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Executive Summary

This study explores the unmet demand for health services by FINCA Uganda clients. Research
was conducted in Lira, Mbargrand Jinja three locations where FINCA Uganda currently
operates, using qualitative research methods such as focus group discussions (FGDs),
participatory rapid appraisal (PRAS) tools anellapth interviews with FINCA Uganda clients

and health care providers.

Malaria, HIV/AIDS and tuberculosis were identified as key health risks faced by FINCA Uganda
clients. Sicknesses such as these pose a tremendous economic burden because they levy both
direct and indirect costs. The high costs of treatment drain filanesiaurces while the loss of
productivity 1impedes a householddés future in
participants, malaria and HIV/AIDS cause the greatest associated financial pressures. A leading
cause of infant, child and adult morliidiand mortality in Uganda, malaria is endemic in all

parts of the country and remains present throughout the year. Theelom@nancial impacts of

routine HIV/AIDS treatments are staggering. On top of this, the loss of productivity and risk of
opporunistic infection increase both the direct and indirect costs of the disease.

Most respondentsdo not have specific health coping mechanisimst rather, employ a
combination of strategiesx postased on the financial need and their financial capaditythe

event of sickness, a household will commonly seek financial support from family and friends,
reallocate household income and/or sell livestock and small household assets. Diverting
business loans and using business income and business stothkearmethods used by FINCA
Uganda clients to pay for medical expensésformal savings schemes are common insurance
methods in all thregeographicareas. Savings is used where and when accessible but the
amount of medical expenses usually excefis amount saved. Although respondents do
borrow for medical emergencies, it is the least preferred option because it is perceived as the
most costly.

Despite the number afoping mechanisms in place, these mechanisms are often costly for the
clientsand do ot adequately cover overall medical costs. Clientsydver,seem content with

the systems in placeThe biggest advantage of current practices is the spébdwvhich cash

can be secured for medical expenses, regardless of how ineffectivelgititese strategies may

be

Issues of availability, accessibility, affordability, and acceptability create barriers to obtaining
health care.The mostsignificant factorfor those seakg health care is having the cash el

health care servise as health care costs can be prohibitiventerviews with health care
providers and clients revealed that clientso
treatments is another key obstacle to seeking health care. Unavailability of docttaskaofi

drugs were also cited as barrier3.he barriers to obtaininghealth care increase when we
consider other indirect costs associated with dareexampletransporation costs. In the rural

area of Lira, lack of transportation and far distanchgihaccessibility to health facilities.

FI NCA clientsdé awareness of and current use
mentioned having a health insurance policy with MZaice Uganda. Other respondents employ

vi



informal selfinsurane strategies such as diversification of income sources. Ovehall, t
researchers perceived a general lack of understanding of insurance products. Although
respondents didot see the added benefit of insurance, this study concludes that health insurance
is a product needed by FINCA Uganda clients.

Key research findings:

lliIness occurs frequently

The cosibf medical treatment isigh

Most respondents nebn savings anthesale of assets to deal with health emergenc
Lump suns of money are needed and are needed quickly

Sickness expensesenot planned for

The knowledge about sickness prevention is low

ok wWNE

Vii



1. Introduction

Microfinance institutiondMFIs) can no longer overlookhe healthcare needsf their clients.
Therefore, an increasingffort to develop health financial servickas beenseen among/Fls.

Health financing for clients is one of the most challenging financial products because health
financing products shouldbothi mpr ove <c¢l i entsdé health outcome
institution. Sickness changes the behavior of the clients not onlyn wtheomes to loan
repayment, but also in relation to demand for products and servigeancial implicationsof

client illness, which ultimately impact the MRlsually include: diverting the loans towards
medical expense inability to repay the loanug to sicknessgecreasing businesscome and
assetsetc. FINCA Uganda has recognized the importance of health care financing and has as a
result implemented various health care servicests clients mostly through partnerships. For
example, FINCA danda provides loans ftealthinsurancen collaborationwith Microcare it

also providsloans f@ mosquito nets.

fWhen clients fall sick, they cannot work as much, their business is disrupted, th
dondt pay the | oan, FHNEAGedtQfftadt aff or

Uganda is a lantbcked country located in East Africavhich mainly depend on peasant
farming Mor e t han 85% of t he ¢ ou nHealtlh Brefile gapda | at i o
SIDA, 1999). It has apopulationof about 24 million people with a high annual population
growth rate of over 3%Ministry of Health UganddloHU, 2007) Life expectancy in Uganda is

one of the lowest in the worldl9 years in2002 (World Health Report WHR, 20Q6)Prior to

the political upheavals ancivil strife that beset the country between the -a860s and mid
1980s, Uganda had some of the best health indicators in the regisipefibd of decline led to

the collapse of most sectors including health and the economy. This led to a revidrediestith
indices, which are now among the worst in the region (Makerere University Institute of Public
Health 2006). According to theburden of disease studies, thgp tendiseases dominating
morbidity and mortality aremalarig HIV/AIDS, tuberculosisacute respiratory tract infections,
diarrhea diseases, malnutrition, anemia, intestinal infections, trauma/acci@ts skin
infections (SIDA 1999). In 1993 Uganda reported the highest rates of AlE2Seger capitain

Africa and the world (2,314/200,000). In 2001, 2.4 millioklgandansvere HIV positive while
about 0.9 million had the full blown disease. There istng political commitment to
controling this disease (World Health Organization, WHO 200Government allocation to the
health setor increased fron2.5% in 1987/88 to about 10% of the national budget in 2005.
Ugandads e c ogrowmg at Ao 6% pereamnum for the past 10 years, but it still
remains one of the poorespuntries in the world with a GNP per capita odund $USD 300
(World Bank, 200%.

Uganda is divided into over 70 administrative districts. Each of these is dividedoniies,

which are themselves divided into sabunties, and then into parishes, and finalijages,

which are the smallesadministrative units. A district has an average populatbd00,000
people, a county about 100,000, a-sa@ointy 30,000 (20,000 50,000), a parisb,000 and most
villages haveabout5007 1,000 people.



FINCA has been operating in Uganda since 1982vas the first program in Africa and m®w

their largestprogramin the world with over 44,000 clientdn July 2004 FINCA hadanactive

portfolio of $USD 5.5 million, client savings o$USD 2.2 million, andtotal YTD lending of

$USD 20 million. Basednthe2004 FINCAC| i ent Assessment Tool ( FCA
Uganda clients lived in periurban areas, 31% lived in rirareas and 17% in urban areas.
Averagehouseholdsize was 5.9nd 61% of respondents had two income earners per family.
Average ge of clients was 33 years. 90% of respondents lived below $2 a day. The survey
showed that clients spent only 3% of their income on health expenses compared to 41% that was
spern on foodconsumption

In July 2007 FINCA had 45000 clients, where 95% @ organized in groups. Loamange from
$USD 307 to $USD 3,000 and loans are mostly used for working capital.

The purpose of this report is ttescribe the demand for health protection serviceBINCA
Ugandaclients. The information gained throughhi s r esear ch wi | | suppor
developing and launching relevant financial and-financial healtipromotingproducts.

Organization of the report

The report is organizkas follows: Chapter 2 outlines the purpose of theketaesearch,

followed by the conceptual framework for health seekiabavior (Chapter 3). Chapter 4

outlines the research methodology and sampling strategy. Chapter 5 describes the household
economy in selected areas followed by a discussion on risks faced by hdss&tublisk coping
mechanisms (Chapter 6). The report then describes the health risks faced by FINCA clients and
health seeking behavior (Chapters 7 and 8). Chapter 9 looks into barriers tinglitaaith

care. Chapter 10 ends with summary of finding of the market research.

! Sample size 252. Source Summary FINCA Uganda FCAT 2004, courtesy from FINCA International, Washington,
DC
2 Exchange rate $USD 1 = Ush 1600 is used throughout the paper



2. Purpose of the Market Research

The purpose of themarket research was to assess the most common and the most costly
problems for FINCAUgandaclients and their families and to describe the predominant coping
strategies currently employed by FINCA clients to deal with medical problems and medical
costs. This infamation will then be used to inform a process of financial and-fir@ncial
product prototype development that corresmormdthe identified needs of FINCAlients and

their families in Uganda. Ultimately, the information gathered in this research \@lHWECA

to develop health financing interventiethat will improve the health outcomes of FINCA clients
and mitigae the financial impact of health care costs on the clients and their households.

The key research questions were:
o What key health riskdo FINCA clients face?
e What are the impacts of these key health risks?
e How do FINCA clients cope with these health problems when they occur?
e What do they do to prevent them ahead of time?
eWhat key gaps exist for FI NC&d@d3 target group
« What priority needs does this target group have in terms of health protection services?
e What is the awareness of and current use of health insurance among FINCA clients?
« What are the attitudes towards insurance?
 Who manages health within the family?ho makes healthcare and health seeking decisions in
the household?
eWhat products could help to meet clientsd hee



3. Conceptual Framework for Health Seeking Behavior

A conceptual framework helps to understand the complexityeath seekingbehavior. This
report draws om conceptual framework developed Kyoeger and discussed ealth Seeking
Behavior andThe Health SystemResponse(Muela etal., 2003). In this framework health
seeking behavior is defined as the way an individual responkertoealth problems and needs.
Health seeking behavior is influenced by knowledge, practicebattitudes towards health care.
In health researglknowledge is usually assessed in ordesgeto what degreéhe knowledge of
the community corresponds to biomedical knowledge. Howemethis particular research we
have not aessedthec | i emowledgeof medical issues. Attitudes refer to beli¢fhat is,
feelings and values related toehlth seeking behavipmwhile client practicesarethe measures
used forinput into the development of theealth care options. This research has focused only on
the practices ofhealth seeking behavior. Keg er 6 s mod el of hewast h
consdered appropriate for the research becausentbines both financiednd social aspects of
healthseekingbehavior{ SeeFigurel].

Figure 1: Determinants of Health Seeking Behavior
1. Sociodemographic 2. Environmental Factors 3. Financial Accessibility

Factors Access to clean water, Factors
Age, gender family size, proper waste disposal Amount of money availabl
education andoccupation for health carglevel of
income
4. Economic Factors 5.Health DecisionMaking 6. Physical Accessibility
Poverty level, food Factors Factors
availability Decision maker in the Transportation
family when it comes to physical distance
health time
7. Personality Factors 8. Health Services Factors 9. Socid cultural Norms
Self esteem Attitude of health workers Perception of sickness,

perception d health neesl  satisfaction with treatment sickness acceptabilitgtc.
received treatmepand
medication

Adopted from Kroeger, 1998.

In thisresearchwe have examined health seeking behabywemploying thesenine factorsto
evaluatehe behaviors oFINCA clients wherthey aresick.



4. Research Design

4.1. Research methods and sampling strategy

The market research employgqdalitativeresearch methods to gather informationtlo@health
seeking behavior of FINCAGs clients. The follc

e Focus Group DiscussiondFGD) with clients using Discussion Guides and
Participatory Rapid Appraisal Tools (PRA)

« In-depthinterviewswith health care providers

« Direct Observatiorof health facilities

All the research tools were developed by Microfinance Opportunities and aantdired upon
request

The following PRA tools were used:

e Seasonality of Disease3his tod explores the seasonal patterns of diseases. FGD
participants prepare a seasonality chart of diseasesarsmglcalendar

e Seasonality of InconmExpenditure/Savings and Credithis tool explores seasonal
patterns of income, expenditure, savings andlitreFGD participants prepare a
seasonality chart to show variations in incoregpenditure, savings and credit by
month.

e Life-Cycle Profile to Analyze Health Care Needser Time In this tool, the
participants draw a life line chart with lifghases tsshow wten different illnesses
occur.

» Health Care Seeking Behavior Mdp this tod clients discuss where they seek medical
care and why.

» Health Care Services Matriin this tool clients discuss which health service providers
are used by different socioeconomic sectors

« Relative Preference Rankinkn this tool clients discuss what attributes e.g. proximity,
cost etc. are of a lative importance when making tltkegsion about where to seek
health care.

» Health Care Financingdn this tool clients discssdifferent financial mechanisms used
to finance medical expenditure

e Risks and Risk Coping Mechanismia this tod clients discuss what riskihey are
facingin their dailylife and what financial and nefmancial mechanism#ey use to
cope with risks.

Figure 2 below showgthe number of respondents per each tool used.

Figure 2: Number of Respondens per Tool

Participatory Rapid Appraisal T ool Number of
used Respondents (N)
Seasonality of Diseases 12




The study was conducted in Lira, Mbaraaad Jinja three locations where FINCA Uganda

Participatory Rapid Appraisal T ool
used

Number of
Respondents (N)

Seasonality of Income/
Expenditure/Savings/ Credit

20

Life-Cycle Profile to Analyze Health 9
Care Needs Over Time

Health Care Seeking Behavior Map 18
Health Care Services Matrix 20

Relative Preference Ranking

(20)* This number is
excluded in total no.
of respondents
because Ranking tool
was used together
with Health Care
Services Matrix

Risks and Risk Coping Mechanisms 12
Health Care Financing 34
Total 125

currently operated.ira is located in a rural area of Northern Uganda. The majority of activities
in the area involve farming and fishing. The majority of people in Lira are subsistence farmers
or petty traders.

Jinja is located in the eastern part of Uganda. It is densely populated with over 500,000 people.

People in Jinja are mostly pettyadersand themajority of women work in the market selling

food.

Mbarara is located in Southwest Uganda and is the secagestacity after Kampala. Mbarara is

economically vibrant.

The sampling strategy wamirposive that is clients were selected witltne research purpose in
mind. FGD were conducted in each area. In total BDFRvere conducted with Bparticipants.

Segnentation included occupational status, gender groupsaadeyralurban clients.In total

125respondents participated in the Focus Group Disonssb9respondents in Lira, 44 in Jinja
and 22 in Mbarara. The number of respondents was lower in Mbdwag to the difficulties
experienced by FINCAOGs

Mbar ar a

br anch

n

There were25 in-depthinterviews conducted witlhealth care providersusing the health care

service provider discussionguide prepared by Microfinance OpportunitiesAn extensive

document and literature review time health situation in Uganda, health seeking behasind
health financing waalsoconducted.

orgar

In order to ensure confidentialitior respondents, names have been omitted throughout the
report. The consent to take pictures of the respondents and facilities was obtained for each photo
included in the report.

Field research was conducted from July uly 22, 2007.



5. Household Economy in Selected Areas

In this chapter of the report, a brief descriptiontlod respondentssocioeconomic profile is
provided.

5.1. Participantsésocioi demographic profile

The averagehouseholdsize among the respondents in this survey was gedple which
correspondo the Ugandan averagef 4.8 persons The householdize was théargest in Jinja
(7.32) andowest in Mbarara (4.55). The average number fqpeople who earn income in each
householdwas 1.76people(Lira 1.56, Jinja 2.09 antbarara 1.64 rgpectively). The research
showsthatthe average dependency ratis 2.52 which means that two family meenb depend
on one income earnefhe dependency raties the highest in Liraat 3.72 household members
per income earnewhich can ben indication okitherlower economic status thatareaand/or
larger family size

89% of all respondents e from urban areas, whilonly 11% of respondentsrmoa from pen
urban area All the respodents from perurban areas reside in Lir&7% d all respondents
were women, and 43% of all respondentse men(refer to Figuret SocicEconomicProfile of
respondents)

On average respondents were clients of FINCA4fgears.The level of education among the
respondents was rather low, 33%e$pondents finished primary school and 29% of respondents
finished some secondary school (i.e. took soasses in secondary school). Ordly% of
respondents finished secondary school. All respondents were engaged in some type of economic
activity in the previous year, and 14% of clients were engaged in some sort of paid employment.

All clients reported having an outstanding loan with FINCAhiapreviousyear. hformation on
the outstanding loan amount was not available to the researchinety-seven percent D
clients save with FINCA, and 34 of clients belong to anformal savings and credit group

% Ugandan Health and Demographic Survey, 2001
* Average household size divided by the number of people earning income.



Figure 3: Socid Economic profile of Respondents
SOCIAL PROFILE

LIRA JINJA MBARARA Total

# of respondents # | % # | % # | % # | %
Geographic area
Urban 45 76.3% 44 100% 22 100% 111 88.8%
PeriUrban 14 23.7% 0 0% 0 0% 14 11.2%
Category Total 59 100% 44 100% 22 100% 125 100%
Gender
Female 31 52.5% 25 56.8% 15 68.2% 71 56.8%
Male 28 47.5% 19 43.2% 7 31.8% 54 43.2%
Category Total 59 100% 44 100% 22 100% 125 100%
Marital status
Single 5 8.5% 2 4.5% 5 22.7% 12 9.6%
Married 46 78.0% 40 90.9% 14 63.6% 100 80.0%
Widow 8 13.6% 2 4.5% 3 13.6% 13 10.4%
Category Total 59 100% 44 100% 22 100% 125 100.00%
Education level
None 2 3.4% 1 2.3% 0 0.0% 3 2.4%
Some Primary 13 22.0% 3 6.8% 1 4.5% 17 13.6%
Primary 21 35.6% 12 27.3% 8 36.4% 41 32.8%
Some Secondary 13 22.0% 16 36.4% 7 31.8% 36 28.8%
Secondary 7 11.9% 9 20.5% 5 22.7% 21 16.8%
Some University 0 0.0% 0 0.0% 1 4.5% 1 0.8%
CompletedJni. 0 0.0% 1 2.3% 0 0.0% 1 0.8%
Completed training
college 3 5.1% 2 4.5% 0 0.0% 5 4.0%
Category Total 59 100% 44 100.0% 22 100.0% 125 100.0%
ECONOMIC PROFILE

| LIRA | JINJA | MBARARA | Total

Percentages derived from totakponseseven in case of multiple answers
Economic Activity Backgroundn the last year

Wage employmentl 8 6.4% 10 8.0% 0 0.0% 18 14.4%
Self employment 59 47.2% 44 35.2% 22 17.6% 125 100.0%
No wage or/and

self employment 0 0.0% 0 0.0% 0 0.0% 0 0.0%
Experience with financial institutions in the last year

Savings w FINCA 56 44.8% 43 34.4% 22 17.6% 121 96.8%
Use of FINCA

FinancialServices 59 47.2% 44 35.2% 22 17.6% 125 100.0%
Participation in

ROSCA 5 4.0% 1 0.8% 1 0.8% 7 5.6%
Participation in

informal groups 17 2113.6% 17 13.6% 8 6.4% 42 33.6%
Microinsurance 0 0.0% 0 0.0% 0 0.0% 0 0.0%
Years with FINCA

1to 3yrs 38 64.41% 20 45.45% 11 50.00% 69 55.20%
410 6 yrs 9 15.25% 2 4.55% 8 36.36% 19 15.20%
7to 9yrs 6 10.17% 9 20.45% 3 13.64% 18 14.40%
More than 10 yrs 6 10.17% 13 29.55% 0 0.00% 19 15.20%
Category Total 59 100% 44 100% 22 100% 125 100.00%

® Multiple choices were available hence the number of responses may have exceeded the number of respondents
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52. Par t i c iEpoaanticsAdtivity

Trade is thepredominant businesactivity among the respondent85% of all economic
activities are in Trade (80% in Lir&3% in Jinja and 68% in Mbarara). 18% of all respondents
work in the service sector, andbareengaged in Agriculture an@% in Manufacturingreferto
Figure4 Business 8ctor below) The top four trading activities are: sale of agricultural produce
such as beans or bananas (21% Ibfespondents), sale of secdrahd clotles (17.9% of all
respondats), sale of groceries (14% of all responderdasd sale of new clothes (10% of all
respondents).

Figure 4. Business &ctor

Business sector e
The most common activities the

service sector are tailoringnd
transportation Forty-nine percent
of all respondents are tailors, and

5% 2%

O Manufacturing 0
& Trade 10% of all respondents are
O Seniice involved in transportation
O Agriculture businesss such as providing taxi
5% services with fAnBoda I
name for a motor bike)
Figure 5: Service SubSector
Service sub sector
O Bar
" % % B Bakery
10% il 5 % . O Butchery
‘ 4% . O Disiller (beer)
% W Entertainment (video, music)
A% @ Hair dresser
% B Mechanic
49% 4% O Restaurant
M Tailor
B Transportation (taxi, truck)

Figure 6 below shows the breakdown dhe business sector bgender. As the table
demonstratesthere are more men engaged in trade activities than woS8igty. percentof
women engaged in trade activities compared to 40% of h@0% of those @gaged in
agricultural activitiesare women All respondents arom Jinja.



Figure 6: Business Sector bysender

% of respondents

100.00% -

80.00% -

60.00% A

40.00% -

20.00% -

0.00% -

Business Sector by Gender

Manufacturing

Trade

Service

Agriculture

B Female

50.00%

57.89%

36.36%

100.00%

W Male

50.00%

42.11%

63.64%

0.00%

A detailed business sector profile is presented in FiguBaisiness Sectorréfile, below.

Figure 7: Business Sector Rfile

BUSINESS PROFILE

LIRA JINJA MBARARA Total
No. of Respondents* # % # % # % # %
Business Sector
Manufacturing 1 2% 0 0% 1 5% 2 2%
Trade 47 80% 32 72% 15 68% 94 75%
Service 11 18% 6 14% 6 27% 23 18%
Agriculture 0 0% 6 14% 0 0% 6 5%
Category Total 59 100% 44 100% 22 100% 125 100%
Business Sector by Gender
Manufacturing Total 1 100% 0 100% 1 100% 2 100%
Female Manufacturing 0 0% 0 0% 1 100% 1 50%
Male Manufacturing 1 100% 0 0% 0 0% 1 50%
Trade Total 47 100% 33 100% 15 100% 95 100%
Female Trade 26 55% 18 55% 11 73% 55 58%
Male Trade 21 45% 15 45% 4 27% 40 42%
Service Total 11 100% 5 100% 6 100% 22 100%
Female Service 6 55% 1 20% 1 17% 8 36%
Male Service 5 45% 4 80% 5 83% 14 64%
Agriculture Total 0 0% 6 100% 0 0% 6 100%
Female Agriculture 0 0% 6 100% 0 0% 6 100%
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Male Agriculture | 0 | 0% | 0 I 0% | 0 | 0% 0 0%

5.3. Income and expenditure patterns

The Income and Exgnditure tool provides information on income and exgene variations
throughout theyear After an indepthdiscussion on sources of income, expenditure, credit and
savings clients are asked to use bottle tops to show various téy®lessuraluring each month

of the year Financial pressurgn the grapk refers tothe level of financial pressure throughout

the year This toolgives an indication ofhow credit and savingsanrespond to these finaial
pressures. The information gathered through this tool is not in monetary t@nwwenty (20)
respondents were interviewed and tbel was used in all three searchareas Figure8 below
shows the Income and Expenditure trendslioja, Fgure9 andFigure 10 showthe Income and
Expenditursfor Lira andMbarara A detailed discussion follows each of the figures.

Figure 8: Income, Expenditure, Savings and Creditn Jinja

Income, Expenditure, Savings and Credit: Jinja

— |NCOME === mEXpenses wwmannnm Sayvings e eee Credit

5
4
Financial 3
Pr r
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1
0

— 11COM 5 3 3 4 [Vs 5 3 3 2 4 5 5

= = Expense 5 5 3 3 5 2 2 3 5 3 2 5

mmr $5ving 1 2 2 2 4 4 4 2 1 4 4 2

oo eBredi 0 0 0 4 0 0 3 5 4 3 5 0

t Month
Income

The peak periodfor high income in Jinja ar’om April to June and from October to January.
Between April and June the majority eicome comes from selliniarm produce such as beans,
vegetables, and maize. From October to January the income comes from selling coffee beans,
andfrom selling cattle i.e. goats, pigsd goats. These products amehigh demand durinthe
Christmas season. February aktrch, and JulyhroughSeptember are months of little or no
economic activity. Businesses have low sales and there is little produce to sell. During this time
farmers are busy preparing for the first growing season (Apdiib@). During the months tdw

income people sell the produce that was stored during peak months (October to Jaaayy)
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people also hava vegetable garden from which they can petiduceduring the months of low
income.

Expenditure

January, FebruaryMay, September andecember are the montl$ highest expenditure in the
householdsThe pressure is high during these months digzhool fees, which posmne of the
highest financialpressureson mosthouseholds Expenditura are high in December mostly
because of prepations forthe festive season. Most of these expenses are met from business
profits or individual savings. In this periodients will borrow from ROSCAsnd MFIs for
business purposes.

Savings

High months for savings ar&pril throughJuly and October and November, low months are
December to March and June to July. Saviagsusually done in cash or-lkimd (agricultural
produce such as maize, or livestock) and informal groups. The saamguns in informal
groups will range from h 2,000($USD 0.40)to Ush 10,00Q$USD 2)per week Cash savings
around October and November arsed for school fees and-kind savings duringhe same
period aremeant for consumption smoothing in the househol8avings increases iFebruary
and Mach (from Ush 200,000 ($ USD 40) to Ush 2,000,000 ($USD %@®en stored produce
is sold

Credit

The needor credit is highest in Apriand from July through November. In April credit is needed

for business, and for meeting school fees in May. Credit in July and November is also used for
businessApart from borrowing from FINCAor business purposgslients borow from PRIDE,

Ui trust, UML, PosBank, Feed the Children, sounty fundsa n d Wo Greupsd s

Health financing in Jinja

In order to cope witlthe financial pressure of sickness (during the months of low incairex)ts

in Jinjawill borrow from friends and family. The amounts borrowed are usually small and are
just enough to enable people to respond to the emergencyg. néetinessoccurs during the
months of high expenditure clients will look for treatment with known hegalliders who can
offer services on credit. Clients do not sapecifically for medical expenses. In tb@se of a
emergencyclients will borrow from individuals such as money lenders or family and friends.

12



Figure 9: Income, Expenditure, Savings and Credit in Lira

Income, Expenditure, Savings and Credit: LIRA
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Months

Income

High income months in Lira a®ctober to January with the peak in December. These are the
monthswhen the harvest is most plentiful and the produce is soldyabd price. In this periqd

both farmers and traders are doing well. Major crophkide beans, maize, millet, @csorgium

and sesame seed.ow income months are March to August. This is a period of low supply of
agricultural produce in the community. Because of this, there i®rerglly low evel of
economic activity andraders have no customer©nly afew traders who deal with essential
household commoditiesike sugar and salave business. During the months of lowame,
savings are useduring the harvest some foods®red for the months of low income.

Expenditure

School fees present the greatest fiitial burden to clients in Lirabecause the school fees
usually need to be paid amlump sum. The high expenditure months are May to September, and
December to Febary. Food shortage occurs during June and August therefore food
consumption presents the highest expense. In order to meet these costs, clients borrow fro
MFIs and us¢he loans. Expenditure in December is mainly duthéofestive season, and money

is usedfrom savings accumulated throughout the year. In Janubey expenditure is high
because people@ building new houses and aesgvings accumutad in December isised for
meeting building costs in January.

Savings
Like in Jinja,clients in Lira have two formsf savings They save irxkind and in cash. Savings
in December and January are mainly from farm stock which is sold in June. Savings range from

Ush. 200 000 ($ USD 40) to Ush. 1,000,000 ($ USD 208 savings aresed for school fees,
health cargand food. Families will also use savings to meet cash requirements such as medical
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expensesCl i ent s who save 1in cash maiQtédntg in fimv e
mentioned that they sBRea®m in a group call ed

Credit

Loans taken in February and September wsed towardschool fees. Tradsrtake loans in
September to mevest in their business to prepare for Christmas. In June, loans are used for
buying seeds and preparing land for tngcomingfarming season. Loans in Noveen are used

for buying extra produce. Apart from borrowing from FINCA, clients berficom PRIDE, Post

Bank and MEDNet The main reasons to borrow during the months of low income are to pay
school fees, meet mexdil expenseandto purchasdood.

Health financing in Lira

In thecase of sickness during the months of low income, clients will go to Lira Referral Hospital
or to a private clinic, if affordable. In order to pay for medical expenses clients willt diver
FINCA business loans, or will borrow from friends and familin July and Augusthealth
expenditurse are high because Malaria is at its peak. Clients borrow from friends and family to
cover these expenses, adchw downsavings if available. Clientsdid not report borrowing
from MFIs for health related expersse

Figure 10: Income, Expenditure, Savings and Credit in Mbarara

Income, Expenditure, Savings and Credit: MBARARA
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Income

The major sources of income are farm produce like beans, millet, bamadaggetables. In
December,jncomes are at tlrepeak because both farmers and businessmen are making high
profits due to the needs tiie festive period. People buy new cleghshoesand food while
others marryand hold parties. The income around April is from shern cropdike beans and
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vegetables. ricomes are not so high this month. In Mbardne agricultural calendar has a
strong influence onhetrading calendar. The second growing season ends in March and April,
this is the time when there is barely anything to sell from the farms. Likewise the businesses also
feel this low activity and thei make very little income. Jurte Augustis another low inome

period for the same reasobDuring this period people use the following coping mechanisms:
they stockup on farm produce especially grains for use in the low periods. Fortehnortneeds

like emergenies, people use thesavings. Some peopiesort to ROSCAsand some buy
household necessities on ditg/from shopkeepers with whothey have good relationship).

Expenditure

During February, May and September expenditures are high due to school fees. The expenses
incurredin NovemberDecember are mainly for preparation for the festive season, the money is
spent on new clo#s, food housewarmingparties and marriages. In order to meet these
expenses clients use business profits, savings (either cash in a bank/MFksdrerg. animals

or produce). When Hind savings are used in the low monthsytpeovide enough income for

a householdto be able to manage other costs. ROSCAs are also used to enable members to
access lump sums for either business or paying for gmessing needs like education and
sickness. Loans from individuals are used to meet short term financialinaeagints involved

can be Ush 5,000 ($USD 1)50,000 ($10USD). Loans from MFIs are not used to pay school
fees directly, the money is first iested in business and the incomes from these businesses can
be used to clear outstanding school fees for children

In the low expenditure months (April, June to August andoler), there is generally enough
food to sustain households.

Savings

Decembeand January are the months in which the highest savings are accumulated. Like in Lira
and Jinja, people in Mbarara save in kind and in casbsé@ savings are used for paysanool

fees in February and meeting thest pressing needs likent and taxes that are demanded
around that time.Clients who save in cash said that the savings in this period can range from
Ush 200,00q$USD10) to Ush3,000,000($USD60Q. The savings are sometimes taken to the
bank, or put into a ROSCA.

Credit

Loans in Janary, May and September are uded business needs and fpaying school fees.
Loans in Novembreare used for business purpases

People borrow from MFIs (e.g. FINCA, PRIDE, UGAFODE, SACCOsTJrust) and some
banks like Centenary Bank.

Health Financing in Mbarara

People in Mbarara aldmorrow from friends and relatives for emergencies such as sickribes
amounts borrowed are usually small (&Jgh20,000i 50, 000) and repaifd i n



income is low and people fall sick, shevill seek those health providers who give them services
on credit. Loans from individuals are taken for emergencies like sickness.

In summary, the findings from Income, Expiture, Savings and Credshow thatclient
incomes are dependent tme agriaultural calendar in all thregeographic areasExpenses are

high throughout the year. However, the greatest peaks are in February, May, and September due
to school fees. Savings can range from as low as a few dollars to a few hdodeaed
Expensesre also higher ithe rainy seasowhen malaria is more prevalent. The rainy season is
from March to November; however the peaktbé rainy season is from July to September.
December, January, and February are considered the dry season. When incdrigés peeple

are more likely to save. People save in two major form&ind and in cash. The savings
accumulated in December and January are mainly used for later in the year when incomes are
low. Savings in October are usually used to recapitalizenéss in November after the low
income seasonlhere are two key periods when business loans are need#ithiarg the first

period is from April until June, anthe second period is from August until November. During
these periosdl people usually need money for working capital i.e. buying additional stock for
business. In January, April and May loans are also needed for schodinféles.case of any
emergency such asa health emergencgybusiness loans will be diverteddwards emegency

needs

In order to cope with medical expenselgents in all three areas will borrow from individuals i.e.
money lendersfamily and friends. Clients do not plan for medical expenditbrgsrather deal
with theseexpensess theyoccur Clientsborrow from money lenders for emergency needs
They will also seek medical attention in clinics where they can obtain service on credit.

Figure 11: Picture of Income, Expenditures, Savings, an€redit PRA Season with FINCA Clients
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5.4. Wealth Ranking

Researchers usedsimpleWealth Ranking tool to learrabout wealth, poverty and vulnerability
among FINCAOGs clients. Thi sclienhsegmentatictpiesentedh a s b ¢
in Figures12, 13, and14 below for Lira, Jinja and Mbarar#n total twenty(20) clients were

interviewed with this tool.
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In Wealth Ranking a researcher asks participants to categorize members of their community
according to wealth statu3.he wealth statugoes beyond financial and physical assets and
usually includes social lstions and human assets (e.g. numifefamily members, education
level, good health etc).In this study,clients in Jinja and Mbaramdistinguished four economic
categories in theicommunites rich, not so poor, poor, and very poor. Clients in Ldia, not
distinguishbetweennot so poor and poor, and therefore decided to have only ¢aemic
categories as shown Figure 12 below. It is important to keejm mind that the classification
presented reflects the opinions of FINGAents, and as such may be different frahe
classification FINCA uses fahe clients(e.g. set of economic indicators}iven that this was
gualitative research, and given thme limitations for the research detailed analysis of so€io
economic status of F 1 N Crod sas additional nvalidationv afteke n o t P
findings To geta more detailed analysis of client segmentation, the consultant recomanends
ini depthanalysis of clientecords and loan applications. For exampdesreate a more detailed
sociceconomic profilgFINCA can randomly sample a number of clients from all three areas i.e.
Jinja, Mbarara, and Lira and analyze stored data in thdasga Ths, of course, assumes that
FINCA collects economic information on clientgpe of assets, asset value, average income etc.

Lira

Out of all three research areas Lappearedo be the poorest. For example, having a bicycle in

Lira is seen as a sign of wealth, whereas in Jinja a rich person is the one who owns a car. It can
be observed that the very poor in Lira are the tmasnerable among the three economic
categories. Given that poor have no ability to borrow, it can be concluded that FINCA clients
belong to the Aricho and Anot so pooro catego
which category they belong. All three groups are equally susceptible to all health risks, and
there is no difference between different segments. However, the response to health risks is what
differentiates these groups. The rich can afford good care, and will visit private dhrtles

case of sickness, while not so poor will be able to use private clinics only if they can afford to,
poor will use private clinics only if thegannotreceive help in government facilities, however

they will be highly indebted as a result.i3lshows that all these groups need different financial
products.For example, poor probably need insuranaedpcts themost; however they probably

will be least able to afford it.

In Lira, clients estimated that on average they spent between Ush.5000 ($USD1) to Ush.150,000
($USD30) on various health expenses per month. These costs can be higher dependin
sickness, for example if a household has an HIV/AIDS infected family member. In the case of
Malaria, for example, the monthly health costs can go up to $USD100. It is important to note that
clients do not keep records of their health expenses hemse flyures can be understated or
overstated given the frequency of illness in the community.

Figure 12 Client segmentationin Lira

Customer group Rich Poor Very Poor
Indicators

Average gross
household income $40 6$125 Less than $30 Unable to secure income
per month

Average no. of




Customer group
Indicators

Rich

Poor

Very Poor

household members 7 7 7
Type of housing Permanent structure (cement | Permanent Non permanent structure
structure or mud) (mud) (huts or similar)
Assets (other than
transportation Land or house None
assets)
Uneducated
Level of education Primary and Secondary Primary
education
Agriculture
Business type (cows, oxen or goat farm) Agriculture Unable to secure
Trader (agricultural produce) income, at times may do
or larger Grocery store some seasonal work
Means of More than one bicycle None None
transportation Motor vehicle (however not Walks usually

common)

Financial capabilities

-Ability to borrow against
assets (usually individual
loan)

d Ability to send children to
school

A8 Can respond to a financial
need immediately e.g. access
to savings, borrowing, sale of
assets etc.

-Limited ability to borrow
against assets (usually group
loan)

d Ability to send children to
school d however in time of
financial crisis may need to
withdraw them

dHas limited ability to
respond to a financial need

- Unable to borrow
dLow or no ability to
respond to a financial
need

Human assets

Looks healthy and can afford
to look after him/herself and
the family

Looks healthy

Person does not look

health and clean, usually

wears torn clothes and
sandals

Key health risks Malaria Malaria Malaria
HIV/AIDS HIV/AIDS HIV/AIDS
Hypertension Diarrhea Diarrhea
B B B
STD STD STD
Health provider used Private clinics -NGO clinics Government health

in times of sickness

d Government health centers
dPrivate clinics (if
affordable)

centers

Coping mechanisms
used in times of
financial crisis

0

-Savings

6 Community support

d Self insurance

dLoans

dBorrowing from friends and
family

- Limited Savings

& Community support
dBorrowing from friends and
family

0
- Friends and family

d Sale of small household

assets

Note: Clients in Lira did not distinguish between Not so Poor and Poor, hence only 3 categories are included.
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Jinja

Jinja is better off than Lira.Average householthcome is gjnificantly higher in Jinja than in
Lira. In Jinjaclients estimated that rich person makes up to Us}200,000($200) per month.
As in Lira there isno difference among health risks atie rich can afford good care, and will
visit private clinics in a case of sickness, whhe not so poor will be dk to use private clinics
only if they can afford tpand poor do not use private clinics at all

In Jinja, clients estimated that on average they spent between Ush. 5000 ($USD1) to Ush.
200,000 ($USD40) on various health expenses per month. If moreieafamily member falls

sick in a month, these costs can be double. In some instances clients mentioned that costs can go
up to Ush.400,000 ($USD200) in a case of malaria for example. It is important to note that
clients do not keep records of their headttpenses hence these figures can be understated or
overstated givethe frequency of illness in the community.

Clients in Jinja indicated théhe majority would belongn thenot so poor and poor category.
Mbarara

In Mbararaclients are well off compared to Lira and Jinja. A rich person in Mbarara can
generate a monthly gross income of $USD625, while not so poor person can generate between
$USD180 and $USD300. A rich person can send their children to expensive private ,schools
while a not to poor person can afford educating their children up tonikersity level.Clients

in Mbarara indicated that a majority would belong to the not so poor category.

There seems to be a sharp difference between not so poor and pooriestiEgtrat a poor

person in Mbarara is one that struggles to meet basic needs such as food. In Jinja however, a
poor person can afford food for daily needs. A very poor person in Mbarara is destitute, and
extremely vulnerable i.e. (s)he has no househsé@ts (in Jinja and Lira, a poor person has some
household assets), (s)he does not have a permanent place to live and may sleep on a street. A
poor person in Mbarara usually has a struggling business, however (s)he has difficulties in
borrowing since (s)hbas very limited assets to put as collateral.

In Mbarara, some private clinics are owned by government employees hence rich people prefer
private clinics. The services in private clinics owned by government officials are subsidized
accordng to the respondents. The not so paee private clinics, health centers (government
owned) and hospitals The poor and very poor groups ugevernment facilities. In Mbaraya
clients identified HIV/AIDS as the biggest risk in the community due to sexual practices.
However, for clients Malaria and TB are also among key health risks for all segments.

On average, clients estimated spending Ush.100,000($USD20) to Ush. 4Gk200pfor health
expenses per month, depending on the type of illness in the faksilgforementionedclients

do not keep records of their healdxpenseshence these figures may be understated or
overstated giverhe frequency of illness in the community.



Figure 13: Client segmentationin Jinja

Customer group

Indicators Rich Not so Poor Poor Very Poor

Average household

income / month $USCL50 6200 $USBO 85120 $US20 660 $uUso

Average no. of

household 455 5 6 6

members

Type of housing Permanent structure Permanent (cement) | Permanent Some form of
permanent house

structure (cement) (mud)

but very modest

Assets (other than
transportation
assets)

Buildings (residential
and commercial)

House

Chicken (100)

Not specified

Level of education

Primary and Secondary
education

Primary, some
secondary

Primary

Uneducated

Business type

Wholesale

Medium size shop
(retail)
May also rent

Market Vendor
(sells vegetables
and chapattis at
the market)

Unable to secure
income, at times
may do some
seasonal work

Means of . . - Walks
transportation Motor vehicle Motor vehicle Mini bus Bicycle
Mini bus Bicycle
A Ability to borrow o .
against assets (usually 0 Ability to borrow SLimited ab.'"ty to
individual loan s) against assets borrow against dUnable to bo‘fr."""
d Ability to send children | dHas enough ;noney assets (usually SLow or no ability
to school for survival group loan) to respond o a
Financial dCan respond to a dHas limited ability 6Can afford food financial need
e " . for the day d Cannot afford
capabilities financial need to respond to

immediately e.g. access
to savings, borrowing,
sale of assets etc.

immediately respond
to a financial need

& Cannot respond
immediately to
financial needs

basic necessities

Looks healthy and can

Human assets afford to pay for Looks healthy Does not look Not specified
anything he/she needs healthy
Malaria Malaria Malaria Malaria
HIV/AIDS HIV/AIDS HIV/AIDS HIV/AIDS

Key health risks Hypertension Diarrhea Diarrhea Diarrhea
B B B B
STD STD STD STD

Health provider -NGO clinics i

used in times of . . 0 Government health -NGO clinics Government
Private clinics & Government health centers

sickness

centers
d Private clinics

health centers

Coping mechanisms
used in times of
financial crisis

-Savings

& Community support

d Self insurance

dLoans

dBorrowing from friends

- Savings
dInformal groups
dLoans

d Borrowing from
friends and family

dLimited savings
& Community
support

& Sale of small
household assets
dBorrowing from

Friends and family
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Customer group .

Indicators Rich Not so Poor Poor Very Poor
and family friends and family

Figure 14: Client segmentationin Mbarara

Customer group Rich Not so Poor Poor Very Poor

Indicators

Average household

income / month $USD 625 $USD 1803300 Not specified Not specified

Average number of

household members | 4 85 4085 More than 5 More than 5

Type of housing Permanent Permanent Permanent ’S\lt?e:?use sleeps on the

structure structure (cement) (cement) (mud)

Assets (other than -

transportation 52!?&2%3& and

assets) : House Chicken (100) Not specified
commercial)

Level of education Secondary Primary, some Some primary, Uneducated
education secondary Uneducated

Large farm with

Agriculture, raises
cattle (has less

Market Vendor (sells
vegetables and

Unable to secure

Business type 300 cattle than 300) chapattis at the income, at times may
Has a large Can operate a do some seasonal work
business retail shop market)

Means of Motor vehicle Motor vehicle

tr ansportation Mini bus Bicycle Walks
3 Ability to borrow
against assets A Ability to borrow 5Unable to borrow
(usually individual against assets, due to limited 3 Unable to borrow
loan) dHas enough ue to
3 Ability to send money for a good gollateral 6Ca_1nnot supporta

. . children to school life Can afford food for | family

Financial 3Can respond toa | 3Has ability to the day dNot able to respond

capabilities financial need respond d Cannot respond to financial needs

immediately e.g.
access to savings,
borrowing, sale of
assets etc.

immediately to a
financial need

immediately to
financial needs

Looks healthy and
can afford to pay

Human assets for anything he/she | Looks healthy Not specified Not specified
needs
Has many friends
Malaria Malaria Malaria Malaria
HIV/AIDS HIV/AIDS HIV/AIDS HIV/AIDS
Key health risks Hypertension Diarrhea Diarrhea Diarrhea
B B B B
STD STD STD STD
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Customer group
Indicators

Rich

Not so Poor

Poor

Very Poor

Health provider
used in times of

Private clinics

-Government
health centers

Government health

Government health

sickness & Private clinics centers centers
-Savings -Savings .
. . 0 Community - Community support
Coping mechanisms support Slnformal’ groups o Sale of small Friends and famil
used in times of ppor dLoans y
. - - d Self insurance . household assets
financial crisis dBorrowing from . .
dLoans d Friends and family

friends and family

6. Risks and Risk Coping Strategies

In order to understand what kisaf risks FINCA clients face, the research team asked the
respondentgo identify and rank risks whiclmpose the greatest financial burden their
households. This was done agsessvhether sicknessepresats a severe economic pressure,
and if sqQ how it compares to other riskbat households fac&welve (12) respondents were
interviewed and the tool was used in Jinja and.Lirhe findings are presented in this chapter.

6.1. Risks faced by FINCA clients

The clients surveyed in Lira and Jinja face a variety of fiskéese risks result frorthe types

of economic activities clients operate, household conditions, seasonality patterns, -apddife
events. While many risks faced by clients cresignificant social distress (for example
stigmatization inthe case of sickness), the majority of risks cause great economic losses which
are perceived by the participants as disastrous for the family. The most severe economic risks
are those thatimpac a househol dbés abhiellos$ of pradactivity elueda at e
sickness, or those that cawssignificant loss of assets suchasusiness theft.

Thefigure below summarizes the results from clients surveyed in Lira and Jinja. Deathevas t
most significant risk across both areas while other risks had gender and place related variations
(the group in Jinja was comprised entirely of men, while the group in Las es@mprised of
women only).

Figure 15: Ranking of the Risks

Type of Risk Ranking of Severity per area
Area Jinja Lira
Overall rank
1 Death 1 1
2 Sickness 3 3
3 Theft 1 4
4 Accident 5 2
®The research teamdidno sur vey risks in Mbarara because of the |

Mbarara branch, hence the Focus Group Discussion (FGD) on risks was omitted.
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5 Business risks 4 8

6 Fire 6 7
Environmental changes’ 5 Not mentioned
Child kidnapping Not mentioned 5
Divorce/Separation Not mentioned 6

Death

Death was identified as the most severe risk by both groups. Death has a great impact on the
family because it is usually unpredictable and requires large lump sums of lcadmja, for
example, m the case of deaththe family may spend betweenUsD 63 and $JSD 375 for
transportation, food for mourne@nd purchasing of a coffin. ihe caseof the death of thbead
of the family, the longterm impact will be even greater and is usually seen as aisagriif
decrease of family income or total loss of household incowivbile deathimposes the greatest
economicstresson the family, both groups considered death not toves frequent in the
communities (clients estimated that therengdeath per fivdhouseholds per year).

Sicknest

The mostdistressingaspect of sickness is the frequency of malaria both in Lira and Jinja. While

there are other ailments present in the community [See Chapter 7], the predominate sickness, and

the one creating the mostancial stress, is considered to be malaria. Due to its unpredictability

and frequent reoccurrence, malaria poses a great economic risk to the family because of both the
immediate need for cash for treatment and the income loss due to a decreaseictiviizod
Given this urgency, a family will immediately dispose of any available asset. Sickness affects a

familyds ability to generate
the family. Respondents identified the costs eatment as a major contributor to economic

ncome

t hus

neg:

pressures. It is interesting to note that men ranked sickness as their number one risk, while
women in Lira ranked it only as the fourth most important risk. This could be explained by the
fact that women in e save in informal savings groups hence sickness is not considered to be as

much of a financial risk.

Theft

Theft has a great impact on a household because it is difficult to replace stolen assets, especially

if the assetsvereused for productive pposes and were the primary source of income. Theft in

the businesswvas considered a greater economic stteastheft inthe household. Theft inhe

business is particularly devastating for those who have taken a loan from an MFI or arghnk,
as a result of a theft will experienpeoblems with loan repayment. Men in Jinja claimed that

theft is a very common occurrence, while women in Lira claimed that theft is not so common in

this area.

" The environmental changes, child kidnapping, and divorce/separation were not rankedlgince group

mentioned these risks; however the risks are discussed in the report.

8 Detailed discussions about sickness follow in the report.



Figure 16: Market in Lira, Uganda

Business risks

Business risks were identified by both groups as very comirtmee business risks particular

were mentioned: loss of electricity, increase in rent and evictioss of electricity is extremely
common and negatively impacts daily revenues. Increase in rent and eviction have negative
impactk on income streagjcausing greater expenses to a business.

Fire
Fire was identified as a rigkat causes significantéome and property losseslowever fire is

not frequent in Lira or in Jinjand thereforgoarticipants did not perceive fire to be a significant
risk in their communities.
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