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ABSTRACT

This study was put in place to investigate on the normative factors leading to enrolment in 

social protection mechanisms in Tanzania. The study was undertaken by taking the case of 

Community Health Fund and was actualized in Dodoma Municipality. The study explored 

the enrolment procedures and their influence on non-enrolment in CHF, determined the 

perceptions of people towards enrolment to the fund, analyzed the impact of households’ 

income towards enrolment of CHF and investigated on the challenges of coverage 

expansion at CHF.

The study was conducted using an explanatory cross-sectional survey design under 

Dodoma Municipality in selected five wards, namely; Viwandani, Makulu, Chang’ombe, 

Kizota and Mnadani. Data were collected from 150 respondents, of which 140 were 

members of CHF and 10 were CHF officials. Furthermore, data were gathered from 

members of CHF using a questionnaire and from officials using interviews. Data obtained 

were then analyzed using both quantitative and qualitative means.

It was found out that, the enrolment procedure took long time before the applicant was 

allowed to use the services. The procedure was reported to have various consequences 

such as high risk of missing forms, lost of CHF membership ID and embezzlement of 

CHF collections. It was also found out that, households’ income has no impact on 

enrolment into CHF. The main explanation to this could be the presence of other factors 

which called for additional investigation. Furthermore, the study uncovered several 

challenges which faced expansion of CHF enrolment, most notably; lack of community 

motivation to induce prospective members into the scheme, lack of education to cultivate 
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awareness regarding CHF scheme and shortage of drugs and diagnostic services in health 

facilities.

It was recommended that, the government should ensure health facilities accredited by the 

scheme are well equipped with adequate drugs, equipments and qualified health personnel 

in order increase satisfaction of members. CHF management was also advised to increase 

community mobilization to induce prospective member to joining CHF.
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CHAPTER ONE

GENERAL INTRODUCTION

1.0 Introduction

This is an introductory chapter of this study which traces the background information, 

statement of the problem, research objective and research questions. The chapter also ends 

by provides the significance of the study. 

1.1 Background Information

Access to healthcare (services of providing medical care) is still a global problem because 

many people cannot afford costs of health services (Leatherman & Dunford, 2010). In 

low-income countries, health insurance is increasingly recognized as a promising tool for 

the financing of equitable health care. By pooling risks and resources, it promises to 

ensure better access and provide risk protection to poor households against the cost of 

illness (Ekman, et al., 2005). Most households still rely on out-of-pocket payments for 

health care (WHO, 2010). Reliance on out-of-pocket payments deters people from seeking 

health care when needed and those who do seek health care suffer the problem of financial 

impoverishment (Wang et al., 2012). WHO views medical fees as a significant obstacle to 

healthcare coverage and utilization, and has stated that, the only way to reduce reliance on 

direct payments is for governments to encourage social protection using risk-pooling 

prepayment approach (WHO, 2010). With social protection schemes such SHI, people can 

access health services based on the need and not ability to pay. SHI schemes are also 

emerging as a global solution for breaking the cycle of poverty and vulnerability to ill 

health (Panda et al., 2013).
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Expanding health insurance is a strategy that countries use to alleviate the adverse health 

outcomes of all citizens, especially the poorest (World Bank, 2012). It is one of the methods 

that low - income countries may consider to achieve UHC. UHC implies ensured access to 

and use of high-quality healthcare services by all citizens, especially the poor, and 

protection for all individuals from the catastrophic financial effects of ill health. With 

encouragement from international organizations and donor governments, many developing 

countries have recently extended Social Health Insurance Schemes (SHIs) to people outside 

the formal sector to remove financial barriers of access to healthcare. However, inspite of 

the relatively low cost of signing up and the benefits offered by SHIs, up-take rates are still 

very low in many developing countries especially among the poor households (Wang et al., 

2012; Acharya and Vellakal, 2013).

Like other countries, Tanzania is facing tight public health care budget and growing need to 

improve access to health services. In dealing with these challenges, user fees were 

introduced in 1993 as part of wider reforms in health care financing. CHF was established in 

1996 as a way of reducing the cost of health care. The scheme improved access to basic 

health care services among the poor people in the rural areas and those working in informal 

sector. The primary aim of CHF was not to raise additional funds but to improve access to 

health care for the poor citizens (MOH, 2003).

Due to the growing need of a long-term strategy for financing health services in Tanzania,

the NHIF was established by an Act of Parliament: Act No. 8 of 1999. NHIF is a 

compulsory scheme covering all formal sector employees as principal members, their 

spouses and up to four legal dependants. Benefits offered by NHIF include registration fees; 
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basic diagnostic tests and outpatient services. The bundle of benefits include payment of 

examinations and all drugs prescribed in private and public hospitals as well as Faith Based 

and Non Governmental Organization’s health facilities that are accredited by the Fund. The 

Fund covers also costs of in-patient services such as accommodation, medication, 

examinations, investigations and both minor and super specialized surgery (NHIF, 2005).

Beneficiaries of the scheme also include the contributor’s dependents (the spouse and 

children less than 18 years of age). Persons outside the formal sector including the 

unemployed, retirees and people in the informal sector (these are ‘semi-formal’ employees 

such as taxi, bus drivers, house helps, gardeners; the ‘self-employed’, like farmers, 

fishermen, hawkers, mechanics) are allowed to join the scheme on voluntary basis by 

paying a monthly subscription (NBS and ICF Macro, 2010).

In the year 2011 in Tanzania, the NHIF scheme was opened to all other persons including 

the unemployed, retirees and people in the informal sector. This was a deliberate effort by 

the government of Tanzania to make NHIF an all-inclusive scheme, to support the health 

care system in reducing child mortality, improving maternal health, and combating 

HIV/AIDS, malaria, and other diseases (UN, 2010; CFRI, 2012). Although the scheme is 

now open to all, some eligible people are still not subscribing to the scheme, for example, 

the wider rural Tanzania, and people in the informal sector (Anne et al., 2012). There is no 

clear explanation of the reasons why so; which is a sound justification for this study.
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Previous literature has identified a range of barriers and determinants known to influence 

enrolment, with a focus on demographic and socio-economic characteristics (Buor 2004; 

Sinha et al. 2006; Kamuzora and Gilson 2007; Ndiaye et al., 2007; Asante and Aikins,

2008; Basaza et al., 2008; Nunes 2008; Dong et al., 2009; Nketiah-Amponsah, 2009; 

Sarpong et al., 2010; Donfouet & Mahieu, 2012). Few studies have explored community 

preferences and normative factors and their impact on decisions to enroll in Tanzania 

(Mhina, 2005; Antonia, 2009; Haazen, 2011; Machira, 2011) or internationally. Kamuzora 

and Gilson (2007) observe in rural Tanzania that, understanding consumer preferences and 

incorporating them into the design of community - based insurance schemes may result in 

increased participation rates, ensuring the poor gain better access, but they conclude that,

this has not been given adequate attention in existing literature.

Although insightful these literatures are, they do not provide a systematic assessment of 

the association between normative factors and enrolment, and especially the question of 

which perceptions are of key importance in the decision to enroll and remain enrolled. 

Such understanding is necessary for developing policy options and useful for guiding 

implementation not only for Tanzania but for similar schemes across low - and middle -

income countries. Dodoma Municipality is chosen as a study area because of its 

heterogeneous population characteristics, a feature which carries the potential to reveal 

varying and interesting findings.
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1.2 Statement of the Problem

Majority of the low and middle income countries are facing increasing difficulties in 

sustaining sufficient funding for health care. The pinch of deteriorating capacity to fund 

health care programs and services has been too severe particularly to the poorest segment of 

the population. This in turn has made various stakeholders including international and 

national level policy makers to recommend a range of suitable remedial measures including 

conditional cash transfers, cost sharing arrangements and a variety of health insurance 

schemes including social health insurance (Acharya et al., 2014). The WHO in 2005 passed 

a resolution that, it would support a strategy to mobilize more resources for health, for risk 

pooling, increasing access to health care for the poor and delivery of quality health care in 

all its member states but especially low income countries (WHO, 2005). 

Due to the growing need of a long-term strategy for financing health services in Tanzania,

the CHF was established. While CHF seems to be more sustainable health financing 

strategy in Tanzania, there is evidence of low enrolment (Lekashingo, 2012), but there 

exist a dearth of knowledge in the explanatory reasons, especially regarding how the poor 

and low income groups who are the main target population for achieving equity in the 

health care system have benefited from the scheme (Msuya & Jutting, 2004; Machira, 

2011; Lekashingo, 2012). Consistency and retention in the scheme has also been low, 

especially among informal sector workers (Mhina, 2005; The Economic and Social 

Research Foundation, 2010; Machira, 2011). However is there no information about 

normative factors leading to enrolment in social protection mechanisms/schemes. This 

study is going to fill the information gap that existed, hence to answer question of 
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normative factors leading to enrolment in social protection mechanisms/schemes. This 

study was intended to provide information that will improve the health and well being of 

all Tanzanians with a focus on those most at risk, and encourage the health system to be 

more responsive to the needs of the people. It would also reduce prospect of potentially 

catastrophic out of pocket payments that, the vast majority of people with limited access to 

health care fail to accommodate health services once they are sick because cost of health 

services is higher for many of them to meet.

1.3 Research Objectives

The main objective of this study was to explore normative factors leading to enrolment in 

social protection mechanisms a case of CHF in Dodoma Municipality. Specifically, the 

study intended to meet the following objectives.

1. To explore the enrolment procedures and their influence on non-enrolment in CHF.

2. To explore the impact of perceptions of people towards enrolment to the fund in 

study area.

3. To explore the impact of households’ income towards enrolment of CHF.

4. To establish the challenges of coverage expansion at CHF.

1.4 Research Questions

In order to reach the above stated objectives, answers to the following questions were

sought:

1. What are the enrolment procedures and their influence on non-enrolment in CHF?

2. What is the relationship between household income and enrolment to the fund?

3. What is the impact of peoples’ perception towards the enrolment to the fund?

4. What are the challenges of coverage expansion at CHF?
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1.5 Significance of the study

The study has significance to knowledge, policy contribution and contribution to the best 

practice. For the case of knowledge contribution, the findings of the research contribute to 

the existing knowledge on the health insurance, especially with regard to the normative 

factors that promote and demote enrolment in social protection mechanisms and the 

measures for improving the vice. With respect to policy implications, the findings could

assist policy makers and decision makers in formulating new strategies, geared towards 

enhancing and combating the problem. Finally, as far as the issue of best practice is 

concerned, the findings of the study provides suggestions on what to be done, at the level 

of organisation and society, in order to decrease if not to wipe away the problem of the 

health insurance.

1.6 Research Report Layout

Chapter one of this dissertation, presents the background to the study, statement of the 

problem, objectives of the study, questions and significance of it. Chapter two gives the 

reviewed literature with an emphasis on theoretical and an empirical review. In this 

chapter, the research gap is also shown. Chapter three presents the research methodology 

adopted in conducting this study. This includes the discussion on the research approach, 

research design, sampling techniques, the sample, and types of data involved. Other issues 

discussed are; data collection methods, data collection procedure, data analysis methods 

and ethical concerns. Chapter four is all about the findings, analysis and discussion. 

Chapter five puts out the summary of the findings, conclusion and recommendations. The 

chapter ends by showing the limitation of the study and finally, suggests new areas for 

further research.
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CHAPTER TWO

LITERATURE REVIEW

2.0 Introduction

The literature review of this study covers the area of an overview of the health insurance. 

The chapter begins with the definitions of key terms. Then, it explores the related theories 

on health insurance in relation to normative factors leading to enrolment in social 

protection mechanisms. Later, the chapter presents the selected empirical studies on the 

issues related to health insurance. The chapter finalizes with the conceptual framework of 

the study.

2.1 Conceptualization of Key Terms

This section provides definitions of the key terms of the study. The terms provided below 

include; health care financing, health insurance and social protection. After definitions of 

key terms, again the section discusses determining factors of health insurance uptake, 

followed by typology of health financing systems worldwide and health financing system in 

Tanzania.

2.1.1 Health Care financing

A health system is considered to be fairly financed if the ratio of contribution of each 

household to its ability to pay is identical for all households, independent of the 

household’s state of health or use of health systems (Regional Overview of Social Health 

Insurance in South-East Asia, 2004). Health care financing is the use of disposable 

income of each household on health, but also the methods of financing, such as general 

taxation, insurance, or out-of pocket payments as well as how they are used (WHO, 2000).



9

There are three interrelated functions of health care financing, these are revenue collection, 

pooling of resources and purchasing services (Gottret & Schieber, 2006). 

Principle 1: Generating revenue to provide essential health care services to protect against 

catastrophic medical expenses, in an equitable, sustainable and efficient manner. 

Principle 2: Effective management of the revenues collected to pool health risks in an 

efficient and equitable manner. 

Principle 3: Purchasing health care services from providers which are allocated 

efficiently.

2.1.2 Health Insurance

Health insurance is one of the complex methods of health care financing. It is defined as

“the reduction or elimination of the uncertain risk of loss for the individual or household 

by combining a larger number of similarly exposed individuals or households who are 

included in a common fund that makes good the loss caused to any one member”, where 

the basic shift is from providing services to purchasing healthcare (Ranson, 2003). The 

basic function of health insurance is to provide ‘access to health care with financial risk 

protection’. Health insurance in a narrow sense would be ‘an individual or group 

purchasing health care coverage in advance by paying a fee called premium.’ In its broader 

sense, it would be any arrangement that helps to defer, delay, reduce or altogether avoid 

payment for health care incurred by individuals (Kutzin, 1998).
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2.1.3 Social Protection

According to International Social Security Association (ISSA, 2012), social protection 

means any programme or system of social security established by legislation that provides 

individuals with an assistance of income security when faced with the contingencies of old 

age, survivorship, incapacity, disability, unemployment or rearing children. Maghimbi et 

al., (2002) define social protection to mean the security provided by society to its 

members through public measures against the economic and social distress which 

otherwise would be caused by the stoppage or reduction of earnings arising from 

contingencies. Social protection is a form of security from the government to the 

individuals upon contributions made by the individual. Social protection came into 

existence so as to reduce poverty to individuals who retire as a result of old age.

2.1.4 Out of Pocket Payments 

Out-of-pocket health expenditure occurs when a patient or his immediate custodian, friend 

or family member is paying the cost of health care whether before or after receiving the 

service. More often the payment is made directly from ones income. This sometimes led 

not only to potentially catastrophic payment for health care, but also to failure to access 

health services in case of insufficient cash. The objective of health insurance has been to 

address the consequences of out of pocket payments in meeting the costs of health care 

(Mahal et al., 2010; Xu et al., 2003).
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2.2 Determining Factors of Health Insurance Uptake 

Gender determines enrolment. The gender perspective can be analysed from these points of 

view: Different genders have different health needs. De Bock and Gelade (2012) argue that,

females are more likely to demand health insurance compared to males because females 

have special health risk which relate to child-bearing and pregnancy. They are also more 

vulnerable to sexually transmitted diseases like HIV/AIDs, and are at higher risk to 

domestic violence. De Allegri (2006) confirms this in a study which found higher enrolment 

rates among female headed households. Age also influences the health needs of individuals. 

LeMay-Boucher (2007) makes explicit that the elderly, young and women in their 

reproductive ages have higher demands for health care. As a result, enrolment rates are 

higher among them compared to other age groups. Similarly, the author found out that,

households which have a large number of dependants are more likely to enrol into health

insurance than those with few dependants. A higher number of dependants suggest a greater 

possibility of adverse health effects which translates into a higher demand for health 

insurance.

Income has been identified to have a strong relationship with enrolment. All things being 

equal, higher incomes improve the ability to pay premiums, thereby increasing enrolment. 

Jehu-Appiah (2011) has shown that, income plays an important role as a determinant of 

enrolment. Income is closely related to employment and so the employed may have a higher 

probability to enrol than the unemployed. As income increases and unemployment 

decreases, people are more willing to take up health insurance (Asenso-Okyere, 1997).



12

A contradicting situation could however occur when an increase in income or wealth 

correlates with a decrease in risk aversion. This will rather enhance the ability of the 

individual to handle unexpected financial burdens relating to health care, thereby reducing 

the willingness of the wealthy to take health insurance. The poor and low income groups 

may be more likely to take health insurance because they are more risk-averse than the 

higher income groups (Monheit and Vistnes, 2006). These groups tend to have a higher 

aversion for risk and may sacrifice satisfying consumption for purchasing health insurance 

in order to protect their limited assets against catastrophic health expenditure as it can push 

them further below the point of survival. De Bock and Gelade (2012) assert that, the 

enrolment among low income groups can also be high where effective premium subsidies 

reach them, or where they easily have access to credit facilities. In essence, this implies that 

credit constraints can limit the ability of the poor to purchase health insurance.

Generally, education links positively with enrolment. Education plays a role of increasing

the understanding of the health insurance scheme rationale and the benefits of membership, 

as well as enhancing awareness of the existence of insurance schemes, various available 

options and membership procedures (Monheit and Vistnes, 2006). Closely related to 

education, Edgman- Levitan and Cleary (1997) identify the access to relevant information 

and knowledge about health insurance as an important factor which positively affects 

enrolment. 

Additionally, the individual's self assessment of health affects the decision to use health 

insurance. Jowett (2003) asserts that, a person who assesses himself as healthy might be less 

willing to take health insurance than one who is less healthy. In the same way, families 
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which have members with higher health needs such as the elderly, disabled, pregnant 

women and children may be more willing to be insured so as to cut down on health care 

expenditure and maximise benefits from an insurance membership. In other words higher 

expected utility from health insurance increases enrolment. 

Solidarity is a principle of health insurance, and the degree of cohesion and the level of 

solidarity in a given society may also have an influence on enrolment rates. When solidarity 

is high in a community, it means that the individual members are willing to support one 

another to manage risk. This principle means that, not all the contributors will have the same 

level of benefit within a given period of time. A member may not seek health care before the 

validity period for his membership expires, but he will have to contribute again to sustain 

his membership. The acceptance of such a principle by community members is necessary to 

enhance enrolment since health insurance does not operate on reciprocity. Solidarity groups 

may build up a sense of cohesion which can serve as a solid ground for the introduction of 

formal insurance schemes. 

On the contrary, Schneider (2004) argues that, solidarity and support received through 

membership in IRSNs such as savings groups, family members and friends may lower 

individual's desire for insurance by decreasing the uncertainty of financial difficulties in the 

event of illness. They may also crowd out formal health insurance schemes, thereby 

negatively affecting enrolment. Besides, solidarity groups usually operate on a principle of 

reciprocity which contradicts that of formal health insurance schemes. In this case, higher 

solidarity adversely affects enrolment. In line with Schneider, LeMay-Boucher (2007) 

found out that, in Benin the presence of solidarity groups hindered enrolment into formal 
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insurance schemes. The author again identified that, these groups are usually within the 

reach of members who find them more convenient and trustworthy compared to formal 

insurance since they are often managed and owned by members. 

Jehu-Appiah et al., (2011) has identified that perceptions of people about health insurance 

scheme, service providers and disease causation have an effect on enrolment. Negative 

perceptions reduce enrolment. Perceptions about health insurance schemes may be related 

to the rates of premium, convenience of membership and benefit package. Perceived low 

premiums increase affordability and this has the effect of increasing enrolment. However, 

where there are high co-payments and inflexible registration processes, enrolment may be 

low though premiums are perceived to be low. Likewise, enrolment might be low at low 

premiums when health services provided to the insured are perceived to be of poorer quality 

than that offered to those who pay user fees at point of service. 

An extensive benefit package has the ability to attract people to enrol because members may 

not have to bare additional health cost outside their membership contributions, or they may 

pay very little even if there are co-payments. An extensive benefit package is one which 

covers a wide range of health risks or diseases, thereby maximizing the value and benefits 

that members can derive. Co-payments reduce the value of a benefit package, whereas the 

absence of co-payments maintains its exact value which motivates enrolment. Not only does 

a comprehensive benefit package increase enrolment but also the extent to which the 

package corresponds to, as well as meets the needs of the intended population (De Bock and 

Gelade, 2012). 
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Convenience may relate to the length of waiting periods for insurance membership cards, 

enrolment procedures and modalities for premium payment. With regards to health care 

provision, factors such as the availability of high quality of health care, low transition cost in 

seeking health care (in terms of distance and transportation cost), and positive provider 

attitudes towards the insured are positively associated with enrolment. 

The trust in insurance schemes pertains to the assurance that members can actually rely on

such schemes for financial support when they experience health shocks. The inability of an 

insurance scheme to payout when members are in need is likely to erode trust, thereby 

limiting enrolment (De Bock and Gelade, 2012). In communities where members have had 

previous bad experiences with financial organisations such as microcredit schemes, it might 

be difficult for a newly introduced health insurance scheme to win the trust of community 

members to enrol. 

Furthermore, community and cultural beliefs about diseases causation can have an effect on 

enrolment. People who associate disease causation with spirituality are less likely to take 

part in health insurance (De Allegri, 2006). It should be emphasized that, the ideas people 

hold about disease causation can be closely linked to their health-seeking behaviour. One 

with a belief that ailments are caused by witchcraft or unknown spirits may not see the need 

for health insurance and is likely to seek health care outside formal health care. Such a 

person may prefer alternative methods like consulting a spiritual healer or a traditional 

herbal practitioner. Culturally rooted knowledge and beliefs about diseases influence 

people’s health care seeking practices and may perpetuate prevalence transmission of 

diseases (Mubyazi et al, 2013).
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Moreover, religiosity has been found to be significant in enrolment. Religious beliefs can 

affect people's risk perception. Osei-Akoto and Adamba (2009) assert that, a strong belief 

and reliance on God and prayers for preventive health can reduce demand for health 

insurance, likewise the belief that buying health insurance implies inviting sickness (Baidoo 

and Buss, 2012). From this analysis, one can argue that, communities which are highly 

religious might have low enrolment rates. However, the opposite situation may also be true 

where religious and faith-based organisations like churches take the initiatives in making 

formal health care accessible through the establishment and management of insurance 

schemes and health care centres, as well as in the provision of subsidies to community 

members and members of their organisations. 

Ethnic diversity is another factor which affects enrolment but has not been extensively 

discussed in various literatures on health insurance enrolment. Ethnic diversity and 

heterogeneity within communities may reduce trust, solidarity, willingness to support 

others, and cohesion which is necessary in ensuring the success of health insurance in 

particular and welfare programs in general (Putnam in Osei-Akoto and Adamba, 2009). 

This argument presupposes that, countries and communities which have higher levels of 

homogeneity can easily implement health insurance and extend coverage than more 

heterogeneous societies. Osei-Akoto and Adamba (2009) argue that, most developing 

countries are highly heterogeneous, a probable reason for the lower levels of health 

insurance coverage, as well as the difficulties in achieving universal coverage.
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2.3 Typology of Health Financing Systems 

Universal coverage of health care is now receiving substantial worldwide and national 

attention. Debate continues on the best mix of financing mechanisms, especially to protect 

people outside the formal employment sector. The World Health Report (WHO, 2010) and 

the World Health Assembly (WHA, 2011) insisted on extending affordable universal 

coverage and access of health services for all people on the basis of equity and solidarity. 

The core aim of universal coverage is to provide all people with access to prevention, 

promotion, treatment, and rehabilitation health services of sufficient quality to be effective 

while making sure that the use of these services does not expose the user to financial 

hardship. Several countries, including India and South Africa have developed policy for 

universal coverage in health systems (National Department of Health, 2011; High Level 

Expert Group, 2011).

Direct and indirect taxes financing is the most common form of health financing in many 

countries. Other forms of health financing include out-of-pocket payments,

health-insurance, social health insurance and community-based insurance (Anne et al., 

2012). Health financing through general taxation or through the development of social 

health insurance are generally recognized to be powerful methods to achieve universal 

coverage with adequate financial protection for all against healthcare costs. In tax-funded 

systems, the population contributes indirectly via taxes, whereas in social health insurance 

systems, households and enterprises generally pay in via contributions based on salaries or 

income (Carrin et al., 2005). However, a fully fledged tax-funded health system may not 

be easy to develop, due to the lack of a robust tax base and a low institutional capacity to 

effectively collect taxes. Social health insurance has traditionally started by insuring 
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workers who were employed in the formal sector, although now are expanding to the 

self-employed and non-formal sector (ILO, 2001). Health insurance schemes can be 

mandatory or voluntary. Voluntary, community-based health insurance whereby 

contributions are generally made as flat amounts is being widely promoted as an important 

means to financial protection for poorer groups (Preker and Carrin, 2003).

During 1960s, health system of many African countries were funded by general tax 

revenue and external assistance, with no charges at the point of service (Preker and Carrin, 

2003; O'Donnell et al., 2008a). Over reliance on tax revenues and donor funding amid 

increasing population size and economic turmoil led to introduction of user fees in 

public-health facilities as part of a structural adjustment programme in 1980s. User fees 

deemed inevitable financing method which would circumvent political and organizational 

difficulties emanated from severe constraints on government finance in many developing 

countries. User fee policies were also seen as a possible expression of community 

financing. While governments enjoyed some relief due to decreased burden of health 

financing, these user fees posed a major barrier to health-service access especially 

amongst the poor. To do away with the created barrier to health service access countries 

have introduced health insurance schemes (Preker and Carrin, 2003; O'Donnell et al., 

2008b).

Community financing can be broadly defined as any scheme that has three features: 

community control, voluntary membership, and prepayment for health care by the 

community members. Economic theory suggests that households’ willingness to prepay 

would depend on their belief the amount they can gain economically and/or in health care. 



19

In other words, the expected benefit has to be greater than the cost (Hsiao, 2001). 

Community financing for health can be instituted by direct payment of user fees for health 

care at the point and time of use. Schemes in urban areas can be inclined to establish 

monthly or quarterly contributions so as to match the income patterns of urban formal 

sector workers. Annual contributions, collected at the time of harvest of cash crops, seem 

to be prevalent among schemes in rural areas (Bennett et al., 1998). However, in some 

schemes, payment schedules were held flexible, with monthly, quarterly or semi-annual 

payments (Ron, 1999). Other schemes link the time of payment of the contribution with a 

suitable event in the community. For instance, burial societies in Uganda use their monthly 

meetings for the collection of premiums, either for the first-time members or for those who 

renew their membership (Carrin et al., 2001).

2.3.1 Health Financing System in Tanzania 

The health financing system in Tanzania is still fragmented, with many different financiers 

and modes of financing. Tanzania health care system is financed from various sources, 

including taxation, donor funding, out-of-pocket (OOP) payments, and prepayment 

schemes. Generally, all over the world, OOPs are a serious equity concern as they limit 

access to care for the poorest groups. In recent years MoHSW has made numerous 

commitments to the expansion of health insurance in the country. This is evidenced first by 

the introduction of CHF in early 2000, and the initiation of the NHIF in 2001 (URT, 2010).
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2.3.2 Institutional Landscape of Health Financing in Tanzania 

The delivery of health service in Tanzania follows the policy of Decentralisation by 

Devolution whereby the Local Government Authorities are responsible for delivering 

public health services. The government of Tanzania through the Ministry of Health and 

Social Welfare provides standards, guidelines and protocols that are used in the delivery of 

health services. The Ministry of Health and Social Welfare and Prime Minister’s Office 

Regional Administration and Local Government (PMO-RALG) in collaboration with 

Public Service Management Office are responsible for recruitment and distribution of 

health staff throughout the country (URT, 2009).

Primary health care services in Tanzania form the basis of the pyramidal structure of 

health care services. The health services delivery units in Tanzania are comprised of 

dispensaries, health centers and hospitals. These facilities are either publicly or privately 

owned. There are 5,987 health facilities, with 71 percent of them owned by public sector 

as described in the Table below:

Table 2.1: Distribution of Health Facilities in Tanzania by Ownership, 2010

Facility Type Public Parastatal FBOs Private Total

Hospitals 95 6 96 35 232

Health Centers 398 6 103 56 563

Dispensaries 3,526 189 635 842 5,192

Total 4,019 201 834 933 5,987

Source: MoHSW Annual Health Statistical Tables and Figures 2010
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By 2009, Tanzania had 116 institutions which offer training courses on health and allied 

sciences of which 72 were owned by the government and 44 were owned by the private 

sector and faith based organizations. There were also seven medical universities, of which 

six were privately owned (URT, 2009). The health services system in Tanzania is facing a 

severe human resource crisis whereby in the year 2009, only 35% of positions were filled 

with qualified health workers (URT, 2009). The problem of shortage of health staff is more 

severe in remote areas. Insufficient capacity to provide quality health service in Tanzania 

is manifested by several problems. These include lack of diagnostic equipment in public 

facilities; insufficient skilled staff, long distances to tertiary health facilities and poor 

public transport, especially in rural areas. Others include frequent unavailability of drugs 

in public facilities and poor attitudes of staff which discourage use of facilities (URT, 

2009).

Like other countries, Tanzania is facing tight public health care budget and growing need to 

improve access to health services. In dealing with these challenges, user fees were 

introduced in 1993 as part of wider reforms in health care financing. The Community Health 

Fund (CHF) was established in 1996 as a way of reducing the cost of health care. The 

scheme improved access to basic health care services among the poor people in the rural 

areas and those working in informal sector. The primary aim of CHF was not to raise 

additional funds but to improve access to health care for the poor citizens (MOH, 2003a).

As of now, the public owned health insurance schemes include the NHIF, the National 

Social Security Fund (NSSF), CHF which is operating in rural areas and Tiba kwa Kadi 

(TIKA) which is operating in urban areas. There are also health insurance schemes that 
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operate outside of the formal insurance market which are organized by private sector and 

Non Governmental Organizations. The third category is comprised by private health 

insurance which is provided by general insurers (The Centre for Financial Regulations and 

Inclusion et al., 2012). Despite the establishment of health insurance schemes in Tanzania, 

government’s health expenditure as a proportion of total government expenditure 

remained constant between 2002/03 and 2009/10, at approximately 7% of total 

government expenditures (URT, 2010). Donors were the largest contributors to Total 

Health Expenditure (THE) in 2009/10. Although households’ out of pocket expenditures 

have declined from 2002/03 to 2009/10, still it represents nearly a third of THE (URT, 

2010). This means health insurance cover is gradually increasing among the Tanzanian 

population since its introduction over a decade ago. The inequity in service availability 

between urban and rural areas should also be taken into account when setting premiums 

for schemes, and parallel efforts should be made to increase provider choice for those 

living in rural areas.

2.3.3 Pro-poor Health Financing Policy 

The Vision of the Tanzania National Health Policy is to improve the health and well being 

of all Tanzanians with a focus on those most at risk, and encourage the health system to be 

more responsive to the needs of the people. The government also aims at establishing a 

mechanism for risk sharing and cross-subsidization in order to ensure solidarity and equity 

(MOH, 2003b). The Tanzania National Strategy for Growth and Reduction of Poverty 

places a greater emphasis on equity in the delivery of health and social services so as to 

improve access for children, women, the poor and other vulnerable groups especially in 

rural areas (URT, 2009). 



23

2.4 Mechanisms of Reaching the Poor 

Community Health Fund scheme (CHF) is a possible strategy of extending coverage to a 

large number of rural and low income populations that would otherwise be excluded. CHF 

scheme have great potential to improve access of poorer groups by removing out-of pocket 

payment and allowing members to pay when they can afford (Ekman, 2004). In Tanzania, 

Msuya and Jutting (2004) argue that the CHF has improved access to health facilities of the 

poor; it has enhanced utilization of formal health care services among its members; and it 

has reduced the use of traditional healers and the use of alternative medical care such as self 

medication, especially for the poor. However, CHF in Tanzania suffers from persistently 

low enrolment rates hence it is difficult for it to impact on improving equity of access for the 

health system. 

2.4.1 Exemptions and Waivers 

Exemption is a statutory entitlement to free health care services granted to individuals who 

automatically fall under the specific categories of social group such as women who are 

attending maternal and child health services, children under five years of age, and the 

elderly. A waiver is granted to patients who are not qualified for exemptions but are 

classified as “unable to pay” (MOH, 1999). District Councils are expected to fully subsidize 

the CHF membership fees for those who have been exempted or waived. Identifying those 

entitled to exemptions is straightforward, however, identification criteria for those entitled 

to waivers is lacking; hence, the current system may favour the better off since most of those 

exempted belong to households which are able to pay the CHF membership fees (Burns and 

Mantel, 2006). The poorest often do not have access to waivers, either due to a lack of 

information or denial of the waiver by a provider.
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This approach often leads to misuse and abuse of the system alongside having a 

cumbersome identification processes which deter people from applying (Burns and Mantel, 

2006). The weakness in the implementation of waivers is evident in districts where only a 

few people are waived with unclear criteria for identifying the poor (Laterveer and Munga, 

2004; Burns and Mantel, 2006). Sometimes exemptions and waivers are not accepted at 

non-government facilities. Additionally, waiving decision is left to the community which 

has low technical back-stopping. Due to long procedures, there are only a few cases where 

poor people are waived and, as a result, people end up treated on credit in case of facilities 

acceptance (Burns and Mantel, 2006).

2.5 Theories Underlying Health Insurance

This section discusses various theories underlying the objectives of this study. It discusses 

the social and economic theories of decision-making and their influence on enrolment. 

Admittedly, some influential factors may fall beyond the socio-economic domain. 

However, the study proposal finds these theories to be useful explanatory reasons, owing 

to the fact that, a considerable number of factors, majority of which have been discussed 

are well nested in these theories. A number of theories have been reviewed critically with 

the aim of laying the theoretical framework of this study. These theories include; the 

welfare economic theory, the social network theory, the consumer theory, the expected 

utility theory, the state-dependent theory, the prospect theory, the cumulative prospect 

theory, the endowment effect theory, the status quo bias theory, and regret and 

disappointment theory.
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2.5.1 Welfare Economic Theory 

Welfare economic theory is concerned with the principles for maximizing social welfare 

and the optimal allocation of resources and goods and how this affects social welfare. The 

developers of this theory include Adam Smith, Vilfredo Pareto, Arthur Cecil Pigou, John 

Atkinson Hobson, David Ricardo and Thomas Malthus. Welfare economics theory points 

to a set of circumstances such that a system of free markets would sustain an efficient 

allocation of resources. An allocation of resources is said to be efficient if it is not possible 

to make one or more persons better off without making at least one other person worse off. 

Conversely, an allocation is inefficient if it is possible to improve someone’s position 

without worsening the position of anyone else (Perman, n.d.). An allocation of resources 

which makes one or more persons in a community better off without anyone else being 

made worse off is known as a Pareto improvement (Rutherford, 2002). A state in which no 

further Pareto improvements can be made is defined as Pareto efficient or Pareto optimum. 

This is allocation of resources such that no one can be made better off without someone 

else being made worse off (Rutherford, 2002).

At the competitive equilibrium, the value society place on a certain good is equivalent to 

the value of the resources given up to produce it. This ensures allocative efficiency as the 

additional value society places on another unit of the good is equal to what society must 

give up in resources to produce it. Proponents of this theory see efficiency is only possible 

in the absence of Pareto Improvements. This does not in any way hold on the fairness of 

the resource allocation as in the sense of distributive justice or equity (Callan and Thomas, 

2007).
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There are several implications of the Welfare Economic theory to this study. First, the kind 

of efficiency in resource allocation whereby certain groups of people in the society are 

made better off while others are made worse off. This does not necessarily result in a 

socially desirable distribution of resources. The theory has been criticized on the ground 

that it does not apply issues of distributive justice and social equity or the overall 

well-being of a society (Sen, 1993, Barr, 2012). Second, in the situations where there are 

no possible alternative allocations of resources whose realization would cause 

improvement in the wellbeing of everybody in the society, then better targeting is 

necessary in order to distribute resources to the most needy segment in the society. For this 

study, targeting or distributing resources to the most needy among vulnerable groups.

2.5.2 Social Network Theory 

This theory gives an alternate view where the attributes of individuals are less important 

than their relationships and ties with other actors within the network. A social network is a 

social structure made of individuals or organizations which are linked by one or more of 

the following types of interdependence: common interest, friendship, kinship, fiscal 

policies, dislikes or relationships of beliefs, knowledge and or prestige (Castells, 2001). 

Castells further postulates that social meaning arises primarily from challenges posed by 

certain kinds of social structures, notably those that generate social conflict, social 

inequality and the destruction of social solidarity. Where there is one unitary kind of social 

structure, then there is a unitary basis for resolving the challenges and problems associated 

with it.
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Applying the social network theory to the current study, it is considered that various 

factors drift the vulnerable groups into their deprived health, shelter, educational and 

psychosocial conditions, among others. These factors include challenges that are posed by 

a social structure, especially, the erosion in family values of social cohesion and failure of 

the extended family to provide protection to children. It is the same set of identified 

problems (be they economic, political, or social) that destroy the family values, and 

instigate social inequality, putting the vulnerable groups in a precarious situation.

Traditionally, extended families and communities shoulder the strain of caring for orphans 

and vulnerable children largely without public assistance. In modern times, many 

communities are impoverished and devastated by the burden of HIV/AIDS, poverty and 

other social upheavals. They cannot adequately protect the vulnerable groups (Devereux et 

al., 2004). However, all hope is not lost because of the presence of the associational tie 

that binds together the communities and the intervention of organizations, and which serve 

as a unitary basis for alleviating the situation (Kurfi, 2010 cited in Mbaula, 2011).

2.5.3 The Consumer Theory 

This theory posits that consumers or the economic man as Edwards (1954) calls them 

always want to maximise the utility they obtain from a good and so given that they are 

well-informed, they will consume various goods knowing their relative prices, preferences 

and income. In effect, a change in the prices of such goods and the income of consumers 

affects the purchasing decisions and quantity of the goods that rational consumers will 

demand. Health insurance is perceived to be a normal good with a positive income 

elasticity of demand (Lancaster, 1966). This means that, a slight change in the price of 



51

3.8 Data collection procedure

Data collection was done after pilot testing the study instruments. This was found to be 

modest because it normally improves the clearness and cleanness of the instruments so 

that, respondents can understand it the same way. According to Janesick (1998), pilot 

testing the instrument is important because of improving validity and reliability apart from 

allowing the researcher to begin developing and solidifying rapport with participants as 

well as effective communications patterns. For the case of the questionnaire, the pilot was 

done to ten hospital patients who were simply selected conveniently. According to Fink 

(1995), the minimum number for pilot testing must be ten which was met by this study. 

With respect to interview guide, two experienced researchers were requested to look at the 

guide and give comments. On the same regard, the supervisor gave a go ahead after 

comments and final improvements. After pilot testing, the instruments, they were adjusted 

accordingly before data collection.

3.9 Data Analysis and Presentation

Data analysis refers to the transformation of raw data into a form that make it easy to 

understand and interpret. In this study, data were analyzed using both quantitative as well 

as qualitative techniques. 

Quantitative data analysis on the one hand, was carried out in two stages. In the first stage 

the descriptive statistics was performed in order to summarize and describe the 

characteristics of data collected. The second stage involved the analysis of Linear 

Regression that was used to measure associations and relationship between variables of 

interest in this study. This technique was employed because according to Azcel (2000), it 
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is one of the strongest analysis methods as it controls the unwanted extraneous variables to 

come into analysis. Other methods employed to analyze quantitative data were Tables, 

Figures, frequencies and percentages. In implementing these methods of data analysis, 

SPSS statistical software and Excel were of great assistance.

Qualitative data analysis on the other hand was done by the use of explanation building 

and pattern matching of data and information as recommended by Miles and Huberman 

(1994).

3.10 Validity and Reliability 

Validity is the extent to which a test measures what it claims to measure. It is vital for a 

test to be valid in order for the results to be accurately applied and interpreted, (Joppe, 

2000). According to Walsh 1990), reliability refers to the consistency or dependability of a 

measurement technique. Results are referred to as reliable, if the same results can be 

reproduced under a similar methodology, then the research instruments are considered to 

be reliable. To achieve both reliability and validity in this study, the following were done.

a) Data were collected by the main researcher alone. This enabled to avoid reliability 

errors which could arise due to observer errors and observer bias.

b) The pilot test of the study instruments was done after which some revisions were 

made, to eliminate ambiguities in the instruments. This brought about consistency 

in understanding the questions by all the respondents.

c) The study exercised triangulation of data, data sources and methods of sampling, 

collection as well as analysis. 

d) Definition of key terms and their quantification was adopted from past studies.
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3.11 Ethical Considerations

Research work revolves around ethical considerations. From the choice of a research topic, 

through to making decisions about which method and techniques to use, who to involve in 

the research and how to relate to participants of the research, ethics should be an issue of 

concern (Hay, 2010; Bryman, 2012). Research ethics can be referred to as the conduct of 

researchers, their duties and responsibilities to the participants of the research such as 

sponsors, informants and the general public (Hay, 2010). The main ethical issues which 

are usually addressed in research revolve around privacy, confidentiality, informed 

consent, deception and harm (Matthews and Ross, 2010). 

Before going to the field for data collection, the researcher was given research clearance 

letter from the Director of Postgraduate Studies from the University of Dodoma. The letter 

stated the rationale of the study and its substance in order to justify the need for data 

collection. The clearance letter was then taken to the manager of CHF in Dodoma 

Municipality to allow the researcher to collect data to the CHF respondents. While in the 

field, before starting data collection participants were informed about the aim of the study, 

its significance and the way they were involved in the study. Furthermore, respondents 

were not obliged to write their names on the research tools. Not only that, but also, 

confidentiality was assured during data collection. Indeed, it was exercised during data 

analysis as well as during writing of the report. 
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CHAPTER FOUR

FINDINGS AND DISCUSSION

4.0 Introduction

This chapter provides the findings of the study as per the data collected from the field. The 

findings have been presented according to the chronology of the research objectives. 

4.1 Profile of the Main Respondents (Heads of Households)

Since this study involved heads of households as the main respondents, it was thought 

important to understand their background because; there could have been a linkage 

between the findings of the study and characteristics of the respondents. In fact, Neng-Pai

et al., (2001) documented that, service provider’s gender influences service evaluations in 

research situations. The basic information taken from the respondents as shown below 

includes sex, age, marital status, educational background, occupation, number of 

dependants for the respondents and income of household.

4.1.1 Sex of the Main Respondents (Heads of Households)

This study involved 150 members, of which 140 were members of CHF and ten of them 

were CHF officials. Female respondents were 61% while male were 39%. This indicates 

that, majority of the respondents were female. This may be depicted in Table 4.1 presented 

below.

Table 4.1: Sex of the Respondents

Sex Frequency Percentage

Male 55 39.3

Female 85 60.7

Total 140 100

Source: Field Data, 2016
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4.1.2 Age of the Main Respondents (Heads of Households)

The age of the respondents were categorized into six groups. The findings indicate that, 

2.1% of the respondents were 20 years and below, while 9.3% of them were between 

21-30 years, whereas, 25% of them were between 31-40 years. In addition to that, 26.4% 

of them were between 41-50 years. On top of that, 21.4% of them were between 51-60 

years and finally, 15.7% were above 61 years. This information is summarized in Table 4.1 

below.

Table 4.2: Distribution of Respondents by Age

Age Frequency Percentage

20 years and below 3 2.1

21-30 years 13 9.3

31-40 years 35 25.0

41-50 years 37 26.4

51-60 years 30 21.4

61+ years 22 15.7

Total 140 100.0

Source: Field Data, 2016

4.1.3 Marital Status of the Main Respondents (Heads of Households)

In marital status, result indicates that, 80.7% of the respondents were married, followed by 

single who accounted for 5.7% of them. Furthermore, 4.3% of were divorced and 9.3%

were widowed. Table 4.2 shown below shows the marital status of the respondents.
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Table 4.3: Distribution of Respondents by Marital Status

Marital status Frequency Percentage

Married 113 80.7

Single 8 5.7

Divorced 6 4.3

Widowed 13 9.3

Total 140 100.0

Source: Field Data, 2016

4.1.4 Educational Background of the Main Respondents (Heads of Households)

The highest educational level attained by the respondents was secondary education while

others did not attend school. The primary education comprised of 72.1% of the 

respondents, while, 16.4% of them attained secondary education, and 11.4% did not attend 

school. Table 4.3 shown below shows the educational level of the respondents. 

Table 4.4: Distribution of the Respondents by Education Level

Education Level Frequency Percentage

Not attended school 16 11.4

Primary Education 101 72.1

Secondary Education 23 16.4

Total 140 100.0

Source: Field Data, 2016

4.1.5 Occupation of the Main Respondents (Heads of Households)

With regard to occupation of respondents, 2.1 % were found to be civil servant, 5.7% were 

entrepreneurs, 2.1% were private sector employees, 66.4% were informal sector workers 

and 3.6% were officers. Table 4.4 below summarizes the distribution of the respondents 

based on their occupation.
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Table 4.5: Distribution of the Respondents by Occupation

Occupation Frequency Percentage

Civil Servant 3 2.1

Private sector employee 3 2.1

Entrepreneur 8 5.7

Informal sector 93 66.4

Retired officer 5 3.6

House wife 20 14.3

Peasant 8 5.7

Total 140 100.0

Source: Field Data, 2016

4.1.6 Number of Dependants of the Main Respondents (Heads of Households)

Pertaining to number of dependants, the findings show that, 48.6% of the respondents had 

5-6 dependants, whereas, 2.1% had no dependants. Furthermore, 18.6% had 1-2 

dependants, 17.9% had 3-4 dependants, and 12.9% had more than 7 dependants. Table 4.5 

presented below summarizes the distribution of the respondents, basing on the number of 

dependants.

Table 4.6: Distribution of the Respondents, basing on the Number of Dependants

Number of Dependants Frequency     Percentage

0 3 2.1

1-2 26 18.6

3-4 25 17.9

5-6 68 48.6

7+ 18 12.9

Total 140 100.0

Source: Field Data, 2016
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4.1.7 Income of the Respondents (Heads of Households)

The results show that, 21.4% of the respondents earned between Tshs 600000-1500000 per 

year, while, 33.6% earned between Tshs 1600000-2500000 per year. In addition to that, 

35.7% earned between Tshs 2600000-3500000, 2.1% earned between Tshs 

3600000-4500000, 5% earned between Tshs 4600000-5500000, and 2.1% earned above 

Tshs 5600000. Table 4.6 shown below depicts the income earned by respondents per year.

Table 4.7: Distribution of the Respondents, basing on the Annual Income

Amount per Annual Frequency Percentage

Tshs 600000-1500000 30 21.4

Tshs 1600000-2500000 47 33.6

Tshs 2600000-3500000 50 35.7

Tshs 3600000-4500000 3 2.1

Tshs 4600000-5500000 7 5.0

Above Tshs  5600000 3 2.1

Total 140 100.0

Source: Field Data, 2016

4.1.8 Summary of the Profile of Respondents

In this study, the respondents were analyzed in seven different parameters i.e. sex, age, 

educational level, marital status, occupation, number of dependants and income level of 

the respondents. 

Analysis by sex shows that, male members were less than female members. They 

constituted only 39% of the respondents while females constituted 61% of them. Analysis 

by age shows that, predominant age group was that of 41–50 years which comprised 
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26.4% of them. The below 20 years was the lowest group in this research which comprised 

of only 2.1% of the respondents. Analysis by marital status indicates that, the majority of 

the respondents who constituted 80.7% were married, and 4.3% of them were divorced. 

This implies that, the majority of the respondents lived with their families. Analysis by 

education level shows that, majority of the respondents had a primary level of education, 

which constituted 72.1% of the respondents and there was 11.4% who had not attended 

school. Analysis by occupation of the respondents shows that, majority of them were 

operating in the informal sector which constituted 66.4% of the respondents. Analysis by

number of dependants signifies that, 48.6% of the respondents had 5-6 dependants, while 

only 2.1% of them had no dependants. This implies that, majority of the respondents had 

5-6 dependants. Finally, analysis by level of income of the respondents indicates that, 

majority of the respondents earned between Tshs 2600000-3500000 per year.

4.2 Findings and Discussion

This section is dedicated for the findings of the study. The approach of analytic strategy as 

proposed by Yin (2000) has been applied in presenting the findings. That is, the 

chronology of research objectives has been the guiding principle. 

4.2.1 Enrolment Procedure and its Influence on Non-Enrolment under CHF

The first objective of this research was to explore on the enrolment procedure and its 

influence on non-enrolment under CHF. To address this objective, two issues were looked 

at, namely; investigation of the enrolment procedure and possible consequences of the

procedure on enrolment or non-enrolment under CHF. The issues are analyzed below as 

follows.
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4.2.1.1 Enrolment Procedure under CHF

According to interviews conducted with CHF officials, enrolment procedure at CHF 

involves the following steps.

Step 1: Premium Payment:

The first step is payment of premium. The amount paid for CHF membership depends on 

the number of dependants. If the number of dependants starts from one up to six,

membership to be paid is Tshs 10,000 per year. When the number of members is seven, the 

amount paid is Tshs 12,000. Also, when the number of members is eight the amount to be 

paid is Tshs 14,000 per year. After the head of household pays premium payment, the 

supervisor (CHF representative) gives the payment receipt to the new member. Normally, 

CHF representative is found in every ward office.

Step 2: Capturing of Photographs:

The second step is to capture the photograph of each member of the household. 

Photograph of each family member is captured by using mobile phone provided by CHF.

The supervisor takes the photograph for all new members and then submits them online to 

the Integrated Migration Information System (IMIS). In case the network is down, the 

system can operate in offline mode.

Step 3: Filling CHF Form Attached with Membership ID:

The third step is filling of CHF forms. This is done by the head of household who fills

CHF forms under the supervision of the CHF representative.

Step 4: Submit Premium Collected Together with Enrolment Forms:

After filling the forms, CHF representative submits them together with the payments made 
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to the CHF office for further process in completing membership documentation.

Step 5: Filling and Uploading of Membership Particulars by CHF Team:

This is the fifth step where CHF team fills and upload membership particulars of new 

members. Once this step is done, the new members are required to wait for one month

before starting to use CHF services. After one month, new members can use CHF ID to 

get services at the selected health centres.

Step 6: Renewal Membership on Annual Basis:

Members of CHF are required to renew their membership status every year. In so doing, 

they are required to pay membership fee to be able to activate the membership. When the 

payment is done, members retain the same ID card and continue to use CHF health 

services.

4.2.1.2 Possible Consequences of the Procedure on the Enrolment 

The possible consequences as per the information obtained are explained below.

With regards to the consequences of the procedure on the enrolment, respondents 

identified various consequences. High risk of missing forms was among the consequences 

mentioned by respondents. In fact, one respondent had this to say when tried to emphasize 

on this point.

‘‘CHF supervisors misplace membership forms of new members which lead to 

disturbance causing them to fill the forms for the second time’’.

On the other hand, the respondents identified loss of CHF membership ID as another 

consequence of the procedure on enrolment. As a consequence, members may fail to get 

services in the health facilities.
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Furthermore, there was existence of network problems in some remote areas. In 

supporting this argument, one respondent had this to say.

‘‘Sometimes the CHF workers facing the problem of weak network in rural 

areas when they are uploading the attachment for new membership, hence it 

may result in losing the information or delaying in completing the membership 

registration’’.

Another consequence of the procedure on enrolment identified was embezzlement of CHF 

collections. On this respect, one of the participants interviewed had the following to say.

‘‘CHF representatives misuse the collected amounts from the members hence 

cause the shortage of funds to operate CHF activities’’.

In addition to that, members mentioned delay in activating membership of new applicants. 

They informed that, it takes long time from the day one completes the procedure until the 

time when services can be offered. This consequence discourages members to join CHF. 

In supporting this concern one member had this to inform.

‘‘It takes too long to get the new card activated for use. We use to make follow 

up for more than two months’’.

4.2.1.3 Discussion of the Findings on the Enrolment Procedure and its Influence on 

Non-Enrolment under CHF

As shown in the earlier section, the first objective was weighed on two parameters. The 

parameters were; enrolment procedure under CHF and possible consequences of 

procedure on enrolment. This part provides some discussion of the findings presented 

above.
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Regarding the enrolment procedure under CHF it has been observed that, there are

important six steps to accomplish before one becomes a member of CHF. The steps are; 

payment of premium, capturing of photographs of each member, filling CHF forms with 

membership ID, submitting premium with enrolment forms, filling and uploading 

membership particulars by CHF team and renewing membership on annual basis. 

Accordingly, from members opinion the procedure is too long and quite often it takes lot 

of time before new applicants can start to use their ID cards to get health services.

With respect to the consequences of the procedure on the enrolment to CHF, members 

pointed out five main issues, namely; high risk of having missing forms, loss of 

membership cards, network problems, embezzlement of CHF collected money and 

delaying in activating membership of new members.

Counting on all these five concerns, they form possible justifications for prospective 

members not to see the need to enrol under CHF. It is the concern of this study to see to 

what extent these factors do impact the level of enrolment into CHF. Perhaps more 

research is needed in this regards.

4.2.2 Perceptions of People Towards Enrolment

The second objective of this study was to determine perceptions of people towards 

enrolment to the Fund in the study area. In order to meet this objective, evaluation on ten 

issues was carried out as presented below.
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4.2.2.1 Entry into Membership 

The first issue was to understand type of entry into membership of CHF. This was 

achieved by asking a question, how did you become a member of CHF? Findings show

that, 9.3% of the respondents got information through TV or Radio, 1.4% got information 

through social media, 20.7% got information from a friend or relative. Moreover, it was 

found out that, 40% got information through village meetings, 12.1% got information 

from health centres, and finally, 16.4% got information from TASAF. Responses according 

to respondents themselves are presented in Table 4.7 below.

Table 4.8: Assessment of Entry into Membership of CHF

Source: Field Data, 2016

4.2.2.2 Duration of Membership

Another issue that was investigated was the duration of membership since enrolment. This 

was simply achieved by asking a question, for how long have you been a member of CHF?  

With this regard, responses obtained were summarized as depicted in Table 4.8 below. The 

result indicates that, 97.1% of the respondents had 0-2 years since they joined CHF, while, 

2.9% had 3-4 years since they joined CHF.

Type of Entry Frequency Percentage

Through TV or Radio 13 9.3

Through social media 2 1.4

From a friend or relative 29 20.7

Through village meetings 56 40.0

Through health centre 17 12.1

Through TASAF 23 16.4

Total 140 100.0
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Table 4.9: Assessment of the Duration of Membership of CHF

Duration Frequency Percentage

0 – 2 Years 136 97.1

3– 4 Years 4 2.9

Total 140 100.0

Source: Field Data, 2016

4.2.2.3 Affordability of Health Services provided at Health Centres based on CHF 

Affordability of health services provided at health centres based on CHF was also 

evaluated. In as far as this issue is concerned, respondents’ appraisal on how the factor 

faired is provided in Table 4.9. The findings show that, 15% of the respondents strongly 

agreed, 40% agreed, 12.1% were indifferent, 15.7% disagreed, and 17.1% of them

strongly disagreed that health services provided using CHF were affordable.

Table 4.10: Assessment of the Respondents on Affordability of Health Services 

provided at Health Centres based on CHF

Source: Field Data, 2016

  Responses Frequency Percentage

Strongly Agree 21 15.0

Agree 56 40.0

Indifferent 17 12.1

Disagree 22 15.7

Strongly Disagree 24 17.1

Total 140 100.0



66

According to the results as per Table 4.9 above, if strongly agree and agree are mixed 

together to represent agree, then 55% of the respondents agreed that health services 

provided at health centres based on CHF were affordable. Furthermore, when disagree and 

strongly disagree are mixed together to represent disagree, only 37.8% of the respondents 

disagreed that health services provided at health centres based on CHF were affordable. 

This implies that, majority of the respondents afforded the health services provided at 

health centres based on CHF.

4.2.2.4 Availability of Health Services at Health Centres based on CHF 

Respondents also got an opportunity to assess availability of health services at health 

centres based on CHF. Table 4.10 shown below provides this evaluation. The results 

indicate that, 7.9% of the respondents strongly agreed with the statement, 17.9% agreed 

and 12.1% were indifferent with the statement. Moreover, 32.9% disagreed and 29.3% 

strongly disagreed that health services based on CHF were readily available at health 

centres.

Table 4.11: Assessment of the Respondents on Availability of Health services at 

Health centres based on CHF

Response Frequency Percentage

Strongly Agree 11 7.9

Agree 25 17.9

Indifferent 17 12.1

Disagree 46 32.9

Strongly Disagree 41 29.3

Total 140 100.0

Source: Field Data, 2016
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With regard to availability of health services at health centres based on CHF, findings of 

this study as presented in Table 4.10 above imply that, majority of the respondents 

disagreed that health services at health centres based on CHF were available when needed. 

This constituted 62.2% of the respondents when strongly disagree and disagree were

mixed together.

4.2.2.5 Drugs Availability through the Use of CHF 

Another pertinent question that was asked was drugs availability through the use of CHF. 

The findings signify that, 12.1% of the respondents strongly agreed on the statement that, 

drugs through the use of CHF were available. Moreover, 9.3% agreed with the statement

while 25.7% were indifferent. Furthermore, 37.9% disagreed, and 15% strongly disagreed 

with the statement. This appraisal may be depicted in Table 4.11 presented below.

Table 4.12: Assessment of the Respondents on Drugs Availability Through the Use of 

CHF

Response Frequency Percentage

Strongly Agreed 17 12.1

Agreed 13 9.3

Indifferent 36 25.7

Disagreed 53 37.9

Strongly Disagreed 21 15.0

Total 140 100.0

Source: Field Data, 2016         

Majority of the respondents disagreed that drugs through the use of CHF were available. 

Actually, those who disagreed accounted for 52.9% of the covered respondents. The

findings imply that, CHF health services scheme faced the challenge of shortage of drugs.
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4.2.2.6 Quality of Health Services Provided at Health Centres based on CHF 

Apart from that, respondents were also requested to provide their views on the quality of 

health services provided at health centres based on CHF. The findings showed that, 5.7% 

of the respondents strongly agreed, 10% agreed, 7.9% were indifferent, 45.7% disagreed 

and finally, 30.7% strongly disagreed that the quality of health services provided at health 

centres based on CHF was adequate. Summary on the evaluation of respondents on the 

matter is shown in Table 4.12 below.

Table 4.13: Assessment of the Respondents on Quality of Health Services Provided at 

Health Centres based on CHF

Response Frequency Percentage

Strongly Agree 8 5.7

Agree 14 10.0

Indifferent 11 7.9

Disagree 64 45.7

Strongly Disagree 43 30.7

Total 140 100.0

Source: Field Data, 2016

The findings in Table 4.12 above imply that, when strongly disagree was mixed with 

disagree to represent disagree then, 76.4% of the respondents disagreed that quality of 

health services provided at health centres based on CHF was adequate. On the other hand, 

when strongly agree and agree were put together to stand for just agree then, only 15.7% 

of the respondents agreed that quality of health services provided at health centres based 

on CHF was adequate.
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4.2.2.7 Members Satisfaction on the Services provided by Health Centres based on 

CHF 

Another issue evaluated was members’ satisfaction on the services provided by the health 

centers based on CHF. The results signify that, 5.7% of the respondents strongly agreed 

with the statement, 12.1% just agreed with the statement, 19.3% were indifferent, 30.7% 

disagreed, and finally, 32.1% strongly disagreed with the statement that members were 

satisfied with the services offered. Evaluation of the members satisfaction gave the results 

presented in Table 4.13 below.

Table 4.14: Assessment of the Respondents on Members Satisfaction on the Services 

Provided by the Health Centres based on CHF

Response Frequency Percentage

Strongly Agree 8 5.7

Agree 17 12.1

Indifferent 27 19.3

Disagree 43 30.7

Strongly Disagree 45 32.1

Total 140 100.0

Source: Field Data, 2016

According to the results as per Table 4.13 above, if strongly disagree and disagree were

mixed together to represent disagree, 62.8% of the respondents disagreed that they were 

satisfied with the services provided by the health centres based on CHF. Moreover, when 

agree and strongly agree were mixed together to represent agree, only 17.8% of the 

respondents agreed that they were satisfied with the services provided by the health 

centres based on CHF. The findings imply that, majority of the respondents were not 
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satisfied with the services provided by the health centres based on CHF.

4.2.2.8 Utilization of Health Services at Health Centres Based on CHF

Respondents involved in this study were also required to provide their views on the 

utilization of health services at health centres based on CHF. The results indicated that, 

8.6% of the respondents strongly agreed, 22.9% just agreed with the statement and 14.3% 

were indifferent with the statement. Moreover, 35.7% disagreed with the statement, and

18.6% strongly disagreed that health services at health centres based on CHF were well 

utilized. This evaluation is summarized in Table 4.14 below.

Table 4.15: Assessment of Members Utilization of Health Services at Health Centres 

based CHF

Response Frequency Percentage

Strongly Agree 12 8.6

Agree 32 22.9

Indifferent 20 14.3

Disagree 50 35.7

Strongly Disagree 26 18.6

Total 140 100.0

Source: Field Data, 2016

Furthermore, the findings presented in Table 4.14 above imply that, majority of the 

respondents disagreed that health services at health centres based on CHF were adequately 

utilized. Those who disagreed represented 54.3% of the respondents who took part in the 

study.
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4.2.2.9 Benefits of Health Service Delivery to Users

In addition to that, respondents were also requested to provide their evaluation regarding 

the benefits of health service delivery accrued to users. The findings revealed that, 9.3% of 

the respondents strongly agreed with the statement, 40% just agreed while 10.7% were 

indifferent. In addition to that, 26.4% disagreed and 13.6% strongly disagreed that they got 

adequate benefits as expected from the services delivered through the use of CHF.

Outcome of the evaluation may be depicted in Table 4.15 below.

Table 4.16: Assessment of Members on the Benefits of Health Services Delivery to 

Users

Response Frequency Percentage

Strongly Agree 13 9.3

Agree 56 40.0

Indifferent 15 10.7

Disagree 37 26.4

Strongly Disagree 19 13.6

Total 140 100.0

Source: Field Data, 2016

The above presentation in Table 4.15 implies that, majority of the respondents agreed on 

the adequate benefits of health service provided by CHF. Those who agreed that they got 

adequate benefits through the CHF scheme represented 49.3% of the respondents covered.

4.2.2.10 Benefits of Health Service Delivery to the Government

Finally, members were requested to provide their evaluation on benefits of health service 

delivery to the government. The results suggested that, 11.4% of the respondents strongly 

agreed, 30.7% agreed, 25.7% were indifferent. Moreover, 17.1% of the respondents
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disagreed and 15% strongly disagreed that the government adequately benefited out of the 

CHF scheme. This assessment is presented in Table 4.16 below.

Table 4.17: Assessment of the Members on the Benefits of Health Services Delivery to 

Government

Response Frequency Percentage

Strongly Agree 16 11.4

Agree 43 30.7

Indifferent 36 25.7

Disagree 24 17.1

Strongly Disagree 21 15.0

Total 140 100.0

Source: Field Data, 2016

According to the results as per Table 4.16 above, if strongly agree and agree were mixed 

together to represent agree, the findings imply that, majority of the respondents agreed on 

the adequate benefits of health service delivery to the government. In fact, those who felt 

that the government adequately benefited from the scheme accounted for 42.1% of the 

respondents involved in the study. 

4.2.2.11 Discussion on the Perceptions of People towards Enrolment to the Fund

Regarding the question on the perceptions of people towards enrolment to the Fund, ten 

items were evaluated. These include; entry into membership, duration of membership, 

affordability of health services provided at health centres based on CHF and availability of 

health services provided at health centres based on CHF. Others are drugs availability 

through the use of CHF, quality of health services provided at health centres based on CHF, 

members satisfaction on health services provided at health centres based on CHF, 
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utilization of health services at health centres based on CHF, benefits of health services 

delivery to users and benefits of health services delivery to government.

For the case of entry into membership, the findings revealed that, majority of the 

respondents got information for joining CHF through village meetings which comprised of 

40% of the respondents, however, only 1.4% of the respondents got information through 

social media. This implies that, village meeting has an important role in influencing 

community to join CHF health services. Therefore, CHF should put more efforts in village 

meetings since it plays greater roles on to entry of the members.

With regards to duration of membership, results indicated that, 97.1% of the respondents 

joined CHF scheme below 2 years implying that, majority of the respondents had short 

time since they joined with the CHF health services. That is, CHF is still new to many 

people and in fact people are not aware of its existence. This calls for awareness campaign 

to be launched so as to create new customers and hence expand enrolment.

Also, the findings on affordability of services, majority of the respondents (55%) agreed 

that health services provided at health centres based on CHF were affordable. In 

supporting this contention, one respondent argued the following.

‘‘Everybody in this area is capable of paying this amount Tshs 10,000/ to get 

health services throughout’’.

Other respondent who had the same view said the following.

‘‘The main reason for joining is having an extended family. If you join CHF 

you get relief on health services expenses, especially when you have to take 

care of more than one person, or repeated illness cases like diabetes’’.
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Moreover, the results on the availability of health services at health centres based on CHF 

were not favourably evaluated. On that regards, majority of the respondents (62.2%) 

disagreed that, CHF health services were available when needed. This could be influenced 

by the fact that; CHF health services were only extended to government hospitals. In 

supporting this motion, one respondent had this to say.

‘‘There is no guarantee on availability of services, today you get complete 

services, tomorrow half of the services. This caused disturbance to us’’.

Furthermore, the evaluation regarding drugs availability through the use of CHF revealed 

that, majority of the respondents (52.9%) disagreed that drugs were available at health 

centres. In supporting this statement, one respondent had this to say.

‘‘There are shortage drugs especially in government health centres. One day I 

brought my daughter to the hospital she was only given panadol as were no 

other drugs, we were told to go and buy other drugs prescribed by the doctor 

outside the health centre’’.

These findings are further supported by Mtei (2005), found out that, decline of enrolment 

rate in CHFs in Hanang, Nzega and Singida rural districts was due to poor supply of drugs 

and unreliability of health facilities. Furthermore, members had already paid their monthly 

contribution making them have less money to buy drugs elsewhere, outside the facility. 

According to Mushi (2004), about 94% participants in rural areas around Iringa and Kilosa 

preferred to out-of-pocket than using CHF services. 

On the other hand, investigation on quality of health services provided at health centres 

based on CHF identified that, majority of the respondents (76.4%) disagreed that, quality 

of health services provided at health centres was adequate. The findings are supported by 
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Criel & Waelkens (2003), who report that, individuals lack interest in health schemes due 

to poor quality healthcare offered to members. In supporting this contention further, one of 

the respondents had this to say.

‘‘The quality of services we get from health centres is very low, this discourage 

us as members of CHF health services.

In addition to that, the findings, on member’s satisfaction on the services provided by health 

centers based on CHF identified that, 62.8% of the respondents disagreed that, they were 

satisfied with the service provided by health centers based on CHF. According to Mushi 

(2004), this reflected the state of dissatisfaction which causes negative attitude against 

scheme. In supporting this statement one respondent had this to say. 

“I am not satisfied with the health services because of shortage of drugs and 

essential medical supplies, inappropriate diagnosis and limited   range of 

services provided”

In connection with utilisation of health service at health centres based on CHF, majority of 

the respondents (54.3%), disagreed that health services at health centres based on CHF 

were adequately utilised. On this issue, Mushi (2004) discovered that, in Iringa rural and 

Kilosa CHFs scheme was not fully utilized by the CHF members hence, caused the 

underperformance of the scheme.

Moreover, on the issue of benefits, 49.3% of the respondents agreed that they got adequate 

benefits through the use of CHF scheme. On the same regard, Saltman et al. (2004), found 

out that, public acceptance is among measures for success of health insurances. 

Acceptance gives the sign of positive attitudes and perceptions towards the scheme. The 



76

CHF members benefited with the services such as, consultation services, medicine, 

diagnostic services, surgical services, dental services and orthopedic appliances. This 

assures members of adequate benefits that meet their daily needs. In supporting this 

statement one respondent had this to say. 

“CHF health services provides member households with unlimited access to 

outpatient health services”

Finally, assessment on benefits of health service delivery to the government was done in 

which majority of the respondents (42.1%), agreed that the government adequately 

benefited from the scheme. The funds contributed by members were deposited in a CHF 

account and managed by the council health board. According to Mtei & Mulligan, 

(2007); this simplifies and eases government work in terms of provision of social services 

especially on health centres. 

4.2.3 Impact of Households’ Income on Enrolment of CHF

The third objective of this study was to analyze the impact of households’ income on 

enrolment into CHF. To meet this objective, two issues were done as presented below:

1) A hypothesis was developed and tested. The hypothesis was: 

There is a relationship between households’ income and enrolment into CHF.

The hypothesis was developed because of the literature supporting the relationship 

between these two variables. For example, De Allegri, (2006a); Antonia, (2009); and 

Acharya, et al, (2014). Therefore in testing this hypothesis, null and alternative hypotheses 

were set as:



77

Null hypothesis: There is no relationship between households’ income and enrolment into 

CHF (β = 0).

Alternative hypothesis: There is relationship between households’ income and enrolment 

into CHF (β ≠ 0).

In this analysis, independent variable was taken to be household’s income (HouseInc) and 

the dependent variable was Enrolment into CHF (Enrol). The names HouseInc and Enrol 

were target variables defined under SPSS during preliminary data analysis after averaging 

the ordinal data measured from the Likert scale of five points for both household’s income

and Enrolment into CHF. This type of analysis is common in analyzing data that needs to be 

changed from ordinal to ratio for subsequent analysis (example, Mohamed, 2014; Brady, et 

al., 2002; Ame, 2005; 2009). Thus, the model fitted was:

  HouseIncEnrol

Where;

Enrol was the dependent variable.

HouseInc was the explanatory variable.

α = the intercept on the y-axis.

β = the slope of the model.

ε = error term of the model which cannot be estimated.

Tables 4.17, 4.18, 4.19, and 4.20 below present the findings of the study on this analysis.
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Table 4.18: Variables Entered/Removedb

Model Variables Entered Variables Removed Method

1 HouseIncb Enter

a. Dependent Variable: Enrol

b. All requested variables entered

Table 4.19: Model Summary

Model R R Square Adjusted R Square Std. Error of the Estimate

1 .032a .001 -.006 1.35170

a. Predictors: (Constant), HouseInc

Table 4.20: ANOVAb

Model Sum of 

Squares

df Mean 

Square

F Sig.

1 Regression .260 1 .260 .142 .707b

Residual 252.140 138 1.827

Total 252.400 139

a. Dependent Variable: Enrol

b. Predictors: (Constant), HouseInc

Table 4.21: Coefficientsa

Model Unstandardized 

Coefficients

Standardized 

Coefficients

T Sig.B Std. Error Beta

1 (Constant) 2.708 .271 10.008 .000

HouseInc .038 .101 .032 .377 .707

a. Dependent Variable: Enrol
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As depicted in Table 4.20, there is weak relationship between households’ income and 

enrolment into CHF due to Standardized Beta value of 0.038, supported by the level of 

significance of 70.7%. Due to that, the null hypothesis stated as there is no relationship 

between households’ income and enrolment into CHF cannot be rejected. With regard to 

the extent of the relationship, the R value which can better be represented by Adjusted R 

Square (that takes care of degrees of freedom) in Table 4.18 is also very weak supported 

by only 0.6% which is almost not existing.

Discussion of the Findings

As presented above, this study has not been able to establish significant relationship 

between households’ income and enrolment into CHF. In fact, the relationship established 

here is weak as indicated by significant level greater than 5%. Thus, the findings are not 

supported by those documented by other researchers like; Koot, (2003); Ekman, (2004); 

Gustafsson-Wright, et al, (2009); Jehu-Appiah, et al, (2011) who found out that, there is 

relationship between households’ income and enrolment into CHF. However, the results 

are supported by those documented by researchers like; De Allegri, (2006b); Dekker, and 

Wilms, (2010); Delloite, (2011). These authors have found out that, the relationship 

between households’ income and enrolment into CHF is actually weak. Given this point, 

this study recommends further investigation on these variables within the Tanzanian context 

and considering especially the case of CHF. One possible explanation would be low 

awareness of people on the existence and operations of the Fund.

2) Further investigation on the assessment of the impact of Households’ Income on 

Enrolment of CHF was carried out. 
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This investigation was carried out on four issues as presented below.

a) Amount of money contributed as a membership fee

The first issue evaluated was the amount of money paid as membership fee. This was 

sought by simply asking members to indicate the amount of money they contributed as a 

membership fee. The findings signify that, 87.1% of the respondents paid Tshs 10,000 as 

an annual membership fee, 9.3% paid Tshs 12,000 as an annual membership fee, 3.6% 

contributed Tshs 14,000 as an annual membership fee. The responses discovered may be 

depicted in Table 4.21 below.

Table 4.22: Analysis on the Amount of Money Contributed

Amount of Money Contributed Frequency Percentage

Tshs 10,000 122 87.1

Tshs 12,000 13 9.3

Tshs 14,000 5 3.6

Total 140 100.0

Source: Field Data, 2016

The findings in Table 4.21 above imply that, majority of the respondents contributed Tshs 

10,000 per year, also, this has relationship with the number of the dependants, because

3.6% of the respondents contributed Tshs 14,000 per year.

b) Views about money paid as a membership contribution

Another analysis made was to investigate on the views about the money paid as a 

membership contribution. On this respect, respondents were requested to provide their 

views based on membership contribution. Findings showed that, 6.4% of the respondents 

said the amount paid is very high, 8.6% said the amount paid is just high, whereas, 36.4% 



81

of them said the amount paid was reasonable. On top of that, 22.9% of the respondents 

said the amount paid was low and finally, 25.7% of them said the amount paid is very low. 

The results are presented in Table 4.22 below.

Table 4.23: Analysis on the Views about Money Paid as Membership Contribution

View Frequency Percentage

Amount Paid is Very high 9 6.4

Amount Paid is high 12 8.6

Amount Paid is Reasonable 51 36.4

Amount Paid is Low 32 22.9

Amount Paid is Very low 36 25.7

Total 140 100.0

Source: Field Data, 2016

For the case of money paid as membership contribution, as shown in Table 4.22 above 

findings indicate that, majority of the respondents said the amount paid was reasonable. 

Those who had this view accounted for 36.4% of the entire range of respondents. It is 

important to note that, 6.4% of the respondents said the amount paid was very high. This 

means that, majority of the CHF members could afford the contribution fee, hence helped

CHF to attain its objective of providing health services to the poor communities.

c) Views regarding quality of health service obtained from health centres

Another analysis made was on the views of members regarding quality of health services 

obtained from health centres. Results indicated that, 12.1% of the respondents said the 

health services provided were excellent, 20.7% said the services were very good, 

furthermore, 32.1% said services were reasonable. Moreover, 20% of the respondents said,
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the services provided were poor and 15% said, the services provided were very poor. This 

analysis is summarized as seen in Table 4.23 below.

Table 4.24: Analysis on the Views Regarding Quality of Health Service Obtained from 

Health Centres

View Frequency Percentage

Excellent 17 12.1

Very good 29 20.7

Reasonable 45 32.1

Poor 28 20.0

Very Poor 21 15.0

Total 140 100.0

Source: Field Data, 2016

Further to the results provided above, on the views regarding quality of health service 

obtained from health centres, they implied that, majority of the respondents opined that

quality of services provided was reasonable.

d) Reasons for Responses on Views regarding Quality of Health Services

With regard to the assessment of quality provided at the health centres, members provided 

the following justifications.

i). CHF card helps the members during hard times, for those respondents who have 

said the quality of health service is excellent. Majority of the respondents agreed 

on the importance of CHF health services, because quite often, people get illness at 

unexpected times, which forces them to look for treatment. Being member of CHF,

a person get treatment without paying some addition money for the health services 

regardless time he/she requires health services. Nonetheless this is subject to 
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availability of services required and drugs prescribed. In supporting this 

contention, one respondent argued the following.

‘‘The main reason for joining CHF is having an extended family. If you join 

you start to experience relief from those expenses, especially when you have to 

take care of more than one person, or repeated illness cases like diabetes’’.

Another respondent who had the same view said the following.

“There is no limit on the number of visits per year by CHF member household 

or individuals within the household”.

ii). Sometimes it is very difficult to get health services in the health centre, CHF 

members face the problem of the unavailability of some diagnosis due to shortage 

of diagnosis facilities. This is caused by the majority of the health centres having

shortage of diagnostic facilities and staff. This causes the patients to be transferred 

to the referral hospitals for more diagnosis. In supporting this contention, one 

respondent argued the following.

“Some of the other diagnosis prescribed require us to go to referral hospitals 

for their undertaking’’.

iii).Shortage of drugs, majority of the respondents faced the challenges of shortage of 

drugs prescribed as treatment dose. This forces them to go and buy the missed 

drugs in pharmacy shops. In many occasions, drugs from pharmacy shops are very 

expensive compared to those available in the health centres. 
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4.2.3.1 Discussion of the Findings on the Impact of Households’ Income on 

Enrolment of CHF

According to the above findings on the contribution fee, majority of the respondents 

contributed Tshs 10,000/ per year. This fee enabled them to have access of the health 

services throughout the year without incurring addition costs for getting treatment. The 

only issue is that in many occasions diagnostic services or drugs become unavailable in 

health centres which force members to opt for further alternatives. In supporting this 

contention, one respondent argued the following.

‘‘It is cheap to pay the fee of Tshs 10,000/ per year rather than not being a 

member of CHF health services. However, sometimes we pay out of pocket to 

other private health facilities or pharmacies because services and drugs are 

not available of our health centres’’.

Moreover, majority of the respondents accept that, the amount paid as membership 

contribution was reasonable. This implies that, majority of the respondents can afford to 

pay for the contribution fee to get health services provided at health centres based on CHF. 

In supporting this contention, one respondent argued the following.

“The amount of money we are paying as contribution is a reasonable”.

Finally, regarding quality of health services obtained from health centres. Majority of the 

respondents agreed that, the quality of health services was reasonably good. This implies 

that, the quality of health services provided at the health centres can fulfil the needs of the 

CHF members.
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4.2.4 Challenges of Coverage Expansion at CHF

The fourth and last objective of this study was to investigate on the challenges of coverage 

expansion at CHF. According to the information obtained from both the main respondents 

and the key informants, there are mainly five challenges namely; low community 

motivation, lack of education, shortage of drugs, shortage of health facilities accredited by 

CHF facing coverage of expansion and shortage of diagnostic equipments. The challenges 

are further discussed below as follows.

a) Low Community Motivation

The first challenge that was identified by the respondents was low community motivation. 

Respondents informed that, there was low community motivation that resulted into low 

entry of members into the scheme. This could be influenced by the low income levels of 

individuals who failed to pay the contribution rate. According to Sekwart (2003), majority 

of individuals have less income to contribute to these schemes, hence causing poor 

coverage. Furthermore, a survey carried out by Mushi (2004) in Iringa Rural and Kilosa 

found out that, the scheme of CHF is not cost effective in health services provision and 

this had necessitated drop out of members because of the underperformance of the scheme. 

Underperformance of scheme is among the influencing factor that results into low 

community motivation to join. Strategies for Health Insurance for Equity in Less 

Developed Countries (SHIELD) 2006-2010 Survey in Tanzania shows that, CHIF covers 

about 6.6% of Tanzania population according to 2002 census. This clearly shows the low 

motivation of individuals to join health schemes.
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b) Lack of Education

Another challenge mentioned was lack of education. The level of awareness of individuals 

regarding health schemes is at low level. As a scheme, level of education it provides to the 

community is not enough to influence new members to join CHF health scheme. 

Therefore, CHF should put more efforts to ensure that, there is provision of enough 

education regarding health schemes and its benefits to members. To other individuals, 

health insurance is a new phenomenon that requires awareness (Mtei, 2005). According to 

the author, some public servants regard health insurance as a problem, rather than a 

solution to a problem of lack of security against ill health risks.

c) Shortage of Drugs

The third challenge brought forward was the issue of drugs. Many of the respondents 

reported that, there was shortage of drugs in health facilities. This was a source of 

individual reluctance to join health schemes, and even resulting into drop out of other 

members. Earlier findings by Mtei (2005) indicate a decline of enrolment rate in CHFs in 

Hanang, Nzega and Singida rural districts. This was due to poor supply of drugs and that

the scheme had not become reliable at health facilities. Members complained that, they 

had already paid their monthly contributions thus, had less money available to buy drugs 

elsewhere. In another research by Mushi (2004), 94% of individuals, in Iringa rural and 

Kilosa preferred to use out-of-pocket than using CHF services.
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d) Shortage of Health Facilities Accredited by CHF

Under this issue, it was informed that, only government health facilities were accredited 

by CHF. As it is known, government health facilities were not enough to citizens, CHF 

accrediting only government health facilities created health services shortage. The number 

of patients that require health service is large compared to health facilities available. This 

causes patients to spend a lot of time in queues waiting for service. This discourages other 

members to renew their membership.

e) Shortage of the Diagnosis Equipments

Many government health centres faced the challenge of shortage of diagnostic equipment

which caused the CHF members to miss some diagnosis. This forced them to go to private 

hospitals or referral government hospitals and use money out-of-pocket. In supporting this 

contention, one respondent argued the following.

‘‘The main challenge facing us as members of CHF is lack of the diagnostic 

services such as TB diagnosis, x-ray, etc. In many instances, we are obliged to 

go to private hospitals and pay more money’’.
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CHAPTER FIVE

SUMMARY, CONCLUSION AND RECOMMENDATIONS

5.0 Introduction

This study was implemented to fulfill four objectives, which were; to explore the 

enrolment procedures and their influence on non-enrolment in CHF; to explore the impact 

of households’ income towards enrolment of CHF, to explore the impact of attitudes and 

perceptions of people towards enrolment to the Fund in the study area and to establish the 

challenges facing coverage expansion at CHF.

The previous chapter presented main findings of the study as guided by the research 

objectives. This chapter provides summary of findings, conclusion and recommendations, 

based on the same findings. Finally, the chapter ends by showing the limitation of the 

study and suggestions for further research.

5.1 Summary of the Findings

This section summarizes findings of the study as presented in the previous chapter. Thus, 

the same chronology of the research objectives was followed.

5.1.1 The Enrolment Procedures and their Influence on Non-enrolment in CHF

The study found out that, the enrolment procedure followed six steps, namely; payment of 

premium, capturing the photograph of each member of the household, filling of CHF 

forms and submitting forms together with the payments made to the CHF office for further 

process in completing membership documentation. Fifth step is filling and uploading of 

membership particulars by CHF team and sixth step is the renewal of membership on 

annual basis.
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With respect to enrolment procedures, respondents identified various consequences such 

as high risk of missing forms, lost of CHF membership ID, embezzlement of CHF 

collections and delay in getting acceptance in the system. 

5.1.2 Impact of Households’ Income towards Enrolment of CHF

This study has not been able to discover the relationship between households’ income and 

enrolment into CHF unlike what have been discovered by other researchers. The main 

explanation to this is the fact could be that income is not the only factor leading to 

enrolment into insurance schemes rather than people seeks for health assurance and 

protection. This could also be attributed to other factors like lack of awareness on the 

operations and existence of CHF, poor quality of services, unavailability of diagnostic 

services and drugs, among others. All in all, this is an area that requires further studies. 

Findings about the amount of money contributed as a membership fee, views about money 

paid as a membership contribution, views regarding quality of health service obtained 

from health centres and the reasons for responses on views regarding quality of health 

services have come out with this result. In all these scenarios, views of members are in 

between the two extremes. That is, they are reasonably moderate.

5.1.3 Impact of Perceptions of People towards Enrolment to the Fund

Regarding the question on the perceptions of people towards enrolment to the fund, ten 

items were evaluated. These were entry into membership, duration of membership, 

affordability of health services provided at health centres based on CHF, availability of 

health services provided at health centres based on CHF and drugs availability through the 

use of CHF. Others were quality of health services provided at health centres based on 
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CHF, members’ satisfaction on health services provided at health centres based on CHF, 

utilization of health services at health centres based on CHF, benefits of health services 

delivery to users and benefits of health services delivery to government.

The results found out that, majority of the respondents got information for joining CHF 

through village meetings and majority of the respondents joined CHF scheme less than 2 

years back. Furthermore, majority of respondents agreed that, health services provided at 

health centres based on CHF were affordable, they got adequate benefits through the use 

of CHF scheme and government adequately benefited from the scheme.

On the other hand, majority of respondents disagreed that, health services were available 

when needed, drugs were available when needed, quality of health service provided at 

health centres was adequate; nonetheless they were satisfied with the service provided by 

health centres based on CHF. Unfortunately health services at health centres based on 

CHF were reported not to be adequately utilised.

5.1.4 Challenges of Coverage Expansion at CHF 

Findings of this study have shown that, challenges facing CHF members were low 

community motivation that resulted into low entry of members into the scheme, lack of 

education as majority had low level of awareness regarding CHF scheme, shortage of 

drugs in health facilities that discouraged members to join into the scheme and also caused 

drop out of members, shortage of health facilities accredited by CHF which is limited to 

government health facilities only and the other challenge was shortage of diagnostic 

equipments.
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5.2 Conclusion

Based on the findings of this study, there are three areas in which the study makes 

contributions. These are the contribution to knowledge, policy and contribution to 

management practices. These are further presented hereunder.

5.2.1 Contribution to Knowledge

This study has discovered no or poor relationship between households’ income and 

enrolment into CHF, contrary to what has been reported elsewhere. Thus, researchers 

should understand that, link between these variables are moderated by several members’ 

perceptions based on entry into membership, duration of membership, affordability of 

health services, availability of health services, availability of drugs, quality of health 

services, members satisfaction, utilization of health services, benefits of CHF health 

services delivery to users and government. It has however been found out that, poor health 

care affect the majority of people who seek medical services in government health 

facilities since they have less money for top up. Therefore there is a need to make 

improvements in the entire system of health service delivery at health facilities.

Furthermore, these findings call for more investigation to be done in this area.

5.2.2 Policy Contribution

Actually, there are several challenges which face coverage of expansion into CHF. Some 

of these challenges are beyond the reach of CHF and other government based health 

insurance schemes. The challenges are mainly, shortage of drugs and lack of diagnostic 

services in most government based health centres. This calls for the central government to 

play a role that will ultimately improve the prevailing situation.
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5.2.3 Contribution to Management Practices

Based on findings of this study, the management of the CHF should consider improving 

the health services provided to the CHF members. This can encourage non-members to 

enroll into the scheme and thus fulfill members’ ambition of getting good health services 

at the health centres accredited by CHF. Furthermore, CHF should emulate the best 

practice by eradicating the challenges that are within their rich for which are responsible 

for declining or discouraging enrolment into the scheme.

5.3 Recommendations

Comparable to the findings of this study, a number of recommendations are hereby put 

forward aiming at improving the current situation regarding health services provided by 

the health insurance schemes. These recommendations are directed to two main 

stakeholders, namely; the government and management of CHF.

5.3.1 Recommendations to the Government

1. It is recommended that, the government should create a mechanism to ensure 

quality health services are provided to the members of the insurance scheme. This 

will overcome the challenges faced by the members of the scheme and furthermore 

motivate majority of people to enroll into health insurance schemes that create

social protection. In order to ensure full and quality access of health services to the 

people, competitive environments for health insurances in the country should be 

made. 

2. Alternative health insurances for people should be created to give more room for 

them to choose any health insurance just as it appears to be in the other social 
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insurances. This would ensure the funds to be accountable since the insurance 

would be run under competitive environment and strive to become more effective 

so as to attract more members.

3. Equip low levels health facilities (dispensaries and health centers) with adequate 

drugs, equipments and qualified health personnel. This will ensure access to 

quality health services to the majority of people.

5.3.2 Recommendations to Management of CHF

This section is devoted for recommendations made to the management of the CHF. It is 

believed that, if the recommendations were implemented, membership expansion would 

be enhanced at CHF.

1. CHF should ensure health facilities accredited by the scheme are increased so that, 

members has a big range of facilities which they choose from.

2. CHF management should increase community mobilization for joining CHF 

scheme because it has been observed that, there is lack of information concerning 

the scheme.

3. CHF management should construct other ways of creating awareness to the 

society rather than concentrating on village assembly meetings only, as the study 

revealed that, majority of members got information concerning CHF in village 

meetings.

4. CHF management should ensure that, the CHF members’ access health services 

when referred to a higher level of health care.
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5.4 Limitation of the Study

In spite of the contributions, this study has made to the body of knowledge, policy and 

management practices, the study had some limitations, namely; it employed a case study 

design. It is acknowledged that, if many cases were considered, findings could have been 

improved further. In addition, this study was actualized in Dodoma region, specifically 

Dodoma Municipality alone and by taking members from only five wards. This was done 

based on convenience and possibility to access data and information. It is again 

acknowledged that, if members of other towns and several health centres were considered, 

more issues could have been uncovered.

5.5 Area for Further Study

The following areas are well directed for further study:

1. Conducting study in this area by considering other or more health insurance 

schemes

2. Conducting study in this area by widening the scope and coverage.

3. Conducting a research that looks for cause and effect between income of members 

of insurance schemes and growth of enrolment within Tanzania context.
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APPENDICES

Appendix I: Head of Household Questionnaire

This study is based at the University of Dodoma. Its major objective is to assess normative

factors leading to enrolment in social protection mechanisms in Tanzania by taking a case 

of Community Health Fund (CHF) in Dodoma Municipality. Therefore, you are kindly 

requested to participate in this study by filling in this short questionnaire. In case the final 

account of this work may contain confidential information and its report could be harmful 

to organization or individual, confidentiality is assured by the University. Such report will 

be seen only by the Supervisor and Examiner for examination purposes. In fact, 

information collected from this study is for academic purposes only and will not be used 

for any other purposes. Your cooperation is highly appreciated.

SECTION A: PERSONAL INFORMATION

1. What is your gender? Please tick () appropriately.

Male                Female    

2. What is your age? Please tick () appropriately.

20 and below

21 – 30

31 -  40             

41 – 50            

51 – 60

Above 60
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3. What is your marital status? Please tick () appropriately.

Married        Single Divorced   Widowed

4. What is your level of education? Please tick () appropriately.

Primary Education

Form four IV Leaver

Form six VI Leaver

Bachelor Degree

Master Degree

PhD

Other (Please specify).………………………………

5. Please provide your employment information. Tick () appropriately.

Government

Private sector

Informal sector

Self-employed

Others (Please specify). ……………………

6. Indicate number of dependants in your household. Tick () appropriately.

0

1 – 2

3 – 4

5 – 6 

More than 6
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SECTION B: PERCEPTIONS OF PEOPLE TOWARDS ENROLMENT OF 

CHF

7. How did you become a member? Please tick () appropriately.

Read from somewhere

Got information through TV or Radio

Got information through social media

Got information from a friend or relative

Others (Please specify………………………………………………)

8. For how long have you been a member of CHF? Please tick () appropriately:

0 – 2 Years 3– 4 Years 5 – 6Years 7 – 8 Years Above 8 Years

9. The following set of statements relates to your feelings about the use of CHF in 

connection to enrolment. For each statement, please show the extent to which you 

believe the scheme has the feature described by the statement. For example, 

placing a 5 on the line means you strongly agree and a 1 means you strongly 

disagree. You may as well choose any of the numbers in the middle to show how 

strong your feelings are. 

S/N Strongly 

Disagree

Strongly

Agree

a) Health services provided at health 

centers based on CHF are quite 

affordable.

1 2 3 4 5

b) Health services at health centers based 

on CHF are available when needed. 1 2 3 4 5

c) Medicine become available through 
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the use of CHF when needed 1 2 3 4 5

d) The quality of health services provided 

at health centers based on CHF may be 

rated as satisfactory.

1 2 3 4 5

e) I am quite satisfied with the services

provided by the health centers based 

on CHF scheme.

1 2 3 4 5

f) Health services at health centers based 

on CHF are well utilised. 1 2 3 4 5

g) The use of CHF in the health service 

delivery is beneficial to users. 1 2 3 4 5

h) The use of CHF in the health service 

delivery is beneficial to government. 1 2 3 4 5

SECTION C: IMPACT OF HOUSEHOLDS’ INCOME ON ENROLMENT

10. How much do you earn pear year (Tshs) Tick () appropriately.

1. Tshs 600,000-1,500,000

2. Tshs 1,600,000-2,500,000

3. Tshs 2,600,000-3,500,000

4. Tshs 3,600,000-4,500,000

5. Tshs 4,600,000-5,500,000

6. Above Tshs 5,600,000

11. Put a tick () in the box provided to indicate the amount of money you contribute 

as a membership fee. 

1. Tsh. 10,000

2. Tsh. 12,000 

3. Tsh. 14,000 
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12. What are your views about money you pay as a membership contribution? Please 

use a tick () to show your views in the boxes provided.

Very high

high

Reasonable

Low

Very low

13. Please give reason (s) for your response in question 12 above 

.....................................................................................................................................

.....................................................................................................................................

.....................................................................................................................................

.....................................................................................................................................

14. For each statement shown below, please show the extent to which you believe the 

statement contribute into enrolment to CHF. Again, placing a 5 on the line means 

you strongly agree and a 1 means you strongly disagree. You may as well choose 

any of the numbers in the middle to show how strong your feelings.

S/N Strongly 

Disagree

Strongly

Agree

a) Individuals with low level of income 

are the ones who enroll into CHF 

scheme 1 2 3 4 5

b) Individuals with moderate level of 

income are the ones who enroll into 

CHF scheme 1 2 3 4 5

c) Individuals with high level of income 

are the ones who enroll into CHF 1 2 3 4 5
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scheme

d) Individuals with no stable income are 

the ones who enroll into CHF scheme 1 2 3 4 5

e) Enrolment into CHF scheme is highly 

adequate. 1 2 3 4 5

f) Enrolment into CHF scheme is 

adequate. 1 2 3 4 5

g) Enrolment into CHF scheme is 

moderately adequate. 1 2 3 4 5

h) Enrolment into CHF scheme is poor. 1 2 3 4 5

i) Enrolment into CHF scheme is very 

poor. 1 2 3 4 5

D: CHALLENGES OF COVERAGE EXPANSION

15. In your opinion, what are the challenges facing coverage expansion into CHF 

membership? Please mention at least three.

a) ...............................................................................................................................

b) ...............................................................................................................................

c) .............................................................................................................................

d) ...............................................................................................................................

e) ...............................................................................................................................

16. What do you think need to be done in order to overcome the challenges you 

mentioned above?

a) ...............................................................................................................................

...............................................................................................................................

b) ...............................................................................................................................

...............................................................................................................................
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c) ...............................................................................................................................

...............................................................................................................................

d) ...............................................................................................................................

...............................................................................................................................

e) ...............................................................................................................................

...............................................................................................................................

Thank you very much for participating in this study
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Appendix II: Interview Guide for Officials

This study is based at the University of Dodoma. Its major objective is to assess normative 

factors leading to enrolment in social protection mechanisms in Tanzania by taking a case 

of Community Health Fund (CHF) in Dodoma Municipality. Therefore, you are kindly 

requested to participate in this study by filling in this short questionnaire. In case the final 

account of this work may contain confidential information and its report could be harmful 

to organization or individual, confidentiality is assured by the University. Such report will 

be seen only by the Supervisor and Examiner for examination purposes. In fact, 

information collected from this study is for academic purposes only and will not be used 

for any other purposes. Your cooperation is highly appreciated.

1. Please describe the enrolment procedure into the CHF Scheme.

………………………………………………………………………………………

………………………………………………………………………………………

………………………………………………………………………………………

………………………………………………………………………………………

………………………………………………………………………………………

………………………………………………………………………………………

2. In your opinion, what are the challenges facing coverage expansion into CHF 

membership? Please mention at least three.

a) ...............................................................................................................................

b) ...............................................................................................................................

c) .............................................................................................................................

d) ...............................................................................................................................

e) ...............................................................................................................................
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3. What do you think need to be done in order to overcome the challenges you 

mentioned above?

a) ...............................................................................................................................

...............................................................................................................................

b) ...............................................................................................................................

...............................................................................................................................

c) ...............................................................................................................................

...............................................................................................................................

d) ...............................................................................................................................

...............................................................................................................................

e) ...............................................................................................................................

...............................................................................................................................

Thank you very much for participating in this study


