

21.08 17.69 14.86 12.87 16.16 15.45 14.11 12.60 

Source: Data from World Bank. (2012). World Development Indicators.  
*Value is from 2009 

 

Despite improvements over the last fifteen years, Nigeriens face substantial health barriers and 
challenges. Niger ranks 186th out of 187 countries on the Human Development Index, a 
composite statistic of life expectancy, education, and income (UNDP, 2012). While higher than 
the regional average, mortality rates for children under five years have fallen by half from 267.4 
children out of 1,000 in 1995 to 130.9 children out of 1,000 in 2010 (World Bank, 2012). The 
leading causes of death among this age group include preventable illnesses such as pneumonia, 
malaria, and diarrhea (WHO, 2012). With a fertility rate of approximately 7 births per woman, 
maternal mortality rates are also quite high. High fertility rates combined with increasing life 
expectancy and declining death rates render Niger’s healthcare system ill-equipped to serve this 
large, growing population. 

Niger’s health care system is riddled with shortfalls and problems. With only two physicians and 
14 midwives and nurses for every 100,000 people, Niger is critically short of adequately-trained 
medical professionals (WHO, 2012). Additionally, health care centers often lack basic equipment 
and necessary drugs. Most Nigerien families lack the financial resources to pay for quality health 
care (IMF, 2008). It is in this context that MHOs have emerged as a way for Nigeriens to receive 
low cost and quality health care.  

EERN 
Established in 1961, EERN is the oldest and largest Christian denomination in the country; it was 
the first religious organization to be recognized by the Nigerien government. EERN is driven by a 
strong mission to treat others as one would like to be treated and to make positive 
contributions to Niger’s development. Within the domain of health, EERN’s goal is to improve 
access to and quality of healthcare; they aim to achieve this goal by building clinics and 
developing MHOs. EERN’s development and relief branch, CADR, which provides holistic and 
non-discriminatory interventions in the areas of education, poverty, food security, and health, 
has been designated to strive towards EERN’s health objective. Coordinating CADR’s efforts is 
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former Ministre de l’Equipement and economics professor at Abdou Moumoni University, Dr. 
Chérif Chako. To advance EERN’s health goals, CADR has set out several objectives including 
establishing health mutuals, promoting the use of EERN’s clinics, encouraging people to join and 
utilize the mutual, improving the quality of care within the Nigerien health system by training 
nurses, and utilizing a network of health mutuals to develop effective and targeted nutritional 
interventions. 

At the time of this report, CADR had launched several projects to meet these objectives. CADR 
has established Clinique Olivia in the impoverished neighborhood of Couronne Nord in Niamey. 
This clinic exists to address an unmet need for health care. Dr. Susan Beebout, an American 
general internist, supervises and manages this government-authorized primary care clinic. The 
clinic currently employs two nurses and provides volunteer opportunities to numerous medical 
students from Abdou Moumoni University. To date, approximately 1,800 patients have utilized 
the clinic, which also dispenses prescriptions at a discounted rate. Since it began operations in 
2009, the clinic has expanded into a new building with additional rooms for consultations, 
rooms for short overnight stays, and a dispensary. The clinic is equipped to diagnose and treat 
many of the most common illnesses in the region, including malaria and diabetes. The clinic 
plans to soon include physical therapy among the services offered.  

Another health-focused project led by CADR is the creation of a health mutual. CADR has chosen 
to pursue MHOs as an approach for increasing health care access for Nigeriens because the 
government is financially unable to provide adequate health care to its constituents. CADR 
further recognizes that, even when available, free health care programs may be susceptible to 
corruption, thus putting poor households at greater financial risk. CADR’s objective for 
establishing MHOs is to provide Nigerien households with access to inexpensive care and foster 
personal ownership of and responsibility for health care. At this stage, CADR has a fledgling 
MHO, the Mutual of Couronne Nord. The MHO has developed a fee structure and automatically 
enrolls all of Clinique Olivia’s patients, but community ownership and a formal governance 
structure are still in development.  In the long term, CADR plans to scale up this clinic and MHO 
model throughout the entire country. 

Research Plan  
The project summarized in this report aimed to gather information about: 1) the state of health 
care mutuals in West Africa and Niger, 2) the policies that govern the development and 
operation of mutuals in Niger, 3) the general willingness of the target community to pay to join a 
mutual, and 4) the willingness of the target community to participate in the management of the 
mutual. 

The research methods employed in this project were qualitative, divided into three activities: 
reviewing relevant literature, conducting fieldwork in Niamey, and analyzing the laws and 
policies governing mutuals in the country and wider region. Fieldwork methodology is discussed 
later in the report. 

Limitations 
Interpretation of the results and recommendations presented in this report must be made 
while being mindful of limitations of the project and the study design. 

Sampling: Research for this report was conducted over a two-week period in Niamey, Niger. 
As a result, the findings represent information provided by a small sample of Nigeriens at a 
particular time of the year. Given the limited period available for fieldwork, the consulting 
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team employed a convenience sampling strategy. Because this sampling method introduces 
selection bias into the sample, the findings are not representative of the Nigerien 
population. 

Language: Focus groups and interviews were conducted in Hausa, Zarma, or French. For 
those conducted in Hausa or Zarma, French-speaking interpreters were used; for those 
conducted in French, the consulting team relied on their own language skills. This may have 
led to some information loss. 

Experience with Qualitative Methods: With the exception of one interpreter, a student at 
the University of Minnesota, all other interpreters were medical students at Abdou 
Moumoni University, previously untrained in qualitative research methods. Consequently, 
interpreters may not have followed best practices for conducting interviews and focus 
groups, which may have led to bias or missed information. Nonetheless, the interpreters 
brought an intimate knowledge of local customs and the local context that generated rich 
discussions and insights.  

Prior Knowledge of Pricing: Most clinic users and some non-users had prior knowledge of 

the clinic’s fee structure. This may have contributed to an unwillingness to suggest prices far 

above or below the current fee structure.  
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Literature Review Highlights 
A literature review was conducted to provide a basic level of knowledge about MHOs to an 
audience of individuals and organizations who have an expressed interest in designing and/or 
improving MHOs in West Africa, specifically facility-based MHOs in Niger. The lack of a robust 
evidence base that MHOs serve to improve health outcomes, as well as a shortage of systematic 
assessments of the resource generation capacity of MHOs, pose challenges for those designing, 
managing, and promoting MHOs (NCBA, 2008a; Jakab & Krishnan, 2001). However, there is 
much knowledge to be gained from the current body of literature on MHOs. Following a 
discussion of the ways MHOs are defined in the literature, the review explores four major 
themes relevant to the design of MHOs: cost recovery, risk management, community 
management, and enrollment. This section contains highlights from the literature review, which 
appears in full in Appendix A. 
 

Definitions 
Many terms have been employed in the literature to describe how communities finance access 
to health care. Franco et al. (2008) use the term mutual health organization and provide the 
definition as “voluntary organizations that provide health insurance services to their members 
[which] are usually owned, designed and managed by the communities that they serve” (p. 830). 
While Ndiaye et al. (2007) describe similar schemes using the term community health insurance, 
Jakab and Krishnan (2001) use the terminology community-based health financing as an 
umbrella term to describe a variety of community-based health financing instruments including 
community health funds, mutual health organizations, rural health insurance, and micro-
insurance. Many typologies have been developed for categorizing the types of MHOs, typically 
based on ownership and geographical and socioprofessional criteria (Atim, 1998; Jakab & 
Krishnan, 2001). 

Key Themes 

Cost Recovery 

Because MHOs target the poor, pre-paid premia and user fees do not consistently cover 
recurrent costs, and external funding is required (Jakab & Krishnan, 2001; Bennett et al., 1998). 
McPake et al. (1993) identify three main issues in determining cost recovery for any community 
financing program: price structure, affordability, and quality of service. With regards to price 
structure, pre-payment was identified as potentially the most capable of promoting the most 
equitable distribution of financial burden among the population (McPake et al., 1993). 

Affordability is a major factor in determining cost recovery. While some studies assert that a 
health mutual is an affordable means for accessing health care, it is important to understand 
what sacrifices households make in order to pay for health care (McPake et al., 1993). Preker , 
Guy, David, Melitta, William, and Dyna (2002) conclude that community-based health financing 
is effective in reaching low-income populations that would otherwise not have financial 
protection against the cost of illness; however, the poorest of the poor and socially excluded 
groups are often excluded. 

Many sources suggest that quality of service is one of the most important determinants of 
patients’ choice of provider and willingness to pay, and thus plays a major role in cost recovery 
(McPake et al., 1993). Soucat, Gandaho, LevyBruhl, DeBethune, and Alihonou (1997) assert that 
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improvements in quality brought about by community involvement play an important role in 
increasing enrollment in MHOs that rely on user fees. 

Risk Management 

According to Atim (1998), “If MHOs are to succeed financially, one of the most important skills 
that their management or leadership should master is how to assess the risks that MHOs are 
exposed to…and the appropriate measures to put in place to minimize the threat the risks pose” 
(p. 21). Atim (1998) identifies the primary categories of risks to MHOs as moral hazard, adverse 
selection, cost escalation, and fraud and abuse. 

Moral hazard may be defined as “the tendency of those insured to use the services more 
intensively than if they were not insured” (Atim, 1998, p. 22). Jakab and Krishnan (2004) cite 
mandatory referrals to higher-level care, treatment guidelines, and caps on utilization as 
strategies that may be employed to reduce moral hazard. Adverse selection refers to the 
tendency of those who are at greater risk of falling ill, or who are already ill, to subscribe to an 
MHO in greater numbers than those who are less at risk (Atim, 1998). Compulsory membership 
for the target group is one way to eliminate this problem, and other strategies include requiring 
an enrollment waiting period and requiring entire families to register once one member joins 
(Jakab & Krishnan, 2004; Atim, 1998). 

Cost escalation refers to “the danger that an insurance scheme will face rapidly rising costs for a 
variety of reasons related to the behavior of both providers and patients once such a scheme is 
implemented” (Atim, 1998, p. 22). Caps on the amount that MHOs will cover is one strategy for 
minimizing risks associated with cost escalation, as well as a generic drugs policy coupled with 
an essential drugs list, though these strategies each have significant weaknesses (Atim, 1998). 

Fraud and abuse act as major risks to the sustainability of MHOs, primarily when free-riding 
individuals attempt to receive the scheme’s benefits without bearing the full costs involved 
(Atim, 1998). Effective identity-checking systems, such as the employment of photo 
identification cards paired with robust supervision structures, are critical to ensuring benefits 
are being given to those entitled to them according to the MHO (Atim, 1998; Jakab & Krishnan, 
2004; Huber, Hohmann, & Reinhard, 2002). 

Community management 

Community participation in management appears to be a hallmark of most MHOs; however, the 
concept remains unclear and poorly understood (McPake et al., 1993). Community participation 
can ensure “accountability to the users of health care in that the revenues are used in ways that 
address the persistent quality weaknesses of primary care” (Jakab & Krishnan, 2001). Atim 
(1998) recommends the creation of a joint management structure to promote subscriber 
participation and accountability. However, the participation of community groups is not easily 
achieved nor is it always well implemented. Jakab and Krishnan (2004) point out that most 
“community-based schemes lack the management and administrative skills necessary for the 
successful design and operation of prepayment schemes” (p. 88). Meuwissen (2002) notes that 
community participation may also fail if the participation is forced on communities instead of 
mutually agreed. Finally, local hierarchies, geographical constraints, vulnerable groups, and male 
dominance have been identified as factors which impact community participation (McPake et 
al., 1993). 
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Enrollment 

Many factors influence an individual’s decision to enroll in a MHO. The literature suggests that 
overall enrollment in MHOs in West Africa is still low, despite the increase in the number of 
MHOs in the region (McPake et al., 1993; De Allegri et al., 2006; Ndiaye et al., 2007; Franco et 
al., 2008). Enrollment in MHOs tends to be higher among female-headed households (Chankova 
et al, 2008; Franco et al., 2008). 

Lack of affordability is frequently cited as the primary reason for not enrolling in a MHO (Jakab & 
Krishnan, 2001). Designers of MHOs may need to adopt flexible payment options to address 
financial barriers to enrollment to limit participation among the poorest households (Chankova 
et al., 2008). Atim and Sock (2000) recommend that to increase enrollment, MHOs should make 
the registration period match the preferences of the target community. Another barrier to 
registration is trust (De Allegri et al., 2006). Distrust of health facilities and bad experiences with 
previous mutual arrangements may leave community members leery of new initiatives; 
however, commitment to competent and ethical management and service delivery may help to 
overcome this barrier (De Allegri et al., 2006). 
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Laws and Policies Highlights 
This section highlights some of the laws in place regulating MHOs in Niger; for a more complete 
discussion of these regulations, including the legal rights and obligations of MHOs and their 
members, see Appendix B. In 2008, recognizing the importance of MHOs as well as their lack of 
regulation, Nigerien President Mamadou Tandja signed a law that “established the legal 
framework for the establishment and operation of mutual health organizations in the Republic 
of Niger” (Loi n° 2008-10 du 30 avril 2008, portant Régime général des mutuelles de santé en 
République du Niger). One year later ministers from West African Economic and Monetary 
Union (WAEMU) member states met to begin discussions on the creation of a standardized set 
of regulations. The result of these talks was Regulation No. 07/2009/CM/UEMOA which was to 
serve as a blueprint for member states to emulate when regulating the mutual organizations 
emerging in their respective nations. In 2010 the Nigerien government began the process of 
updating and supplementing their law to match the new WAEMU regulations. These 
amendments have yet to be passed into law, but existing MHOs are already in the process of 
updating their policies to ensure compliance (Anonymous, 2013, January 7, Personal Interview). 
While the law covers many areas, it can be divided into three broad categories: accreditation, 
administration, and oversight. 

Accreditation 
The first step for any MHO is to secure government approval. Nigerien law dictates that a 
regulatory agency be established to provide approval and administrative oversight of 
MHOs.  When the regulatory agency is created, it will fall under the jurisdiction of the “ministry 
in charge of social welfare,” which is currently the Ministère de la Fonction Publique et du Travail 
(MFPT). CADR will be required to apply for accreditation from the forthcoming regulatory 
agency who will in turn recommend approval or denial to the Ministre de la Fonction Publique et 
du Travail. Accreditation will be final when the MHO is added to the legally mandated national 
directory, which signifies the granting of legal authority and a seal of approval from the 
regulating agency (Title II, Sections 4-10).  

Administration 
Following accreditation, CADR will be required to establish a constitution and administrative 
framework including the general assembly (GA), board of directors, president of the board, and 
manager. The constitution should cover the purpose, goals, and location of the MHO; rules 
outlining the role of members in MHO operations; the rights and obligations of members; 
procedures for joining, leaving and losing membership; fees and contributions (Title III, Articles 
22-24, Regulation No. 07/2009/CM/UEMOA). 

The GA is the highest decision making body of a MHO. It is comprised of all members, and each 
member has an equal vote. The GA is responsible for electing the board of directors. The board 
is the governing body responsible for the management and administration of the MHO. It is 
responsible for carrying out the decisions of the GA (Title III, Articles 25-26). The Board of 
Directors elects a President from among their members; the president serves as the 
representative of the MHO in all civil duties.  Additionally, the GA selects a manager to supervise 
the daily operations of the MHO. Like the president, the manager operates under the control of 
the board. In some cases the manager may be a paid employee of the MHO (Title III, Articles 27-
28). 
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Oversight 
Internal oversight of MHO operations falls under the purview of the auditors. The GA chooses 
the auditors from among its membership to be responsible for the unbiased oversight of the 
MHO, and to serve as a check on the powers of the board and manager. To ensure effective 
oversight the auditors may, at any time, request to see any documents they deem necessary 
including, but not limited to, contracts, ledgers, records, or minutes. At the time of each regular 
session of the GA, the auditors will submit a report on the accounting and financial management 
of the MHO. In some cases these reports will be submitted to the appropriate ministry (Title III, 
Articles 29-33).   

As far as government oversight is concerned, the MFPT is responsible for the administrative 
oversight of MHOs; the Minstère des Finances is responsible for all financial oversight, and 
technical oversight falls to the ministry in charge of the sector in which a MHO operates. Since 
the CADR mutual is provider-based, it will likely fall under the technical jurisdiction of the 
Ministry of Health. Once in operation, the MHO is required to supply any pertinent documents 
including annual reports, balance sheets, and any other supporting documents to the regulatory 
agency. In the event that discrepancies are found, the regulatory agency may initiate an 
investigation to ensure the MHO is meeting all legal requirements. If further investigations 
reveal that discrepancies have not been corrected, the regulatory agency will notify the 
ministries with financial, technical, and administrative oversight, and take all measures 
necessary to protect the interests of MHO members (Title VI, Articles 47-51, Regulation No. 
07/2009/CM/UEMOA). 
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Fieldwork Highlights 
This section highlights the project’s fieldwork methodology and findings; for a complete account 

of these sections, refer to the Appendix C. 

Methodology 
To gain knowledge about perspectives and experiences of current and potential clinic users, 
interviews and focus groups were executed with select individuals in Niamey. Participants were 
selected on various criteria (gender, language, and proximity to and utilization of the clinic). In 
the interest of cultural sensitivity, participants, researchers, and translators were divided by 
gender to ensure an overall and consistent comfort level for focus group and interview sessions. 
Key informant interviews, discussions with the client, and the literature review all played roles in 
determining the topics covered in the interviews and focus groups. In total, 11 interviews and 
five focus groups were conducted; additionally, six key informant interviews were held.  

Interviews 

The consulting team interviewed six clinic users and five non-users. The interviews were led in 
one or a combination of the Hausa, Zarma, and French languages. Interview questions were 
designed to inform recommendations for the design of the mutual. For example,  “What is the 
willingness and capacity of the community to participate in a health care mutual?” and “How 
can the community best be engaged in design and future strategic planning of the mutual?” All 
respondents were asked a question to gauge comfort with attending a clinic with a religious 
affiliation and were given an opportunity to share final questions or recommendations. Each 
interviewee completed a brief demographic survey with the interpreter collecting basic 
information on gender, age, language, and questions related to willingness to pay and mutual 
enrollment. 

The consulting team also conducted six key informant interviews with an official of the Niger 
Army Mutual, an official of a university mutual, three officials in the MFPT, and one researcher. 
These sessions were essential in informing the consulting team about policy, opportunities, and 
hardships encountered so far in the establishment of mutuals in Niger. 

Focus Groups 

The consulting team completed five focus group sessions. An attempt was made to maximize 
diversity of participants along the factors of gender, language spoken, clinic use, and proximity 
to the clinic. The focus group sessions were led in Hausa, Zarma, or French. The questions asked 
in the focus groups resembled those in the interview script but were modified to stimulate 
conversation between participants. Each focus group participant completed a brief demographic 
survey with the translator. This demographic questionnaire was a shortened form of the version 
for interviews. 

Findings 
The information gathered from the focus groups and interviews is organized in the following 
categories: cost and affordability, understanding the clinic’s services, quality of care, community 
engagement, religious affiliation, mutual administration, and clinic location. 

Cost and Affordability 

According to most clinic users, current membership fees (1,000 FCFA per year), consultation fees 
(500 FCFA per visit), and medication costs (variable) are reasonable and affordable. These 
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inexpensive fees attract many clinic users. In spite of the current low fees, the clinic has already 
lost some users in the transition from providing free services to charging fees. This is evidence 
that while there is a general willingness to pay for services, future price increases may 
discourage clinic use by current and potential users. 

Some individuals surveyed were amenable to price increases. Respondents expressed 
willingness to pay membership fees ranging from 1,000 to 35,000 FCFA. Most responses fell in 
the range of 1,000 to 5,000 FCFA; the highest figures were suggested by female non-users and 
are outliers compared to other responses. 

Understanding the Clinic’s Services 

During interview sessions it became apparent that users and members did not always fully 
comprehend what services they were paying for. Some users were under the impression that 
they were only paying for medication, when their bill also included membership and 
consultation fees. This confusion may be a result of the clinic’s failure to itemize and explain 
individual charges. 

Several non-users stated that they had passed by the clinic not realizing what it was; some 
mistook it for a religious gathering space because of the CADR sign at the front. These same 
respondents shared that they would have sought out more information about the clinic and 
considered utilizing its services had they known what it really was. 

Quality of Care 

A general consensus emerged from the interviews and focus group sessions that Clinique Olivia 
delivers exceptional quality care with a warm welcome. Most users surveyed referred to the 
low-cost, high-quality of care at the clinic as the primary reason why they chose it. Many also 
appreciate the clinic’s provision of lower-cost, effective, and quality medication. Some 
respondents contrasted their experiences at Clinique Olivia with those at other local facilities, 
emphasizing that the warm welcome and speedy service provided at this clinic are not typically 
encountered elsewhere, especially public health facilities. Because of the high degree of 
satisfaction many users surveyed here have experienced with the clinic, many of them 
recommend this facility to other people. 

Regarding the types of services offered at Clinique Olivia, consultations were at the top of the 
list of services that most respondents desire. Many women requested childbirth services and 
hospitalization, and men generally requested examinations. Some respondents commented on 
the limited hours of operation expressing a desire for early morning, evening, and weekend 
hours. 

Community Engagement 

Respondents were asked questions to gauge their level of interest in the management and 
decision making of the mutual. For many respondents, these questions elicited confusion, and 
some thought this was a potential job. Upon clarification by the researcher, respondents 
expressed relatively low interest in assisting with the management of the mutual.  

Religious Affiliation 

Respondents were asked how they felt about going to a clinic with a religious affiliation, 
particularly one that is Christian. Most users said they had no problem with the fact that the 
clinic was a Christian initiative because “health has no religion.” However some female 
participants indicated that their friends’ husbands forbade them to get treatment in a Christian-
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affiliated facility. Users and non-users generally expressed the same sentiment of indifference 
towards the clinic’s religious affiliation, as long as prices were reasonable. Many respondents 
claimed that religious-affiliated clinics have more welcoming staff and environments; there 
seems to be a general belief that religiously affiliated clinics provide excellent care. 

Mutual Administration 

Key informant interviews revealed the challenges of managing a mutual. These challenges 
include, but are not limited to: fraud, compliance, cost recovery, legislation, and community 
support. Informants affiliated with a university mutual described obstacles often encountered 
by the mutual administration, namely fraudulent activities by users and lack of financial 
sustainability without external subsidies. Community participation was also difficult to achieve 
with this mutual, and enrollment was limited to a low percentage of eligible subscribers. These 
informants emphasized the heavy workload required of mutual administrators on a daily basis. 
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Recommendations 
Based on findings from the literature review, policy analysis, and field work, the consulting team 
has generated a set of recommendations focused on the effective and sustainable planning and 
implementation of a health mutual. These recommendations are framed in a chronological, 
seven-phase approach, beginning with CADR’s affirmation that a health mutual is the best 
approach to meeting its goals, and concluding with the “scaling up” of the model in other 
locales. The complexity of the legal requirements for mutuals, the nature of health mutuals as 
community-driven organizations, and the incomplete definition of the target population led the 
team to advise that CADR take a step back from its current activities focused on the design of 
the mutual, and reapproach the project as a rigorous process which requires focused efforts at 
each stage, thus creating a strong foundation for subsequent steps.  

 
 

The Seven-Phase Approach 

Phase 1: Determine if an MHO is the best model for CADR, Clinique Olivia, and the 

community 

CADR has already invested time and resources in researching and articulating a plan to “improve 
access and quality of healthcare at the same time using health cooperatives” (EERN, 2011, p. 
14). While there is much theoretical evidence supporting MHOs as a potential strategy to reach 
CADR’s goals, additional work needs to be done to support this strategy on the practical level. 
CADR should add to the current body of evidence it has generated by investigating the local 
context even more closely. By increasing knowledge of the context for an initial MHO, CADR can 
become more confident in its decision to pursue this strategy, as well as begin to prepare for 
upcoming work that may not have been foreseen during the initial investigational phase. 

This phase is driven by EERN, CADR, and Clinique Olivia, with some involvement of the 
community. Steps within this phase are: 

A. Review the information provided and recommended by the consulting team  
This report and the additional resources it recommends serve as a starting point for learning 
more about what is required to launch and maintain a MHO in Niamey, Niger. CADR needs 
to fully understand the legal requirements for MHOs by reviewing current policies. They 
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must also understand the challenges faced by many MHOs by reviewing case studies, and 
appreciate the nature of MHOs as community-based schemes by understanding that they 
necessitate a high level of community involvement. 
 

B. Perform a formal feasibility study  
A feasibility study aims to analyze the potential of the MHO as a successful and appropriate 
intervention in Couronne Nord.  Though the information gained in a feasibility study can 
assist with the design of the MHO, it is distinct from studies which focus specifically on 
needs (Phase 2) and mutual design (Phase 4).  The community should play a role in this step, 
not only as survey participants, but also by providing leadership in this investigation. 

C. Seek out and consider alternative approaches  
In order to identify the MHO model as the best approach to meet CADR’s needs, it should be 
compared with other strategies. Though the identification of other potential approaches is 
beyond the scope of this report, CADR may be able to identify other strategies which aim to 
accomplish the same ends. Such alternative strategies may incorporate certain concepts 
found in MHOs, such as a membership-based fee structure and community-based 
management structure, while serving as a model that is more appropriate for CADR. 

D. Make a firm decision whether or not to continue with the development of a MHO 

Based on the information gathered, CADR must come to a decision as to whether or not the 
MHO model is the most appropriate to meet their goals. Is CADR able to take on the 
challenge of starting an MHO? Is an MHO the best model for current and potential users of 
Clinique Olivia? Representatives from the proposed target community should be involved 
with this decision. If the MHO model is not the best design at this time, other strategies 
should be further investigated. 

Phase 2: Identify the target population and clearly articulate goals 

If CADR decides to move forward with the MHO model, it must identify the target population 
and clearly articulate the goals of the MHO and Clinique Olivia. While CADR has already begun to 
state the goals, these must be further specified. Moreover, CADR must ensure that the goals it 
articulates are consistent with the needs, desires, and resources of the target population. A 
clear articulation of goals will assist CADR with the next phases of MHO development and 
implementation, helping the organization structure a program that appropriately fits the target 
population. 

While this phase is driven by EERN, CADR, and Clinique Olivia, the community should become 
increasingly involved. Steps within this phase are: 

A. Identify the preliminary target population  
In order to understand the needs of the target population, such a target must first be clearly 
defined. The identification of a preliminary target population will provide a starting point for 
moving forward with identifying key community partners to assist with the development of 
the mutual and also provide a population to be studied in the needs assessment. 

B. Identify community partners within the preliminary target population  

Community ownership is inherent to the nature of MHOs. Identifying community partners at 
this stage of the process begins a connection between the MHO and the community that is 
critical to the sustainability of the MHO. Community partners have specialized knowledge 
about the target population, and they can assist in the discovery of the target population’s 
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needs by providing guidance in the needs assessment process and by fostering a 
relationship between the community and CADR. 

C. Perform a needs assessment within the preliminary target population  

After the feasibility of an MHO has been determined and a preliminary target population 
has been identified, a needs assessment needs to be done within the target community. 
Objectives of this process include identifying what the target community needs in terms of 
health services, and what is the willingness and ability to pay. While the feasibility study 
described in Phase 1 focused on justifying the MHO model, the needs assessment aims to 
gain information about what the mutual needs to address. Community partners must be 
leaders in this process. 

D. Finalize the determination of the target population  

After gaining information about the preliminary target population’s needs, there may be 
some refinement of the definition of the target community. As needs are identified, the 
MHO may choose to focus on a population of a particular age group, economic level, or 
location, for example, that is more different or more specific than the population initially 
selected. A clear definition of the target population is critical to designing effective 
interventions. 

E. Clearly articulate specific goals of the health mutual   

In partnership with representatives from the target population, the goals of the MHO must 
be clearly defined. Specific goals guide the design, implementation, and improvement of the 
MHO, and they help prevent the MHO from becoming diluted due to “mission creep”. 

Phase 3: Community engagement 

Once CADR has identified the target population and community partners within it, as well as its 
own commitment to and goals for launching an MHO, it is time to involve the community on a 
larger scale. This is important because not only are MHOs inherently community-based and 
community-managed organizations, but it is also mandated by Nigerien and regional law. This is 
even more important in the case of this MHO which is being driven by an external organization. 
During this phase, the community is given the opportunity to embrace (or reject) the MHO 
model and begin taking ownership. 

This phase is facilitated by EERN, CADR, and Clinique Olivia, with the community playing a role in 
decision-making and education. Steps within this phase are: 

A.  Begin basic education and sensitization of the target population  
Before CADR can effectively gauge the interest of the community in such a scheme, they 
must conduct basic education and sensitization programming so community members are 
able to make informed decisions. This process should start well before the MHO is designed, 
because member education is requisite to member engagement, planning, and 
management. It is essential that potential members are fully informed about not only the 
potential benefits, but also the commitment required of them. 

B. Ask the target community if they would like a MHO  

Once the community is fully informed, they need to decide if a MHO is the right system for 
them. Because MHOs are inherently democratic organizations the community needs to 
decide whether or not to go forward with the process. Community decision making is 
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essential not only for establishing a democratic foundation for the MHO, but also for laying 
the groundwork for future MHO decision making. 

 

C. Continue community education  

In order to increase participation in the mutual and its governance, members of the target 
population must understand the important details of how it operates, including the 
management framework and decision-making process. CADR can facilitate this process by 
working with community volunteers to develop and implement curriculum in various 
community forums. Ideally, community members should lead the education and 
sensitization, becoming the “face” of the mutual. 

Phase 4: Design 

Once the target population has expressed a desire to move forward with a MHO, and they are 
sufficiently educated on MHO fundamentals and concepts, the design process can begin. 
Information gathered during previous phases should be used as a basis for defining the MHO, 
and additional research may be necessary. Examples of decisions to be made in this phase 
include: deciding which health services to cover, selecting partner health care providers, and 
defining the fee structure. During this phase, it is imperative to ensure that the proposed 
scheme design is viable from the financial, social, institutional, and technical standpoints, and 
that it offers a suitable response to needs identified within the target population. 

As with Phase 3, EERN, CADR, and Clinique Olivia act as facilitators in Phase 4, and ownership of 
the MHO and the process for creating it are increasingly transferred to the community. The 
following recommendations are not exhaustive of the work that needs to be performed during 
this phase, and additional guidance should be sought. 

A. Work with the community to design the mutual 

The process of designing the mutual should be executed as a partnership between CADR 
and the target population. Because MHOs are community-based organizations, the 
members need to play a major role in the design. Users who play significant roles in 
designing (and later, managing) the mutual need to be familiar with the laws and regulations 
governing health mutuals because they have the responsibility of ensuring the mutual’s 
compliance; CADR can facilitate a process of training members of the community who are 
interested in being involved with the design of the mutual on policies and additional 
information that they have gathered to date. As community understanding of MHOs 
increases, CADR and the community can work together as partners in the design of the 
Clinique Olivia mutual. 

B. Build on preliminary recommendations identified in past phases and efforts 

The consulting team has identified several recommendations for consideration on the topics 
of cost and affordability and mutual administration. These recommendations include 
preliminary ideas related to the “scaling up” of costs, the provision of a “safety net,” fraud 
prevention, and sensitivity to religious differences; they are discussed below following the 
final phase. These recommendations must be balanced with subsequent findings and 
preferences identified during the MHO development process. 

Phase 5: Implementation 

Implementation logically follows design, involving the development of a plan to identify tasks 
necessary for initiating the mutual, to designate individuals responsible for performing tasks, 
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and to plan for contingencies. Successful implementation will also require launching a publicity 
campaign to inform the target population about the mutual and to recruit members to join the 
mutual. Increased enrollment from the publicity campaign will increase revenue, allowing the 
mutual to maintain low fees and fulfill its mission of serving financially vulnerable populations. 

Phase 6: Monitoring, Evaluation, and Improvement 

Monitoring and evaluation is the process of gathering and analyzing data that informs planning 
and management of the mutual. As CADR sets up the mutual, continuous monitoring will ensure 
that the mutual is being implemented as designed, alert mutual administrators to potential 
problems, and provide steps to mitigate complications. Evaluations of the mutual at fixed 
intervals will allow CADR to observe whether the mutual is achieving the intended objectives 
and impact on the target community.  

Phase 7: Scaling Up 

Health care needs, priorities, and available resources differ among communities. Extending the 
clinic and health mutual model beyond Couronne Nord and Niamey requires a repetition of 
phases one through six in the new context. To successfully scale up this project in new 
communities, CADR must evaluate the appropriateness of this approach for the new 
community, assess its capacity to scale up and support new communities, identify the target 
community, engage the community, work with the community to design the mutual, then upon 
implementation, monitor and evaluate the project. Undertaking these challenging but important 
tasks will bring CADR closer to realizing its mission of improving the health of marginalized 
Nigeriens. 

Additional Recommendations 

Cost and Affordability 

Based on participant responses, the inexpensive membership, consultation, and drug fees play a 
major role in attracting members to Clinique Olivia. It is recommended that any price change is 
carefully established through consideration of both the clinic’s and the clients’ needs, being 
mindful that some people have already left because prices have been raised. There is a careful 
balance to be found between financial viability and serving those with few resources; the 
mutual may need special provisions for people who can’t pay at all. Fee increases must also be 
explicitly explained to clients. 

Through an analysis of the current fee structure and respondent feedback, the consulting team 
has generated several recommendations for how clinic fees may be augmented while preserving 
user access to the greatest degree possible. Membership, consultation, and drug fees were 
evaluated separately and as a system. The team identifies drug costs as the item with the most 
capacity for increase, followed by user fees, then consultation fees. 

Membership Fees  

An increase in membership fees serves to benefit the clinic both as a source of revenue 
generation and as a tool for increasing commitment from members because of their upfront 
investment. Such an increase would not, however, benefit the users. An increase in membership 
costs would likely discourage potential clinic users from joining the mutual because they can’t 
afford it, and it may also result in the poorest members leaving the mutual. Moreover, 
explaining the cost increase to subscribers could take significant time and effort for staff, and 
the clinic’s image may also be negatively impacted as a result of the change. 
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Based on responses from interview and focus group participants, the consulting team has 
determined that there is room to raise the annual membership fee. However, the team cannot 
make specific recommendations because the research performed by the team was a small-scale 
willingness to pay study, additional economic research must be performed to thoroughly assess 
both affordability and willingness to pay. The consulting team proposes a tiered membership fee 
structure stratified by age: lower for children, higher for adults. This structure could help 
remove some of the disincentives to enrolling children. In addition to a tiered fee structure, the 
consulting team strongly suggests establishing a requirement that all members of a family or 
household join the mutual. This policy strengthens the risk-sharing mechanism of the mutual 
and serves as a strategy for increasing income through membership fees by serving to increase 
the number of persons enrolled. Because membership fees can become prohibitively expensive 
for large families, a cap on family enrollment fees should be established, or the fee for each 
additional child should diminish as the number of children increases. 

To make increases in membership fees more palatable, CADR should emphasize education 
about the mutual and emphasize that higher fees are necessary to maintain and improve quality 
of the services provided. Moreover, CADR could consider offering non-monetary benefits of 
membership, such as priority scheduling. 

Consultation Fees 

The consulting team has determined that consultation fees should be the lowest priority for 
increases, namely because information gathered from clinic users and non-users suggests that 
there is a limited willingness to pay for consultations as there is for membership and drugs. One 
strategy for increasing consultation fees is to limit significant increases to non-member 
consultation fees, thus shifting the financial burden from members to non-members, while 
potentially encouraging non-members to enroll. Such a strategy requires a clear distinction 
between Clinique Olivia and the health mutual which can be effectively communicated to 
current and potential users. 

Another potential consultation fee change is a complex pricing structure which assigns different 
fees depending on age and type of service. For example, children under five years old could be 
charged minimal to no consultation fees, and preventative care could cost less than 
consultations for illnesses and other medical conditions. 

Drug Fees  

The most important revenue stream for the mutual to target for increases is drug fees. The 
consulting team identified a high willingness to pay for medication, which arises as a 
combination of several factors: perceived benefits of drugs, trust that the doctor at Clinique 
Olivia is prescribing the correct drugs, confidence in the quality of the drugs stocked at this 
clinic, and the high value participants place on medication. The financial burden shift, from fees 
to drug costs, encourages members to enroll and seek care. By focusing on drug fees for price 
increases, membership and consultation fees can remain lower thus helping the mutual appear 
more attractive. Furthermore, the low cost the clinic pays to purchase medications makes drugs 
a good source of profit generation. Drug costs are the best starting point for price increases, as 
long as they remain competitively priced compared to local pharmacies while remaining 
affordable to the clinic’s target population. 
 
The clinic will have to determine the actual increases of drug prices based on the conditions of 
the local market, the wholesale price, current prices charged to customers, and perhaps most 
importantly, additional research on affordability and willingness to pay among the target 
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population. Higher price increases for non-members versus members is another option to 
consider, keeping in line with the recommendations made for consultations. 
 

Table 2: Summary of price increase priorities. 

Fee: Membership Fees Consultation Fees Drug Fees 

Priority for Increase: Moderate Low High 

 

Cost education 

It is important that mutual members comprehend the system they are paying into. Costs and 
fees must be clearly explained and itemized so that clinic users know what they are paying for.  

Safety Net 

In addition to designing a new fee structure, it is important that Clinique Olivia develop a 
strategy to address the needs of current and potential clinic users who cannot afford to pay, 
namely if it desires to serve this subset of the population. For example, a portion of fees could 
be put aside for a “Safety Net Fund”. Abuse prevention must also be considered when 
developing this system. 

Mutual administration 

As dictated in the law, CADR must prioritize development of a formal management structure for 
the mutual. A top priority is the establishment of strategies to prevent fraud from users, 
beneficiaries, and administration. Such fraud prevention mechanisms could include ID cards and 
a computerized database of member information. As the mutual grows, control mechanisms 
become increasingly important. 

In order to prevent misperceptions about the significance of joining this mutual, CADR should 
choose terminology carefully so that people do not think that they becoming members of a 
religious organization. For example, one key informant recommended steering away from the 
word “member” in favor of “having a card.”  

Overarching Recommendations for Clinique Olivia 

While the following recommendations were designed to support the creation of a MHO, they 
are relevant regardless of CADR’s chosen approach. First and foremost, CADR should keep 
Clinique Olivia running. It has and continues to be a positive asset within the community, and 
there is no reason to halt services while forming a MHO or other structure. 

Following the initial recommendation to continue operating, Clinique Olivia should strive to 
maintain and even improve its high level of quality care. The loyalty of the users of Clinique 
Olivia is one of the clinic's greatest strengths. As reflected in the findings, many patients of 
Clinique Olivia believe that the warm welcome is exceptional, as is the respect with which users 
are treated. Warm welcome and caring bedside manner are trademarks of Clinique Olivia, and it 
is important that this is maintained and passed on to future clinic employees in order to ensure 
its long-term success. One way the institution could improve in this area is through the provision 
of a more patient-friendly waiting area, such as a covered indoor space with plenty of seating. 
Additionally it is recommended that the clinic expand or offer different hours of operation to 
accommodate people who cannot make regular hours, such as by offering limited weekend and 
evening hours. The consulting team recommends creating a sign mounted outside the clinic, 
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visible from the street, clearly identifying the clinic and the mutual. The Clinique Olivia care 
team should stay attuned to users' perceptions of the clinic and be prepared to make 
improvements as warranted. 

Clinic users surveyed also reported high levels of satisfaction with the quality of consultations, 
diagnosis, and treatments. Therefore, the clinic needs to maintain this high level of quality 
throughout the entire operation, such as by keeping a staff of highly qualified doctors and 
nurses and a reliable source of medications. The fact that some patients wait to be seen 
exclusively by Dr. Beebout may cause problems in the long run, and there is a risk she could 
become synonymous with the services provided; if she were to leave, it could have a negative 
impact on the clinic and mutual. Therefore, in addition to cultivating a warm welcome among 
other clinic staff, the clinic should seek ways to cultivate the same standards of care and good 
reputation of the medical students and other physicians working at the clinic. 
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Conclusion 
Each stage of this project, including a literature review, policy analysis, and fieldwork, has 
revealed not only strengths that CADR can draw upon, but also challenges they will need to 
confront as they work to create a sustainable and effective health mutual in Niamey.  

The literature provided insights into the challenges faced by MHOs. Since MHOs target the poor, 
they often struggle to remain solvent, and external funding is often required (Bennett et al., 
1998; Jakab & Krishnan, 2001). While MHOs do extend healthcare to underserved populations, 
they have a tendency to leave out the poorest of the poor (Jakab & Krishnan, 2001; NCBA, 
2008a). Community participation, one of the most important factors of MHOs, is extremely 
difficult in practical terms due to a lack of understanding, time, or resources. The literature 
revealed that there is, in fact, a lack of solid evidence that MHOs actually improve health 
outcomes, as well as a shortage of systematic assessments on the resource generation capacity 
of MHOs (NCBA, 2008a; Jakab & Krishnan, 2001). 

A review of relevant laws and policies revealed the steps CADR will need to take to create a 
mutual that operates sustainably and legally. In 2008 Niger established a legal framework for 
the governance of MHOs. While the law has yet to be fully implemented, it is important for 
CADR to start taking steps to gain full compliance with the regulations. Going forward, CADR will 
need to gain approval and accreditation from the MFPT regulatory agency; install a structural 
framework including a GA, board of directors, president, manager, and auditors; create a 
constitution; and educate their members on their rights and obligations.  

Fieldwork indicated that clinic users find membership, consultation, and medication fees 
reasonable and affordable, with some willingness to increase prices. Respondents praised the 
exceptional care offered at Clinique Olivia, and appreciated the staff’s attentiveness and 
thorough diagnosis of symptoms; however, the lack of an adequate waiting area is problematic. 
Some respondents also expressed a desire for more services and expanded hours of operation. 
Most respondents stated that the clinic’s religious affiliation did not bother them because 
“health has no religion.” Questions about community participation elicited confusion and 
required clarification, and respondents expressed relatively low interest in assisting with the 
management of the mutual. 

Findings from the literature, policy review, and fieldwork have revealed a multitude of 
challenges and complexities that will challenge CADR if they go forward with efforts to initiate a 
MHO. Consequently, the consulting team has recommended that CADR step back and reassess 
the project as part of a series of phased recommendations focused on the effective and 
sustainable planning and implementation of a health mutual. The recommendations begin with 
CADR’s affirmation that a health mutual is the best approach to meeting its goals, proceed 
through target population identification, education and engagement and conclude with design, 
implementation, monitoring & evaluation, and the “scaling up” of the model in other locales. 
The hope is that following these steps will ensure that the resulting program is reflective of the 
capabilities of CADR and the needs of the community, and an effective tool for dealing with the 
challenging health problems facing not only Couronne Nord, but Niger as a whole.  
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Appendices 

Appendix A: Literature Review 

The purpose of this literature review is to provide a basic level of knowledge about MHOs to an 
audience of individuals and organizations who have an expressed interest in designing and/or 
improving MHOs in West Africa, specifically facility-based MHOs in Niger. Findings in this 
literature review are also intended to guide additional research related to MHOs that may be 
necessary to inform the launch of a new MHO. Primary questions guiding this review include: 
What is a MHO? What needs to be taken into consideration when launching or improving an 
MHO? This information is organized along the lines of four major themes related to the design 
of new MHOs as identified by the consulting team: cost recovery, risk management, community 
management, and enrollment 

Definitions 

Many terms have been employed in the literature to describe how communities finance access 
to health care. For example, Franco et al. (2008) use the term mutual health organization and 
provide the definition as “voluntary organizations that provide health insurance services to their 
members [which] are usually owned, designed and managed by the communities that they 
serve” (p. 830). Similarly, Atim (1998) defines the MHO as “A voluntary, non-profit insurance 
scheme, formed on the basis of an ethic of mutual aid, solidarity, and the collective pooling of 
health risks, in which the members participate effectively in its management and functioning” 
(p.2). While Ndiaye et al. (2007) describe similar schemes using the term community health 
insurance, Jakab and Krishnan (2001) use the terminology community-based health financing as 
an umbrella term to describe a variety of community-based health financing instruments 
including community health funds, mutual health organizations, rural health insurance, micro-
insurance, revolving drug funds, etc. Despite these variations in definitions and terminology, 
Jakab and Krishnan (2001) assert that community-based health financing arrangements are 
characterized by the following: 

 The community (geographic, religious, professional, ethnic) is actively engaged in mobilizing, 
pooling, and allocating resources for health care.   

 The beneficiaries of the scheme have predominantly low income, earning subsistence from the 
informal sector (rural and urban); or socially excluded. 

 Schemes are based on voluntary engagement of the community (although not necessarily of the 
individual community members). 

 The structure of resource mobilization and benefits reflect principles of solidarity. 
 The primary purpose of the schemes is not commercial (i.e. not-for-profit). (p.13) 

 
Many authors propose typologies for categorizing the types of MHOs. Based on a review of 
MHOs in Western and Central Africa, Atim (1998) distinguishes between schemes based on their 
ownership (traditional clan or social network, social movement or association, provider and 
community co-managed, community) and their geographical and socioprofessional criteria 
(rural, urban, profession/enterprise/trade union based). In their review of MHO literature, Jakab 
and Krishnan (2001) identify the following four typologies: community involvement in user fee 
collection, community pre-payment scheme or mutual health organization, provider-based 
community health insurance, and community driven prepayment scheme attached to social 
insurance or government run system. A provider or a donor typically initiates provider-based 
community health insurance schemes (Jakab & Krishnan, 2001). 
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This literature review will employ the term MHO to describe schemes which have the 
characteristics outlined by Jakab and Krishnan (2001) and will focus on provider-based 
community health insurance when possible. 

Key Themes 

The lack of a robust evidence base that MHOs serve to improve health outcomes, as well as a 
shortage of systematic assessments of the resource generation capacity of MHOs, pose 
challenges for those designing, managing, and promoting MHOs (NCBA, 2008a; Jakab & 
Krishnan, 2001). However, there is still much knowledge to be gained from the literature on 
MHOs, as lessons learned, best practices, contextual information, and other findings on MHOs 
are detailed in the form of literature reviews, case studies, and guidance documents. This 
section of the literature review investigates some of the key themes relevant to the start-up of 
new provider-based MHOs in Niger, namely cost recovery, risk management, community 
management, and enrollment. 

Cost Recovery 

Cost sharing, cost recovery, cost structure, affordability, and willingness to pay are all topics 
relevant to the financial aspect of MHOs. The cost-sharing characteristic of MHOs has many 
benefits, most notably for members. Jakab and Krishnan (2001) assert that MHOs “contribute 
significantly to the resources available for local health care systems” and “that the involvement 
of the community…allows to tap into more household resources than would be otherwise 
available for health care” (p. 20). These authors also assert that MHOs “extend coverage to a 
large number of people who would otherwise not have financial protection” (p. 25) and that 
MHOs “are reported to reduce the out-of-pocket spending of their members while increasing 
their utilization of health care services” (p. 19). While cost sharing is helpful to members of 
MHOs, it must be balanced with the major challenge of cost recovery. Because MHOs target the 
poor, pre-paid premia and user fees do not consistently cover recurrent costs, and external 
funding is required (Jakab & Krishnan, 2001; Bennett et al., 1998). This section of the literature 
review focuses on the cost recovery aspect of MHOs. 

Through an evaluation of four country case studies of the Bamako Initiative in its early stages, 
McPake et al. (1993) identify three main issues in determining cost recovery for any community 
financing program: price structure, affordability, and quality of service. With regards to price 
structure, pre-payment was identified as potentially the most capable of promoting the most 
equitable distribution of financial burden among the population, though there are risks of moral 
hazard (through overuse of drugs and services) and adverse selection (wherein the poor are 
excluded) (McPake et al., 1993). Subsidizing preventive services so that they may be offered free 
of cost is another price structure concept which merits further investigation (McPake et al., 
1993). Preker et al. (2002) cite effective prevention and case management techniques as ways 
to improve sustainability and effectiveness of community financing schemes as they can help 
limit expenditure fluctuations. Fee-for-service models include simple pricing which, in contrast 
to complex pricing, charges a fixed rather than a scale of rates for each service; this model helps 
spread the cost of health services evenly among the sick and may reduce administrative costs 
(McPake et al., 1993). Some mutual health organizations maintain financial sustainability by 
pursuing income-generation activities on the side such as by renting out vehicles and equipment 
(ILO, 2001). 

Affordability, not to be confused with willingness to pay, refers to consumers’ ability to pay and 
is a major factor in determining cost recovery. While some studies assert that a health mutual is 
an affordable means for accessing health care, it is important to understand what sacrifices 
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households make in order to pay for health care, such as the selling of land or a reduction in 
food expenditures (McPake et al., 1993). These authors assert that “affordability is clearly 
dependent on price structures in the context of local income levels and cash availability” 
(McPake et al., 1993, p. 1385). Preker et al. (2002), through a review of literature on community 
financing arrangements, conclude that researchers consistently found community-based health 
financing to be effective in reaching low-income populations that would otherwise not have 
financial protection against the cost of illness; however, they also found, like many other 
sources, that the poorest of the poor and socially excluded groups were often excluded. De 
Allegri et al. (2006) found through a qualitative study that affordability was a barrier to 
enrollment in a community-based health insurance scheme among all people interviewed. 
Respondents also asserted that household enrollment (especially for large households) and the 
requirement to pay in large lump sums instead of over time were additional barriers (De Allegri 
et al., 2006). 

Many sources suggest that quality of service, including drug supply, is one of the most important 
determinants of patients’ choice of provider and willingness to pay, and thus plays a major role 
in cost recovery (McPake et al., 1993). Measuring quality is difficult, as providers, patients, and 
policy-makers all have differing perspectives (McPake et al., 1993). Soucat et al. (1997) assert 
that improvements in quality brought about by community involvement play an important role 
in increasing enrollment in MHOs that rely on user fees. In a study comparing three resource 
mobilization methods (newly introduced user fees, pre-payment scheme with user fees, and 
free services) in Niger, Diop, Yazbeck, and Bitran (1995) found that quality improvements and 
availability of drugs served to increase the use of health care in districts where fees were 
charged, while utilization continued to decline in the control district where no such 
improvements were made; they conclude that the “positive effects of the quality improvements 
cancelled out the negative effects of the introduction of use fees” (p. 230). 

McPake et al. (1993) assert that recovery of full non-salary recurrent costs is rare. In the case of 
revolving drug funds, recovered funds are frequently insufficient to replenish supplies, though 
this may be due to managerial, not market, reasons (McPake et al., 1993). The authors assert 
that “if cost recovery cannot be achieved within a pricing structure…which is affordable to the 
whole community, there is likely to be a trade-off between the degree of cost recovery and the 
economic accessibility of the community financed service” (McPake et al., 1993, p. 1386). The 
authors assert that where government funding is reliable, it can have substantial advantages; 
unreliable government funding must be allocated to the least important activities so that service 
delivery is not disrupted (McPake et al., 1993). Preker et al. (2002) assert that increased and 
well-targeted government subsidies can cover the premiums of low-income populations and 
thus contribute to effectiveness and sustainability while addressing equity issues. 

Meuwissen (2002) investigated “why a well-formulated program” for cost recovery in health 
care failed to succeed; this program was based on fixed attendance fees in health centers in 11 
health centers of the Tillaberi district of Niger. Socio-economic and socio-organizational 
problems were the main causes of this failure. Among economic reasons for lack of success are 
the drop in health center usage which contributed to a drop in collected fees, difficulties in 
monitoring the fee-for-service method, and the inconsistent national drug supply; all of these 
circumstances rendered the system unable to pay for new drugs and administration 
(Meuwissen, 2002). 
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Risk Management 

Risk management is another topic that merits special attention in the design of MHOs. This 
section discusses common risks associated with administering MHOs and potential solutions for 
addressing them. According to Atim (1998), “If MHOs are to succeed financially, one of the most 
important skills that their management or leadership should master is how to assess the risks 
that MHOs are exposed to…and the appropriate measures to put in place to minimize the threat 
the risks pose” (p. 21). Atim (1998) identifies the primary categories of risks to MHOs as moral 
hazard, adverse selection, cost escalation, and fraud and abuse. 

Moral hazard may be defined as “the tendency of those insured to use the services more 
intensively than if they were not insured” (Atim, 1998, p. 22). For example, the low price of 
consultations may entice MHO members to seek treatment for minor health conditions that 
they would ordinarily overlook when faced with higher prices and other barriers absent in the 
MHO system. Atim (1998) asserts that “Such often unnecessary use results in overconsumption 
and imperils the financial viability of the insurance system” (p. 22). Jakab and Krishnan (2004) 
cite mandatory referrals to higher-level care, treatment guidelines, and caps on utilization as 
strategies that may be employed to reduce moral hazard. Co-payments and deductibles are 
additional strategies which can encourage service utilization at appropriate levels (Atim, 1998). 

Adverse selection refers to the tendency of those who are at greater risk of falling ill, or who are 
already ill, to subscribe to an MHO in greater numbers than those who are less at risk; higher 
rates of subscription by those who require or will soon require more intensive services, such as 
pregnant women and women of childbearing age, also contribute to adverse selection (Atim, 
1998; Criel, Van der Stuyft, & Van Lerberghe, 1999). This tendency can reduce the financial 
viability of the MHO, especially if premiums are calculated on the basis of the target group’s 
average risk of illness (Atim, 1998). MHOs based on professions, enterprises, trade unions, and 
other formally-established social groups may require all members to join the scheme in order to 
eliminate this problem (Atim, 1998). If compulsory membership is not an option, other 
measures can be employed to address adverse selection such as requiring an enrollment waiting 
period during which members pay contributions, but are not entitled to benefits, and requiring 
that the entire family register once one member joins (Jakab & Krishnan, 2004; Atim, 1998). 

Cost escalation refers to “the danger that an insurance scheme will face rapidly rising costs for a 
variety of reasons related to the behavior of both providers and patients once such a scheme is 
implemented” (Atim, 1998, p. 22). Within certain MHO designs, providers may have incentives 
to use costly treatment techniques or to provide excess services to increase their own monetary 
gain (Atim, 1998). Caps on the amount that MHOs will cover is one strategy for minimizing risks 
associated with cost escalation, though this method negatively affects those who require more 
intensive care, while still allowing for a large number of people to incur potentially unnecessary 
small charges (Atim, 1998). A generic drugs policy coupled with an essential drugs list is another 
strategy for reducing costs, though this may not be enforceable in all settings (Atim, 1998). 

Finally, fraud and abuse act as major risks to the sustainability of MHOs, primarily when free-
riding individuals attempt to receive the scheme’s benefits without bearing the full costs 
involved (Atim, 1998). Effective identity-checking systems, such as the employment of photo 
identification cards paired with robust supervision structures, are critical to ensuring benefits 
are being given to those entitled to them according to the MHO (Atim, 1998; Jakab & Krishnan, 
2004; Huber et al., 2002). 
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Community Management 

Community participation in management appears to be a hallmark of most MHOs; however, the 
concept remains unclear and poorly understood (McPake et al., 1993). Community participation 
can ensure “accountability to the users of health care in that the revenues are used in ways that 
address the persistent quality weaknesses of primary care” (Jakab & Krishnan, 2001). Atim 
(1998) recommends the creation of a joint management structure to promote subscriber 
participation and accountability. The Bamako Initiative, for example, perceived community 
participation to be the extent to which communities are involved in determining health needs 
and choosing community health workers, as well as the extent to which communities are 
engaged in managing the fees paid by users and drug revolving funds (Uzochukwu, Akpala, & 
Onwujekwe, 2004). MHOs have also been found to promote community participation, as they 
“provide a forum for community education about preventive and primary care services,” and 
“provide other benefits, such as empowering the community, empowering women, involving 
the community in health care decisions, and creating closer relationships between community 
members and health care providers” (NCBA, 2008a, pp. 8-9). 

The participation of community groups is not easily achieved nor is it always well implemented. 
An evaluation of the Bamako Initiative revealed that health workers sometimes contested 
participation by the community (Uzochukwu et al., 2004). Moreover, communities were unclear 
about their roles and duties as participants (Uzochukwu et al., 2004). Also, because of the 
diversity of those functions and the level of technical expertise required for some, meaningful 
community involvement may be restricted (McPake et al., 1993). Jakab and Krishnan (2004) 
point out that most “community-based schemes lack the management and administrative skills 
necessary for the successful design and operation of prepayment schemes” (p. 88). Meuwissen 
(2002) also notes that community participation may also fail if the participation is forced on 
communities instead of mutually agreed. Finally, local hierarchies, geographical constraints, 
vulnerable groups, and male dominance have been identified as factors which impact 
community participation (McPake et al., 1993). 

The development, administration, implementation and management of community health 
insurance schemes throughout West Africa have taken a variety of different forms. While some 
MHOs are designed and managed by a community, others are co-managed by the community 
and an institutional entity. The Bamako Initiative is one example of a co-managed scheme, in 
which the community is involved in determining the fees and distributing the resources that are 
collected (Jakab & Krishnan, 2001). Atim (1998) also identifies the Nigerian Community Partners 
for Health as another example of a co-managed MHO. Within this structure, members of the 
community and health providers organize to administer the financing scheme and to implement 
health promotion events; this partnership was a mutually beneficial one as it increased the 
providers’ clientele and reduced users’ health costs (Atim, 1998). 

Enrollment 

Many factors—including, but not limited to gender, income, proximity, health, education, and 
culture—influence an individual’s decision to enroll in a MHO. The literature suggests that 
overall enrollment in MHOs in West Africa is still low, despite the increase in the number of 
MHOs in the region (McPake et al., 1993; De Allegri et al., 2006; Ndiaye et al., 2007; Franco et 
al., 2008). Enrollment in MHOs tends to be higher among female-headed households (Chankova 
et al, 2008; Franco et al., 2008). In their study of Malian MHOs, Franco et al. (2008) found that 
female-headed households were “five times more likely to be enrolled in an MHO” (p. 833). This 
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was confirmed in a comparison of MHO households and non-MHO households in Ghana, Mali, 
and Senegal, Chankova et al. (2008) found that the richest members of the community and 
female-headed households are more likely to enroll in mutual health organizations. A logical 
recommendation flowing from these findings is for MHOs to target women as a way to increase 
women’s empowerment and community enrollment (Chankova et al., 2008). 

Many sources assert that while MHOs extend health care coverage to people who would 
otherwise not have it, they frequently fail to cover the poorest of the poor (Jakab & Krishnan, 
2001; NCBA/USAID, 2008). Mutual case studies most frequently cite lack of affordability as the 
primary reason for not enrolling in a MHO (Jakab & Krishnan, 2001). Designers of MHOs may 
need to adopt flexible payment options to address financial barriers to enrollment to limit 
participation among the poorest households (Chankova et al., 2008). Atim and Sock (2000) 
recommend that to increase enrollment, make the registration period match the preferences of 
the target community. 

Aside from gender and income, there are other factors that influence enrollment in MHOs. 
Proximity to health care facilities can hinder enrollment in MHOs and utilization of health care 
services; therefore, transportation to facilities may need to be included as part of some health 
insurance options (De Allegri et al., 2006; Franco et al., 2008). The perceived seriousness of 
illness affects whether people use modern health care facilities (Chankova et al., 2008). 
Consequently, MHOs may need to emphasize the importance of preventative medicine. Limited 
education and limited understanding of mutual health insurance schemes affect decisions to 
join mutual health organizations (De Allegri et al., 2006; Chankova et al., 2008). In some 
instances, beliefs may also affect decisions to join a mutual. Participants in a study by De Allegri 
et al. (2006) discussed the belief that saving money for health care would actually attract illness; 
however, community discussions seem to be able to help people see the benefits of 
MHOs.  Another barrier to registration is trust (De Allegri et al., 2006). Distrust of health facilities 
and bad experiences with previous mutual arrangements may leave community members leery 
of new initiatives; however, commitment to competent and ethical management and service 
delivery may help to overcome this barrier (De Allegri et al., 2006). Additional barriers to 
enrollment may be dependent upon context. 

Conclusion 

Despite the shortage of robust evidence that MHOs serve to improve health outcomes and 
systematic assessments of the resource generation capacity of MHOs, there is much knowledge 
to be gained from the current body of literature on MHOs. To improve cost recovery, the 
literature emphasizes the importance of external subsidies, affordable membership, and high-
quality services. Risk management strategies include compulsory membership at the 
institutional or family level to enlarge the risk pool, and the adoption of photo ID cards to 
prevent user fraud. Community management of MHOs is critical to ensuring accountability and 
also generates other benefits to members; however, community management can be difficult to 
achieve, especially when MHO knowledge and management skills are inadequate, and when 
community management is forced on a population rather than voluntarily adopted. Enrollment 
is affected by many factors, with female-headed households being most likely to enroll, and the 
poorest of the poor experiencing barriers to enrollment; contextual factors must be considered 
to ensure certain groups are not unintentionally prevented from enrolling in MHOs. 
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Appendix B: Laws and Policies 

This section addresses the laws and policies in place regulating MHOs in Niger. In 2008, 
recognizing the importance of MHOs as well as their lack of regulation, Nigerien President 
Mamadou Tandja signed a law that “established the legal framework for the establishment and 
operation of mutual health organizations in the Republic of Niger” (Loi n° 2008-10 du 30 avril 
2008, portant Régime général des mutuelles de santé en République du Niger). The law 
addresses but is not limited to the scope, accreditation, administration, oversight, rights and 
obligations of MHOs and their members, and financial management. While certain aspects of 
the law have yet to be implemented, the government is already in the process of amending the 
law to meet West African Economic and Monetary Union (WAEMU) standards established in 
2009. 

That year, ministers from WAEMU member states, recognizing the promise of mutual 
organizations, met to begin discussions on the creation of a standardized set of regulations. The 
result of these talks was Regulation No. 07/2009/CM/UEMOA which was to serve as a blueprint 
for member states to emulate when regulating the mutual organizations emerging in their 
respective nations. The 2009 treaty echoed many of the core tenets contained in the Nigerien 
law including democracy, transparency, social responsibility, equality, equity, and solidarity. In 
2010 the Nigerien government began the process of updating their law to ensure it was in 
compliance with the comprehensive new WAEMU regulations. During this process the majority 
of the 2008 law was kept intact, but certain sections were amended or supplemented. The 2010 
amendments have yet to be passed into law, but existing MHOs are already in the process of 
updating their policies to ensure compliance (key informant interview). 

What follows is an analysis of key components of the 2008 law and 2010 amendments that are 
relevant to the CADR mutual. It is not a comprehensive recount of every detail of the law; it is 
strongly recommended that anyone in the process of creating an MHO read the law and 
amendments in their entirety to ensure full compliance. 

Legal Definition 

According to Nigerien law, MHOs are defined as not-for-profit, civil organizations that operate in 
the best interest of their members to provide health care services. MHOs are to be governed by 
the principles of free membership, solidarity, and non-discrimination, and are to be operated 
under a system of participatory democracy, with management and oversight being the 
responsibility of the members (Title I, Section 1).  Additionally, the following broad standards 
have been established: 

 MHOs are formed freely between individuals and/or organizations as long as the 
provisions of that agreement does not violate public law; 

 Membership dues are to be set at a level that allows the MHO to provide the 
guaranteed services to members and their dependents; 

 All members will have equal access to services, and an equal right to participate in all 
MHO decision making; 

 Only members and their dependents are eligible for services; 
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 Members may opt out of their membership at any time; they are not entitled to a 
refund of their membership dues or contributions;1 MHOs must not be for-profit 
ventures. If profits are recorded, they must be re-invested in the MHO for the 

improvement of services; 

 Some MHOs may require membership; 
 The state shall take all necessary measures to promote the development of MHOs (Title 

I, Section 2); 

Accreditation 
The first step to becoming a legitimate legal entity is to secure government accreditation. 
Nigerien law dictates that a regulatory agency will be established to provide approval and 
administrative oversight of MHOs.2 When the regulatory agency is created, it will fall under the 
jurisdiction of the “ministry in charge of social welfare,” which is currently the Ministère de la 
Fonction Publique et du Travail (MFPT).3 MFPT oversight is purely administrative; the Minstère 
des Finances is responsible for all financial oversight, and technical oversight falls to the ministry 
in charge of the sector in which a MHO operates. Since the CADR mutual is provider-based, it 
will likely fall under the technical jurisdiction of the Ministry of Health. 

As stated above, CADR will be required to apply for accreditation through the forthcoming 
regulatory agency. The regulatory agency will in turn recommend approval or denial to the 
Ministre de la Fonction Publique et du Travail. Accreditation will be final when the MHO is added 
to the legally mandated national directory, which signifies the granting of legal authority and a 
seal of approval from the regulating agency (TitleII, Sections 4-10). It is recommended that CADR 
maintain contact with the appropriate government ministries in order to remain up to date on 
government progress towards full implementation of the regulatory agency. 

Administration 
The next step is to form the MHO decision-making and management framework. Nigerien law 
mandates a structure by which all MHOs are to be organized including a General Assembly (GA), 
Board of Directors, President, and Manager. It also requires the MHO to adopt a constitution. 

The General Assembly 
Before anything else, a MHO must establish the GA. The GA is the highest decision making body 
of a MHO and is responsible for all major decision making including, but not limited to, adopting 
and amending policies, electing the board, and adopting an annual budget. It is comprised of all 
members, and each member has an equal vote. The MHO is required to establish the statutes 
and bylaws that define the quorums and majorities required when making decisions; this 

                                                           

1
 There are numerous reasons why a member may opt to leave a MHO. For example a Nigerien MHO has lost 

members because of the associated legalities and perceived overregulation that dissatisfied certain subscribers. In 
another example, a member left because he rarely got sick and did not see the value of the membership fees. 
2
 According to a senior government official, this agency has yet to be established. 

3
 Initially, MHOs were to fall under the jurisdiction of the Ministère de la Santé, but it was eventually decided that the 

MFPT was the appropriate location because it already administered other social welfare programs (key informant 
interview). 
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information should be included in the constitution (Title III, Articles 22-24, Regulation No. 
07/2009/CM/UEMOA).4 

The Board of Directors 
The GA is responsible for electing the board of directors. The board is the governing body 
responsible for the management and administration of the MHO. It is responsible for carrying 
out the decisions of the GA, and exercises all residual responsibilities not expressly delegated to 
the GA. Board membership is entirely voluntary, and members are not to be compensated 
except when voted on by the GA for exceptional cases. Furthermore, it is prohibited for salaried 
MHO employees to serve on the board (Title III, Articles 25-26). 

The President of the Board and the Manager 
Finally, the Board of Directors elects a President from among their members; the president 
serves as the representative of the MHO in all civil duties.  The GA selects the manager; the 
manager supervises day-to-day operations of the MHO. The president and manager operate 
under the control of the board, and may delegate duties as needed. No one may simultaneously 
serve as a director and manager. The president and manager are not to be compensated for 
their duties, however, in some circumstances the board of directors may decide to award 
bonuses in accordance with the regulations of the MHO. Unlike the board, in some cases the 
manager may be a paid employee of the MHO (Title III, Articles 27-28).5  

Constitution 
After an MHO has secured accreditation, and established all the structural elements it will be 
required to create a constitution. The constitution must include basic information including but 
not limited to the following: 

 The purpose, goals, and location of the MHO; 
 Procedures for joining, leaving and losing membership, determining fees and 

contributions, and handling MHO funds; 
 Rules outlining the role of members in MHO operations and decision making, and the 

rights and obligations of members; 
 The organization, election procedures, terms, powers, membership requirements, and 

removal procedures of MHO leadership and management; 
 The conditions under which powers are delegated to management; 
 Representation of the MHO in civil and legal actions; 
 The arrangements in case of death or disappearance of a member; 

                                                           

4
 The GA is comprised of all members of the MHO and is the primary decision-making body, thus its importance 

cannot be overstated. One of the largest challenges in forming the GA will be ensuring that all members are educated 
to a point where they can participate in the decision-making process. A key informant from a Nigerien MHO cited 
education and literacy of MHO members as one of the greatest challenges to participation. 
5
 The manager plays a critical role in the MHO, and the job is time consuming. The manager of one Nigerien MHO 

indicated that the workload is almost too much for one person to handle, saying he had “no family time,” often 
worked on weekends, and was always on call. 
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 Sanctions, penalties, and procedures for dispute settlement (Title II, Article 11, 
Regulation No. 07/2009/CM/UEMOA) 

Oversight 
Once in operation, the MHO is subject to both external and internal oversight mechanisms. 
External oversight is the responsibility of the regulatory agency, the Ministry of Finance, and the 
ministry governing the sector in which the MHO is operating. MHOs are required to supply all 
pertinent documents including annual reports, balance sheets, and any other supporting 
documents to the regulatory agency. In the event that discrepancies are found, the regulatory 
agency may initiate an investigation to ensure the MHO is meeting all legal requirements. If 
further investigations reveal that discrepancies have not been corrected, the regulatory agency 
will notify the ministries with financial, technical, and administrative oversight, and take all 
measures necessary to protect the interests of the MHOs members. Possible actions include 
convening a general meeting to address the situation, ordering the MHO to resolve the 
discrepancies within a pre-ordained timeframe, suspension of officers, and the suspension of 
the MHOs ability to operate. In the event any government investigation finds any wrongdoing in 
the management of an MHO, those responsible will be liable to the penalties provided in the 
penal code (Title VI, Articles 47-51, Regulation No. 07/2009/CM/UEMOA). 

The MHO will appoint auditors from among the membership to be responsible for the unbiased 
internal oversight of the MHO and to serve as a check on the powers of the board and manager. 
The auditors are appointed at a general meeting among members of the mutual. To ensure 
effective oversight the auditors may, at any time, request to see any documents they deem 
necessary included, but not limited to, contracts, ledgers, records, or minutes. Each regular 
session of the GA, and whenever necessary, the auditors will submit a report on the accounting 
and financial management of the MHO. In some cases these reports will be submitted to the 
appropriate ministry (Title III, Articles 29-33). 

Obligations and Rights of MHOs 
Once an MHO has gained accreditation, filled leadership positions, and created a constitution it 
can begin legal operations. When operating, all MHOs regardless of their size must: 

 maintain a headquarters in the district where it is registered, 
 ensure compliance with current laws and statutes, 
 ensure compliance with financial management and reporting requirements, 
 maintain the quality of services provided, 
 publish annual reports and submit them to the regulatory agency, 
 mention compliance with Nigerien Law in all official documents and advertising, 
 subscribe to the guarantee fund (described later), and guarantee the rights of members, 

and 
 provide members with a membership card.6 In return for their compliance with the 

above-mentioned obligations, MHOs are guaranteed the following rights: 

                                                           

6
 A Nigerien MHO has struggled with members letting other people use their membership cards to access MHO 

benefits illegally. 
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 MHOs leasing property have the right to renew their lease in accordance with the 
Organization pour l'Harmonisation en Afrique du Droit des Affaires (OHADA) Uniform 
Act on General Commercial Law; 

 MHO’s may enter into agreements with third parties (i.e. health care facilities) as long as 
those agreements are not contrary to the law, morality, or the interests of the 
members;7 MHOs can legally receive state subsidies as well as gifts and donations from 
individuals or organizations as long as they are used strictly for MHO operations;  

 MHOs may establish, manage, or partner with medicosocial, sanitary, and health 
services institutions; however, when these institutions and services are affiliated with a 
MHO, they are subject to the same regulations; 

 MHOs benefit from the following tax exemptions: value added tax, property tax, tax on 
profits, registration fee and stamp, contributions from patents, the apprenticeship tax, 
and taxes on securities (Title II, Articles 12-17, Regulation No. 07/2009/CM/UEMOA). 

Obligations and Rights of Members 
MHO members are also prescribed a set of legal obligations and rights. By law, the members of 
MHOs are required to pay all fees and membership dues, and remain in compliance with all 
laws, and MHO statutes, rules, and regulations. In return, members are guaranteed equal access 
to benefits and services provided by the MHO, the right to participate in the management and 
decision making of the MHO, and access to all information regarding the decision-making and 
management of the MHO. Additionally, when requested by at least one third of members, MHO 
auditors are required to conduct investigations into the management of the MHO (Title II, 
Articles 18-20). 

  

                                                           

7
 For example some MHOs may enter into agreements with health care facilities. 
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Finances 
MHOs can earn revenues in various ways including (but not limited to) membership dues, 
contributions, public and private subsidies, WAEMU grants, interest, contributions, donations, 
bequests, and loans. All revenues must be recorded in in accordance with regulations 
throughout the fiscal year, which runs from January 1 to December 31. MHO funds may be 
placed in approved banks or unions with which they are affiliated (Title IV, Articles 35-37, 
Regulation No. 07/2009/CM/UEMOA).8 

Conclusion 
While many of these provisions have yet to be implemented, CADR should begin taking steps 
toward compliance. For example, CADR will eventually need to seek accreditation from the 
regulatory agency, and it would be beneficial to begin taking steps now to ensure this process 
goes smoothly. Initially, CADR should hold a meeting for current and potential MHO members; 
this meeting can serve as a starting point for the creation of a GA and provide information about 
MHO benefits and responsibilities. This initial meeting could also lead to the creation of a formal 
GA, allowing CADR to begin the process of creating a community designed constitution and 
administrative framework.  
 

 

  

 

                                                           

8
 Key informant interviews with MHOs indicated that it is extremely difficult to cover their expenses relying on 

membership dues alone. Two Nigerien MHOs investigated here received substantial government subsidies and still 

struggled to break even. According to an MHO administrator, this has made it extremely difficult to meet the 

management requirements mandated by the law. 
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Appendix C: Fieldwork 

Methodology 
To gain knowledge about perspectives and experiences of current and potential clinic users, 
interviews and focus groups were executed with select individuals in Niamey. Participants were 
chosen based on their gender, language (French, Hausa, or Zarma), proximity to the clinic (near 
or far), and utilization of the clinic (user or non-user). Locations in the Couronne-
Nord/Banifandou neighborhood surrounding the clinic were considered “near” proximity, and 
one location in the Karadjé neighborhood approximately 10 kilometers from the clinic served as 
a “far” location for gathering information. In the interest of cultural sensitivity, participants, 
researchers, and translators were divided by gender to ensure an overall and consistent comfort 
level for focus group and interview sessions. Key informant interviews, discussions with the 
client, and the literature review all played roles in determining the topics covered in the 

interviews and focus groups. In total, 11 interviews and five focus groups were conducted; 
additionally, six key informant interviews were held. The following table summarizes the 
characteristics of interview and the focus group participants. 

Method Interviews Focus Groups 

Clinic Utilization User Non-User User Non-User 
Men 4 1 1 1 

Women 2 4 1 2 

SUB- TOTAL 6 5 2 3 

TOTAL 11 5 

Key Informant Interviews 

The consulting team conducted six key informant interviews in Niamey before proceeding to 
user and non-user interviews. These interviews were held with an official of the Niger 
Army Mutual, an official of a university mutual, three officials in the Ministry of Labor and Civil 
Service, and one researcher. These sessions were essential in informing the consulting team 
about policy, opportunities and hardships encountered so far in the establishment of mutuals in 
Niger. 

Interviews 
The consulting team interviewed six clinic users and five non-users. The interviews were led in 
one or a combination of the Hausa, Zarma, and French languages, the three most commonly 
spoken languages in the neighborhood surrounding the clinic. The consulting team recruited 
clinic users for interviews by approaching them while they were waiting in line at the clinic for 
treatment or had just been treated. Non-users were recruited by walking into the neighborhood 
surrounding the clinic and approaching individuals for interviews. The consulting team 
conducted interviews in pairs (two male or two female researchers), each with one interpreter 
of the same gender. Interviews lasted approximately 20 to 60 minutes and were audio-recorded 
to assist with analysis. 

Interview questions were designed to inform recommendations for the design of the mutual 
and to address the third and fifth research questions: “What is the willingness and capacity of 
the community to participate in a health care mutual?” and “How can the community best be 
engaged in design and future strategic planning of the mutual?” 
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Interviews were tailored to users or nonusers. Users were asked to share their experiences with 
and perceptions of the clinic and the mutual, as well as their interest in managing the mutual. All 
respondents were asked how they currently address their health care needs, how they pay for 
health care, and how they determine where to seek care.  Several questions gauged the 
respondents’ willingness to pay for health services; these questions related to cost of services, 
types of service, quality of services, frequency of payment, and number of persons they could 
afford to enroll in a mutual. All respondents were asked a question to gauge comfort with 
attending a clinic with a religious affiliation and were given an opportunity to share final 
questions or recommendations. (For a complete example of an interview guide, see Appendix 
A.) 

Each interviewee completed a brief demographic survey with the interpreter. In addition to 
collecting basic information on gender, age, language, and other factors, the survey also had 
questions related to willingness to pay and mutual enrollment. (For a complete example of an 
interview demographic survey, as well as results from all surveys, see Appendix C and Appendix 
E.) 

Focus Groups 

The consulting team completed five focus group sessions. An attempt was made to maximize 
diversity of participants along the factors of gender, language spoken, clinic use, and proximity 
to the clinic. Details for the five completed focus groups are listed in the table below. 

Group 
ID # Gender Location Clinic Use Language 

# of 
Participants 

 
F M Near Far User 

Non-
User Hausa Zarma French  

1 X  X   X  X  4 
2 X   X  X  X  13 
3 X  X  X  X   10 
4  X X  X   X  5 
5  X X*   X   X 6 
TOTAL 3 2 4 1 2 3 1 3 1 38 
* All participants in this focus group worked nearby the clinic, though their residences may have been 
elsewhere. 
 

The focus group sessions were led in Hausa, Zarma, or French. Participants were recruited by 
the clinic staff and their contacts to match the characteristics chosen by the consulting team. 
Interpreters moderated the focus group sessions while researchers took notes on body 
language, emotions, and other non-verbal communication. After each focus group session the 
moderator interpreted the recording of the session for the consulting team. 

The questions asked in the focus groups resembled those in the interview script but were 
modified to stimulate conversation between participants (see Appendix B). An additional 
question was asked to learn about each individual’s own understanding of what it means to be 
healthy. 

Each focus group participant completed a brief demographic survey with the translator. This 
demographic questionnaire was a shortened form of the version for interviews (see Appendix 
D). 
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Findings 

The information gathered from the focus groups and interviews is organized in the following 
categories: cost and affordability, understanding the clinic’s services, quality of care, community 
engagement, religious affiliation, mutual administration, and clinic location. 

Cost and Affordability 

According to most clinic users, membership, consultation, and medication fees are reasonable 
and affordable. The cost structure allows patrons to access healthcare when other options are 
limited. The inexpensive fees attract many clinic users. Members surveyed expressed willingness 
to pay the yearly fees (1,000 FCFA at the time of this study) and consultation fees (500 FCFA at 
the time of this study) because they appreciate the low-cost, high-quality care they are entitled 
to with their membership. Clinique Olivia users also communicated satisfaction with inexpensive 
drug costs at the clinic, as compared to local pharmacies. In spite of the current low fees, the 
clinic has already lost some users in the transition from providing free services to charging fees. 
This is evidence that future price increases may discourage clinic use by current and potential 
users. 

When prompted about potential membership and consultation price increases, there was some 
variation in responses. Although all respondents emphasized the need to keep everything 
reasonably priced, some were amenable to price increases if accompanied by an improvement 
in services; some stated that they understood the clinic may need to increase prices simply to 
keep functioning. When asked what price increase in the annual membership fee is acceptable, 
respondents expressed willingness to pay membership fees ranging from 1,000 to 35,000 FCFA. 
A typical answer for men was 1,000 FCFA. Two male users reported that they were willing to go 
up to 5,000 FCFA annually, however, they insisted on that being the solid limit. The highest 
figures were all suggested by female non-users and are outliers compared to other responses. 
Most female suggestions fell under the range of 2,000 to 5,000 FCFA for membership and 0 to 
3,000 FCFA for consultation fees. 

There was a vast distinction between male and female responses when asked about specific fee 
structures. Females tended to offer more precise prices, while men were much broader in their 
suggestions. Though many women reported receiving their money for healthcare from their 
spouses or male relatives, women appear to be the primary managers of family healthcare 
needs. 

When asked about a potential policy requiring all household members to enroll in the mutual, 
people gave mixed responses. While most all respondents expressed interest in enrolling all 
members, they were hesitant when costs were considered. Some were open to paying the same 
fee for each household member, while others suggested alternative pricing structures such as a 
flat fee for the entire family. 

Some female respondents made references to a potential competitor in the form of another 
local clinic managed by a faith-based organization. They stated that this particular clinic charges 
consultation fees lower than CADR’s. Several females reported that this clinic offers overnight 
care, in contrast to CADR’s current service offerings. 
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Understanding the Clinic’s Services 
During interview sessions it became apparent that users and members did not always fully 
comprehend what services they were paying for. Some users were under the impression that 
they were only paying for medication, when their bill also included membership and 
consultation fees. This confusion may be a result of the clinic’s failure to itemize and explain 
individual charges. Moreover, several respondents did not fully grasp the purpose of their 
membership cards and did not bring them back for subsequent visits. 

Several non-users stated that they had passed by the clinic not realizing what it was; some 
mistook it for a religious gathering space because of the CADR sign at the front. These same 
respondents shared that they would have sought out more information about the clinic and 
considered utilizing its services had they known what is was. 

Quality of Care 

There was a general consensus from the interviews and focus group sessions that Clinique Olivia 
delivers exceptional quality care with a warm welcome. Most users surveyed referred to the 
low-cost, high-quality of care at the clinic as the primary reason why they chose it. Many also 
appreciate the clinic’s provision of lower-cost, effective, and quality medication. Some 
respondents contrasted their experiences at Clinique Olivia with those at other local facilities, 
emphasizing that the warm welcome and speedy service provided at this clinic are not typically 
encountered elsewhere, especially public health facilities. One user who participated in this 
study commented on the healing and therapeutic effects of a warm welcome and how it is 
essential in a health facility. Several users noted that the doctors listen attentively and 
thoroughly diagnose patients’ problems. One patient expressed her satisfaction with the clinic in 
the following manner: “I feel acknowledged, and they actually listen to what I have to say.” 
Some patients think so highly of the services provided by Dr. Beebout herself that they often 
wait to be seen exclusively by her. Because of the high degree of satisfaction many users 
surveyed here have experienced with the clinic, many of them recommend this facility to other 
people. 

Although many respondents were happy that they could typically be seen the same day for 
consultations, some remarked that the waiting area was inadequate for ill patients as there was 
a lack of adequate seating space, and patients found it inconvenient to wait outside the clinic. 
One long-time user and clinic member suggested providing a better waiting area. Respondents 
shared what they would like Clinique Olivia to offer. Consultations were frequently on top of the 
list of services that respondents desire. Many women requested childbirth services and 
hospitalization, while men generally indicated examinations. Generally all respondents 
expressed a desire for the clinic to offer more services. Moreover, some respondents 
commented on the limited hours of operation, expressing a desire for early morning, evening, 
and weekend hours. 

Community Engagement 

Respondents were asked questions to gauge their level of interest in the management and 
decision making of the mutual. For many respondents, these questions elicited confusion and 
required clarification. Some thought this was a potential job. Researchers had to emphasize that 
this would be a voluntary endeavor. After required clarification, respondents expressed 
relatively low interest in assisting with the management of the mutual. Because of the 
continued confusion surrounding these questions, as well as the time constraints on the ability 
to explain how community involvement is central to MHOs, these questions were dropped 
during the consulting team’s final round of interviews. 
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Religious Affiliation 

Respondents were asked how they felt about going to a clinic with a religious affiliation, 
particularly one that is Christian. Most users said they had no problem with the fact that the 
clinic was a Christian initiative because “health has no religion.” However some female 
participants indicated that their friends’ husbands forbade them to get treatment in a Christian-
affiliated facility. Users and non-users generally expressed the same sentiment of indifference 
towards the clinic’s religious affiliation, as long as prices were reasonable. Many respondents 
claimed that religious-affiliated clinics have more welcoming staff and environments; there 
seems to be a general belief that religiously affiliated clinics provide excellent care. 

Mutual Administration 
Key informant interviews revealed the challenges of managing a mutual. These challenges 
include, but are not limited to: fraud, compliance, cost recovery, legislation, and community 
support. 

Officials of a university mutual described obstacles often encountered by the mutual 
administration, namely fraudulent activities by users and lack of financial sustainability without 
external subsidies. Community participation was also difficult to achieve with this mutual, and 
enrollment was limited to a low percentage of eligible subscribers. These informants also 
emphasized the heavy workload required of mutual administrators required on a daily basis. The 
army mutual encountered similar challenges.  However, in contrast to the university mutual 
where enrollment requires an “opt-in,” this mutual automatically enrolls eligible members; 
members must explicitly opt out of the mutual. As of the interview, no members had yet opted 
out. 

Clinic Location 

Focus group and interview sessions revealed that proximity is a positive factor for clinic users 
who live in the neighborhood. One woman disclosed that she and her friends share a taxi to 
reduce the costs of travelling to the clinic from a longer distance. Several female clinic non-users 
interviewed at a location several kilometers away from the clinic expressed a desire for a similar 
clinic to open up in their neighborhood, though they also expressed interest in sharing a taxi to 
make a trip to Clinique Olivia. 

 

 

  



 

 

41 Findings and Recommendations for the Clinique Olivia Mutual Health Organization 

30 April 2013 

Appendix D: Interview Guide 
 

Notes to Interviewer 

 Embrace the silence—give people time to talk. Counting to 10 in your head can 

help you wait for people to speak. 

 Don’t answer the questions yourself or share your own opinions—focus on asking 

questions and getting the group to speak. 

 

Introduction 

Hello. I am working with four American consultants who are working with [a local 

clinic/EERN’s clinic] to help them with the improvement of a health mutual.   

 

Would you be interested in participating in an interview?  

 

A health mutual is a community-based program designed to increase access to high 

quality, affordable health care. Members of health mutuals pay membership fees which 

go into a pooled fund in exchange for discounted medical care and other benefits. Mutual 

members are also involved in the management of the mutual. The mutual we are assisting 

[a local clinic/EERN’s clinic] to improve is designed so that members receive discounted 

medical care at this clinic only. For example, members currently pay 1000 FCFA to join 

and receive consultations at a discounted rate of 500 FCFA, while nonmembers pay 1000 

FCFA for consultations. You have been invited here today to help us improve this mutual 

because nobody knows the needs of the community better than the people that live in it. 

 

We will be recording this conversation to assist us with translation and so that we don’t 

miss any important information. We will be the only ones listening to this recording, and 

your name will not be shared with anyone. Your identity will remain confidential, and the 

words you speak today may be used in our report, but they will never be identified with 

your name. You do not have to answer any questions you would not like to answer, and 

you are free to stop this interview at anytime. 

 

Do you have any questions?  
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1. Are you a current clinic user?     YES  /  NO 

If YES: 

a. Tell about a positive experience you had at the clinic. 

b. Tell about a negative experience you had at the clinic. 

c. How did you find out about the clinic? 

d. Would you recommend the clinic to a friend? 

e. Why do you choose to come to this clinic? 

f. In addition to coming to this clinic, how else do you take care of your 

health needs? 

 

g. Are you currently a member of the mutual at EERN? YES  /  NO 

h. If not, are you considering being a part of the mutual? YES  / NO 

 

If YES to either: 

i. Do you think people who join the mutual would be interested in managing 

it on a voluntary basis? 

j. Are you interested in helping manage the mutual on a voluntary basis? 

k. If no to either: Why not? 

If NO: 

l. How do you currently take care of your health care needs? 

 

All Participants: 

 

2. How do you pay for health care? 

a. Where does the money come from? 

b. Do you spend less on other things when you need to pay for medical care? 

 

3. What factors influence where you seek health care? 

 

4. USERS: Currently you pay 1,000 CFA per year per member, plus 500 CFA per 

consultation. Is this fair? Why or why not?  

 

5. How often should you pay membership fees? Once a year or several times a year? 

 

6. Let’s consider that your services were being improved. How much more would 

you be willing to pay? 

 

7. How do you feel about a policy that requires every member of a family to enroll? 

Would you still be a member of the mutual if you have to enroll every person in 

your family? 

 

8. How do you feel about going to a clinic affiliated with a religion? 

c. Does it matter which religion? 

d. What about a Christian-affiliated clinic? 

 

9. Do you have any questions or recommendations for us as we work to improve the 

mutual? For non-users, what would it take for the clinic to gain your membership? 
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Appendix E: Focus Group Guide 
Notes to Moderator 

 Embrace the silence—give people time to talk. Counting to 10 in your head can 

help you wait for people to speak. 

 Don’t answer the questions yourself or share your own opinions—focus on asking 

questions and getting the group to speak. 

 Don’t cut people off, but try not to let anyone go too long. Try to get everyone to 

share. “Do you have anything to add?” can help get other people to talk. 

 Use prompts like “Tell me more” or “How did you feel about that” and “And then 

what happened?” 

 Make sure everyone responds to the first question. 

 Pay close attention to the questions and notes in bold. 

 

Introduction 

Hello. I am working with four American consultants who are working with [a local 

clinic/EERN’s clinic] to help them with the improvement of a health mutual. A health 

mutual is a community-based program designed to increase access to high quality, 

affordable health care. Members of health mutuals pay membership fees which go into a 

pooled fund in exchange for discounted medical care and other benefits. Mutual members 

are also involved in the management of the mutual. The mutual we are assisting [a local 

clinic/EERN’s clinic] to improve is designed so that members receive discounted medical 

care at this clinic only. For example, members currently pay 1000 FCFA to join and 

receive consultations at a discounted rate of 500 FCFA, while nonmembers pay 1000 

FCFA for consultations. You have been invited here today to help us improve this mutual 

because nobody knows the needs of the community better than the people that live in it. 

 

We will be recording this conversation to assist us with translation and so that we don’t 

miss any important information. We will be the only ones listening to this recording, and 

your names will not be shared with anyone. Your identities will remain confidential, and 

the words you speak today may be used in our report, but they will never be identified 

with your name. You do not have to answer any questions you would not like to answer, 

and you are free to leave at any time. 

 

After the discussion and before you leave, we would like you to answer a few short 

questions for us individually, if you didn’t already do this for us when you arrived. 

 

Do you have any questions? 
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Questions 

1. USERS: How did you find out about the clinic? 

2. USERS: What are your impressions of the EERN clinic? 

a. How does this compare to your experiences with other clinics? 

b. What do you think of the staff? 

c. What do you think of the quality of care? 

d. What do you think of the price? 

e. What do you think of the wait time? 

f. Would you recommend it to a friend? 

 

NON-USERS: How do you currently take care of your health care needs? 

a. For example, where do you go? What do you buy? What do you make? 

Who tells you what to do? 

 

3. What does it mean to be healthy? 

a. What does it mean to not be healthy? 

 

4. How do you pay for health care? 

a. Where does the money come from? 

b. Do you spend less on other things when you need to pay for medical care? 

c. Does cost influence where you seek care? 

 

5. How much are you willing to pay to participate in a mutual? 

a. Cost of membership?  

b. How often should you pay membership fees? Once a year or several times 

a year? 

c. Cost of services, treatment, and medication? 

d. MEMBERS: Currently you pay 1,000 CFA per year per member, 

plus 500 CFA per consultation. Is this fair? If the services were 

improved, would you be willing to pay more? 

e. How do you feel about a policy that requires every member of a 

family to enroll? Would you still be a member of the mutual if you 

have to enroll every person in your family? 

 

6. What services should the mutual cover? 

a. What types of care do you usually go to clinics for? 

 

7. How do you feel about going to a clinic affiliated with a religion? 

a. Does it matter which religion? 

b. What about a Christian-affiliated clinic? 

 

8. Do you have any questions or recommendations for us as we work to improve the 

mutual? 

 

Demographic Survey 
If you didn’t already complete the short survey with us at the beginning, please stay after 

a few minutes to complete it with me now. 
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Appendix F: Interview Demographic Survey 
 

Age:  

Sex:  

Ethnic group:  

Language:  

Religion:  

Region of origin:  

Neighborhood in Niamey or city of 

residence: 

 

Profession:  

Are you salaried? YES  /  NO 

Other sources of revenue?  

Marital status: Married Polygamous  /  Married 

Monogamous  /  Divorced  /  Single  /  

Other 

Size of household (household refers to the 

number of dependents living at the house 

plus the number of adults responsible): 

 

______ people 

Number of children in household:  

______ children 

 

 

Are you interested in joining a health 

mutual ? 

O yes 

O no 

If yes, how many persons in your 

household would you like to enroll in the 

mutual ? 

 

______ people 

How much are you willing to pay per 

beneficiary living in your household per 

year as a membership fee? 

 

______ per year 

Would you prefer to pay the membership 

fee once a year or the same fee divided 

into several times a year? 

O once a year 

O several times a year: How often?_______ 
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What are the top three types of services 

you would like the mutual to offer  at the 

clinic ? Rank your choices as 1, 2, and 3, 

with 1 being the most important. 

 

___Consultation 

___Exams 

___Preventative care* 

___Hospitalization 

___Pharmacy 

___Ambulance 

___Childbirth 

___Others_______ 

Keeping in mind the annual membership 

fee you stated earlier, how much do you 

think is appropriate to pay for a 

consultation as a member of the mutual? 

 

 

__________ FCFA 

Are you willing to be seen by a doctor of 

the opposite sex ? 

YES  /  NO 

 

* Preventative care refers to activities that help prevent illnesses (such as vaccinations) 

and screening for illnesses before you have symptoms so that they can be found early and 

taken care of. 
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Appendix G: Focus Group Demographic Survey 
 

Age:  

Sexe:  

Ethnie:  

Langue:  

Religion:  

Quartier à Niamey ou ville de résidence:  

Êtes-vous salarié? OUI  /  NON 

Situation matrimoniale: Marié(e) polygame /  Marié(e) monogame /  

Divorcé(e)  /  Célibataire /  Veuve/Veuf  /  

Autre……………. 

Taille du ménage:  

Nombre d'enfants dans le ménage:  
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Appendix H: Summary of Demographic Survey Data 
 

Demographic Characteristics of Participants 

  Interviews* Focus Groups** 

Summary* Frequency Percent Frequency Percent 

Clinic Use     

Nonuser 6 60% 18 54.5% 

User 4 40% 15 45.5% 

Gender     

Female 5 50% 27 81.8% 

Male 6 60% 6 18.2% 

Age     

20-29 2 20% 8 25.0% 

30-39 5 50% 10 31.3% 

40-49 0 0% 7 21.9% 

50-59 2 20% 6 18.8% 

>=60 1 10% 1 3.1% 

Language of 
Interview     

French 2 20% 1 3.1% 

Hausa 3 30% 10 31.3% 

Zarma 5 50% 22 68.8% 

Religion     

Christian 1 10% 4 12.5% 

Muslim 9 90% 28 87.5% 

Household Size     

<5 5 50% 10 30.3% 

6-10 3 30% 16 48.5% 

11-15 1 10% 3 9.1% 

>=15 1 10% 4 12.1% 

Number of Children 
in Household     

<5 7 70% 24 72.7% 

6-10 2 20% 5 15.2% 

11-15 0 0% 1 3.0% 

>=15 1 10% 2 6.1% 

*Survey data missing from one interview participant 
**Only one survey form out of six was completed for the second male focus 
group 
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Appendix I: Additional Resources 
To gain a greater understanding of the factors and recommendations to be considered when 
creating or improving a MHO, the consulting team recommends reviewing the following 
sources. 
 

Guidance Documents 

 International Labor Organization. (2005). Health Micro-Insurance Schemes: Feasibility 
Study Guide. 

 International Labor Organization. (2003). Guide de gestion des mutuelles de santé en 
Afrique. 

 International Labor Organization. (2007). Health Microinsurance Schemes: Monitoring 
and Evaluation Guide. 

 National Cooperative Business Association [NCBA]. (2008). Weighing community 

participation in West African health mutual development: Research report of the West 

African health cooperative project (WAHCP).  

 Huber, G., Hohmann, J., & Reinhard, K. (2002). Mutual Health Insurance (MHO) - Five 
Years Experience in West Africa: Concerns, Controversies and Proposed Solutions. 
Deutsche Gesellschaft für Technische Zusammenarbeit (GTZ). Eschborn, Germany. 

 
Case studies on provider-based MHOs 

 Atim, C., & Sock, M. (2000). An external evaluation of the Nkoranza community financing 

health insurance scheme, Ghana Partnerships for Health Reform, Abt Associates. 

 Criel, B., Van der Stuyft, P., & Van Lerberghe, W. (1999). The Bwamanda hospital 
insurance scheme: effective for whom? A study of its impact on hospitalization 
utilization patterns. Social Science & Medicine, 48, 897-911. 

 Roenen, C., & Criel, B. (1997). The Kanage Community Financed Scheme: What Can Be 

 Learned from the Failure? Antwerp: Institute of Tropical Medicine. 
 

Case studies from Niger 

 Diop, F., Yazbeck, A., & Bitran, R. (1995). The impact of alternative cost recovery 
schemes on access and equity in Niger. Health Policy and Planning, 10(3), 223-240. 

 Diop, F. P., Bitran, R., Makinen, M., & Abt Associates, Inc. ( 1994). Evaluation of the 
Impact of Pilot Tests for Cost Recovery on Primary Health Care in Niger. ABT 
ASSOCIATES INC., Bethesda, MD. 

 

Literature reviews 

 National Cooperative Business Association [NCBA]. (2008). Literature Review for the 
West Africa Health Cooperative Project. 

 Jakab, M., & Krishnan, C. (2001). Community involvement in health care financing: 
Impact, strengths and weaknesses. A synthesis of the literature. Health Care Financing 
for Rural and Low-Income Populations. World Bank/HNP Discussion Paper. Washington, 
DC: World Bank. 

 Atim, C. (1998). Contribution of mutual health organizations to financing, delivery, and 
access to health care. Synthesis of Research in Nine West and Central African Countries. 
PHR Report N 18. July 1998. 
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Book 

 Preker, A. S., & Carrin, G. (Eds.). (2004). Health financing for poor people: Resource 
mobilization and risk sharing. Washington, DC: World Bank Publications. 
 

Laws and Policies 

 Loi n° 2008-10 du 30 avril 2008, portant Régime général des mutuelles de santé en 

République du Niger 

 Union économique et monétaire ouest-africaine [UEMOA]. (2009). Portant 

reglementation de la mutualite sociale au sein de l’uemoa, No. 07/2009/CM/UEMOA. 

 Union économique et monétaire ouest-africaine [UEMOA]. (2009). La Commission, 
Projet  d’Appui a l’Extension de la Couverture du Risque Maladie Dans les Pays 
Membres di l’UEMOA, Note Simplifiee. 

 


