o
=
=
=
=
=

e e e Nt e T W 1, o]
J. Toonen COMMU NlTY

FINANCING FOR

HEALTH CARE

A case study from Bolivia

FLNLILSNI T¥DId0OdL TYACH

KIT — HEALTH AND DEVELOPMENT






BULLETIMN 137

Community financing for health care

A case study from Bolivia

TurRIEN TooNEN

ROYAL TROPICAL INSTITUTE - AMSTERDAM




Bulletins of the Royal Tropical Institute

Subscriptions

The Bulletin seres of the Royal Tropical Institute deals with current themes in
intzrnational development cooperation. KIT Bulletins offer a multi-disciplinary
foram for scientists and development workers active in agricultural and
enterpose development; health; and culture, history and anthropology, These
fields reflect the broad scope of Roval Tropical Institue activities,

Bulletins can be ordered separamtely (1ssees are available from no, 314 cnwards)
oran subscription. Subscribers can place a standing order for all topics or
select one or more of the four categories mentioned shove, Four to six issues
are published anoually, Subscribers receive an invoice with each new
publication,

Information and subscriptions

Royal Tropical Instituce
KIT Press

Mauritskade &3

1092 A Amsterdam
The Metherlands
Telephane: 020 - 5688271
Telex: 15080 KIT ML
Telefax: 020 - 56882186

CIP DATA KOMIMELIKE BIBLIOTHEEK, DEMN HAAG

Toanen, |,

Community financing far health care : a case stwdy from
Balivia / |. Toanen. - Amsterdam : Royal Tropical
Insrituze, - L, fig, map. - Bulletin / Royal Tropical
Imstituee, 1S5M 0922.79| | ; 337)

With ref.

I5BM 90-5833-821-2

MLIGI 756

Subject headings: community financing / healch care ;
Baolivia,

£ 1995 - Rayal Tropical Instituce - Amscerdam
Cover (llustration: Gezien van 't Riet

Printing: 1CG Printing - Dordrecht

15BN %0.6832.821.2

1550 0922-7911

MUGI 756



Table of contents

Summary

Preface

Introduction

Context of the study
Proyecto de Salud Tiwanaku
Discussion

Conclusions

Appendix |

Appendix 2

Bibliography

Acknowledgements/About the author

=l



Summary

This Bullatin presents a case study of a Bolivian primary health care project in
which two different tvpes of community financing — direct fees and, sub-
sequently, a prepayment plan — were introduced to help finance health services,

The case is first put in comext: why community financing has appeared on
the health care financing agenda in recent vears, and its advantages and dis-
advantuges, The project, Provecto de Salud Tiwangka, is then described. From
the standpoint of community financing, during the study period (1981 o [985)
this project can be seen in three phases: at first, services were provided free of
charge; later there were direct fees; and, finally, the community implemented a
prepayment plan, The processes that took place in every phase are addressed
using o multilevel approach (that 15, taking the various actors into considera-
tion), with emphasis on the perspective of the community and on the impor-
lance of local cultural conceps.

Asthe case study describes, community financing appears (o have become 3
part of the agenda of the project becavse — at the point when donors were asking
for increased fnancial sustainability — there was a match among the interests of
the variouws actors (donors, NGo, Ministry of Health and community), The
influence of local cullural concepts related to economics and organizations
appears (o have been one of the most imporiant factors infuencing the form
taken by community financing, and in its success.

The effects of introducing community financing were considerably different
for direct fees and for the prepavment plan, Community participation in decision
making on health care services increased with the introduction of community
financing — but was much stronger duning the prepavment plan than in the case
of direct fees. The financial input ioto recurrent costs of primary health care ser
vices produced by direct fees was less important {75 than Tor prepay ment
(199, or 48%. when project-related costs are not taken intoe account). Maore-
over, it 15 concluded that, although prepayment is more difficult to introduce, it
15 preferable o divect fees in terms of equity, sustainability, qualny of health
care and community participation in primary health care services.



Preface

Dwuring the 1980z it rapidly became clear in the South that, as far as financing
health care was concerned, the sky was certainly not the limit. The budgetary
constraints of governments that had previously promised free health care for all
tightenad considerably, dug to economic recession and the structural adjust-
ment mles they had to adhere to in order to receive foreign aid. Moraover, i1
had become clear that primary health care is not cheap. Governments, thers-
fore, decided to change their rules for providing health care and 1o aim for a
certain degree of cost recovery. They realized that only with the success of this
attempt would there be a good chance of achieving sustainable health care for a
growing population. In the non-government sector, organizations running
health programmes are well aware from the momen: a programme is initiated
that in due course they must find alternatives to funds coming from abroad, by
introducing some kind of cost recovery, Thus, in this sector, financing the
provision of health care on a long-term basis presupposes a search for alter-
nitives to funding by outside donors. As many health programimes in the non-
government seclor are communily-based, 1t 15 not surpnsing that community
financing is a favourite option. It usually fits the analysis and strategy the
programme is based upon, and can build on institutional forms that have
alrzady matured,

Jurrien Toonen's study of o community financing plan in the highlands of
Bolivia provides us with a great deal of insight into the difficult process of
generating a sustainable plan. He offers ideas and information on a number of
closely related and much debated issues, First, be defines the point of depar-
ture, by stressing the need for community financing: second. he gives a “thick
description” of & non-government health care programme based on the primary
health care approach: third, he analvses the process of community financing
and its implications. as it took place in Balivia; and fourth, he shows how
impaortant community participation is to the process of creating sustainahle
instirutions,

As emphasized in the conclusion, this case study certainly does not pretend to
be a bluepnnt for “how to do community financing’. On the contrary, it provides
many statements about 1ssues that must be considered in the specific socio-
cultural and economic context each tme 4 community financing structure is to
be created 1o sustain the provision of health care. In this way the Bolivia case
points out important principles which influence the process of introducing a
form of community financing anywhere in the world. Some of these principles
are economic in nalure: they define the ground rules for economic feasibility,
Others conecern access to health care and implications for utilization patterns.
MNext, there are principles regarding whal determines success and failure in
community pariicipation, including participation in a financing system. Accord-
ingly, those involved in the process of shaping a community financing plan
need sensitivity to and some familiarity with microeconomics, health services
analysis und sociology. This appears to be a heavy load, but [ am convinced
that heslth workers in the field often already have considerable relevant



experience and knowledga. What they need most is support in systematizing
what they have learned, and a challenge to help them realize that achieving
community financing reguires serious consideration of its context, This case
study provides both the support and the challenge.

This small book 15 one product of the fieldwork of the health staff of the
Royal Tropical Institute, Tt is 2 good example of an approach that emphasizes
bath systematic learning by doing and learning by systematically studying what
others have achieved, Financing health care at community level is one of the
subjects that will need attention for many vears (o come. Tam sure his swdy is
a significant contriburion.

Pleter H. Streefland
Roval Tropical Instimute



Introduction

Why did so many countries sign the Alma At declaration. with its aim of
“Health for All by the vear 20007 Some may have hoped that a primary health
care stralegy would be a cheap way to increase the coverage of their health
services, especially in low income countries. However, primary health care
has wimed out 1o be more expensive than expected (Chabot and Waddington,
1987}, and a1 the same time structural readjustment of their economies has
forced many of these countries to cut expenditures in the social sector as a
whaole, including health,

In part in response Lo this situation, there has been considerable interast in
recent years in exploring the potential of the community for financing health
care services, (This is not surprising, in view of the acute problem faced by
most low income countries in rising the extra resources that will probably be
needed if the goal of ‘Health for All by 20007 is to be attained. ) Therefore, many
low income countries have introduced cost recovery of varous sorts 1o improve
the financial situation of their health sectors. This has led 1o an interesting
debate within the world of policymakers, as well as in the health policy litera-
mre. These discussions have usually focused on economic 1ssues: are the
consumers of health care services willing 1o pay? how muoch should they pay?
and can they afford to pay? Much emphasis has been put on equity, especially
by those who criticize the concept of community financing: they ask whether
miroducing cost recovery will exclude the poor from health care services.

Practical problems are se2n as another constraint. Careful planning is needed:
charging fees makes great demands on the administrative and instmtional
strength of health facilivies, especially since these plans are often introduced in
systemns that are already under pressure. Often a high degree of external (not
necessarily foreign) technical suppor is needed (0 mobilize and sustain com-
munity efforts. Practical problems to be fuced include; collection of fees,
differentiation of fees, exemption procedures, decision making on utilization of
fees. As de Ferranti points out (de Ferranti, 1985, many of the fatlures in
implementing cost recovery have led to high social costs, Failed attempts also
present the risk of a negative image, for both health services and the concept of
charging fees.

From 1983 (o 1988, the suthor worked for an NGO (non-governmental organi-
eation). within Provecto de Salud Tiwanaku, a pnmary health care programme
in the Altiplano (high plateau} of Bolivia. At the beginning of this period, ser-
vices were offered free of charge, but the programme then moved towards cost
recovery. This process, which will be describad and analvsed in the following
chapters, occurred in three phases:

*  Theterm “low income countrics” s used here in preference 10 “developing countries” or
“Third World",



1980-1984: services were free of charge.

1985-1986: direct user lees for services and drugs were introduced;
19861988 a prepayment plan was developed. based upon contributions in
kind {potatoes) und lubour. This system was organized. owned. managed and
supervised by a community organization,

The introduction of a cos! recovery system had saveral implications for the
health care services with respect 1o both utilization and the involvement of
consumers. For example, the relative financial input of the population, donor
apencies and the Ministry of Health were affected; there were chanpes over
time in utilization of health care services: and the decisionmaking process also
changed. There were also unexpected “side effects’. including the empower-
ment of the community that accompanied the implementation of cost recovery,
and the strengthening of community organization,

The objective of this case study 15 10 deseribe and analyse why and how cost
recovery was introduced, as well ns certain processes that ook place before jnd
after its inteoduction. This should suggest trends and success factors that muy
be important in formulating relevant palicies and implementing cost recovery
programmes clsewhere, It may also help in idemifying indicators for monitor-
ing programmes, and in formulating hypotheses for further research on cost
recovery. Mareaver, the case study describes 4 method of community financing
that has not often been presented in the literature. The imention 15 nol however,
to test a hypothesis (2.g. on the differences between direct fees and prepayment
systems). This would not be possible, duc to certain limitations:

The Tiwanaku progect ook place under specific conditions. It was located with-
in an agriculeral subsisience economy, and the degree of organization of the
Tiwanaku peasants diffees from that of many other cultures.

The study is a retrospective one: there were no controls for many of the varia-
blcs: other vanables that might have been interesting could not be included:
and no baseline study took ploce (for example, there was no survey of the
cermmunity w assess differences among the various sociocconomic classes),
The three periods described for the Tiwanaku project were very shon, too short
for the various types of community finaneing to develop to their full potential,
and 1o make a full assessment feasible,

The study describes processes occurring over time. Each phase was affected hy
different factors, For example, the influence of hypennflation and the struciural
adjustment of the Bolivian economy vaned with time. Also, other project activi-
tizs, in addition to those that are the focus here, will have mfluenced measures
such as wtilization rates.

The emphasis of this case study will be on qualitative data_ on the analysis of
processes that took place in the field. Among the facets coversd will be the
community factors that became evident during the study. such as the influence
of existing cultural and organizational cancepts on participation: the influence
of prepayment in kind; and the influence of cost recovery on the participation
of the community in the health care programme,

Chapter | provides the context of the case study. including brief information
on cost recovery in the literature; why it is on the agenda, the advantages and
disadvantages of community finuncing. and, if community fAnancing is to be
used, the available options. Definitions ol community participation will be



Directar of the NGO waits his turn, while members take the lead at @ meeting of the Caje

briefly discussed: this often neglected issue s ome of the most imporant for
community financing. Bolivian data relevant to the case study. plus a descrip-
tion of the project. will also be given.

The core of the case study, the process of policy formulation, is presented in
Chapter 2. This analysis uses a multilevel approach (van der Geest et al,, 1990},
describing the roles played by actors at all levels. Finally, some quantitative
data {relative financial inputs and wtilization rates) are presented, plus o qualita-
tive analysis of the unexpected side effects, Both the participatory observations
of the author and, where possible, the information from three external evalua-
tion reports of donor agencics are used as data,

In Chapter 3. key issues mised by the case study (including the decision of
the community to participate in community financing. direct fees versus prepay-
ment, the effect of local cultural concepts, the organization and role of the
community, the roles of others, and the effects of community financing on
health-seeking behaviour, economic inpur, and equity ) are discussed. Chapier 4
summarizes the lessons of the case study, including the need to collect informa-
tion before introducing community financing, to allow the formulation of a
stritegy, and some possibilities [or further research,

Much of the data used here was presented by the author in a dissertation for the
MSc course on Community Health in Developing Countries, at the London
School of Tropical Hygiene and Tropical Medicine. There, however, the focus
was primarily on quantitative data (summarized in Chapter 2); the present
Bulletin gives more attention to policy issugs, and, as noted. to qualitative data.






I Context of the study

Why community financing is on the agenda

Inthe 19705 and 1980s, the economic crisis decreased the financial resources
avallable for health care. Among other factors, growth rates in low income
countries (LICs) decreased, due to the oil cnses of 1973 and 1982, The demand
for Lic products decreased at the same time, Thus. in these countries there was
less purchasing power at household level 1o pay for commodities that influence
health, incloding food, health care, drugs, transport. water and sanitation.

At the same time, oil-producing countries had a surplus of money; their
investments created a willingness among intemational banks to offer cheap
|ans (about 7% interest) to Lics, Eventually these loans resulted in deficits in
Lics' halance of pavments. This occurred panly because their economies could
not afford payments on these debis, partly because their economies were not
well organized enough to invest the [oans in a proper way, and partly because
demand for their products had decreasad; but above all because interest rates
increpsed guite rapidly (at one point o 17%), This resulted in heavy debt
service pavments for Lics, and their economies deteriorated, In the eighties, the
age of Reaganism and Thatcherism, many Lics found themselves forced 10
implement adjustment policics for their economies. These were based on
stabilization (freszing salaries: culting governmental expanditures, including
slate subsidies) and on structural adjustment (decreasing imports, incréasing
exports). In most Lics, this meant first of all cuts in the social sector: education
and health care.

The resource gap for health care in Lics in 1982 was estimated at vs$ 30 bal-
lion annually: 14 times total external financial assistance, Dunng the economic
crisis external financing had increased by onlv 3-13%_ which was not even
enough to compensate for the effects of inflation or structural readjustment. At
the same time, the share of health in national budgets decreased in 11 of the 14
lowest income countries (de Ferranti, 1985). While other factors (including
donor pressure for local sustainability, population growth, and the failure of
free-of-charge systems) were also relevant, this resource gap explains in large
part the search for other sources of health care financing, and why community
financing - in which the user pays for health care — is on the agenda.

Options for financing health care services

In discussing the financing of health care, it 1s critical to begin with the level al
which services are to be financed. There are important differences between
financing primary health care services {primary bealth care at village level, or
health posts), and financing secondary-level health care (hospitals). Here, we
are solely concerned with primary health care.

To improve the financial status of primary health cane services, there is a wide
range of possible oplions (Foster, 1988; Stnson, 1982} community financing
is only one possibility. An obvious, but often overlooked, option is to improve
the cost-efficiency of services. Better management, plus decentralization of
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decision making. will often adapt the costs of a primary health care programme
1o local realities. Allocation of human and physical resources can be improved,
for example by using genenc, rather than brand-name, drogs,

Capital costs must be adjusted 10 maich the capacity of the programme 10 pay
the resulting recurrent costs. X-ray equipment, for example, should not be
bought before it is certain that financing is available for personnel. Volunteers
should not be trained if no funds are available for supervision. For transport, an
important cost factor in many prmary health care programmes, the cheapest
possible solution should be found, Marginal costs must be taken into account;
can the programme afford vaccination coverage that includes the smallest
villages” Such guestions should be asked (by donors to0!) 1o eliminate “waste'
in the system, before thinking of increasing Anancial inputs 1o the programme,

Another option for the government s 1o increase expenditures for health care,
inspite of ongoing adjustments to their economies, One way to achiave this
would be to reallocate resources within the public sector, perhaps from other
ministries (such os the ministry of detence), o health care. But 2 government
can also create new financial resources. through such measures as taxes on
alcohol and cigarettes, or notional loteries, Further, o government can scek
external aid to provide additional funding. This, however, will increase forsipn
dependence.

Fimally, there are various options involving cost recovery, in which bene-
ficiaries pay, in some form, lor health care. There are seveml considerations, no
matter which option is used. An initial decision must be made about which
cosis communily financing 1s 10 cover. This decision must specifically inclode
supplies (drugs, vaccines. fugl), salaries of all personnel (including cxpatnates),
infrastruciure (buildings. equipment. transport), health-related programmes
{water and sanitation), training (courses, health education}, monitonng and
evatuation. In each of these cases, payment of capital and recurrent costs
should be discussed separately. Finally, all costs 1o beneficianes must be taken
into account. Not only their monetary contributions, but also labour (construct-
ing health centres, volunteer activities with respect to health services) and time
{waiting time, travel time, panicipation in health education) should be counted
as payments into the system,

Among the options for community finuncing are, first, ‘direct fees™: fees paid
by peaple when they are ill, This may include pavment for drugs and/or ser-
vices, such os consultations, diagnoses, and operations. Secondly, “indirect
fees' may be charged = prepayment in one form or another. One possibility is
an insurance system for employees, who pay a fixed purt of their salaries. But
prepayment can also be used by those who do not earn fixed salares, This
could invalve a fixed contribution. or health curds (for o fixed number of
services or drugs) may be sold. Finally, charges may be paid in kind or in
labour.

These options suggest that many ways lead to Alma Ala - to adequate financ-
ing for primary health care. There is no single best way o improve the
financial situation of primary health care. and there is no single best policy for
commumnity financing. While this is often not done. policymakars have a duty
to constder all other options for improving the financial situation of primary
health care programmes before thinking of community financing; and, if
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community financing is considered, to understand its advantages and
disadvantages, and 1o assure that it is adapted 1o the local community,

Advantages and disadvantages of community financing

Cost recovery via beneficiaries is a quite popular option in multilateral agen-
cies (like UnicEr) and for o number of governments, Many arguments pro or
con user charges have been given (by, among others, Abel-Smith, [988; and
Griffin, 19871 some will be hriefly summarized, Those who favour these
charges say there is a need for ndditional funding for health care, and at the
same time each community his some financial potential. Hounseholds in Lics
already spend substantial amounts of money o purchase health care from the
private sector, whether modemn or traditional; thus they seem to be willing and
able to pay. Community financing can also attract resources that would other-
wise not be used, such as labour, local materials, and contributions in kind.
Maoreover, introducing community financing could increase cost-efficiency,
making health care cheaper. For example, efficiency of utilization of these
services would be expected to increase, because people would make Jess
frivolous use of health care services - fees would provide a disincentive 1o
overuse. User charges could also be expected to decrease the amount national
eovernments must spend on health, because thene would be less need for sub-
sidies. The argument is that the money thus saved could be used for producnive
sectors, which in tum would eventually belp 10 finance the health sector.

Community financing is seen as being favourable 10 health care consumers.
“Free of charge’ services provided by the public sector have not proven 1o have
great impact: the quality of these health services has always been low, and the
supply of resources always inadequate. Introducing community financing
should improve this. For example. as demand decreases, waiting time at health
posts will decrease; and becavse of community funding, drug supplies will be
assured. Community finuncing may produce funds 1o pay for externalities (pre-
ventive health care, water and sanitation, etc.) that will benefit all members of
the community, as well as the services themselves, Community financing can
complement formal social security systems, which normally cover only the
employed. Community financing 15 also a tangible demonstration of communi-
ty pamicipation, It can lead to empowerment via participation of the community
in decision making with respect to health care services, Community financing
gives the community the right to demand that services are acceptable. and
responsive (o their priorities, Abel-Smith also argues that charging fees will
create more awareness of health, which is desirable. Finally, he states that if
contributions are in kind, it would hold some promise of equity in areas with-
out significant wage employment, A prepayment system eould also increase
feelings of solidarity between the sick and healthy.

On the other hand, there are doubts regarding user charges; many of these have
to do with equity. Abel-Smith suggests a need for caution: community financ-
ing favours those health services for which demand is high. Also, except for the
points just noted, it does little to promote equity, Some argue in fact that
charging could decrease equity: there may be ‘willingness' to pay. but for those
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in low income countries who are expected 1o use pomary health care services,
“affordability” 1s often lacking.

However scarce, health care may be reganded as 2 commodity. Seen in this
light. while only those who are il pay, this commodity is also availuble to the
healthy. who are not charged. Charging can be seen as placing too great a
burden on the poor and the sick. Diseases are unpredictably distributed in the
population: public health needs are greatest among those who can least atford
te pay, and who often have less geographical access 1o health services, Tn
financing health care, risk sharing is necessary,

Cost recovery is often introduced in rural areas and shanty towns, while
services are ofien mainmained free of charge in politically sensitive areas, and
employees of ‘modern’ organizations (the military, the administrative sector)
are oflen exempted from pavment, Community financing may be an excuse for
government 1o avoid some of s responsibilities for paying for health care.
Such financing can result in the community paying the national external debi,
while this debt has usually financed items from which they derive little benefit.

Equity can be seen as the most important argument agunst user charges.
Griffin, however, states that 1o the end charging will have a positive ellect on
equity. He argues that both poor and better-off people already pay 2-5% of
income for health services, and that there are a variety of paymenl options that
are affordahle. even for the poor, It is also possible to differentiate charges
gocording to level of quality: this would have an eguitable effect {the “Robin
Hood" principle).

It is not @asy to deaw firm conclusions from these discussions. Many of the
arguments are hypothetical, and have not been tested in the field, The evidence
comes pomarily from cross-sectional and a few retrospective studies, with the
consequent limitations. Figld observations relevant to these arguments will be
presented in this Bulletin, For the moment. we conclode that there may be a
place for community financing of health care; that 15 problems of equity can be
solved if several criteria are taken into account,

have other options for financing (including limiting expenses and obiaining
government support) been explored to their full potential?

what will the level of fees be 1s this affordable for the community” have
seasonal varations in ability to pay, ete., been considered?

how will the funds obtained from cost recovery be used?

hiow will those who cannot afford 1o pay be 1aken care of?

how will policies regarding cost recovery be formulated — who will take part in
decision making?

This last point brings up an aspect of community financing that has often
been overlooked: the ‘participation” of the community, The question 15 whether
this will involve only participation in paying the cost of health care. or will
decision making on policies, including guality and type of services, be
included?



Community participation in financing

The Alma Ata declaration sees community participation in pnmary health care
as essential, It is interesting to see that, in the literature on COSI recovery in
hzalth care. community panticipation always means playing a parn in paying
these costs, An attempt will be made here to define community participation
fur the purpose of this study. Rifkin et al, (19887 stress that before defining
community participation, it is important firse to define the ‘community”: a
group of people, living in the same geopraphical area, sharing the same basic
values and organization. Navarro (1984 ) adds that a community shares the
same basic interests; it is a set of power relations which divide individuals into
different categories — power is (uncqually ) distributed according 10 these cate-
gories, Often, the definition {5 based on epidemiological criteria; the community
as target or risk group. However, these criteria will not be used hers,

Almost all definitions of community panticipation are very complex and
extensive; the simplest is that of Abel-Smith (1988): ‘People who live together
in some form of local social organization, getting together and undernaking
collective action — a concerted action for the benefit of people who share a
common interest or purpose.” To approach a definition for use in this study, we
add further characterizations. Rifkin et al. (1988) define community particips-
tion needs: the community actively pursues identification of its needs, takes
decisions and establishes mechanisms o meet these needs. In the context of
primary health care, this process focuses on the ability of these groups to
improve their health and health care and by exercising effective decisions o
force the shift in nzsources with 2 view 10 achieving equity. Muller (1983) sees
communily paricipation as increasing people’s control over social, political,
economic and environmental factors that influence their health. This is similar
to Navarro's definition: individuals (or families) assuming responsibility for
their own health and welfare,

Over time. many lessons have been learmed with respect to community partici-
pation. Among the major points: Foster (1982) wams that, contrary to popular
belief, communities are not homogeneous — nor do they instinctively see a
reason 10 cooperate for the ‘common good’, Particularly in poor areas, indivi-
dual concerns often override community goals: only when scarcity of resources
is remedied and people become better off economically can cooperation tuke
place. Even then, cooperation requires that people see the “common zood” as
being in their individual imerest as well. Harpham et al. (1988) sugzest that
participatory diagnosis can help to overcome these obstacles. According to
Freire (1987) this should be based on an “action-reflection’ approach: the
community undertakes action that reflects the expencnees it has had. based on
former acuons. Ideally. this should be stmulated by u cutalyst: someone (a
leader or an outsider) who challenges ( ‘problemarnizar 'y the solutions proposed
by the community.

Rifkin (1988} describes other lessons reparding communily participation.
First: it is not possible or even useful 10 state a universally accepiable defini-
tion of community participation. Second: it is not possible to build broad,
self-sustaining community participation based on health services alone. Third:
it is not possible 10 consider community participation outside a political
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context. Fourth: it is not realistic to propose a model for managing community
participation in health programmes. She therefore proposes asking the
following guestions when participation is considered: “why' participation,
‘who' participates, and ‘how’ do people participate. The benefits, activities,
implementation, monitoring and cvaluation, and planning of the health services
are determining factors with respect to participation.

Bolivia: demography and epidemiology

Baolivia is, with the exception of Paraguay, the only Latin American country
with no coastline on either the Atlantic or the Pacific Ocean, This has serious
impications for s potential for impons and expors. The country covers
679,619 sguare miles; in 1987 population was estimated at 6.7 million. Popula-
tion density 15 thus 10.8 persons per km®, and the population growth rate is
2.6% per vear. The fatter results from a stable crude birth rate of S0/1000/vcar
and a crude death rate that has declined from 291000 in 1950 to 16/ T vear
in 1985, Fertility in Boliviais high: 6.7 pregnancies/woman of 2045 years,
with a ugher fermility rate for meal women (up to 8§ pregnanciss/woman for
illiterates), (World Bank, 198975,

Forty-three per cent of the Bolivian population are under 15 years old: and
48% live in localitics with more than 2,000 inhabitants: the rest live i rural
areas where mountains, rivers, and lack of roads make travel difficult. In the
country as a whaole, 36% speak only Spanish, 145 only Quechua, 85 only
Avmara and 429 Spanish plus another language (Census, 1976). The
Altiplano, whers Provecto de Salud Tiwanaku is situated, includes 165 of
Bolivia's land but 38% of the population.

Economic zituation

Tahle 1

After many coups d'état (since 1951, these have ocoumed on AVErage once every
9 months) a democratc government was elected in Bolivia in 1982, In 19283,
hyperinflation began to hinder economic development, with Goe shrinking
more and more, and inflation rates developed as shown in Table 1 {Cole, 19587
In Awgust 1987 o readjustment of the Bolivian economy was announced, The
strategy was, in brief, stabilization; a freeze on salanes, cuts in social (includ-
ing health) sector expenditures, liberalization of imports and exports, plus in
effect legalizing the black market in currency by tving the monetary system (o
the us dollar. This resulted in 198% in economic growth of 0,45 and inflation
of 165, but at a high social cost: 70% of miners and 20% of civil servants lost
their jobs (World Bank, 1989}, Between 1975 and 1988, the cost of a basic
basket af the goods a family needs increased as shown in Figure 1 (Usaln,
19887, This figure demonstrates that, although many conditions were difficult
for the Bolivian population dunng hyperinflation, basic supplies were mora
affordable than dunng the readjustment of the Bolivian cconomy.

Annual inflation rates in Bolivia, 1983-1985

1983 3530%
1484 2,300%

1585 29,8005
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Figure 1 Evolution of cost of basic basket of poods. 1975-1988
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Epidemioclogical data and health care

Mortality rates in Bolivia are among the highest in Latin Amerca. Marernal
mortality is estimated at 48/10,000 live births, child morality a1 163/1000 live
binhs. However. there are important differences within the country. For
cxample, the following ranges have been recorded for child mortality per 1,000
live births (Usaip, 1988y

= arange of 97 to 134 in wrban areas, against 120 w 210 in rural areas:

¢ 75 for literate mothers versus 220 for illiterate mothers:

= 1216 in Spanish-speaking mothers, but 239 in mothers who speak Aymara.
The most important reported cuuses of infant and child mortality are acute diar-
rhocal diseases; acute respiratory infections; perinatal infections: and infections
preventable by immunization. The most imponant causes of morbidity in adults
are tuberculosis, trypanosomiasis (Chagas™ discase) and skin infections = ull
typical 'disenses of poverty” (MO, 1986).

Health care accounts for 1.95% of the national budget. The Ministry of Health
imoi) of Bolivia employs around 11,000 professionals, Of these, 1,500 are
medical doctors, 250 are dentists, 750 are nurses, and 2,600 are auxiliary
nurses. In urban areas there 15 one doctor for every 1,000 Bolivians: in rural
areas this figure is one per 7,000 (World Bank, 1989}, The Mo is, however,
not the enly entity that provides health care. According o the Ministry of
Health, of all patients in 1986, 365 were seen by Mo facilitics, 28% by the
social security svstem. 7% by private commercial clinics, and 29% by non-
profit xGos. However, the Mo states that 305 of the patients who were ill had
nor access whillsoever to services,
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2 Proyecto de Salud Tiwanaku

In 1954, Radio San Gabriel was founded in La Paz to broadeast educational
and pastoral radio programmes in Avmara, the most prevalent local language in
the area, The Eoman Catholic Archdiocese of La Paz is responsible for the
radio station, while its activities are carried our by the La Salle lay brotherhood
(Los Hermanes de La Salle). At present Radio San Gabriel broadeasts on AM
frequencies in Avmara for the rural population, and on FM in Spanish for an
urban audience.

I 1980, a Bolivian medical doctor was working in the Tiwanaku area on
ussignment from the Ministry of Health - his ‘rural vear’, a requirement for
obtaiming a2 medical degree. With the villagers of Tiwanzkn; he concluded that
health care services in the area were poor: there was a shortape of medical
equipment and supplies. Together they requested that Radio San Gabriel start a
health care propramme. Radio San Gabriel apreed that this was necessary; also,
they saw Proyacto de Salud Tiwanako (psT) us o way of putting the healih
education offered by their radio programmes into peactice. Thay then asked
doner agencies (Usall and the Inter-American Foundation ) to finance rs1, As a
result, a health centre was built in Tiwanaku, as well as sixteen health posts in
surrcunding villages; transport, medical equipment and supplies were provided;
and auxiliary nurses were trained to provide health care at the health posts,
{Appendix 1 illustrates the activities of Radio San Gabriel, including =1,

PST started activities in the highlands of Bolivia in late 1982, The direct catch-
ment area (the ares i1 serves) 15 siluated near Lake Titicaca, and the Peruvian
border. It comprises 48 communities of SO0 10 2,500 inhabitants cach, reaching
atotal population of about 60,000, In this srea, three communitics are clearly
visible as villages (puebloz), with an aggregation of houses, Tiwanaky is one of
these. The other villages (comunidndes) consist of dispersed houses, Tn this
area, PST provides curative and preventive basic haalth services (no hospital
services are included), plus health promotion — and community-based health
activities.

Health care workers in the area werg paid by the project at first, but over time
more and more salanes were taken over by the sion. At the end of the study
pericd, personnel included two doctors (one paid by pst, ane by the MoH), a
dentist, o nurse, two auxiliary nurses (all pasd by the so1). and administrative
personnel (paid by psTh all working at the health centre of Tiwanako, One
auxiliary nurse lives and works at each health post (when the study period
ended. 10 nurses were paid by ps1. and 7 by the sor), Finally, st had trained o
number of voluntary village health workers; 23 female health promoters, and
4 administrators of the prepayment system described below,

For this study, the history of ps7 will be divided into three phasss. At the initia-
tion of the project, bealth services were provided free of charge. In 1984, the
Bolivian doctor was replaced by two expatriates, and an external evaluation
took place. A decision was made to have the programme focus more on prevent-
wve Care, and to charge for curtive services and drugs. The communicy
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appeared relatively uninterested in preventive care, so vanious tvpes of health
education campaigns were started. Later, active community participation was
sought. and the community decided to start a prepayment system 1o pay for
health care, Thus the three phases, according to the type of community
financing, were:

Phase 1, 1980-1984: health services provided free of charge:

Phase 2, 19851986 direct user fees for drugs and services were introduced,
Phase 3, late 1986-1988; in addition to direct user fees, a prepayvment plan was
introduced,

This three-phase categorization makes it possible to assess ditferences between
virious types of community financing. and to look both at how policy making
came about, and at the effects of differem forms of community financing on
both health care and its consumers. Events during these phases will be briefly
summarized in the following paragraphs: explanations and background
information regarding this history come later, under 'Policy making in 57"

[Curing Phase 1, the community had contrbuted labour, .. for construction of
health posts, but health care services (consultations, drugs, and so forth) had
been free of charge. In 1984, however, &1 had 1o seek financial support from
its heneficiaries to recover the costs of health services. The several attempts
made to start a prepayment system bad not succeeded: therefors, in Phase 2 psT
decided to charge direct fees, These fees included charges for consultations and
drags: preventive care, government programmes (such as control of tuber-
culosis and diarthoea ), promotional acuvities, and haalth education were still
free of charge: pregnant women and children under five vears of age were
cxempted from payment. Funds from the direct fees were used only o buy
dmigs, and not, for example, to pay salanes of health care workers,

In the third phase a prepayment plan, the Caji de segure de salind campesing
Tiwarakn (2 health insurance system for peasants, hereafter to be called the
Cafery, was founded as a pilot project in 14 of 48 communities. Prepayment in
the Caja was based on the production of potatoes on communal lands. This
third phase will be the focus of much of this Bullatin,

To become a member (focto - an associate) of the Caja, a family had o
contrbute seed potatoes to the community organization. In addition, a5 a vearly
conteiontion 1o the Caja, at least one family member had to work on the com-
munity lot for production of potatees. Work included seeding, harvesting, and
cleaning the lot, and was usually done on specific days, together with all other
members. Some of the barvest was kept for use as seed potatoes in the follow-
ing yvear; the remainder was sold on the market, Profits were used to pay for
drugs, to pay a banus to the auxiliary nurse, and 1o renovate the health centres.

Initially. there were separate prepayment systems in each community, In less
than a year, this changed: the variows prepavment plans united. becoming ‘the
Caja’, The expectation of the Caja was that every community would plant the
same quantity, using a plot of land of the same size, regardless of the number
of members present in the community, The local organization, however, was
decided by each community, and differed substantally from one communmity 1o
ancther. In some. all inhatitans had 1o want to take part; if they did not. the
community decided not to enter the Caja. In others it was enough for a part of
the population to be interested.
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Any family that wanted to join could do so by providing the labour of at least
one family member. This gave all members of the household a righe to ‘free’
bealth vare services at the Tiwanaku health centre and local health posts. When
the Caja had been in existence for one veur, members recerved access to the
Torax Hospital in La Paz. Contributions to the Caja (in labour or seed potatocs)
wiere independent of both the number of health care services used. and of sk
ractors such as age. Patients who were not members could receive services, but
had to pay direct fees for drugs and services; such money went to the Caja.

Responsibility for checking on members” contributions and Lor granting
exemptions from payient rested with individual communities, Such checks
were carried ouat by using health cards, which were siven to families when they
turned inan initial lot of seed potatoes. Thereafter, each time a family member
worked on the community plot the person in charge would sign the health card,
giving the household the nght to services free of charge. Also, the health centre
registered all member families.

Those who had initally planned p5T did not have a say in the management of
the Caja. although they supported it with enthusiasm, It was an indspeandent
people’s organization, headed by representatives elected by each community,
Together they formed the exccutive body of the Caja, the ‘health defence
commities’, Executive tasks were distributed among various commitiees. in-
cluding the administration committee (responsible for dav 10 day management,
inclueding enrolment in the Caja. registration of the harvest, and bookkeeping),
the “vigilance commitiee’ (which monitors the work of the administration
committee). and committees for education and trade, The education committee,
along with a lechnical commitlee, is in charge of raising awareness (prevention! |
in the communities, and for training the representatives. The rads commities,
on the other hand, s very much linked to the specific nature of the Caja: it is
responsible for the commercialization of potatoes. Every three morths, o
general assembly of the Caja takes place, in which at least 10% of members
from each community must participate, Here cach committee must report on its
activities and financial accounting. An erganization diagram of the Caja is
shown in Figure 2,

A multilevel look at policy formulation

The major issues raised carlier will be addressed in this section, including why
community financing appeared on the agenda; the influence of local cultural
concepts on policy formulation: the effects on community participation; the
financial tnput from community financing in ps1; and the effects on the utiliza-
tion of health care services. Using a multilevel approach (van der Geest et al.,
199407 this implies asking both what happened, and why it happensd; and.,
above all. looking at the role of the various actors, their interests, and the
effects on the programme and its consumers,

The appearance of community financing on the agenda

Among the actors and interests involved were the donor agencies, the Inter-
American Foundation (1aF) and Usain. They saw the project as an interesting
way o allocate their budget for health care in Bolivia: an noo like Radio San
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Figure 2

Organization diagram of the Caja de Sepuro de Salud *Tiwanaku’
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Gabnel (reGr was thought 1o be a more reliabls pariner than the moR for start
ing health services in the area. rsG could broadeast health education programmes,
and had the oreanization necessary to create a programme that was financially
and orpanizationally sustainable,

The donors planned 1o finance the creation of infrastructure during o four-
year period, alter which they could withdraw, with the son taking over
responsibility. During these four years, RSG was to create the conditions for the
Mon (o assume responsibility, mcluding training auxiliary nurses as a source of
inexpensive labour for yvears to come, and organizing a revolving fund to pay
recurrent costs of at least essential drags, In Phase |, however, after health
facihties had been constructed, years passed before donors sent supplics and
equipment. {Because of a coup d’état, delivery of inputs — from transportation
to drags — was delayed for four years.) This not ooly led o 2 negative image
among the local population, but alsa made it difficult to begin curative services.

Before Phase 2 began, vsaln carried out an external avaluation (Favin, 1983
As g resultl, vsalb withdrew as a donor, finding too little perspective for future
sustainability (no cost recovery had begun), and little measurable benefit from
their invesiment (low utilization rates and few promotional activites, including
under-use of the pedagogical potential of the radio starion ). Therafore, in the
second and thind phases, taF, which saw external conditions (inflation, lack of
donor support) as the primary causes of the problems. was the only donor. Bu
1k did not take over all usato tinapcing, Thus there was an wrgent need for
community financing; without it the programme could not have continned,

A second external evaluation (Vargas, 1980) concluded that health education,
praventive care, and utilization of services bad improved, and that due 1o the
Cuju active community participation had begun, This suggested to 1aF that they



had been night in deciding to go on with financing. They were more interested
in investment in the development of local campesino organizations, and in the
participation of the community in health care decision making. than in
demonstrable cost—benefit relationships. Thus 1aF decided o continue aid into
the third phase.

Another actor was the Ministry af Health, which had no means to finance a
health care programme in a rural area; the major part of its limited funds was
spent in cities. Moreaver, the MOH knew its services in the area were perceived
as being very bad. Therefore, it was happy to receive the donors’ offer to pay
the capital costs of psT, knowing that the infrastructure (health posts, jeeps,
medical equipment) would become MoW property after the four-year project,
Thus the mos did not refuse the offer and did not complain about its lack of
involvement in ps1 policy formulation, Neither the mon, the NGo, nor the
donors assessed the capacity of the MoH to pay recurrent costs after this four
year period. As noted in the final section of this chapter. related problams wers
already apparent in Phase 1. When this phase ended, the Mo had even preater
financial problems, due to the beginning of the structural adjustrent programme.
This made it even more necessary for the NGo 1o consider alternative funding.

The Mo agreed to the introduction of direct fees in Phase 2 because these
were similar to fees they were already planning to charge in other areas,
Further. this was seen as a possible way 1o pay recurrent costs after the first
four yvears. when the mou would be in charge of project acrivites. There were
many doubts, however. about the organization of the prepayment plan in Phase
3: the mox had no control over the funds (since this rested with the commu-
mity), and in fact the community began 10 make demands on the Mo, using the
prepayment funds as a power base. At one point, for example, representatives
of the Caja demanded that the District Medical Officer be changad, because his
attitude towards patients was very poor, Another time they demanded that the
yoH lake over more of the salaries of ps1's auxiliary nurses, 10 make these
salaries secure for the future. They used the fact of their payments for drugs
and salary bonuses for the auxiliary nurses (which the smor could not afford to
pay) as an argument in the negotiations. Then the MoH - even though the plan
fitted in the national health policy, including cost recovery from beneficiaries
and active community participation = began to ask ksd if the prepayment plan
was 10 fact a peasants’ political organization.

The ~oo, Radio San Gabriel, pot involved in the project not only because it was
convinced of the need for health care in the aren, but also because Provecto de
Salud Tiwanaku offered several advamtages for the NGo itself. There was the
opporunity to put the health education and promotion of self-reliance coverad
by its radio programmes into proctice, But also, for some time 756 had wanted
to broaden its activities beyond those of a radio station, moving more in the
direction of an voo. Finally, the project was a way 1o improve the public image
of RSG.

In Phase 1. ksG defined the policy of the project with the donors, without
involving the Bolivian Mo, health care workers, or the Jocal population. The
distribution of health posts, for example, was decided without discussion with
the local communities. The donor demanded community financing; therefore it
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appeared in the policy of the project. RSG was quite hesitant to implement it
however, due to practical problems. For example. there was a high rate of infla-
tien, and r5G believad the people could not afford to pay. But also it Teared
charges might negatively affect its image. Since psT had been estahlishad,
several (in fact, 13} other NGos had begun providing health care of varving
sorts. and none charged for services. Moreover, they gave presents 1o people 1o
attract ‘customers’: the competition between G605 was quite serious. At the end
of Phase 1, R3G feared the project would fail; the results were not very promis-
ing. The Bolivian doctor was fired, partly for this reason, rsi then contracted
twir expatriates (including the author), hoping they would improve project
results, In Phases 2 and 3, gsG pul these two expatniates in charge of all policy
making and resource allocation, except for the administration of donar funds.

The roles played bv fiealth care workers, as actors. varied as the participating
health care workers changed. The Bolivian doctor was given only technical
tasks: he had to leave policy making to the sGo, Only on the issue of commu-
nity finaneing did he have some influcnce: he withdrew the issue from the
agenda, This was in part because he was a native of Tiwanaky, but also he and
the auxiliary nurses were afraid of losing clients to other MGos. Their activities
had just begun; it was necessary 10 ‘ceeate a demand” for Western-style health
sepvices, especially since their salaries and futures depended on the success of
51, The argument they used, however. was that the benelicianes would not be
able to pay.

The two expatniates (the professionals who were the “planners’ in the second
and third phases} were quite familiar with the project and the area. They began
their work with cerlain hypotheses: to back these op (and to improve the appeal
of the project to NGos and donors, by being able to state ‘this is what peopls
need and want') they implemented a neads assessment in the communities, The
riesults appeared to confirm their ideas; a demand for improvements in the
quality of services, including curative services. was indicated, They decided 1o
give more sttention to training and supervision, improving the health informa-
tion system, preventive care, health pramaotion and health education.

The planners had 1o reorient the project towards sustainability, including
financial sustainahility; this was an acute problem since one donor was ahout 1o
leave the programme. To make 11 possible for the MoH o take over the project
in the fumre, they reduced recurrent costs. They made several attampts 10 start
o prepayment plan; these failed, since the community refused to pamicipate.
Later it was realized that this was because the community had not been
siufficiently involved in making the plans, When the planners were unable
start a prepayment plan, they introduced direct fees, The community was nol
happy with this initiative, but the planners did not see a need to seak their
approval (since direct fees sugeest the availability of services, which people
then decide whether to use or not). Instead they tnied to explain the concept of a
revolving fund, comparog health care costs with the costs of their agricultral
enterprise,

When Phase 2 ended, the planners had the impression that the community was

not actively ‘pamicipating’ (see the remarks on community participation in
Chapter 1), even though this had often been invited. They looked for strategies
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to get local population more actively invalved in decision making, and decided
to challenge community members. They invited all heads of the sindicates, the
peasant trade unions, (in their capacity as ‘mavors’, as deseribed below) in the
area to a meeting. and explainad that the mod would take over the project with-
i i short time. The mayors did not find this an attractive option. They did not
have confidence in the MoH, and expected the change would resaltin the existing
equipment being moved to other places, and so forth, The planners asked them
o sugpzest an altermative, but they were unable to do this, This time the planners,
instead of providing one of their own, asked rhe mayors 10 look for a solution
and come back in two weeks. When the mayors came back with the idea of
creating a ‘defence committee’ for health — to deal with external relationships
with the soH, and needs such as maintaining control over the health care
equipment in the community - the planners confronted them with new questions:
what such a committee would do: what to do 1f there were nothing 1o “defend’
(that 15, how to keep up interest in the committee durng a period when there
were no problems). Again the mayors were asked 1o find a solution.

Thus began a new process, broadening the issue: instead of asking community
members 1o give feedback on the planners’ solutions. the planners gave fzad-
back in the form of posing questions related o the solutions proposed, first by
the mayors and later by the defence committee. Thus the role of the protession-
als changed, They had been simply planners of the project, but now they were a
catalvst for callective action, in a process approach ithat is, with emphasis on
the process, rather than on the outcome; this resembles the action—reflection
model of Freire, [987), One result was that - in response to a question abowt
who would have the power in the project, and why — community represcota-
tives themselves proposed a plan bascd on prepayment in kind,

As the Caja developed. the professional planners lell decision making to the
communily and its representatives. but they facilizated its development
however they could. Clearly the Caja was in their interest; the community was
participating actively in ps1 and had staned a prepayment system: hoth wers in
accord with the planners’ objectives for pst, Among the ways they were able to
support the Caja were:

publicity on the radio station;

creating a guaranty fund (first-year costs of the Caja were covered by rSG, so
that its income could Be put in a bank account);

acting in an advisory role for organizational matters;

providing safeguards — an accountancy role for the Caja’s bookkeeping, and
acting as an independent arbiter in checking the harvests of the various
communities.

This last set of ‘safeguard’ roles may have been assigned o the planners
because they were expatriates: they did not belong to a particular community or
local social class. But also, they had ained the confidence af the [ogal
population. This role turned oot to be very imporant, as will be seen helow,

The role and involvement of the community also varied throughout the phases
of the project, Ininally, representatives of the villagers of Tiwanaku were asked
by the woo if they would Lke to have health care services in the arca. Many had
visited clinics and hospitals i the capital, and were interested, Moreover, they
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telt an archasologically famous city like Tiwanakn had a right to access 1o
maodern health care, and were willing 10 build the needed facilities. They weare
not, however, prepared to pay the recurrent costs that followed: they believed
that, having paid the capital costs. they had already done enough. This did not
change in the second phase, although some were willing to pay for the new
drugs = because they were imported from Holland, and therefore presumed to
be hetter than the national brand. The low quality of these drugs had been a
frequent complaint.

The sdea of prepavment was brought up by the communities themse|ves in
Phase 3; this had a grear deal to do with the fact that participation in pavment
of costs was expected to increase their decision making power (see the section
below on effects of community financing on community participation ), How-
ever, the methadology of the planners, who pressed the community to look for
a plan that was feasible for them, was also important. The resulting solutions
fitted the cultural, social and economic possibilities, As discussed in the
following section, cullural concepts were decisive in the development of
community financing for psT.

The influence of lacal cultural concepts

Ancient Andean cultural concepts and organizational forms highly influence all
health-related activities in Bolivia, In this Bulletin, the emphasis will be on
cultural concepts regarding the distribution of political tasks, and on the
economic concepts of the community. which have proven very important to
this case study.

Economic concepts. A number of cconomic systems and concepts are fownd
within the Aymara culture in this part of the Andes. For example, avei (pay-
ment in services. or occasionally in goods) is an imponant basic Aymara
institution, in which peasants set up a system of exchange with respect 1o work,
For example, after having received help from someone in the community in
building a house, the recipient owes the helper labour or products (like pota-
toes). A person who is il {or bis relatives) owes the traditional healer a4 certain
amount of work or products in return for treatment,

The ayne system may explain why in Phase |, after the community had contri-
buted to capital costs (giving local materials and labouwr for the construction of
#57 health posts), they did not want (o pay more 1o cover recarmrent costs
(services and drags). They felt they had a right 1o demand health care free of
charge, 1n return for their gift.

In the ancient Aymara culture, trading was always based on payment in Kind,
not in currency. Silver and gold had not a trade value but a sacred value: they
belonged to the gods and were used only in rituals, Further, Both Inca and
Spanish conguerors included demands for silver and gold as a part of their
oppression. For both reasons, monelary payments still have a symbolic value,
in addition to thair current wse as a means of economic exchange {Plar, 1987,
This may partly explain why there was little response to the direct fees stralegy
of Phase 2: fees were charged in currency. It was very hard o convince people
o pay for services and, to a lesser extent. for drugs.
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Turgaging (exchange) — bartering one product for another — is another
impartant concept in the Avmara culere, Clearly avni and turgasina had an
important influence on the local creation of a prepayment system basaed on
potatoes. Most community members were much more willing to pay in Kind
than in mongy. In Phase 2, treatment by a doctor or norse at 4 patient’s home
always meant arguing about the fee. Often however, even after paying in cash.
the panient offersd o pavment in kind that was many times the cash payment,
Charging in kind for services was much easier for people to aceept.

The Caja, as proposed by community members in Phase 3, shows similarities
with o subsistence strategy used in Inca times. During their occupation of the
Balivian highlands, the Tncas created a strategy for the local subsistence
economy. The harvest of every peasant farmear was distributed in the following
way: 10% tor the Inca king, [0% for the leaders of the federation of communi-
ties {to be used for visitors, religious feasts, ete.), 255 for the community (a5 a
reserve, in case of bad harvests): the remainder was lor personal use. This
strategy had not been followed in the area for 2 long time, However, some
anthropologists suggest that this ancient concept may have plaved an important
role in evolving o prepayment plan (T, Platt, personal communication). This
would help to explain the success of this plan, even though the community
financing literature regards such Svstems as very difficult to create, and even
though the planners had failed several times in attempts (o establish similar
efforts. Thus we see that on the Bolivian Altiplano concepts such as risk
spreading, disaster preparedness, prepayment, and community organization
used in such a plan had been present since anciznt nmes.

Clrganizational concepts. Communities in this area have been organized into
units called avilus for centuries. Since Bolivian agrarian reform (1951), the
government has organized the ayllus into sindicatos, They are superimposed on
the original organizational structures of the avllus, and have geogruphical
boundaries that are ofien, but not always, the same. The sindicatos ars at the
base of the pyramidal organization that makes up the Ministry of Agriculture,
Leaders of the sindicatos always serve as mayors, but they may or may nol also
be the leaders (flacatas) of the trmditional ayllu. It was with the mayors. not the
jilacaras, that the 8GO started negotiations for creation of a health programme,
In the second phase too, it was the sindicatos who were consulted for a needs
assessment. In the third phase, at first the mayors were consulted; later, the
representatives assigned by the community were often more closely related to
the ayllu structare.

In these communitics. leadership is not something to be aspired w, which
benafits the individual: rather it is a specific duty {carge) which should be
accepted as one's responsibility 10 the community. Villagers are hesitant 1o
assime such duties, because of the expense of the accompanying rituals and of
providing refreshments for leasts (alcohol and coca leavesy. But in return they
achieve prestige and become an elder: the number of duties implies o hierarchy
of prestige (Bastien, 1978). In communities where the Caja fitted into the
ancient ayllu structure, work of representatives 1o the Caga was seen as a duty,
This affected the organization of the Caja positively. but also cavsed difficul-
ties. as shown below.

The initiative that was to become the Caja began i individual communities,



The planners thought it would be more efficient, although very difficult. to
unite the communities in one prepayment system. Nevertheless, such a union of
communities “spontaneousty’ appeared. This was presumably due (o the
linkages — invisible to the expatriate planners - within and between federntions
of ayllus: Aymara communities have always been dividad into ‘conguerors®
and “vanquished’. This results from wars in ancient times, when relationships
had to be established after one ayllu had conquered another. Leadership in
ayllus was based on principles of reciprocity and a search for equilibrium in
distribution of power. Power had to be distributed equally between conquerars
and vanquished, not only within but also among ayllus. Within a lederation of
n}'llus.z the conquerors and the vanquished formed two groups thar overrode
other organizational boundanes. resulting in linkages between ayllus,

Communities sought structures that avoided monopolies on power, al any
price. Although not always clearly visible, these ancient mechanisms are still
present in the Aymara society, ond can still be seen in traditdonal dances (Plan,
1987): and lendership within an ayllu still generally rotates between conguerors
and vanquished. This presented a problem. Because of the importance of a
balance of power, it is expected that such a rotation will take place every vear;
this expectation extended 10 representation in the Caja and its committees. This
implied that either new representatives would have 1o be trained each vear, or
that they should receive a salary, paid from the income of the Caja: then the
task would no longer be seen as a cargo,

The attempt to achieve equity among independent communities within
federations suggests an explanation for the remarkable fact that imually each
community was required 1o make an egual contribution 1o the Caja. regardless
of the number of people in exch. Within communities, a search for an equitable
distribution of responsibilities was apparent in heavy social control over ¢ontri-
butions, The methods were the same as used in many homogengous culrures:
accusing defaulters in public. arousing feelings of shame, holding trials (with
binding punishments}), and so fonh. In the case of the Caja, ransgressions ofien
had 1o do with failing to bring in seed potatoes, being late. or giving seed
potatoes of infenor guality. After discussing such failures, the community
assembly decided the punishment. This might have been a larger than normal
contribution of seed potatoes, or extra ficld fabour (perhaps cleaning up), When
a member had not contributed at all, no punishment was necessary, The family
would not be able to show a recently signed membership card, and would not
receive “free’ health care.

Another traditional arrangement is a special relationship between the vecinos
icitizens) of u pueblo and the campesings (peasants) of the communities
teamunidades ). Vecinos are tradesmen who are relmtively well off; they serve
as intermediaries in marketing the local products of the campesinos, Between
veginos and campesinos (but also within these groups) there 15 oflen a padri-
raje (godparent, or protective relationship), This is based on the relationship
among godparent, godchild, and godchild's parents; it includes moral, financial
and political protection. The godparent is usually someone of a higher socio-
economic status than the child's parents, who in return gains prestige and cheap
labour, provided by the parents (Albo et al., 1989),

This appears to have made it possible for vecinos 10 us¢ campesinos in the
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construction of health posts in Phase 1; no vecinos panicipated in the construc-
tion. although they perceived the project as their own: they had made the
arrangements, and as padrinos (godparents) had instructed the campesinos 1o
build the posts: further. the doctor was a native of Tiwanaku. The doctor was
himself a padrino for both vecinos and campesinos, having armanged the health
care programme for them, This was a problem, since it is difficult for a padrino
to charge fees for services, He explained his failure to charge to the sco by
saving that the campesinos could not afford 1o pay,

The grouping inlo vecinos and campesinos also led to irdtation in the second
phase, when the planners put more emphasis on health care in the comunidades
than in the pueblo, But real problems started when the Caja began to function
as an intermediary in trading potatoes. The Caja (of which only campesinos
were members) then became a threat to the vecinos” income. Initially, the
planners within the Nto were able 1o protect the project; three months after
they left st (1989), the vecinos attempted to close it down. But meanwhile the
Caja had developed enough institutional strength to overcome the problems.

Aymara culture has always been very persistent: the Aymara are very proud
that their culture has survived the oppressive rule of the Incas, Spanish, and
mesiizos (those of mixed Spanish-Avmara paremage). Aymara political
structures were repressed by the Spanish, so that several wraditional organiza-
tional concepts and structures had (o be masked. When Bolivia became
independent. almost all national leaders were descendants of the conquerors:
the political situation of the Ayvmara did not change very much. Their culiune
was seen as inferior, and nanonal political structures were imposed. Nor was
thers much change in social and power relatonships when the 1951 agrarian
reform was introduced, though it was meant 1o liberate the Avmara peasants.
People are proud thar all of this has not changed their culture {although this is
frue only to a certain degree). Foreign donations have always been accepted
gladly, but with some reluctance due 1o their cultural pride: it makes them feel
dependent. Independence from external financing was an imporant argument
in the development of the Caja. In meetings with the committee and duting the
assemblies, this was often mentioned as an important motivation for going on
with plans. And in discussing food supplies, those who opposed donations
almost always asked "how can a proud culture like the Aymars, who survived
the Incas and the Spanish, accept charity {rom other strangers’”

These examples suggest that the Caja brought out a number of traditional
cultural concepts, which often still exist, though ina dimentary form. The
process approach used o organize community participation may have been
responsible: people organized the Cajs in a way that was feasible for thern.
within their culture,

Effects of community financing on community participation
Community participation affected the introduction of community financing
and. not surprisingly. the converse was also true. As discussed above, in Phasc

| community participation for the campesinos was limited to construction of
health posts — and receipt of benefits in the form of ‘free’ curative services.
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health education and training for auxiliary nurses, Nurses were chosen by, and
from, the campesinos. but they had no real influence on the decision making
process: there was no participation in implementing health care (the auxiliary
nurses became representatives more of the N0 than of the community ) in plan
ming, in monitoring, orin evaluation of the project. Community participation in
decision making was limited to giving feedback to the planners on plans that
had already been designed and developed.

This changed very Little in the second phase. Benefits increased: quality of
services had o improve, so that people would pay for them; women in develop-
ment (win) activities and literacy courses were added to the services. However,
the campesinos did not necessarily see these as benefits. At this tme. participa-
tion primarily nvolved attending project activities (such as health education)
which took a lot of dme: moreover, it required comributing to the project’s
costs. by puying fees,

The lack of parmicipation of the campesinos in the decision making process
was not because they were not interested, or not allowed o participate. at least
in some lmited wavs, But they did not know how to participate, They falo
inszcure, thinking they had too [ittle knowledgze about health care; thers was no
platform for community participation, As in Phase T, they had no power base 1o
act as o partner in the negotiations: often thers was o ‘take ILor leave iU sitwa-
tion. Therefore, regarding the plans of the 8o, they could only give fesdback
during the needs assessment for the second phase: they left community
participation to their prasumed representatives, the auxiliary nurses, The
nurses, owever, were trained. supervised and paid by the NG therefors they
tended to represent the interests of the NGO, even though they were intended to
represent the community.

The creation of the Caja substuntially changed the picture with respect o com-
munity participation, Changes took place in the benefits received (utilization of
services increased, as detailed below), and in the activities (which became
intersectoral, as agriculture was involved ); but also the community became
invalved in the planning, implementation, monitoring and evaluation of pst.
The Caja presented both a platform for discossion and a power base (doe to the
funds cf the Caja) for negotiation by the campesinos, They were more familiar
with cultivating potatoes than with health care; in fact, here they could ussume
more suthority than the planners. As the Caja was autonomous, the campesinos
could express their needs in the ways they allocated Caja funds 1o 5713 they

to participate in decision making for the project — they demanded a voice. since
decisions were being made about the use ol their money.

The results were clear: for example, before the Caja a frequent demand of
patients (regardless of their illness) was the usc of intravencus fuids twith
minerals and vitamins), and & menthol ointment for cough, These had always
been refused by the project, as being non-essential drugs; now they just decided
to buy these supplics with Caja funds, After half a vear, IV fluids were found 1o
have made an enormous dent in the budget, and the resulis were not particular-
Iy satisfying: a decision was made to withdraw this item. The discussion never
came up again — but the menthol ointment is still being purchased. An X-ray
apparatus led toa similar story. Before the Caga, inevery meeling there was 2
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demand that the project install the equipment that had been donated by an
American hospital. This was alwavs refusad by the planners as not cost-effective;
also, a study in the area had indicated there was lintle demand for this service
on the Altuplano. When with the funds of the Caja the communities themselves
could decide whether 10 install it, they learned about the cost and decided
dental services had o higher prionity, They managed 1w exchange the X-ruy
equipment with a hospital in the capital for dental equipment and services:
there was more demand for demal services, and recurrent costs were lower,

Those who were 1o represent the communities in the Caja imitially hesitared
assume this responsibility. They were afraid they did not have the skills needed
for administration and management. Therefore the project organized training
courses. They also feared being responsible for large amounts of money = less
its temnptitions than the idea that fellow members would not trust them with so
much money. They asked psT to guurd the money and check their accounts, o
prove 10 the general Assembly that they had not stolen. pst did this during the
imitial phase: later the structures of the Caja took over.

Another problem for the health committee was the definition of their work as
4 ‘carge'. As noted. this meant they had to work without being paid, while it
cost them money (e.g. alcohol and coca leaves for those working on the plot);
and they had to be replaced with new representatives cach vear, Thus the
Assembly decided that the comminee would continue their jobs for more than
one vear, paid by the Caja. This was an important step; the members of the
committee were the vanguard in this move away from tradition; and because
they were paid. the Caja could exen more control over them,

The committee played an impornant role in motivating the villagers. Initially,
there was quite a bit of hesitation in the communities. They wondered why ir
was worth starting o prepavment plan; what others in the community would do
— what if they did not join the Caja. or quit after a short time: what if surround-
ing communitizs came 1o use the fuciliies; what will happen to my input in the
Caja if 1 move to another arew, or never get sicky or what if 1 work to help set
up the Caja. and still it fails after a shor time. This hesitation was clear for
example in the choice of plots and sced potatoes: in some communities both
were iitially of low quality, presumably to minimize the amount risked. In this
phase, having a group like the health committee was of great imponance, o
take the first steps. After the first yvear, people gained confidence: more joined
the Caja, and the quality of plots and seed potatoes improved.

Some effects on equity (sec Chapier 1) should be noted in relation 10 the
Caja. Not only did panticipation in decision making merease; also the conten
of the services became more adapled to the needs of participants. They gained
aceess to the administrative and project information of pst. Female health
promoiers who had worked as psT voluntezrs became pant of every committee
of the Caja. (Women had no access to “duties’ in the sindicatos; this participa-
ton was instigated by the expatriates. Otherwise there would have been no
womern in the entire structure. Some women were able (o function effectively,
but others were not.) Evervone had access (o psT health care: if a family did not
want 10 be a member of the Caja, they could gain access by paying direct fees,
just as in Phase 2. Those who were unable to contribute could ask a family
member to work in the fizld. or could be exempted from payment by a declsion
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of the community. The shift in #57 policy in Phase 3 was in essence a shift from
a situation that was advantageous W the vecinos, who had more money, Lo-
wards ene favourng the poorer people in the community: services could now
be paid in labour {which was otherwise poorly paid), not in money — & contribu-
tion that was affordable for all villagers.

The Caja also produced some effects that had not been foreseen when the
prepayment plan began,

After the communities united. forming a single system for the whole area, the
Caja became an independent intermediary for trading potatoes. Members started
1o use the commercialization structures of the Caja for their own products: the
Caja bought potatees (only from members!) at harvest time when prices were
low (say 4 Bolivianos per unit) at a higher price (say 5 Bolivianos) than offered
by the usual intermediaries. These potatoes were stocked, and sold two or three
months later when prices had rsen substantally (Lo say 8 Bolivianos). Members
thus received higher prces for their own potatoes (23%), and the Caja profited
too; even after paving for transport, there was money left to help support the
health programme.

By establishing the Caja, the villagers created a new local independent organiza-
tiom with legal status (that is, its statutes were registered with the govemment), The
representatives to this body, and later also their fellow campesinos in the
communities, were trained i managing money and other administrative and
organizational skills, As a result, the health programme hecame more oriented
to development: the same skills could be used for other community activities,
such as the creation of cooperatives: self-reliance increased

There were possibilities for learning by trial and error, For example, in the
initial phase of the Caja the Spanish government sent a substantial amount of
drugs to the project. becavse of flooding around Lake Titicaca. The condition
was that the villagers would not be charged for the drugs. PST gave the drugs to
the Caja, which was allowed to sell them, The money was used 1o start &
revolving fund. In this case thers was no real need for cost recovery — thase
driegs had been donated, and drug supplies in the project were adequate. In fact
the revolving fund slowly disappearcd, but the experience was important for
the leaders of the Caja, in leaming aboul the difficulties of maintaining a
revolving fund.

The Caja had an effect on the consciousness of the campesinos. They demanded
a part 1n decision making, not enly in the project, but also with respect to the
moH, They saw this as reasonable, since they paid bonuses to MOH employees
ithe doctor and awxiliary nurseshand they paid for drugs the Mon could not
aftford. They oo longer begged for a new doctor in the area — they demanded
ones they also demanded auxibary nurses in their health posts. The Caja demanded
active pamicipation in other G0 activities in the grea. wo: even so, other KGos
waere interested in the possibility of replicating what was happening here.

From the start of the project, efforts had been made to set up a registration
systeny, This was expectad to provide epidemiological information, to improve
the supervision of nurses, and eventoally o improve quality of care: a good
registration system can show who has dropped out, where the problems are,
and what additiona)l activities are needed, However, these efforts had all failad;
the peasants resisted being registered. The reasons were never clear, but those
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in the xco thought villugers believed registration would make it easier for the
national gavernment o check up on payment of taxes. But after the formation
of the Caja. its officials wanted to register all members. 1o make it easier to
check who had made their contributions to the Caja. Thus a regisiration svstem
was established, to which psT was later able to add cpidemiological data,

* Heginning in Phase 1, ps1 had asked the peasants to check daily for the
presence of auxiliary nurses in their health posts. While in meetings villagers
often agreed to do this, in practice it never happened. They did not see the
auxiliaries as their responsibility; the nurses’ salaries were paid by the NGo, not
by the community. This remained a problem in Phase 2, but changed with the
introduction of the prepayment plan. The people of the community themselves
now paid the auxiliary nurses a bonus, to be added to their salaries; they then
felt they had a right 1o make demands,

Initially, this was seen by the nurses as threatening, However, almost all soon
lost their fear, because the advantages of the Caja were important for them. The
bonus became an important incentive, but they also found their work more satis-
fying: their services were better utilized. patients came in for follow-up treat-
ments (earlier, this rarely happened), they received more recognition (attention
und remuneration) from the community, and there were now intersectoral
activities. Some even decided to play an active and positive role in the organ-
ization of the Caja. Further, the increased availability of nurses encouraged
increased ntilization:

Cost of health services versus community input

The total cost of the rsT health care programme and the absolute and relative
inputs of the actors involved in the three phases is summarized in Table 2: a
detailed breakdown of costs is given in Appendix 2.

AILPST costs are ncluded in this table, including expatriates’ salaries, How-
ever, costs were adjusted to the &1 budger, rather than to the needs of the
programme; therefore programme costs equal the input. No calculation of
average costs has ever been made, $o 1t is not known how much the em
{Expanded Programme on Immunization) programme, for example, cost.
Further. only centain contributions ure taken into account; the fees, voluntary
labour, and in-kind contributions of beneficiarices are included. but travel and
waiting time are not, although these are an important input from the com-
munity. Since these were not measured from the start. they could not be taken
into account — one of the disadvantages of a retrospective study.

This table allows a general conclusion that recurrent costs - 16.3% (or 10.3%,
when the community contribution is included) were not high in comparison to
capital costs; Waddington (1988) suggests 25% as a rule of thumb, during the
time investments are being made; otherwise, Mou financing is not apt to be able
to take over when donor support is withdrawn. Contributions towards capital
costs are nearly equally distributed between external financing agencies and the
community. This is not the case for recurrent costs; external agencies paid the
major part, although their share slowly decreased.
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Talble 2

Tutal financial inputs (capital and recurrent costs, in USS)
in Phases 1, 2, and 3

Phiase | Phase2 Pinsed
CAPITAL COSTS
External agencies 254,506 13,850 15,061
(56.9% (1005 ) [46.5%)
Local population 200,000 - 2008000
(43 1%) [33.5%)
RECURRENT COSTS
External agencies 261,570 103,982 29,170
(54 B {88.39%0) {65.9%)
Ministry of Health 12,480 6.130 31,225
{.6%:) (5.2%) {20745
l.ocal papulation 1, 70K T7.700 20,160
1RO (6.3%) §13.4%)

Doneors. In Phase |, donors paid most capital costs (55% — for construction
materials for health posts, means of transponation, and meadical equipment) and
recirrent costs (93% — for trapsport. salaries and courses for auxiliary nurses),
As noted earlier in this chapter, it was their intent to finance initial investments
in & project established by the vGo, and to hand the project over to the MOH
after four vears. This was challenged when usain withdrew as a donor. 1aF was
the only extemal donor in the second and third phases.

Ministry of Health, In Phase 1, only vaccines (which had been donated) were
received from the MOR; no drugs or other supplies were given to psT, Further,
during the first and second phases, the MoH was not prepared to significantly
increase its 4.4-5 3% local contribution, which paid the salaries of the doctor,
one nurse and three auxiliaries. The mon knew donors were paying recurrent
costs, and saw no reason to pay salaries of NGo emplovess. In Phases 2 and 3,
the MOoH was under great financial pressure due to structural adjustment. No
additional salaries were taken over in Phase 2. The Mol contribution increased
1 20,75 in the third phase only because of pressure from the Caja. This
included salaries for theee additional auxiliary nurses already working with the
project, plus a dentist and a graduate nurse. It also contributed funds received
under the social action provision of the structural adjustment programme, for
training courses. These funds were only available for two years; at the time,
however, they accounted for 42% of the increase in koH puILL

The wco. Direct financial input from the 860 was zero 1n each of the three
phases: all costs, including ~oGo overhead, were financed by the donors, But in
Fact the importance of the NGO 1o PST cannot be seen in the financial inpuis in
the table: 1ts contrbution lay in the rationalization of costs in the second and
third phases. Examples include the substitution of genenc esseotial drugs for
the brand-name drugs used in Phase |: and a switch from three jeeps to one,



Figure 3
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with moere use of motoreycles. Salaries of the auxiliary nurses were kept at the
same low level paid by the son. Educational materials were produced within
rthe project, instead of being purchased. As discussed 2arlier, the Moo worked
with the community regarding the cost of operating the donated X-ray equip-
ment, and a5 a result it was not installed; and the laboratory {also donated) was
only used to provids basic (and inexpensive) services. No new expensive cquip-
ment (which would fead to high recurrent costs) was either bought or accepted
as # donation. Two-way radios were accepted since they used solar enerey.
Existing resources were optimized: for example, auxiliary nurses and female
health promoters became polyfunctional - they provided health promotion and
preventive care, in addition to curative activities. Over the three phases, financial
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monitoring and planning improved, and the s6o helped to provide cost analyses
when equipment or other purchases were necessary, Too, of course, the wGo
initiated not only the direct user fees in Phase 2, but also the discussion thar led
to community financing in Phase 3.

The communrity. In Phase | the community contributed 45% of capital costs, paid
in labour (valued in ling with local daily wages) and local matenials, Villagers
did not contribute 10 recurrent costs; they felt they had a right 10 free services,
both beoause of the cultural concepts mentioned eardier, and because they knew
the xeo received what were to them enormous sums of money, in their name

In the second phase, fees were charged at a level similar to those of the Mon
in other areas, (o ease a future transition of pST from the KGo 10 the MoH. Afler
adjustment for hyperinflation, direct fees paid anly 6.5% of recurrent costs,
Although this is not an abnormal result - Stinson (1982) found a mean of 7%,
in 51 case studies — it would not have been enough to sustain the praject with-
out external financing. [n the third phase. the villagers again contributed to
capital costs, giving labour, pigs. and potatoes to the Caja, The output of the
Caja (plus a small amount from direct fees) paid for 185 of recurrent costs i
1988, Without financial ussistance from a donor (thus with no expatriate
salaries to pay. and assuming the mos would pay the other salaries), the Caja
contribution would have been 485 of the budget. This would still not be
enough to sustain the project, alter withdrawal of external aid. Bul the potential
1o reach this level existed: only 14 of 68 comunidades participated in the Caja:
within these communities, 850 of the 1550 families {35% ) participated. The
Caja was still in an initial phase, but had enormous financial potential.

Community financing and service utilization

5T has had three external evaluntions, initiated by UsaD between Phases | and
2 (Favin, 1985} and by 1aF, bath between Phases 2 and 3 (Vargas, 1986) and
during Phase 3 (Vargas, 1989), The results of these evaluations will be used
here to assess the effect of introducing community financing on wtilization of
both curative and preventive services by the beneficiaries (demand). Diata on
utilization of curative health services will be used as tracer indicators, Al
though rsT started in 1980, the period 19831988 will be studied more closely,
because services began in 1983; earlier activities were focused on construction,
Figure 4 shows trends in health post utilization rates (all est health posts are
included). In Phase | (free of charge. 1980-1984) utilization rates increase.,
only to decline in Phase 2 (user fees, 1985-1986); but in Phase 3 (community
financing, 1987-1988). these rates return to the initial higher level

The trend in Phase | suggests that utilization will keep increasing in Phases 2
and 3, In Phase 2, however, the upward trend is clearly disrupted, For Phase 3
it is more difficult 1o draw a conclusion. With no Fhase 2. would Phase 3 rates
have heen higher — or would rates have stabilized in any case? The increasing
trend in Phase 3 suggests the rate would have continued to increase,* One trend
that iz not mentoned in the evaluations is a shift that wok place in health-
seeking behaviour. In the direct fee phase, more patients went to the village of
Tiwanaku for care (where o doctor was in attendance, which was probably
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Figure 4

Ltilization rates at health posts, 19801988
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perceived as allowing higher guality care). However, in Phase 3, more patients
went to health posts in the communities and fewer 10 Tiwanaku. Further study
would be needed to explain this, but one possible hypothesis is that because of
the Caja, people became more involved with health care in thelr community.
This was said by the Caja health committee and Caja members during Assem-
blies, but ¢clearly both are biased observers.

One obvious conclusion regarding decreased use of curative services in Phase
2 is that many campesinos in the Tiwanako area could not afford the direcr fees,
or were not willing to pay for the available quality of services, Both arguments
were heard in almost all community meetings (the former more frequently). In
these meetings, peasants were often angry with the project: it received funds
lor salaries and also free drugs intended for poor peasants, Villagers felt that by
charging, the project was stealing whart in fact belongad 1o them. On the other
hand, many economists would expect that in Phase 2 people would use services
ina more efficient way, decreasing their usage for ‘frivolous’ diseases (like
headache), while continuing to come in for “more important’ diseases, Figore 5
gives morbidity data for selected illnesses, based not on prevalence, but on the
reasons given for seeking help at a health post.

The morbidity data shown were chosen in part because they were available
from the external evaluations: bul also because diarrhoea and acute respiratory
infections are the main causes of infant mortality in the highlands of Bolivia,
while dental caries and headache ure seen by professionals as 'frivolous
diseases, without public health significance. In these data, decrenses in demand
during Phase 2 for diarrhoea and headache are more dramatic than for respiratory
infections, which in turn decreased more than for caries, I the campesinos had
used health scrvices more efficiently’ (as defined earlier), one would expect
the rates of diarthoea and acute respiratory infections to decrease relative w
those for headache and toothache. This is true for headache (which indeed
increases). while the opposite is true for the other three,

These data do seem to reflect elasticity of demand among the bencficianes:
when money 18 charged, people may not seek treatment for diarrhoea, respira-
tory infections and headache: these diseases may pass eventually without treat-
ment, But toothaches, which hurt constantly (and which everyone knows will
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Figure 5 Morbidity (selected illnesses) as recorded at health posts, 1980-1984
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not stop without treatment), are important. Following the ‘taste’ of the providers
ol health services (which they see o8 the ‘objective’ public health needs) will
sometimes produce results that are the opposite of their intention,

Overall utilization rates in Phases | and 3 are comparable (Figure 4), as s
health-sesking behaviour by type of illness (Figure 3). This is probably because
relative prices have no imponance in either phase: at the moment of utilization,
no payment 15 made. Rates of diarrhoca did increase in 1986, This would seem
to contradict previous conclusions. In 1986, however, oral rehydration salts
became available (free of charge); health promotion on diarrhoea had begun in
1943,

As discussed in Chaptar 1, the macroeconomic situation, including structural
adjustment (which staried i a very dramatic way in September [985), limits
the conclusions that can be drawn from these utilization figures, However, the
macroeconomic difficulties continued across the three project phases, Too,
hyperinflation affected the campesinos less than others, as the value of thewr
products rose with inflation: their income increased a bit, and they did not
typically buy most of the commodities that became more expensive because of
the structural adjustment programme. Thus hypeninflation and readjustment are
not very likely 10 explain the observed changes in utilization.

Vaccination coverage is another area in which data are available. In Phase 1,
according to Favin's evaluation (1984}, too lirtle emphasis was put on Promi-
tion of preventive health services. For example, villagers were offered too few
opportunities to have their children vaccinated. because geographical accessibil-
ity was difficult. In 1986, however, Vargas mantions that promotional activities
were ‘very promising’ (hoth in the community and on the radio). In Y89 he
finds them at a high standard: water and sanitation conditions, os well as
utilization for prenatal checks and clinics tor under fives, were better than in
the rest of the highlands. These sctivities, however, were carried out by other
institntions in addition 1o #8T, so they will not be a focos here. Instead,
vaccinations — almost entirely the task of #ST in this area — will be used as an
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Table 3

Motes

td

Yaceination coverage (children under 3 years), 1984-1989

! 1984 1986 1984

One dose or more 17% 1845 8%
Three dosas

pobia K 8% 16530

triple 3 16.35%

measles 0. 7% 21.7%

BCG | 1.65 20. 2%

Sowrces: Favin (19851, Vargas (1986 and 19597

indicator in tracing the development of preventive services over the three
phases. Data on vaccination coverage are given in Table 3,

As this table shows, vaceine coverage improved over all three phases, more
slowly in Phase 2, and fastest in Phase 3. The explanation may e in the
improved promotion by both emplovess and volunteers in Phases 2 and 3 or it
may be due to the increasing participation of the community in the third phase.
This has not been assessed quantitatively, but, as Vargas (1989) mentions, the
Caja played an important role. Members forced other members 10 have their
children vaccinated, saving il your child gets sick, it will cost us all (that is,
the Caja) money’. Social control as a result of financial involvement, and the
recognition OF risk sharing within the community, probably resulted in
increased vaccination coverage.

This invelvement had still more implications for the health services, In the
past, seme peasants had complained about quality of services, When commu-
nity financing was introduced in Fhase 2, project planners and health care
workers felt they had to improve the quality of their services. More emphasis
Was put an training, supervision, backstopping and on-the-job training. Much
attention was paid to the health information system: morbidity, disgnosis and
treatment, promotional activities, and planning the activities for the next
month. In his evaluations, Vargas mentions that the people indeed perceived an
increase in the guality of services,

Another example of risk sharing amang farmers is seen in the exchange of plots. A
farmer’s field, rather than being perceived as a whole, 15 seen as made up of smaller
plots; some of these are ‘exchanged’ with others. Then if a ficld is damaged by a
hatlsworm (which on the Altiplano are extremely focall, harvest losses are spread aver
several farmers.

Ayllus are organized into larger organizational siructures, generally five ayllus pes
federation.

The dilferences between rates in the three phases are highly significant. but there are oo
fewe date o draw firm conclusions (not all data can be differentiated per month or per
health posc).
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A VHW (promaotar femining) wha has been tralned by the project preparing to give o vaccingtion
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3 Discussion

Projects that require investments — whether in health care, education, roads, or
other infrastructure — are often implemented without sufficient attention 1o
financing later operations and maintenance (recurrent costs). When such costs
become a burden, service providers ofien begin to think about cost recovery, In
some cases, governments or other providers have also attempted 10 recover a
parnt of their initial investment.

The introduction of a fee, particularly as an afterthought (charges for services
that were previously “free’) also introduces major changes in the relationship
between providers and beneficiaries. ‘Friend” may now be seen as “foe’, and
those who must pay are far more apt 1o demand value for their money. This may
creare major difficulties. since it implies that a supply-oriented government,
semi-govemnment, or project apparatus most leamn to act like a demand-onented
service organization.

An additional problem lies in the need o design a fee that does not discrimi-
nate against the less privileged or favour the rich: the fee should work in favour
of the ohjectives of the initial investment, Here 00, govemment agencies are ul
o disadvantage. since they are often poor judges of the socioeconomic, socio-
cultural and political context,

Many of these problems were evident in the second phase of the Tiwanaku
project: however, the community paricipation of the third phase appears o
have offered a resolution. This suggests it would be more productive to discuss
cost recovery not from the standpoint of the provider, but of the user. Here,
based on the experiences presented in Chapier 2, we will explore 1en imporant
issues, from the user’s perspective. These are all factors that must be taken inio
account m considering the iniliation of community financing in health services,
or in evaluating an existing service,

What leads a community to participate in community financing?

An essential. if ofien neglected, set of questions revolves around community
participation in financing. The response scen in the various phases of the
Tiwanaku project suggests that people were in general willing to pay for health
services, under certain conditions, First, there was the question of affordability,
plus that of *how much health they would get for their money’: price versus
quality and accessibility of services (elasticity of demand). The campesinos
appreciate the value of ‘health’, and health education (an essential part of the
programme) underlined its importance, further stimulating a willingness 1o pay,
Several other conditions, initinlly seen as ‘side effscts’ by the planners of the
health programme, were priorities for the community. These included power to
make decisions about the distribution of resources, a desire to be independent
inot requiring outside aid), improvement of the socioeconomic situation, and
active community participation. Moreover, it was easier to pay a pant of capital
costs than o pay recurrent costs, (o pay in kind rather than in currency, and 1o
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pay indirect fees rather than direct fees: this facilitated participation in commu-
nity financing.

In the end, individuals and individual communities had to weigh their expecta-
tions regarding the positive and negative results of participation. In addition to
the other factors mentioned, the way community financing was organized was
essential: there were assurances that no one person paid more than others, and
supervision of money and services was certain, visible and understandable
according to local cultural concepts,

These elements cian be further explored by considering them in the light of
concepts from health economics (elasticity of demand) and other social
sclences (the prisoner’s dilemma).

Demand for services

Health services are oftien seen as commodities within a market economy:
people are free to buy the commoditics of their choice, within the limitations of
the money available. In this sense, the evolution of community financing with-
in the Tiwanaku project 15 a tangible demonsiration of the elasucity of demand
for services: ‘the quantity of services demanded is a function of its price and
relative prica, and of the income and taste of the consumer” (Mills, 1958). The
real price of services is related to their affordability for consumers. The case
study demonstrates that although willingness to pay (either direct or indirect
fees) was present, demand decreased because consumers could not afford to
pay. Their cash income was low, and this, in addition to cultural factors (dis-
cussad further below) meant they were better able to pay in labour than in cash.
Demand is also related to the relative price of commoditics: what other goods
could be bought with the money charged for health services. This is an impor-
tant issue, since more and more user fees are being imposed (for education,
drinking water and so forth), and at the same time the prices of other commaodi-
lies are nsing, due to structural adjustments 1o national economies, The choice
how to spend one's income is becoming increasingly more complex. This
became evident when the Tiwanaku project introduced fees for services that
had always been free of charge: utilization rates decreased. (During the case
study, it was not possible to control for changes in the amount spent on other
basic neads.)

The case study once again confirms the wea that service quality should be
improved before implementing a system based on user fees: why would a com-
munity pay for poor quality services? In the Tiwanaku project, the planners did
improve guality — as they defined it - ¢ven before the community had made
this demand. The community, on the other hand, still expected changes when
they began 1o pay. While some of these could be seen by both groups as contri-
huting to better gquality = such as dental services and essential (imported) drugs,
others were seen by the planners as frivolous, but were introduced 10 please
consumers (IV fuids and menthol salves). When community financing was
introduced, quality came to mean quality as perceived by the consumer, Their
perceptions of quality were affected by local preferences: the “taste” of the
campesinos, as determined by culture, by what they had seen in the city, by
what was perceived as determining status, and by concepts of health and
discase.

While quality of services is ofien seen by bealth economists as the single
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maost important factor affecting consumers’ faste, and therefore their willing-
ness to pay, in the case study the situation was not this simple. Among local
conditions that appeared o influence taste were:

= the preference of the campesinos for certain methods of payment, Paying
capital costs, rather than recurrent costs, was preferred; these are easier to cal-
culate and limited in time, and part of their contribution could be in labour and
local matenals. Also, prepayment was preferred to direct fees (see the follow-
ing section). Contnbutions were lower, and could be paid while healthy and
when money was available,

= the process followed in developing community tfinancing. The community
developed the potato scheme, and could therefore adapt the system 10its own
pace and its own situation, This had a positive influence on willingness to pay,

= campesinos derived personal benefits: members could sell their products for a
better price by using the trading structure of the Caja, This improved their
cconomic situation. Some also learned new administrative and organizations|
skills,

+  the community fell empowered, as a result of the introduction of indirect fees.

The campesinos’ expectation thar they would have more say — money means

power over decision making, resource allocation, and so forth — increased their
willingness o pay. They now felt they could demand that auxiliary nurses stay
at the health pest, and they could negotiate with the mod, the planners and the
mic. This dogs not mean they did not have these rights earlier, but with their
arganization controbuting to costs, they felt they could make demands. Whereas
earlier they felt “bepgars can’t be choosers’, now they no longer saw them-
selves as begpars. While the relative importance of this factor would be
difficull 1o assess, it appeared to be guite important to willingness to pay., This
is equally true for the related factor of ‘culural pride’, or human dignity. While
recelving free services, from donors for example, may appear easy, the feeling
of being a beggar, of being dependent, is humilisting for many, The Tiwanaku
project planners called on these desires for self-determination many times
during meetings; they were an important factor in the commmunity's willingness
to participate,

Weighing expected results

In the community, individuals and groups must consider resulis they cun expect
from participation in community financing, and come to a decision about
whether it will be beneficial or not for them. Positive decisions of individuals
are often based on considerations regarding what the community will expect of
them under a new plan: if [ don’t participate, will health services continue?
What will the community say if they see that I cannot afford to pay? Or even;
will it increase my prestige, if they see [ can atford to pay more for health care?
Will it help me o show that I am really a member of the community? Or
perhaps might T henefit from the services here or in other communities, without
paying”

Negarive decisions of individuals are ofien due to questions along these lines;
if someone in the community does not pay, will (sihe still have the same bene-
fits as [ do (and if so, why should [ pav)? And could peaple in other communi-
ties benefit from the services we have paid for? Or, as one person in the
Tiwanaku area said, i T don’t ger sick, T will have paid for nothing — only for
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the sake of others’. Such deliberations have been called ‘the game of the prison-
ers' ar the prisoner’s dilemma (Olsen, 1965): how can 1" gain benafits withow
contabuting mora than “they’ do, or perhaps even make a profit withouwt
paying? When communities and individuals must weigh up thess arpuments,
they may or may not decide to participate in community ﬁnancing:] negative
decisions made on this basis will often be the most difficult 1o overcome. The
prisoner’s dilemma explaing why, at least initially, community financing
should be & small-scale, local initiative. Large-scale, national programmes are
doomed o fail: people fear that funds will be used at central level instead of
being used where they were collected. It appears that initially, communities are
only prepared 1o pay at local level: there they can observe the allocation of
funds and administeation, and any benefits will be evident.

Indirect, less visible bencfits are related to what economists call “externali-
ties", Such factors are difficult (for either individuoals or governments) to take
into account in making decisions. even though they can heavily impact health,
For example, national issues regarding foreign currency, external debt. or
structural adjustment are too abstract for most bensficiaries, and scarcely come
up in arguments about whether 1o participate in community financing. Other
ractors that have an indirect effect on the health of the individual are more
[ecal, Some may perceive them. and be influenced in their decisions aboue
participation, but most often they are not seen as risks that individoals ane
willing 1o pay to avoid. The need w continue taking (and therefore paying for)
medications for tuberculosis, even after symptoms disappear, to avoid spread-
ing the discase to others, 15 one cxample. Vaccination programmes to avoid
epidemics, maasures (o combat endemic diseases, arg others, Other indirect
effects include the possibility that a good system of health services, assured by
COmmunily Anancing, may encourage vounger people to stay in the araa,
instead of leaving for the city, Or the reverse could also occur: as the voung
migrate. traditional systems of social security become more uncerlain, making
a sustainable svstem of health services even more necessary, Thesa [ast two
points were both important for the Caja.

This case study sugpests that communities are prepared to participate in com-
munity tinancing, given certain conditions, of which affordability is neither the
only, nor even the most important, Instead, questions such as the extent to
which services are adapted to the user's 'taste’ {including quality); the oppor-
tunities for active participation in decision making; the way community financ-
ing is organized; the advantages over the present situation: the availability of a
solution to the prisoner’s dilemma; whether the initiative is locally based; and
whether community lnancing is based on direct or indirect fees. Moreover,
prepayment can help to broaden the definition of the ‘benefits” of health care -
maving beyond the individual and the family, to a focus on the community as a
whole.
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Direct user fees versus prepayment

In theory, there are more arguments in favour of prepayment than there are for

direct fees.

+ Prepayment means risk sharing: it is a more equitable system of community
financing:

— when ill, patients are not able 1o work: this makes it difficult 10 acquire
money o pay direct fees for health care; healthy people are in a betier
position — they can pre-pay more casily:

~ nearby, accessible health services are a desimble commedity for both the ill
and the well: with direct fees, only the ill pay for these services, while with
prepayment, all pay;

— prepayment has more possibilities for differentiating fees in accord with
income than do direct fees;

— in an agricultural subsistence economy, prepayment offers better opportuni-
ties for handling seasonality (seasonal variations in availability of funds)
than direct fees: prepayment may be charged at harvest fime.

*  Prepuyment creates greater purchusing potential than direct fees. With direct
fees, only those who are 11l make payments, Prepayment means that many more
people contribute, so that cach individual pays less. For the Tiwanaku project,
for example, prepayment produced three times as much income as had direct
fees.

= Itis pever centain who, when, or how diseases will sirike, what dangers they
will present for the community. or if remedies will be effective. A prepayment
system, however. can provide assurance in the form of payment of unpredict-
able and excessively high health care costs,

* Extemalitics, in this case the possible effects of one person's disease on the
community {2.2. if it is contagious), call for 4 united approach. Epidemics, for
example, make clear that discase is not simply an individual problem. For this
reason, financial risks should be shared: prepayment is more appropriate for
financing solutions to problems the individual regards as externalities than o
direct fee system would be. Direct fees ure more suited o treating the disease
of a single individual, whose interest in payment is greatest during illness;
prevention of disease is less interesting. Prepayment makes prevention — not
only for enesell, but for others as well - interesting to the community, Also, it
is epsicr to support the use of prepayment system funds for vaccinations, water
and sanitation, health education and training than it would be with direct fees.
As members of the Caja said, ‘if vou will not have your child vaccinated. it will
COSE ns money'.

Nevertheless. when community financing has been implementad in develop-
ing couniries, it has usually involved the creation of a system of direct fees.
Why has prepayment been so little used? A primary reason is that the issue of
community financing has most often been raised by those who see health
services above all as a commodity; and payment for commoditias can best be
demanded at the moment the buver needs them. In this light direct fees, paid
when one 15 ill, make sense. In some imponant ways, however, health services
fail 1o match the usual definition of 4 commodity. The externalities mentioned
above, such as those involved in the cosi=benefit calculations of the patient
whio has been treated for twberculosis for one month {who has no more
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sympioms, but may still infect others). are examples. A more complete cure
will help to protect others, but the individual may not want to pay to suppon
their interests, Another distinction from commoditics lies in the *supplicr
induced demand’ (Mills, 1988) that is characteristic of health services, If
doctor explains that a patient will die if (syhe does not take a certain drug, the
person will pay a high price to obtain the drog: a1 such times, health care is
life-saving and therefore ‘priceless’. Thus health care does not really match the
definition of a commodity.

A second reason for the use of direct fee systems is that they appear (in the
short term, and particularly for national systems) less difficult 1o create than
prepayment systems. Direct fees do not require seeking the approval and/or
commitment of the commumity, Only health care providers need to be involved;
the individual can take or leave the ‘commodity’ of health care. Community
members’ involvement is limited to payment at the time of illness. Further,
direct fee systems appear (on the surface) to be less complex to manage;
administration and control mechanisms are clearer, and there are only a few
levels of management: when something goes wrong, the problem is casier 1o
trace. Prepayment seems more complex to initiate and put into practice.

Is this true' The case swdy makes clear that the evolution of an effective system
of prepayment requires ceriain preconditions. Social organization is an essen-
tlal requirement: people must be able to work together, This means people must
see that they have similar interests: the shared risks are there (anvone may get
sick, anvonz may pass on a contagious diszase), but are not always recognized.
Joint action becomes possible only when what de Swaan ( 1959) has called the
‘dilemmas of social action’ (which inclode the prisoner’s dilemma) have been
dealt with. These all come down 1o questions of how the other {community or
individual) will react if one does or does not take part in 4 given social action;
and what possibilinies there are for these others 1o withhold payment, or 1o
abuse the services that result from social action and for which *we paid the
bill". Both problems relate to trust (or mistrust) between individuals.

Several such dilemmas of social action, plus some apparent solutions. can be
observed in the case study, and will be summanzed here,
What if some refuse to pay? If some refuse, others will soon follow. For the
Caja, the solution was & mixed system, including both direct fees and prepay-
ment: if someone had nor patd. or paid late, sthe) had 1o pay a direct fee.
Non-payment extending over more than one agricultural evele reguired o new
pavment of the inital contribution.
How can a svstem avoid excluding people from bealth services if they refuse 1o
panicipate in prepayment? The mixed system described under point one was
originally established 1o solve this dilemma. and served o address the other
problem as well.
How can a prepayment system be set up where there is no awareness of the cost
of health care services, and perhaps not even of their value — as when services
had always been free of charge? In the case study, the introduction of direct
fees in Phase 2 may have been essential 1o the later acceprance of prepayment,
This was not done on purpose, but it did make people aware of the cost of
health care. Risk sharing could then be seen as a way to protect people from
costs. Further, the health education provided by the project has probably
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increased community awareness of externalities like epidemics.

How can a village organization be established around a ‘new’ concept like
prepayment? It is generally assumed that villagers will not accept the idea of
puiting one’s trust in the possibility of receiving benefits in the fature, based on
transfer payments made earlier. However, in this case, a prepayment concept —
though rudimentary and hardly recognizable to outsiders - was already present
in the ancient culture of the project arca. In fact, most cultures have survival
strategies with respect to potential hazards or disasters, often based on some
kind of prepayment. Further, the organization of the svstem was based on an
understandable concept (agriculture), un affordable means of pavment (in kind),
and a transparent system of control and administration, Most importantly,
however, the system was not imposed on the community from outside; instead,
the community was involved throughout, and the use of the prepavment
concept grew out of their experience,

People wonder about the money that will be collected: will it really be spent on
us, for our health services, the ones we want? Prepayment in the Caja was in
the hands of an autonomous community organization, with all decision making
on resource allocation in the hands of users’ representatives. Community pay-
ment of the costs guaranteed that its influence would be decisive,

“What if I don't get sick?” Would this mean I receive no benefits for my contri-
bution? First, prepayment covered all family members (including grandmother,
if she tived with the family); this minimized the nsk of payving ‘money for
nothing™. Second. as noted, there were some additional benefits. including new
skills, an improved socioeconomic situation, and possible effects of cmpower-
ment, based on the community's expectation that payments give a right 1o
power over decision making.

“If only our village participates, others could benefit without paying.’ This
could even lead to regional instability. In the Caja. however, prepayment was i
collective action. arranged among several communitics. To allow this requires
a solution to the following dilemma,

How can mistrust among communities be overcome? In the case study, health
care in the several communities initially staned sepurntely, due to mistrust.
They got together for & varlety of reasons, primarily because they saw the
advantages of risk sharing, and because of local cultural factors; however, the
fuarantees provided by the presence of the nvoo were also a factor, Later, one of
the functions of the Tiwanaku project planners was to help avoid problems
among communities, by watching over bookkeeping and other administrative
tasks.

How can community concerns about their ability o maintain a complicated
financing system like prepayment be allaved? The availability of technical
support from the external planners supplied by the 5Go helped people fegl more
secure.

In overcoming these sorts of dilemmas, ideally the state should play a role: it
can provide a reserve of funds to overcome financial risks; has the infra-
structure and hopefully the skills for the management of a prepayvment plan;
and could, if necessary. enforce sanctions on those who refuse to join in social
actions. Finally, it could {as discussed in the following section) pariicipaie
financially in prepayment, paying a part of the cost of making such a system
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more attractive. In many Jow income countries, however. the central govern-
ment is not in a positien, and often not willing, t take oo this role. Funds are
often already overcommitted. and as vet they do not have either the required
managerial skills, or a reliable svstem of enforcement. Particubarly in remote
areas like Tiwanaku, people are often not accustomed o having the money
collected from them by the national government spent at local level, andfor do
not trust the government to do this: they have no control over the way this
money is spent. Finally, the idea of a central government that collects money
{transfer pavments) and gives it back in an emergency is an abstraction seldom
understood {or trusted) by the people. While it does not seem feasible to stant
from the national level, it is possible that, us discussed below, local-level
initiatives may eventually come logether to provide larger scale systams or
national programmes, as occurred in Furope and the United States in the last
Sentury,

The case presented here, and the problems related to government involve-
ment, suggest that while locally based prepavment is not easy to implement,
the difticulties can be overcome, This does however require cerain pracondi-
tions; among these the involvement of the community is particularly important.
Prepavment is to be preferred 1o direct fees because it is more eguitable, can
have a greater impact on social action. has greater economic poteatial, and is
more sustainable in the long term, Prepayment should be preceded by un inter-
im period of direct fees: it should begin with local initiatives (and therefore
local control and local benelits) at district level or even lower, Technical
support from a development-onented organization is apt to be needad.

The lessons of past experiences with prepayment

Although the prepayment strategy is fairly new and uncommon in low income
countries, over the past 130 years or so, Europe and the United States have
tried out various prepavment models. However, it took over 50 years of trial
and error to armive al the current health insurance svstems. Perhaps other
countries coeld benefit from these experiences, and avoid some of the emors
that have been made, Some of the lessons to be leamed may apply in situations
like the case study — the Tiwanaku project was situated within a village-level
subsistence economy, a society of independent one-lamily enterprises, a5 seen
in many rural areas of the world. Urban areas are ofien more favourable to the
creation of & local prepayment plan. People live closer together, and work
together in factories, The idea that they share a common lotin life is easy to
sustain, and this plus the receipt of fised salares (which make it epsier to apply
a system of regular payvroll deductions) create favourable preconditions for the
implementation of & prepayment systen.

In Burope, such factors led to the development of prepayment in urban areas
ide Swaan, 1988). Prepayment plans started arcund [R50 with limited Tocal
initiatives. People in similar situations (the same social class, workplace, e1¢.)
became aware of their common interests. They set up mutual aid societies for
workers, designed among other things to share financial risks related to health
care, such as the Friendly Societies in the United Kingdom and the Mutuelles
in France. The Caja shows an interesting similarity to some European sociefies:
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the first mutual aid group in the Netherlands (The Hague | was based on a
cooperative that traded in potatoes (Heydelberg, personal communication.

These European societies existed for only 50 ro 100 vears (beginning in the
period 1350 o 1900, and lasting until 1940}, De Swaan ( 1988) mentions several
reasons for their disappearance. They were ofien 100 small to adequately share
risks: there was no way 1o enforce payments; they had oo few organizational
and admimstrative skills; there was no clear idea of what the level of contribu-
tions should be: and they tried 10 exclude high-risk members. In Europe, the
state helped to overcome these problems. It unified smailer societies and
created bigger ones: the state could force people to panicipate and 1o pay - in
other words, it helped to overcome the dilemmmas related to prepayment. In
Europe, after beginning at district or regional levels, central governments began
to create national health insurance plans, based on local ones, The state, a5 an
employer in the public sector, could organize prepayment svstems by holding
back a proportion of employee saluries,

Some larger employers did the same, Sometimes this was encouraged by the
state. but more often such health insurance began on a voluntary basis: it was a
way tocreate good fringe benefits and thus attract good employees; to insere
the enterprise against aceidents; to increase the likelthood that the employes
would remain with the organization: and also to obtain capital ithe prepaynient
contnibutions!) to invest in the enterprise. Thus both state and emplover clearly
benefited from a prepayment plan.

There were three ways for o national government 1o achieve a national health
insurance system. Some governments invited voluntary panticipation from
employers. as Bismarck did in Germany beginning in 1883, The state then
forced workers by law to pay their share. Other states got together with worker
groups (rade umions, etc.) and later made laws to force emplovers to pay a
share, and 1o organize payroll deductions, as did Lloyd George in the United
Kingdom. beginning in 1908, Finally, a government could attempt tripartite
agreements among govermnment, progressive employers and non-exiremist
employees, as Roosevelt did in the usa and as successive povernments did in
the Netherlands beginning in 1930,

Considering this histary of prepayment in Europe, can initiatives like the Cajo
have a future, given the lack of strong state institutions? This does nol seem
impossible. Many of the problems mentioned in this section de not apply to the
Caja, or have been overcome, Just as in Europe and the United States. prepay-
ment plans in Lics will have to start as logal intiatives - like the Caja. There
are many development organizations, and even local governmental organiza-
tions. in LICS that may be able to help mutual aid societies 1o overcome the
organizational problems seen earlier in Europe. Someday the state may, as in
Europe and the United States. unite such groups 1o amve at regional and. later.
at national health insurance systems.,

This will. bowsver, be difficult. Unlike Europe during the last century, few
counincs have a growing economic surplus that can be invested in social
security. There are few activist govemments (as were Bismarck in Germany,
Llovd George in the UK, or Roosevelt in the vsa) that want to negotiate with
trade unions or progressive employers io establish a social security system.
Now that a sort of *wave’ of democrutization has rolled scross Africa and Asia.
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things could change. However, al present, in many of these countries, the poor
have little confidence in their governments. Further. most govemments 1o low
income countries do not vet see the poor as imMponant coONSumMErs or Volers, as
has been true in Europe,

If these governments were to start a health services prepayment plan, it would
almost certainly benefit middle- and upper-class workers with salaries, not the
informial sector and subsistence farmers. It is difficult for povernments to estab-
lish prepayment plans for these groups, who will therefore (and for reasons of
political priorities) be the last to henefit, But these groups are in the majority,
and they are certainly the high-risk groups with respect to public health, There-
fore low income countries need small, local initiatives like the Caja, which -
with some support from a development organization, or. where possible, from a
local government organization — can start their own prepayment plans.

How do local cultural concepts affect the organization of community financing?

While much can be learned from past experiences with prepayment, there is
every reason for community financing plans in Lics 1o avoid copying those
systems. In spite of the efforis during the last decade to invite or o force many
of these countries 1o join the market economy of the “new world order’. Western
models for cost recovery and community financing do not provide a blueprint
that can be applied without adaptation in the developing world. As elsewhere,
in low income countries economic concepts related 1o trade. modes of paymeni,
credit and time (time is not generally s¢2n as money! ) are moted in local
culture and habits. In non-Western subsistence and informal sector economies.
such concepts may even differ from community 1o community. Local vanants
may influence the introduction of community financing either positively or
neganvely.

Among the characteristics of culural factors is that they are often hidden: for
oulsiders, they are hard to recognize and hard to understand. Each culture may
have its own hidden but relevant factors, which musi be sought out. A number
of such concepts are e¢vident in the case study: for example, money had a
sacred value, which meant that locally i1 was worth more than the nominal
value. Also, cultural factors were the reason contributions had 10 be the same
for each village, and could not vary with number of families or population,
There were also traditions regarding payments: services were compensated
with services. and goods were paid for in kind. Thus, as noted, villagers
resisted paying for health services, singe they felt that these services were their
due. in retwrn for work they had done in constructing health posts.

The finding that villagers in 4 subsistence economy prefer to pay in kind and
net in currency 1s not limited 1 the Bolivian Altiplano. Many doctors el of
patients who refuse to pay in curmency, but want to pay far more than the
expected fee in kind. This may be because villagers and furmers tend to value
their labour and products lower than the market value in currency. Also,
however, trade i these countries is mostly in Kind: money savings are a last
resort, which people feel should be used as linle as possible. In many Lics.
pavment in kind has gained further popularity in recent years, to safeguard
savings and income from inflation. Payment in kind for *modern’ health

50



services, though, 15 not common: most often providers do noet want o, or do not
know how to, use the products afterwards, for example by trading them on the
marker. A community organization like the Caja, which can trade in these
products, may offer a solution,

Payment in currency, however, may be problematic with respect to the person
who collects the money, In many societies, someone who holds a certamn
amount of money (like the community representatives in the Caga) will be
obliged by family members and friends to give credit or to lend them money, Tt
is never certain whether these loans will be paid back, or how (that is, repay-
ment is often in services). This can put community financing tunds in danger.
It Bolivia the solution included putting the money in a bank. having an
‘accountant’s declaration” provided by the woo, and administrative checks
berween communities.

In the Bolivian highlands (as elsewhere), the patient’s expectations of the
implicit contract between provider and patient, and willingnass to pay for
health services, will always be coloured by past experences with traditional
healers and the way they charge. In the highlands, a varie {rraditional healer)
‘reads coca's by interpreting the meaning of falling coca leaves, a diagnosis is
given and, based on this, a treatment. The paticnt puts down money or other
items of value for the coca leaves to fall upon, Minimum and maximum pay-
ments are not stated, but the more valuables put down, the more certain the
diagnosis. The yatiti keeps the money, but often the rest of the payment 5
made only atter the cure has taken effect (no cure. no payv} and it 1s usually in
kind. Thus money may be used durning diagnosis, but in small amounts and in a
symbolic way, The in-kind pavment for treatment 18 much more significant in
financial terms. It is interesting to note that while health-seeking behaviour has
often been discussed in the literatore, little atcention has been paid w the fact
that the cultural seiting influences payment behaviour as well.

The value of health and health services also differs between and within
communities, which requires a differentiated approach o setting fees. In the
Altiplano, “traditional’ health care is still more highly valued in rural communi-
ties than *modern’ care. This had consequences for the amount people were
willing to pay when direct fees were charged. On the other hand, for higher
SOCIoeCconomic classes (even in rural aress) modern health care has an intrinsic
value as a sor of 'status symbal’, The ‘hest’ weatment is desired, which can
only come from the city. and in the city it has to be imported from rich
countries. People even travel w Europe or the United States for an operation
that casily could have been done at home. Similar mechanisms are seen among
the poor they assume treatment provided for them will be lower quatity,
because it is "only for the poor”, These expectations affect essential drugs
programmes, for example. The drugs are cheaper, the package less fancy, so
the quality is assumed to be lower than that of a brand-name product.”

The case study makes clear that the effect of local culture on prepayment
systems may also be positive. The ancient concept of prepayvment that existed
in the Avmara culture beeame the basis for the Caja. I seems likely that every
culture includes similar traditonal concepis. Often there is a sirategy for
disaster preparedness. such as risk sharing: this might include saving goods,
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products. or food for times of misfortune, Or there may be a specific means of
paving recurrent costs in the community, such as religious feasts, or receiving
visiting authorities in the community. Also there may be nrganizations or puy-
ments for mutual support = funerals, building houses, and so forth. That the
Caja is not an isolated example is demonstrated by the following examples
from Africa and Asia.

In Guinea-Bissau (Chabot, 1990}, a communal prepayment system has existed
for centuries: the Abora system of prepayments for religious fzasts and funer-
als. More recently. this has become the basis for a kind of credit system. A
group of community members contribute money at regular inlervals: partici-
pants take twms in using the communal fund. The central govermnment 100 has
uscd the Abota system as a basis for the creation of a prepayment system for
health services. The community collects money for health services just as i1
does for the Abota. Prepayment is made for drups for basic health care m
village level {L'nidad Senitaria de Base), provided by a volunteer who is a
member of the community. Contributions are collected by an auntonomous
community erganization; at district level this is done by health care profession-
als. There 1s no coordination between communitics o unify Abotas o district
level, as for the Caja; here it is the health care system that provides unity,

The Guinea-Bissau experience also shows that when the concept of prepay-
ment is present in the culture of a subsistence economy, it may provide the
basis for a national system of prepayment {see the section below on the role of
the community ). And, while the authors conclude that the Abota expenence is
nol replicable oulside Guinea-Bissau, we would like to disagree. Other countries
have comparable prepayment concepts. on which it may be possible 1o build
community-based health care. In China, for example, the Commumnist Pany
began a prepayment sysiem for the rural population. It made use of the income
of agricultural cooperatives, and was based on a concept that had been in use
for centunes in Chinese communities, (In urban areas, the Party instituted a
fixed deduction from members” sularies. )

In summary, an often neglected lesson reinforced by the case study is that the
many concepls, customs and expectations of a culture may influence the success
of a community financing system o an important (and not always clearly
visible} degree, The structures that exist within and batween communities are
an important determinant of the organization of a community financing system.
Often 2 Westermn-style model will not work. Cultural factors may either obstruct
or facilitate community financing: therefore they should be studied before
creating such a system. This may suggest stralcgics to avoid, as well as ele-
ments of local culture that will help to make commumity fimancing effective.
{As discussed below under the role of the community, in the case study. this
incleded the use of in-kind payments, the application of local prepayment
concepts and the use of local organization forms.)

Organizing community participation in prepayment

There are substantial differences between creating a dirset fee system and
establishing a system based on prepayment. A prepayment plan, as noted, is
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much more dependent on social action, and therefore an social organization.
Health services linked to direct fees rely much more on market machanisms.
How community financing is organized will be above all an economic and
technical matter; decision making will be in the hands of those who supply the
services, [f the legal situation allows it, health service providers may introduce
direct fees at any time, and can be expected to set tanfls based on an analysis
of costs and demand for services. (The level of fees will be set where these two
factors intersect.) Too, providers can be expected to decide how the fees
collected will be used. The orgenization of a direct fec system becomes more
complex when political {actors and/or beneficiaries demand that providers take
externalities into account in decisions abour services and prices, Or providers
themselves may ask the community to participate, whether for political reasons,
or because of a desire o reduce costs by moving towards a community financ-
ing system, or due to a desire for the community to express its needs regarding
health services. Providers will then encounter the difficulties of community
participation. similar to those in prepayment syslems.

The discussion of the creation of prepayment systems in Europe and the us
supgests that at present many countries of Africa, Latin Amerca, and Asia lack
the means and perhaps the political will t establish nationwide systems, Were
this 1 happen, only selected groups in these societies would be likely o bene-
fit; organizing such svstems for the informal sector and/or a subsistence
cconomy would be difficult. For these groups, Tecal mitiatives like the Caja
may offer a promising alternative. However, level of community organization,
socineconomic conditions, macrosconomic situations (including inflation and
stroctural adjustmenty, availability of cumency, demographic stability, and so
forth vary widely. Prepayment svstems must be organized in accord with the
local situation; no one ‘recipe’ will work everywheare. The experience with the
Caja suggests various factors that can be seen as generally important 1o
programme design. These are listed below, though not in order of importance.

Potential beneficiaries have o common interest: they live in the same area, or,

even better, share similar socineconomic factors, such as:

= awarcness of shared financial risks due to health hazards {an awareness that
the direet fee system helped to generate in Tiwanaku);

= awarensss of externalitios (e.g., following an epidemic of poliomyelitis):

— an existing community organization (as one for trading cash crops):

— a wish expressed by the community to establish a health care facility, a
community drog fund, etc.

Such recognition of common interests and elements of organization in the

community are necessary preconditions to undertaking social action; they may

be influenced by health education

The initiative should be transparent to beneficiaries: the benefits must be
tangible, the utlization of funds controllable (those who pay out the money
should be nearby), social control mechanisms (for both members and
executives) must be familiar and therefore local; and a homogensous social
structure within communities 15 not indispensable, but is very helpful,
Dilememas of social action are best solved at local level.




Prepayment plans need to be based on concepts already present in the culture,
As in the case study, the existence of a prepayment concept. even if rudiment-
ary. may facilitate the generation of a system of prepayment. Again, these

concepts are found in many cullures. The incorporation of understandable and
locally common concepts (agnculmre, in the case study) and affordable ways
1o pay (in kind. in labour, a percentage of fixed wages, etc.) are ilso essential.

Active community participation is decisive both in bringing up the idea and in
establishing local prepayment plans. The 'process approach’ (Freire, 1971,
1987} is very useful as a methodology for achieving such participation: in this
process the community seeks solutions that are adapted to local conditions,
This often takes a great deal of tme, but it improves the long-term sustain-
ability of the prepayment plan. The commuonity understands the possibilities
and pitfalls of their social action better than planners. They will adapt the
process 1o make it feasible. and go a1 their own pace; sometimes this will be
slower than planners might wish, but it 1s often more rapid, Every distnct,
every community has its own charagtenstics: the process approach makes it
possible 10 vary the approach by area and/for community = an essential factorin
the balanced and sustainable development of a svstem of prepayment.

When using a process approach, the presence of facilitators is important, In the
cuse study, the planners played this role. At first, it is necessary 1o ‘catalyse’
the process of action and reflection taking place within the community organ-
ization, This might include asking questions, demonsirating conscquences, or
posing problems that might arise, given the solutions proposed by the communi-
ty; stimulating the community to action; and providing knowledge not present
in the community (legal or economic information, and so forth). Once a pra-
payment system has been established, it becomes important o belp sufeguarnd
it, for example by checking the administration and contributions (when this is
requested by the community organization): by supporting activities necessary
to the management of the prepayment plan; and by acting as un intermediary
between the community and the donors. Further, the community and its
representatives will need training in relevant skills, including resource allo-
cation and administration; simple and understandable control mechanisms will
need 1o be established: and the development of organizational procedures can
also be facilitated. Finally, the community organization will need a system for
monitoring and evaluation. As discussed further in the seclion on counterpans,
{acilitators for this process need not be supplied by an 8Go; ideally, they would
be attached to the state,

The importance of leaving the final responsibility for prionty setiing and deci-
sion making to the community should be clear. The contribution of a facilitator
is, however, never entirely free of volue judgements: the way questions are
asked and the choice of ideas for which suppor is given will always be related
to one’s own interests. The role of catalyst and facilitator should, after some
time, be taken over by the leadership of the prepayment organization. The ime
this will 1ake should not be underestumated: plannars are often too quick 1o
decide that local leaders can work independently (as with the Caja),
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Another important precondition is the presence in the community of a group of
progressive people who are willing and able 1o invest energy in the creation of
a community organization, and 1n mobilizing other commumity members, ILis
not necessary that they act for the pood of the community alone - such motiva-
tion is apt to be lost after some years. It is praferable that they also see
community financing as benpeficial to themselves and their families,

The Teozog area, in the castern part of Bolivia, provides another example, An
800 (the Swiss Red Cross) decided 1o transfer power over decision making and
allocation of project resources (donor funds) to the local organizational struc-
ture, represented by its highest authority: the mburiviva guasu (grand captain).
A project evaluation (Platt, 198%) shows that from the moment that responsi-
bilitzes were transferred to the community, they became much more committed
to the health care project. Here oo, the community itself proposed the idea of
prepayvment, which in this case was to be based on pavment in currency and
differentiated according to income. Exemption from payment was decided by
the local captains (mbuwrviza). The authorities in the community, trained by
the Moo, setup a system of financial control, administration and registration,
Provision and utilization of services improved considerably, Planners acted as
catalysts for a process that took place in the community.

lzozog is a long way from Tiwanaku (more than 3 days by jeep): the cultures
of the Aymara in Tiwanaku and the Guarani in Tzozog are completely differem
{the latter is far more hierarchical); and there had been no contact between the
two projects. There are differences between the projects as well: the NGO in
lzorog transfeered allocation of the budget 10 community representatives; the
%G0 in Tiwanaku did not. In lzozog. the community representatives involved in
the prepayment plan were the captains, the highest level of the communty
hierarchy: in the Caja. sccond-level leaders had this function. In [zozog, contri-
butions are in currency (as proposed by the nGo), and in the Caja, in kind (in
[zozog, though, there were plans 1o move W in-kind payments, since income
was low), In Teozog the existing polivical administration was identical with
ancient cultural hierarchical structures, which was not true in Tiwanuku,

Income from the prepaymemt plan waus considerably higher per capita for the
Caja than in Trozog. There may have been several reasons. Neither of the two
had a monitoring system, so it is difficult 1o deaw a firm conclusion, Differ-
ences in soctoeconomic standards are very small: social control was better
established 1o Izozog. due to its social higrarchy; the two projects had been in
place for similar amounts of time. Thus these facioes do not provide an explana-
tion. The difference may be that payments in Tiwanakn were in kind: and
becouse the community in lzozog had donor funds at its disposal, there was not
a great need to increase income.

The Irozog example strengthens several statements made on the basis of the
Cajn. A community organization should be autonomous and fully respongible
for collecting and allocating their own prepayment funds inol those of the
donor), Qrganizing community finanving (e.g. who will be responsible, who
will be exempt from payment, social control) should be left to the community,
which must find a form appropriate to their local coliure. Outsiders” infleence
should be limited to facilitating the process. For example, in leocog the donor’s
decision o have contributions paid in currency now appears nol 1o work well.
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The role of the community in community financing

The role of the community in community financing depends on the objectives
involved in asking for community participation. Often ‘participation’ is limited
to paying a part of the cost of health services, receiving benefits in the form of
ipossibly improved) services in retum: or helping with programme activities,
such as collection of fees. In such a situation, the objective of community ‘parti-
cipation” is the reduction of costs.

Other approaches are more development onented (Rifkin, 1985). They focus
on increasing community influence on decision making in the health care
programme — not only with respect 1o the benefits they will receive, but also
influence on implementation, planning, monitoring and evaluation. In such
approaches. questions such as whether panicipation will enhance social acton
in the community, and what skills people will acquire, are typically important,
This can make community linancing an opportunity for a community both o
express its health needs and to move wwards self-reliance. This means commu-
nity participation in decision making is not ‘just an ideclogical discussion”; it is
a practical issue, When a community becomes self-reliant, the feasibility and
long-term sustainability of the health care programme improve, This effect -
which is much more difficult to obtain with direct fees than with prepayment —
may prove far more important than the financial support provided by commu-
nity financing.

The case study suggests several points with respect to the roles taken by the
community and the community organization. First. beneficiaries need 1o
cstablish an organization with a high level of autonomy, which is in charge of
allocating the resources derived from community financing. There are savaral
rezsons for this:

*  members have paid for services they have not vet received; the prisoner’s
dilemma makes clear the imponance of demenstrating that the use of these
funds is still under their control, Thus the money should remain with their
organization;

= the NGO may disuppear, but the community will remain: its orzanization must
be able to act independently, when the facilitator leaves;

* ifthe prepayment system primarily serves the interests of the community,
members will protect it, They will delend their organization, as with the Caja
after the planners left.

* prepayment establishes a shared responsibility for funds; consumers will feal
more responsible when the organization managing the funds is theirs, There-
fore members will attempt 10 keep others from putting health at risk, for
example, urging them to ake part in preventive care: otherwise it will cost
members money;

* an autonomous organization is better able than planners to make decisions on
difficult matters such as planning things that are affected by seasonality. or
who must or must not be exempted from payment. It is in the interest of all
members o have as few people as possible exempr, and the community knows
best who really can and cannol pay. For making and enforcing such decisions,
it is essential to have an organization with full responsibility for collection and
expeaditure of community funds;
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the devalopment significance of a project is increased when funds are managed
by a local orgamization. The community may be strengthened both organization-
ally and administratively by having real decisions 10 make, plus the chance w
learn by trial and error, with the support of the facilitator. The community may
also be encouraged to underake social actions in addition (o those for health
care, a5 when the Caja went further with trading potatoes.

Second. it is imporant to establish an organization diagram for the commu-
nity organization, one that will promote efficiency and efficacy. The specifics
of the cne used for the Caja (Chapter 21 will not be applicable evervwhere, but
the principles arc essential. In this diagram one body, the administrative com-
mittee, 1s responsible for carrving out the decisions taken by the General
Assembly and for day-to-day manazement, as outlined in Chapter 2; the vigil-
ance committee monitors this work, Specific tasks (education, prevention,
trade. and so fonh) are assigned to other committees. Harvest results, budget,
resources and their allocation, other results and observations are presented each
third month by the two committees to the General Assembly, During these
meetings, the activities of all committees are discussed and proposed for
approval, & report on the accounts is presented by the woo, and new activiries
arz planned.

The involvemeant of community representatives (members of committees) was
essential; without them it would have been ditficult to create and mainlain a
prepayment system. Mevertheless, working in this way creates several problems,
which are (vpical of community financing and must be overcome. First,
whether they really are representative of their community as a whole. or just
part of it. [n the Caja, most communities saw the delegates” responsibilities as
very important — they would be managing a lot of money — therefore they saw
the impartance of having delegates who were representative. But the quastion
ol whether they will remain representative, or become alienated from their
fellow community members, remains. Close supervision, with regular meetings
and visits of the district-level committee to cach community, was indispensahle.

A second potential problem is that delegares may not inform their communily
thoroughly. In the Caja, a contract was signed, setting out an agreement batwesn
the community and its representatives on their mutual obligations. This served
to overcome the problem. A third issue related o these representatives is com-
parable to village health workers: will they work on a voluntary basis, or should
they be paid? For such representatives. working without payment will be even
more difficult than for village health workers, They lose money, they lose lime
when they could have worked {producing earnings), and above all they will be
handling what seem like enormous sums of money. Certainly they must be pad
by the prepayment system, or one day they will not be able to resist temptation
— in which case the fanlt will not be theirs, but one of & strectural problem in
the system.

A fourth problem is the need o And representatives who are chansmatic, and
have soffwcient status m their commumity, Their knowledze and skills are also
important: can they read and write, do they know a bit about budgeting and
administration {or can they learn). have they had experience in organizing
activities, and so forth, Usuvally extra training will be nzaded. This must not be
simply theoretical; on the job training. allowing trial and error, is also required.
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The community's counterparts in organizing prepayment

In low income countres, community financing is usually controlled by health
care providers, professionals working either within the Ministry of Health ar in
an NGO, Even apart from the advantages of having the community in control
(discussed above), it would make more sense to have these funds in the hands
of consumers, if only to bring the legic of market mechanisms into play. But in
any case, in defining the roles of the community and its counterparts — the xoG0,
the soH, the donor agency, the state — there should be a clear division of tasks.

Successtul experiences with community financing in low income countrias
have often involved nGos, This Tias a great deal to do with their local presence,
infrastructural and financial strength, but also with motivation and an ability to
serve as an independent mediator between MoH and community, Their local
presence and orientation towards community participation puts an Meo in g
hetter position than the central MoH 1o help to generate the conditions needad 1o
start 4 community financing system appropriate o the needs and wants of the
community. Nevertheless, there would be many advantages in having the state
assume the functions of a counterpart, Its future presence is much more ceérain
than that of an ¥Go. its capacity for absorbing financial failures is greater. and
playing rhis rale would be a first step towards a futare, unified state prepay-
ment system, NGos may aiso have other disadvantages: these may include a
particular religious or political agenda, personal interests (salaries. jeeps and so
forth), an ability 1o offer better salaries than the Mo {leading 1o a beain drain
from the Mou ). KGos, moreover, are rarely assured of a long-term future, and
are often isolated with respect to nanional policy,

When MoH decision making is decentralized and motivaled to start commu-
nity financing, making it possible to adapt services and community financing to
local demand, an intermediate possibility would be to have a district medical
officer act as a facilitator: this person is related to the state, lives at local leve),
and 1f he or she leaves, someone else will armive to take ap their functions. The
problem is that isihe does not always have the skills andfor motivation (o take
the part of facilitator and catalyst, able to play a supportive, nondirective roje,
In practice, such @ challenge is often taken up by an ~ieo, which usually can
supply the needed skills and infrastructure. When the mon is neither decentral-
ized nor motivated to start community financing, 8Gos remain the best aption.

The role of the facilitator

Before community financing can begin, the first task of a planner/facilitator s
to get rid of “waste™: the unnecessary costs of the health programme. (Savings
may be higher than the potential leamings of community financing, according
to Mills, 1988,) Mext. the facilitator should initiate & baseline study. This
provides a basis for a monitodng and evaluation system, so that the effect of
the introduction on both services and community can be assessed. It is impor-
tant, for example, to know the atilization vates for health services before and
after the ntroduction of community financing. and to have data indicating who
in the community will be excluded from which services by this introduction, as
well as something about the influence of macroeconomic conditions. There wis
no baseline study before the Caja began; this lack not only makes it difficult to
interpret data retrospectively, but also means that a potentially importam
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management tool is missing.

For planners, a decision o use a process approach, involving active communi-
¥ pamicipation, will often require o change of antitude: a move from a planners’
orientation towards seeing oneself as a catalyst, focused on community problems
and development. This s 2 role in which one does not offer solulions to the
community's problems; but instead works to stimulate the community to bring
solutions forward, using a varety of paricipatory methods (the “bat why method.
sociodrama, posing problems in response to the selutions suggestad, e,

This process raguires working with the community to look for solutions: how
e organize the mansgement of the community financing system, resource allo-
cation, utilization, level of fees, and so forth, This process is heavily dependent
on the gqualitics of planners; it helps if those involved have 2 hit of 'charisma’,
or are “populists’: people who know how to communicate with the community,
o motivate people, to speak their language, Not all planners have these skills.

A related challenge for planners 15 created by the changes that face health care
workers whan community financing 15 intreduced. Many will fear losing theie
‘unofficial income’ as o consequence of increased community control. Pro-
viders may fear that they will become part of 2 free market system, rather thian
the chantable benefactors they were when services were free, Also, they may
fear that patients will demand more “health for their buck’. and that wtilization
rates may decrease. In the case study, nurses asked lor immediale training 1o
improve their technical skills, before community financing began.

Health care workers will only be in favour if community financing offers
advantages, such as 4 more consistent availability of egquipment. infrastructure,
and resources such as drogs, When part of the fees are used o pay bonuses or
salaries, these workers will be even more enthusiastic, In this case, though, the
danger is that they will emphasize high-demand activities, for example, cures
instead of prevention. Thes problem can be avoided by paving fixed bonuses,
rather than relating these paymants to the number of activities.

I the ereation of a4 community financing plan. the task of the community’s
other counterpants — the state. the mou, and donors — 1s above all to allow
enough space for community financing; that is, to avoid putting too heavy a
burden on it. Among the requirements is & careful preliminary assessment.
Frequently moH and donors need 1o pay more allention o assessing the ahility
of the Mol to pay the recurrent costs (salares, maintenance of infrastructure,
et ) incurmed as g resull of the investments of the donor. When this is not doneg,
later, in crder (o continue providing services, the community is apt to be asked
to ‘participate in the costs’, because “they receive the benefits”. Too, the Mol
should be aware of the full consequences of community financing, Community
participation in decision making i+ a necessary part of participation in paving
the costs; benefits alonz are not enough o convinee the community that thay
shiould take part. In the case of the Caja. when pamicipation led 1o incressed
demands from the community, the MoH found this threatening: participation
was therefore viewed as ton political,

Donor agencies can facilitate local community financing initiatives by financ-
ing lechnical assistance, which 1s greatly needed at the stan 1o 1rain, supervise,
and provide other sateguards. But donors should not do this without realizing
that it 15 an enormous step, creating enormous responsibilities, by senerating
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new expectations and pressures on the health care system. Moreover, it is
slow process — a community finuncing system cannot be created in o lew vears;
it takes time, just as it did in the donor’s own country,

The central government can contribute to a local community financing system
by reallocating funds within the national budget: towards health care, towards
primary health care rather than hospitals, towanls health care in the periphery
(rural arens not dghtly connected to the centre) instead of the urban areas: that
is, towards poorer citizens. Another possibility 15 10 raise new funds by raxing
Tuxury ftems (alcohol, wbacco, e1c.) 1o use for health care. Together, govem:
ment, the Mot and x6os could play an important role in minimizing the linan-
cial burden on community financing by reducing health care costs. But the
government could o still further, undertaking to initiate national insurance
both within businesses and in the public sector. Where mumal insurance
socicties do exist, the government should look for ways to slowly integrate
them into a national health insurance system, This may be done in various
wayvs; Guinea-Bissau provides one example. The traditional Abota sysiem
outlined earlicr has been inegrated with direct fees, to armive at a national
community financing system within the framework of usicer’s "Bamako
Imitiative”. In formulating the national policy (Chabot, 1991). a situational
analysis was used 10 evaluate the feasibility of integrating prepavment. This
was possible because the Abola system had been o fairly strong instttion,
even though it had suffered considerable misformune.

In this example, it is significant that the original local initiatives in Guinea-
Bissau were strong enough to be joined and inegrated by a national system.
When such a step is taken, the central government, and/or the M08, will have
an impornant role to play, improving the financial monitoring system,
guaranteeing drug supply, playing the role of o facilitstor, and so forth,

The influence of community financing on health-secking behaviour

Introducing community financing has had vaned effects on wtilization in dif-
ferent studies: sometimes rates decrease. but sometimes they increase. This has
caused o great deal of confusion: in most cases, however, the effect has been
primarily dependent on relative prices. Where services have previously been
free (a5 in the case study), utilization tends to decline. Where prices were high
before the introduciion of community financing, as in Mali, rates increase
(Dubbeldam, 1991). This suggests that introducing community financing will
lead 1o decreased utilization, until consumers become nccustomed to the fees,
Then usage will increase, not to the initiad level but to a new, lower, steady
state.

It has often been assumed that excluding the poorest from services would
result in lower utilization. This hypothasis may seem obvious, but has never
been thoroughly stadied in a prospective study, and may prove false. Several
studies have demonstrated that willingness 1o pay for health care is relatively
higher in lower socioeconomic groups: the paor pay a higher proportion of
their income for health care, Studies of differences in utilization by socio-
economic classes, but also by nge and sex, would be interesting: it is possible,
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for example, that introducing fees 15 more apt 1o exclude women and children
than to exclude men,

It has been argued (Gritfin, [987) that when dicect fees are intreduced, utiliza
tion rates go down because consumers begin to use health services more
efficiently. The case study of the Czja does not provide statistically significant
evidence, but does indicate a trend that deserves further study. Consumers did
use services ‘more efficiently’, but in accord with thetr own prionties, rather
than those of the public health programme. That is, not only visits for head-
ache, but also those for diarrheea and respirstory infections, decreased. These
health problems appear o have been less troublesome 1o people than weothache,
for which the number of visits scarcely changed.

As discussed in the first section of this chapter, such consumer preferences are
i importan factor in determining the quannty and type of services demanded
when dircet fees are charged: externalities are less important. Direct fees em-
phasiee the market mechanisms operative in health care, Prepayvment systems,
on the other hand, increase the imporance of externalities, Also, since they
have alrsady paid, patients are less reluctant to demand services, or (0 comes in
for follow-up visits (which is difficull to achicve with direct fees); they feel it
is their ght. They also seak treatment for diseases they see as less important,
but which are nevertheless quite important to public health {(such as diarthoea).
and become more aware of health risks, In the case study, no ditferences in
utilization rates were seen between free services and prepayment. The dis-
advantage of prepayment is that service may be demanded maore often for
“frivolons' diseases such as headache.

Consumer preferences are, as noted, also strongly related 1o the perceived
quality of services. In Kentupata, a health post in Tiwanaku, the quality of ser-
vices provided by the local suxiliary nurse was seen as high by the community,
but as very low by professionals. 135 technical knowledge was far from adequate,
but he was always present at the health post and treated patients very respect-
fully. Also. people perceive guality o be high when drugs and medical equip-
ment are available in sufficient quantities, An interesting aspect of introducing
community financing is that professionals begin to respond to the community s
perception of guality: they begin to have more of a market perspective, ryving
to focus more on people’s desires regarding health care, rather than their
fneeds’, as defined from the professional™s own public health standpoint,

In the case study, the influence of introducing community financing on the rate
of utilization of preventive services is hard to interpret; it should be studied
further. The number of children vaceinated increased only shightly during the
direct fee phase, but increased significantly in the prepavment phase. This
could indicate that community financing, or the type of community financing,
influences utilization of preventive health care. It is unlikely that varianons in
health education activities explain the differences between these two phases,
Some key informants explained that (althonegh this was not troe) in the direct
fee phase, the perceptions of the peasants led them to fear they would he
charged for preventive services, just as they were for curative services, On the
other hand, in the prepayment phase, there were social pressures for utilization,
based on consciousness that failure to vaccinate one's child puts others in
danger — and leads to expenditure of prepaid funds
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Community financing policiés in China also provide some illustration of the
relationship between health-care-seeking behaviour and type of communiry
financing. In rural areas, community financing was once based on a prepay
ment system that had existed for centurics. In 1988, prepayment wus panly
replaced by a direct fee system; looking back in 1990 (World Bank, 19%1),
several trends thar followed this change could be observed. Overall utilization
had decreased; there wos a greater focus on high-revenue curative services, and
less on basic health services: more drugs were being sold; utilization of pre-
ventive services had decrensed: governmental per capita expenditures on health
had decreased, while those of the community had increased. Tt is 100 early to
assess impact on health status,

Here we may conclude that community financing influences health-care-
secking behaviour in an imporiant way. From a public health point of view, the
influence of prepayment is less negative than that of direct fees. With prepay-
ment, people will continue to come in for diseases like diarthoea, even though
these are not the most bathersome o them; and to make follow-up visits, While
the possibility of an increase in demund for services for “frivolous’ disenses is a
disadvantage, it does reflect the prelerences of the consumer - one of the aims
of the primary health care approach,

The economic input of the community in community financing

The economic input of the communily in community financing could be dis-
cussed from the perspective of either the provider or the consumer - that s,
based on either the cost of health care or ils affordability for the consumer,
From the former standpoint, the amount to be financed by the community
would equal the total cost, minus the financing available from other sources
isee Chapter 1), including the national budget. taxation, international aid, and
s0 forth, We advocate instead taking the consumer perspective, not only for
reasons of equity (discussed in the following section), but also for feasibility
and sustainability, As 1he case study shows, it takes time for consumers o
adapt to a certain price level. The level that is acceptable to them will increase
as they leam, by trinl and error, about market mechamisms in health care - that
15. when they themselves become responsible for administration and resource
allocation. As may be seen in both the Caja and the Abota, this does not
necessanly mean fees will be low. In the Caja. when the campesinos decided
the fees during the prepayment phase. the community’s input was three times
higher than during the direct fee phase, when the planners set the fees, In the
Abota system, planners initially set the price too high. When consumers
established the level of fees, they started well below that of the providers, but
after sume time fees incrensed ubove this level (Chabot, 1990),

As we have seen, direct lees create difficulties regarding the economic input
of the community, When people huve pad capital costs, such os those for
construction of health posts, they may feel they have a rght to use services, and
refusc 1o pay recurrent costs, like salaries, Further, it 15 easler to charge for
drugs or services like consultations, laboratory activities, X-rays, hospitaliza-
tion, operations. and so forth than for preventive activities, training. and
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educational activities or health promotion. Differentiation in fees — whether in
accord with abulity to pay. or with consumer preferences (charging more for
popular services) or public health imponance (making more important services
cheaper, fnvolous discases more expensive) — may influence the rotal reccived
from the community. Charges. however, are not an issue only with direct fees,
With prepayment as well, it 15 necessary o discuss which services wall be pad
for by the prepayment plan; and which will not. Contnbutions may be diffecen-
utated in accord with ubility to pay, and eventally (in 2 more advanced and
differentiated plan, as in Burope) with respect to the type of services desired.
The schedule of charges will be arrived at in negotiarions berween providers
and the consumers' organization: the prepayment plan.

One input seldom accounted for in discussing commumity financing is the
community's non-monetary contribution, This includes time spant in voluntary
health care work, receiving trining, or taking part in health promotion; bur
also the time it takes to travel 1o, and wail in, health care facilities. In the case
study, only time used for training and voluntary work 15 taken into account,
becuuse data were not available for the other categories. In fact, however. on a
balance sheet, all these foctors should appear as payments by the commaunity,

In any case, it appears that the financial resources produced by community
financing are of rather limited importance. In a review of 55 health care pro-
jects, Stinson (1982) found that. on average, only 7 per cent of total recurrent
costs was pricduced by community financing. For the Caja, this figure was
6.5% in the direct fee phase and 20% in the prepayvment phase (when all costs
—including expatriates’ salanes — were included; otherwise, this figure was
48%). The importance of community financing in the Caja lay more in the “side
effects’: incrcased awarencss of prevention, active communiry paricipation,
increased impact of community health care preferences, and. overall, an
important effect on development,

Community financing and equity

Does imroducing community financing mean abandoning the principle of
equity? It is often expected that community financing will have the sffect of
excluding the poorest from health cure, Whether commumity financing has a
negative or positive etfect on equity depends on o variety of factors, seen in the
case study and summiar zed here.

* The amount 1o be financed by the community, This amount can be reduced by
duing everything possible betore community financing is introduced o reduoce
casts within the health care system, particularly by eliminating waste, Fully
exploring all other options for health care financing (including taxation) can
also decrease the amount to be financed by the community,

*  The level of fees. That 1s, whether prices will be differentisted according to
ability 1o pay (the “Robin Hood' principle): whether the poorest will be
exempted from payment. and what mechanisms will be established to allow
exemplions; and whether the most essential health care services will be priced
in a way that makes them affordable 1o the poorest (if necessary by raising
prices for the more frivolous services).
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The extent to which local conditions are 1aken into account. This includes
factors such as seasonal vanations in purchasing power (can payment be
delayed until after harvest time). and making it possible o pay in kind instead
of in currency. Prepayment is usually the only way 1o adapt to such conditions.
Whether community Tinancing will be based on prepayment or direct feas,
With direct fees, only those who dre il will pay for health care. Thus they will
have 1 pay while unable to work at their usoal rate - and will have less money
to spend on health care; while those who are healthy will know that health care
services will be available when they need them, even though they have not
paid. The effect is less negative with prepayment: many more pzople will pay,
making the contribution per capita lower than with direct fees: and more
solidarity is created berween the ill and the healthy. Community financing is
more equitable with prepayment than with direct fees,
What community financing funds are used for, IF these are used to pay for
high-demand curative services, the effect will be less equitable than if these
funds are used to pay for externalities (such as prevention of epidemics), or for
preventive care. That is, the extent to which community financing funds are
used in ways beneficial to the population as a whaole has an effect on equity.
If a community organization has the responsibility for administration and
resource allocation, paying & part of the costs will lead to an increase in the
expression of health needs by the community,
Health care consumers, and lower income consumers in particular, will benefit
from the improvements in quality of services thut are apt to accompany the
introduction of community financing. Also. availability of drugs may improve.
Where developmental aspects. as well as community benefits from health care,
are taken into account, there will be a positive ¢ffect on equity: The questions
mvolved include whether administrative and organtzational capabibries in the
community will increase due o the introduction of community financing:
whether the influence of the community on health care decision making (plan-
ning, moniterng, and evaluation) will increase with the introduction ol commu-
nity financing; and whether the commumity will have any influence on e
schedules and utilization of funds. If these conditions obtain, community
financing may even lead W empowerment.

Such equity-impacting factors should be monitored from the beginning of o
project, to allow an assessment of their effects, and, if necessary, o make 1t
posaible to adapt community linancing policies such as the level of fees,

In wddition 10 asking whether community financing will have a negative effec
on equity, it is also necessary 10 look at what happens withour communty
financing. In Guinea-Bissau (Chabot. 1991). drugs were provided free of
charge. However, the salaries of the prescnbers were low; this induced them 1o
creute the appearance thut drugs were ‘out of stock”, Then they told patients to
come hack after office hours, when they could sell some of “their own' drugs,
In Mali, contraceptives are free, but midwives sell their supplies 1o private
pharmacies. Contraceptives are therefore soon oul of stock, and women mus
g0 10 the private pharmacies, where they are sold at a price six timas higher
than would be charged in an essential drug system based on cost recovery.
Another possible effect of community financing 15 that drugs will once again
become available in the public sector: they will be less apt to “disappear” into
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MNotes

parallel markets, due to the stock control provided by community financing;
further, the money provided by community financing will make 1t easier to
replace stocks and maintain o continuous supply.

In tact, the poorest people have virtually no access 1o an acceptable level of
health services. Where there 15 such access, this 1s cenerally due o an {always
temporary | intervention by a donor. For those who have no access — still the
vast majority — the private sector is the only alternative. Community financing
i5 a way of providing much greater access than with povate sector services, In
Mali iDubbeldam, [991), the mean poce of drgs prescribad per physician visit
decreased from 4,200 Fora (STR) to D00 FCRa (53.65) after the introduction of a
total-cost-recovery essential drugs programme. This was not only because
cenenic drugs were cheaper than the previously used brand-name items, but
also because prescribing was rationalized, and rigid controls were initiated,
which cut losses of stock.

The principle of equity is too complex a matter to allow a general conclusion
that a given system will exclude the poor from health services, However, using
the argument of "equity” a5 a reason ag! to infroduce community financing may
he counterproductive, Under the right conditions. community financing may
have the potential to increase equity.

When a community has decided to participate, but some individuals refuse, sometimes
the community solves the problem by forcing their participation. This 15 more hikely in
indirect than in direct fee svstems, because ong individual or one community can
cadanger the whole system of prepayment,

This in furn impacts many direct fee programmes, which depend on selling essential
drugs 1w help cover casts,
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4 Conclusions

In many parts of the developing world, ¢ost recovery and community financing
programmes are being used to fund health care. There have been many theo-
retical discussions, but (00 few expenences from the ficld have been analysed
in the literature. Where this has been done, it is typically from the economic
perspective of the providers. The case of the Caja illustrates a different
approach, based on the standpoint of the health care consumer.

The presentation of an 'ultimate’ model for community financing has not
been the purpose of this study, Nevertheiess the principles discussed can be
seen as providing a serious alternative, which may be useful elsewhere. In
particular. the three-stage evolution of the project, with ong phase in which
services were ‘free’, followed by o phase with direct fees, and finally ooe with
indirect fees, suggests lessons regarding the development of a community
financing programme. While the possibilities for quantitative analysis are
limited (see Introduction), an analysis of the process and resules of the Caja
project shows interesting trends. These suggest several conclusions, which are
summarized below, and some suggestions for further research: the observations
maie in this case need to be tesied further,

* Many, including the author, have always found the equiry principle an argu-
ment against the introduction of community financing: the poorest might there-
by bz excludad from health care. However, the case study suggests this is not
necessarily true, at least for NGO projecis, Introducing community financing
may cxtend the availability und accessibility of health care, while not introduc-
ing it might exclude many who, with community financing. could potentially
be served, Further, community financing can provide funds to improve low-
quality services that serve large numbers of people, and it may serve as a
means to achieve real community participation: it can give the community a
power base and decision-making authority, and provide practice in making
choicas within a defined budget.

Under certain conditions the effect may be to diminish negative effects on
equity, or there may even be a positive effect - that is, if providers reduce
costs, thus decreasing the need for input from the community; if the state does
net lower its contribution, due to community financing, if fees are adapted o
the local situation (level and differentiation of fees. plus taking account of
seasonality ) to assure affordability; ond if funds are used o provide services
beneficial to all members of the community. Further, as people become in-
voived in expressing their health needs in a more effective way (as a result of
participation in community financing), it may even lead 1o empowerment. Pre-
payment systems are more likely to provide these conditions than are direct fee
plans. These points suggest that community financing should not always be
rejected for reasons of equity; however, monitoring will be needad to diminish
negative effects and reinforce positive ones.
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Men and wemen of the community building o wall around one of the patate fields of the Cajo. The health post can
b seen i the bockground

When direct fees are introduced, utilization rates tend o decrease. in compar-
ison with situations in which services are fres. It has often been claimed that
this is because patients use services more efficiently. This is rrue o g certain
extent: in the case study, us noted, people did use services less for diseases they
saw as less important, like diarthoea: but this does not match puhlic health
providers” ideas of more effective service utilization. In the prepayment system,
utilization raies went up again, and reached a level equal that with free ser-
vices; in addition, patients appeared for follow-up visits, which seldom
happened with direct fees.

The initial financial input of the community should not be determined simply
by the cost of health care services. People need time to adapt to a system of
charges, or o new prices, and even to the idea of community financing. When
they become involved in their own health care and aware of the costs of making
improvements, they are apl (o raise the level of fees themselves: arrangements
between providers and consumers will constantly be adapted to new situations,
O the other hand, this and other studies have made clear that, even with ¢com-
munity financing. recurrent ¢osts can only partly be recovered. Nevertheless,
this was almost three times higher in the prepayment system than with direct
fees.

Various factors will play a role in determining whether people will be prepared

to pay for health care, First, of course, is affordabilicy - people's income,
versus the price of services, Bul ¢hoices about how people will spend their
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income (their ‘willingness to pay') will also depend on the value health has for
them. In economic terms. their preferences will determine the elasticity of
demand. Health care preferences will in twum depend on factors like avarlability,
accessibility, and quality of services, Providers need to be aware that when
community financing is introduced, these will have to be improved. Here too,
however, patients may define quality in their own way, and prefer services seen
as frivolous by health care workers (perhaps madications that are not included
among the essential drugs, or a personal approach).

*  Some additonal factors also impacted willingness 1o pay in the case study,
including the community s influence on decision making with respect 1o the
funds, the way the prepayment system was created, and the benefits to the
commumnity apart from health care,

Community prepayment versus direct fees

Prepayment has advantages over direct fees: it is more equitable, and can take
externalities into account: the potential linancial input is higher, and preventive
care comes to be more highly valued, because people have prepaid. However,
prepayment is not often used for community financing: direct fees are usually
preferred. This is strongly related to the conviction of many policymakers thal
prepayment systems are far more difficult to set up, because of the necessity of
organiring the community. The factors that made community organization
relatively easy in the Caja have been detailed in carlier chapters. panticularly
the possibility of building on existing raditional practices. As noted, it seems
likely that many other socictics will also include elements — although these
may be hard to see — that are relevant 1o organizing for prepayment. For
example, there are often pre-existing local forms of sk management or mutunl
support, which help communities to deal with family matters like funerals or
with natural disasters, With sufficient willingness 1o work with the communiry,
and openness to local knowledge, these can be used to create an effective
ayslen.

Another critically important element in the suceess of prepayment is the out-
come of the decisions people must make in deciding whether they are prepared
to participate in prepavinent. Every individual will weigh the expected positive
and negative results. The outcome will depend not only on preferences, but also
on considerations related to the vanous dilemmas of social action considered in
earlier chapters: what will happen if 1 do or don’t participate? what will the res)
of the community say? Will 1 sull receive services if I don’t pay — and il so,
why pay? If I do pay, will others (individuals or communities) be able to get a
*free Ade’, receiving services without payment?
In the casa study, these dilemmas seem to have been overcome. The follow-

ing points (not in any order of priority ) seem to explain this:

» the introduction of direct fees before prepayment increased people’s awareness
of health care costs, and that they shared a financial risk;

» individuals shared a common interest in the health care services provided by
the project, and felt that failure to participate would mean loss of these services,
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the mixture of direct fee and prepayment was essential - those who did not
want to participate in the Caja could pav direct fees;

there were additional, often personal benefits: learning new skills; improving
one’s financial situation; and decision-making power. duc to the community's
financial input;

the xco facilitated participation, provided technical suppont (e.g. bookkeeping),
und guaranteed the community's health care fund;

prepayment was a local initiative: both benefits and control over utilization of
funds were tangible, being located in the community;

the prepayment system was in the hands of an autonomous community organi-
zation;

the means of payment — in-kind contributions — was adapted to local cireum-
slances;

the local culture’s ancient concept of prepayment not only made it easier o
arganize, but also halped to deal with the dilemmas of social action:

the methodology used to introduce and organize prepavment also had this
effect;

the community organization had the right to ‘trial and error’;

the culture of the local community was homogeneous. and social control
mechanisms functioned well.

In organizing a community for a prepayment system, 1t is important that the
members of the group see the system as their own, and as their responsibility.
The system must make vse of clear concepts, and of procedures that are
feasible and understandable for the group. This is most easily achicved when
the organization is autonomous, when it handles only community (not donor)
funds, and when a process approach is used in setting it up. ‘T'his can be done
by a facilitator (who might be stalf of an NGo, or a district medical officer),
who catalyses action and reflection on community processes. Such a facilitalor,
as outlined earlier, should not propose solutions to community problems. In.
stead. the community must be stimulated to find solutions to its own problems.
and then be confronted with questions that help them to think in greater detuil
about the advantages and disadvantages of the solutions they have proposed,
The facilitator should also provide knowledge, teach skills (including organiza-
tional skills) the community needs, and help ro construct an organization
diagram. However, the final responsibility for decisions, including priority
setting, should stay in the hands of the community arganization,

In the case study. the facilitator also functioned as a safeguard - providing
bookkeeping reports to the members of the Caja, acting as an intermediary with
donors (who wanted to provide them extra money. which would have endanger-
ed the prepayment plan). with the Mor (which saw the plan as a potential
political threat), and with local traders (who saw the potato-growing and
marketing plan as a potential threat to their businesses), One lesson of the case
study is that the facilitator’s suppont must not be ended oo soon. With the
Caja. after two or three years we believed the organization was strong enough
ter stand afone, and feared the organization would become too dependent, How-
ever, withdrawal led to problems, in particular with respect to the lack of the
safepuard funcrion. Organizing a prepayment system takes time! Another
imporiant lesson is that planners - whether expatriates or nationals — do not
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always recognize local conditions and concepts (time often does not equal
money, thereare local wavs of regulating contributions, and so forth ).

The additional lesson suggested by experiences in Europe and the uUs is that
prepavment should start with small local initiatives, like the Caja, which may
(and in fact shoald) later be brought together and integrated by the state, Until
that time, the role of the state should He in the creation of the necessary space
for these local plans. This can include creating a more advantageous financial
siluation. by redocing and mationalizing health care costs; and maintaining
flexibility in its relationships with Tocal initiat ves.

Research agenda

The results described in this Bulletin answer certain questions, but they also
raise a number of issues that require further research, First, the discussion
suggests several topics for acticn-oriented research: not only classical issues
like feasibility, costs=benefits and such, But above all the need to study ways to
eliminate “waste’ in health services.

Cultaral concepts are also clearly an important issue; it seems advisable to
acquire an understanding of the local culture before beginning communily
financing — especially when a prepavment plan is involved, but alse when
direct fees are to be charged. Such an anthropological approach would be use-
ful in secking “disaster preparedness’ mechanisms or other existing forms of
risk sharing m the local culwre. Further, it 15 helpful wo look for organizational
forms that would be consistent with the culture and could help o establish and
maintain community financing, and scek mechanisms of social control that
would help to overcome the dilemmas of social action (including the ‘prisan-
er's dilemma'). Too often, ignoring local culeral concepts has been a barrer
communily financing: gualitative research could help o overcome this problem,
and need not be exhaustive 1o achieve this aim.

Since the decision-making power of the community with respect 1o the level
of fees and the purchases made with community financing funds proved (o be
very important for the Caja, it would be worthwhile to explore community
participation in such projects.’

With respect to more fundamental research, a prospective study of differences
between free-of-charge services, direct faes, and prepayment plans would be
intergsting, Such studies could be carnied out before and after the introduction
of a particuiar system in one area, or different tvpes of community financing
could be introdoced at the same time in comparable areas, Differences in the
following might be explored:

= utilization of curative care services;

«  Cfrvolous’ utilization of curative care (measured separately per disease);

= utilization of preventive care;

o effect of the introduction of community Gnancing oo quality of care (as defined
By both consumers and providersh

» glfects on health care workers (2.g. effects of differences in payments, cgquip-
ment, and community participation on their willingness 1o work);
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type of services judged as "more important” by the community;
willingness to pay for ‘externalitics’:
financial input of the community.

Since equity 1s one of the main lssues in community linancing, any such
study, if at all possible. should be stratified socioeconomically. Any study of a
communily financing programme should look at effects on equity, including
whether the poor are excluded from health care, differences in health care
utilization according to sociocconomic stams, and effects on their expenditures
{which suggest priorities) of different tvpes of funding.

The case study of the Caja

Note

Can the Caja be used as a bluepnint for the development of prepayment plans
elsewhere in the developing world? Certainly not - although these experiences
may be useful. An imporant lesson of this case stedy s that blueprinis do not
work, and pre-formed Westem economic concepis, including the free marker.
often cannot be applied in these situamions. Local and/or cultural, economic and
organizational conditions strongly influence financial transactions and organiza-
tional modes, In the case study, local conditions included u subsistence
ecconomy, made op of independent one-family enterprises, a5 seen in many
rural areas of the world. Urban areas will have different conditions, which are
often more favourable o the creation of a local prepayment plan: people are
less dispersed, and. for example, work together in factones, which may
encourage them to see that they share a common lot in life.

Another important lesson of the case study has 1o do with its effects. In the
end, the financial input from prepayment was not necessanily the most
significant outcome. The “side effects’” may in the long run prove far more
important: increased community participation in and increased awareness of
health care; positive effecls on conimunity development; an improvement in
family income of Caja members, and even a certain degree of empowerment,
Given such benefits, community financing may come to be an important
strategy for achieving Health for = at least almost — All though this will
certainly take place somewhat after the year 2000

The ‘spider web' tool developed by Rifkin et ol (1988) might be useful here. Tt is o
subjective 1o allow firm quantitative statements, buat could be a uselul community
paricipation moniworing ol for a district health team.



Appendix 1 Radic San Gabriel

Radio San Gabriel

| Broadcasting * Radio FM Color: Radio programmes in Spanish for
the urban population

* Radio San Gabriel: popular and educational
programmes in Aymara for the rural population;
departments of long-distance educatian, literacy.
pastaral care, agriculture, folk music, information
and announcements, women and developmant

| Department of programmaes
and projects
| Agriculture and | Technical assismnce: courses.
— cattle breeding | vaccination, greenhouses (building
instructions + some supplies), fertilizers
Chequenaiora: training centre for
promotors of agriculturs
Health ! | Proyecto de Salud Tiwanaku

Proyecto de Salud Aroma

IME: essential drugs bank for nGo;
later an independent oo

=
"]




Appendix 2

Input from all institutions, per vear {in US%)

PHASE | PHASE X PHASE 3
Capital costs 1980 1981 1982 1983 1984 1985 1986 1987 1988
External azencics
* construction 30000 21,5000 20,0 12,061
* {ranspoct 14,370 32,000 Q830
= Cormminicaton 715734
= medical egquipment 41802 &, (00
* hardware 31,00 400
Total external 0000 94402 34370 32000 73734 13,850 L8,06]
Local papulation
* construclion TE000 1000 25,000 20,800

PHASE [ PHASEZ PHASE 3
Recurrent costs 1980 1581 1982 1983 1954 15'555 lS"SFIS: 1987 1988
External agencies
* salares 27450 52,250 50510 30,360 17.060| 25880 EG.GIEE FEO80 2397
* (raining 14,550 18,050  A690 A GG0 46000 9000 17,000 10400 6400
* admmimistraion FAaE  DARKN  5E00 250 1,500 1 500
* drups 00 500 S0 22000 3000 B400 17000 2900 2000
* transport . . SO0 100G 3500 000 3500 4500 4500
* coplingencies 1500 3750 29010 2600 2,000 3490 3600 4,220 3,540
Total external 46,000 74550 43110 45760 32130) 31576 524061 54@ 44370
Mational government |
* salaries 1,730 1. 750 L7500 4000 23300 2140 1‘?‘;‘1} 10,500 13,200
* manlenance - - - s
Local population
* ‘salaries’ - i) 90| L¥25 0 2975 4420 3540
* fers 12063 26000 1800 1600
* Caja = = Laon 7600
For comparizon:
dailv wages 5.00 500 500 4.00 oo 150 250 o0 4.50
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