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Abstract

Background There is less attention to assessing how health services meet the expectations of private health
insurance (PHI) actors, clients, insurers, and providers in developing countries. Interdependently, the expectations

of each actor are stipulated during contract negotiations (duties, obligations, and privileges) in a PHI arrangement.
Complementary service roles performed by each actor significantly contribute to achieving their expectations. This
study assessed the role of PHI in meeting the expectations of clients, insurers, and providers in Kampala. Lessons from
this study may inform possible reviews and improvements in Uganda'’s proposed National Health Insurance Scheme
(NHIS) to ensure NHIS service responsiveness.

Methods This study employed a qualitative case-study design. Eight (8) focus group discussions (FGDs) with insured
clients and nine (9) key informant interviews (KlIs) with insurer and provider liaison officers between October 2020
and February 2021 were conducted. Participants were purposively selected from eligible institutions. Thematic
analysis was employed, and findings were presented using themes with corresponding anonymized narratives and
quotes.

Results Client-Provider, Client-Insurer, and Provider-Insurer expectations were generally not met. Client-provider
expectations: Although most facilities were clean with a conducive care environment, clients experienced low service
care responsiveness characterized by long waiting times. Both clients and providers received inadequate feedback
about services they received and delivered respectively, in addition to prompt care being received by a few clients.
For client-insurer expectations, under unclear service packages, clients received low-quality medicines. Lastly, for
provider-insurer expectations, delayed payments, selective periodic assessments, and inadequate orientation of
clients on insurance plans were most reported. Weak coordination between the client-provider and insurer did not
support delivery processes for responsive service.
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and accountable client care relationships.

Conclusion Health care service responsiveness was generally low. There is a need to commit resources to support
the setting up of clearer service package orientation programs, and efficient monitoring and feedback platforms.
Uganda's proposed National Health Insurance Act may use these findings to: Inform its design initiatives focusing on
operating under realistic expectations, investment in quality improvement systems and coordination, and efficient

Keywords Expectations, Responsiveness, Private health insurance, Client, Insurer, Provider

Introduction

Health care service delivery models work toward meet-
ing the expectations of the actors involved [1-3]. Health
insurance, as a financial risk protection initiative, plays an
important role in supporting the provision of responsive
health services, especially in urban communities [4-6].
The list of service items and their limits purchased by
the client-policy holder inform service procurement by
the insurer from the provider. Such information informs
the expectations 1 from each actor [7]. Consumption of
such health care services is thereafter made reference to
as stipulated in the client’s insurance policy [8]. If such a
policy is executed as expected, each actor registers satis-
faction since each of them will have executed their com-
plementary roles interdependently well [3]. Eventually,
service provision in a client-oriented manner is achieved,
thus achieving service responsiveness [9]. Responsiveness
in this study therefore refers to how actual experiences of
the clients, Insurers and Providers aligned or misaligned
to their initial expectations [3, 10].

During health system performance assessments, the
World Health Organization (WHO) recommended the
inclusion of expectation domains such as the soundness
of facilities, prompt attention, communication, and dig-
nified treatment [10]. Assessing such domains in a pri-
vate health insurance (PHI) arrangement has received
less attention in developing countries than in developed
countries [11, 12]. A few client expectations with the
exclusion of providers and insurers have been docu-
mented [13] Reports from countries such as Ghana and
South Africa indicate low levels of service level respon-
siveness [14—16].

Less than 1% (0.8%) of Uganda’s population access pri-
vate health insurance (PHI) services. Ten [10] licensed
insurance organizations, [8] insurance companies and
[2] health membership organizations (HMOs) offer these
services through providers such as hospitals, clinics,
pharmacies and medical laboratories [17]. In Kampala,
service responsiveness under PHI is less known. Whereas
7% of city employers have supported approximately 4% of
their employees with PHI covers, remedying their cata-
strophic expenditure on health [18], very little is known
about how their expectations have been met. A National
Household Survey report indicated the unavailability
of medicines, long waiting time, a limited range of ser-
vices, understaffing, inconvenient opening hours, staff

absenteeism and consideration of the client’s culture or
religion as key concerns raised by the population. These
factors affect service responsiveness [19].

Negative attitudes of health workers and long waiting
times while accessing care were also indicated in a study
involving noninsured clients [20]. Responsive service is
preferred in a PHI arrangement [21]. This study there-
fore aimed to explore the factors that shape the relation-
ships and how the respective expectations among actors
in the PHI were met in Kampala. The findings may pro-
vide a basis for reflection on the improved design of the
proposed National Health Insurance Scheme (NHIS)
and later its implementation while ensuring service
responsiveness.

Methods

Study setting and sampling procedure

A qualitative case-study design was employed. We aimed
to understand why unmet expectations under private
health insurance existed [22, 23] among PHI actors in
Kampala City.

Kampala was purposively selected because it is the
capital city. It hosts many health care providers, insur-
ance companies and a large urban workforce with access
to health insurance cover [18, 24-26]. We identified the
leading five health insurance organizations (by client
volume) with guidance from the Uganda Insurance Reg-
ulatory Authority (IRA). We identified employing insti-
tutions that had running contracts with these insurance
organizations. These were contacted through an autho-
rization request for enrollment of potential respondents
(employees) into the study.

Using staff communication platforms such as Notice-
boards, emails and WhatsApp groups, a call for employ-
ees (clients) who had received heath care services from
a Kampala-based provider network using their insurance
cover in the last 12 months was shared, and those willing
to participate were identified. The research team contact
persons (administrators and human resource officers)
compiled and shared their contact information with the
research team. We contacted eligible participants both
through phone calls and physically at their workstations
and scheduled interview appointments. Employees (cli-
ents) whose insurance membership was not active in the
past 12 months were not enrolled in the study.
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Purposively identified service providers, a mix of pri-
vate for profit (PFP) and private not for profit (PNFP)
with assistance from employing institutions, were rep-
resented by their respective liaison persons (human
resource officers for employing institutions, hospital
administrators at provider facilities and medical insur-
ance officers at insurer organizations). We were unable
to identify employment institutions under Sanlam insur-
ance organization. Some had closed premises due to
COVID-19, while others did not give feedback to our
study participation request. These details are summa-
rized in Table 1.

At least two [2] focal point persons from both the
employing institution and the health care provider were
enrolled as key informants. These were presumed to be
knowledgeable and experienced in addressing the study
subject.

Data collection

Eight (8) focus group discussions (FGDs) between 6 and
9 insured clients and nine (9) key informant interviews
(KIIs) with liaison officers were held from October 2020-
March 2021. We ensured heterogeneity among FGD
participants by employment role. The developed semi-
structured interview guides with predetermined open-
ended questions that aligned to the themes under study
[10, 27, 28] were used. Both the FGD and KII guides
are composed of modified domains that are a measure
of responsiveness [10]. These included waiting time,
prompt attention, service eligibility, periodic assess-
ments, timeliness of payments, payment mechanisms,
communication, and soundness of facilities. Conducive
offices, boardrooms and other welfare spaces were used
for interviews. Prior to the FGDs, we obtained informed
written consent from each participant followed by their
sociodemographic characteristics. Number tags were
given to each FGD participant for easy identification dur-
ing the discussions. We used the FGD guide to elicit each
participant’s understanding of their general health care
service journey expectations. Thereafter, the tool guided
the discussion on specific thematic service expectations
of their providers and insurers. Key informant inter-
views also elicited information on actor-specific relation-
ship expectations (Insurer of provider, Insurer of client,
provider of insurer and provider of client) during health

Table 1 lllustration of the sampling process
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care service delivery under a private health insurance
arrangement. In all the interviews, we probed participant
responses for enriched in-depth clarifications. The con-
textual consideration of the interpretation of thematic
domains during FGD was premised on the role theory
perspective on dyadic interactions [29] of the actors
within a health system [3]. Their duties, obligations and
privileges based on individual actor positions were inter-
dependent of those of another performing a complemen-
tary role [29]. Saturation was realized when the research
team realized that no new information was being gener-
ated from the participants [27, 30]. We complied with
both the Uganda National Council for Science and Tech-
nology (UNCST) 2020 guidelines on conducting research
and the Uganda Ministry of Health Standard Operat-
ing Procedures (SOPs) in the context of COVID-19 [31,
32]. Physical distancing, proper face masking and use of
alcohol-based hand sanitizers were ensured in preventing
COVID-19 infection during all data collection exercises.

Data management and analysis

We transcribed verbatim all audio tapped recording
followed by proof reading of transcript to ensure con-
sistency. Subsequently, they were exported to a com-
puter-assisted data management software, ATLAS. ti
version 6.0 for easy sorting and organizing the data [33].
An initial codebook was developed using a sample of
transcripts by two experienced and trained individuals
in health insurance and qualitative data management.
The developed codebook was later applied to the entire
atlas project. Newly emerging codes were discussed and
resolved, and a decision to add them to the project was
made during briefing meetings. To establish code pattern
similarities among insurance actor relationship expec-
tations and the magnitude of response categories, we
extracted and utilized query reports and code-document
tables. Thematic analysis was employed, and findings
were presented using themes with corresponding anony-
mized narratives and quotes.

Validity and reliability

To obtain a comprehensive situation of the expectations
across the health insurance service delivery model, we
interviewed all three actors: the client, the provider and
the insurer. This enabled the research team to validate

Nominated Insurers Identified Institution

Enrolled Institution

Enrolled clients FGDs HCPs Kls

UAP Old Mutual 15 3
Jubilee Insurance 10 2
Prudential Assurance 8 1
Sanlam Life 6 0
AAR Medical 6 3
Total 45 9

58
32
10
0
23
123
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Table 2 Participant characteristics of FGDs and Kils
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Table 3 Summary of key findings across the three actor

Socio-demographic characteristic Number relationships
Sex Actor Insurers Providers Clients
Males 20 Clients “Shallow policy ~ “Inadequate feedback” Not
Females 42 orientation” applicable
Age (Median=30) “Delayed facility ~ “Prefer cash payments”
21-30 29 payments”
“Unclear benefit  “Long waiting time”
31-40 20 s ond g time
41-50 3 packages Prompt care received
by a few”
Above 51 5 . Y ) )
. Low quality medi-
Education status ) o
) . cines given
Diploma level traln.erg 25 'Clean Facilities”
Undergraduate tl’éll"]lng 19 Insurers Not applicable “Compromised service “Non-use
Post Graduate training 18 delivery” of feedback
Participant employment roles platforms”
Health workers 21 “Little know of Insur-  “Received
Finance & Administration 29 ance model” inception
Procurement & Logistics 12 orientation’
Participant category “Influence by cash “Explain policy
Insurance organizations (KI's) 4 economy Ig:ss tz thel|r .,
" i ides” eneficiaries
Health Care Providers (Kl's: -3HMOs?, 2 non-HMOs) No service guides
Insured clients (FGDs) 53 Providers  “Selective Not applicable “Poor attitude
eriodic to correction”
*HMO refers to Health Management Organization. Health Management P Y
Organization (HMO) refers to a health insurance plan where care is provided assessments
through a network of health care providers that treat clients for a prepaid cost “Clear payment “Un realistic
[34] timelines” expectations”
“Less orientation “Unethical
on policy” suggestions to
and triangulate results across the three actor relation- provider staff”

ships. Refresher training on the study of key health
insurance concepts and qualitative data collection was
provided to the study team prior to data collection with
the aim of ensuring the collection of quality data.

We retrained the research team on good interviewing
practices, such as keeping the natural flow of the discus-
sions in a lively, gentle, and friendly manner. In scenarios
where some individuals expressed disagreements dur-
ing FGDs, the moderator re-emphasized the correctness
of all submissions from each participant since they were
based on their experiences.

For adequate interpretation of the findings, the
research team was retrained on the use of reflexive jour-
nals to document both verbal and nonverbal responses.
Debrief meetings after the day’s interviews were con-
ducted, and structured summary reports were com-
piled to depict emerging areas of discussion from each
interview. This reinforced the interviews to collect rich
and diverse data. A pilot study among a sample of par-
ticipants (2 FGD-insured clients, 3 KlIs; 2 health provid-
ers and 1 insurers) to evaluate study questions for their
content appropriateness to the target population was
conducted. Identified new codes and probes were based
on participant responses. This helped in expanding the
sample size to capture and analyze data from a diversity
of backgrounds.

2Unclear benefit packages referred to service item lists and their limits

Results

Table 2 presents the sociodemographic characteristics of
the study participants in Kampala. Sixty-two (62) partici-
pants were enrolled in the study. Of these, 42 (68%) were
females. The median age of the participants was 30 years.
All participants had attained advanced training, with the
diploma level being reached by the majority (25, 40%).
Health workers 21 (34%) were the most interviewed, as
shown in Table 2.

The expectations of health care services across actors
as expressed by the client, insurer, and provider under
the health insurance arrangement were interrelated.
Table 3. Detailed findings on bilateral expectations from
each set of actor-based dyadic interactions; the client-
insurer, client-provider, and provider-insurance relation-
ships are summarized under three research sections: (1)
Expectations within the client-insurer relationship. (2)
Expectations within the client-insurer relationship and
(3) Expectations within the insurer-provider relationship.
Table 3 shows a summary of findings across the three
actors.

Expectations within the client-insurer relationship
Respondents were critical on issues of service eligibility,
payment timeliness and feedback mechanisms. Clients
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received inadequate orientation on their insurance poli-
cies, resulting in seeking care under inadequate break-
down of actual services and their limits (unclear benefit
packages). Delayed payments to the provider facility by
the insurer were also reported by clients.

Service eligibility - “shallow policy orientation” and “unclear
benefit packages”

Insurers should orient clients before signing up for their
specific service packages. The type, volume, and mode of
delivery inform the clients’ expectations from the pro-
vider. In this study, clients sought care under unclear
service volumes and limits. One of the clients whose
knowledge on his insurance policy and service package
and limit was unclear was quoted as saying,

...they say, insurance? Ohh!! Insurance is covering
this much, for you, you will pay this much. So prob-
ably, there are certain things that the insurance does
not cover and that was not made very clear. FGD 3
participant

“Received inception orientation” and “explain policy less to
their beneficiaries”

In instances where some insurers oriented principal
policy holders on their service volumes and limits,
they expected the principal policy holders to extend
the same briefing to their beneficiaries. Unfortu-
nately, this seemed not to have been done; thus, the
clients complained of having received a shallow policy
orientation.

Timeliness of payment: “delayed facility payments”

The payment function is fulfilled by insurers in com-
pensating providers for the volume of services that cli-
ents (patients) consume. Effecting timely payments in
line with initial contract negotiations supports unin-
terrupted service delivery to meet client expectations.
Clients reported delayed provider payments, which
influenced the provider’s motivation to provide ser-
vices to insured clients. They further mentioned that
providers were instead prioritizing attending to cash
patients. Some clients complained about nonpayment
for the hospital by the insurers:

...but also, the case of nonpayment..., these insur-
ance companies do not pay the hospitals, so those
hospitals are not motivated enough to work on cli-
ents. ...some get blunt and tell you that those ones
(their insurer) don’t pay, so you kweyiya (find alter-
native ways to pay for your care) somehow. FGD 1
Participant
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Another participant commented on the provider
preference to cash patients instead of insured clients
saying:

If the insurance doesn’t pay promptly, I don’t know
what to use. Then, the facility is also happy in receiv-
ing cash. There are some people coming with cash,
but for you, with your promises, they will not give
you the same attention. They will see you as a bur-
den. KII Participant

Feedback mechanisms- “inadequate feedback”

Providing feedback to insured clients on service deliv-
ery and its effective use is key to improving service
responsiveness. Since insurers negotiate service provi-
sion on behalf of clients with the provider, their initia-
tive to provide periodic feedback is very important. As
an accountability mechanism, it builds confidence in
the service delivery processes. In this study, the insur-
er’s inability to provide adequate feedback to insured
clients on service consumption was strongly expressed.
Some clients incurred unexpected expenses in pur-
chasing services from the provider and expressed con-
cerns about the untimely feedback.

...no one warns me that you are exceeding your (ser-
vice consumption) limits...you pay more money from
your salary. ...feedback is that it is not timely; hence,
it’s not helpful. FGD 3-Health workers

Another participant said that,

...they also wait on someone to give feedback, which
takes very long. FGD 5-Participant

“Nonuse of feedback platforms”

On the other hand, insurers expected clients to pro-
actively use feedback sharing platforms such as emails
and contacts to register their concerns. However, this
was not commonly done. Insures reported that clients
were negligent in the use of some of the provided feed-
back platforms.

Expectations within the client-provider relationship

The waiting time, prompt attention and soundness
of facilities under this section were mostly reported.
Whereas clients were very pleased with clean care
environments at most provider facilities, they also
expressed dissatisfaction with long waiting times. On
the other hand, a few clients observed respectful care
and attention (prompt care) from the provider.
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Waiting time- “long waiting time”

The mode of service delivery at service points neces-
sitates that clients are attended to at intervals. Client
volumes and procedural processes influence the time
between arrival and receipt of services. Proximate
waiting time is considered a good indicator of quality
services. In this study, the average waiting time was
four to five hours (4-5 h). Clients reported high out-
patient patient volumes in facilities as a major cause of
long waiting time due to congestion and long approval
processes. Additionally, clients with emergency condi-
tions opted for cash payments to avoid delays. In some
circumstances, socially well-known “connected” cli-
ents were observed to receive preferential care. They
were attended to faster than the rest. Some clients
commented about the high number of patients saying,

... there was congestion, because all kinds of patients
come in from all different kinds of insurers. There-
fore, the waiting time was longer than I expected. I
waited for almost three hours.... FGD 6-Participant

Another participant complained about lengthy
approval processes that prompted cash payments in
emergencies, saying,

...where it is most horrible is at the approval process,
... you wait for three hours and then you are like no,
they tell you, just wait, just wait! Here, you kill a
day. Be ready to kill a day when you come. However,
even when you go there and you have an emergency,
approval takes almost three to four hours. Therefore,
for someone who has an emergency, they will have to
pay cash. FGD 6-Participant

A client also commented on being socially well known
“having connections” as a precursor to timely access to
insurance service, saying,

...if you don’t have connections, they take long to
work on you, which becomes a problem. FGD 4-Par-
ticipant

Very few respondents expressed a satisfactory opin-
ion about their waiting time. This was minimal to the
extent that they felt that no time was wasted. One par-
ticipant said,

I remember, the reception was better. They are too
quick. They don’t waste time .... FGD 2-Participant

Page 6 of 10

Prompt attention- “prompt care received by a few”

Friendly handling and adequate involvement of clients
in service delivery processes contribute to service qual-
ity. Psychologically, the client is positively inclined to
receive quality health services to the best of his or her
expectations. In this study, clients mentioned that some
healthcare provider staff behaved in an unfriendly man-
ner. The poor attitude and impoliteness of these health
workers was registered. A few providers commented on
the exaggerated social status attitude among clients. A
client commented about the poor health worker attitude,
saying,

The attitude issues! ...Therefore, every time I called
that same person, he began to get tired. I could feel
he is tired. Therefore, they even give you someone
else to take care of you, you begin to feel very small.
Attitude! FGD I-Participant

Poor attitude toward correction” and “unrealistic
expectations”

The impolite handling of clients was also emphasized by
some providers. The reported poor attitude among health
workers was a result of clients’ misunderstanding of ser-
vice processes amidst competing activities. In circum-
stances where providers offered some explanations and
guidance on observed service processes, clients exhibited
negative attitudes toward understanding the providers’
communication. Some clients expected exclusive “coop-
erate” handling while at provider facilities, which was
reported as central to the norm by the provider. One of
the healthcare providers commented,

I realize that most of the insured clients view them-
selves as cooperate....they require that kind of ser-
vice that is high class, that is timely and prompt and
probably like everything should be put on hold when
they are here. KII-Participant

However, a few participants reported that they were
respectfully handled. Some health workers were reported
as very friendly and guided clients to different service sta-
tions. Waiting clients were approached and asked if they
had received the services. One satisfied client was quoted
saying,

The attention for me; it was okay, the health workers
were friendly like from [deidentified] hospital. | was
able to be directed very well and there was a lot of
friendliness.... FGD 3-Participant

One participant commented about customer care
received,
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...they have like ushers, so they are always moving
around so when they see that you have been siting
for a long time they come and ask; have you been
attended to. FGD 3-Participant

Soundness of facilities- “clean facilities”

Providing care in a conducive environment guarantees
that clients achieve better health outcomes. Clean ame-
nities, adequate space and ventilation provide good aes-
thetics. These factors contribute to healing, psychological
wellbeing and adequate infection prevention and control.
Clients reported having accessed care in conducive care
environments from all provider facilities. Clients appre-
ciated the high-level maintenance and cleanliness of the
facilities. One client said that,

...this place is just sufficient and clean, and every-
thing is in order” FGD 4-Participant

Another client commented about regular and timely
cleanliness, saying,

...these private facilities are putting in some effort
to ensure cleanliness of the facilities. For example,
one time a patient vomited, and she was trying to
clean up.... like every 10 minutes someone is passing
through. FGD 6-Participant

Expectations within the insurer-provider relationship

Service eligibility, periodic assessments and payment
mechanisms were key themes under this section. Almost
all provider respondents mentioned that clear payment
timeliness was stipulated in insurer-provider contracts.
However, most insurers inadequately oriented their cli-
ents on their insurance policies. On the other hand, while
some insurers dedicated some focal point staff to support
periodic assessments in a few facilities and lacked them
in others, they were selective periodic assessments.

Service eligibility issues- “less orientation on the policy’,
“unclear benefit packages”

Orienting clients on their expected service items and
limits as their benefit package is ideally a function of the
insurer during purchase of the policy. The insurer must
provide details of services the client shall expect and in
what limits while at the provider facility. Any deviations
result in service misalignment and thus unmet expecta-
tions. In this study, providers reported that they suffered
the burden of explaining to clients their service package
items and limits, a function of insurers. Some insurers
only provided generic service information that was less
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helpful to the client at the point of seeking care, thus
exaggerating the client’s unrealistic demands.

There is someone who told me that the insurance had
told them that they can see any private doctor they
want. They can take as many drugs as they want. In
addition, they can treat their family. Therefore, for
them, they thought they can come and take any drug
of which insurance limits some drugs.... Therefore, it
also goes back to the kind of orientation they were
given when they were signing them up. Some of them
are told unrealistic things. KII-Respondent

Periodic assessments- “selective periodic assessment”
Conducting periodic monitoring of service delivery sys-
tems informs compliance with or deviation from the set
service delivery processes. Feedback informs remedial
actions. Such may include improvement, payment of
fines, suspension of services or termination of contracted
services. In this case, the study reveals that performance
assessments were selectively performed. Deployment of
focal point persons at provider facilities was only per-
formed in a few facilities. Where insurer focal persons
were absent, clients were denied services since they could
not be assisted in responding to their inquiries. In such
scenarios, clients perceived that the insurer had sold
them unrealistic insurance plans.

...we also went further to put in some places our rep-
resentatives to see how the whole process is going,
may be on standby to see how you treat custom-
ers with insurance something of the sort [periodic
assessment]. KII-Respondent

...Therefore, if they[clients] are entitled to that ben-
efit and they bounce them, then it makes me(insurer)
feel like I made an empty promise to them...So the
client looks like you (Insurer) sold to them something
that was not realistic. KII-Respondent

Payment mechanisms- “delayed facility payments”

Provider payments contribute to a revenue base whose
resources are used to maintain and improve responsive
services. Clients can be assured of continued access to
improved quality services if insurers make payments
within agreed timelines. Any deviations result in com-
promised service quality.

Clients earlier mentioned that insurers delayed mak-
ing payments to providers. Similarly, insurers expressed
disappointment that most providers misunderstood how
the health insurance model worked. For instance, some
provider staff, especially consulting doctors, prescribed
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medicines of higher quality that were outside those listed
in client service packages. In their opinion, the medicines
they prescribed had better treatment outcomes than
those that were indicated in client benefit packages. As a
result, delays from making such inquiries and negotiating
between such opinions showed knowledge gaps on how
to effect insurance policies. Partly, this became ground
for preference to cash clients, thus negating the principle
of equitable service provision. The strong inclination of
Uganda’s economy to cash transactions was also men-
tioned as a key influencer of this provider’s behavior.

Medical providers out there are improving their
services but obviously they seem not to understand
the medical insurance because Uganda being a cash
economy those things of serving a client and you wait
for payments do not make a lot of sense for them
businesswise.... KII-Respondent

The Insurer’s inability to provide feedback to providers
was also of concern. For example, until service suspen-
sion threats were made by the providers, there was less
effort by the insurer to attend to the critical issues that
had been raised to the extent of temporarily halting
services.

...it took like two years. Then, I wrote, Dr, we are
going to suspend the service... that’s when they
responded. That’s when they remembered giving me
contact with the new Dr. to resolve the issue. KII-
Respondent

Discussion

This study assessed the responsiveness of health care ser-
vices among actors: the client, insurer, and provider under
private health insurance in Kampala. Key findings showed
that although most facilities met the expectations of the
clients by providing a conducive care environment, clients
experienced long waiting times and received inadequate
feedback about the services, while a few received prompt
care. Under unknown service items and limits of client ser-
vice packages, clients ended up receiving low-quality medi-
cines. Generally, most of the expectations of these actors
were not met.

Instances where clients waited for long hours due to
delayed provider payments by the insurer were unpleas-
ing. Making inquiries about the cause of delayed access to
services and approval processes influenced the waiting
time. During this process, the providers’ behavior shifted,
and preference shifted to attending to cash paying clients.
This finding is consistent with studies in both Nigeria [22]
and Ghana [35], where providers who were contracted to
offer health care services to the insured clients under the
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National Health Insurance Scheme suffered from delayed
reimbursement of claims [36]. Justification for this behavior
from providers, similar to reports in the study in Ghana, was
that providers sought alternative sources of funding to cater
to their operational costs, such as maintenance of facili-
ties, purchase of drug consumables and salary payments
[35]. Clients considered such repercussions as not having
focused on their needs as expected [37], yet they formed the
basis for determining the good performance of a health ser-
vice delivery system [3].

Additionally, congestion at the provider facilities also
contributed to clients waiting longer than they expected.
Such occurrences contributed to clients” withdrawal from
accessing services under a health insurance arrangement
to opt for cash payment alternatives. This negatively affects
stakeholders who would find it difficult to renegotiate client
willingness to participate in similar health insurance inter-
ventions. Such difficult negotiations may frustrate achieving
Uganda’s national targets of the Universal (National) health
Insurance scheme as indicated in Uganda’s vision 2040 [38].

Addressing congestion in provider facilities positively
contributes to the creation of conducive care environments.
As an indicator of a good service delivery performance sys-
tem, it contributes to clients’ positive health outcomes [39,
40]. It may be unlikely that a very clean environment is
maintained in congested circumstances. Ensuring sufficient
ventilation and keeping toilets and other amenities sound
as preventive measures of infection spread and control is
critical [10]. Therefore, when feedback from well-conducted
periodic assessments is properly relayed, it informs provid-
ers in making decisions that address space adequacy and
availability for proportionate client volumes [41].

Except for a few, the inadequate prompt care received
by insured clients at the provider facilities was inconsistent
with what is needed of the health care workforce according
to the Uganda Client Charter [42]. While proper handling
is a client’s right, some healthcare staff instead expressed a
bad attitude as reported by clients. In a Vietnamese study
that assessed the quality of care based on the providers’
perspective and opinion, client attitudes were found to be a
major challenge to service delivery. Clients often did not fol-
low the laid-out procedure of accessing procedural service
points [43]. Their influence on providers’ behavior is inevi-
table. Where clients accessed service points without clear
prescription, it implied that such clients made unrealistic
demands just as expressed in this study.

The clients’ unawareness of service items and limits within
their insurance policies also contributed to their receiving
poor quality services, including medicines. The involve-
ment of clients in understanding their insurance policy is
very helpful in averting such effects [37]. Where healthcare
providers deployed service guides, they supported clients in
navigating service delivery processes that were much appre-
ciated by the clients. The friendliness in handling clients as
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they guided them informed the clients’ description as staff
being very professional.

Nevertheless, good communication between health care
service providers and clients plays a key role in achieving
expected outcomes [44, 45]. Differences in cultural back-
grounds and socioeconomic status impact the level of effec-
tive communication and, subsequently, the expectations
borne by either the provider or the client [45, 46]. A poor
learning attitude, language barrier, heavy workload and
unconducive work environments are among factors that
also affect effective communication [47, 48]. Whereas find-
ings from a study in Kenya showed that poor communica-
tion caused delays in payments that affected facility-based
operations such as salary payments and the purchase of
replenishing commodities [49], the same contributed to the
unfriendly handling of clients in this study.

Limitations of the study
We adjusted the eligibility of participants of insured clients
who had accessed health services from the initial four (4)
months to twelve (12) months due to the coronavirus pan-
demic interruptions. Therefore, participants might have had
challenges in recalling their exact experiences.
Insurer-provider contracts were not disclosed to allow
the establishment of exact and additional relationship
expectations. The study team relied on their self-reported
submissions. For instance, if the payment arrangement was
for deductibles line-item budgets, this is known to compro-
mise the quality of services. The claim about low-quality
medicines that were issued to clients would then be verified.

Further research

This study only explored the expectations of health insur-
ance actors under private arrangements. Further research
may investigate the expectations of actors from the pub-
lic domain.

Policy recommendations

In this study, we find unprofessional practices by insurers,
such as delays in payments, overpromising and underdeliv-
ering on health insurance policies. The Insurance Regula-
tion Authority may consider making regular monitoring in
these key areas among its members.

We also find some negligence among clients in sharing
feedback on consumed services. We recommend that IRAs
sensitize them to consumer rights and their responsibilities.

Lastly, this suboptimal responsiveness of healthcare ser-
vices under private health Insurance in Kampala across
actors was a result of gaps in (1) timely reimbursement,
(2) periodic assessments, (3) benefit package educa-
tion, (4) coordination, (5) accountability and (6) feedback
monitoring.

The NHIS planners may review and ensure that these
responsive enabling domains in the current plan are clearly
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outlined and should be explicitly tagged to the program per-
formance indicators for assured service responsiveness.

Conclusions

Overall, the expectations of health care services in Kampala
under health insurance were not met, thus resulting in low
service responsiveness. Stakeholders need to consider holis-
tic health service actor-specific expectations and develop
and implement disciplined transformation processes that
enable improvement. Redesigning and digitalizing per-
manent and efficient feedback channels may complement
such improvement processes. Notably, increased competi-
tion among private health insurers may play a critical role
in realizing intended improvements in service responsive-
ness if they are well mobilized. Similarly, with the antici-
pated establishment of the National Health Insurance Act,
stakeholders may need to pay critical attention to establish-
ing supportive infrastructure and systems. These will enable
deliberate actor-led service delivery while focusing on ser-
vice responsiveness.

List of abbreviations

HMOs  Health Management Organizations
HRM Human Resource Manager

IRA Insurance Regulatory Authority
LTD Limited

NHIS National Health Insurance Scheme
OOP Out of pocket

PFP Private for Profit

WHO World Health Organization

Acknowledgements

With much gratitude, we thank all the participants who spared their precious
time enrolling in this study. We also thank the management of all institutions that
allowed us to access their employees (insured clients) who eventually enrolled in
this study more so during the COVID-19 pandemic.

Author Contributions

TT, SF, RS conceptualized, designed study protocols, and collected, and analyzed
data. TT, SF RS, AS, CM, interpreted the data and TT, SF, RS, AS, CM MM, JT, PM
drafted the manuscript. TT, RS, SF reviewed and guided on the draft concept plus
study protocols. SF, RS guided the entire conceptualization, reviewed the draft
concept, and guided on the design of study protocols. TT, SF, RS, AS, CM guided
on the interpretation of findings and presentation models. All authors read and
approved the manuscript.

Funding
No funding was sourced from any institution or organization.

Data Availability
These may be provided upon request via email.

Declarations

Ethics approval and consent to participate

This study was conducted in accordance with the Declaration of Helsinki. Ethical
approval to conduct this study was obtained from the Makerere University
School of Public Health Higher Degrees Research and Ethics Committee (HDREC).
Makerere University College of Health Sciences, prior to interaction with the study
population. All patients provided written informed consent to participate in the
study.

Consent for publication
Not applicable.



Tindyebwa et al. BMIC Health Services Research (2023) 23:1358

Competing interests
The authors declare no competing interests.

Author details

'Department of Disease Control and Environmental Health, School of
Public Health, Makerere University, Kampala, Uganda

’Department of Economic Theory and Analysis, School of Economics,
Makerere University, Kampala, Uganda

*Department of Health Policy Planning and Management, School of
Public Health, Makerere University, Kampala, Uganda

“Department of Epidemiology and Biostatistics, School of Public Health,
Makerere University, Kampala, Uganda

Received: 19 March 2023 / Accepted: 27 November 2023
Published online: 05 December 2023

References

1. UN. Convetion on the right of the Child. : General comment No. 15 (2013) on
the right of the child to the enjoyment of the highest attainable standard of
health (art. 24)*. Adopted by the Committee at its sixty-second session (14
January - 1 February 2013). 2013.

2. Kaplan RM, Babad YM. Balancing influence between actors in healthcare
decision making. BMC Health Serv Res. 2011;11(1):85.

3. MirzoevT, Kane S.What is health systems responsiveness? Review of exist-
ing knowledge and proposed conceptual framework. BMJ Global Health.
2017;2(4):e000486.

4. Kutzin J. Health financing for universal coverage and health system per-
formance: concepts and implications for policy. Bull World Health Organ.
2013;,91:602-11.

5. Organization WH. Tracking universal health coverage: first global monitoring
report. World Health Organization; 2015.

6. Negash WD, Atnafu A, Asmamaw DB, Tsehay CT. Does Health System Respon-
siveness Differ between Insured and Uninsured Outpatients in Primary
Health Care Facilities in Asagirt District, Ethiopia? A Cross-Sectional Study.
Advances in Public Health. 2022;2022.

7. IRA. Annual Insurance Market Report. 2019.

8. IRA. Annual Insurance Market Report 2020. 2020.

9. WHO.The world health report 2000: health systems: improving performance.
World Health Organization; 2000.

10. De Silva A, Valentine N. A framework for measuring responsiveness: Citeseer;
2000.

11, Saltman R, Rico A, Boerma W. Social health insurance systems in western
Europe. McGraw-hill education (UK); 2004.

12. Murray CJ, Evans DB, Evans D. Health systems performance assessment:
debates, methods and empiricism. World Health Organization; 2003.

13.  Carrin G, Mathauer I, Xu K, Evans DB. Universal coverage of health services:
tailoring its implementation. Bull World Health Organ. 2008;86:857-63.

14.  Geldsetzer P, Haakenstad A, James EK, Atun R. Non-technical health care
quality and health system responsiveness in middle-income countries: a
cross-sectional study in China, Ghana, India, Mexico, Russia, and South Africa.
J Global Health. 2018;8(2).

15. Hompashe DM, Gerdtham U-G, Christian CS, Smith A, Burger R. The nurse
did not even greet me": how informed versus non-informed patients
evaluate health systems responsiveness in South Africa. BMJ Global Health.
2021,6(4):2004360.

16. Peltzer K. Patient experiences and health system responsiveness in South
Africa. BMC Health Serv Res. 2009;9(1):1-12.

17.  IRA. Formal Medical Insurance in Uganda: “Performance trends, challenges
and future prospects” Study Report. 2023.

18. UBOS. Uganda Bureau of Statistics., 2020. 2020.

19. UNHS. Uganda National Household Survey 2019/2020 REPORT. 2021.

20.  Ahumuza SE, Matovu JKB, Ddamulira JB, Muhanguzi FK. Challenges in
accessing sexual and reproductive health services by people with physical
disabilities in Kampala, Uganda. Reproductive Health. 2014;11(1):59.

21. WHO.Tracking universal health coverage: 2017 global monitoring report.
World Health Organization: World Health Organization; 2017.

22. Mohammed S, Bermejo JL, Souares A, Sauerborn R, Dong H. Assessing
responsiveness of health care services within a health insurance scheme in
Nigeria: users'perspectives. BMC Health Serv Res. 2013;13(1):502.

Page 10 of 10

23. Dror DM, Hossain SS, Majumdar A, Pérez Koehlmoos TL, John D, Panda PK.
What factors affect voluntary uptake of community-based health insurance
schemes in low-and middle-income countries? A systematic review and
meta-analysis. PLoS ONE. 2016;11(8):e0160479.

24.  UNHS. Uganda National Household Survey 2016/17.2017.

25.  UBOS. Uganda Beareau of Statistics-Statistical Abstract. 2019.

26.  UBOS. Uganda Beareau of Statistics-Statistical Abstract. 2017.

27. McGrath C, Palmgren PJ, Liliedahl M. Twelve tips for conducting qualitative
research interviews. Med Teach. 2019;41(9):1002-6.

28.  Patton MQ. Qualitative research & evaluation methods: integrating theory
and practice. Sage publications; 2014.

29. Solomon MR, Surprenant C, Czepiel JA, Gutman EG. A role theory perspective
on dyadic interactions: the service encounter. J Mark. 1985;49(1):99-111.

30. Guest G, Namey E, Chen M. A simple method to assess and report thematic
saturation in qualitative research. PLoS ONE. 2020;15(5):€0232076.

31. UNCST, NATIONAL GUIDELINES FOR CONDUCT OF RESEARCH DURING.
CORONAVIRUS DISEASE 2019 (COVID-19) PANDEMIC July 2020. 2020.

32. MOH, GUIDELINES FOR PREVENTION. OF COVID-19 WHEN CONDUCTING
MEETINGS AT WORK PLACES. 2020.

33. Friese S. Qualitative data analysis with ATLAS. ti: Sage; 2019.

34.  Gruber LR, Shadle M, Polich CL. From movement to industry: the growth of
HMOs. Health Aff (Millwood). 1988;7(3):197-208.

35. Dalinjong PA, Laar AS. The national health insurance scheme: perceptions
and experiences of health care providers and clients in two districts of Ghana.
Health Econ Rev. 2012;2(1):1-13.

36. Sieverding M, Onyango C, Suchman L. Private healthcare provider experi-
ences with social health insurance schemes: findings from a qualitative study
in Ghana and Kenya. PLoS ONE. 2018;13(2):e0192973.

37. Waweru E, Sarkar ND, Ssengooba F, Gruénais M-E, Broerse J, Criel B. Stake-
holder perceptions on patient-centered care at primary health care level in
rural eastern Uganda: a qualitative inquiry. PLoS ONE. 2019;14(8):20221649.

38.  Uganda. Uganda Vision 2040. 2018.

39. Peters A, Otter J, Moldovan A, Parneix P, Voss A, Pittet D. Keeping hospitals
clean and safe without breaking the bank; summary of the Healthcare Clean-
ing Forum 2018. Springer; 2018.

40.  Schoenfelder T, Klewer J, Kugler J. Determinants of patient satisfaction: a
study among 39 hospitals in an in-patient setting in Germany. Int J Qual
Health Care. 2011;23(5):503-9.

41. Lennox-Chhugani N, Pereira HSA, Tedeschi M. Health system performance
assessment-integrated care assessment (20157303 HSPA). 2018.

42, MOH. Uganda Ministry of Health Client Charter 2020/21-2024/25. 2021.

43. Hoa NT, Derese A, Peersman W, Markuns JF, Willems S, Tam NM. Primary
care quality in Vietnam: perceptions and opinions of primary care physi-
cians in commune health centers — a mixed-methods study. PLoS ONE.
2020;15(10):€0241311.

44, Hall JA, Roter DL, Katz NR. Meta-analysis of correlates of provider behavior in
medical encounters. Medical care. 1988:657 - 75.

45, Ratna H.The importance of effective communication in healthcare practice.
Harv Public Health Rev. 2019;23:1-6.

46. de Negri B, Brown D, Herndndez O, Rosenbaum J, Roter D. Improving
interpersonal communication between health care providers and clients.
Bethesda US. 1997:3-59.

47. Amoah VMK, Anokye R, Boakye DS, Acheampong E, Budu-Ainooson A,
Okyere E, et al. A qualitative assessment of perceived barriers to effec-
tive therapeutic communication among nurses and patients. BMC Nurs.
2019;18(1):4.

48.  Alshammari M, Duff J, Guilhermino M. Barriers to nurse—patient communica-
tion in Saudi Arabia: an integrative review. BMC Nurs. 2019;18(1):61.

49.  Obadha M, Chuma J, Kazungu J, Barasa E. Health care purchasing in Kenya:
experiences of health care providers with capitation and fee-for-service pro-
vider payment mechanisms. Int J Health Plann Manag. 2019;34(1):e917-e33.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.



	﻿Expectations of clients, insurers, and providers: a qualitative responsiveness assessment among private health insurance sector in Kampala-Uganda
	﻿Abstract
	﻿Introduction
	﻿Methods
	﻿Study setting and sampling procedure
	﻿Data collection
	﻿Data management and analysis
	﻿Validity and reliability

	﻿Results
	﻿Expectations within the client-insurer relationship
	﻿Service eligibility - “shallow policy orientation” and “unclear benefit packages”
	﻿“Received inception orientation” and “explain policy less to their beneficiaries”
	﻿Timeliness of payment: “delayed facility payments”
	﻿Feedback mechanisms- “inadequate feedback”
	﻿“Nonuse of feedback platforms”


	﻿Expectations within the client-provider relationship
	﻿Waiting time- “long waiting time”
	﻿Prompt attention- “prompt care received by a few”
	﻿Poor attitude toward correction” and “unrealistic expectations”
	﻿Soundness of facilities- “clean facilities”

	﻿Expectations within the insurer-provider relationship
	﻿Service eligibility issues- “less orientation on the policy”, “unclear benefit packages”
	﻿Periodic assessments- “selective periodic assessment”
	﻿Payment mechanisms- “delayed facility payments”

	﻿Discussion
	﻿Limitations of the study
	﻿Further research
	﻿Policy recommendations
	﻿Conclusions
	﻿References


