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ABSTRACT 

This study examined the effects of social transfer programmes in facilitating access 

and utilization of health care services and its implications in attaining universal 

health coverage in Dodoma Region, Tanzania. A cross-sectional survey of 402 

household beneficiaries of social transfer programmes was carried out using 

interviewer administered questionnaire. In addition, 18 focus group discussions 

were carried out with community members and 12 in-depth interviews were held 

with programme officials and district councils� officials. Chi-square and Fisher�s 

exact test were used to test significance of quantitative data. Logistic regression 

analysis was employed to assess the determinants of enrolment in Community 

Health Fund (CHF) and utilization of outpatient and inpatient health services.  

Qualitative data were thematically analyzed using content analysis. Results indicate 

that the process of identifying and selecting beneficiaries was affected by low 

community participation, inclusion of non-poor households, stigmatization of 

beneficiaries and duplication of efforts. Furthermore, there was a significant 

difference between type of social transfer benefits and household engagement in 

productive investments. There was no significant difference in housing 

improvement and accumulation of durable and non-durable assets between 

categories of social transfer beneficiaries. Cash transfer had a significant positive 

effect on the uptake of CHF while in-kind transfer had a significant negative effect 

on the uptake of CHF. There was significant and positive relation between cash 

transfer beneficiary households and utilization of outpatient services while 

participation in in-kind transfer programmes significantly increased the use of 

inpatient services. It was also revealed that being a member of CHF was significant 

negatively associated with the use of outpatient care services while it had no 

significant effect on the use related to inpatient care.  It is concluded that the supply-

side failures lead to low uptake of CHF and less utilization of health services. More 

so, adequate investments in the health sector to ensure availability, accessibility, 

adequacy and acceptability of services are inevitable in order to increase CHF 

uptake and increase the use of services.  
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CHAPTER ONE 

INTRODUCTION 

1.1 Background to the Study  

Globally, about half of the population and nearly three quarters of sub-Saharan 

African lack access to and use of essential health services (WHO & World Bank, 

2017; WHO, 2018). Nearly 12% of the world�s population spends more than 10% of 

household income to pay for healthcare out-of-pocket (OOP) which in turn 

impoverishes about 1.4% of the world�s population each year (WHO, 2010; WHO & 

World Bank, 2017; WHO, 2018). Global efforts to eliminate disparities and inequities 

in access to health care calls for Universal Health Coverage (UHC), which is also 

target number 3.8 of the Sustainable Development Goals (SDG).  UHC is a system in 

which all people can access and use quality health services they need without being 

exposed to financial hardship (WHO, 2010). Three dimensions are key to UHC. These 

include equity in access to health services based on one�s need and not one�s ability to 

pay, health services of good quality, and financial risk protection to prevent people 

from becoming poor, pushed deep into poverty or being impoverished when they have 

to pay out-of-pocket (OOP) for health services (Vega & Frenz, 2013; Nyandekwe, 

Nzayirambaho, & Kakoma, 2014).  

The UHC target set by the WHO and World Bank is for each country by 2030 to 

attain at least 80% coverage of essential health services and 100% coverage of 

financial risk protection through health insurance in the whole population (WHO & 

World Bank, 2014). Financial constraints, particularly, those related to OOP pose a 

major barrier to UHC than the non-financial ones especially among the poor 

households (WHO, 2015; Wong, 2015).   
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Social health insurance and general tax or a combination of both are widely 

recognized as potential instruments for eliminating financial barriers to UHC (Kimani 

et al., 2012; Mills et al., 2012a, WHO, 2008; 2010; 2013; 2015). These have made 

UHC possible for about 57 countries such as Sweden, United Kingdom, Germany, 

France, Belgium, Luxembourg, Japan, Thailand (OECD, 2009; Hogan et al., 2018; 

WHO, 2018). For countries with low level of socioeconomic development like 

African countries, progress towards UHC remains an important challenge and the 

fundamental question on how to attain UHC remains unfulfilled (WHO, 2010; 2013; 

WHO & World Bank, 2017). African countries tend to have lower level of population 

covered by social health insurance mainly due to small proportion of population 

employed in the formal sector.      

In response to the above situation, many of the African countries have been striving to 

reach the poor and the population in the informal sector that despite being the 

majority,they have largely been excluded by existing mandatory social health 

schemes. Countries such as Rwanda and Ghana have had great success in increasing 

health insurance coverage. While Rwanda has about 85% of its population covered by 

various health insurance schemes contributed by households, government as well as 

foreign donors (World Bank, 2011, Chemouni, 2018), Ghana had registered 33% 

coverage in 2011 after the introduction of the National Health Insurance Scheme in 

2003 (Gajate-Garrido & Owusua, 2013). In 1995, Tanzania introduced the 

Community Health Fund (CHF) a voluntary community-based health insurance 

scheme to cover the population in the informal sector that is usually not covered by 

the employment-based mandatory schemes or private health insurance companies 

(URT, 2001). However, two decades of its implementation, enrolment in CHF has 
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remained low at 15% which is far below the expected target of 50% of the population 

set in the Health Sector Strategic Plan (2015-2020) (URT, 2015).  

Inability to pay premium has been widely reported to deter enrolment in the CHF 

scheme (WHO, 2010; Macha et al., 2014). Non-financial barriers which deter 

enrolment in CHF include poor quality of services at facilities, geographical distance, 

limited benefits package, low community trust on the scheme management and 

insufficient sensitization (Kamuzora & Gilson, 2007; Kessy, 2008; Marwa et al., 

2013; Macha et al., 2014; Kapologwe et al., 2017). Despite the challenges, CHF 

remains a viable pro-poor option to widen access to and utilization of health services 

compared to out-of-pocket payments. This is because, CHF premiums were set 

between TZS 10,000 and 30,000 which is approximately lower than the sum of out-

of-pocket payments one would pay for few or even a single visit to health facility. 

Removing the financial barriers holds potential for use of health services and 

increase enrolment of poor households into CHF.  

There is increasing consensus that the financial barriers to access to health services 

could be addressed by social transfer programmes (Forde, 2012; Biosca & Brown, 

2015; Evans et al., 2016). There is also increasing consensus that such programmes 

can increase the demand for health care services because they affect certain social 

determinants of health (Medellin, Stampini & Ibarraran, 2017). Social transfers are 

non-contributory, regular and predictable cash or in-kind supports provided to the 

poor people by the government or non-government organizations. About 1.9 billion 

people are beneficiaries of cash and in-kind transfer programmes worldwide, of 

which 44% received in-kind transfers, 37% received cash-based transfers, and 19 

percent received fee waivers (World Bank, 2015). In Africa, 40 countries including 
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Kenya, Zimbabwe, Ethiopia, Malawi, Zambia and Ghana had some form of social 

transfer programmes (FAO, 2014). The primary objective of social transfers is to 

improve household welfare by breaking the intergenerational transmission of poverty 

while improving human capital by boosting the demand for public services that are 

usually underutilized by the poor (Fiszbein et al., 2009; Forde, 2012). Such services 

include children�s school attendance, health facility for pregnant women and 

children, and preventive health care visits. Sosa-Rubi et al (2011) argue that, 

people�s regular exposure to the health system may influence their health seeking 

behaviour and perception on the importance of health insurance schemes.   

Tanzania has been implementing a Productive Social Safety Net (PSSN) programme 

targeting the people living below basic need poverty who are nearly 13 million 

people and 3.4 million of them live in extreme poverty (URT, 2013a). The 

programme is run by the Tanzania Social Action Fund (TASAF) and provides cash to 

selected poor households on condition that they fulfil certain responsibilities. All 

households receive TZS 10,000 per month and TZS 4,000 is provided per child and 

pregnant women on the condition that they attend clinics. Households with school-

aged children receive TZS 2,000 per child, TZS 4,000 and TZS 6,000 per child on 

conditions that they attend primary school, ordinary and advanced level secondary 

schools, respectively. Households are guaranteed 60 days of paid work in the public 

works scheme per year. The daily wage rate is equivalent to TZS 3,300, and the total 

a household can earn in a year is TZS 198,000 (URT, 2013a).  

On the other hand, there are in-kind transfer programmes that provide support to the 

poor households. These include the Compassion International Tanzania Programme 

and Carpenter Kids Programme (CKP) run by Anglican Church of Central 
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Tanganyika, among others. These programmes provide educational and health care 

support to children within households identified as poor. Beneficiaries receive school 

uniforms, a pair of shoes, and other school supplies each year (CKP, 2016). They 

also benefit from school fees and support for meeting medical care costs, where 

applicable.  

Over time, social transfers can reduce beneficiary households� financial constraints 

and enable households to smoothen consumption, improve human capital, diversify 

resources, and be capable to save and make productive investments. In turn, if lack of 

money is limiting enrolment in health insurance schemes such as CHF, then cash 

received or generated from investments made may enable households to make 

subscription.  

Empirical studies on how cash and in-kind transfers facilitate enrolment of the 

beneficiaries into community-based health insurance and use of health services are 

scanty. Available studies such as by Handa et al. (2013) for Ghana and Biosca & 

Brown (2015) for Mexico have found that cash transfer programmes had positive 

effects on enrolment of the beneficiaries in the health insurance schemes. However, 

in those countries, beneficiaries who were identified as too poor, were exempted 

from paying premium. Handa et al. (2013) findings indicate that no improvement 

was made on treatment care seeking among the beneficiary households in Ghana. 

This suggests that there were other demand and supply side factors affecting use of 

services. It also implies that any effort for attaining UHC should address both 

financial (usually insufficient financial resources) and non-financial barriers to health 

services utilization.  
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Finally, as it has earlier been mentioned, one of the key dimensions of UHC is 

coverage of all people by the health system. However, due to a limited budget, social 

transfer programmes cannot support all people. Therefore, programmes employ 

targeting mechanisms to identify beneficiaries who are expected to be the poorest 

segment of the population. This suggests that efforts necessary to the pursuit of UHC 

go beyond health financing. Therefore, this study was undertaken to examine the 

contribution of cash and in-kind transfers� programmes on the progress towards UHC 

in Tanzania with specific reference to Dodoma Region.   

1.2    Statement of the Problem  

The major challenge of progress toward UHC in developing countries is that the poor 

populations have low access to and use of health services, and are less covered by 

health insurance schemes (WHO, 2010). Empirical literature has indicated that social 

transfer programmes are effective in promoting utilization of health services (Biosca 

& Brown, 2015; Benedetti et al., 2016; Davis et al., 2016; Evans et al., 2016). 

Regardless of the relevance of this literature in understanding the effect of social 

transfer programmes on health service utilization, the literature tends to be 

contradictory or provide mixed information with respect to the effect of transfer 

programmes on household capacity to generate stable sources of income. Household 

income is a crucial demand side factor in the process of utilizing health services. Of 

specific concern is that the existing studies have paid little attention on the influence 

of social transfer programmes on beneficiaries� enrolment into health insurance 

schemes such as CHF in Tanzania.  

Another challenge in the pursuit of UHC is targeting and identifying the poor 

population. The existing studies on social transfer programmes targeting have 
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reported that identification of beneficiaries have been largely characterized by 

inclusion and exclusion errors (Barrett & Kidd, 2015; Alatinga & Williams, 2016; 

Mariotti, Ulrichs & Harman, 2016; Devereux et al., 2017). While these studies 

provide relevant information on identification of the poor, they have produced 

ambivalent results in the context of what cause identification errors and type of 

targeting method to apply. Little empirical attention has been paid to examine the 

institutional conditions within which the processes of identifying the poor takes place 

in Tanzania. i.e., What entails in the process of defining identification criteria? What 

are the identification criteria used? Who applies the criteria and takes final decision? 

To what extent has the process reduced inclusion and exclusion errors, fragmentation 

and stigmatization? Moreover, most of the studies on targeting the poor have focused 

on cash transfer programmes and very little attention paid to in-kind transfer 

programmes. Therefore, this study generates information that contributes to filling 

that empirical gap on the effect of cash and in-kind transfer programmes towards 

attaining UHC in Tanzania and elsewhere.  

1.3   Research Objectives 

1.3.1 General Objective  

The general objective of this study was to examine the contribution of social transfer 

programmes towards attaining the universal health coverage in Dodoma Region.  

1.3.2   Specific Objectives   

The specific objectives of the study were to: 

(i). Assess the process and effectiveness of identifying beneficiaries of cash and 

in-kind transfer programmes. 

(ii). Assess the influence of cash and in-kind transfers on household economic 
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welfare in terms of assets accumulation and productive investments.  

(iii). Examine the factors influencing enrolment in the health insurance schemes 

(i.e. CHF) by the beneficiaries of cash and in-kind transfer programmes. 

(iv). Examine the demand and supply side factors affecting utilization of health 

care services among the beneficiaries of cash and in-kind transfer 

programmes. 

1.4     Research Questions  

(i). How are the beneficiaries of cash and in-kind transfer programmes 

identified? 

(ii). How effective is the process of identifying the beneficiaries of cash 

and in-kind transfer programmes? 

(iii). What is the effect of cash and in-kind transfer programmes on 

beneficiary households� assets accumulation and the establishment of 

productive investments? 

(iv). What are the factors influencing enrolment of the beneficiaries of cash 

and in-kind transfer programmes in the CHF? 

(v). What are demand and supply side factors that influence the 

beneficiaries of cash and in-kind transfer programmes to utilize health 

care services?  

1.5   Significance of the Study  

The study intends to generate knowledge that can help in the understanding of the 

UHC concept based on theoretical and empirical evidence.  Therefore, this study will 

provide a good entry point to think about pro-poor universalism towards UHC in 

Tanzania that need cross-sectoral actions to ensure the poor and those living in most  
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vulnerable situations are financially protected. It will provide insights into the steps 

of identifying the poor who are beneficiaries of programmes, how identification 

criteria are set, and local community involvement. Understanding the processes of 

identifying the beneficiaries of in-kind transfer aimed at adding knowledge in the 

literature on how beneficiary inclusion and exclusion errors occur in such 

programmes. 

Analysis of the factors that influence the uptake of health insurance (i.e. CHF) among 

beneficiaries of transfer programmes will help to understand whether CHF scheme or 

transfer programmes or both, can address the problem of exclusion of the poor from 

accessing healthcare through pre-payment mechanisms. In this regard, the study 

intends to enhance our understanding of the role played by cash as well as in-kind 

transfers� programmes on enrolment of beneficiaries into the CHF scheme. This will 

provide a knowledge base for policymakers, programme planners, and other 

development practitioners to have options to adopt if the country needs to progress 

toward UHC. This study also aims to add knowledge to existing debates on the health 

sector financing reforms, in particular, the country�s vision to have a single national 

health insurance scheme.  

 1.6 Definition of Key Terms  

1.6.1 Universal Health Coverage  

Universal Health Coverage is the ability of all people to obtain good quality health 

care when they need them without experiencing financial hardship (WHO, 2010; 

Evans, Hsu & Boerma, 2013). In practice, UHC is about extending health coverage 

in three key dimensions namely service coverage, financial risk protection and 

population coverage (WHO, 2010). Service coverage focuses on access to a range of 
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healthcare from prevention, promotion, treatment, rehabilitation to palliative care 

(WHO, 2013). Financial coverage or financial risk protection focuses on the absence 

of financial hardship. This is usually a result of a health system especially the health 

insurance covering the costs of medical treatment so that people do not suffer from 

financial hardship (Saksena, Hsu & Evans, 2014). Financial risks indicators include 

incidence of catastrophic health expenditure and impoverishment due to OOP 

payments (ibid.). Population coverage focuses on who is covered from the pooled 

funds (WHO, 2010 & 2013). This dimension addresses the issue of equity in 

coverage across different groups of the population (Haas et al., 2012).  

1.6.2   Community Health Insurance  

Community health insurance is a prepayment scheme with pooling of health risks 

and funds taking place at the level of the community who share common 

characteristics (WHO, 2010). These schemes are characterized by the voluntary 

membership, flat rate premiums, and they are independent of individual health 

risks. These schemes operate on a non-profit basis. The objective is to raise 

revenue to supplement existing sources of health care funding. The mode of 

payment enables persons with seasonal income to pay in advance for health care 

at the time when they have disposable income (when liquidity is high). CHF is 

among the types of schemes falling under community-based health insurance. 

Therefore, CHF as a voluntary prepayment scheme, households pay contributions 

to finance part of their basic health care services to complement the government�s 

health care financing efforts (URT, 2001). Although CHF is a government run 

scheme, the community participates in the management of the scheme through 

their representation in the CHF boards.  
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In sub-Saharan Africa, efforts to attain UHC place a greater emphasis on 

expanding public health insurance schemes because of the failure of the 

traditional health financing mechanisms such as OOP payments and tax revenue 

system. This study, though incorporates other aspects of enrolment in CHF, is 

more focused on how benefits obtained from participating in cash and in-kind 

transfer programmes influence enrolment in the scheme.    

1.6.3   Health Care Access  

Access to health care is the interplay between the health care system and the 

household�s needs and resources (Obrist et al., 2007).  The meaning of health care 

access is operationally defined based on five dimensions that influence the course of 

the health care seeking which is availability, accessibility, affordability, adequacy, 

and acceptability (Penchansky & Thomas, 1981; Obrsit et al 2007). Availability 

refers to the relationship of the existing health goods and services to the clients� 

needs. Accessibility is the relationship between the location of health services supply 

and the location of clients, considering clients transport infrastructures, travel time, 

and cost. Affordability is the relationship between the prices of services and the 

clients� income and ability to pay. Adequacy refers to the organization of healthcare 

services and if they meet the clients� expectations. Acceptability is the relationship of 

the characteristics of health services providers to those of the clients, and 

characteristics of clients to those of providers. All the five dimensions of health 

access are important in fulfilling the three key dimensions of UHC discussed in the 

sections above.   
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1.6.4 Utilization of Health Care Services  

This refers to the �use of services by people for t he purpose of preventing and 

curing health problems, promoting maintenance of health and well-being, or 

obtaining information about one�s health status and prognosis� (Carrasquillo, 

2013). This study, though taking into account dimensions of health access, is more 

focused on the actual use of inpatient and or outpatient health service in the event of 

illness of a household member.   

1.6.5 Social Transfers 

Social transfers refer to predictable non-contributory social assistance provided by 

the government and non-government bodies to those living in poverty or in danger of 

falling into poverty (e.g. non-contributory pensions, child benefits, disability 

allowances, materials, inputs etc). The term �social transfers� encompasses a wide 

range of instruments, from short-term reactive humanitarian assistance in times of 

emergency to long-term, preplanned and predictable support to those entrapped in 

poverty or in danger of becoming entrapped. The focus of this study is the latter, the 

long-term preplanned and predictable support in cash and in-kind (transfers) 

(Devereux et al. 2004). Cash-based interventions transfer resources to households 

mainly by providing them directly with cash or vouchers. The decision to use cash is 

determined by the objectives of the intervention and discretion of the recipients. 

Harvey & Bailey (2011) argued that �giving people m oney is more flexible because 

they can use it anytime and anywhere depending on their access to goods and 

services. Cash and vouchers can be provided with or without conditions�. In other 

words, cash transfer allows recipients to plan, to invest, to save and to gain some 

control over their future rather than to remain victims of circumstances. 
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The in-kind transfer is a predictable non-cash support (transfer) provided to an 

individual in the household or the entire household in form of materials such as 

inputs, food, scholastic materials, etc. Transfers in-kind are used by the vast majority 

of humanitarian aid in the form of food, seeds, tools, medicines, shelter materials, 

and household goods (Harvey & Bailey, 2011). The current study considers that in a 

country where larger parts of the population are living in poverty and are not covered 

by existing social protection mechanisms, the inclusion of the poorest in the social 

transfer programmes is a crucial challenge. The study also recognizes that there are 

other human capital investments that social transfer programmes aim to address, but 

is more focused on their benefits to the recipient households in as far as making 

productive investments, increasing enrolment in CHF and utilization of health care is 

concerned.      
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CHAPTER TWO 

LITERATURE REVIEW 

2.1   Introduction    

This chapter presents a review of the literature related to the study. The chapter starts 

by presenting the theoretical review that explains and describes the problem under 

the study. Its application to this study is also deductively explained. It then provides 

an overview of the health system in Tanzania. Then, the chapter proceeds to provide 

a thematic review of the empirical literature. This is followed by the conceptual 

framework of the study. Lastly, the research knowledge gap is identified. 

2.2 Theoretical Literature Review   

Based on theoretical perspectives, Expected Utility Theory (EUT), Andersen�s 

Model of Health Services and Social Risk Management (SRM) framework have 

influenced the understanding of access to and use of health care services in the 

context of social transfers� provision and universal health coverage. EUT helps to 

influence the design and functions of health insurance systems while Andersen�s 

Model helps to explain the factors that influence access to health care and generally 

how the health system functions. EUT and Andersen Model complement one another 

in explaining access, and utilization of health services. They both help to explain how 

health systems operate and how they influence the choice of strategies that can 

ensure equitable access to health care. The SRM framework helps to understand the 

ways that harness the contribution of social protection actors, in particular, social 

transfer programmes and strategies available to improve support for the poor people 

in the informal economy. Below is the review of EUT, Andersen�s Model and SRM 

with respect to their applicability in this study.  
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2.2.1   Expected Utility Theory 

Expected utility theory suggests that choices are made by weighing outcomes of 

actions (alternatives) by their probabilities. The alternative which has the maximum 

utility is then selected (Schneider, 2004). In terms of health insurance choice, 

households are uncertain whether they will fall ill or not and the associated financial 

consequences (Schneider, 2004). Insurance reduces this uncertainty by making the 

aggregate outcome relatively certain. This certainty allows the insured to reach a 

higher utility in case of illness than uninsured ones. The insurance demand reflects 

individuals� risk aversion, implying that the more risk-averse individuals are, the 

more insurance cover they will buy (Begg et al., 2000).   

Some of the key issues the present study picks from the theory include the fact that 

people are motivated to join CHF if they are assured of access to health care in terms 

of availability, accessibility, adequacy, affordability, and acceptability. Second, 

mechanisms to facilitate enrolment of poor households should be in place. Third, in 

order to make a decision on whether to join the scheme or not, community members 

should possess enough knowledge of health insurance and its benefits. People with 

no or low level of insurance literacy are unlikely to join CHF and vice versa. Fourth, 

voluntary enrolment makes schemes prone to the problem of adverse selection which 

is harmful to the sustainability of schemes. This occurs when those with higher 

health risks and highest bills mostly enrol than those with low health risk (Hsiao & 

Shaw, 2008).  

EUT has its strengths including its roles in the implementation of the insurance 

schemes because it informs the managers about decisions the subscribers (potential 

members) would make under conditions of uncertainty (Schoemaker, 1982; Marquis 
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et al., 1996). If scheme�s designers and managers do not take into consideration the 

expectations of its potential members, it is unlikely for the scheme to attract and 

retain a higher number of members. This could help to explain low challenges for 

low enrolments in voluntary schemes in low and middle-income countries.  

The notable weakness of the theory is that it does not fully expose the effects of 

individual-level determinants such as level of income, age, education, marital status, 

illness level, occupation, and distance to facilities on choice making. The access 

motives affect decisions. Getting access to quality healthcare when insured may 

cause those who are not members of an insurance scheme join the scheme if they are 

unable to obtain such care when uninsured (Schneider, 2004). Basing on this 

description, we adopted the Andersen Model of Health Services Utilization to 

complement the weakness of the EUT.   

2.2.2   Andersen�s Model of Health Services Utilization  

The Andersen�s Model of Health Services Utilization was developed by Ronald 

Andersen in the 1960s and has ever since gone through different revised phases. 

Service utilization is a type of individual behaviour. In general, the behavioural 

sciences have attempted to explain individual behaviour as a function of individual 

characteristics, characteristics of the surrounding environment, and/or some 

interaction of these individuals and societal forces (Andersen, 1995; Andersen & 

Newman, 2005). The model is reviewed in this study because it considers an 

individual access to and utilization of health care to be a function of three groups of 

factors namely needs factors, enabling factors and, predisposing factors.  
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First, the need factors are the immediate cause of health service utilization. They 

include factors such as perceived self-health status, illness level, and diagnoses 

(Andersen & Newman, 2005). They are among the most important factors in 

determining whether a person seeks help (Leaf, Bruce & Tischler, 1986). Second, the 

enabling factors are a logistical aspect that may boost or impede an individual from 

obtaining care. They explain the available means individual and household have for 

the utilization of services (Aday & Andersen, 1974). These factors include distance 

to health facility, income, health insurance, transportation and waiting time at the 

facility (Andersen & Newman, 2005). 

Predisposing factors are issues that influence usage of healthcare services. They 

include social structure (occupation, level of education, social networks etc), health 

beliefs (attitudes toward health services, knowledge of health system), and 

demographics (age, sex, marital status). Such factors influence a person�s inclination 

to use services before the need for those services is present. 

The model also recognizes that health services users� satisfaction on availability (e.g. 

dispensary, health centres, hospital, pharmacy, primary care, secondary care), 

accessibility, affordability, adequacy, and acceptability of available health care will 

determine the service utilized. Therefore, whether or not an individual accesses and 

utilizes a specific health care is dependent on the characteristics of the population and 

available health services. This study employed some aspects of Andersen�s Model to 

determine factors that influence programme beneficiaries to access health care in 

their local contexts. In this study, the Andersen Model guides the examination of the 

predictors of access to and utilization of health care among beneficiaries of social 
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transfer programmes. This study incorporates cash transfer and in-kind transfers as 

enabling factors. These were not clearly addressed in the Andersen Model.   

2.2.3 Social Risk Management    

Social risks management has emerged as a dominant framework for conceptualizing 

social protection (Devereux et al., 2004). Within SRM, social protection 

interventions include assisting households in managing risks in order to reduce 

vulnerability, improve consumption smoothing and enhancing equity while 

contributing to economic development (Devereux et al., 2004). There are several 

basic ideas in which households can manage risk in social protection. These include 

households can maximize income under constraints and all households are exposed 

to risks ranging from natural (such as flooding, drought), health (such as illness, 

injury, old age) to manmade (such as unemployment, discrimination, inflation) 

(Holzmann et al., 1999; Wade, 2000). This implies that a household can become poor 

at a certain point in time, hence face risk if it is unable to provide for the needs of its 

members. Such risks can be idiosyncratic (affecting individual/household) or 

covariant (affecting a group or entire community) and may occur once or repeat over 

time (Holzmann, 2001).  

The poor are most vulnerable to risk and they typically lack appropriate risk 

management instruments that constrain them from engaging in riskier and higher 

return activities (Holzmann & Jorgensen, 1999). To prevent this risk, households� 

consumptions should be smoothened and resources need to be set apart to finance 

future consumption. The ability to smoothen consumption is an important factor for 

well-being. 
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Actors in SRM can be grouped in three categories of institutions, namely informal 

(individuals, household, community), market-based (financial institutions, insurance 

companies) and public (Government organizations, Nongovernmental Organizations) 

(Devereux et al., 2004). Holzmann (2001) describes the three types of social risks 

management strategies: (i) risk reduction that involves increasing the level of 

expected income or reducing probability of risk, (ii) risk mitigation that involves 

reducing the impact of a probable risk, and (iii) risk coping which involves 

alleviating the burden of risk once it has occurred. The SRM assumptions have been 

linked to social transfer�s roles in social and economic well-being of the individuals 

or households. The framework assumption is to link the poor with social transfers 

that would enable recipients to respond by smoothing their consumption. It can be 

argued that for the poor to get access to the programmes such as TASAF that 

provides conditional cash, and Compassion International and Carpenter�s Kids 

Programme that provide in-kind transfers depends on the size of the transfer, 

frequency and most importantly, the criteria for selecting the beneficiaries.   

There are different strategies that underpin the modality which the poor can take to 

maximize utility if they have a choice over the transfers received (Hanna & Karlan, 

2017). Although this would depend on the type of transfer received whether it is 

good (material) or cash, there are many who would favour cash because it is fungible 

and divisible. Hence, a household can invest the cash benefits into productive assets 

and activities so that it can be able to cope and manage unforeseen risks in the future.  
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The critics of this argue that it does not happen automatically, and it depends on the 

size and frequency of transfers. Besides, there are those who argue that cash provides 

higher dis-incentive on work (Hanna & Karlan, 2017). A usual belief has been that 

beneficiaries worry about losing eligibility if their income increases. On the other 

hand, those in favour of in-kind transfer argue that it may stimulate beneficiaries to 

work.  For example, for households with low productivity due to nutritional 

constraints, food transfer could be a relevant intervention (ibid.). In addition, for a 

household that cannot send a child to school or a child has low attendance because of 

lack of school uniforms or cannot afford to scholastic materials even if education 

provided is fee free, direct distribution of uniforms and scholastic materials would be 

a relevant risk management strategy.    

Actors in SRM need to collaborate with one another to promote individual�s well-

being and enhance economic growth to achieve equity by targeting and identifying 

individuals and households who are eligible and most in need of support. For 

example, more than one programmes providing more or less similar type of transfers 

to the same household while excluding others results in inequity and leakage of 

programmes resources.    
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Table 2.1 Different Strategies for Social Risk Management   

 
 
Strategies  

Actors  
Informal institutions  

(Individual, 
Household, 

Community) 

Market-based 
institutions  

Public formal 
institutions   

(Government & 
NGOs ) 

Risk 
reduction  

• Engaging in less 
risk production 

• Preventive health 
practices     

• Financial 
market 
literacy  

• Insurance 
market 
literacy  

• Labour 
standards 

• Labour market 
policies 

• Educational 
policies      

• Macroeconomic 
policies 
Diseases 
preventions  

• Infrastructures 
Risk 
mitigation 
 
Portfolio 
diversification 
 
 
 
 

• Multiple sources of 
income 

• Crop diversification 
• Investment in 

human and physical 
assets 

• Investment in social 
capital (self-help 
groups, network 

• Savings 
accounts in 
financial 
institutions  

• Investments 
in multiple 
financial 
assets 

• Microfinance 

• Pension systems 
• Asset transfers 
• Extending 

financial 
markets for the 
poor 

• Agricultural 
extension 

 Insurance • Marriage and 
extended family 

• Sharecropper 
tenancy 

• Buffer stocks 

• Old age 
annuities 

• Disability, 
accident,  

• Crop 
insurance  

• Asset 
insurance 

• Health 
insurance (e.g. 
CHF) 

• Old age pension  
• Unemployment 

benefits  
• Disability and 

survivorship 
benefits 

Risk coping • Buying and selling 
of real assets 

• Loans from money 
lenders  

• Sending children to 
work 

• Borrowing from 
neighbors 

• Reduce food 
consumption  

• Dis-saving or 
Disinvestment  

• Sale of 
financial 
assets 

• Loans from 
financial 
institutions  

• Social 
assistance 

• Public works 
programmes 

• Subsidies  
• Social funds 
• Cash transfers  

Source:  Adapted from Holzmann (2001), and World Bank (2001). 
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2.3   A Path Towards UHC: Healthcare and Service Delivery Systems in 

Tanzania 

There is yet no single legislation mandating UHC in Tanzania, and the available 

health financing mechanism does not cover the entire population. There are various 

dimensions of UHC which are addressed in the National Health Policy, National 

Health Insurance Fund (NHIF), CHF and Health Sector Strategy Plan (HSSP) IV 

(2015 - 2020), among others. NHIF is a social health insurance scheme whose 

membership is mandatory for public sector employees and their statutory dependants. 

Generally, membership in the scheme depends on the ability to pay but determined 

by the risk profile. In order to reach a large population, NHIF also enrols students, 

private individuals, private organizations, members of registered savings and credit 

groups, and children. Members of the NHIF largely benefit from the comprehensive 

package for health services.  

On the other hand, the CHF is a voluntary health prepayment scheme administered 

by the government. It is estimated that about 25.8% of the population are currently 

covered by the available health insurance schemes. While NHIF is the largest scheme 

in terms of premiums collected (148.6 million in 2014), CHF has the largest number 

of members with more than 8.2 million in 2016. Meanwhile, the private health 

insurance companies only cover about 1.4% of the population. The HSSP IV is the 

national plan which aims to reach all households with essential health services, 

meeting the population expectations, adhering to quality standards, and applying 

evidence-informed interventions through efficient service delivery (URT, 2015).  
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As currently the health insurance system is fragmented, and the debate for 

establishing single and mandatory national health insurance scheme is still going on.   

The health service system assumes a five-level pyramidal pattern of the referral 

system. The structure starts at the lowest level, where there are dispensaries at the 

village level, health centres at ward level, district hospitals, regional referral 

hospitals, and national referral (consultant) hospitals. The Government commitment 

is to ensure accessibility of primary health care services for all people through the 

establishment of a dispensary (serving 6,000-10,000 people), a health centre (serving 

50,000-80,000 people), and a hospital (serving up to 250,000 people) in every 

village, ward and district respectively (URT, 2007). Tanzania�s Government Health 

Management Information System (HMIS) reports that in 2013-2014, there were 

approximately 5,819 public dispensaries, 614 public health centres (14,959 beds), 63 

district hospitals (7,267 beds) and 37 district designated hospitals (6,742 beds). In 

addition, 12 regional referral hospitals were owned by faith-based organizations 

(4,581 beds), 15 regional referral hospitals owned by the government (3,449), 5 zonal 

hospitals (2,327 beds) and five national specialized hospitals (2,859 beds).  

The data on the availability of health facilities imply a slight expansion in a number 

of health facilities but utilization of outpatient services increased at a very slow pace 

of 0.7 per capita during the 2010-2015 period. Such low utilization rate results from 

limited access to medicines and healthcare products. The Government HMIS 

Database indicates that for the 2012-2014 period, the main cause of morbidity among 

persons five years and above was malaria (33.5%), acute respiratory infections 

(19%), diarrhoea (5%), anaemia (3.3%), and cardiovascular diseases (3.1%).  
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Other main causes were broken bones and dislocation (2.8%), chronic respiratory 

diseases (2.6%), urinary tract infections (2.5%), HIV/AIDS (1.9%), sexual 

transmitted diseases (1.8%), peptic ulcer (1.3%), tuberculosis (1.2%), ill-defined 

(2.1%) and other causes (19.8%). Some of these morbidity rates could also be 

attributed to the low availability of key drugs in health facilities, with no clear trend 

of improvement during the implementation of Health Sector Strategic Plan III (2010-

2015). In addition, hospitals still run a shortage of human resource for health, 

medical supplies and equipment (URT, 2015). 

According to the HMIS Database, in the year 2017, the trend in antenatal care (ANC) 

showed that 15.4% number of women attended the first ANC visit by 12 weeks of 

pregnancy. The number of pregnant women who attended the recommended fourth 

ANC visit showed a slight improvement to a record of 44.2% in the second quarter of 

2017. The neonatal mortality rate showed a very slow decrease between years 2010-

2017, from 26 to 25 deaths per 1000 live births. The data for maternal mortality ratio 

was alarming as they showed an increase from 432 to 556 deaths per 100,000 live 

births, between 2014 � 2017 (ibid.).  

Factors affecting the situation include inadequate funding, poor planning and 

coordination, inadequate monitoring mechanisms and tools as well as a shortage of 

personnel at facilities. Remote and rural areas face more problems than their 

counterparts� in urban areas. The number of Accredited Drug Dispensing Outlets 

(ADDOs) has increased from 2,215 in 2010 to 3,591 in 2013, which contributed to 

availability of some drugs in rural areas. There are still some challenges with 

sustaining the quality of services within ADDOs.  
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Ensuring the rational use of medicines is still a major challenge. The above 

information indicates that the country�s health sector has some unsatisfactory 

performance especially those related to maternal and child health. This implies that a 

significant investment is required to build the human and institutional capacity 

necessary for improving access to services and utilization rates if the country is to 

progress toward UHC. 

 
2.4 Identification of the Recipients of Social Transfers  

In face of limited resources, programmes seek to target resources to poor households. 

Identification or targeting methods define the rules, criteria and other elements of a 

programme design that define beneficiary eligibility (Ellis et al., 2009). The most 

common methods employed by social transfer programmes are proxy means testing, 

community targeting, geographical targeting, demographic targeting, and hybrid 

methods in developing countries. (Pauw & Mncube, 2007; Ellis, Devereux & White, 

2009; Devereux et al., 2015; 2017). Applicability of such methods depends on the 

context, weakness, and strengths in order to maximize the validity of the result. Table 

2.2 shows an overview of the strengths and weaknesses of each method, and each 

method is discussed in the subsequent sections.  

2.4.1 Proxy Means Test (PMT) 

PMT are popular methods of identifying beneficiaries of conditional cash transfer 

programmes. These methods are widely applied in a context where income data are 

difficult to assess or they are completely not available (Fiszbein, Schady & Ferreira, 

2009; Stoermer et al., 2013). The PMT method aims to identify the poor by using 

indicators of household economic wellbeing to develop a poverty index. 
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 Commonly applied household indicators (proxies) include the location of dwelling, 

quality of the dwelling, ownership of durable goods, and number of livestock owned. 

Other are household size, the presence of elderly or people with disabilities, level of 

education of household heads, occupations of members of the household, assistance 

received, and presence of orphans (Fiszbein et al., 2009; Devereux et al., 2015).  

 
PMT have been used to identify beneficiaries for different social safety programmes, 

conditional cash transfers, and food subsidies programmes in Latin American 

countries including Brazil, Mexico, Colombia, Mongolia, Indonesia (Falkingham & 

Namazie, 2002; Coady et al., 2004; Fiszbein et al., 2009; Alatas, et al., 2012). It has 

also been applied by programmes in African countries including TASAF in 

Tanzania, Ethiopia (Tigray Social Cash Transfer Pilot Programme), Egypt (Takaful 

and Karama), Malawi (Social Cash Transfer Programme) and Zambia (Social Cash 

Transfer) (Alatas, et al., 2012; Handa et al., 2015; Valli, 2017). Various authors have 

argued that it is much feasible to collect reliable household information based on the 

above-listed indicators (Zeller et al., 2003; Ellis et al., 2009; Devereux et al., 2015).    

In such a context, by understanding local conditions and the characteristics of 

household poverty, it is possible to select some indicators or proxies for poverty that 

can be visible during a cross-sectional household survey. Previous studies indicated 

that the indicators used to calculate the household score are weighted against the 

predetermined cutoff point (Kidd & Wylde, 2011). PMT appears to be relevant for 

programmes in developing countries because it allows for the easy collection of 

identifiable information on relevant aspects of the household economic situation.  
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Furthermore, field surveyors may easily verify household assets and demographic 

characteristics than they would verify income or expenditures in the informal settings 

2.4.2 Categorical Targeting  

Since obtaining information on income and assets can be costly, another method 

applied by social transfer programmes is Categorical Targeting. This relies on easily 

observed traits that are associated with poverty. This requires identifying distinct 

groups of people who are generally poorer or more vulnerable than others. 

Programmes using categorical targeting typically identify proxy indicators of poverty 

or vulnerability, often demographic categories such as age to determine older persons 

(social pensions) or vulnerable children (child allowances), child-headed households, 

orphans, people with disabilities (disability grants), and female-headed households 

(Fox, 2003; Nazim & Lida, 2006; Wilmore, 2007; Ellis et al 2009; Devereux et al., 

2015).  

Categorical methods are praised for their performance in universal social pension 

programmes targeting older persons (Grosh and Leite 2009; Devereux et al., 2015). 

Empirical evidence indicates that the methods have been success in reaching the 

100% of intended beneficiaries of social pensions in Bolivia, Mauritius and Samoa 

and while very low rate inclusion errors of less than 10% has been found in 

Botswana, Namibia, Mexico, Brunes and Nepal (Willmore, 2007; Devereux et al., 

2015). Coady et al. (2004) conducted a study of 12 social pension programmes 

globally and found that programmes employing categorical methods significantly 

reached poor households more than non-poor households. The study conducted in 15 

sub-Saharan Africa countries revealed that elderly headed households are usually 

poorer than households not headed by elderly person (Kakwani & Subbarao, 2005). 
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In countries such as Burundi, Burkina Faso, Côte d� Ivoire, Ghana and Guinea, the 

likelihood of a girl child failing to attend school increases when they move into the 

elderly headed households. Such a situation is not apparent in other countries such as 

Cameroon, Nigeria, Uganda, and Zambia. 

On the other hand, categorical methods are prone to errors of inclusion and exclusion 

because it is not automatic that individual or household demographic characteristics 

are directly related to either low or high economic profile. Factors such as objectives 

and designs of programmes can also come into play. For example, Costa Rica�s non-

contributory pension scheme employed categorical targeting but the eligibility 

criteria were rest on the discretion of the scheme�s social workers (Coady et al., 

2004). Therefore, if the categorical methods for identifying beneficiaries are not 

adequately monitored, the process may undermine transparency.  

2.4.3 Geographical Targeting  

Geographical targeting is a method applied by transfer programmes to identify 

priority zones of intervention in the country in which benefits will be concentrated 

(Ellis et al., 2009). The targeted areas are regarded vulnerable if they are in drought 

zones, arid regions, floodplains and where poverty is spatially widespread (Ellis et 

al., 2009; Devereux et al., 2015). Brazil�s Bolsa Familia targeted specific poor 

communities within municipalities whilst Jamaica�s PATH programme relied on 

collections of annual consumption data such that targeting can occur at a parish level 

(Samson et al., 2006). In practice, effective geographical approach implies a 

complete coverage of the area (Ellis et al., 2009; Alatas, 2012). 
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In countries such as Nicaragua and Peru, social grants employed geographical 

mechanisms and achieved relative success in identifying extremely poor 

communities but proved less successful in the poorest households (Coady et al., 

2004). In their study, they identified 52 programmes that employed geographical 

targeting. In Tanzania, the World Vision has been widely applying geographical 

targeting to identify the eligible beneficiaries for support of income generating 

activities and subscription in the CHF for poor households (Stoermer et al., 2013). In 

their findings, the criteria included were: difficulties in accessing health services, 

having no shelter, and eating only one meal per day. The process under geographical 

targeting implies that, if the process is not properly monitored, it can be prone to 

errors and political interference.   

 
 2.4.4 Community-Based Targeting (CBT) 

Community-based targeting is a community-led arrangement whereby local 

knowledge of the relative poverty status among community members is used to 

identify programme beneficiaries (Yousef, 2010). CBT works well because local 

members understand individual circumstances, local leaders or community agents 

make house-to-house visits to ensure that all deserving individuals are identified,  

and receive benefits and participate in the programme. CBT has been applied in 

Kenya, Rwanda, Malawi, Zimbabwe and Tanzania to target households meeting the 

criteria such as being ultra-poor, labour-constrained, affected by chronic diseases and 

having disabled member (Asselin, 2010; Miller et al., 2010).  

The main arguments in favour of CBT include community members are more likely 

to understand the real situation of each member and, therefore, they can identify 

those most in need more accurately than can government officials do (Kidd, 2014). 
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Communities are also given the ability to identify �need� according to their local 

understanding of poverty. Under such situation, people are less likely to lie because 

they fear repercussions and agencies potentially reduce administrative costs by 

transferring the targeting costs to communities. The rationale for CBT is the belief 

that communities are relatively cohesive, and they naturally want to prioritize those 

most in need. While some communities may act in this way, many do not.  

Howver, the major limitations of CBT include a high risk of elite capture, 

favouritism by the local leaders (identification committee) who tend to favour their 

relatives and friends; poor community participation, and challenging to scale up 

(Coady et al., 2004; Ellis et al., 2009; Lavallee et al., 2010; Stoermer et al., 2013). 

Failure to overcome such challenges could result in identification errors. 

Neverthelles, implementation of CBT has produced mixed results. Subbarao (2003) 

found that in Bangladesh, communities with the worst distributions of income, the 

poorest were the most excluded, probably because of lack of political power. 

Devereux (2002) found that as coverage increased, the proportion of benefits 

reaching the poor increased. In other words, it is difficult to have finer layers of 

poverty if a small community considers themselves that �we are all poor�. The 

accuracy of identifying the poor varies due to actual implementation and the 

complexity of the method. The more accurate an identification process is built up, the 

more money it will cost which can even exceed the benefits given (Kidd et al., 2011; 

Alatas et al., 2012). 

 Generally, if CBT is applied, the final list of names community members selected 

are endorsed by a public meeting. 
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2.4.5  Hybrid Method  

A number of earlier studies showed that using a mix of targeting methods produces 

better identification results of the poor (Coady et al., 2004; Alatas et al., 2010; 

Marsden, 2011). Each of the methods described above has strengths and weaknesses. 

Samson et al. (2006) reported that Mexico�s Oportunidades conditional cash transfer 

programme combined geographic targeting, PMT and CBT. Many social transfer 

programmes such as those in Albania, Brazil, India, Kenya and South Africa employ 

categorical targeting (age and sometimes gender) together with means testing 

(Samson et al., 2006; Ellis et al., 2009;  DFID, 2011; Hurrel & MacAuslan, 2012). 

Other programmes have applied geographic targeting and PMT. These include 

condition cash transfer programmes in Nicaragua and Mexico (Skoufias, Davis, de la 

Vega, 2001; Maluccio, 2009). Several strengths and applicability of different 

methods can be combined and information from the intended beneficiaries collected 

from different perspectives (Stoermer et al., 2013). For these reasons, hybrid 

methods tend to minimize the frequently reported targeting errors.  

Drawing from the above review, identifying the deserving beneficiaries depends not 

only on the method adopted, but also on how well it is implemented because every 

method has its strengths and weaknesses. Given this context, the most important 

thing is for programmes to keep the inclusion and exclusion errors at a minimum so 

that coverage of the poor can be maximized. Therefore, prescribing local criteria that 

potential beneficiaries have to fulfill in order to be eligible for a programme can be 

helpful. 
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Table 2.2 Summary of Strengths and Weaknesses of Identifying the Poor 
 
 

 
2.5 Effects of Social Transfers on Household Economic Welfare   

Social transfers encompass a broad range of interventions, which provide both short 

and long-term support in form of cash, food, inputs and assets. If properly targeted 

and monitored, these benefits play an important role in reducing poverty, building 

human capital and access to basic services. Other roles include helping the poor to 

  Method        Strengths        Weaknesses  
Proxy-means 
testing 

- Easy to apply as it uses 
readily observable 
household 
characteristics 

- Uses non-monetary 
indicators 

- Any poor family has a 
chance to benefit 

- Can be mixed with other 
methods 

- Requires high-skilled and 
computer literate staff  

- Costly to administer 
- Validity and reliability of 

household information is 
questionable  

- Difficult to capture households 
those which have recently moved 
in or out of poverty  

- Higher risks of leakage and under 
coverage 

Geographic 
Targeting 

- Quick and easy to 
administer 

- No stigma is created, 
- Easier to integrate with 

other methods. 
 

- Easily affected by politics  
- Risk of leakage and undercoverage  
- Performs poorly where poverty is 

not spatially concentrated 

Categorical 
targeting 

- Cost efficient (Low-cost 
method) 

- Easily observable 
characteristcs  

- Administratively simple  
- Appropriate if social 

characteristics and 
economic welfare are 
correlated 

- Characteristics may only weakly 
correlate with poverty 

- Robust data are needed, for 
example, verification of age, 
citizenship, etc. 

Community-
based 
targeting  

- Takes into account local 
conditions 

- Can be efficient but this 
depends on honesty and 
knowledge of local 
leaders 

- Low programme 
administration cost 

 

- High risk of elite capture 
- Risk of leakage and undercoverage 
- Time-consuming,  
- Resource intensive 
- Difficult to take to scale  
- It works better if applied to a small 

portion of the population  
- Failure to identify the poor 

individuals living in a better-off 
household 

Hybrid 
methods  

- Takes advantage of 
several methods  

- Decrease errors as one   
method is cross-checked 
by another  

- Time consuming  
- Resource intensive 
- Increase administration costs 
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escape from inter-generational poverty traps, creating physical assets, enabling the 

poor to diversify sources of income and to take on higher-risk and higher-return 

activities (DFID, 2005; Smith, 2011; OECD, 2009; Adato & Bassett, 2012).  

Covarrubias et al. (2012) studied the impacts of the Malawi Mchinji social cash 

transfer programme. In their study, they considered change after one year of 

programme implementation in three productive areas: (i) investment in assets, 

particularly agricultural assets, and livestock; (ii) changes in labour allocation 

primarily as seen through changes in income-generating activities; and (iii) change in 

risk coping strategies including the use of child labour. They found that the 

programme significantly influenced household improvement in productive capacity 

investments. Such self-reported investments were ownership of agricultural assets 

such as hoes, axes, sickles, and beer drums. It was revealed that ownership of 

agricultural assets increased 16% for hoes, 32% for axes and 30% for sickles. 

Covarrubias et al noted that large programme effect was on ownership of livestock 

such as goats and chicken. Household ownership of goats and chicken increased by 

52% and 59% respectively, due to the transfer (ibid.). In addition, a significant 

increase was noted on cattle ownership although it was only 1.5%. The absence of a 

greater impact, in this case, could be a result of the large expense of buying cattle or 

the perception by beneficiaries that investing in larger livestock may compromise 

their eligibility for the transfer. 

 Significantly, there was reduction in household members� participation in low 

skilled agricultural wage activities by 61% and reduction in child labour (ibid.). 

Gertler et al. (2006) note that the Mexico Oportunidades programme was associated 

with increased land use and animal ownership as well as a greater likelihood of 



34 
 

operating a microenterprise. Angelucci et al. (2012) found a significant increase in 

the likelihood of access to a bank account for Oportunidades beneficiaries. In their 

study, they did not find effects on the amounts of savings. These results are in line 

with results found among beneficiaries of cash transfer programmes in Zambia, 

Kenya and Uganda. Daidone et al. (2014) estimate the impact of the Child Grant 

Programme in Zambia on the share of households declaring to accumulate cash 

savings. They found 24% increase having savings and, on the amounts saved, 

especially among the small-sized households. Merttens et al. (2013) found that the 

share of Kenya�s Hunger Safety Net Programme beneficiaries that had cash savings 

was significantly 7.3% higher (p<0.1) with results driven by larger and better-off 

households.  In Uganda, Merttens et al. (2015) just over one year of implementation 

of the Social Assistance Grants for Empowerment programme transfers led to a 

statistically significant increase by 9.5% in the proportion of programme beneficiary 

households that have savings.  

Soares et al. (2010) showed that the Paraguayan Tekopora programme increased 

agricultural expenditures among the extremely poor households. However, Maluccio 

(2010) found that nearly all transfers from the Nicaragua �Red de Protección Social� 

programme were spent on food and education with little spending linked to 

agricultural or non-agricultural activities. 

 
Empirical evidence indicates that social transfers result to effects that are more 

positive for households headed by female than male (Asfaw et al., 2014; Covarrubias 

et al., 2012; Evans et al., 2014; Handa et al., 2014). Asfaw et al. (2014) studied the 

effects of cash transfer programme for the orphan and vulnerable children and found 

a significant positive effect on livestock (sheep and goats) ownership among the 
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female-headed beneficiary households. The programme was associated with a seven 

percent increase in beneficiary households� engagement in non-farm productive 

activities whereas an 11% decrease among the male-headed households.  

Handa et al. (2013) found that cash transfer programme in Ghana namely Livelihood 

Empowerment Against Poverty (LEAP) led to positive impacts on crop selling and 

seeds; debt repayment and reduced loan holdings primarily on female-headed 

beneficiary households. In Tanzania, male-headed beneficiary households were 0.5 

times more likely to increase their ownership of goats whereas female-headed 

households were 1.62 times more likely to increase ownership of chickens (Evans et 

al., 2014). In contrast, there was no significant differential results in consumption, 

productive activities, and investment decisions in Kenya (Give Directly programme) 

and Uganda (Youth Opportunities Programme) across male-headed and female-

headed households (Blattman, 2012; Haushofer & Shapiro, 2013). In Kenya, a cash 

transfer programme increased the share of households who saved money using 

Vodacom M-PESA service (Haushofer et al., 2013).  

Other studies also reported a negative effect of cash transfers. In Lesotho, it was 

found that the strong messaging encouraging human capital and child-related 

expenditures for the child grant programme negatively affected households� 

propensity to invest cash in productive activities and/or assets (Daidone et al., 2014; 

Pellerano et al., 2014). Earlier studies highlighted the negative impact of human-

capital-focused conditionality on productive investment in Mexico�s Oportunidades 

and Nicaragua�s �Red de Protección Social� programm e (Maluccio, 2010).  
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2.6  Factors for Uptake of Community Health Insurance     

Community health insurance schemes have emerged because of challenges in the 

health financing which include low economic growth, low government expenditure 

in health and high OOP payments which have resulted into reform in health sectors 

in many developing countries (Mtei & Mullingan, 2007; Word Bank, 2011; Raza et 

al., 2016). Design and management of the schemes affect enrolment in the 

community health insurance. These include benefit packages, quality of services 

provided, and the freedom to choose service providers (Basaza et al., 2007; 

Kamuzora et al., 2007; Kessy 2008; Renggli, 2017). In Tanzania, management 

constraints that lead to low CHF coverage include unclear financial sustainability at 

council level, lack of incentives for district councils to promote CHF, poor data 

collection at the facility level, inconsistent matching grants disbursement and delays 

in issuing membership cards (Kessy, 2008).  

Biosca and Brown (2015) used a logistic model to estimate the association between 

being a beneficiary of Oportunidades Condtional Cash Transfer Programme and 

enrolment in public health insurance among 29,595 households in Mexico. Results 

indicate that about 34% of cash transfer beneficiaries were members of health 

insurance scheme called Seguro Popular. An average marginal effect analysis of data 

indicated that programme beneficiaries were 25% (p<0.001) more likely to join a 

health insurance scheme. Further, marginal effect from Logit model for the 

beneficiary of cash transfers indicates that households with heads who are literate 

(p<0.001), ethnic minority (p<0.001), deprived (0.05), and those who have fallen ill 

in the past year (p<0.001) were more likely to be members of health insurance. 

Households with own house were negatively associated with taking up health 
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insurance. The limitation is that Biosca and Brown study had collected only one year 

after the health insurance scheme was established and limitations infer causality.  

Acharya et al. (2012) assert that, household demographics such as sex of the 

household head, household size, and frequency of disease are also factors affecting 

enrolment in community health insurance. They reviewed 34 developing countries 

and established that female-headed households are likely to enrol than male-headed 

ones. However, Asfaw & von Braun (2004) contend that, the sex of the household 

head is not an adequate predictor of willingness to pay for community health 

insurance in Ethiopia and Uganda, respectively. Their findings show that adults aged 

more than 40 years, male headed-households, households with more than seven 

members, households owning a large piece of land and a large amount of livestock, 

were more likely to be members of insurance schemes. In addition, Kimani et al. 

(2012) argue that the presence of young children and sick person in the household 

increases the chance of a household becoming a member of a health insurance 

scheme. This is similar to the aspect of risk aversion in the expected utility theory 

and Mhere (2013) findings in Zimbabwe that the chances of enrolment increase for 

households with at least one member who has chronic illness.  

Vellakkal (2013) identified a number of demand and supply-side factors that do 

negatively and positively affect the enrolment in community-based health insurance 

schemes. Results of the in-depth interviews revealed that lack of awareness about 

rules and regulations of health insurance schemes, and insufficient benefit packages 

deter people from enroling in the prepayment schemes. Therefore, instead of enroling 

in existing schemes, people rely on paying medical bills out-of-pocket from own 

savings or taking loans from other individuals as an informal insurance system. Due 
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to the low level of household income to meet other competing needs of life such as 

food, education, and shelter, people do not consider subscribing to health insurance 

as a viable option (ibid.). Subscribing to health insurance will mean using the little 

money they have to pay a premium of which they are not probably sure that they will 

fall sick. Hence, people prefer to save money, and use it whenever the need or 

emergency arises than paying for �uncertain� health  events. 

Adebayo et al. (2015) reviewed findings from both quantitative and qualitative 

studies, and they suggested that low levels of income and lack of financial resources 

are the major factors affecting enrolment in the schemes. Enrolment was also 

positively associated with increased age and higher education level (Jehu-Appiah et 

al., 2011). Mixed results are due to other factors such as gender and household size 

(Shafie & Hassali, 2013; Ahmed et al., 2016). Handa et al. (2013) reported that 

beneficiaries of a social grant programme in Ghana were enroled automatically in the 

country health insurance scheme. The scheme waived premium for all grants� 

beneficiaries through a memorandum of understanding between the Ministry of 

Health and the programme. After three years of implementation, the programme 

successfully enroled nearly 90% of social grants beneficiary households. However, 

the increase in enrolment in health insurance scheme among the non-beneficiary 

households was only 18% (Handa et al., 2013). 

Donfouet et al. (2011) explored the determinants of willingness-to-pay for 

community-based prepayment schemes in Cameroon, covering 410 rural households. 

Using contingent valuation method of analysis, the study found that age of head of 

household (p<0.05), knowledge of the concept of community health insurance 

(p<0.05), membership in community associations (p<0.001) and income (p<0.05) 
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were determinants of joining community health insurance. The study further reported 

that one of the major reasons for members to join community insurance was that they 

hoped it protected the household from any health-related shocks. Farmers were likely 

to pay to join the scheme than those who were self-employed in non-farming 

activities or employed in the formal sector. The low rate of knowledge of the 

community-based insurance scheme may be due to the lack of information via 

campaigns or mass media. Low-cost health insurance schemes have the potential to 

protect the rural households from any health risks.  

In Tanzania, inadequate awareness of CHF has also been widely reported as a 

challenge in expanding the coverage of the scheme (Kamuzora et al., 2007; Kessy, 

2008; Borghi et al., 2013). However, a systematic review of willingness to pay for 

health insurance in terms of low and middle-income countries did not show that lack 

of understanding of the concept of health insurance was a factor for enrolment 

(Nosratnejad, Rashidian & Dror, 2016). Vellakkal (2013) used a mixed method 

approach to factors associated with community enrolment in insurance schemes in 

Kerala, India. He found that income and level of awareness of community members 

on health insurance literacy were factors related to enrolment in the voluntary health 

insurance schemes. High-income households were found to be significantly 

associated with enrolment than low income (OR 2.01, 95% CI: 1.09-4.01, p=0.04). 

However, in the logistic regression model, results showed no association between 

enrolment and �awareness of health insurance� and e nrolment (OR 1.73, 95% CI: 

0.82-3.66, p=0.14). The study found that there was no association between education 

and enrolment in the health insurance. However, if the urban and rural population 

were compared, the findings would show high significance and positive effect on 
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enrolment. The major limitation of this study is that it was biased in sampling. About 

91% of the respondents were male and aged above 40 years. 

Mushi (2004) reported survey results from Iringa and Morogoro Regions covering 

five hundred households which were examined whether CHF was better than user 

fees for financing public health care. He argued that �the potential user fees were less 

than those from the CHF premium people save money by opting to pay the user fees 

at the facility than paying CHF membership fees for more than 94% of all the 

households in the sample. By implication, one saves money by opting to pay the user 

fees rather than the CHF premium�. It was further r evealed that even if all the sick 

people had consulted public facilities and paid for services out of pocket, they would 

end up paying less than if they were members of CHF (Mushi, 2004).  

Kamuzora and Gilson (2007) conducted a qualitative study to examine factors 

influencing implementation of the CHF in Tanzania. They found that inability to pay 

a premium, poor quality of care, lack of trust in CHF managers, and negative attitude 

toward insurance for uncertain health events were barriers for the low level of 

enrolment in the scheme. Reported poor quality of care was a result of shortage of 

drugs, inadequate medical supplies, lack of diagnostic equipment, staff-related 

attitude, limited benefit packages and difficult referral process. Staff related problems 

reported were unresponsive to patients, use of harsh language, absenteeism, 

favouring those paying fees out-of-pocket, and corruption. However, Kamuzora & 

Gilson (2007) employed qualitative study; therefore, generalizing the findings to the 

entire population is difficult. Almost 10 years after the study by Kamuzora & Gilson 

(2007), some of the practices have changed and improvements have been made with 

regard to the problem of the possibility of the member to choose a facility to visit and 
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access to referral services. Under the Restructured-CHF, members are eligible to visit 

any of the allowed facilities across all districts in the region including access to 

Regional Referral hospitals in their respective areas.  

Another qualitative study on awareness and acceptance on health insurance was 

conducted in Myanmar and identified that higher education level, larger household 

size, and urban residence were significant determinants of demand for health 

insurance (Oo et al., 2015). Supakankunti (2000) reported that poor health status and 

previous experience of catastrophic health expenditures in the household also 

encourage enrolment, which underscores the risk of adverse selection in the schemes 

in Thailand. The presence of illness strongly related to the purchase of the voluntary 

health insurance before the introduction of the Universal Health Scheme in the 

country in 2000.  

Oriakhi et.al (2012) conducted a study on willingness to participate in a community-

based health insurance scheme in Nigeria. A sample of 360 rural households from the 

three senatorial zones in the Edo State was used. It was found that almost 60 percent 

of the respondents indicated a willingness to participate in the scheme while 21.7 

percent were not, aware and 18.9 percent were unsure. The respondents with larger 

families were more likely than small size families to be willing to participate in a 

community-based health insurance scheme. This may be because of the high 

financial burden faced by large household when seeking healthcare services. Income 

level shows a negative and significant relationship with respondents� willingness to 

participate in the scheme. The negative result means that respondents with higher 

income are less likely to be willing to participate in community-based health 

insurance scheme than those with lower income. 
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Macha et al. (2014) conducted a cross-sectional survey of 1,225 households to 

examine the determinants of CHF membership in four Regions of Tanzania. Of 

these, 524 households were members of CHF and 701 were non-members. They used 

mixed research methods by including a household questionnaire, FGD, and 

interviews with key informants. Logistic regression analysis on the demand side 

revealed that male-headed households, married headed households, head of 

household level of education, age of household head and household size increased 

the likelihood of enrolment in CHF. It was further established that, middle-income 

households were more likely to enrol in the CHF than the poorest and the richest. 

Qualitative results indicated that chronic diseases and children under-five years 

influence household to enrol in CHF while lack of knowledge of CHF concept was a 

major demand-side factor for never enroling and attrition. Poor quality of health care 

services and limited benefit package were the key factors for people not purchasing 

CHF cards. 

Nosratnejad, et al. (2016) conducted a meta-analysis to examine individuals or 

households� willingness to pay for health insurance in India, China, Bangladesh, 

Vietnam, Cameroon, Ethiopia, Nigeria, Ghana, and Burkina Faso. Results indicated 

that increase in family size, education level, income, past hospitalization, and 

perceived poor health status consistently correlated with higher willingness to pay for 

insurance. These results are contrary to many other studies which reported that 

increase in age is associated with an increase in health-related expenditure and 

paying for health insurance (Barnighausen et al., 2007; Dror et al., 2007; Macha et 

al., 2014; Ahmed et al., 2016).   
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It was also argued that older people have less capacity to pay for health-related 

expenditures such as medical bills, transport, and health insurance (Scheil-Adlung & 

Bonan, 2013). The implication of mixed findings on age and willingness to pay 

suggests that this area needs further studies in different contexts. The existing 

literature implies that factors of enrolment into health insurance vary according to the 

contexts, and researchers provide mixed findings in different contexts. It can be 

argued that affordability of premium and quality of services was the key determinant 

of enrolment in community health insurance schemes. For poor household, 

availability of full or partial support of premium provides an opportunity for the poor 

to enrol and improve coverage of the schemes. Drawing from the experience of Old 

Age Grant and Child Support Grant programmes in South Africa, transfers received 

by beneficiary households helped some of them to enrol in health insurance (Kasere, 

2011). Given these circumstances, there is a paucity of literature on the effects of 

social transfers on enrolment in the health insurance.  

Most of the available literature focuses on the impact of cash transfers on health care 

utilization, and not on uptake of health insurance, although exceptions are Evans et al 

(2014) and Biosca & Brown (2015). Generally, the majority of the literatures on the 

effects of social transfer focus more on Latin America. There are few empirical 

evidences in the African context and fewer in Eastern Africa.  

2.7   Effects of Social Transfers on Utilization of Health Care Services  

As explained elsewhere, social transfers, especially conditional cash transfer as well 

as in-kind benefits, are widely acknowledged for providing social protection, 

addressing social risk, reducing economic vulnerability while promoting human 

capital development especially in health and education (Samson et al., 2006).  On the 
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part of health, the underlying principle is not only that it will improve the uptake of 

the health care services, but also that the increase in the uptake of the services will 

improve health outcomes.  

Galasso (2006) evaluated the Anti-poverty programme in Chile the Chile Solidario 

that provided in-kind and cash benefits to targeted extreme poor people. About 2-3% 

of the beneficiary households in urban areas and 3% of those in rural areas were 

more likely to enrol in the public health systems. The effect on preventive health care 

visits was found for health visits for children aged below six years and among 

women aged 35 or above. The positive effect of the programme was 4-6% more 

among children, and 6-7% among women, in rural than in urban areas respectively. 

The results on health care visits for the elderly were not significant in urban areas and 

were often negative in rural areas (Galasso, 2006). 

Adato and Bassett (2012) conducted an extensive review of over 300 programme 

documents of more than 20 social transfer programmes in the Latin America and 

African countries and found that cash transfers increased health services use and 

reduction in the incidence of illness among the poor and vulnerable households. The 

effect was associated with beneficiaries being capable of affording the costs 

associated with accessing health care such as transportation, and medical bills. 

Utilization of preventive health care increased among the beneficiaries of 

programmes that transfers conditioned with health education and health care visits. In 

addition, other investments that were associated with income gain, such as improved 

hygiene and sanitation can stimulate better health (Adato et al., 2012). 
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It is argued that conditional transfer results in more usage of health services than 

unconditional transfers. Studies in Honduras and Burkina Faso found that a stronger 

effect of conditionality on attending health visits led to a higher number of visits 

compared to transfers with no conditions (Akresh et al., 2012; Attanasio et al., 2015).  

Benedetti et al. (2016) found weaker (not statistically significant) but consistent 

evidence found in Burkina Faso. They found some improvements in one health post-

natal check-ups among beneficiaries of conditional (facility regular attendance), 

compared to recipients of unconditional transfers. However, in Colombia, 

preventative health care visits among children who were not required to fulfill 

preventative health visits were found to be around 50% lower in both visits and 

health status than those for whom the visit was compulsory (Attanasio et al., 2015).  

Social transfers could result in a decrease in health-care facility visits when the 

transfers have a positive impact on the health of the individual who does not require 

frequent visits to the health facility. This has been reported in Brazil PROGRESA 

and Tanzania TASAF cash transfer programmes (Gertler & Boyce, 2001; Evans et 

al., 2014, 2016). Such a situation is also associated with increased income, which in 

future tend to have a negative association with health utilization (Majo & Soest, 

2012; Schiller, Lucas & Peregoy 2012; Evans et al, 2016). Similarly, Gertler and 

Boyce (2001) study in Brazil found that the 0 to 2-year-old participants in the 

PROGRESA programme displayed a negative impact on the utilization of public 

health facilities. This was consistent with the researchers� hypothesis that 

PROGRESA programme reduced illness and subsequently reduced the demand for 

medical care. 
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Akresh et al. (2012) investigated the effect of cash transfer recipients and found that 

disbursing cash women rather than men in the household were associated with 

greater improvements in preventative health care facility use, but the difference was 

not statistically significant. Also, the transfers received by women aged 50 and above 

in Mexico PROGRESA/Oportunidades, rather than their extended family, led to a 

smaller but significant increase by 0.11 times more in health facility use (Behrman & 

Parker, 2013). 

Hunter et al. (2017) conducted a systematic review of data from 51 studies and 22 

cash transfers and vouchers programmes from low and middle-income countries in 

order to establish the effects of utilization of maternity care services. They found a 

positive and significant effect of conditional cash transfers on the uptake of maternal 

care services in the following countries and programmes: Honduras Programa de 

Asignacio Familia, Guatemala�s  Mi Familia Progres, Indonesia’s Program Keluarga 

Harapan, Mexico�s Prospera, Brazil�s Bolsa Familia  and Uruguay�s  Plan de 

Atencion Nacional a la Emergencia Social. Their findings further suggest that 

conditionality helps to increase the uptake of antenatal care, attended by a skilled 

attendant at birth, birth in a health facility, postnatal care, and quality of care. Other 

studies found no evidence of conditional cash transfer effect in the use maternal 

antenatal care services in Mexico�s Prospera and El Salvador�s Comunidades 

Solidaris Rurales (De Brauw & Peterman, 2011; Sosa-Rubi et al., 2011).   

Empirical evidence indicates that social transfer programmes may be more effective 

in increasing health care services utilization in areas with better quality health care 

facilities (Powell-Jackson & Hanson, 2012). Earlier systematic reviews similarly 

highlighted the importance of existing infrastructure and achieving at least a 
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minimum level of quality for care (Lagarde, Haines & Palmer, 2009; Glassman et al., 

2013). Futhermore, evidence suggests that social and health care system barriers as 

well as programme objectives and conditions determine the effects of social transfers 

on health care utilization. Studies have typically focused on an initial programme 

period, usually two or three years after implementation and many lack a comparison 

with other types of social transfers such as those programmes providing non-cash in-

kind transfers such as scholastic materials and health vouchers. The effects of the 

supply-side services are inadequately linked to effects of social transfer benefits.  

2.8   Effects of Community Health Insurance on Utilization of Healthcare 

Studies indicate that utilization of formal health care services is generally high 

among people who have health insurance although a number of factors which affect 

the process are acknowledged (Ranji et al., 2007; Smith et al., 2008; Gnawali et al., 

2009; Aggarwal, 2010; Devadasan et al., 2010; Blanchet et al., 2012).  Specifically, 

the health service utilized include doctor visits, inpatient services, outpatients� 

services (consultation, laboratory examination, drugs etc), and preventive care. Van 

Gameren and Riascos (2012) argue that insurance decreases the use of self-

medication, and traditional medicine. Nevertheless, it is possible that people use 

them along with health insurance. 

Nguyen, Rajkotia, and Wang (2011) studied the impact of Ghana�s National Health 

Insurance Scheme on households� out-of-pocket spending when accessing health care 

services. Using data from household surveys, they found that despite the generous 

benefits package provided by the scheme, insured people were still making direct 

payments for consultation fees, diagnostics, and drugs purchased at the health 

facilities. As mentioned elsewhere, direct payments for health care pose a significant 
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barrier to access among low-income people. They also found that insured people paid 

more for items not covered by insurance in the process of utilizing health care 

including informal care, unofficial payment to providers, and purchase of drugs 

outside the facility. Nevertheless, the reported incidence of catastrophic OOP 

expenditures was lower (0.9 � 2.8%) among insured. This suggests that NHIS did 

provide some but not full financial protection from OOP payments among its 

members especially among the poorest quintile. It should be noted that authors used 

OOP expenditures with respect to specific illness, hospitalization, antenatal care, or 

delivery and did not include expenditures for preventive care and purchase of 

medicine for health maintenance. 

The above findings on Ghana�s health insurance scheme are similar to the findings of 

the impact evaluation study on the country�s social transfer Livelihood 

Empowerment against Poverty Programme (Handa et al., 2013). It was revealed that 

despite increased health insurance coverage, there were mixed results on part of 

health utilization and morbidity. Despite the large increase in the scheme�s coverage, 

it had no impact on curative care seeking, but it has increased preventive care among 

girls aged under-five years. Results on morbidity are mixed: increasing for children 

under-five years but decreasing for children aged 6-17 years. Other studies in Asia 

and West Africa suggest that many health insurance schemes offer very limited 

financial protection to those with chronic diseases (Shi et al., 2010; Fink et al., 

2013). In rural areas of Asia, about one-sixth of schemes member households spent 

more than 40% of their non-food expenditure on treatment of chronic diseases (Shi et 

al., 2010). Similar situations of catastrophic health expenditures were pushing 

households into poverty in Tanzania (URT, 2013). 
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Kankeu et al (2013) conducted a review of the financial burden of non-

communicable diseases in low- and middle-income countries. They found that non-

communicable diseases imposed a substantial financial burden on many members of 

health insurance schemes among the poor in low income countries. There are limited 

health insurance benefits covering for non-communicable diseases in existing 

insurance schemes. The financial costs of obtaining care also impose insurmountable 

barriers to access for some people, which illustrate the urgency of improving 

financial risk protection in health in low income settings and ensuring that non-

communicable diseases are also taken into account in health insurance schemes.  

Gnawali et al. (2009) examined the effects of community-based health insurance on 

utilization of health care services in rural areas of Burkina Faso. They covered 1,309 

households and applied a propensity score matching to minimize the observed 

baseline differences in the characteristics of members and non-members of the 

scheme. A two-stage Logit Model Analysis was employed to determine the decision 

to enrol and whether household used the services. It was revealed that the scheme 

members had an overall 40% more increase in outpatient visits in the events if illness 

than non-scheme members. This increase was only significant in the richest quartile. 

It was further found that the very poor households were less likely to enrol in the 

scheme, and once enroled, they were less likely to utilize health care services than 

richer households.  

The above findings are in line with the findings of the study on the effects of CHF on 

health care provision in Tanzania (Msuya et al., 2004). They surveyed 200 

households in Igunga District, which is the first district in the country to implement 

CHF in 1996. Applying Probit Regression Analysis, it was found that membership in 
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CHF and household income were significant variables affecting the decision of 

households to seek for health care in the event of illness or injury. CHF member 

households were 15% more likely to get health care than ill individuals were in non-

members households. Msuya et al. also reported that CHF members� households 

were significantly more likely to seek care from formal health care facilities than 

non-CHF member�s households. 

Abebrese (2014) examined the effects of health insurance on the utilization of health 

care among rural farm households. The survey covered a total of 384 farm 

households in Ghana in the Akuapem South District. He applied multinomial logit 

and logistic regressions to address the effects of health insurance on service 

utilization. It was found that health insurance had a robust, significant and positive 

effect on the choice of health facilities but it had a negative effect on access to 

prescription medicines at the facility.   

King et al. (2009) reported the effects of Mexico�s health insurance scheme Seguro 

Popular. They found no effect of utilization of health care services among members 

of the scheme. Sosa-Rubi et al. (2009) reported differing results that members of the 

scheme who were diabetic had had better access to diabetic care than diabetics who 

were non-members of the scheme. Similarly, studies in Burkina Faso, India and 

China reported that community-based insurance schemes resulted in an overall 

increase on outpatient health care utilization, but there was no impact on inpatient 

utilization (Gnawali et al. 2009; Wagstaff et al, 2009; Aggarwal, 2010). However, 

Lei and Lin (2009) found no overall effect for utilization, but a drop in the use of 

traditional and preventive medicine in China.   
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2.9   Conceptual Framework 

A conceptual framework is a narrative outline which explains the natural progression 

of the phenomenon under the study. It is linked with the concepts, empirical evidence 

and theoretical construct used in promoting and systemizing the knowledge espoused 

by the study (Adom, Hussein & Agyem, 2018). The conceptual framework (Figure 

2.1) for this study takes into account the theoretical perspectives of the Expected 

Utility Theory, the Andersen Model of health services utilization and Social Risk 

Management framework. The study envisaged that receiving transfers in cash or in-

kind has the potential to influence enrolment in health insurance and utilization of 

health care services. The nature and magnitude of the influence can vary based on 

various variables such as the economic wellbeing (e.g. assets), age of household 

head, sex, marital status, education, occupation, health insurance literacy, perceived 

quality of care, distance to health facility, occupation and other demographic factors.  

There are about four major dimensions and associated variables considered in the 

framework.  First, there are social transfer programmes run by the government and 

non-government institutions which target and extend benefits (cash or in-kind) to 

poor (beneficiaries). Second, the effects of transfers on beneficiaries� households� 

economic welfare in terms of assets accumulation, savings and productive 

investments are established. Under the social risk management framework, it is 

described as risk coping or livelihood diversification which is important in enabling 

households to meet other basic needs beyond smoothing consumption. Third, based 

on the expected utility theory, the individual decision of whether to insure or not 

depends upon the demand for health insurance that reflects individuals� risk aversion. 
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Figure 2.1: Conceptual Framework  
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Nevertheless, the expected utility theory may not take into account other 

socioeconomic factors that might affect enrolment; hence, from the Andersen Model 

and Social Risk Management framework, such socioeconomic factors were drawn. 

From the Andersen Model of health care use, some explanatory variables 

incorporated reflect predisposing, need and enabling factors which determine 

utilization of healthcare services as shown in the model. Therefore, it is hypothesized 

that households might be able to pay the CHF premium if they have accumulated 

enough assets, savings or productive investments.   

The fourth dimension that the conceptual framework attempts to explain is what 

happens in terms of utilizing health care services after households have become a 

member or non-member of CHF. Apparently, in the event of illness, households who 

are members of CHF scheme do visit and utilize services at health facilities.  At the 

same time, there are individuals who, despite being member of CHF, will sleep-off 

sickness or forgo treatment, hence failing to attend the health facility. Such 

individuals do so because they are unable to utilize services for reasons such as long 

distance to the health facility, dissatisfaction with the services, lack of transport or 

prior experience self-prescription.   

On the other hand, there are households whose social transfer benefits had not led to 

assets accumulation and they are not members of CHF scheme.  In the event of 

illness, such households will either make direct payment at the health facilities or 

forgo treatment because they cannot afford or as result of other non-financial barriers 

such as distance, lack of human resource for health, lack of specialized services, etc. 
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From a theoretical perspective, health insurance may influence the individual�s 

preferences in seeking care by removing the financial barriers to access. The 

expected output from health insurance is an increase in utilization of health care 

among members. This determines whether, in the event of illness, those enroled in 

the insurance schemes can seek and utilize care. In turn, basing on the expected 

utility theory, households who are not members of schemes might in future, rethink 

their decision whether to enrol or not. A measure of utilization of health care services 

was made by establishing whether a sick household member visited a health facility 

for outpatient and inpatient services.  

2.10 Research Gap  

The role played by social transfers in ensuring consumption smoothing food 

expenditure and health is widely discussed in the literature (Adato & Basset, 2012; 

Akresh et al., 2012; Schiller et al., 2012; Behrman & Parker, 2013; Attanasio et al., 

2015; Benedetti et al., 2016; Davis et al., 2016; Mariotti et al., 2016; Merttens et al., 

2016; Hunter et al., 2017; Valli, 2017). Earlier studies have also revealed that cash 

transfers can improve household economic welfare. This is mainly done through 

engagement in productive activities such as agriculture, small business, accumulation 

of durable and livestock assets and savings (Farrington et al., 2007; Doetinchem, et 

al., 2008; Soares et al., 2010; Adato & Bassett, 2012; Angelucci et al., 2012; Asfaw 

et al., 2014; Covarrubias et al., 2012; Merttens et al., 2013; Evans et al., 2014: 

Merttens et al., 2015). Furthermore, studies have reported the effects of social 

transfers on health care services utilization among recipients� household members 

(Sosa-Rubi et al., 2011; Adato & Bassett, 2012; Akresh et al., 2012; Schiller et al., 

2012; Evans et al., 2014; Attanasio et al., 2015; Evans et al., 2016; Hunter 2017).  
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Despite such knowledge in the literature, there are gaps that characterize effects of 

cash and in-kind transfers to enable the poor in the uptake of health insurance and 

improve utilization of health care services. Therefore, this study attempts to shed 

light upon the important issues as discussed below.  

There is ongoing debate regarding the effects of social transfers in improving 

economic welfare and health care utilization. Many of the previous studies have 

produced mixed results (Farrington et al., 2007; Covarrubias et al., 2012; Akresh et 

al., 2013; Evans et al., 2014; Daidone et al., 2014; Okoto-Akoto et al, 2014; 

Pellerano et al., 2014; Davis et al., 2016; Mariotti et al., 2016; Merttens et al., 2016; 

Valli, 2017). Some of the studies reported that cash transfers have positive economic 

effects as well as positive health care utilization while in other studies, cash transfers 

were either revealed to have no effects or to have a negative association. The gap in 

the literature widens by the dearth of evidence on the effects of in-kind transfers on 

health care utilization. 

The question whether cash or in-kind transfers enhance community health insurance 

uptake is rarely addressed in the literature. The question whether beneficiaries of 

cash or in-kind transfer with health insurance coverage do manage better their health-

seeking behaviour than those without coverage have also been largely ignored. A 

similar situation exists in Tanzania context, with exception of study on the evaluation 

of TASAF�s pilot community-based conditional cash transfer (Evans et al., 2014; 

2016).  
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Nevertheless, factors that determine household willingness and ability to join into 

community health insurance schemes are mixed across studies. In addition, evidence 

in the available local empirical studies put more emphasis on factors affecting 

enrolment in CHF and less consideration on the effects of CHF on the utilization of 

healthcare services.  

A large body of the literature in developing countries has concentrated on studying 

the role of cash transfers programmes, this making it impossible to determine how 

much of the effect is due to the recipient�s in-kind transfers. This knowledge gap is 

further extended in Tanzania. The literature largely ignores the role played by small-

scale social transfer programmes run by various non-governmental organizations in 

the uptake of community health insurance and utilization of health care. That is how 

such small-scale programmes identify the poor who are recipients of transfers, 

remains unclear.  
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CHAPTER THREE 

RESEARCH METHODOLOGY 

3.1 Introduction  

This chapter describes the methods and procedures applied in the study. It describes 

the choice of the study location, research design and sampling procedure. Further, the 

methods and instruments used in the data collection and analysis, and procedures are 

presented. Finally, it discusses data quality control procedures applied, limitations 

and challenges encountered in data collection and the validity and reliability 

measures. 

3.2   Study Location and Justification for its Selection 

The study was conducted in Dodoma region. The region has a total population of 

about 2,083,588 people (URT, 2012). The region is one of the poorest regions ranked 

in terms of human development index and human poverty index (Dodoma Regional 

Secretariat, 2013; World Bank, 2015). Dodoma was thought relevant for the current 

study because the region is the pioneer of implementing one of the popular CHF 

reforms in the country (Reformed CHF) and was regarded as one of the best practices 

in the country. Such reforms included issuing CHF cards for every registered 

household member instead of one card issued for entire household. The current CHF 

practice also includes access to the Regional Referral Hospital and district health 

facilities throughout the region. CHF is currently governed by the District Councils 

under the operation of CHF management team led by the District CHF Manager. The 

reform has withdrawn the role of Council Health Management in the scheme�s 

management; hence, allowing them to focus only on the core role of healthcare 

provision (URT, 2015). Therefore, Dodoma was information-rich in respect of the 

study of this kind.  
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Despite CHF reforms, its coverage is relatively low as in other regions in Tanzania 

with rates rarely reaching 10% (Haazen, 2012; Kalolo, 2016). In 2016, the region had 

about 8.3% of households� population as active members. Active member 

households per district were as follows: Municipality (10.4%), Chamwino (8.5%), 

Kongwa (10.1%), Mpwapwa (4.7%), Kondoa (13.8%), Chemba (6.2%), and Bahi 

(4.4%). It should be noted that these data for CHF enrolment vary from time to time 

because for each month, some membership expires and others renewed.  

Specifically, the study covered three districts, namely Dodoma municipality, Kondoa 

and Chamwino.  These districts were selected because of specific features related to 

the availability of the two types of social transfer programmes implemented in the 

areas which are of interest in this study as described below. Within each district, 

from the list of villages that have cash and/or in-kind transfer programme 

implemented in the area, two villages/streets were randomly selected. 

3.2.1 Dodoma Municipality 

Dodoma Municipality was chosen for the study because all of the three sampled 

programmes were implemented. It is the only district with a referral hospital. The 

municipality covers an area of 2,769 square kilometress. It is characterized by both 

urban and rural qualities. Dodoma Municipality is bordered by Chamwino district in 

the East and Bahi district in the West. It lies between latitudes 6” and 6.3” South, and 

longitude 35.3” and 36.02” East (Dodoma Regional Secretariat, 2013). Dodoma 

Municipality has 4 divisions, 41 wards, 170 streets, 18 villages, and 89 hamlets. The 

estimated population of the Municipality according to the Population and Housing 

Census of 2012 was about 410,956. Seasonal rainfall distribution with long dry and 

short wet seasons, an average annual rainfall of about 550 � 600mm characterizes 
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Dodoma Municipality. The Municipality has ten frequently occurring diseases: 

Malaria, Urinary Tract Infections, diarrhoea, skin infections, Pneumonia, intestinal 

worms, acute respiratory infection, eye diseases, and protein-energy malnutrition.  

3.2.2 Kondoa District  

Kondoa was selected because Compassion programme and TASAF were 

implemented in some of its villages. The district has a total area of 13,210 square 

kilometres. It lies between latitude 4.12” to 53” South and longitude 35.6” to the 36.2” 

East. In the North, the district borders with Babati district, Kiteto district in the East, 

Manyoni district in the South-west, Singida district in the West and Hanang district 

in the North-west (Kondoa District Council, 2012). According to the 2012 census 

report, the district had a total population of 269,704 people whereby 136,518 were 

males and 133,186 were females. The average household size is 5 � 6 people. The 

economy of the district depends on agriculture and animal husbandry for about 95% 

of the district income and the remaining 5% is from other sectors like small-scale 

industries, mining, and bee-keeping (Kondoa District Council, 2012). The district is 

administratively composed of 7 divisions, 42 wards, and 180 villages. About half the 

population can access health facilities within 5 km walking distances, the remaining 

has to travel or walk long distances to reach such facilities.  

3.2.3 Chamwino District  

Chamwino was selected because it had CKP and TASAF programmes being 

implemented in the district. It has rich experience of implementing TASAF cash 

transfer programme because it was among the three pilot districts in the country to 

implement Community-Based Conditional Cash Transfer programme. The 

programme formed a base of the current nationwide TASAF programme. The district 
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is located in the central plateau of Tanzania which extends between latitude 40” and 

80” south and between longitude 35” and 37” east. The district has a dry Savannah 

type of climate, characterized by a long dry season, and a short single wet season. 

The average rainfall per annum is 500mm. The district shares borders with Kiteto 

District to the East, Iringa Rural to the South, Dodoma Municipality to the West, and 

Kondoa District to the North. Administratively, the district has five divisions, 36 

wards, 107 villages, 814 hamlets, all covering a total area of 8,056 square kilometres. 

According to the 2012 National Population and Housing Census, the total population 

wass 330 543 people, of which 158 882 (48%) were males and 171 661 (52%) were 

females (URT, 2012). Agriculture and livestock sector constitute the mainstay of the 

economy for about 80% of the district population (Chamwino District Council, 

2012).  
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Figure 3.1: Map of the Districts, Villages and Streets under the Study   
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 3.3 Research Design  

This study used a cross-sectional design and employed a concurrent embedded 

strategy. Data were collected at one point in time and there was a single phase of data 

collection for both quantitative and qualitative data. Cross-sectional means that data 

collected measures the characteristics as they exist at the time when data were 

collected (Graziano & Raulin, 2013).  It is widely argued that cross-sectional studies 

enable the researcher to make inferences on the target population at the same time be 

capable of comparing several different variables (Yin, 2003; Teddlie & Tashakkori, 

2003; Creswell, 2009; Graziano & Raulin, 2013).  

As previously mentioned, UHC as a global agenda needs to be addressed and 

understood in a comprehensive way. The current study aimed to gather information 

from different respondents including community member, officials social transfer 

programmes, local and district council officials. Thus, it was considered relevant to 

apply different methods of data collection. Steckler et al. (1992) argued that social 

interventions involve complex phenomena which may need the application of 

multiple methods in order to properly understand them.  

A concurrent-embedded strategy is a type of mixed method approach. An embedded 

strategy is a combination of data collection methods which one method prevails as 

predominant over the other method(s) (Creswell, 2003). Under this strategy, the 

predominant method guides the study and the less dominant method is embedded 

within the predominant one (ibid).  In the current study, priority (predominance) was 

given to quantitative method (the household survey) and less dominant was 

qualitative methods (such as key informants interviews and focus group discussions). 
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This strategy leads to methods and data triangulation. Data were integrated in the 

results and analysis phase of the study.  

 
There are various reasons for employing an embedded strategy against other related 

mixed methods. First, it allows collection of both quantitative and qualitative data in 

a single phase of data collection, therefore, it saves both time and financial resources. 

Unlike sequential strategies which involve two phases of data collection and analysis. 

Second, the method is valuable as it enables the researcher to cross-validate and 

substantiate data, allowing for viewpoints from each method (Creswell, 2003). Third, 

it enables the embedded methods to either address different questions or seek 

information from different categories of respondents than the predominant method. 

Epistemologically, answering the what, why or and how questions requires multiple 

sources of information. Hence, the qualitative methods help the researcher to use 

qualitative findings to help interpret and explain some of the quantitative data. It also 

helps to describe some aspects that cannot be quantified (like perceptions, 

understanding, etc.) and from different categories of respondents such as Local 

Government Officials, village street leaders and community members who were not 

sampled in the household survey.  Therefore, the quantitative method or qualitative 

method, by itself, would have been inadequate to develop multiple perspectives and 

to have an in-depth understanding of the research problem. So, employing mixed 

methods allows the limitations of one method to be checked by the other method 

(Creswell, 2003; Terrell, 2012). 
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3.4 Sampling 

3.4.1 Population, Sampling Frame and Sampling Unit 

The population of this study was beneficiaries of cash and in-kind transfer 

programmes in Dodoma Municipality, Chamwino and Kondoa Districts. The 

sampling frame in this study refers to list of household beneficiaries of TASAF, 

Compassion and CKP programmes in the villages selected for the study. The lists 

were obtained from the programme offices. These lists contained the name of 

villages and number of beneficiary households for respective programme. A 

household beneficiary of cash or in-kind transfer programmes was considered as a 

sampling unit for this study. The aim was to select two villages in each district. From 

the list of villages and number of households per each village, six villages were 

randomly selected, two villages in each district. 

Table 3.1 Sampling Frame of Beneficiaries of Social Transfers in the Study Area 

 
 

Village  

Sampling frame  

TASAF Compassion CKP Total District  

Mnadani  88 250 0 338 Dodoma 

Municipality  

Hombolo 

Bwawani 

433 0 144 577 Dodoma 

Municipality 

Mahamha  351 0 50 401 Chamwino 

Nzali  0 0 70 70 Chamwino 

Munguli  118 0 0 118 Kondoa  

Pahi 285 250 0 535 Kondoa  

Total  1275 500 264 2039  

Source: TASAF, Compassion and CKP beneficiaries lists as of March 2016 
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3.4.2   Sampling Procedure and Sample Size 

This study applied a multistage sampling technique. It involved six key stages from 

the selection of the region to the selection of the beneficiary households. The first 

stage involved purposive sampling to select the Dodoma region. The second stage 

also involved purposive selection of the three social transfer programmes. A large-

scale programme delivering cash to the poor household was selected, that is TASAF, 

and the two programmes selected delivering non-cash transfer to poor and vulnerable 

households were Compassion and CKP programmes. The third stage involved the 

purposive selection of the three districts. Based on the information described in 

section 3.2, Dodoma Municipality, Chamwino and Kondoa districts were selected. 

Among others, the selection the study districts was based on the presence of 

programmes delivering cash and in-kind benefits to poor houseshold.  

The fourth stage involved selection of the villages/streets which the programmes 

were implementing. As indicated in Table 3.1, six villages were randomly selected. 

These villages were Mnadani and Hombolo in Dodoma municipality; Mahamha and 

Nzali in Chamwino district; and Munguli and Pahi in Kondoa. All of the villages 

included in the list had experience of not less than three years in implementing the 

programmes. The fifth stage involved random sampling of beneficiary households for 

household survey. From the sampling frame, a total number of beneficiary 

households in the selected villages was 2039. Therefore, the sample size for the 

household survey was calculated using the formula developed by Yamane (1967) as 

shown below: 
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Where n = Sample size, N=Population size (for this case is household beneficiaries 

of social transfers programmes), e= level of precision (5%).  

 

 

                                                             n=334 

Therefore, the sample size was 334 households. To account for non-response rates, 

the sample size was increased. Basing on Wilks et al. (2007) the expected response 

rate for non-sensitive research is between 90 to 95%. But for the nature of the present 

study, some respondents especially the beneficiaries of the cash transfer may not 

agree or feel free to discuss with �outsider� issue s related to household economic 

welfare and programme conditionality. This is because of fear to be dropped out of 

the programme if they are known to be affluent or do not comply with some 

conditions attached to the benefits received, then a response rate of 80% was 

assumed. This means that the refusal rate was 20%. Then the total sample size was 

calculated using the following formula: 

Total sample size (n) = Desired sample size ÷ (1-re fusal rate) 

                                  = 334 ÷ (1-0.2) 

                                   = 417.5  

From calculation, the estimated total sample size was 418, but a total of 420 

households were included in the study (Table 3.2).In a sixth stage, disproportionate 

stratified sampling was applied to obtain the respondents for the household for each 

category. Disproportionate sampling was applied instead of proportionate sampling 

in order to ensure that beneficiaries of in-kind transfers who existed in small numbers 
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compared to cash transfers are represented in sufficient number that allows statistical 

analysis, i.e. minimum of 30 cases per village/street for each programme. Therefore, 

based on disproportionate assumptions, a decision was reached to sample 70 

households each village/street.  This decision was based on the assumption that, if 

two programmes were implemented in a single village/street, then respondents for 

each programme should not be less than 30. Systematic random sampling was 

employed to select respondents for household survey. Table 3.2 presents the number 

of households surveyed per programme in each district.  

It should be noted that during data cleaning and analysis, some questionnaires were 

found to miss important information such as type of social transfer programme, 

details about membership in CHF, and other important information was incompletely 

filled. Because of these reasons, 18 household questionnaires were rejected, therefore 

total 402 households were actually included in the data analysis.  

 
Table 3.2: Distribution of Respondents for Household Survey per Programme 

District in each District 

 
District  TASAF  

(Cash 

Transfer) 

Compassion 

(In-kind 

Transfer) 

CKP 

(In-kind 

Transfer) 

Total  

Dodoma 

Municipality  

47 47 46 140 

Chamwino 70 0 70 140 

Kondoa  70 70 0 140 

Total  187 117 116 420 

Source: Household Survey (2016) 
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3.4.2.1   Sampling of the Key Informants 

The study employed purposive sampling to select respondents for in-depth interviews 

who were mainly officials of social transfer programmes namely TASAF, 

Compassion and CKP, and district councils. CHF managers, health facility in-charge 

were also interviewed. A total of thirteen key informants were interviewed. 

 
3.4.2.2   Sampling of the Participants for Focus Group Discussion     

Participants for Focus Group Discussions (FGDs) were purposively selected. This 

was done in collaboration between principal researcher and leaders at the village or 

street level. FGDs were conducted with three categories of participants, namely, 

beneficiaries of social transfer programmes, non-beneficiaries of social transfer 

programmes and members of the village/street councils. FGDs with the beneficiaries 

and non-beneficiaries of programmes were held separately for women and men. And 

the criteria for selection was the head of household. Each composed of an average of 

8 participants. The FGDs with members of the village/street councils were not 

inckusive in terms of sex. 12 FGDs were held with the beneficiaries and non-

beneficiaries of programmes while 6 FGDs were held with members of village 

councils. A total of 18 FGDs were conducted. MacDougall and Fudge (2001) argues 

that the number of FGDs depends on the information needed. Therefore, the number 

of FGDs was considered sufficient because the method aimed to complement the 

data obtained through the household survey.  

3.5 Types of Data  

Primary and secondary data were employed in this study. The descriptions of each 

type of data are presented in subsections below. 
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3.5.1 Primary Data  

These are data which were collected by the researcher from first hand source for the 

purpose of this study. They included data collected directly from the respondents or 

from observation. Thus, primary data were collected from: (i) heads of households, 

(ii) District TASAF officials, (iii) Compassion programme Officials (iv) CKP 

officials (v) members of village councils. 

3.5.2 Secondary Data  

Secondary data is any second-hand information that has been previously collected by 

others and can be accessed and more analysis can be performed by other users. This 

study collected data from sources including Compassion programme reports, CKP 

report, programme offices, district council offices, health facilities, TASAF PSSN 

Operational Manual, TASAF Quarterly Implementation Progress Reports, The World 

Bank reports for TASAF PSSN implementation status reports, and Household 

Budget Surveys and Demographic Health Surveys reports. 

3.6 Data Collection Methods  

As it has previously been described, this study aimed at contributing to the missing 

empirical knowledge on the effects of social transfers on the enrolment in the 

community health funds (a form of community health insurance) and on the 

utilization of health care services among the beneficiaries of transfers. The study 

aimed to provide detailed empirical analysis that can be generalized to the larger 

population. The choice of methods and instruments of data collection was informed 

by the choice of the mixed methods approach and the cross-sectional design of the 

study. To attain the desired end, quantitative and qualitative methods were applied, in 

which qualitative data collected played a supportive to quantitative data. Therefore, 
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this triangulation of methods involved collection of quantitative data through 

household survey and secondary sources, while the qualitative data were collected 

through in-depth interviews with key informants, FGDs, and documentary review. 

Instruments used to obtain data for each method are described in the subsequent sub-

sections.  

3.6.1 Questionnaire   

Collection of quantitative data was done through a household questionnaire which 

was administered to the heads of beneficiary households. In case the household head 

was not available or could not respond due to disability, illness or absence, the 

spouse was interviewed. The vast majority of the household heads was present and 

was able to respond. Only for few cases, a spouse was interviewed on behalf of the 

head. Questions on the household questionnaire included: socio-demographic 

characteristics of the respondents, household wealth profile, type of transfers 

received, health expenditures, health-seeking behaviour, participation in CHF, and 

accessibility, availability, affordability, adequacy, and acceptability of health access.  

On the part of the utilization of health care, the household survey collected data on 

utilization of health care services at the household level for cases of illness or health 

conditions (for example antenatal, postnatal care) reported in the period of 4 weeks 

and 12 months preceding the survey. If an ill member of the household visited health 

facility without staying overnight in the health facility in the period of 4 weeks 

preceding the survey, this was categorized as outpatient services. For cases reported 

in which an ill member of the household was hospitalized (admitted, staying 

overnight at the facility) in the period of 12 months preceding the survey, it was 

regarded as inpatient services. If the household reported more than one case of 
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illness, the most recent case was inquired. This was done to ensure accurate reporting 

of data by the respondent to minimize the challenge of memory lapse because most 

of the household do not keep formal medical records such as payment receipts, 

inpatient discharge forms, and patient�s copy of the health provider�s patient claim 

form for those who are members of health insurance schemes.  

The questionnaire was interviewer administered to the head of households. This was 

done in order to ensure completeness of information, and to avoid barriers to 

respondents who could not read and write. This was done to aid in probing for further 

clarification (Babbie, 2001). The questionnaire composed of closed and open-ended 

questions which also imply some elements of triangulation which increase data 

validity.  Majority of the qualitative data collected by questionnaire were then coded 

and transformed to allow statistical analysis to be performed.  

The principal researcher in collaboration with five trained research assistants 

conducted the household survey. The research assistants were recruited based on 

their level of education as well as local knowledge of the culture of the study area. 

All the five research assistants had a minimum of Bachelor�s degree (mostly rural 

development planning, project planning, and community development) and research 

as well as work experience in rural development and research data collection.  

Before embarking on data collection, all the research assistants participated in a 

three-day training to familiarize themselves with the study objectives, understanding 

the questionnaire, and clarification of some key questions. The questionnaire was 

then pre-tested and the findings were used to fine-tune some of the questions before 

the main data collection exercise. The pre-test was done in Mnadani Street in 
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Dodoma Municipality which is one of the study areas, but the interviewed 30 

respondents were not included in the main survey.     

3.6.2   Key Informants Interview Guide 

Key informant interviews were guided by an interview guide. Key informant 

interview is a less structured conversation with people who have deep knowledge 

about a specific topic a researcher wishes to understand. Key informants� interviews 

are conducted in a manner that allows the discussion to be focused and guarantees 

two-way communication (Kalanda, 2012). This type of interview technique was 

appropriate for this study because the information was collected directly from an 

insider�s point of view (Auebarch & Silverstein, 2003). These interviews were 

conducted with programme officials for TASAF, Compassion Programme, CKP, 

CHF District officials, and in-charge of health facilities. These informants were 

interviewed by virtue of their positions and they possessed detailed knowledge of 

various issues regarding the study objectives. Interviews were held in the respective 

offices of the informants or other agreed places. Key informants were asked for their 

consent to allow the researcher to use a voice recorder in order to capture all 

information. In case the consent to record was not granted, only notes were taken as 

the interview proceeded.  

Programme officials were interviewed because of their roles in programme 

implementation, knowledge of methods applied by the organization in identifying the 

poor households, coverage of beneficiaries, cost involved in selecting the poor, and 

other relevant information. CHF managers were interviewed because they are in-

charge of District CHF Management Team. They are responsible for implementing 

district CHF strategies, activating CHF memberships, coordinating and making 
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follow-ups for premium collection; managing contributions, overseeing the work of 

the enrolment officers, claims processing, and applications for matching grants from 

the government through NHIF. District Medical Officers are responsible for 

management of medicines, medical supplies, equipment for health facilities, utilizing 

the funds reimbursed by the CHF management, and carrying out supervisory visits to 

the health facilities.   

3.6.3 FGDs Guides  

FGDs provide a means for understanding a variety of ideas and feelings that 

individuals have about certain issues or themes (Rabiee, 2004; Creswell, 2002). The 

rationale for employing FGDs in this study was based on the assumption that, people 

get caught up in the spirit of group discussion and after interacting with other group 

participants, they may reveal more than they would in the more formal interview 

(Ritche & Lewis 2003). Along with the encouragement from the facilitators, 

interactions within the group help to stimulate participants in giving their views, 

perceptions, motives and explicit reasons. Therefore, FGDs can offer means for 

revealing the differences in viewpoints between groups of individuals through in-

depth exploration than during the household survey.  

As previously described, FGDs were conducted with members of social transfer 

programmes, non-members of social transfer programmes, members of village/street 

councils. FGDs for programmes� members and non-members were held separately 

for male and female. FGDs aimed to gather rich information regarding programme 

implementation in respecive areas,  the process of identifying beneficiaries, how 

difficult or successful is the process, how effective is the process in identfying the 

deserving poor, access to health services and community mobilization for CHF. 
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Information on community participation in CHF was also discussed with members of 

the village council who are also expected to promote community enrolment in CHF.  

3.6.4   Documentary Review   

A review of published and unpublished documents relevant to the themes of the 

study was done in order to get deeper insights of the social transfer programmes, 

CHF, UHC, policies, guidelines as well as understaning of the study locality.  This 

involved reviewing document documents from TASAF offices, district councils, 

churches centres implementing Compassion International Tanzania programmes, 

CKP offices, CHF as well as government policies and guidelines. Information 

obtained from such offices provided insights on aspects such as the monetary value 

of supports given to poor households, beneficiary eligibility criteria, programme 

coverage, and success stories. This technique provided supplementary information 

for other data collection methods and was helpful in the preparation of the 

beneficiaries sampling list. The review process also involved retrieval of published 

documents, books from various electronic databases related to health access and 

utilization, cash transfers, in-kind transfers, UHC community-based health insurance.    

3.7   Data Analysis 

3.7.1 Quantitative Data Analysis 

Quantitative methods normally result in numeric data which are usually processed by 

computer software, and which can be analyzed by accepted statistical tests and 

models (Maxwell, 1998). Quantitative data from the household survey were cleaned, 

coded, and analyzed through Statistical Package for Social Sciences (SPSS) software 

and STATA 12. Then, depending on the requirements of a particular objective, they 

were subjected to descriptive statistics, bivariate analysis (such as cross chi-square 
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test), and inferential analysis such as principal component analysis and linear 

regression. The quantitative data analysis process for socio-economic characteristics 

of respondents and each objective is described below: 

3.7.1.1 Socio-economic Characteristics of the Household  

The households� characteristics which were of interest to the study included 

household head�s age, sex, level of education, marital status, occupation, household 

size, number of children, geographical location and housing conditions, among 

others. The study used chi-square cross-tabulations to analyze such characteristics 

according to their participation in programmes. In addition, Principal Component 

Analysis (PCA) was used to categorize the poor and non-poor households based on 

their ownership of assets as described in the section 3.7.1.2.  

3.7.1.2 Household Wealth Status (Index)  

The study established the wealth profile in order to categorize the poor and non-poor 

households based on assets ownership indicators (asset-based wealth index). This 

was done with the help of the PCA. Using asset (non-monetary) information in 

establishing wealth index of the household is widely acknowledged than monetary 

measures such as income and consumption expenditures because asset information is 

more stable and reliable than monetary records which are not kept, poorly kept and 

unreliable (Vyas & Kumaranayake, 2006; Howe et al., 2008; Howe et al., 2008; 

Karlan & Thuysbaert, 2016). An asset-based wealth index has been widely used as 

alternative measures to income in international recognized larger scale and multi-

country household surveys such as Demographic and Health Surveys, Living 

Standard Measurement Surveys (established by the World Bank), and Multiple 

Indicator Cluster Survey (developed by UNICEF).  PCA is a �multivariate statistical 
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technique used to reduce the number of variables in a data-set into a smaller number 

of dimensions� (Vyas & Kumaranayake, 2006). Howe et al. (2006) state that PCA: 

��involves replacing a set of correlated variables with a set of 
uncorrelated ’principal components’ which represent unobserved 
characteristics of the population. The principal components are 
linear combinations of the original variables; the weights are 
derived from the correlation matrix of the data or the covariance 
matrix if the data have been standardized prior to PCA. The first 
principal component explains the largest proportion of the total 
variance�. 

Chomi et al. (2014) applied PCA to establish household wealth status in the study of 

health care utilization in multiple health insurance systems in Tanzania. In 

mathematical terms, Vyas and Kumaranayake (2006) state that from an initial set of 

n correlated variables, PCA produces uncorrelated components where each of them is 

a linear combination of the initial first components (variables). It can be illustrated 

that, from a set of variables   through  

 

                                                          

 
  
 
Standardized household wealth according to equation:  
 
 
 
 
 
 
 
Where  is the weight for mth principal component and the nth variable (Vyas & 

Kumaranayake, 2006), Ai is the standardized asset index score per household i, the 

� k�s are the factor loadings or weights of each asset k, and the � ik�s are the 

standardized values of asset k for household i, i.e., xik is the ownership of asset k by 

household i, and    k and sk  x = sample mean and standard deviation of asset k for 
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households in the data set. In this analysis, PCA was run on 15 assets including land, 

bicycle, motorcycle, television, mobile phone, sponge mattress, radio, livestock, 

chair, table, iron, wooden bed, sewing machine and refrigerator. Five components 

were extracted. These explained 60% of the variance of the entire 15 variables.  The 

first component was chosen in constructing the index because it had the highest 

Eigenvalue of 2.872 and it explained 19.15% of the total variance. The wealth index 

(also known as the index of relative poverty) was generated containing scores for 

each household representing poverty status in relation to other households in the 

sample.  

It was the interest of the study to generate two categories of household poverty status 

namely poor and non-poor. Therefore, households with wealth-scores below an 

average household asset index were categorized as poor and those above the average 

mean score were categorized as non-poor. This approach was also used by Parmar et 

al. (2012) to capture the socio-economic status of households participating in a 

community-based health insurance scheme in Burkina Faso. The weaknesses of using 

the asset-based index as a proxy for household wealth are acknowledged as they are 

advantages of using monetary measures. But it is equally worthy to claim and 

understand that assets ownership tends to fluctuate less than income or consumption 

expenditures (Kolenikov & Angeels, 2009). 

3.7.1.3 Specific Objective One 

The bulk of the data for this objective was gathered through qualitative data. The 

quantitative data for this study which address this objective were analyzed through 

descriptive statistics and chi-square. In this study, effectiveness was defined in terms 

of cost efficiency that is whether there is inclusion and exclusion errors in identifying 
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the deserving beneficiaries of social transfers. This means resources going to those 

who do not deserve based on the agreed criteria. Also, whether the programmes 

resulted into too much fragmentation, this means lacks of economies of scale if each 

programme conducts its own process of identifying the poor. Effectiveness was 

assessed based on whether the programme resulted into stigma in the community and 

also the extent of community participation in identification exercise and programme 

meetings.  

3.7.1.4 Specific Objective Two 

The study used descriptive statistics and cross-tabulations with Fisher�s exact test and 

Cramer�s V test to analyze the quantitative data gathered about the effects of cash 

and in-kind transfers on household assets accumulation and productive investments.  

3.7.1.5 Specific Objective Three 

Logistic regression was used to test the effect of social transfers on CHF enrolment 

while controlling for other selected socioeconomic variables. Logistic regression is a 

statistical technique that is often employed to analyze the relationship between a 

dichotomous outcome (dependent) variable and several independent (predictor) 

variables. The most direct interpretation of the regression variant is a determination 

of the relative importance of each independent variable in the prediction of the 

dichotomy dependent measure (Hair, 1998). Logistic models have been widely 

utilized in health science and public health studies. Kimani et al. (2012) employed 

the model in the cross-sectional study on public participation in health insurance 

programme in Kenya.  
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There can be various reasons for choosing Logistic regression model instead of other 

models such as linear regression. The major reason in favour of logistic regression is 

that if an analysis employs linear regression, then it may result to irrational 

estimations when the dependent variable is binary. Hence, it may cause 

heteroscedasticity when the variability of the variable prediction is out of 0 and 1 

range. This problem is solved by logistic model by fitting the nonlinear function to 

the data. This is made possible by the cumulative distribution function of the logistic 

distribution which rescales any number to fit in a range of 0 and 1.  For this study, 

the dependent variable (CHF membership) is a binary variable which took a value of 

1 if the household was a member of CHF, and 0 if otherwise.  Therefore, the 

likelihood that the household is a member of CHF, was modelled as a function of 

explanatory variables (indicated below as Xi). The Logistic model can then be stated 

as:  

            

The following equation was used:  

CHF=� + � 1X1 + � 2X2 +  � 3X3 + � 4X4 + �  + � nXn    + � i 

Where CHF is a dependent variable captured as a dummy variable (1=Member, 

0=Otherwise). The parameters of the model, �  is constant/intercept, �  is the 

regression coefficient, and �  is the error term. X (1-n) are explanatory variables used in 

the model as shown in Table 3.3 below.  
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Table 3.3Explanatory Variables for Logistic Model for CHF Enrolment   

 
Xn Variable description 

X1 Age (Categorical: 1=Below 45 years, 2=45-59 years, 3=60 years and above) 

X2 Sex of household head (Dummy: 1=Male, 0=Female) 

X3 Marital status (Categorical: 1=Married, 2=Single never married, 

3=Widowed) 

X4 Level of education (Categorical: 1=Never enroled, 2=Primary, 3=Secondary, 

4=Postsecondary) 

X5 Household size (Categorical: 1=Below 5 people, 2=5 people, 3=Above 5 

people) 

X6 Occupation (Categorical: 1=Farming, 2=Petty business, 3=Casual labor, 

4=Employee of the formal sector, 5=Do not work) 

X7 CHF knowledge (Dummy: 1=Good knowledge, 0=Otherwise) 

X8 Waiting time at the facility (Categorical: 1=Short waiting time, 2=Moderate 

waiting time, 3=Long waiting time) 

X9 Chronic illness (Dummy, 1=Yes, 0=Otherwise) 

X10 Household size (Continuous: number of people in the household) 

X11 Cash transfer (Dummy: 1=Cash beneficiary, 0=Otherwise) 

X12 In-kind transfer (Dummy: 1=In-kind beneficiary, 0=Otherwise) 

X13 Both cash and in-kind (Dummy: 1=Both cash and in-kind beneficiary, 

0=Otherwise) 

 
3.7.1.5 Specific Objective Four 

Objective number four involved analysis of the demand and supply factors affecting 

the household utilization of healthcare services. Methods of analysis for data which 

address this objective included cross-tabulation and logistic regression model for 

both outpatient and inpatient healthcare utilization. Models used are described below.    
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(i) Logistic Regression for Outpatient Health Care Utilization 

If any member of the household was ill and visited health facility in the period of 

four weeks preceding the survey, that household was regarded to have utilized 

outpatient (OP) services, provided an overnight stay at the facility was not involved. 

The analytical model of outpatient health care services utilization is as follows: 

OPh=� + � 1X1 + � 2X2 +  � 3X3  + �  + � nXn    + � i 

Where OPh is a dependent (dichotomous) variable expressing whether household 

member(s) visited the health facilities for OP services or not. Below are explanatory 

variables (X) which were included in the model. All categorical variables were 

transformed into Dummy variables.  
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Table 3.4 Explanatory Variables for Logistic Model for Outpatient Services 

Utilization 

 
Xn Variable description 

X1 Health status (Categorical: 1=Good, 2=Fair, 3=Poor) 

X2 Chronic illness (Dummy: 1=if a household has any member with chronic, 

0=Otherwise) 

X3 Sex of household head (Dummy: 1=Male, 0=Female) 

X4 Age of household head (Continuous: years) 

X5 Marital status (Categorical:1=Married, 2=Single never married, 

3=Widowed) 

X6 Waiting time at the facility (Categorical: 1=Short waiting time, 2=Moderate 

waiting time, 3=Long waiting time) 

X7 Household size (Continuous: number of people in the household) 

X8 Distance to a health facility (Continuous: Kilometres) 

X9 Wealth profile (Dummy: 1=Poor, 0=Otherwise) 

X10 CHF (Dummy: 1=Member, 0=Otherwise) 

X11 Cash transfer (Dummy: 1=Cash beneficiary, 0=Otherwise) 

X12 In-kind transfer (Dummy: 1=In-kind beneficiary, 0=Otherwise) 

X13 Both cash and in-kind (Dummy: 1=Both cash and in-kind beneficiary, 

0=Otherwise) 

X14 Dwelling location (Dummy: 1=Rural, 0=Otherwise) 

X15 
 

Self-medication (1=No self-medication, 2=Sometimes, 3=Often) 

 

(i) Logistic Regression Model for Inpatient Health Services Utilization 

If any member of the household was hospitalized (admitted) in the health facility in 

the period of 12 months preceding the survey, that household was regarded to have 

utilized inpatient health care services. The analytical logistic model of inpatient 

health care services utilization is as follows: 
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IPh=� + � 1X1 + � 2X2 +  � 3X3  + �  + � nXn    + � i 

Where IPh is a dependent (dichotomous) variable that expresses utilization of 

outpatient healthcare services, IPh=1 if hth household member was admitted in the 

health facility, and IPh=0 if hth household members not utilize inpatient healthcare 

services. Table 3.5 below indicates the explanatory variables (X) which were 

included in the model. All categorical variables were transformed into Dummy 

variables.  

 
Table 3 .5 Explanatory Variables for Logistic Regression Model for Inpatient 

Care Utilization 

 
Xn Variable description 
X1 Self-rated health status (Categorical: 1=Good, 2=Fair, 3=Poor) 
X2 Chronic illness (Dummy: 1=if a household has any member with chronic, 

0=Otherwise) 
X3 Sex of household head (Dummy: 1=Male, 0=Female) 
X4 Age of household head (Continuous: years) 
X5 Marital status (Categorical:1=Married, 2=Single never married, 

3=Widowed) 
X6 Household size (Continuous: number of people in the household) 
X7 Distance to a health facility (Continuous: Kilometres) 
X8 Wealth profile (Dummy: 1=Poor, 0=Otherwise) 
X9 CHF (Dummy: 1=Member, 0=Otherwise) 
X10 Cash transfer (Dummy: 1=Cash beneficiary, 0=Otherwise) 
X11 In-kind transfer (Dummy: 1=In-kind beneficiary, 0=Otherwise) 
X12 Both cash and in-kind (Dummy: 1=Both cash and in-kind beneficiary, 

0=Otherwise) 
X13 Dwelling location (Dummy: 1=Rural, 0=Otherwise) 

 
 
Below is the description of the variables and prior expectations (assumptions) about 

their relationship with enrolment in community health insurance enrolment and 

utilization of health services.  
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(i) Age of Household Head 

Age of the household head is taken as a determinant of health utilization and 

enrolment in voluntary health insurance schemes such as CHF. In Tanzania�s health 

policy, children under-five years and adult over 60 years of age are eligible for free 

healthcare treatment in public health facilities. Grossman (1972) argues that, the 

heath of a person deteriorates as someone grows older, hence more demand for 

health care and health insurance cover. Earlier studies have associated old age with 

being unable to afford medical and health insurance premium costs; hence, it reduces 

their ability to utilize health services (Scheil-Adlung et al., 2013; Nosratnejad et al., 

2016). However, this observation does not concur with the views by Savedoff et al. 

(2012) who suggested that the effects of health expenditures among the older age 

group were reduced. 

(ii) Marital Status of Household Head 

Marital status is a three-category variable which indicated whether a household head 

was 1=married, 2=single (never married) or 3=widowed. These were converted into 

binary variables. It is assumed that if the head of the household is married, it may 

positively influence the uptake of health insurance and utilization of services 

(Andersen & Newman, 2005). Shi, Lebrun, and Tsai (2010) noted that unmarried 

individuals may have difficulties in utilizing health care, but the situation is not clear 

for the unmarried headed households. Another assumption is that widowhood is 

expected to have an influence on enrolment in CHF and utilization of services, 

owing to the fact that widowhood is commonly associated with low socioeconomic 

status, especially for those widowed due to HIV/AIDS. 
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(iii) Sex of the Household Head 

Sex of the household head was specified as dummy variables for male and female.  

The assumption was that male headed households are likely to be members of health 

insurance schemes than female headed households (Nosratnejad et al., 2016). On the 

other hand, it is assumed that members of the female-headed households are more 

likely to seek health care than members of male-headed households (Acharya et al., 

2012). In addition, men and women suffer from different types of diseases at 

different ages (WHO, 2008). 

 
(iv) Occupation of Household Head 

According to WHO, higher income and socioeconomic status are associated with 

good health. The greater income causes greater inequity in health access and 

utilization (WHO, 2008). People employed in the formal sector are members of 

mandatory contributory health insurance schemes whereas those in the informal 

sector are either not covered by any scheme or join voluntary schemes such as CHF. 

The assumption is that poor households in the informal sector would use only TZS 

10,000/= to 13,000/= they save from the cash or in-kind transfer received from 

programmes to pay for CHF premium such that about six members of the household 

can be financially protected against the cost of illness. 

(v) Level of Education of Household Head 

From Andersen�s model, low level of education is linked with poor health, more 

stress, and lower self-confidence. The education level of a household head is 

significant in a household as it may determine the type of health-seeking behaviour. 

Therefore, households headed by heads who attained primary education or above are 

expected to have a positive and significant influence on both enrolments in CHF and 
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utilization of health services. The presumption is that they can afford to pay the 

premium. This assumption is also equivocal because if a higher level of education 

translates into wealth, then households whose heads are better educated may not be 

attracted to the CHF scheme since they can afford to pay medical bills out of pocket. 

In addition, it is assumed that in an event when a household member falls sick, 

better-educated heads of households have the ability to make a decision whether to 

visit a health facility or not. Empirical evidence suggests that the better-educated 

household members would visit health facility in an event of illness (Perlman & 

Balabanova, 2011; Acharya et al., 2012).    

(vi) Household Size 

The number of persons living in the house and having meals prepared together 

measures household size. It is expected to have a positive and significant relationship 

between larger household size and enrolment in the CHF. Nosratnejad et al. (2016) 

found that larger household size was associated with positive and significant 

willingness to pay for health insurance in low and middle-income countries. The 

assumption of high risk of illness in a larger household is also expected to have a 

positive influence on utilization of health services. 

(vii) Household Wealth Index 

It is assumed that households with better socioeconomic status are likely to join CHF 

because they can afford to pay a premium than the destitute. In addition, it is 

assumed that even if those with better socioeconomic status do not join CHF, they 

are more likely to utilize health services because they can afford to make direct 

payment at both public and private health facilities. Again, this assumption might be 

equivocal because high socioeconomic (income) status is linked to better health 
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which reduces the likelihood of diseases; hence, less need of health services 

(Schiller, et al., 2011; Woolf et al., 2015). 

(viii) Self-rated Health Status 

Self-rated health or self-perceived health refers to a single-item measure in which 

individuals rate the status of their own health (Wu et al., 2013). Self-rated health has 

been examined by previous studies (Ghosh & Mondal, 2011; Nosratnejad et al., 

2016). In this study self-rated health was measured in a three-category variable 

namely good, fair or poor. It is expected that poor health status is associated with 

positive (increase) in the utilization of health care services. 

(ix) Chronic Illness 

Chronic illness is a long-term medical condition, and it is generally progressive. It is 

expected that households with at least one member who is chronically ill are likely to 

be members of CHF than their counterpart without any chronic illness. Similarly, a 

chronically ill person is expected to visit health facility more than the one without 

chronic illness.   

(x) Distance to Health Facility 

Distance to health facility affects the individuals� health care seeking behaviour. 

WHO recommends that at a maximum distance of 5 kilometres, a person should be 

able to reach a health facility. It is assumed that the likelihood of seeking formal 

health care would increase if the health facilities are nearer to the location of 

households. 
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(xi) Geographical Location 

Geographical location of the household affects their ability to access and utilize 

health care. People living in urban areas where health facilities are closer are able to 

easily utilize health facilities than their counterparts in rural areas, holding other 

factors such as income constant. This implies that many health facilities are located 

in urban areas than in rural areas which are also characterized by poor transport 

infrastructures. A household permanently residing in an urban area is expected to 

utilize more health services than those living in rural areas.   

(xii) Cash Transfer 

It is a common assumption that cash transfers have a positive effect on consumption 

expenditure because they presumably raise the disposable income of the very poor 

households (Attanasio & Mesnard, 2005; Kabeer & Waddington, 2015). The 

assumption is that cash transfer increases the use of health services by either 

purchasing CHF card or making direct payment (although this is regressive).  

(xiii) In-kind Transfer 

In-kind transfers are assumed to have a positive effect on making resources or 

services available when they are most needed in the form of scholastic material 

transfer and other educational benefits, and healthcare and treatment benefits. It is 

reasonable to assume that in-kind transfer may not directly increase total household 

consumption expenditure because they are not provided as frequent as cash transfer, 

and they are not regularly provided in form of cash. They rather help to smooth 

education and health expenditures. It is expected that amount of cash that a 

household forwent from education and health expenditures would be used to save, 
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invest, acquire assets pay for health insurance premium so that the entire household 

is covered.  

(xiv) Membership in Health Insurance  

Membership in CHF was categorized into member and non-member. Community-

health insurance schemes have been shown to have a significantly positive impact on 

utilization of formal health care services (Msuya et al., 2004; Devadasan et al., 2010; 

Acharya et al, 2012; Blanchet et al., 2012). It is expected that household members of 

CHF will have more utilization of health care than non-members. 

(vx) Waiting time at the Facility 

Waiting time is the time a patient spends at the facility between registration and 

receiving consultations, specimen collection for laboratory (if any) and, 

prescriptions for medications at outpatient departments in the health facilities 

(Oche & Adamu, 2013). Long waiting hours (for example more than one hour) at the 

facility has been reported among the supply side barriers of utilization of health 

services (Muhondwa et al., 2008; Umar, Oche & Umar, 2011; Sivey, 2012; 

Twaweza, 2013, O�neill et al, 2014; Ishijima, Eliakimu & Mshana, 2016). Long 

waiting time has also been reported as one of the major reasons discouraging people 

from enroling or renewing CHF membership (Macha et al. 2014). The assumption is 

that short waiting time significantly increases the use of outpatient services.  

(xv) Self-medication 

Self-medication involves the use of drugs to treat self-recognized symptoms or the 

intermittent or continued use of a prescribed drug for chronic or recurrent diseases or 

symptoms without formal advice of a physician (WHO, 2000). It is considered as an 

alternative way for people who cannot afford the cost of health care or cannot access 
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health care facilities (Chipwaza et al., 2014). Risks associated with self-medication 

include misdiagnosis and incorrect choice of drugs, delays in seeking appropriate 

treatments, drugs overdose or lower dosage and prolonged use (Hughes, McElnay & 

Fleming, 2001). The assumption is that self-medication reduces the use of outpatient 

health services. 

3.7.2 Qualitative Data Analysis 

Qualitative data analysis is a process to understand what individuals �really� thought, 

felt, or did in some situations or at some point in time (Schutt, 2011). Analysis of 

qualitative data in this study was informed by the works of Tesch (1990), Powell 

(1999), Lacey & Luff (2001), and Creswell (2009). It involved identifying themes 

and construction of propositional statements as emerged from the data. Specifically, 

it involved content analysis process in which responses from key informants and 

FGDs were grouped under each theme in line with the objectives and research 

questions. Information obtained from the review of documents was also analyzed in 

order to identify patterns of recurring themes. Although qualitative analysis was done 

across all of the four objectives of the study as there were data from in-depth 

interviews and FGDs, it was an important data analysis method for the first objective.  

The analytical steps were as follows: 

• All audio-recorded interviews were transcribed verbatim to generate 

interview transcripts. This step also involved cross-checking interview 

transcripts against original audio-records for accuracy and making the 

necessary amendments. 

• Transcripts and interview notes from un-taped interviews were read several 

times in order to get the sense of the data and acquainted with it. Insights 
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from the transcripts were written; interesting phrases were noted, and 

divergent point of views was described.   

• Patterns and meanings or themes in the textual data were identified.   

• After identifying themes or emergent concepts, further examination of the 

data was done to develop better-defined categories. As new perspectives 

emerged, close related items were sorted and merged into themes (Lacey et 

al, 2001). 

Therefore, based on the research questions and the data collected, the findings were 

presented and later discussed using actual quotes in relation to the theoretical and 

empirical literature as well as the conceptual framework. 

3.8 Ethical Considerations 

The duty of protecting the physical, social and psychological well-being of the study 

participants� is central to the researcher�s role ( Laws and Mann, 2004). The 

researcher followed different steps to ensure that ethical requirements were met in 

order to comply with legal, rules, regulations and ensuring the protection of human 

beings. Before data collection, the researcher obtained approval and introduction 

letter from the University administration through the Vice Chancellor who 

introduced the researcher to the Dodoma Regional Administrative Secretary (RAS).  

The researcher sought the official permission from the RAS who in turn wrote to the 

District Executive Directors of the three districts under the study.  

After official permission was granted by each district, several measures were taken to 

protect the well-being of the respondents. These included seeking informed consent 

for each participant and ensuring their anonymity. Informed consent was sought from 



92 
 

household heads. It is worthy to note that no respondent for the household survey 

declined or opted out from research. Respondents were also asked for their consent 

digital recording of the interviews. Some key informants especially officials of 

organizations were reluctant to have their interviews recorded; hence their responses 

were written in the notebook.  

During the reporting of findings, the anonymity of respondents was ensured. Care 

was taken to protect respondents� confidentiality and identity. The researcher used 

the information gathered for no other than academic purposes. At the household 

level, the need for anonymity was less relevant as most of the respondents did not 

hesitate to reveal their identities or their photos around the household taken. 

However, some organization officials did not want to be associated with views on 

topics they perceived critical of their organizations. Therefore, in order to abide by 

ethics, the researcher used pseudonyms in order to hide their identities.  

3.9 Validity and Reliability  

Validity is concerned with whether the concept is accurately measured or the 

instrument measures what is supposed to measure (Merriam, 2009). For quantitative 

study, there is considerable use of internal validity and external validity. The internal 

validity is the degree to which the findings obtained cover the content with respect to 

the variable of interest. Internal validity �indica tes whether the results of the study 

are legitimate because of the way the groups were selected, data were recorded or 

analyses were performed� (Mohajan, 2017). The exter nal validity refers to the extent 

to which the findings and conclusions can be generalized to a wider population.  The 

issue of validity and reliability were addressed for the quantitative and qualitative 

aspects of the study are described below.  
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(a) Quantitative Research  
To ensure internal validity, the researcher triangulated information collected by 

household questionnaire with information collected through other methods such as 

in-depth interviews and FGDs. This was done for the purpose of corroborating the 

same phenomenon (Leedy & Ormond, 2010; Kinyashi, 2014). In order to ensure 

validity and consistency in gathering data, the household questionnaire was 

interviewer administered. Informed by Creswell (2205), preparation of the survey 

instruments was done in a manner that ensures adequate set of items/questions that 

can help to obtain all possible information about the problem being addressed.  Prior 

to data collection process, instruments for data collection were pre-tested by conducting 

a pilot study in order to check content validity. To ensure that the concept is accurately 

measured, measurement errors were minimized by training research assistants about the 

study purpose, the content of the tools and interviewing techniques.  

On the part of external validity, the study attempted to ensure that the findings and 

constructs generated can be applied to other population. This was done through an 

application of scientific procedure for getting a representative sample of the population 

since multistage and systematic random sampling was employed in sampling 

respondents for household survey. This is important in counteracting the threats to 

external validity such as sampling bias that can occur when research is conducted on 

non-representative samples of the population intended (Marcellessi, 2015). In addition, 

application of mixed methods approach enhances the extent conclusions can be 

generalized to the wider population. According to Yin (2003), in survey research, if a 

simple was correctly selected, it can be generalized to a larger population. Validity of 

data collected by the household survey was strengthened by including some open-

ended questions in the questionnaire which is form of methodological triangulation.  
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Hence, the design of this study a (cross-sectional adopting embedded strategy) 

enabled the findings of the study to be generalized to the broader population because 

the quantitative household survey formed a predominant method of data collection. 

In other words, a qualitative study was less dominant as it was nested/embedded 

under larger quantitative study. On the other hand, reliability refers to whether an 

assessment instrument gives the same results each time it is used in the same setting 

with the same type of subjects (Sullivan, 2011). Pre-testing of the instruments of data 

collection also enabled the researcher to remove inconsistencies during the main 

phase of data collection. Another strategy which was undertaken to ensure reliability 

in the quantitative study was that construction of household questionnaire was 

informed by theories and empirical evidence from studies addressing related concept 

such as demographic health surveys and household budget surveys. Consultation 

with experts in the field also aided in developing the instruments.    

(b) Qualitative Research  

Validity and reliability in qualitative studies are much concerned with the issues of 

trustworthiness of the study especially on the aspects of credibility, dependability, 

confirmability, and transferability of the data generated (Zohrabi, 2013; Creswell, 2014).  

Hence, such aspects were considered are described below: 

Firstly, credibility is concerned with the confidence and truth of the study findings. 

This is why others refer to it as �internal validit y of qualitative study�.  Therefore, 

credible information depends more on the quality of the data gathered than on the 

quantity of data. The choice of study participants who can provide accurate 

information also becomes important for that matter. To attain credibility, this study 

employed triangulation of methods of data collection which enabled cross-checking 
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of data from multiple perspectives such as household questionnaire survey, FGDs, 

key informants� interviews and documentary review.  

Secondly, transferability is concerned with the issue of external validity in qualitative 

studies. The aim is to ensure that the findings of the current study are applicable to 

other similar populations or contexts. Therefore, the study has attempted, as much as 

possible to clearly elaborate the context of the problem under investigation. 

Conceptualization and detailed description of the design and other methodological 

aspects involved from sampling stage to data analysis methods were also given.  

Thirdly, confirmability or objectivity is a measure of neutrality or the extent to which 

the findings are shaped by the respondents and not the researcher�s bias, motivation, 

or interest. It is argued that researchers often bring their own unique viewpoints to 

the research process and data interpretation can be somewhat subjective in qualitative 

research. Hence, efforts to ensure objectivity in this study involved audio recording 

during qualitative interviews with key informants and FGDs, provided consents were 

granted by the participants, taking photographs for verification of some aspects, and 

reporting verbatim some of the important information provided by participants.     

Fourthly, dependability is a way to address reliability. In qualitative research, 

dependability is concerned with displaying that the data gathered are consistent and 

could be replicated and yield similar results. Although this seems to be difficult to 

achieve in qualitative studies because of the challenges involved to meet identical 

circumstances of the original study, the study ensured dependability by sampling of 

participants from locations which have different socio-economic and geographical 

characteristics as well as participants from different organizations.  Hence, it was 

also important to narrate in a detailed manner all the steps which were involved in 
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conducting the study. This is crucial for other researchers who may wish to repeat the 

study.  

Generally, the key issue in ensuring reliability and validity is the trustworthiness of 

the information gathered (Morse et al., 2002; Golafshani, 2003). The researcher is of 

the opinion that educating the respondents from the outset of the interviews that the 

study was solely for the academic purpose minimized the fear of giving true 

information or giving false but impressive information. 

3.10 Study Limitations 

Examination of whether the benefits provided by transfer programmes to households 

identified as poor has influenced their assets accumulation, enrolment in CHF 

scheme and use of health services was confined more to the beneficiary households. 

But the situation and experience may be different in other districts in Dodoma, other 

regions and among non-beneficiary households. To narrow this gap, an attempt was 

made to ensure that the selection of participants of FGDs included both beneficiaries 

and non-beneficiaries of social transfer.  

In addition, it was challenging to measure how the targeting process included the 

non-poor and excluded the poor. However, an attempt was made to construct a 

wealth index which two categories of poor and non-poor. Theoretically, it can raise 

different interpretations whether the non-poor households were poor or not at the 

time the identification exercise was conducted. In addition, another factor was taken 

into consideration to judge whether inclusion and exclusion errors that occurred were 

using socioeconomic characteristics such as the type of employment.  
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For example, according to TASAF, a household was categorically not eligible if any 

of its members has formal employment.  In some cases, it was difficult to draw a 

conclusion with certainty that joining CHF was attributed to transfer received or 

because of an already present demand. An attempt was made to solicit further 

information by asking a different set of questions such as the source of financing 

medical bills, the perception of being a member of CHF scheme or not, and a source 

of fund to pay premiums.   
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CHAPTER FOUR 

MAJOR FINDINGS 

4.0 Introduction  

The chapter presents the findings of the study. The first section presents the socio-

demographic and economic profiles of the respondents of the study based on the 

types of programmes they were participating in. The second section assesses the 

process and effectiveness of identifying beneficiaries of social transfer programmes, 

criteria used, and challenges of the process. The third section examines the results of 

the second objective which examines the impact of social transfers on household 

economic welfare in terms of assets accumulation, savings, and investments 

established. The fourth section describes the results of the third objective that focuses 

on the effects of social transfer programmes on CHF enrolment. The subsections of 

this section include the respondent�s socio-demographic and economic characteristics 

based on their CHF membership status, the reasons for households to enrol or not in 

the CHF, the results for the Logistic model of CHF enrolment. The fifth section of 

this chapter presents the descriptive and inferential results of the fourth objective of 

the study which examines the effects of social transfer programmes and CHF on 

healthcare access and utilization.  

4.1 Socio-Demographic and Economic Profiles of Households 

This section provides a general understanding of the social and economic profiles of 

the sampled households. Table 4.1 indicates the age of the respondents ranging from 

17 to 82 years with a mean age of 58. The Table also indicates that the mean number 

of children in the households was 2. Most of the households had children because 

across the programmes especially for in-kind transfers mostly targets households 

with children. Households with children (or have taken in a foster child) were 
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considered more poor or vulnerable than households which were regarded as poor 

but had no children.  

 
Table 4.1 Summary of Means for Age, Household Size and Number of Children 

(N=402) 

 Min. Max. Mean Std. 
Deviation 

Age of head of household 
 

17 82 58.73 13.259 

Total number of people in the 
household 
 

2 8 4.68 1.419 

Total number of children in the 
household 

0 6 2.45 1.091 

Source: Household Survey (2016) 

 
The majority of the respondents were in the age group of 60 years and above 

(56.4%). In this category, the majority were the beneficiaries of multiple transfers 

(64.4%). There is a slight difference between the beneficiaries of cash transfers and 

in-kind transfers. This association in age groups is statistically significant at 10% 

level. Households headed by old aged persons are considered more vulnerable than 

households headed by middle-aged persons. Hence, such households have higher 

chances of becoming beneficiaries of any transfer programmes when the opportunity 

arises.   

Data presented in Table 4.2 illustrate that majority of the respondents were females 

(54.5%) than males (45.5%). Female respondents represented 72.9% of the 

beneficiaries of multiple transfers and 54.6% of in-kind transfers� beneficiaries. Male 

respondents formed the majority in cash transfer beneficiaries (51.7%). The results 

were statistically significant at 1% level.  In terms of marital status, majority of the 
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respondents were widows or widowers (42.7%) followed by those who were married 

(37.6%). Households with heads who were married were the majority of the 

beneficiaries of cash transfers (50.6%) while households with heads who were 

widows/widowers were majority beneficiaries of multiple transfers (59.3%). The 

association between marital status and type of programme a household is benefitting 

is significant at 1% level. Having many households headed by widows among the 

beneficiaries of multiple transfers is associated with the fact that widowhood is 

associated with economic vulnerability. Hence, the same widows in the same 

neighbourhood were more likely to be enroled in more than one transfer programme.    
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Table 4.2: Socio-Demographic Characteristics of Households (N=402) 
 
Variable  Cash 

(%) 
In-kind 

(%) 
Cash 

& 
In-kind 

(%) 

Average 
(%) 

 

Chi-
square 
(p-value) 

Sex       
Male 51.7 45.4 27.1 45.5 Chi=10.79

9  
Female 48.3 54.6 72.9 54.5 p<0.005 
Age of head (years)      

Below 45  15.6 19 22 18.9 Chi=7.879  
45-59  31.7 28.8 13.6 24.7 p<0.09 
60 and above 52.8 52.1 64.4 56.4  
Marital of head      
Married 50.6 43.6 18.6 37.6 Chi=23.25

5  
Single  13.9 23.3 22 19.7 p<0.001 
Widow/widower 35.6 33.1 59.3 42.7  
Size of household      
Below 5 people 48.9 41.7 44.1 44.9 Chi=2.528  
5 people 24.4 31.3 27.1 27.6 p<0.64 
Above 5 people  26.7 27 28.8 27.5  
Number of children      

0  6.7 0 0 3 Chi=18.92
6 1-3  79.4 86.5 76.3 81.8 p<0.001 

4 and above 13.9 13.5 23.7 15.2  
Presence of an orphan      
Yes 44.4 38.7 59.3 44.3 Chi=7.506 
No 55.6 61.3 40.7 55.7 p<0.02 
Occupation of head      
Farming  47.2 50.9 44.1 48.3 Chi=9.112  
Petty business 26.7 23.3 28.8 25.6 p<0.333 

Casual labor  10 8 5.1 8.5  
Employed in formal 
sector 

2.2 6.1 1.7 3.7  

Do not work 13.9 11.7 20.3 13.9  

Education level of head      
Never enroled  48.3 31.9 62.7 43.8 Chi=32.74

3  
Primary 47.8 50.3 28.8 46 p<0.001 
Secondary 3.9 14.7 6.8 8.7  

Post-secondary 0 3.1 1.7 1.5  
Source: Household Survey (2016) 
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With regard to the occupation of household heads, the majority were engaged in 

farming (48.3%). The difference between cash and in-kind transfers� beneficiaries� 

engagement in farming occupation was not large although majority in-kind 

beneficiaries were slightly higher (50.9%) than 47.2% for cash transfers receivers. 

Other occupations included petty business (25.6%), casual labour (8.5%) and formal 

sector employees (3.7%). About 13.9% of the respondents were not working because 

of their old age, chronic sickness or disability. Majority of those employed in the 

formal sector were beneficiaries of in-kind transfers than cash transfer. This implies 

that TASAF criteria were strict to prevent inclusion of ineligible people. As 

mentioned elsewhere, TASAF criteria excluded those who were formally employed 

from being beneficiaries.  

In terms of the level of education, 46% of the respondents had primary education 

with the in-kind transfer beneficiaries who composed the majority (50.3%). About 

43.8% of the sampled households had never been enroled in school. The majority 

were beneficiaries of multiple transfers followed by cash transfers. The results were 

statistically significant at 10% level. 

Majority of the households had less than five members (44.9%). Data indicate a 

slight difference across programmes. There is also little difference between the 

number of households with five members (27.6%) and those with more than five 

members (27.5%). These results were not statistically significant as the mean number 

of people in the household was 4.68. This reflects the household size in the Dodoma 

region as per 2012 census data. With regard to the number of children in the sampled 

households, the majority had one to three children. Detailed analysis indicates that 

these children were in most cases grandchildren taken care of by their grandparents, 
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followed by biological children living with either both parents or one parent. The 

other category of children was foster children. The relationship between children and 

type of programmes a household is benefitting from was significant at 1% level.  

 
 4.1.1 Housing Construction Materials 

There is a growing attention of using house ownership and quality of construction 

materials as indicators for assessing household poverty and vulnerability status. 

Results in Table 4.3 indicate that majority of houses in the sample had walls made of 

mud bricks (48.3%). About 38.1% of the sampled households had houses whose 

walls were made of block or burnt brick whereas 13.7% of houses in the sample 

population had walls made of branches of trees and paste of mud. However, the 

results did not show statistical significant difference between categories of social 

transfer beneficiaries. On the other hand, households living in houses with earth floor 

were higher (69.4%) than cement floored houses (30.6%). The proportion of earth 

floored houses were slightly higher (76.7%) among beneficiaries of cash transfers 

than households benefitting from other transfers. Cement floored houses were higher 

among beneficiaries of multiple social transfers (50.8%). Test statistic with Fisher 

exact test indicates a relationship between the type of floor and type of transfers at 

1% level of significance. Houses with earth floors were regarded as poor than houses 

whose floors were made of cement or tiles.   

The majority of households were living in houses roofed with metal sheets (51%), 

followed by houses roofed with damaged metal sheets and stones (25.1%). The 

remaining households were living in thatched (12.3%) and earth roofed (11.6%) 

houses. Houses built with poor quality roofing and floor materials can directly 

undermine the health of individuals living in it because they become prone to acute 
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respiratory illnesses, diarrhea, malaria, and sepsis. Globally, it is estimated that 

among the six major risk factors which cause 73% of the 10.4 million deaths 

annually among children under 5 years include poor housing materials (Bradley & 

Putnick, 2013).  

Table 4.3:Housing Materials Characteristics (N=402) 
 
Material  Cash 

(%) 
In-Kind 

(%) 
Cash & 
In-kind 

(%) 

Average  
(%) 

 

Fisher�s 
exact test 
(p-value) 

Wall      
 

Tree branches and 
soil 

16.1 9.8 16.9 13.7  

Mud bricks 45.6 53.4 42.4 48.3 p<0.31 
Block or burnt 
bricks 

38.3 36.8 40.7 38.1  

 
Floor  

     

Earth  76.7 68.7 49.2 69.4  
Cement 23.3 31.3 50.8 30.6 

 
p<0.001 

 
Roof 

     

Thatched  13.5 11.5 12.1 12.3  
Soil 10.7 11.7 13.8 11.6 p<0.762 
Metal sheets 47.2 54.3 53.4 51  
Damaged 
sheets/stones 

28.7 22.8 20.7 25.1 
 

 

Household 
ownership  

     

Self 83.3 86.5 88.1 85.6  

Stays for free 8.3 8 11.9 8.7 p<0.227 

Rented  7.8 5.5 0 5.7  

Source: Household Survey (2016) 

 
4.1.2   Water and Sanitation Facilities  

Goal six of the Sustainable Development Goals (SDGs) underscores the need for 

�access to adequate and equitable sanitation and hy giene for all�. Source of drinking 

water is an indicator that measures whether water is suitable for drinking or not 
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(WHO & UNICEF, 2013). This study collected information on water and sanitation 

facilities used by households. Table 4.4 presents the data from the source of water for 

the sampled households. The findings revealed that majority of the households were 

getting water from wells (63.7%) with a slight difference between cash (65.5%) and 

in-kind transfers� (67.5%) beneficiaries. About 26.6% of the households were using 

tap water. Rivers and dams were sources of water for 9.7% of the sampled 

population. The test statistics indicate a significant difference between sources of 

water and the type of social transfer programmes that households were participating. 

Results in Table 4.4 indicate that majority of the households (51.5%) were using 

unimproved toilet facilities with cash transfer beneficiary households making the 

majority in this category followed by in-kind transfers beneficiaries. 42% of the 

households had improved toilets, the majority being the beneficiaries of multiple 

transfer households, whereas the remaining households had either no toilet facility 

(3.7%) or were using shared toilet facility (2.7%). Households without toilets were 

more among cash transfers households. None of multiple transfer beneficiary 

households had no toilet or were using a shared toilet. The chi-square test indicates 

that there was a significant difference (p<0.01) between the type of toilet and the type 

of benefit received by households.   
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Figure 4.1:   Type of the structure of a toilet facility for many households  
 

Table 4.4: Water and Sanitation Facilities (N=402) 

 
Source of water  Cash 

(%) 
In-Kind 

(%) 
Cash & 
In-kind 

(%) 

Average 
 

(%) 

Chi-square 
(p-value) 

Tap water  22.2 25.8 42.4 26.6 Chi=12.419 

Unprotected well 65.5 67.5 47.5 63.7 p<0.01 

River or Dam 12.2 6.7 10.2 9.7  

Type of toilet      

No toilet (bush) 6.7 1.8 0 3.7 Chi=26.652 

Improved latrine 31.7 46 62.7 42 p<0.001 

Unimproved 

latrine 

57.2 50.3 37.3 51.5  

Shared toilet 4.4 1.8 0 2.7  

Source: Household Survey (2016) 
 
4.1.3 Wealth of Households 

Ownership of durable assets such as land, television, radios, bicycles, motorcycles, 

mobile phones, bed, mattress, iron, livestock by a household as well as the type of 

housing were used to estimate the economic welfare status of households. Using 
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income or household assets for measuring household wealth status is debatable. 

However, the researcher is of the opinion that assets are better proxy measures 

among the poor and the population outside of the formal sector, both with unstable or 

unreliable income sources. It is apparent that household expenditure data are difficult 

to collect. Therefore, assets are good proxies because they are stable (they don�t 

change regularly), easily observed, and hence, it is easy to verify the collected 

information. Previous studies have used ownership of assets (index) to develop 

wealth profile (Poverty status) of respondents (Sarpong, et al., 2010; Vincent & 

Sutherland, 2013). Table 4.5 indicates that majority of the households on the wealth 

index developed were poor (63.7%) whereas 36.3% were non-poor. Comparison of 

beneficiaries within poor category indicates that proportion multiple transfer 

beneficiaries were slightly higher (69.5%) than cash transfers (62.8%) and in-kind 

transfers (58.9%). Households recipient of in-kind transfers were the majority 

(41.1%) among the non-poor category followed by cash transfer (37.2%) and 

multiple transfer (30.5%) recipients. The test statistic did not show a significant 

difference between households included in the wealth category and the type of 

transfer programme they were participating in. 

Table 4.5:Wealth CategoriesBbased on Asset Ownership (N=402) 
 
Wealth category  Cash 

transfer 
In-Kind 
transfer  

Cash &  
In-kind 
transfe
r 

Average  Chi-square 
(p-value) 

Poor  62.8 58.9 69.5 63.7 Chi=2.1164 

p<0.347 Non-poor 37.2 41.1 30.5 36.3 

Source: Household Survey (2016) 
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4.2   Identification of Beneficiaries of Transfers Programmes: The Process and 

Effectiveness  

4.2.1 Overview of the Process  

The process of identifying and selecting (i.e. targeting) households or individuals 

who are defined as poor and eligible for cash or in-kind transfer while excluding 

those who are deemed ineligible are critical for any organization running such 

programmes (Sabates-Wheeler et al., 2015). As discussed in Chapter 2, five main 

ways of identifying the poor which can be implemented in low income countries 

include PMT, geographical, categorical, CBT and hybrid methods.  Due to large 

population of people living in poverty, a challenge remains that the programmes 

cannot reach all the poor people. In addition, the problems of leakage and under-

coverage persist.  

 
 4.2.2 Eligibility Criteria 

Eligibility criteria describe individual or households� state of qualifying for being 

worthy of receiving programme benefits. Interviews with the programme officials, 

FGDs, and review of project documents indicate some slight similarities and 

differences with regard to eligibility criteria for the three programmes. The 

discussions with key informants and review of several programme documents 

revealed that in most cases, technocrats of the programmes provide the general rules 

of what factors should be used to select and screen out people who are ineligible. 

This is especially typical for non-state in-kind transfer programmes such as CKP and 

Compassion.  
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Theoretically, this means that programme implementers and field officers or other 

people involved in the actual identification exercise have limited privilege of 

changing the set criteria when enroling beneficiaries (criteria for each programme 

eligibility are presented in the section below). Table 4.6 summarizes the qualitative 

findings for eligibility criteria applied in identifying beneficiaries the programmes.  

 
 
Figure 4.2: A house Owned by One of the Beneficiaries  
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Table 4.6:Programme�s Eligibility Criteria  
 
Name of programme  Eligibility criteria  
TASAF PSSN • The extreme poor housing conditions (poor 

walls, no doors, nor windows, leaning roof etc) 
• Food insecure households (people who beg for 

food, do not have enough food to eat) 
• Very old head of household  
• Not employed  
• Should not possess valuable productive assets 

such as motorcycle  
• Not pensioner  
• Not member of village government  
• Not member of Community Management 

Committee (CMC) � this committee is in charge 
of executing TASAF Cash transfer at the village 
level.  

• Orphans 
• People living with chronic diseases  
• Children do not attend school 
• Do not own livestock or other tangible assets 
 

Carpenter�s Kids 
Programme 

• Orphans  
• Abandoned children  
• Heads of poor households living with 

HIV/AIDS 
• Very old aged head of household  
• Children or head of households with disability 
• All children fulfilling the above criteria should 

be already attending school. No out of school 
children can be eligible for support 

 
Compassion Programme • The extreme poor housing conditions (poor 

walls, no doors, nor windows, leaning roof etc) 
• Orphans 
• Children from poor household with large 

number of children without support  
• Children in widow-headed households  
• Children who are in most vulnerable situation 

even if living in a non-poor household 
• Children with patched clothing  
• Food insecure households or children (children 

who beg for food, do not have enough food to 
eat) 
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Interviews with CKP officials informed that in the past, the programme focused more 

on supporting households with children who were orphans especially those whose 

parents/guardians were victims of HIV/AIDS. However, the current practice have to 

widen the scope of vulnerability by targeting even those who are orphaned by other 

diseases. The programme was revealed to also target those who were vulnerable due 

to economic shocks like the extremely poor, households with a person with a 

disability, old age etc. Hence this widens the eligibility space. One CKP official 

elaborated: 

�if  nowdays we need to identify new beneficiaries,  nowadays, we 
are not only focusing on those families with children who are 
orphaned or have been taken in an orphan to live with�we also 
identify households with a head of household who is living with 
disability, very old age or people living with HIV/AIDS. If one is 
an orphan, then and one parent is alive then she or he is not 
financially capable to meet the need of the child�l et’s say 
education...�  

During group discussions, participants were asked to give their views on the criteria 

of identification. It was found that majority of the children supported were from 

households headed by single adult whether a mother, father or and adult relative. 

Most of these families had limited financial resources, and they did not have enough 

food. Because of their limited resources, they could also not afford to buy scholastic 

materials and school uniforms, not mentioning ordinary clothes and bedding 

materials. In addition, it was further established that all the children who were 

potential for CKP benefits should be those who were attending school as the 

programme did not support out of schoolchildren or child with high truancy rate.  On 

the part of Compassion programme, interviews with programme officials in Dodoma 

municipality and Kondoa District revealed that they were targeting households with 

orphans, poor households with many children and children without educational and 
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health support, and children in widow-headed households. Another criterion used to 

identify beneficiaries were households with children living in abandoned or 

unfinished buildings, households located near raw sewage and households with 

children living in very poorly built houses which cannot withstand rain. 

Knowledgeable informants explained that the Compassion was also targeting to 

select and support children who were in most vulnerable situations regardless of 

whether such children were living in non-poor households. Such most vulnerable 

situations should be in the area of food security, nutrition, and growth, shelter, 

parental care, abuse, neglected, protection, health, psychosocial and education. If a 

child is living in a household which is exposed to such vulnerability, he or she is 

eligible for support.  FGDs with Compassion beneficiaries informed that women who 

were abandoned by their husbands or men who got them pregnant were also among 

beneficiaries of the programme.  

On the part of TASAF, it was noted that villages/streets under the programme had 

been identified as being worst affected by poverty through geographical targeting. 

Interviews with programme officials in Dodoma Municipality and Kondoa District as 

well as a review of programme documents informed that programme technocrats 

were giving general rules for beneficiaries� eligibility criteria but again, in practice, 

the poverty criteria were defined by the local communities themselves in open public 

meeting based on the local perception of poverty. Although the list of households 

selected through community set criteria were then subjected to the Proxy Means Test 

that would weigh them against the National Household Budget Survey indicators.  
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Therefore, there was flexibility for community members to set their own community 

criteria considering their local context.   

 

With regard to this, one key informant said these during the interview: 

��every street and village sets its own criteria th rough public 
meetings. Then TASAF ensures that identification process is 
open and participatory. The village governments has the task to 
organize these meetings and ensure that meetings are properly 
planned. This is because setting the criteria which will lead to 
make decision about whom to include or not is a critical task. 
But we are glad in most cases that the agreed community criteria 
are more similar to the general criteria envisioned by TASAF: 
reaching those who are extremely poor...�  

Another key informant was of the opinion that: 
 

��communities are given opportunity to decide on wh o should 
benefit from the cash transfer and who should not. But what is 
strictly insisted by TASAF is that no household or individual 
should be identified as beneficiary if they are formally employed, 
or they receive statutory pension��  

It was also established by the community member that: 

��poor housing conditions are criteria for knowing who is poor 
and who is not in many areas. You can find people living in a 
house whose roof leaks when it rains. Such households are 
regarded as poor. Some people identified as poor stay in 
structures built with braches of trees pasted with soil...�  

As it has previously been mentioned, FGDs were also valuable sources of 

information on the criteria used by programmes in identifying beneficiaries in their 

areas. To a larger extent, the information provided by participants in FGDs is 

consistent with what was provided by key informants from the sample programmes. 

It was interesting to note that some Non-TASAF beneficiaries were also aware of the 

TASAF process of identification. One participant in FGD described: 

�...in village meeting, it was agreed that some gro up of people 
who should be given priority include people with disability, those 
living in a house which is grass-roofed, or iron sheet but 
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supported by stones on the top. These people are regarded as poor 
in our community��  

In one of the FGD conducted in Hombolo Bwawani, participants said that they had a 

long debate to set local criteria for eligibility of TASAF support at the public 

meeting.  

��after a long discussion at the public meeting, it  was agreed 
that families with very old people, orphans or other children 
living in very difficult situation; families with very low income; 
families with a person who has been sick for a very long period 
and widows should be considered for TASAF cash��  

In some rural areas, poverty criteria were conceived as seasonal issues due to 

variation in climatic seasons since the majority of the people in rural areas depend on 

rainfed agricultural activities. This situation makes some of them have higher income 

and be food secure during harvesting seasons. For example, it was described in some 

FGDs in Kondoa and Chamwino Districts that many of the households producing 

maize and sunflower had better income during harvesting seasons because traders 

were coming from other areas to buy in bulk although at lower prices. It was 

established that for households with the surplus production, they were selling most of 

their crops at harvesting period when the price was low. Therefore, after some time, 

such households, because they did not have other alternative sources of income, they 

became financially poor and food insecure. Therefore, it depends on the timing of 

identification of beneficiaries. In some areas, identification was done after harvesting 

when there was low or no income in most households although many of such 

households� income was previously high during harvesting. Therefore, many of those 

households were identified as poor based on the criteria of lack of income and or 

food insecurity. This was highlighted by one woman respondent:  

��rain is very much unpredictable nowadays. Hence, some 
people�s poverty is seasonal, and some people are becoming poor 
because they sell their livestock so that they can have money for 
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the household needs. You cannot say that such a person is not 
poor at that moment when you come to identify the poor. 
Therefore, people like these were also considered and included. 
This is because; one of the communities agreed criteria of poverty 
in our area include people who are extremely poor that, is they 
have nothing to spend at that particular moment��  

In another FGD in Munguli, Kondoa, participants reported that criteria of poverty for 

identifying poor household were:  household or person in the household who does 

not have any resources to meet his or her basic needs; household without any 

livestock (� don�t own even poultry�  as it was lamented by one participant in the 

group); people with chronic illness and widows who are economically incapable.    

4.2.3 The Identification Process and People Involved   

Actual identification of programme beneficiaries is the most critical part of the 

programme support. The steps and people involved in identification process are 

presented in the following sub-sections.   

4.2.3.1 Carpenter Kids Programme 

Interviews with programme officials, committees responsible for programme 

implementation at parish/village level and members of village/street councils 

provided much of the information describing what the process entails.  It was 

established that each parish was responsible for identifying children in their areas and 

the identified children list would be sent to screening panel at the project head office. 

This committee consisted of selected members of the congregation, parish catechist, 

and representative member of village government. With the help of informants 

leaders of street governments, the committee walks around the streets/villages 

scouting for households and children who are vulnerable based on the set criteria 

mentioned above in section 4.3.2. The capacity for each parish is to support 50 

children. Therefore, the exercise of identifying beneficiaries is done whenever a 
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programme has the capacity to support. Chances for new beneficiaries are only 

available when there are beneficiaries who exit the programme due to factors such as 

shifting residence, death, ageing, getting married, no longer attending school etc. At 

first, in each village, parishes were required to identify 70 children from 70 

households. This unrefined list of potential beneficiaries is sent to programme head 

office in Dodoma for further screening process which will shortlist the potential 

beneficiaries to remain with 50 children in 50 households. The idea is that in every 

household, only one child can be supported.   

For verification purposes, the screening panel at the CKP head offices conducts a 

field visit and reaches each household with children identified. Using the programme 

set criteria and looking at the economic characteristics of the household, the panel 

will choose 50 children from vulnerable households in each village. After this 

exercise, all the 50 children in the selected households become eligible to receive 

transfers provided by the programme in education and health.   

4.2.3.2 Compassion Programme 

This study found that identification of beneficiaries of Compassion programme 

involves committee responsible for children welfare at each Compassion Children 

Centre. The committees are composed of seven members: five adult members and 

two children. Applying the identification criteria described in section 4.3(i) above, 

the children welfare committee has the task to conduct a survey to identify the needy 

children living in households located at a distance not more than 5 Kilometres from 

the Compassion Children Centres. With regard to this, one informant explained that: 

��the committee walks around the streets looking at  the 
environment like type of houses and other aspects� for example,  
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if we find a house which is in poor condition or we see a child 
around who is in poor condition like wearing torn or tattered 
clothes, no shoes or we ask such child to show us where he or she 
is staying. Then from there, we start to investigate the level of 
vulnerability of such family using our set criteria��  

Compassion�s programme officials in Dodoma Municipality provided detailed 

information on how the programme was using the set criteria to identify and select 

the households with children eligible to receive programme support. A tool known as 

Child Status Index is was being used when collecting identification and selecting 

information to help define those eligible and those not. Six aspects are composed in 

the child status index. These are food and nutrition, shelter and parental care, 

protection, health, psychosocial, education and life skills as presented in Table 4.7.  

The aspects and sub-aspects in the index are used as a guide to interviewing child, 

parent, guardian, or an adult caregiver. The responses given by those who are 

interviewed are then weighed on score scale points of 4, 3, 2 and 1 for each sub-

aspect. It was the researcher�s interest to understand meaning and implication of each 

point on a score scale. Therefore, it was elaborated that a score of 4 points indicates 

good status, 3 points indicates average status, 2 points indicates poor status, and 1 

point indicates very poor status. The implication of these scores is that households 

which score 4 points are not regarded as being vulnerable and hence they are not 

eligible for support, score of 3 points is regarded as less vulnerable but some 

monitoring is needed, score of 2 points is defined as vulnerable, and they are eligible 

for support on specific aspects, and score of 1 point is regarded as most vulnerable, 

and hence in urgent need of programme support.   
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Table 4.7:Criteria for Identification and Eligibility of Beneficiaries under 

Compassion Programme   

 
 Aspect  Sub-aspect  Aim 
Food and 
nutrition 

Food security  To identify if the child and the household 
is food secure throughout the year  

Nutrition and growth To examine the physical growth of the 
child in relation to his or her age  

Shelter and care Shelter  To identify if the child is sleeping in an 
environment which is secure against 
wind, rain, sun etc.   

Care  To assess whether the child is fully under 
parental care or adult care and receives 
adequate psychosocial support  

Protection Abuse and 
exploitation 

To assess if the child is free from any 
acts of abuse, exploitation and neglect 

 Legal protection To identify whether the child can access 
legal support when needed, e.g. birth 
registration, inheritance  

Health Healthy being  To assess the health status of the child, 
whether often sick or not 

 Access to medical 
care 

To assess whether the child in the 
household can access health care services 
when they need including curative and 
preventive care 

Psychosocial  Social behaviour   To assess children relationship with the 
parents, fellow children, and to assess 
any unwanted behaviour  

Education and 
life skills   

Understanding 
capacity  

To assess education and life skills 
capacity both at school, home and 
participation in productive activities 
which do not violate the rights of the 
child and which do not fall under child 
labour  

 Education and work To assess whether the child is enroled in 
school, attendance rate and if she/he 
participates in learning different 
vocational skills 

Source: Compassion Programme 
 

FGDs with beneficiaries and interviews with programme informants revealed that 

there were other parents or guardians of children who were visiting programme 

offices requesting for support. Other children names were being sent to programme 
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offices by the leader of street village governments in their respective areas. In such a 

situation, programme officials would visit the households for verification of the 

information provided. If the child and household met the criteria, they had to wait for 

some time until funds were available before being registered as beneficiaries. This 

implies that being identified as eligible for benefits is not instantaneously followed 

by transfer of benefits.  

4.2.3.3 TASAF Productive Social Safety Net Programme  

Aggregation of qualitative information from the key informants� interviews, FGDs 

and review of project documents provided rich information regarding identification 

of TASAF beneficiary households. It was established that the process of identifying 

beneficiaries of the programme is stepwise involving six major steps. The first stage 

of identification process involves an open village/street meeting whereby community 

members are required to define the community agreed poverty criteria which will be 

used to identify beneficiaries. It is the task of this meeting to choose fourteen 

community members who will be the members of CMC. CMC is vested with the 

power for day-to-day operation of TASAF activities in the villages including 

identification of beneficiaries and managing the disbursement of funds to 

beneficiaries. In the second stage, the community management committees visit each 

household in the village and conduct a preliminary listing of poor households based 

on the community set poverty criteria.  

During the third stage, CMC will submit to the village government meeting a list and 

details of each household which is regarded as a potential beneficiary from sub-

village level. Members of the village government examine and verify the listed 

households based on their knowledge of the community. They also can make changes 
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by adding households which are not included in the proposed list of potential 

beneficiaries or exclude from the list of proposed beneficiary households which are 

regarded as non-poor. During this stage, the second open village/street meeting will 

be convened. The purpose of this meeting is to present the list of all proposed poor 

households in the village. Figure 4.3 below indicates the proportion of household 

participation in the meeting. During this meeting, community members are supposed 

to assess each household and identify the household which does not meet the criteria 

set by the community during their first meeting. Equally, households which meet the 

criteria, but they were not listed are also identified. This meeting has a task to 

approve the preliminary list of poor households.  
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Figure 4.3: Participation in TASAF Public Meetings (N=296) 
  
Source: Household survey (2016). 

In the fourth stage, the CMC conducts a household economic capacity assessment for 

each household listed as poor during the preliminary visits. This exercise is preceded 

by training for committee members who will be involved in the exercise. From the 

KIIs and FGDs, it was established that data collected from households using a 

questionnaire included marital status, size of household, occupation of head of 
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household, housing conditions, ownership of assets, chronic illness, status of parents 

for children, situation of food availability in the household, major sources of income, 

energy used for cooking, energy used for lighting and sources of water, etc. The 

collected household data are then sent to TASAF Project Area Authority in 

respective district councils.  

The fifth stage involves entering household data from villages into database system 

known as Unified Beneficiary Registry and applies a Proxy Means Test (PMT) to the 

household dataset and provides an output with the score for each household. Two 

outputs were produced namely list of poor households and list of non-poor 

households. Therefore, those households whose score fall below the extreme poverty 

line are included as eligible for the program transfers while those with a score above 

the poverty line are excluded. However, it was claimed that some of the names of 

poor households were rejected by the registry which made people not satisfied with 

the process. This finding was repeatedly mentioned in FGDs with non-beneficiaries.   

The last stage involves a public meeting where the final list of eligible households is 

presented and ratified. At this stage, grievances against the results of the proxy means 

test can be presented to members of TASAF community management committees. 

Then households whose appeals were successful were reassessed and the information 

resubmitted to TASAF offices for the proxy means test. It was reported that during 

FGDs that a number of people who were not selected as beneficiaries did not resort 

to appeal because they mistrusted the member of programme management 

committee.        
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4.2.3.4 Challenges of Beneficiary Identification Process  

It can be established that there were illegible households benefiting from programme 

transfers. Results previously presented (Table 4.1) can be used to estimate that nearly 

four percent of heads of households in the sample were employed in the formal 

sector. Generally, in poverty-targeted programmes, such households are excluded 

from receiving transfers since they are not regarded as poor. For example, criteria set 

by TASAF are categorically clear on that aspect but results indicate that some 

households in the sample had their heads who were employees of the formal sector. 

Further details were sought from these households as to how they became 

beneficiaries, and it was found that some households did post-targeting by going 

directly to the CKP, Compassion programme offices or TASAF community 

management committees and requested for support.  

Data from individual and group discussions in Kondoa indicated that there was no 

strict enforcement of the eligibility criteria in the early phases of the Compassion 

programme activities in some villages. Many people were not aware of programme 

benefits coupling with negative perception of the benefits. For example, it was 

revealed by some informants that some community members perceived that the 

programme aimed at spreading Christianity among the non-Christians. Some of the 

informants revealed that many beneficiaries� households that were included during 

the early phases of the programme were less regarded by the community as being 

poor.  Table 4.8 indicates the key challenges of the identification as raised by the 

respondents as revealed during the household survey. 
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 It was reported that poor awareness creation (33.2%), exclusion of some members of 

the same households (28.9%), and lack of experienced local people in the 

identification teams (20.7%) posed major challenges in identifying beneficiaries.  

Table 4.8 Challenges in Identifying Beneficiary of Programmes (N=239) 

Challenges of identification %  

Poor awareness creation 33.2 

Exclusion of members of the same household 28.9 

Community negative impression for transfers 21.1 

Poor selection of household surveyors 20.7 

Exercise is done in hurry 19.0 

Favouritism 16.4 

Political interference 12.5 

Stigma in the community 6.5 

Source: Household survey (2016). Percentages are based on multiple responses. 

During key informant interviews, participants mentioned challenges associated with 

identification:  

 ��in Hombolo Bwawani, a total of forty households were 
excluded from the list of beneficiaries because they were found 
not really poor�� 

In another interview, it was elaborated that: 

��TASAF committees which are responsible for identi fying poor 
households have personal interests. They are accused of favouritism 
when collecting household information which results in exclusion of 
those deserving and inclusion of those who do not deserve��  

��in a household, only one child can become a benef iciary. If there are 
more than one child, facing similar problems only one is chosen��  

In one of the FGD in Dodoma Municipality, a female non-beneficiary lamented that: 

��the process of selecting TASAF beneficiaries was disrupted 
by people who involved politics in the process of collecting 
information from households. We know some households were 
not included because of political conflicts; no agreement of the 
fate of such households was reached in the village meeting��  
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The challenges described above can affect programme objectives of reaching the 

poorest of the poor. To establish if identification mechanism is acceptable to the 

community members, it involves analysis of their perception. To attain this, 

respondents were asked about the extent to which they participated in the process of 

identification of TASAF beneficiaries especially in public meetings. Figure 4.3 

shows that about 38.9% did not attend any meeting whereas 49.3% mentioned that 

their participation was passive because they attended the meeting, but they did not 

get opportunity to give their opinions. Only 11% of the households revealed that they 

got an opportunity to give their opinions.  

In addition, Table 4.9 presents the overall community knowledge of beneficiaries� 

identification process. It was revealed that majority of the respondents had moderate 

knowledge of the process (51.2%) with beneficiaries of multiple transfers composed 

the majority in this category. These were followed by respondents participating in-

kind and cash transfers programmes. It was noted that the overall good knowledge of 

beneficiaries� identification process was higher among the cash transfers 

beneficiaries (31.7%). Yet, about 23.9% of households had poor knowledge on how 

beneficiaries were identified with the majority being the beneficiaries of in-kind 

transfers. The test statistics of the relationship between the level of knowledge of 

identification process and type of programme a household is enroled were found to 

be significant at p<0.001.  
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Table 4.9: Respondents� Level of Knowledge of Identification Process (N=402) 

 
Level of knowledge  Cash 

transfer 
Beneficiaries 

(%) 

In-Kind 
Beneficiaries 

(%) 

Cash & In-kind 
Beneficiaries 

(%) 

Average  
 

(%) 

 

Good knowledge   31.7 16.6 27.1 24.9 
     

Moderate 
knowledge 

 50 49.1 61 51.2 
     

Poor knowledge  18.3 34.4 11.9 23.9 
     

Source: Household Survey (2016).    Chi-square=22.662, p<0.001 

 
4.3   Influence of Social Transfers on Household Economic Welfare  

The second objective of the study aimed to examine the influence of cash and in-kind 

transfer programmes on household economic welfare. The influence of social 

transfers that this study was interested was on assets accumulation and productive 

investments established as proxy measures of household economic welfare. 

Information on assets accumulation and investment is important in order to 

understand the trend on the long-term effects of transfers to improve household 

productive capacity beyond smoothing consumption.  In an effort to understand more 

the influence on transfers on household welfare, participants were also asked to 

report on their saving behaviour that if they had any savings and the method used. As 

mentioned earlier, cash transfers are assumed to have positive effects on total 

consumption expenditure because they increase the disposable income of the very 

poor households (Attanasio & Mesnard, 2005; Barrientos & Sabates-Wheeler, 2006; 

Kabeer & Waddington, 2015). Also, part of the transfer may be used to save or invest 

in other productive aspects (Kabeer et al., 2015).  
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The amount of cash received by TASAF beneficiary households depends on several 

factors such as household size, number of children, the age of children, whether 

children attend school or not etc.  The average amount of cash received by the 

sampled household for TASAF per year was TZS 194,430. Based on individual 

household cases, there were households receiving up to TZS 432,000 per year if they 

fulfilled many of the mentioned criteria for disbursement. In most cases, these were 

households with larger number of children attending school.      

On the part of in-kind transfers, beneficiaries of Compassion and CKP were receving 

material transfer such as school uniforms, shoes, supplies, backpacks, medical 

treatment cost, and school fees. If applicable, a programme directly pays the fees to 

the school. Also, there are costs for bedding materials provided to children attending 

boarding schools or vocational education institutions. It is estimated that the 

minimum value of scholastic materials received per household per child were worth a 

minimum of TZS 68,632 per annum. This value excludes school fees, medical and 

transport costs benefits. It was noted that medical costs were being paid directly to 

the health facility, and transport costs to health facility were being paid to the parent 

or caregiver accompanying the child. It was also found that Compassion provides a 

household with a child or caregiver living with HIV/AIDS a monthly food support 

grant. About 53,700/= was provided if a child was living with HIV/AIDS, and 

83,200/= if a caregiver of a child was living with HIV/AIDS.  Households which had 

benefitted from such support were 6.4% of sampled in-kind transfer beneficiary 

households. Interviews with programme�s officials revealed that fear of community 

stigma and discrimination made other people not reveal their HIV status.  
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Table 4.10 shows the type of in-kind transfers received by households over the past 

12 months. Results indicate that majority of the households had received scholastic 

support mainly school uniforms (84.5%), and schools supplies (80.9%) followed by 

medical treatment support (47.3%). Medical treatment is a support which covers all 

medical costs for a sick child and its associated transport costs for a child and adult 

person accompanying the child to the health facility. There were some cases reported 

by both programmes, Compassion and CKP, that some children were supported to 

receive tertiary level treatment in Kilimanjaro and Dar es Salaam.  

 
Table 4.10:Type of in-kind Benefit Received by Beneficiary Households (N=220) 

 
 In-kind transfer  (%) 

School uniforms (clothes and shoes) 84.5 

School supplies (notebooks, pens, pencil, backpacks etc.) 80.9 

Medical treatment costs 47.3 

School fees 10.5 

 Bedding and other materials for children attending boarding schools 8.2 

 Food support grant for beneficiaries with HIV/AIDS 6.4 

Source: Household Survey (2016).   Percentages are based on multiple responses. 

 
4.3.1   Assets Accumulation and Productive Investments 

Literature suggests that measuring assets ownership is important to improve our 

understanding of poverty traps and mobility since assets provide a better picture of 

structural poverty (Adato, Carter & May, 2006; Carter & Barrett, 2006). Through 

interviews with heads of households and observations, a study sought to establish 

whether beneficiary households had acquired any asset after benefitting from transfer 

programmes over the past two years preceding the interview. Table 4.11 presents the 

information collected on some of the assets owned by each household. In order to 
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establish whether transfers had contributed to household ownership of assets or were 

acquired through other means apart from transfer programmes, respondents were 

probed to report the major source of income or other means which they used to 

acquire the assets. In the effort to verify some information given by the respondents, 

where possible, physical observation of items was made. 

 
Table 4.11:Ownership of Assets and Major Sources for Acquisition (N=402) 
 

Item Agricult

ure 

Lab

or 

wag

e 

Sala

ry 

Giv

en 

as 

gift 

Inhe

rit 

TAS

AF 

cash 

Othe

r 

sourc

es   

Compas

sion 

Tot

al 

Agricultu

re land  

88 0 0 0 124 0 20 0 232 

House 92 0 0 0 250 0 0 2 344 

Bicycle 12 6 11 0 0 6 0 0 35 
Motorcy
cle 

10 0 0 0 0 0 0 0 10 

Televisi
on  

8 0 0 2 0 0 1 0 11 

Mobile 
phone 

41 28 10 30 0 16 12 0 137 

Bed  117 0 0 25 16 0 33 0 191 

Mattress 109 0 0 47 0 25 0 21 202 

Radio 46 5 13 7 0 0 0 0 71 

Goat 0 0 0 0 0 6 0 0 6 

Poultry 27 0 0 0 0 39 4 0 70 

Chair 40 0 0 37 14 11 25 0 127 

Table 62 7 00 27 18 0 12 0 126 

Iron 4 0 10 0 0 0 0 0 14 
Refriger
ator  

6 0 7 0 2 0 5 0 20 

Source: Household Survey (2016).    
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In order to have a more specific categorization of the influence of social transfers on 

asset accumulation and productive investment established, gathered information was 

further analyzed and presented as per categories of beneficiaries. Table 4.12 indicates 

the types of assets and productive investments namely livestock ownership, small 

business, farm inputs, house improvement, and ownership of durable assets as 

reported by the heads of households.  
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Table 4.12: Influence of Social Transfers on Asset Accumulation and Productive 

Investments on Households (n=402) 

 
Beneficiary Asset or Investment  

Established   
 

Fisher�s exact test  
(p-value) 

Cramer�s 
V 

                                               Established small business   

 Yes 
(%) 

No 
(%) 

  

Cash 5.56 94.44 0.07* 0.11 
In-kind 1.23 98.77   
Cash and in-kind 3.39 96.6   
Total % 3.48 96.52   
                                                  Livestock ownership 
 Yes  

(%) 
No  
(%) 

  

Cash 16.11 86.89 0.000*** 0.24 
In-kind 1.23 98.77   
Cash and in-kind 13.56 86.44   
Total % 9.7 90.3   
                                            Engage in farming activities 
 Yes  

 
No   

Cash 12.22 87.78 0.000*** 0.2 
In-kind 1.84 98.16   
Cash and in-kind 8.47 91.53   
Total % 7.46 92.54   
                                                 Housing improvement  
 Yes  

 
No   0.1 

Cash 14.44 85.56 0.305  
In-kind 9.2 90.8   
Cash and in-kind 11.86 88.14   
Total % 11.69 88.06   
                                                Ownership of durable assets 
 Yes No   

Cash 11.67 88.33 0.78 0.04 
In-kind 9.82 90.18   
Cash and in-kind 8.47 91.53   
Total % 10.45 89.55   
Source: Household Survey (2016)  
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4.3.2   Influence of Social Transfer on Productive Investments 

The study revealed that transfers influenced about 9.7% of the households to start 

livestock keeping. As shown in Table 4.12, majority of such households were 

beneficiaries of TASAF cash transfer. This was followed by beneficiaries of both 

cash and in-kind transfers and then in-kind transfer recipients. Majority of the 

households kept numbers of poultry while very few managed to buy small livestock 

like goats or sheep. It was also found that the minimum number of chickens owned 

per household was 3 and maximum of 50. The findings on livestock ownership were 

statistically significant at 1% level.  

It was noted that only 14 (3.5%) of the households started new small businesses after 

they had enroled in social transfer programmes. Majority of these were beneficiaries 

of cash transfer followed by those who had received multiple transfers and the least 

were those receiving in-kind transfers. The Fisher�s exact test indicates a statistically 

significant difference between categories of beneficiaries at 10% level.  Type of 

businesses established were making of confectionary products (e.g. buns), selling of 

charcoal and selling of vegetables and fruits by hawking.   

It was further found that out of 402 households 30 (7.5%) revealed that transfer 

benefits helped them to start engaging in farming activities. It was established that 

majority were growing sunflower, sorghum, and maize. Maize and sorghum were 

found to be important for food security while sunflower was grown for cash income. 

It was further established that most of such households were the beneficiaries of 

TASAF cash transfer and they were using part of cash to buy improved seeds 

varieties and or pay for land hiring charges for those who did not own land for 

agricultural activities. Results indicate statistically significance difference between 
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three categories of beneficiaries at 1% level. On the part of land ownership, it was 

found that the mean size of agricultural land owned by sampled households was 1.3 

acres and a maximum of 3.50 acres.  Table 4.11 indicates that most of the land 

owned by household was inherited followed by that purchased using profit from 

agricultural production. No direct influence of social transfer was reported on 

ownership of land. 

The above findings revealed that some of the households were able to use benefits of 

transfer on economic productive investments. It is further established that the 

influence of cash transfer is more important than in-kind transfer in the aspect of 

improving household productive investment capacity. Although the results for all 

three investments namely livestock keeping, small business and farming activities 

showed statistically significant different across cash, in-kind and multiple transfer 

beneficiary households, the Cramer�s V indicated weak strengths of association 

across the results. Cramer’s V is used as  post-test to determine strengths of 

association after Chi-square or Fisher�s exact test  has determined the significance. 

Cramer’s V varies between 0 and 1, implying that values close to 0 shows small 

association between variables and close to 1 indicates a strong association.  

4.3.3   Influence of Social Transfer on Assets Accumulation  

On the part of influence of social transfer on durable assets accumulation, data 

provided in Table 4.12 illustrate that 42 (10.4%) were able to use benefits accrued 

from transfer they had received to acquire a number of assets in the household. The 

frequently mentioned and observed non-durable assets were sponge mattresses, 

mobile phones, and wooden chairs. Six households reported to have managed to 

purchase bicycles as result of money received from TASAF. The results presented in 
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Table 4.12 reveal that cash transfer helped some beneficiaries to diversify the cash 

received to invest in durable assets unlike recipients of in-kind transfers although the 

results were not statistically significant at any level. These findings imply that, 

statistically, cash and in-kind transfers did not differ in the influence they exerted on 

households� ability to accumulate durable assets. 

Some (48, 11.69%) households reported that they were able to improve their housing 

conditions after they were enroled in the social transfer programmes. Majority of 

such households were beneficiaries of cash transfers followed by those who were 

receiving transfer from multiple programmes. None of the respondents attributed 

cash transfer to ownership of house, rather they reported to have been using benefits 

accrued from transfers to renovate or improve conditions especially the floors and 

roofs of their houses. As it is generally known, such most of houses in rural areas 

have mud floors and majority of houses leak during rains. Two respondents (one in 

the Municipality and another in Pahi, Kondoa) revealed that they received money 

through Compassion programme for house construction. It should be known that 

Compassion does not distribute regular cash transfer like TASAF. However, some 

benefactors indistinctively provide cash to beneficiary households. In most cases, 

these supports are attached with conditions. This was  as explained by a beneficiary 

during FGDs comprising of female participants:   

��money was sent to us through Compassion Offices� we did not 
receive it at hand. I was told by the Officer from Compassion that 
money was sent from donor to Compassion Offices to support 
construction of a family house. They knew that we were living in a 
very poor place. The task of Compassion workers was to ensure 
that all the money was used to buy materials until the house was 
completed. We would always go together to buy materials and 
other things...�  
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A similar situation was reported by a female-headed household in Kondoa that had 

received support to construct a house in favour of her child who was a beneficiary of 

Compassion Programme. Interview with key informants from CKP also indicated 

how transfers have impact on household welfare:  

��if we visit them [beneficiaries] we can observe c hanges from 
the time of identification. They are able to save some resources 
which they would have used to purchase other household items as 
per their wishes. Few have managed to start a business. We hope 
that if the business grows, it will be for the benefit of the entire 
family. There are many ways to fight against poverty. I think the 
approach of educating children is useful, and it can result into 
sustainable outcomes� �   

From the results presented in Table 4.12, it was revealed that the results for 

ownership of durable assets and housing welfare were not statistically significant at 

any level. This implies that, statistically, cash and in-kind transfers do not differ in 

the influence they exert on households in investing in accumulating assets and 

housing welfare.   

4.3.4   Influence of Social Transfer on Savings  

It was also the interest of the study to understand whether the household heads had 

managed to save some income as a result of their participation in the transfer 

programmes. Saving promotes asset accumulation. It also helps in managing shocks; 

hence it can provide a way out of poverty and prevent the household from falling into 

poverty. Although verification of such data was difficult, self-reported data on 

household head savings were collected in order to capture whether transfer had any 

influence on savings. Therefore, respondents were asked to report if they had saved 

money over the past year.  The findings in Table 4.13 indicate that nearly a quarter 

(23.17%) households managed to save some amount of money whereas slight above 

about three-quarters (76.8%) households were unable to save money over the past 
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year preceding the survey. Beneficiaries of in-kind transfers formed the majority 

(28.4%) of households which managed to save money followed by the recipients of 

both cash and in-kind transfers (22.03%) and cash transfer (18.75%). The results 

were not statistically significant and unexpected based on the assumption that cash is 

easier to save than non-cash transfers. Results also reflected the fact that some of the 

in-kind transfer households were relatively less poor than cash transfer households. 

This is because, some of the heads of in-kind transfer households were employed in 

the formal sector.   

Respondents were asked to report on the type of saving method that was used. Four 

methods were mentioned namely mobile money (63.56%), informal savings and 

lending group (15.29%), bank account (8.24%), and storing cash in secret places at 

home (12.94%) as shown in Table 4.13.  Furthermore, the analysis shows that most 

of the bank account owners were in-kind transfer beneficiaries, whereas the majority 

of households which were using mobile money as a saving method were cash-

transfers beneficiaries. None of the beneficiaries of cash transfer had a bank account. 

Participation in informal savings and lending groups and storing money at home 

were frequent methods among in-kind transfer households. These were mostly 

groups of women contributing small amounts of money on weekly or monthly basis, 

and the total collected sum was being given to one member each week or each 

month. Interviews with cash transfer programme officials revealed that households 

were sensitized to participate in groups so that they could accrue more other social 

benefits. This cyclic process continued until all members had received an equal 

amount.  Results for saving methods were statistically significant at 10% level using 

Fisher�s exact test.  
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The findings on savings might have been affected by low response rate due to the 

tendency of hiding or underreporting financial information.  

Table 4.13: Savings and Methods of Savings by Type of Beneficiary Households   

Capable of saving   
 
 (N=397) 

Cash 
transfer 

 
(%) 

In-kind 
transfer 

 
(%)  

Cash & In-
kind transfer 

(%) 

Average  
 

(%) 

Fisher exact 
test 

p-value  
 

Yes (n=92) 18.75 28.4 22.03 23.17 
 

p<0.11 
 

No (n=305) 81.25 71.6 77.97 76.83 
 

 

      
Saving Method  
 
(N=85) 
 

     

Bank account 0 14.29 7.14 8.24 p<0.06* 

Mobile money 75.86 47.62 85.71 63.53  

Savings groups 13.79 19.05 7.14 15.29  

Store money at 

home 

10.34 19.05 0.0 12.94  

Source: Household Survey (2016).                 *Significant at p<0.1 

4.4 Influence of the Social Transfers on CHF enrolment  

4.4.1 Socio-Demographic and Economic Characteristics of Households and CHF 

Membership Status 

This section presents the socio-demographic and economic characteristics of the 

respondents with regard to their status of CHF memberships. According to 

Andersen�s behavioural model of health services, such characteristics are 

predisposing factors for health access and utilization (Andersen, 1995; Andersen & 

Newman, 1973). The aim is to establish whether there are differences between CHF 

members and non-members based on the predisposing characteristics. In order to find 

out the characteristics of the households that were more likely to be members or non-

members of CHF, variables that were considered to be relevant were cross-tabulated 
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and tested for statistical significance using chi-square.  Tables 4.14a and 4.14b 

indicate the results of household demographic characteristics examined. These 

include household head�s sex, age, marital status, size of the household, number of 

children, occupation, and level of education. 

Other characteristics considered were the presence of a member with chronic illness 

in the household, view of premium price, distance to health facility, type of 

programme benefitting, household wealth profile, knowledge of benefits package and 

sources of premium (subscription fee). Based on theoretical and empirical literature, 

such variables were considered to be relevant to influence household�s enrolment in 

the CHF. Of the total sampled households, 48% were current members of CHF while 

52% were not. About 64.8% of cash transfer beneficiaries were members of CHF 

whereas 26.3% were non-members. In-kind transfer programmes comprised of 

16.6% of its beneficiaries who were enroled in the CHF whereas 62.7% of the 

sampled beneficiaries were non-CHF members. Among those who received both 

cash and in-kind transfers, 18.7% were members of CHF whereas 11% were non-

members. These results indicate statistically significant difference between the type 

of social transfer and membership in the CHF (p<0.001). 
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Table 4.14a: Socio-Demographic Characteristics by CHF Membership Status 

(N=402) 

 
Variable  CHF 

Member 
(%) 

Non-CHF 
member 

(%) 

Average 
(%) 

Chi-
square 
p-value 

Sex      

Male  50.3 41.1 45.5 3.3358 
Female  49.7 58.9 54.5 p<0.06 
Age of head     
Below 45 11.4 23.9 17.9 13.386 
45-59 26.4 29.2 27.9 p<0.001 
60 and above 62.2 46.9 54.2  
Marital status     
Married 45.6 40.7 43 16.122 
Single (never married) 10.9 26.3 18.9 p<0.001 
Widow/widower 43.5 33 38.1  
Size of household     
Below 5  36.8 53.1 45.3 11.265 
5 persons 30.6 24.9 27.6 p<0.004 

Above 5 persons 32.6 22 27.1  
Number of children     
No child  3.6 2.4 3 9.791 
1-3 children 75.6 87.6 81.8 p<0.007 
4 children and above 20.7 10 15.2  
Occupation     
Farming   42 54.1 48.3 9.769 
Petty business 30.6 21.1 25.6 p<0.045 
Casual labour  8.3 8.6 8.5  

Employed in the formal sector 2.6 4.8 3.7  

Do not work 26.6 11.5 13.9  

Education level     

Never enrolled 53.2 35.9 43.8 12.425 
Primary 39.9 51.7 46 p<0.006 
Secondary 7.3 10 8.7  
Post-secondary 0.5 2.4 1.5  
Source: Household survey (2016). 
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Table 4.15b: Socioeconomic Characteristics of the Respondents by CHF Status 

Variable  

N=402 

CHF 
member 

(%) 

Non-CHF 
member 

(%) 

Average 
(%) 

 

Chi-
square 
p-value 

Chronic illness:   Yes 13.5 17.7 15.7 1.360 

No  86.5 82.3 84.3 p<0.244 

Distance to facility: 0-5 Km 68.9 82.3 75.9 9.819 

6 Km and above 31.1 17.7 24.1 p<0.002 

Transfer programme 

benefiting (N=402) 

    

Cash  64.8 26.3 44.8 89.721 

In-kind  16.6 62.7 40.5 p<0.001 

Cash & In-kind 18.7 11 14.7  

Wealth profile:  Poor  62.75 61.7 62.2 0.0403 

Non-poor 37.3 38.3 37.8 p<0.841 

Knowledge of benefits 

package (N=399) 

    

Good knowledge 34.7 21 28.1 8.175 

Poor knowledge 65.3 78.2 71.9 p<0.004 

View on the price of 

premium (N=401) 

    

High price 18.7 213 15.7 2.432 

Low price 81.3 87 84.3 p<0.119 

Geographical location 

(N=402) 

    

Rural 70.47 70.81 70.65 0.0058 

Urban 29.53 29.19 29.35 p<0.939 

Source: Household Survey (2016).  

 
The results as presented in the Table 4.14b above indicate that majority of poor 

households (62.7%) were enroled in the CHF than non-poor households (37.3%) 

(Table 4.14b). Although the findings do not show a significant difference between 
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households� wealth profiles and enrolment in the CHF, they provide different views 

compared to the findings of the previous studies. More than one-third of the 

respondents were of the opinion that the CHF premium was low but the results were 

not statistically significant. Further, the findings indicated that a vast majority of the 

respondents (71.9%) had poor knowledge of CHF benefits package. Descriptively, 

these findings showed a statistically significant difference between knowledge of 

benefits and enrolment in CHF (p<0.004). During the survey and key informant 

interview, it was revealed that Enrolment Officers were usually visiting TASAF 

beneficiaries during cash disbursement and advised them to join CHF or renew 

membership.  

Results also indicate a statistically significant difference between the distance to the 

facility and enrolment in CHF. Nearly one-third of the members of CHF were found 

to travel six kilometres and above to visit a nearby health facility. Results in Table 

4.14b indicate that the majority of CHF members and non-members were living 

within five kilometres or less from the health facility. Many respondents complained 

about the long distance to a nearest public health facility as one of the factors 

deterring enrolment in CHF. 

Results of the test statistics using chi-square (Tables 4.14a and 4.14b) show that sex 

(p<0.0067), age (p<0.001), marital status (p<0.001), size of household (p<0.004), 

number of children (p<0.007), occupation (p<0.045), level of education (p<0.006), 

distance to a health facility, type of transfer programmes (p<0.001), and knowledge 

of the health insurance benefit package had statistically significant association with 

enrolment in the CHF scheme (being insured with CHF).  Other variables such as 

chronic illness (p<0.244), wealth profile (p<0.841) and view of CHF premium price 
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(p< 0.119) did not have significant association with CHF membership status.   

4.4.2 Factors Influencing Enrolment in CHF   

In a situation of voluntary risk pooling health schemes like CHF, understanding the 

reasons for households to join in the scheme is critical in order to ensure 

sustainability of the scheme. With regard to this, information from CHF informants 

suggests slow rate of membership renewals with about 8.3% active memberships in 

2016. For example, in Kondoa District in 2015, about 16,379 households which are 

about 29% of all the households in the district had CHF card but the active 

membership (renewals) in 2016 were 7,787 households which is equivalent to 13% 

of all the households. In Dodoma municipality, the number of households with CHF 

cards in 2015 was 12,461 (13%) but active CHF cards in 2016 were 9,740 (10.4%) 

households. In Chamwino district, the number of households with CHF cards was 

13,269 (18%) while in 2016, the number of households with active membership was 

6,259 (8.5%).  

All the informants provided gave opinions that programmes such as HPSS and 

TASAF cash transfers had played a major role in increasing the trend of CHF 

membership in the past five years. However, the challenge was on the retention of 

members. It was reported that TASAF beneficiaries were sensitized to subscribe to 

CHF as a part of fulfilling conditions for accessing health services. But key 

informants were of similar opinion that CHF could not only depend on TASAF 

beneficiaries as the programme did cover the entire population. Their argument was 

that if the programme beneficiaries became self-sufficient, they would be able to pay 

themselves voluntarily without associating it with money from TASAF or other 
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transfer programmes. This is important because CHF has been operating under risk 

pooling whose success depends on a high number of members in the scheme.   

Table 4.15 indicates a summary of the trend of CHF enrolment since 2012 and active 

CHF cards in 2016 in the Dodoma Region. From the Table, it can be argued that a 

cumulative number of community members purchasing CHF policies has been 

increasing but the main challenge has been the low rate of renewals which means 

high attrition rates. For example, the total number of policies sold until 2015 was 

23% of the household population for Dodoma Municipality but active members until 

the end of 2016 was 10.4%. For Kondoa District, the total number of policies sold 

was 49% of the household population but active members by end of 2016 were 

13.8%. For Chamwino District, CHF policies sold was 42% of the household 

population whereas until the end of 2016, active members were only 8.5% of the 

household population. The overall regional CHF enrolment average was 8.3% in 

2016. 
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Table 4.16: Trend of CHF Enrolment per District in Dodoma Region from 2012 

- 2016 

Source: Computed from CHF Enrolment Database (HPSS/PO-RALG) (2016) 

 
Respondents were asked to mention the motivating factors for them to join CHF. 

This information was solicited from both current CHF members and those who had 

dropped out of CHF. Table 4.16 indicates that majority of the respondents pointed 

out that they were motivated to join CHF after they had received advice from CHF 

Enrolment Officers (30.2%). The results show a slight difference between advice 

from enrolment officer as a factor for joining CHF and protection from incurring out 

of pocket payments at the point of service (29.5%). Other motivating factors to join 

CHF which were revealed by the respondents included access to referral facilities 

District  Popultn HHold  
Popultn 

2012 2013 2014 2015 Active  
Households 
2016 

Bahi 221,645 49,254 667 
(1%) 

3,825 
(8%) 

9,985 
(20%) 

12,571 
(26%) 

2,174 
(4.4%) 

 
Chamwino 330,543 73,454 1,579 

(2%) 
4,671 
(6%) 

11,491 
(16%) 

13,269 
(18%) 

6,259 
(8.5%) 

 
Chemba 235,711 50,151 115 

(0.2%) 
1,598 
(3%) 

5,519 
(11%) 

6,090 
(12%) 

3,135 
(6.2%) 

 
Dodoma 410,956 93,399 736 

(1%) 
2,930 
(3%) 

5,509 
(6%) 

12,461 
(13%) 

9,740 
(10.4%) 

 
Kondoa 269,704 56,188 618 

(1%) 
1,386 
(2%) 

9,681 
(17%) 

16,379 
(29%) 

7,787 
(13.8%) 

 
Kongwa 309,973 61,995 1,817 

(3%) 
4,372 
(7%) 

11,835 
(19%) 

16,502 
(27%) 

6,315 
(10.1%) 

 
Mpwapwa 305,056 66,317 2,110 

(3%) 
7,544 
(11%) 

12,196 
(18%) 

14,416 
(22%) 

3,170 
(4.7%) 

 
Total 2,083,588 

 
450,758 7,642 

(2%) 
26,326 
(6%) 

66,216 
(15%) 

91,688 
(20%) 

38,580 
(8.3%) 
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(28.6%), affordable premium (28.2%), household having member(s) who often get 

sick (16.9%), to fulfill TASAF conditions (17.6%), and Compassion programme paid 

for the premium (14%). It was established that Compassion was supporting for CHF 

enrolment only covered targeted children and not the entire households. Access to 

referral facilities was repeatedly mentioned by the respondents in Dodoma 

municipality who felt that by having insurance card, they could increase their access 

to Dodoma Regional Residents hospital.  

Table 4.17: Reasons for Enrolment in the CHF among Current and Previous 

members (N=252) 

 Respondents (%) 
Reason Cash 

transfer 
In-Kind 
transfer 

Cash & In-kind 
transfers 

Average 

Advice from Enrolment 
Officers 
 

16.2 29.1 45.5 30.2 

Financial protection 
 

30.3 27.3 30.9 29.5 

Access to referral facilities 
 

28.2 30.9 23.6 28.6 

To fulfill TASAF conditions 
40.2 0 12.7 17.6 

Household members often get 
sick 
 

12.7 21.8 16.4 16.9 

Premium paid by Compassion 
programme   
 

0 29.1 12.9 14 

Advice from other individuals 
 

7 1.8 5.5 4.8 

Source: Household Survey (2016). Percentage is based on multiple responses 

 
Most of the cash transfer beneficiaries revealed that they had joined CHF because 

they were fulfilling health conditionality of the cash they received from TASAF. This 

was previously mentioned that TASAF�s major conditions included school enrolment 

attendance for children and health care visits for check-up and treatment especially 

for children, maternal mothers and elderly aged 60 years and above.  
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In order to gather more information on the effects of transfer programmes on CHF 

enrolment, it was necessary for the researcher to gather information on the sources of 

the premium for CHF members. The aim of this information was to underscore the 

extent to which transfer programmes have an effect in CHF enrolment as addressed 

by a third objective of the study. Such information was solicited from households 

who were members and those who were previously members (drop-outs) of CHF.  

Results in Table 4.17 indicate that majority (70.8%) of the respondents mentioned 

that their source of CHF premium was money they had received from TASAF. This 

was followed by personal savings (12.8%), self-help groups (7.8%) and nearly 5% of 

the respondents mentioned that Compassion programme had paid for CHF 

subscription in favour of children in their households. These results show that the 

association between being a member of CHF and the source of income used to pay 

premium is statistically significant at p<0.05. 

Table 4.18: Sources of premium (N=243) 

Source CHF 
Member 

(%) 

Previous 
CHF 

(%) 

Average  
(%) 

Fisher�s exact 
test 
p-value 

Cash from TASAF 71.2 69.5 70.8  9.143 

Personal savings 12 15.3 12.8 p<0.05 

Relative/friends 2.2 8.5 3.7  

Compassion 

program 

6.5 0 4.9  

Self-help groups 8.2 6.8 7.8  

Source: Household Survey (2016) 
 

Interview with key informants highlights the contribution of TASAF and optimistic 

views on increasing enrolment in the CHF as explained by a member of village 

council of Munguli village in Kondoa District: 
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 ��in our village, the enrolment in the CHF before TASAF 
implementation was very low. Around 25 households were 
members in 2013. After TASAF started to give money to 
beneficiary households, the number of beneficiary households 
which joined CHF was 118�some women income generati ng 
activities groups paid for three households in 2016 while only 10 
Non-TASAF households joined the scheme��  

An official at Kondoa District Council expressed his optimism on TASAF: 

��enrolment has now increased because of TASAF. We can say 
that TASAF is playing a huge role� people should be sensitized 
enough, but this should go hand in hand with increase in medicine 
availability�� 

Data from FGDs and interviews with key informants show that there was a feeling 

among community members that prices of services such as registration and 

consultation at health facilities encourage people to join CHF. This is because, one or 

two visits to the facility can be equal or more than the premium price for CHF. At the 

time the survey was conducted, the premium prices for CHF across the three sample 

district were as follows: Dodoma municipality (TZS 10,000/=), Chamwino 

(10,000/=) and Kondoa (TZS 13,000/=). Prices for one visit at a health facility varied 

from place to place depending on the level of the facility. For example, cost for 

registration and consultation at the government health centre in Dodoma municipality 

was TZS 8,000/= whereas at Regional Referral Hospital costs were TZS 15,000/= for 

patient who visited the hospital without referral from a lower facility; TZS 10,000/= 

if the patient visited hospital after being referred by a lower facility, and TZS 5,000/= 

if the patient revisited the facility to proceed with treatment. Some of the prices are 

illustrated on Figure 4.4. In Kondoa, some dispensaries were charging TZS 7000/= 

for registration and consultation where, the cost was around TZS 8,000/= at the 

District Hospital. Other costs varied depending on the type of investigation a patient 

undertook. In this regard, community members felt that CHF could serve their 
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purpose as one TASAF beneficiary, who, during female FGDs in Munguli village 

explained: 

��most of us pay for CHF after we receive money fro m TASAF. 
We were sensitized by our leaders [�] TASAF money h as 
conditions. It is good to have CHF card if the problems are not 
there. This is because if you don�t have CHF card, you pay 
around 7,000/= at Mangoroma dispensary (referring to a 
dispensary in a nearby village) and probably more at the District 
hospital. If you are doing many investigations, it is very 
expensive without insurance��  

 

 

 

 

 

 

 

 

 

Figure 4.4: Prices of Some Services at Health Centres and Hospital Facilities  

Source: Dodoma Regional Referral Hospital and Makole Health Centre 

 
Interviews with key informants indicated that self-help groups also played role in 

enrolment in the CHF. It was reported in Munguli village in Kondoa District, and 

Mahamha village in Chamwino District that were there groups which set aside a 
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percent of the members� contributions to support payment for CHF subscription 

among the member�s households. In Kondoa District, there were nearly more than 33 

households whose CHF cards were paid by Savings and Internal Lending 

Communities. However, the number of households whose CHF cards were paid by 

the community lending groups in Chamwino District was not easily verified because 

of data fragmentation and high expiry rate as CHF subscription expires after every 

twelve months.  

According to Compassion official in Dodoma Municipality, some children were 

enroled in the CHF through group enrolment. This is an option where six children are 

combined and registered as one family. The social disadvantage of this type of 

enrolment is the exclusion of other members of the households. Parents of children 

who are enroled by the programme through group enrolment revealed a challenge 

experience because the CHF cards were being kept at the programme�s office and in 

the event a child needed to go to a health facility, she/he should first go the office to 

take the card and return it after usage. In a way, they could not access the card if the 

need to go health facility occured during office off-hours or at night.  

4.4.3 Reasons for Not Enroling in the CHF 

Data from household survey showed that 52% of the sampled households were not 

members of CHF. This information was verified by asking respondents to produce a 

CHF card and if the card was not valid (expired) by the date of interview, and if no 

payment was made for a new subscription, then, such households were regarded as 

drop-outs. About 36.5% of the non-CHF members could not renew their membership 

after it expired. Therefore, they dropped out of the scheme (Figure 4.3). About 57.5% 
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of the households not participating in CHF reported that they had never enroled in 

the CHF where the remaining 6% of the households were insured with NHIF.  
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Figure 4.5: Distribution of Non-CHF Member Households   

Source: Household Survey (2016) 

 
The major reasons for not renewing CHF membership that were given by the 

respondents included lack of financial protection (76%), difficult process to get 

referrals from lower to higher level health facility (37.3%), waiting for money from 

TASAF (26.7%), long waiting hours at the facility (22.7%), frequent drug-stock out 

(21.3%), no often sick people in household (17.3%), long distance to health facility 

(17.3%) and other reported issues that often the cost for health care for children is 

covered by in-kind transfer programmes (10.7%) (Table 4.18).  
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Table 4.19: Reasons for Not Enroling in the CHF  

  Reasons for dropping out (N=75) (%) 

Still used to pay out-of-pocket (Lack of financial protection) 76.0 

Bureaucratic referral process 37.3 

Waiting for money from TASAF 26.7 

Long waiting time at the facility 22.7 

Frequent drugs stock out 21.3 

Not often sick (perceive it not important) 17.3 

Facility is too far 17.3 

Children medical costs covered by in-kind transfer programme 10.7 

 
Reasons for Never Enroling (N=109)  

Poor quality of services 41.3 

Can’t afford premium 25.7 

Poor awareness of CHF benefits 25.7 

Covered by exemption  15.6 

Insured with NHIF 13.8 

Not often sick (perceive it not important) 11.0 

Facility is too far 10.1 

Does not cover private facilities 5.5 

Children medical costs covered by in-kind transfer programme 4.6 

Source: Survey Data (2016). Percentages are based on multiple responses 

 
The major reasons given by the respondents for not enroling in the CHF included an 

inherent belief that services provided were of poor quality (41.3%), inability to pay 

the premium because of the competing needs (25.7%), poor knowledge about CHF�s 

benefit packages (25.7%), the exemption covers household members who often need 

health care (15.6%), and the perception that enrolment is not important if not often 

sick persons in the household (11%). Moreover, about 13.8% of the respondents did 

not join CHF because they were insured with NHIF, 10.1% of the respondents 

claimed that health facilities were located far from their households, whereas 5.5% 
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mentioned that they preferred private health facilities which were not covered by 

CHF.  About 4.6% of the respondents admitted that they did not enrol in the scheme 

because of the medical costs children in their households were borne by Compassion 

or CKP programmes.  

 
Interview with CKP officials revealed that the programme beneficiaries were 

integrated in the programme�s emergency healthcare system which covered the cost 

for treating beneficiaries in hospitals countrywide including Mackay House Hospital, 

Dodoma Regional Referral Hospital, Muhimbili National Hospital, Comprehensive 

Community Based Rehabilitation in Tanzania (popularly knowns CCBRT), and 

Kilimanjaro Christian Medical Centre.  

 
The results from FGDs were categorized into four themes namely poor quality of 

services, negative attitudes towards CHF members, weak financial protection (CHF 

members still pay OOP), accessibility to health facilities and poor awareness of CHF 

(knowledge adequacy). Participants raised their concerns on the issue of quality of 

services which was deterring motivation to enrol in CHF. Some of the key 

impressions were:  

 ��we believe that drugs are being hidden against m embers of CHF 
while non-members are given. We also believe that all this happens 
because they think CHF fees is too small. So, there are no changes in 
receiving services now and the time when we were not members of 
CHF��   

��when CHF officials were here during public campai gns to motivate 
people to join CHF, they used to say that we would be receiving free 
treatment at the facility, but things are different. When you go to the 
facility you are told that drugs are not available or you have to pay 
some amount in order to receive them��  

��TASAF members are very much sensitized to pay for  CHF. 
Although we are not fully satisfied with the quality of services, we still 
hope that services will improve in the future. I can say it is better to 



152 
 

have health insurance than not. If people in the family are often sick, it 
is better to pay for CHF��  

��my CHF card expired three months ago and I have n ot paid for a 
new subscription because the waiting time at the facility is too long. 
One time I sent my daughter to the general hospital, they kept us 
waiting for more than two hours for them to diagnose our illness or see 
the doctor. I was angry, and when you asked them out, they keep telling 
us we should wait. If I went to a private dispensary or laboratory, things 
would be quick. I decided not to renew my CHF card. This situation 
and others discourage many people from taking up CHF and remain in 
CHF. It is only that we don�t have money, but if I had money, I would 
therefore go to private facilities where I would receive quick 
services� � 

�� I renewed my membership card this year. But since I renewed, it, 
have always been facing difficulties using the card at the hospital. They 
said my name does not appear on the list of CHF members. It has been 
a challenge. No one is helping me to address the problem��  

Qualitative results reveal that more often than not, patients with CHF cards either 

were required to top up the costs of medicine or investigations, or they were required 

to pay full medication costs like non-members.  

��people are demotivated to pay for CHF not because  they don�t 
have money, but because when they go to hospital, some 
medicines are given for free and some are not�� 

��sometimes if you go to a facility with CHF card, you can be 
told that there is no medicine, but those without CHF are given. 
We do not understand, and it makes us laugh��  
 
��you can find a nurse telling you that this drug i s very 
expensive you cannot get it by CHF card��  

It was noted that getting referral added to an already existing challenge of access to 
health services:  

 ��we are forced to use the dispensary at Nzali vil lage 
[Chamwino District], but there are some services which are not 
available there. If you go to health centre located in Chamwino, 
then, you have to pay TShs. 8000/= even if you have CHF card. 
This is normally the case if you do not have a referral letter from 
Nzali dispensary�� 

��we see there is no difference between those who h ave and 
those who do not have CHF cards. At some point, all of us pay 
some money at the health facility. It is cheap drugs like Panadol 
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tablets that you can often receive if you have a card, but the 
expensive ones, you never get them...� 

Across most of the FGDs, there were sentiments that the price of the premium was 

not an issue for many community members, rather the quality of services. Some of 

them even felt that if the price of premium would go up may be, they would receive 

better services. Regarding this, some of the participants in Dodoma Municipality 

noted: 

 ��I think they see TShs10,000/= a small amount for  CHF 
members to receive services for the entire year and if that is the 
case, they can increase the amount, but what we need are good 
services as they promised us when they were making 
campaigns��  

Unsatisfactory quality of services made in-kind transfers programmes not fully 

depend on CHF as a strategy of protecting the health of their beneficiaries.  Some of 

the key informants were of the opinion that:  

��here at Carpenter�s Kids programme, they do not s et aside 
funds for purchasing CHF card for the children in primary and 
secondary schools because of complaints about the quality and 
accessibility of services. Many community members are not 
purchasing CHF because they are unsatisfied with the services. 
However, we pay CHF for attending vocational training at Ibihwa 
Technical College��  

One Compassion programme official was of the opinion that:  

��low enrolment is due to people�s disappointment w ith the 
services�  It is the quality of services that discourages them from 
renewing cards for those who were once members. I think it has 
instilled an inherent perception in people�s minds that if you join 
CHF, you are not going to get medicines you need the card only 
when you are sick��   

The issue of healthcare accessibility was frequently mentioned especially in Munguli 

and Mahamha villages. In focus group discussions, participants frequently mentioned 

that lack of dispensary facilities in their villages was making them incur additional 

costs for transport to nearby areas where facilities were found. For example, those 
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who were living in Mahamha village expressed that public transport to a health 

centre at Chamwino was available only twice per day or unless had to hire a 

motorcycle cycle to go and return from the facility located in Chamwino centre. In 

Munguli village in Kondoa District, there was no health facility in the village. 

Therefore, in the event one needed to access health facility one had to go either to 

Mangoroma village or the District hospital. But both of these facilities were located 

more than 9 Kilometres from the village. The most commonly used transport to these 

facilities was motorcycle which on average, it cost around 8,000/=.  

On the part of poor awareness of CHF benefits, results from the FGDs indicated that 

majority of the people�s awareness needed to be improved particularly on the type of 

services eligible for members of CHF. This was explained by one group: 

 ��people should be told what service someone with CHF card 
can receive without paying additional money at the facility�� 

More information from discussions indicated that some people joined CHF just 

because of fulfilling the condition of TASAF but without knowing the benefits 

package. On this, one participant claimed:  

��we actually don�t know all of the conditions for CHF. We are 
not aware, for example the types of drugs covered, diseases and 
laboratory. What we believed in the first time they (CHF team) 
came is that if you have a card, then everything is covered but 
things are different� � 

4.4.4   Payments of Medical Bills Out-of-Pocket among CHF Members  

Majority of the respondents repeatedly mentioned that they were paying out-of-

pocket expenditure while they had CHF cards. The researcher found it necessary to 

understand in what circumstances such payments were being made. Respondents 

who were then members of CHF and those who had ceased to be were asked if they 

had ever paid the cost for medical care while they had CHF cards.  
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Table 4.19 shows that majority (58.3%) said that they paid for a medical fee out of 

pocket because they were told that CHF dis not cover the services they needed. 

Therefore, they were required to pay extra money in order to receive services. About 

31.5% of the sampled households paid for services out of pocket because they did not 

get a referral to higher level facilities where they were generally going to receive 

services. Unavailability of drugs was again mentioned by members of CHF as a 

problem that contributed 29.6% of the households to pay for the medical expenses 

out of pocket by purchasing drugs which were not on CHF drug list. Other reasons 

which were affecting CHF members to pay user fees included visiting unauthorized 

health facilities (24.5%) and CHF officers took long time to activate new cards 

(24.4%).  

Table 4.20: Reasons for Members of CHF (current and previous members) to 

Pay Out-of-pocket Medical Expenditure (N=216) 

     Reason  (%) 

CHF does not cover needed services or additional payment was 

required  

58.3 

Did not get referral  31.5 

Drug out of stock at facility 29.6 

Visited unauthorized facility 24.5 

CHF card not activated 20.4 

System failure 15.7 

Required drug of my choice 13.9 

Loss or forgot the card 11.1 

Source: Household Survey (2016) 
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It was also found that the facilities sometimes encountered a problem of computer 

system failure such that the card could not be used hence about 15.7% of CHF 

members were compelled to pay fees out of pocket. It was also revealed that some 

personal factors made members spend out-of-pocket as it was revealed by 13.9% of 

the respondents that when they required medicines of their choice then if the 

medicine was not among the CHF listed medicines, they were required to pay out-

pocket. It was noted that there were other members of CHF (11.1%) who paid for the 

medical cost at the point of service because they had lost the card or visited the 

facility without taking the card with them (20.4%). 

 
FGDs findings indicate that community members were not satisfied with the high 

direct payments they were making at the facilities for both inpatient and outpatient 

visits. They saw that situation as making no difference between being enroled and or 

not. This was forcing the poor households to use meagre savings, sell assets or forgo 

treatment.  

Given the above findings, it was necessary for the researcher to conduct interviews 

with CHF officials to understand their opinion why CHF members were always 

facing the problem of not getting drugs whenever they went to health facilities for 

treatment. It was revealed that the limited budget for health was a major factor 

leading to deficits in the supply of medicines in the facilities. The often-mentioned 

reason was inadequate capacity of the Medical Stores Department (MSD) to supply 

the required medicines. It was also established that district councils were not 

generating enough funds through CHF premiums because of the low enrolment of 

members. It was reported that 67% of the funds collected or received by the health 

facility should be used to purchase medicines and other medical supplies. Hence 
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informants were of the opinion that money for purchasing medicines and medical 

equipment should be available first so that facility can be capable of providing good 

services. for that case, then community members would be attracted to join CHF. On 

this, one District Council official insisted: 

 ��I think services need to be improved first befor e investing many 
resources for awareness campaigns��  

Sharing similar views, another informant explained: 

 ��It is true that community members are complainin g about the 
inadequate supply of medicines because they feel that having 
CHF card or not is the same thing. It is like CHF members are 
denied of their right��  

One Medical Officer gave his opinions that claims submitted to NHIF were being 

delayed to be reimbursed to health facilities. They were also not getting the matching 

grants from NHIF on time. This grant was supposed to be disbursed by the central 

government to local governments through NHIF. The findings from in-depth 

interviews indicate that delays in reimbursement for claims and delays in 

disbursement of matching grants was affecting local government financial capacity 

and health facility services delivery.  The impression from most of the opinions of 

leaders was that if the funds were disbursed on time, health facilities would improve 

services including purchasing medicines. They also expected that complaints about 

lack of drugs would be reduced and people would be motivated to join CHF. On this, 

one CHF manager narrated: 

 ��if many people were enroled in CHF let�s say hal f of the 
district population plus the matching grant from the government 
through NHIF, then the district could have more than TZS 
607,438,000/= per year. Together with other sources of funds, it 
could be possible to improve availability of drugs and diagnostic 
equipment��  
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Apparently, data from key informants indicated that there were mixed views on the 

role of CHF in health financing. It was established that some claims from health 

facilities were supposed to be met by the general Council Budget. It was noted that 

the 67% of CHF revenue was dedicated to purchasing supplementary medicines by 

health facilities.  

 "�people should understand that CHF is not the onl y source to 
finance procurement of medicine and medical equipment. There 
are sources of funds which also contribute to the delivery of 
health services such as user fees, NHIF and basket fund�� 

��It is a misconception to say that the problem of shortage of 
drugs in facilities is totally contributed by CHF performance or 
low enrolment in CHF because health facilities do not only 
provide services for CHF members, but for the whole population 
including members of NHIF. Those who pay cash, those who are 
exempted and members of other schemes��  

Other informants gave contradicting opinions to the view above. Some claimed this 

was related to the low-price CHF was paying for different services compared to other 

modes of payment such as cash and NHIF. It was nited that this situation has 

instilled, among health workers a negative attitude towards CHF members. It was 

found that, for example, at the level of Regional Referral Hospital, price for 

consultation was 15,000/= for patients without health insurance while CHF would 

pay less than TZS 6000 as consultation fee if a patient with CHF was attended. For 

the case of liver and renal function test, a patient without any insurance card would 

pay a minimum of TZS 25,000 while if the patient with CHF card was attended, the 

facility would reimbursed about TZS 9000. Minor surgery for patients without CHF 

card cost between TZS 50,000 and TZS 75,000 while for those with CHF cards, the 

surgery costs TZS 21,000. Major surgery costs for non-CHF wereTZS 200,000/= 

whereas CHF maximum would pay the of TZS 100,000/= for its members.  
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Where low prices paid by CHF to the facilities for the provision of various services 

made some medical staff in facilities to opt for non-CHF patients. In another 

discussion with the key informant, the issue of finacing those who were exempted 

was raised:  

�� community members who receive exemptions nowdays are 
many. They include, pregnant women, children under five years, 
the poor and those with old age. All these groups are serviced by 
health facilities but there is no budget specific to cater for their 
services��  

Participants in in-depth interviews were also concerned with the implementation of 

the requirements for health policy and the Primary Healthcare Development 

Programme in order to address the problem of lack of health facilities in many areas. 

Review of documents and in-depth interviews with key informants showed that 

availability of health facilities did not meet the required demand in the Region. 

Figure 4.7 illustrates that until 2017, the three District councils namely Kondoa 

District Council, Chemba, and Bahi had no hospitals. Out of 209 wards in the 

Region, only 40 (19%) of them had health centres. This implies that 169 (81%) 

wards did not have health centres. The requirement is that each ward should have at 

least one health centre.  On the other hand, of 658 villages in the region, about 332 

(50.5%) villages had dispensaries implying that nearly half of all villages in the 

Region had no dispensaries. Data in some areas were alarming. For example, until 

2017, all of the wards in Kondoa Town Council had no health centres where in 

Chamwino District, of the 36 wards only 5 wards had a health centre. A similar 

situation was observed in Kongwa and Mpwapwa Districts.  
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Figure 4.6:  Health Facilities in the Villages in Dodoma Region  

Source: Dodoma Regional Secretariat (2016) 

0
5

10
15
20
25
30
35
40
45

22

36

26

41

29

22

33

6 5 4

15

4 4 4

Availability of Health Centres per District in Dodoma Region

# Wards

# Available Health Centres

 
 
Figure 4.7:  Health Facilities in the Wards in Dodoma Region  

Source: Dodoma Regional Secretariat (2016) 
 
4.4.5   Results of Logistic Regression Model for CHF 

Logistic regression analysis was carried out to ascertain whether the independent 

variables were significant determinants of enrolment in the CHF among beneficiaries 

of cash, in-kind or both cash and in-kind transfers.  
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The variables subjected to a multivariate regression analysis were sex of the head of 

household, level of education of the household head, occupation of the household 

head, presence of member of household with chronic illness, size of the household, 

number of children in the house, and the type of transfer programme in which a 

household was beneficiary. Others were wealth status (based on asset index), location 

of residence, household practice of self-medication, self-rated health status, and usual 

waiting time at the facility. Table 4.20 presents the results of the Logit model for the 

determinants of enrolment in the CHF.  

Households headed by persons who had never been married were significantly 1.001 

times less likely to join CHF scheme than households headed by married persons 

which stood at 5% significance level. Results indicate that increase in the household 

size significantly increases the likelihood of a household to join CHF scheme by 

0.452 points. With regard to occupation of the household head, it was found that 

households headed by a person engaging in small business as their main source of 

livelihood, were 0.737 times more likely to join CHF than those engaging in farming. 

On the other hand, the likelihood of CHF enrolment decreased by 1.962 times for 

households headed by persons employed in the formal sector. This finding is counter-

intuitive as a negative correlation was expected. The finding to some extent departs 

from the FGDs findings and reasons given for CHF drop-out. A discussion for this 

unexpected relationship is given in the next Chapter. Furthermore, the finding 

revealed that the likelihood of enrolment in CHF increased significantly by 0.822 

times for cash transfer households (p<0.1). On the other hand, the likelihood of 

enrolment in the scheme decreased by 1.999 times for in-kind transfer households. 

Therefore, it implies that the cash transfer programme was a significant predictor of 

enrolment in the scheme than in-kind transfer programmes. 



162 
 

Table 4.21: Summary of the Multiple Logistic Regression for CHF enrolment  
Predictor variables for CHF membership Coef.  Std. Err. z-stat p-value 

 Sex of head  (Ref=Male) 

Female  -0.071 0.380 -0.19 0.851 

Marital status (Ref=Married)       

Never married -1.001** 0.470 -2.13 0.033 

Widowed/Widower  -0.069 0.434 -0.16 0.873 

Education level of head (Ref=Primary)       

Never enroled  0.277 0.328 0.85 0.398 

Secondary  0.143 0.541 0.26 0.791 

Post-secondary 0.011 1.324 0.01 0.993 

Household size 0.452*** 0.172 2.63 0.008 

Occupation of head (Ref=Farming)     

Small business  0.737** 0.365 2.02 0.044 

Wage labor  0.285 0.539 0.53 0.597 

Employed  -1.962* 1.174 -1.67 0.095 

Do not work  0.494 0.429 1.15 0.25 

Chronic illness (Ref=No)     

Yes  -0.814 0.499 -1.63 0.103 

Wealth status (Ref=Non-poor)       

Poor 0.349 0.349 1 0.317 

Location (Ref=Urban)       

Rural 0.248 0.407 0.61 0.543 

Distance to health facility  -0.017 0.057 -0.3 0.761 

Self-medication (Base=Less)       

Moderate 0.162 0.441 0.37 0.713 

Often  0.094 0.352 0.27 0.79 

Waiting at facility (Reference=Short)       

Moderate 0.329 0.418 0.79 0.431 

Long  1.848*** 0.692 2.67 0.008 

Self-rated health status (Ref=Good)        

Fair -0.322 0.320 -1.01 0.314 

Poor 0.587 0.427 1.37 0.169 
Transfers programme (Ref=Both cash & in-kind)       

Cash transfer 0.822* 0.477 1.72 0.085 

In-kind transfer  -1.999*** 0.404 -4.95 0.000 

_Constant  -2.473 0.930 -2.66 0.008 

*** p < 0.0 1, ** p < 0.0 5, * p < 0.1  

4.5 Effect of Social Transfer Programmes and CHF on Utilization of Healthcare 

Services 

This section presents the results related to the fourth objective of the study.  This 

objective aimed to examine, where applicable, the effects of social transfer 
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programmes and CHF on utilization of healthcare services in the sampled population. 

As described in the previous chapters, this study broadly conceptualizes access as a 

product of five dimensions of services which include availability, accessibility, 

affordability, adequacy and acceptability (Obrst et al., 2007). It is further 

conceptualized that utilization is �the opportunity  to seek, obtain or use health care 

services and to actually have the need for services fulfilled� (Levesque, Harris & 

Russell, 2013). Therefore, utilization of health services entails the process of actual 

visit to a health facility and use of any outpatient and inpatient services (Shengelia et 

al., 2003, Peters et al. 2008). 

4.5.1 Health Seeking Behaviour   

During household interviews, respondents were asked to report the event of illness in 

their households in the last four weeks preceding the date of interview. Table 4.22 

indicates that about 22.6% of the respondents reported the event of illness in their 

households. However, these results did not show statistical significance between 

members and non-members of CHF. Respondents were further asked to report 

whether they had visited health facilities and received medical care for their illness or 

not. About 82.4% reported to have received services whereas 17.6% did not either 

visit the facility or did not receive medical services for their illness. These results 

were statistically significant at 5% level.  Figure 4.8 presents the results on the type 

of illness reported to affect households over the past four weeks before the survey.  

Majority of the respondents (48.2%) reported that they were suffering from Malaria 

over the recalling period. About 23.5% reported conditions related to antenatal and 

postnatal. 20% of the respondents reported respiratory diseases whereas other 

respondents reported ENT (11.8%) and Typhoid (11.8%). 
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 Urinary tract infection was reported by 10% of the respondents.   

Table 4.22: Healthcare Seeking by Household CHF Membership Status  
 
Variable  
  

CHF 
member 

(%) 
 

Non-CHF 
(%) 

 

Average 
(%) 

Chi-
square 
p-value 

 Illness in the past month 
(N=402) 

    

     
Yes  20.2 24.9 22.6 Chi=1.251 

p<0.263 
No 79.8 75.1 77.4  
 
Visited health facility 
when ill in the past month 
(N=91) 

    

     
Yes  71.8 90.4 82.4 Chi=5.315 

p<0.02 
No  28.2 9.6 17.6  
Source: Household Survey (2017) 
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Figure 4.8:  Types of Diseases or Conditions which Needed Medical Care 

reported in the past four weeks (N=85) 

4.5.2 Sources of Healthcare Services  

Majority of the respondents indicated that their major source of healthcare were: 

public dispensary (50%) near to their households (Table 4.23). Based on the type of 

transfer, household beneficiaries of cash transfer were using more public dispensaries 
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(70%) than beneficiaries of other programmes. The second major source of health 

care in the sample was drug shops such as Accredited Drug Dispensing Outlets 

(ADDOs) (39.5%) This implies a high rate of self-medications in the sampled 

population especially among the beneficiaries of multiple transfers (40%).  

Another important source of health care was public dispensary (35.9%), with 

majority users being the beneficiaries of multiple transfers. 16.7% of the respondents 

reported private dispensary as their major source of healthcare services. Table 4.23 

presents the results of the respondents� utilization of health care facilities based on 

CHF membership status.  Comparing the results of the two Tables, it can be argued 

that there is the very slight difference on the source of healthcare choices among 

members based on the participation in social transfer programmes and CHF.  
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Table 4.23: Source of Care in the Last Event of Illness based on the Type of 

Transfer Programme (N=75) 

 
Source of care  Cash 

transfer  

(%) 

In-Kind 

transfer  

 (%) 

Cash & In-

kind transfer 

(%) 

Average  

 

(%) 

Public dispensary 70 60 20 50 

ADDOs/Self-

prescription 
20 28.6 70 39.5 

Public health centre  13.3 34.3 60 35.9 

Public hospital 33.3 8.6 10 17.3 

Private dispensary 10 20 20 16.7 

Private health centre 0.0 8.6 0.0 2.9 

Other   13.3 2.9 10 8.7 

Source: Household Survey (2016). Percentages are based on multiple responses 

Table 4.24:  Source of Care in the Last Event of Illness based on the 

Membership in CHF (N=75) 

 
Source of care  CHF Member 

(%) 

Non-CHF 

(%) 

Average 

(%) 

Public dispensary 50 64 57 

ADDOs/Self-

prescription 

36 28 32 

Public health centre 32 28 30 

Public hospital 32 11 21.5 

Private dispensary 18 15 16.5 

Private health centre 7 2 4.5 

Other 14 4 9 

Source: Household Survey (2016). Percentages are based on multiple responses 
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It was also the researcher�s interest to find out the reasons behind the choice of health 

facilities. Table 4.25 presents the reasons for choice of health facilities as mentioned 

by the respondents.  Respondents cited the following reasons as their major factors 

which influenced their choice of a facility: short distance to facility, availability of 

diagnostic equipment for laboratory and other investigations, availability of drugs, 

and convenience of being exempted from paying user fees. Other reasons frequently 

mentioned were: personal trust on the competence of service providers, the 

acceptability of CHF card, affordability of cost of services, programme requirements, 

and quick delivery of services. 

It can be argued that proximity to facility plays an important role in the choice of a 

facility. Majority of the respondents visit public dispensary because they are located 

short distance from their households some majority choose a public hospital because 

they believe that medical equipment are often available. Similarly, for the choice of 

visiting drug shops, respondents often cited the availability of medicines as an 

important factor. Exemptions from paying user fees and CHF cards significantly 

influenced individuals to opt for public facilities because they could not get services 

in private facilities. Also, beneficiaries of in-kind transfers often cited that their 

choice of a health facility was often influenced by the programme (Compassion and 

CKP) in particular when the illness involved children who were benefitting from 

programme support. The qualitative investigation found that the most common 

facilities visited by children beneficiaries of in-kind transfers were Mackay 

dispensary and Makole health centre in Dodoma Municipality and AICT health 

centre in Pahi, Kondoa. 
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Table 4.25: Reasons for Choice of Health Facility (N=91) 
 
Reason  Public 

dispensary 

Private 

dispensary 

Public 

health 

centre 

Private 

health 

centre 

Public 

hospital 

Drug 

shop 

Short distance   51 24 11 0 14 12 

Diagnostic 

equipment available  

17 10 21 0 30 0 

Medicines often 

available  

16 14 0 12 22 33 

Can get exemption  35 0 20 0 18 0 

Trust in competence 

of staff 

12 13 8 11 17 2 

Can use CHF card 33 0 28 0 18 0 

Affordable cost 31 11 13 0 9 33 

Requirement of in-

kind transfer 

programme 

0 27 21 0 0 15 

Quick services 0 13 15 0 14 35 

Source: Household Survey (2016) 

4.5.3 Sources of Financing Health Care Costs 

A source of health care financing is an important factor for utilization of healthcare 

services. Table 4.26 presents the results on the sources of paying for medical bills. 

The majority of the respondents indicated that they were paying for the medical costs 

from the pocket. Data indicate that about 57.1% of the people who had CHF card 

paid some cash at the point of service. About 44.4% of the individuals received an 

exemption from paying user fees, and 50% of them were members of CHF. About 

37.3% of the respondents reported that CHF covered all of the medical bills whereas 

22.7% of the respondents their medical bills were covered by Compassion and CKP 

in-transfer programmes. Overall, the results indicate that the vast majority of CHF 



169 
 

members were still making OOP expenses for healthcare. This had implications on 

whether to establish a single national health insurance or make CHF contribution 

mandatory.  

Table 4.26: Sources of Payment for Medical Bills for the Last Event of Illness 

(N=75) 

Source  CHF Member 

(%) 

Non-CHF 

(%) 

Average 

(%) 

Cash 57.1 73.5 65.3 

Exemption  50 38.8 44.4 

CHF 37.3 0.0 18.7 

In-kind transfer programme 25 20.4 22.7 

Relatives and friends 10.7 4.1 7.4 

NHIF 0.0 10.2 5.1 

 Source: Household Survey (2016)      Percentages are based on multiple responses. 

4.5.4   Reasons for not Seeking Healthcare by CHF Membership Status  

Results indicate that majority of the individuals who reported illness sought and 

utilized healthcare (81.1%) while 18.9% did not consult any form of healthcare 

service. Table 4.27 presents the major reasons for individuals not seeking any 

healthcare service. About 42.2% of the individuals cited lack of money as the main 

reason why they did not seek any healthcare service. Health facility located too far 

from household or village (27.3%) and longer waiting time at the facility (26.2%) 

were the other main reasons why individuals did not seek for healthcare services. 

Lack of medical equipment (24.3%) at the facilities and delays in getting referrals 

(21.6%) to higher level facilities such as hospitals from lower level facilities also 

caused individuals not to seek care or to complete treatment. Other reasons which 

deterred individuals from seeking and utilizing health care included the belief that 

illness was not serious (17.8%), drugs were often out-of-stock (16.5%) and rejected 
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CHF card (13.4%) by some healthcare providers.  The reasons given were through 

respondents� own experience or experience of other members of the households. 

Table 4.27: Reasons for not Seeking or Completing care by CHF Status (N=54) 
 
Reason CHF Member 

(%) 

Non-CHF 

(%) 

Average 

(%) 

Lack of money 23.8 60.6 42.2 

Facility is too far 33.3 21.2 27.3 

Longer waiting time at facility 19.1 33.3 26.2 

Lack of medical equipment  33.3 15.2 24.3 

Delays in getting referral 19.0 24.2 21.6 

Thought illness was not serious 14.3 21.2 17.8 

Medicine out of stock 23.8 9.1 16.5 

CHF card not accepted 26.8 0 13.4 

Others   19.0 15.2 17.1 

Source: Household Survey (2016). Percentages are based on multiple responses. 

4.5.6 Factors Influencing Access and Utilization of Health Care  

As it has previously been mentioned, access to healthcare services can be measured 

in different ways. This study used dimensions namely availability, affordability, and 

adequacy and acceptability of services to get an overall picture of factors which can 

influence access to and utilization of health care services. These dimensions can be 

used to separately interpret access in specific dimension or combined to form the 

total mean score of access to healthcare. Different statements measuring each 

dimension were put on a five-point Likert scale with a lower boundary of 1 and the 

upper boundary of 5. A number of previous studies have used means scores 

boundaries in order to locate a place for average means scores of different levels of 

the Likert scale (Adelson & McCoach, 2010; Manase, 2014; Ndibalema, 2015). In 

those studies, mean boundaries represented the extent of agreement or disagreement 
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with the particular statement: 1.0-1.4=strongly disagree, 1.5-2.4=disagree, 2.5-

3.4=neutral, 3.5-4.4=agree and 4.5-5.0=strongly agree. Drawing from Adelson & 

McCoach (2010), the researcher in this study slightly modified the means scores 

boundaries by merging the 1.0-1.4=strongly disagree, 1.5-2.4=disagree into new 

category of Low (mean 1.0-2.4), 2.5-3.4=neutral was renamed as Moderate and 3.5-

4.4=agree and 4.5-5.0=strongly agree was merged to form a new category of High. 

This was done in order to establish a respondent�s level of access to healthcare 

services using mean scores to represent: 1.0-2.4=Low, 2.5-3.4=Moderate and 3.5-

5.0=High.  

The results generated are presented in Table 4.28a. Analyses of responses show that 

the level of availability of health services was moderate with a mean average of 3.14. 

This indicates an inadequate number of medical staff available as well as lack health 

facilities in some areas as described in the previous sections. Majority of the sampled 

households indicated that they had a moderate capacity to afford costs of health care 

with an average mean of 2.51. The results indicate that only a few households did not 

pay for health services OOP which are indicated by the mean of 0.95 whereas CHF 

reported to have moderate effect on increasing access to services among members of 

the scheme. Social transfers were indicated to highly increase access to health care 

whereas exemptions moderately led to health access for the poor. Results indicate 

that the perceived adequacy of health services was high at a mean average of 3.61. It 

would imply that health facilities provide various pieces of information on the 

services they offer. People were also aware of the time the facilities were operating. 
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Table 4.28a:  Respondents� Perception on the Dimensions of Access to 

Healthcare 

Dimension N Mean SD 

Availability of services 
You visit a health facility whenever you need health care 

 
402 

 
3.19 

 
.887 
 

There are enough medical staff at the facilities near your location 402 2.93 .954 
 Facilities near your location always have medicines you need 399 3.06 .863 

When feeling sick you directly buy medicines from drug shops 401 3.39 .854 
 

Average mean  3.14  
Affordability of Services    
You do not have to pay for health care user fees out-of-pocket in 
every visit to the health facility 

402 0.95 0.077 

Members of CHF have a better access to health services than 
non-members 

399 3.02 1.04 

Social transfers increase access to care for beneficiary 
households  

402 3.55 .909 

Exemption increases access to health care among the poor and 
vulnerable groups  

402 2.52 .916 

Average mean  2.51  
Adequacy of Services    
At the facilities, there are notice boards/posters displaying 
available services and prices 

378 3.54 .935 

Hours of operations at the health facility are convenient for you 
to seek care 

402 3.67 .775 

Average mean  3.61  
Accessibility of Services    
You use transport every time you make a visit to a health facility 402 2.99 1.184 
The waiting time at the facilities deters you from seeking care 397 2.23 .738 
The distance to the health facility deters you from seeking care 402 3.18 1.122 

Average mean  2.80  
Acceptability of Services    
Medical staff provide adequate information on diagnostic and 
treatment in a language that you easily understand 

390 3.32 .757 

Services at facilities are provided in a manner that is regarded 
polite 

402 2.97 .749 

Average mean  3.15  
Total Average Mean  3.04  
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In this study, it was found that the majority of the respondents had moderate 

accessibility to health services at a mean average of 2.80. Factors that contributed to 

this were the distance to health facilities and transport costs.  On the other hand, 

access to care is usually affected by the attitudes of facilities� staff towards patients 

(clients). Findings indicate that the majority of the respondents perceived that 

healthcare services in their location were moderately acceptable at a mean average of 

3.15. The use of bad language against the holder of CHF cards was reported. There 

were also concerns from the respondents that medical staff did not adequately 

provide them with explanations regarding investigations and the prescribed 

medicines. Overall, the total average means for all dimensions of access to health 

care was 3.04. Therefore, it can be concluded that households in the sample 

population have moderate access to health care services.   

Further analysis was carried out to find out whether there was a significant difference 

between overall access to healthcare and household participation in the social transfer 

programmes. The healthcare access variable is a continuous variable represented by 

mean average scores of dimensions of access. ANOVA was applied to compare 

households based on the type of programme with access to healthcare variable. 

Result for ANOVA indicates that statistically (p<0.422), there is no significant 

difference between being a beneficiary of cash, in-kind or both cash and in-kind 

transfers and access to healthcare services (Table 4.28b).  
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Table 4.28b: ANOVA for Overall Access to Healthcare by Types of Transfer 

Programmes  

Variables Cash 

transfer 

 

In-kind 

transfer 

 

Both cash &  

in-kind 

transfers  

Total F Sig. 

 Mean    

Access to 
healthcare 
 

3.16  3.14  3.10  3.14 0.864 0.422 

 
4.5.6 Determinants of Outpatient and Inpatient Health Care Utilization 

In order to understand the factors which determine the utilization of health care 

services, the study borrows from the Andersen model in to order identify explanatory 

variables or factors that predict health care utilization. The person was regarded to 

have utilized outpatient health care services if he or she had sought care by visiting 

health dispensary, health centre or hospital facility in the past 30 days preceding the 

survey and received at least one of the following services namely consultation, 

investigation, drugs, operation, and procedure. Also, any member of the household 

was considered to have utilized inpatient services if she/he had spent at least one 

night at the health facility in the past 12 months preceding the survey.     

Multiple logistic regressions were applied to model the utilization of outpatient and 

in-patient care against the predictor variables. For outpatient services, utilization 

predictor variables included chronic illness, self-report health status, self-medication, 

age, household size, poverty status, marital status and household geographical 

location whether rural or urban. Other variables were CHF membership status, 

household wealth status, type of transfer programme and the perceived waiting time 

at the facility as shown in Table 4.29.  For in-patient services utilization, predictor  
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variables included self-report health status, presence of chronic illness in the 

household, sex and education of the head of household, CHF membership status, 

geographical location and type of social transfer programme the household was 

benefitting from.  

The results presented in Table 4.29 indicate non-significant but positive relationship 

between self-rated poor health status and utilization of both inpatient and outpatient 

services.  When people tend to have moderate self-medication, their likelihood of 

visiting health facility for outpatient services is significantly decreased by 1.508 

points. On the other hand, the results reveal that household with any member who is 

chronically-ill significantly increases the rate of hospitalization by 0.713 times than 

households without a member who is chronically ill. Such households reduce their 

outpatients by 2.779 times, although the results were not significant.  

On the part of predisposing factors, it was found that one-unit increase in the age of 

the head of household significantly decreases household members� use of 

outpatients� health services by 0.1 points. Increase in the household size significantly 

increases the use of outpatient health care services by 0.969. Results show that the 

likelihood of the households headed by a widowed/widower/divorced person to 

utilize outpatient services is significantly higher by 3.235 times than households 

headed by never married persons. For inpatient cases, members of female-headed 

households were significantly 0.556 times less likely to utilize inpatient service than 

members of male-headed households.  
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The results indicate that membership in CHF had a negative effect on the use of the 

outpatient services. The likelihood of utilization of outpatient services among 

households� member of CHF was significantly reduced by 3.069 times than those 

non-CHF households. Meanwhile, membership in CHF had no significant influence 

on increasing the use of inpatient services.  Although not significant but, living in 

rural areas decreased the use outpatient as well inpatient services than those living in 

urban areas. Generally, it implies that, the more the people move to live in more 

remote places in rural areas, their access to and use of health services is hampered. 

These results have implication on services coverage dimension of UHC.  

Participation in cash transfer programme had a positive effect on the utilization of 

outpatient health services. The likelihood for cash transfers beneficiary households to 

utilize outpatient services were significantly 2.534 times more than other recipients 

while the likelihood of in-kind transfers households to utilize inpatient services were 

significantly 0.601 times more than beneficiaries of multiple transfers.    

Accessibility of health services was also found to significantly determine the 

utilization of outpatient services. The findings indicate that individuals who 

perceived that waiting time at the facilities was usually too long significantly tended 

to reduce their outpatient visits by 3.716 times than those who perceived than the 

waiting time was short (p<0.01). Utilization of inpatient services among poor 

households were significantly less by 0.856 times than their non-poor.  
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Table 4.29: Results of the Logistic Regression for Outpatient and In-patient 

Care Utilization  

 

*** p < 0.01 (1%), ** p < 0.05 (5%), *p<0.1(10%) 

Variables Outpatient care 
utilization 

Inpatient care 
utilization 

 Coefficient p-value Coefficient p-value 
Need factors     
Self-rated health (Ref: Good) - - - - 
         Fair 0.855 0.451 0.294 0.3 
         Poor 1.566 0.274 0.284 0.42 
Chronic illness (Ref: No)     
                Yes  -2.779 0.151 0.713** 0.028 
Self-medication (Ref: Less) - - - - 
      Moderate -1.508* 0.098 - - 
      Often  -1.505 0.18   
Predisposing factors     
Age  -0.100** 0.012 - - 
Marital status (Ref: Never 
married) 

- - - - 

       Married  0.291 0.788 -0.043 0.952 
      Widowed/Divorced 3.235** 0.049 0.285 0.739 
Education (Ref: Post-
secondary) - - - - 
      Never enroled - - 0.110 0.881 
      Primary - - -0.095 0.894 
      Secondary - - -0.789 0.323 
Household size  0.969** 0.02 0.083 0.322 
Enabling factors     
Distance to health facility  -0.180 0.246 0.53 0.242 
Wealth status (Ref: Non-poor) - - - - 
      Poor 0.519 0.642 -0.856*** 0.001 
CHF membership (Ref: No) - - - - 
       Yes -3.069** 0.031 0.252 0.325 
Location (Ref: Urban) - - - - 
       Rural -1.091 0.426 -0.044 0.878 
Transfers (Ref: Both cash & in-
kind) 

- - - - 

      Cash transfer 2.534** 0.044 0.067 0.863 
       In-kind transfer  0.049 0.971 0.601* 0.09 
Waiting time at facility (Ref: 
Short) 

- - - - 

       Moderate -0.174 0.869 - - 
       Long  -3.716** 0.012 - - 
_cons 5.118 0.044 -2.584 0.019 



178 
 

CHAPTER FIVE 

DISCUSSION OF THE MAJOR FINDINGS 

5.1 Introduction  

This chapter discusses the major findings of the socioeconomic characteristics of the 

beneficiaries and the four research questions investigated. The first research question 

focused on the social transfers� programmes identif ication of household beneficiaries 

of cash and in-kind transfers. The second research question intended to assess the 

impact of social transfers on household economic welfare in terms of assets 

accumulation, savings and investment established. The third research question 

examined the influence of cash and in-kind transfers on beneficiary households to 

enrol, not to enrol and drop out of CHF. The fourth research question examined the 

effects of social transfers and CHF on utilization of health services. The last question 

examined the demand and supply factors affecting households� utilization of health 

care services.  Results from both quantitative and qualitative data are discussed.  

5.2 Socio-Demographic and Economic Characteristic of the Households   

Achieving acceptable, accurate and appropriate process to identify the poor is among 

the most challenging tasks of implementing social transfer programmes. The findings 

indicate that, female-headed households were the majority beneficiaries. This implies 

that the programmes were either putting more emphasis on targeting women headed-

households, especially those who were widows or the Proxy Means Testing gave 

more weight for female- or widow- headed households. These findings concur with a 

number of studies which reveal that female-headed households have been used 

among important criteria for enroling beneficiaries in the social transfer schemes in 

other countries including Egypt, Mongolia, Bangladesh, Malawi and Kenya 

(Mgemezulu, 2008; Ahmed et al., 2009; Hurrell & McAuslan, 2009; Elhady et al., 
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2015). In most cases, cash transfer programme target to deliver resources to women, 

implying that chances of female-headed households to be identified as beneficiaries 

are higher than men head-headed households.   

Households headed by persons aged 60 years and above were the majority (56.4%) 

among the sampled households than the households headed by persons aged 45 to 59 

years or younger. This result is interpreted as indicating that households with very 

old people are considered vulnerable because they are prone to diseases. Others are 

not able to do any productive activity hence the likelihood of being dependent is 

high. TASAF targets this group, among other conditions is to enable them to visit 

health facility in the event of illness or for a check-up.  

Types of water and sanitation facilities are commonly used as a proxy indicator for 

both wealth of the households as well as a health indicator. With regard to this, 

findings indicate that there is a significant association between sources of water and 

category of programme a household is participating.  Findings indicate that majority 

of households were getting water for their domestic use from wells (63.7%). 

However, most of the wells were shallow and unprotected. Hence, water from these 

sources could easily be contaminated to cause waterborne diseases. Improved water 

sources included piped water, public tap, tube well, or borehole, a protected well and 

rainwater. Access to an improved source of water is essential to prevent water-borne 

diseases such as cholera and diarrhoea.  Unimproved sources of water include 

unprotected dug (shallow) wells, small tanks, and surface water (river, dam). 

Unimproved water sources have been widely used as a proxy for poverty (Howe et 

al. 2008; Kidd & Wylde, 2011; Kuwawenaruwa et al., 2015). 
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The findings also show that majority of the households (51.5%) were using 

unimproved toilet. The remaining households had no toilet facility (3.7%) or were 

using shared toilet facility (2.7%). These facilities are considered as a proxy for 

poverty and indicators of the likelihood of water-borne diseases. A household is 

classified as having an improved toilet if another household does not share the toilet 

in the house and the facility separates the waste from human contact. These include 

flush/pour toilets piped to the sewer system, pit latrines, ventilated improved pit 

latrines, pit latrines with slabs and composting toilets (URT et al., 2016). Many cases 

of diarrhoea caused by mØlange of bacteria and parasitic pathogens are associated 

with poor hygiene and sanitation for households with no toilet or with an unimproved 

latrine. Water, sanitation and housing facilities, among others, were also used as 

proxies for poverty by NHIF to identify and select poor women for free NHIF and 

CHF cards in Mbeya and Tanga Regions (Kuwawenaruwa et al., 2015).  

Based on the demographic and socioeconomic conditions of the beneficiaries, we can 

conclude that these are among the poor members of the sampled communities. Their 

poverty situation is a result of life course such as age but also social factors such as 

widowhood, orphanhood and level of education. Given their low economic status, 

many of them cannot access clean water, education and use unimproved toilet 

facilities.  

5.3    Beneficiary Identification Processes Applied by Programmes  

5.3.1 Decision Making of Eligibility Criteria   

Identifying criteria which define the eligibility for programme benefits is critical 

since it provides the base for understanding whether there are inclusion or exclusion 

errors in the process of identifying programme beneficiaries.  The findings indicate 
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that for the in-kind transfer programmes (i.e. Compassion and CKP), the criteria 

which defined eligibility for individual or household were decided by programme 

officials. There was no indication of involving the community in setting the criteria 

for eligibility. It became very apparent through this study that programme 

technocrats were the ones who provided the general rules in selecting beneficiaries.  

Compassion programme had an assessment guide known as Highly Vulnerable 

Children � Child Status Index (Table 4.7) which was  used to grade beneficiaries in 

qualified households. Most of the aspects in the guide were very difficult to be 

verified on a single visit to the household by programme social welfare officers. 

These findings imply that implementation of the guide was entirely based on the 

willingness and decision of the field officers who scouted beneficiaries within the 

community since there was no chance for open community verification or opinion on 

the selected individuals or households.  

For CKP programme, there was no standardized guide for identification of poor 

households. The implication of this finding is that decisions to select which criteria to 

apply to identify beneficiaries were entirely based on the several members of the 

committee responsible for the programme in each village. One can argue that 

members of the committees were represent community members but in fact, most 

members were from within congregations hence issues of religious bias and 

favouritism were of concern. Generally, the process lacked transparency and 

community members did not have the opportunity to give opinions with regard to the 

criteria for identifying beneficiaries. It can be concluded that the process of 

establishing criteria for selecting beneficiaries of the sampled in-kind transfer 

programmes lacked transparency and it did not promote community involvement.   
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The above findings are in line with a study by Morestin et al. (2009) on review for 

criteria and process for identifying the poor as beneficiaries for 68 studies of social 

transfer programmes in developing countries including sub-Saharan Africa. This 

study found that identification of criteria for programmes eligibility in 76% of the 

reviewed studies were mostly based on technocratic and directive procedures in 

which the programme managers decided on the criteria that would best predict 

poverty status.  

On the part of government run TASAF programme, although there were general rules 

for eligibility criteria stipulated in the design of the programme, community members 

were supposed to gather and propose the community�s own criteria for identifying 

beneficiaries. The poverty criteria were identified and agreed in open village/street 

meetings. These meetings were part of formal procedures for TASAF beneficiaries� 

identification process.  

The findings indicate that there was a slight difference between TASAF�s general 

rules for eligibility and what was actually proposed by community members in nearly 

all of the villages/streets surveyed. There are several explanations for this situation. 

First, the criteria stipulated in the programme design were been fine-tuned to reflect 

the situation in many communities because of the TASAF experience of 

implementing previous phases of the programme. Also, there was limited community 

participation in village assemblies which in some cases, the criteria proposed by the 

programme experts, local leaders or elite members of the community in some cases, 

were apparently adopted by the community. With regard to establishing eligibility 

criteria, TASAF processes provided an opportunity for entire community 

participation than Compassion and CKP.  
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5.3.2   Effectiveness of Beneficiaries� Identification Mechanisms    

The general objective of identification process is to correctly and efficiently identify 

which households are poor or which are not. One of the important stages in the 

process of identifying beneficiaries of social transfers is the selection of identification 

mechanism. Pertaining to this, the findings indicate that the approach that was 

employed by TASAF differed from the approach used by Compassion and CKP. 

TASAF was implementing a Hybrid method that combines Community-based and 

proxy means testing whereas the other two programmes were mainly applying the 

categorical method. The effectiveness of applying a particular mechanism was 

reflected on factors such as exclusion and inclusion errors, cost efficiency, 

fragmentation, stigmatization of beneficiaries as well as disincentive to participation 

and who should receive cash transfers to maximize impact. Based on the findings 

these are discussed below.    

5.3.2.1   Inclusion and Exclusion Errors  

Minimizing the inclusion and exclusion errors is among the key issues of concern for 

any organization which aims at identifying the poor. For example, categorical 

methods applied by the sampled in-kind transfer programmes were prone to inclusion 

and exclusion errors. Such methods are more inclined to attract the interests of 

policy-makers and programme objectives which might or might not be correlated 

with the deprivation of the targeted population (Samson et al., 2006; Miller, Tsoka, 

& Reichert 2010; Devereux et al. 2017). To be efficient, categorical methods should 

be based on available survey data in order to ensure that the selected proxies for 

poverty are in fact strongly correlated with poverty in the local context (Sabates-

Wheeler et al., 2015). However, in practice, categorical mechanisms do not always 

achieve the intended accuracy either due to difficulty in verifying some of the 
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information or implementers register unintended beneficiaries. For example, in rural 

Tanzania context, it is difficult to verify issues such as age if one is required to 

produce a birth certificate. In this study, about 41% of the recipients of in-kind 

transfers were found to be non-poor based on the assets ownership index.  

Previous studies have indicated that a programme targeting young children 

performed better in identifying the poor than those which targeted adults (Coady et 

al, 2014; Sabates-Wheeler et al., 2015). However, factors such as orphanhood can 

also be difficult to verify unless the categorical methods are integrated with 

community-based approaches. Apparently, there are findings of the present study that 

would imply targeting errors. These are households whose heads� were employees in 

a formal sector and households receiving transfers from more than one programme. 

Low awareness creation of programmes activities in the communities especially 

during the inception phase, is likely to have contributed to such errors.  

For examples, it was reported in Pahi Village in Kondoa District that during early 

stages of introducing the programmes, some communities� members had negative 

conception about Compassion programme and TASAF. This resulted into poor 

participation in the processes of identifying beneficiaries, implying avenues for elite 

capture and hence identification of unintended households. In other words, if there 

were inclusion errors it also means that there were exclusion errors. This is because 

resources that were transferred to those who did not deserve would have been 

transferred to those most needy. Hence, this would continue to undermine the efforts 

of ensuring that many people covered by available pro-poor schemes.  
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The above situation also contributed to the poor selection of the community project 

management committee members. There were complaints that most of the members 

of these committees did not have adequate knowledge and experience of the 

community itself. Hence, they resulted in grievances against the outcome of surveyed 

poor households because some poor households were left out and non-poor were 

included. This would mean weaknesses in both community targeting stage and proxy 

means testing.  

The hybrid method of identifying the poor employed by TASAF involved several 

methods in identifying the poor. This started by selection of a geographical area 

where the programme would be implemented. This was followed by community-

based approaches to identify the poorest households and then confirming the 

eligibility through the PMT. Community-based methods required genuine 

participation of community members in order to avoid elite capture or bias. Although 

its practicality seems to have been affected by low participation in public meetings 

and little chances of getting their voices heard as described by half of the 

respondents, nearly a quarter of the respondents had poor knowledge of the 

identification process across all programmes.  This could imply that public meetings 

and associated tasks might have been captured by a few individuals. Factors such as 

heterogeneous poverty, higher inequality, and weaker community ties affect 

implementation of community-based approaches.  

Problems with community-based targeting have been reported elsewhere. For 

example, implementation of Malawi�s Social Cash Transfer programme shows that 

24% of the beneficiaries did not meet eligibility criteria set by the programme 

(Miller, Tsoka & Reichert, 2010). 5% of the beneficiaries of Agricultural Input 



186 
 

Subsidy Programme in Malawi were wrongly included in beneficiaries list as food 

insecure households while in actual sense they were not (Mgemezulu, 2008). Mathys 

(2004) reported that 5-12% of the beneficiaries of general food distribution in 

Tanzania and Zimbabwe were included without meeting the criteria of being poor 

based on land ownership, income and having no member of a household with 

permanent salaried employment. Asselin (2010) reports that in Rwanda, 21.1% of the 

beneficiaries of the Vision 2020 Umurenge Programme were included as 

beneficiaries while in fact, they did not meet the criteria of being extremely poor. 

Community targeting can be effective in reaching majority of the poor if properly 

planned and implemented through creating awareness and providing spaces for 

majority participation in public meetings. Leite (2014) argues that one of the 

important elements of an efficient system that is needed for good household-level 

data is to have a registry of all potential beneficiaries. Different programmes can 

have different eligibility criteria based on their own objectives. Regardless of their 

differences, harmonization of information across programmes will enable programme 

implementers to identify potential beneficiaries of transfers. Therefore, with good 

data base, inclusion and exclusion errors would be minimized. 

PMT has been highly criticized for producing systematic errors in identifying the 

poor (Kidd, 2014). The PMT has built-in errors of inclusion and exclusion, and as 

one decreases the other increases. This tradeoff, combined with the inclusion and 

exclusion errors associated with the community-based approaches, reduce the ability 

of cash transfer programme such as TASAF to reach a larger population. TASAF 

aims to reach 44% of the target group with a village/street (URT, 2013). Hence, if 

there is mis-target meaning, it means that a significant value of resources will be 
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directed to non-poor. The cost of identification of the poor through proxy means test 

is US$12 per questionnaire. It has been reported that PMT excluded about 35,000 

ineligible households who were erroneously selected by the community-based 

method, with one beneficiary receiving about US$13 per month. This implies that 

PMT save about US$5.5 million annually, and US$4.3 cost of identification in the 

first year alone of programme implementation (World Bank & URT, 2016).  But still, 

the reported inclusion errors were about 12% of clients who were confirmed by PMT 

despite being non-poor. The issue of concern could be dealing with a significant 

number of the population who are non-poor, but they are concentrated just above the 

poverty line. Hence, accommodating households, which move in and out of poverty, 

needs to be addressed. 

5.3.2.2   Cost Efficiency  

Each decision starting from selecting the appropriate beneficiary identification 

method entails different costs for different actors involved that need to be traded 

against possible gains from transfers. Grosh et al. (2008) argue that, cost efficiency is 

achieved by applying the same identification mechanisms to several programmes in 

an area in order to achieve economies of scale. Samson et al. (2010) argue that the 

administrative costs of excluding a non-poor household can sometime exceed the 

amount (value) of the transfer.  Realizing programme outcomes with minimal 

leakage and undercoverage at lowest cost represents a value for money cost-

e� ectiveness (Devereux et al., 2017).  

The approach applied by Compassion and CKP programmes had low administrative 

costs. This is because of committees responsible for identification of beneficiaries 

composed of congregation members and few programme officials. The exercise of 
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identifying beneficiaries for these programmes was done at the time the programmes 

had the financial capacity to take in new beneficiaries and in most cases, it was after 

some of individuals beneficiary exit (graduate) from the programme for various 

reasons. The exit criteria include reaching 22 years for the beneficiary, school 

completion and shifting from the location where the programme has been conducted. 

The process of transferring resources to beneficiary seems to be cost inefficient as 

there is lack of monitoring mechanisms which can necessitate the beneficiary to 

graduate from the programme. For example, some of the households have been 

receivers of the in-kind transfers for more than 10 years. This happens for instance 

that, a household was identified when a child was in Standard One and was supported 

until she/he completed secondary school. However, there is no mechanism to monitor 

whether after several years, the household�s economic situation will have for that, the 

improved and beneficiary be graduated from the programme.  

The absence of mechanisms to monitor or assess (after a certain period of time) 

beneficiaries who still meet eligibility criteria undermines targeting resources to only 

those who are most in need.  This could be linked to the efforts that aim to ensure 

that many poor households are covered so that their lives can be improved and hence 

be capable of accessing social services such as health. Establishing the mechanisms 

to monitor the welfare of households would help to develop a mechanism for 

graduating those who are non-poor.  

Another cost efficiency issue for applying the categorical  mechanism to identify the 

poor is that it leaves a fairly wide scope for local differences of interpretation, 

especially with regard to vulnerable children. For example, if a programme is 

targeting orphans or foster children like many of the beneficiaries of Compassions 
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and CKP programmes, in reality, not all orphans are from poor or vulnerable 

households. However, it is difficult to pin down precisely those who mostly qualify 

without a greater community involvement in the verification of individuals and 

households. As a result, some orphans might live in wealthier families but yet receive 

benefits. Again, some orphans might live in poor households and receive nothing 

because they were excluded during identification. This might happen as a result of 

geographical isolation of the places where the committees responsible for 

identification overlooked or could not reach them.  

In addition, categorical method is employed by programmes because it is 

inexpensive, easy to implement and requires fewer human resources. For example, 

CKP set criteria that programme eligibility is based on poor households with children 

enroled in school. Therefore, it excludes all poor households with needy children 

who have not been enroled in school for various reasons including inability to 

purchase uniforms, shoes, and scholastic materials.  

A combination of CBT and PMT employed by TASAF can increase efficiecy of 

targeting and the cost invested. By employing CBT, the programme have the 

advantage to transfer some of the cost of targeting to the community. CBT is 

expected to improve the accuracy of beneficiary identification (by reducing 

information symmetries), empower the community decision making capacity and 

improve communities� sense of ownership of the process. Conversely, Mansuri and 

Rao (2004) noted that if not properly implemented, CBT can be easily captured by an 

elite group or can be gender biased especially in unequal communities. The present 

findings revealed that in many areas, open public meetings were quickly planned and 

ad hoc but did not provide adequate enough space for community members to 
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participate. Regardless of the real value of the cost saved by the programme, this 

scenario practically undermines the cost efficiency of identification.  

5.3.3.3   High Fragmentation  

In delivery of social benefits, fragmentation means supporting few individuals or 

households in each community which raises the cost of project implementation and 

monitoring processes. Debates challenges of reaching and distributing resources to 

the poor focus on whether universalism or targeting is the most cost-effective way, 

underly social provisioning. Programmes which embrace universalism do deliver 

social transfer benefits to the entire population (Mkandawire, 2005). This approach 

reduces the administration and monitoring costs. As it has explained in the previous 

sections, targeting involves selecting of individuals who meet certain characteristics 

as eligible for social transfer.  

By design, any targeting approach is a fragmented process. This is as it was indicated 

in the findings that different social transfer programmes were conducting similar 

activities in same areas. This means that more than one programme delivering the 

same benefits was operating in the same villages/streets in disjointed way. 

Apparently, this is a result of lack of coordination of programme activities. This 

challenge, coupled with lack of a harmonized mechanism to identify the poor, causes 

the identification processes be carried out in a fragmented manner. This results into 

duplication of efforts something which is reflected when same households become 

beneficiaries of similar benefits from multiple programmes.  

Choosing between universalism and targeting depends on enormous factors because 

both have potential advantages and disadvantages. The literatures point out that fiscal 

constraints, quest for efficiency and political ideology have been at the centre of the 
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shift from universalism to targeting or selectivity (Mkandawire, 2005; Danson, 

McAlpine, Spicker & Sullivan; Gugushvili & Hirsch, 2014).  It is widely argued that 

universal programme increases public spending and delivers benefits to non-poor 

who do not need them (Mkandawire, 2005; Gugushvili & Hirsch, 2014). On the part 

of targeting, major drawbacks include defect means-testing, exclusion of the poor, 

high administrative costs, moral hazard and stigma (Sen 1995; Stuber & Schlesinger, 

2006; Gugushvili & Hirsch, 2014). However, in the contemporary world, targeting 

programmes are profoundly embraced choice among possible social policies 

instruments particularly in developing countries (Devereux et al., 2015; Brown et al., 

2016; Del Ninno & Mills, 2015).  

5.3.2.4 Beneficiaries Stigmatization and Disincentive to Participation 

Stigmatization involves disapproval of a person based on socially perceived 

characteristic grounds. Implementation of social transfer programmes is associated 

with some effects in community social relations as a result of community�s negativity 

about the programme, grievances or dissatisfaction. Stigma is the result of the 

programme to publicly identify households as poor (Coady et al., 2004). If the 

poorest households do not take-up the transfer as a result, then this decreases the 

effectiveness of the programme. 

Programmes that employ a categorical method to identify the extremely poor 

households are unlikely to result to stigma effect or result in the low level of stigma 

among community members (Ellis et al., 2009; Devereux et al., 2017). This is 

because the selection is based on easily observable characteristics. However, ideally, 

there can be less stigma or associated complaints if the programme coverage is larger 

enough to cover many beneficiaries in a community. Categorical targeting evades 
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incentive problems that may arise when benefits are conditioned on outcomes like 

income or work (Prichett, 2005).  

The findings suggest that these are some degrees of stigma among the children from 

CKP beneficiary households. Apart from receiving other scholastic and health 

benefits, in some areas, the children beneficiaries are provided with meals in the 

morning and in the afternoon. The stigma associated with the transfer is being 

referred in the community especially in schools as �children who depend on 

handouts. With a focus on this, a study in South Africa found that some poor children 

refuse to participate in a school feeding programmes in South Africa due to the 

associated stigma (Van Der Berg, Siebrits and Lekezwa, 2010). This suggests that 

covering an entire area through universal bene�ts b etter balances the trade-o�  

between inclusion and exclusion errors.  

On the part of the Hybrid method of targeting the poor, the social stigma costs as 

associated with an approach like that employed by TASAF is when names of poor 

households are publicly mentioned and discussed during CBT whether they deserve a 

support or not. In addition, stigma can occur when preliminary and final lists (after 

proxy means test) of the poor are publicly displayed. Therefore, stigmatization may 

influence households� decision about whether to participate in a certain programme 

or not. The present study argues that to a great extent, stigma interpretation is entirely 

an individual issue since; it depends on the level of poverty, causes, available 

opportunities or political agenda of the programme. In practice, stigma cannot be 

quickly eliminated; it can be reduced where appropriate measures can be 

implemented unless programmes implementers decide to implement the universal 

programmes. A good example of an intervention that solved the problem of stigma 
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that had emerged in a community after implementation of a targeted Older Persons 

Cash Transfer programme in Kenya, was a launch of Inua Jamii Senior Citizen�s 

pension for everyone over the age of 70 years in Kenya. The previous programme 

targeted a small number of populations that resulted into stigmatization of 

beneficiaries and complaints from non-beneficiaries. Previously, CBT and PMT were 

used to identify who were the beneficiaries. This ended up in selecting only nine 

people out of 100 older people who met the programme criteria (Kidd, 2018).  

On the other hand, addressing disincentive to participation has been a concern of the 

programme implementers. Minimizing disincentive to participation involves efforts 

to reduce the number of people who might take part in the programme. One factor 

that has been mentioned in the literature is value of the transfer. If the value of the 

transfer received is too small, households may not be attracted to participate. 

In a country like Tanzania where many people live in poverty, the small value of 

transfer (cash or in-kind) provided can have less effect to induce labour disincentives 

among the beneficiaries. A small value of transfer can, for larger and extreme poor 

households, not influence the households� moral hazard and for that, pull out of work 

because they must continue to work and raise their household income. The vice versa 

is also true of the households which are just below the poverty line and the non-poor 

households which have been included as beneficiaries. Because the PMT use 

indicators of assets ownership instead of income, households might reduce 

accumulation in order to sustain their eligibility.   
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5.3.2.5   Who should Receive Transfer in the Household to Maximize Impact? 

For decades, targeting women as recipients of cash from transfer programmes has 

been one of the major topics in debates in social transfer programmes. The main 

argument has been making the transfer as a recipient of cash would ensure that it will 

be spent wisely, lower the risk of abuse, vice behaviour and increase focus on the 

welfare of children (Hagen-Zanker, Pellerano & Bastagli, 2017). Such approach by 

programme design has been supported in the empirical and theoretical literature 

(Rawlings & Rubio, 2005; Handa & Davis, 2006; Yoong et al., 2012; Myamba & 

Kaniki, 2016). However, most of the focus in literature has been on cash transfers 

whereas who should receive the in-kind transfers has not been adequately addressed.  

 The approach used by Compassion and CKP implies that benefits were distributed in 

a manner which ensures that they reach beneficiary children themselves. Therefore, 

distribution of materials such as uniforms, scholastic materials, bedding materials 

and other benefits were handled to the child(ren) directly. This approach can have 

advantages as well as disadvantages. On the part of advantage, it provides 

psychological support to the child, and it can empower them to some extent in terms 

of increasing self-awareness, discipline as well boosting morale for school 

attendance. The approach can also decrease the risks of leakage and undercoverage. 

On the other hand, distributing transfers directly to children can create stigma within 

the household. This happens in beneficiary households where not all children are 

eligible for transfers for various reasons.  This is supported by Mushunje and Mafico 

(2010) who argues that in order to reduce stigma and maximize effectiveness, social 

transfer programmes should target households instead of individual person in a 

household.  They further explained that orphans and most vulnerable children living 
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in extended families are often become victims of the benefits and falls prey to the 

�lucky child syndrome�. This often happens when car egivers or other individuals in 

the household may not even have enough for their own. For TASAF, more often than 

not, it has been distributing cash directly to women in the households. In other words, 

in households composing both men and women, the woman is a recipient of the cash 

by default (Myamba & Kaniki, 2016). Even in a certain situation where there is no 

female member in the household, a close female relative is chosen to receive the 

transfer on behalf of the household. Exception is where the household is composed of 

only one member who is male (UNDP, 2018).  

The assumptions of TASAF in directing cash to women are similar to other countries 

running cash transfer programmes. It was found that 28.5% of the recipients of 

TASAF�s cash were men while 71.5% were women. Chi-square results did not show 

significant difference between them based on type of programme they were 

participating (p<0.391). Factors in favour of women included ensuring that the 

household meet the programme conditional obligations for school and health clinic 

attendance, empowering women in terms of control over financial resources and 

bargaining power (Myamba & Kaniki, 2016; UNDP, 2018). It is argued that if 

women receive cash, there is trickle effect to the whole household (Yoong et al., 

2012; Armand et al., 2016; Hagen-Zanker et al., 2017; Mushunje, 2017; UNDP, 

2018). Traditionally, the African society disproportionately places on women the 

entire burden of looking after the family, especially the elderly and children in the 

case of sickness (Sabates-Wheeler & Kabeer, 2003). This limits their engagement in 

other activities (UNDP, 2018).  
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Targeting cash transfers towards women appears to improve child nutrition and 

health. However, it is not yet clear that such interventions consistently lead to any 

other systematic pattern of economic choices (Yoong et al., 2012). Increasing female 

control over cash does not always ensure positive outcomes, although it depends on 

the type of programme whether conditional, unconditional grant or old pension. The 

results on the effects of gender on income generation for old age pensions, child 

grants and micro-credit recipients are more ambiguous. De Mel et al. (2009) found 

that programmes which transferred cash to men resulted in the household 

accumulation of more durables and assets while transfers to women did not, due to 

women�s lack of investments and low capital returns. Therefore, more empirical 

evidences are needed to establish the effect of gender of the social transfer recipients� 

in empowering the poor and overcome social vulnerabilities (Myamba & Kaniki, 

2016). 

5.4   Effects of Social Transfers on Household�s Productive Investments and 

Assets Accumulation   

The current findings indicate that some households managed to invest the resources 

accrued from participation in programmes in a range of productive and livelihood 

activities in the 12 months preceding the survey. Furthermore, a type of transfer 

received by a household significantly influenced households� ability to purchase 

livestock, establish business and engage in farming activities.  However, the 

influence of transfers on purchasing durable assets did not differ much whether a 

household received cash, in-kind or both transfers. Nevertheless, ownership of assets 

such as bicycle has shown to play important role for generating income by hiring it, 

pawning, and or serving as cushion against household transport expenses to health 

facility or farm activities.  
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The current findings are congruent to the findings of earlier studies which found that 

cash transfers significantly led to increase households� ownership of small livestock 

in Latin America and Sub-Saharan Africa (Evans et al., 2016; Hagen-Zanker et al., 

2016; Merttens et al., 2016). Merttens et al. (2016) found that cash transfer 

significantly increased the ownership of livestock such as cattle, goats, chicken, and 

ducks among 18% of the beneficiary households in Uganda Social Assistance Grants 

for Empowerment Programme. They argued that small livestock are an important 

liquid asset that are often sold in order to prevent the household from falling into 

poverty in the event of shock. There is also evidence that TASAF pilot cash transfer 

programme had effects on increasing small livestock ownership and various types of 

durable assets among the beneficiary households. Purchase of small livestock such as 

chicken seems as the most prevalent stock value and functions as a type of savings 

for the poor households.  

Overall, the present study suggests that a few households were able to establish small 

business as a result of their participation in programmes. This may be attributed to 

little amount of cash received in relation to other household needs such as food, and 

also in-kind transfer are non-fungible which is so difficult to diversify. Among those 

who managed to established small business, majority of them were the beneficiaries 

of cash transfer. This is an indication of diversification of income generating 

activities because vast majority of the recipients were farming households 

particularly in the rural areas. Such situation could also imply some improvement in 

household risk management capacity. Similar observations were reported in the 

previous studies in Kenya, Zimbabwe, Zambia and Malawi (FAO, 2016; Hagen-

Zanker et al., 2016).   
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In Kenya, cash transfer led the increase in non-farm business among female-headed 

households, but to decrease among households headed by men (FAO, 2016). 

Established small business helped beneficiaries of social cash transfer in Ethiopia to 

reduce distress selling of assets in the time of shock; hence, helping the household to 

retain assets (Devereux & Coll-Black, 2007; FAO, 2016; Valli, 2017).  

Quantitative findings of the present study were not statistically significant with 

regard to the influence of transfer on accumulation of durable assets. Aker�s (2017) 

study in the Democratic Republic of Congo found no significant differences between 

providing cash or in-kind transfer and other measures of well-being such as assets 

accumulation. A positive effect of cash transfer on assets ownership was among the 

beneficiaries of cash transfer programmes in Uganda, Ethiopia, Ghana Malawi and 

Zimbabwe (American Institutes for Research 2014, Merttens et al., 2016; Asfaw & 

Davis, 2018). On the other hand, Merttens et al. (2016) show that cash transfer 

significantly increased the proportion in purchasing productive assets among the 

beneficiaries of social grant programme in Uganda. It was also revealed that transfers 

were less likely to improve the wellbeing of the �very poor� compared to the �fairly 

poor� who were able to invest in farm inputs, petty business, and other productive 

assets.  American Institutes for Research (2014) reported that 48% of the beneficiary 

households were more likely to own bed, mattress, sofa set, radio and solar panels in 

the first two years of receiving the social grants in Malawi. Beneficiary households in 

Zambia, Kenya, and Lesotho were more likely to own productive agricultural tools 

such as ploughs and troughs as a result of the cash transfers (Daidone et al, 2014; 

Asfaw et al., 2014; Asfaw & Davis, 2018). Kondratjeva (2010) argued that 

possession of assets plays an important role in securing its long-term well-being by 
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improving household risk coping strategies while their absence is both a cause and a 

consequence of poverty.  

During interviews, it was established that cash transfer was important in enabling 

some households to purchase productive (utility) and durable assets such as bicycle 

which is regarded as an important transport facility in poor households, particularly, 

in rural areas. One possible explanation for only few households found to diversify 

the sources of livelihood is that the majority of households were very poor to be 

capable of using beyond meeting basic necessities of food and education of children 

resources. In addition, non-fungibility of in-kind transfers could also be a factor 

limiting resources diversification.  

It is widely recognized that cash transfers could only permanently move people out 

of poverty if they can stabilize food consumption and start generating income from 

investments made in productive assets (Mariotti, Ulrichs & Harman, 2016; ICAI, 

2017). For example, if a household invests in assets that can be sold during hard 

times, a productive asset such as land that can be used for farming, motorcycle or 

bicycle that can be used to transportation business. Such household could have an 

access to food even in the events of shocks. Therefore, durable assets such as a 

bicycle have duo benefits because it plays an important utility role in rural areas as 

means of transportation including visits to health facilities. Such assets protect 

households from income shocks because it can be sold when the household is out of 

money. Otherwise, it is apparent that households will be repeatedly moving in-and-

out of poverty and eventually can create a permanent dependency on transfers. 

Transformative and more promotive interventions are needed to empower 

beneficiaries on skills of the livelihood diversification.   



200 
 

As mentioned above, this study found significant relationship between transfers and 

household engagement in farming activities such as paying for hiring land, and 

buying improved seeds. The more pronounced effect was among the recipients of 

cash and multiple transfers. These findings are in line with Hanker-Zanker et al. 

(2016) in Latin America and Sub-Saharan Africa who found a strong effect in 

engaging in farming activities particularly for purchasing fertilizers where seeds were 

important outcome of the cash transfers. However, Asfaw & Davis (2018) found a 

negative effect of cash transfers on households� purchase of agricultural inputs in 

Kenya. In similar study, a positive influence of cash transfers on purchasing farming 

inputs was registered in Lesotho, Malawi, and Zambia.   

On the part of savings, nearly a quarter of the heads of the households managed to 

save money in the bank on non-banking methods. The results were not statistically 

significant on saving, but significant on saving methods. Earlier studies in Ghana and 

Zambia found that cash transfer significantly increased household money savings 

(Asfaw & Davis, 2018). However, decline in savings was found among beneficiaries 

in Lesotho child grant programmes (Daidone et al., 2014). Generally, the majority of 

the poor people lack access to formal savings accounts or banking services of any 

kind (Banerjee & Duflo 2007). Mobile money was the major source of saving, 

followed by saving and lending groups. Merttens el al. (2016) found that 

beneficiaries of social cash transfer in Uganda did not use banks, but they joined 

informal savings societies where they could save their money. They revealed that the 

benefit of receiving a large sum at once allows the group members to invest in 

improving the house and or buying a piece of land. 
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There are mixed views in the literature regarding the viability of monetary and non-

monetary assets for managing household shocks. Non-cash savings such as storing 

money at home can be riskier while buying livestock or durable goods can be 

illiquid. Prina (2015) found that access to the savings accounts increased 

accumulation of monetary assets by 50% without decreasing accumulation of non-

monetary assets or savings in non-banking institutions. She argued that accumulation 

of non-monetary assets can increase by 16% for a household with access to bank 

savings account. Access to savings can protect poor households to spend on vices. 

However, over a period of time, even tiny savings can accumulated into large sums 

that can be invested in health or to cushion income instability when hit by a health 

shock. In the meantime, poor individuals might not opt for bank savings because of 

the accessibility of banking services, but many opt for mobile money services as a 

result of increased usage of mobile phones in the country with about 39 million 

subscribers in 2016 (TCRA, 2016).  

5.5   Determinants of Enrolment in the CHF  

The current findings indicate significant difference between types of social transfer 

which a household receives and enrolment in CHF (Table 4.14b). Majority of the 

CHF member households were beneficiaries of cash transfer than those who had 

received in-kind and multiple transfers. Majority of the respondents who were CHF 

members revealed that cash received from TASAF was the source for paying CHF 

fee while a few reporting that CHF subscription fee was paid by Compassion 

programme (Table 4.17).  

Results of the Logistic model (Table 4.20) indicate that beneficiaries of the cash 

transfer were more likely to join CHF than the beneficiary of multiple transfers. 
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These results explain that cash received from TASAF smootheened household�s 

health care needs expenditures, hence enabled the families to pay the CHF premium. 

The finding also implies that beneficiaries were complying with the health aspect of 

the programme conditions attached to the transfer by subscribing to CHF. In real 

sense, the CHF enrolment campaign was very strong during TASAF paydays to the 

extent that some respondents in this study perceived that subscription to CHF was 

virtually �mandatory� for TASAF beneficiaries. The trend of CHF enrolment beyond 

the year 2012 indicates apparent effects of TASAF cash transfer on increased 

enrolment in nearly all the districts (Table 4.15). Despite the positive trend in 

enrolment since the introduction of TASAF, the Regional average enrolment rate was 

very low at 8.3%. Previous studies by Evans et al. (2014), Biosca and Brown (2015), 

Evans et al. (2016) have also revealed the positive effects of cash transfer on 

enrolment in the public health insurance schemes.  In their study, Evans et al. (2016) 

found that the effects of TASAF cash transfer on participation in CHF was large, but 

they did not find significant difference between the beneficiaries who were members 

and non-members of CHF.  

Similarly, Biosca and Brown (2015) found that participation in a conditional cash 

transfer programme was positively associated with enrolment in public health 

insurance scheme in Mexico. Handa et al. (2013) found that 90% of the cash transfer 

beneficiaries were automatically enroled in Ghana�s National Health Insurance 

Scheme (NHIS).  Such higher level of enrolment was largely due to premium waiver 

through all households� recipients of cash transfer. However, the high enrolment 

rates did not lead to an increase in health care seeking behaviour, but lowered 

morbidity among infant girls. No further analysis was given on the sustainability of 
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such enrolment strategy, and the extent to which it influenced disincentive to work 

among beneficiaries.    

Further, the results indicate significant negative relationship between enroling in 

CHF and receiving in-kind transfers. There are various explanations for this finding.   

First, majority of the Compassion and CKP beneficiary households were not 

members of CHF because they were receiving health benefits which covered the cost 

for medical treatment of the children. Although in some cases such as when a parent 

or caregiver was suffering from chronic illness, the benefits were also extended to the 

parent or caregiver. Such cases of programme covering the treatment cost for parents 

or caregivers of the children were mainly attributed to Compassion programme. 

Second, to some extent, the two in-kind transfer programmes were targeting 

HIV/AIDS affected households, therefore, if heads of these households were people 

living with HIV/AIDS, then the decision to enrol in CHF was compromised because 

HIV/AIDS treatment at public facilities provided for free. Third, some of the heads 

of beneficiary households were formally employed, hence chances of being members 

of NHIF were high.    

The current study indicates that households with heads who had either never been 

enroled in school were more likely to be enroled in CHF than those with primary 

education and above. This implies that those who had been educated in post-

secondary education were formally employed; hence, they were less likely to join 

CHF because they were mandatorily enroled in other schemes such as NHIF or 

Social Health Insurance Benefits. On this regard, our findings are contrary to the 

findings by some scholars (Macha et al., 2014; Nosratnejad et al., 2016; Panda et al., 

2016; Kapolongwe et al., 2017) who found that enrolment in the voluntary health 
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insurance schemes was associated with education above primary school. Therefore, 

the theoretical assumption that the more years a person spends in school, the more 

the likelihood to enrol in health insurance scheme because he/she is presumed to be 

capable of paying premium; warrants further empirical analysis.   

The regression result shows a significant and positive relationship between long 

waiting time at the health facility and enrolment in CHF which is contrary to the 

expectation of negative relationship based on the understanding that long waits at the 

public facilities discourage some people from seeking medical care by using public 

health insurance. This finding also somewhat opposes the FGDs and other findings in 

the household survey where longer waiting time was cited to affect utilization of 

health services and CHF membership. However, this counter-intuitive finding 

suggests that a number of TASAF beneficiaries enroled in CHF as a means to show 

compliance with the programme conditions; because of the fear that they would be 

dropped out of the programme if they did not subscribe to CHF. Some members of 

CHF were also enroled in the scheme because the premium was paid by Compassion 

Programme and not entirely based on the households� decisions. The finding could 

also imply that the poor households used CHF to seek medical care because they had 

less choice than to endure the queue at the public facilities to offset the waiting time 

cost, instead of visiting private hospitals, paying OOP and/or subscribing to other 

schemes such as NHIF or private health insurance companies.   

Household wealth (based on asset index) is an important factor on the uptake of 

health insurance. The regression results indicate that households with poor assets 

ownership had non-significant positive results on enrolment in CHF. Although non-

significant, a positive sign indicating assets ownership has some implication on 
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enrolment in the scheme. For example, households which own bicycles might not 

take a long distance to nearby health facility as a major challenge for not enroling in 

CHF scheme compared with those who did not own any transport facility. These 

results might also explain that even poor households that own small livestock like 

chicken can enrol in the scheme after they selling some of the stock and paying for 

the premium. It was noted that some households had managed to generate income 

from productive assets and establish small business. It was found that households 

whose heads were engaging in small business were significantly more likely to enrol 

in CHF than those who were engaged in farming activities. This implies that enroling 

the low-income households can be realized when their economic base is transformed 

beyond consumption smoothing. Therefore, both assets and CHF are social risk 

management instruments, thus CHF�s sensitization campaigns can be linked with that 

which enables households to accumulate the income-producing assets which can help 

to improve their liquidity. 

On the part of the effects of household size on CHF membership, the findings 

indicate that the increase in household size increases the likelihood of household to 

enrol in the scheme. This implies that large families join CHF because they recognize 

that the high risk of illness among family members outweighs the disadvantages of 

not being a member. Earlier studies by Ataguba et al. (2008) and  Macha et al. 

(2014) indicate that the household composed of more that six members were more 

likely to join community health insurance schemes. However, Asfaw and Von Braun 

(2004), Okello and Feely (2004) and Bhat and Jain (2006) provided opposite opinion 

on the association between household size and enrolment in the community-based 

health insuarance schemes. 
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 For example, in Dodoma Municipality and Chamwino District, household with a 

single-family member paid a premium of TZS 10,000 the same amount as the 

household with six members. Similarly, in Kondoa District, household with a single-

family member paid a premium of TZS 13,000 the same amount as the household 

one with six members. This suggest that CHF premium prices favour large 

households and also increase the chances of enroling children. 

Based on the qualitative findings, CHF reforms in Dodoma Region seem to have an 

influence on people to join CHF because it has improved portability of the CHF 

cards to allow usage in the Regional Referral Hospital, district hospitals and allow 

card owners to access eligible facilities throughout the region. Lack of portability of 

CHF cards was among the factors that deterred enrolment in the past. Portability of 

cards has created an opportunity for people in areas without primary health facilities 

to directly visit the district hospital. Regarding this, a typical example was seen in 

Munguli village Kondoa. There was no dispensary in this village, hence some 

community members used to visit a district hospital which is nearly 13-14 

Kilometres from the village.  

Advice from enrolment officers also contributed to influence community members� 

enrolment in CHF. It was revealed that local leaders and CHF Enrolment Officers 

were usually present during TASAF cash disbursement to sensitize and encourage 

beneficiaries to [re]subscribe to CHF. Enrolment officers are cadre working as 

volunteers in the streets and villages, and their roles are to promote CHF enrolment 

and do actual enrolment of members at the community level. Therefore, they collect 

and submit premiums to CHF office at district council, and monitor CHF members� 

satisfaction with services received at health facilities.  
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They are equipped with tools which make them capable of doing on-site enrolment of 

members. However, they do not work full time on CHF activities because they have 

other personal economic activities to do. For that, they are paid a meagre commission 

(10%) for each household enroled. 

Compassion programme was also a player in enroling some children by paying for 

CHF subscription. However, the challenge that remains is how to ensure the 

sustainability of membership in CHF scheme among households after they graduate 

from the programme or programme is phased out.  As mentioned earlier, one of the 

options is to promote households� livelihood diversification. Our findings indicate 

that some households were using savings and other sums earned from self-help 

groups or activities to pay for CHF membership. This implies that some of the 

households reduced their dependence on social transfers and engaged in some 

activities that would earn them additional income. Quick results on improving 

additional household income can be realized if the household accumulates productive 

assets such as bicycles and agricultural implements as well as livestock assets such as 

poultry and the small ruminants. In rural areas, a bicycle is an important transport 

asset which can be hired to others thus earning household income.  

Improved household economy could enable them to pay premium even when CHF 

would be mandatory. Savings, assets and productive other activities could also enable 

households to pay for some drugs in case CHF subscription did not cover for a 

particular cost, although such types of OOP payments or some forms of co-payments 

are discouraged under UHC. Policies that combine asset transfers with the cash 

transfer model may be more effective than the cash transfer model alone. 
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5.6 Determinants of Healthcare Services Utilization  

Based on Andersen Model, the following sub-sections discuss the effect of social 

transfer programmes and CHF along with other enabling, predisposing and need 

factors on the outpatient and in-patient services utilization. Utilization of services is 

very important in measuring health access because it involves reporting the actual 

use services. This is because; not all sick people who have access to healthcare can 

actually use the services. Different supply- and demand- side factors interplay with 

the utilization of services.  

5.6.1   Need Factors Effects on Utilization of Health Services 

5.6.1.1 Self-medication and Chronic Illness   

Need factors variables of concern were self-medication and the presence of chronic 

illness in the household. Moderate self-medication was found to significantly 

decrease the use of outpatient services. Self-treatment may be a result of 

unavailability of health facilities nearby, unaffordable costs for transportation and 

diagnostics at facilities, constant shortage of drugs, procrastination, overconfidence 

in medication knowledge and inadequate medical personnel (Goodridge et al., 2010; 

Brundisini et al, 2013; Shehnaz et al., 2014; Taber et al., 2015). Delaying treatment 

of illness might be detrimental and probably cause more costly treatment in the 

future. The tendency of self-medication may induce low uptake of outpatient 

services.  

The likelihood of using outpatient services among households with member(s) who 

had chronic illness was negative and non-significant. However, regular clinical 

monitoring for people with chronic diseases is very important. Meanwhile the 

likelihood of using inpatient services was significantly higher among households 
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with at least one who was chronically ill. Fleishman et al. (2008) found that those 

HIV/AIDS patients with zero prior outpatient visits had significantly greater 

inpatients rates than those who had past outpatient visits. They further found that the 

inpatient rates were also higher among those with prior records of utilizing inpatient 

services and those with more advanced HIV disease. Based on the current findings, it 

is apparent that the decrease in utilization of outpatient services may increase the 

severity of the disease which might increase the likelihood of the need for inpatient 

services in the future. However, such a situation is undesirable and against the 

concept of UHC of using services when needed.  

Apparently, most of the health facilities in rural areas (about half of those reported 

with chronic illness resides) are dysfunctional or poorly equipped in terms of human 

resources and equipment and lack of specialized services. Similar views are reported 

by Nirupam, Sachs & Dholakia (2009), Goodridge et al. (2010) and Brundisini et al. 

(2013). Since most of the health facilities in rural areas are dispensaries, this suggests 

that people who need inpatient care have to travel to places where health centres or 

hospitals can be found. This could imply that those who are members of CHF should 

be recommended for a referral to higher level facilities or seeking care from private 

facilities, thus paying for services out of pocket. There are problems of getting a 

referral from lower health facilities as discussed in the previous sections. Patients 

may feel powerless in the �referral process� betwee n the lower and higher-level 

facility. Lack or delay in referrals would have deterred or reduced utilization of 

outpatient health services for people with chronic illness. This poses an urgent 

situation for people suffering from chronic illnesses such as HIV/AIDS, Diabetes, 

Hypertension, Ulcers, and Asthma as reported in this study. 
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5.6.2 Predisposing Factors on Utilization of Health Services 

5.6.2.1 Age of Head of Household  

The regression results in Table 4.29 in Chapter 4 show a significant negative 

association between age of the household head and utilization of outpatient services. 

The elderly group (60 years and above) was revealed to face challenge with transport 

facilities as most of them had to walk long distances to the health facilities. This 

suggest that because of their age, they are often unable to visit health facilities when 

the need arises. It could also suggest that social transfers have not had a major effect 

on older-aged households� health-seeking behaviour.  This supports the results by 

Savedoff et al. (2012), Scheil-Adlung & Bonan (2013) and Help Age (2017). Help 

Age�s (2017) study on the cash transfers and older people�s access to healthcare in 

Ethiopia, Mozambique, Tanzania, and Zimbabwe, found that transport and costs to 

health facilities were significant barriers to the use of health services among older 

people. Such costs pose a significant dilemma for older people as they weigh their 

health needs against other basic needs (ibid.).  

The elderly group usually incurs higher out-of-pocket health expenditure while their 

capacity to pay is low. To address these challenges, available policy interventions 

which aim at protecting older people from incurring OOP payment should be 

enforced. This should go along with addressing the challenge of implementation of 

the exemption policy. Implementation of exemptions should also go along with 

government the cost incurred for serving exempted groups. In addition, improving 

availability of services is needed according to the policy requirements of dispensary, 

health centre and hospital, in each village, ward and district, respectively.  
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This is because in areas which public facilities are not available or a located at distant 

places, the old aged people might have no choice but either spend OOP at nearest 

private facilities or incur transport costs to the public facilities. Since traditionally, 

the head of household plays a key role in making the decision for health care seeking 

matters, it is apparent that the challenges of accessing and utilizing health care 

especially outpatient services will also affect other household members.  

5.6.2.2 Household Size 

The current findings indicate increase in household size was positively associated 

with the use of outpatient services. This indicates households� expectation that health 

insurance would provide financial protection against impoverishment or catastrophic 

expenditures in cases of frequent illness events.  It is apparent that the higher number 

of people in the household the higher the chances of an event of illness to occur. In 

addition, Compassion programme also targeted vulnerable households especially 

those with large number of children. This explains that children of these households 

had easy access to outpatient services because the costs associated with seeking care, 

transport and medical costs were covered by the programme. The studies which 

support this view include studies by Euser et al. (2011), Islam and Ali (2012), 

Nosratnejad et al. (2014) and Ahmed et al. (2016). Euser et al. (2011) who argued 

that large household size also correlates with the risk of poor household nutrition 

because they are also associated with lower household income. This situation could 

result to poor health status and, therefore, raising the frequent need for health care.  

In contrast to the current findings, Titus et al. (2015) found that utilization of formal 

healthcare services decreases with the increase in household size. They found that 

large households above fourteen members were more likely to utilize traditional 
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health care services and self-medication than formal health healthcare. Therefore, 

easy accessibility and low cost of treatment are the major factors influencing people 

utilization of traditional health services.   

5.6.2.3 Marital Status  

The results in Table 4.29 reveal that the coefficients of utilizing outpatient services 

increase significantly among the members of the widowed or divorced headed 

households. The descriptive statistics found that the vast majority were female-

headed (widows) headed households (82.4%) and only 176.6% were male-headed 

(widowers). The plausible explanation is that because many of the widows were also 

beneficiaries of TASAF which require them to fulfill health conditionality of the cash 

transfer, programme conditions could have played a role in increasing visits to 

facilities among household members. This supports the results found by some 

scholars (Mills et al., 2012; Twomey et al., 2015) who found that marital status of 

divorced or widowed, and being female were predictors which significantly increased 

health service use in Uganda, Australia and United Kingdom. In contrast, Pearlman 

& Balabanova (2011) found that the likelihood of accessing prescribed drugs was 

reduced by 2 times with widows than married women.  

Female-headed households were found to have a negative association with the 

inpatient services utilization. This appears to run contrary to the findings by World 

Bank (2011) in Indonesia, Akresh et al. (2012) in Burkina Faso and Behrman & 

Parker (2013) in Mexico. Environmental factors describe the potential causative 

factors for high risk of diseases in female-headed households as opposed to male-

headed households (Mukuria et al., 2005). For example, most women in sub-Saharan 

Africa and South-east Asia live in households that do not have access to safe 
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drinking water. About 50% of women live in households with no toilet facility 

(Mukuria et al., 2005; Onah & Govender, 2014). Although such situations make 

female-headed households more prone to communicable water borne-diseases such 

as Cholera, Typhoid, and Urinary Tract Infections, thus suggesting a greater health 

care need, they reported less utilization suggesting access barriers, mostly related to 

finances. The amount of time that a woman can spend travelling to get medical care 

for herself or family member is dependent on her traditional roles at household. This 

becomes more challenging in rural areas where health facilities may be unavailable 

or inaccessible, in addition to the unaffordable transport costs. The situation becomes 

worse when they are not covered by any health insurance and they seek inpatient 

services.  

5.6.3 Effects of Enabling Factors on Utilization of Health Services 

5.6.3.1   Social Transfer Programme 

The beneficiaries of the in-kind transfers were significantly and positively associated 

with the utilization of inpatient services where they showed a positive, but not 

statistically significant association with utilization of outpatient services. The 

plausible explanation for these results is that the in-kind transfer programmes 

especially the CKP highly targeted households affected by HIV/AIDS. Therefore, the 

chances for such households to have at least one member being hospitalized were 

high compared to households with no chronic illness. The significant and positive 

association between chronic illness and hospitalization (inpatient services) also 

supports these findings as explained in the previous sections. Since Compassion and 

CKP were financing the cost medical treatment for children and in some cases their 

parents were living with HIV/AIDS or another chronic disease, it implies that the 
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support provided removed the financial barrier of utilization of inpatient care when 

the need arose. 

These findings are in line with those of Benerjee et al. (2010) and Shapira et al. 

(2017). Benerjee et al. (2010) found that in-kind provision of cereals and utensils to 

households which sent their children for immunization significantly increased the 

rate of complete immunization among children in India. Shapira et al. (2017) argued 

that endowing pregnant women with gifts as incentives for visiting health facilities in 

Rwanda increased antenatal care visits by 7.7%, postnatal care by 8.6% and after 

three years of the programme, the rate of in-facility skilled-assisted deliveries 

increased to 95%. The gifts provided to women going for antenatal care were adult 

clothes, water treatment tablets, and baby clothes whereas for postnatal care, women 

were given umbrella, adult clothes, and water treatment tablets. For delivery, women 

were given baby soap, baby shawl, and bed sheets as incentives for services received 

(ibid).  

The in-kind benefits like those provided by Compassion and CKP programmes have 

some advantage of solving the affordability problem among the recipient families. 

Another advantage of in-kind transfers is that the programme can improve targeting 

efficiency by ensuring that intended benefit is utilized, which in turn helps to reduce 

the use of informal health care among the poor.   

On the part of cash transfer, the regression results indicate that cash transfer 

households were significantly and positively associated with utilization of outpatient 

services. This supports the results by Akresh et al. (2012), Adato & Basset (2012), 

Behrman & Parker (2013), Evans et al., 2014 Attanasio et al. (2015), Benedetti et al. 

(2016) and Hunter et al. (2017) for Latin America and Sub-Saharan Africa countries. 
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In their evaluation study of TASAF pilot conditional cash transfer programme, they 

found a significant increase in the average number of health facility visits by 2.3 

visits among members of beneficiary households after 18-21 months of programme 

implementation. However, they recorded a significant decrease by three visits, 31-34 

months after programme implementation. However, cautious attention must be paid 

to interpret the effects of cash transfers on the utilization of health services. This is 

because; cash transfers may increase the utilization of preventative services (positive 

outcome) while if health status is improved, the need for health care in the household 

is reduced which also implies as a positive outcome.  

Cash transfers also play an imperative role in reducing the demand-side barriers to 

health services, especially financial barriers. Beneficiary families tend to use 

transfers to pay for costs related to seeking care including transport, purchasing CHF 

cards and health care user fees. Apparently, health facility visits conditions set by 

TASAF have helped to improve the health-seeking behaviour of beneficiaries. Cash 

transfer has also enabled some households to accumulate some assets which are 

important in sustain their health as well as non-health demands. Assets ownership 

can increase household�s access to conditions that help prevent illness in the first 

place, thus enabling them to be food secure and take adequate nutritious food. For 

example, ownership of transport facility such as bicycle which is common among the 

rural and low-income people can serve for different household utilities. It can be used 

to ferry household members to health facilities, rent to others or ferrying people for 

cash, carrying farm products or even selling it when the household is under the 

catastrophic situation.  
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5.6.3.2 Household Wealth  

Results from the regression model for inpatient services indicate that poor 

households were significantly less likely to use inpatient services than non-poor 

households (Table 4.29). These findings indicate that when they fell sick, the poor 

were less likely to get the formal prescribed medicines than the non-poor. This is 

similar to findings of some scholars (Akresh et al., 2012; Atuoye et al., 2015; Bolin 

et al., 2015) who found that household wealth was a determinant of health care 

services utilization. The study conducted in Ghana has resulted in contradicting 

findings. The study found that the rich more resorted to self-medication than the poor 

(Abebrese, 2014). 

In addition, the bivariate analysis indicates that about three quarters of the poor 

households were located in rural areas. Discussion in the previous sections explains 

how access to and use of health care services in rural areas is affected by pressing 

and pervasive problems. The problems are exacerbated by long waiting hours at the 

facility, unreliable opening hours, and difficult referral processes to higher-level 

facilities. Such situation is likely to affect most those who need inpatient services 

because if there is no health centre or hospital nearby, they should either incur 

catastrophic expenditures, sell assets or incur debts in order to accumulate resources 

to take the patient to where they can find appropriate treatment.  

Accessibility and availability of health services disproportionately affects the poor 

and people living in rural areas. It should also be noted from the findings that 

majority of the households were using savings as a major source of financing medical 

treatment among family members. However, for poorer households, using savings for 

paying medical treatment should only be taken as a last resort of financing treatment; 
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instead, health insurance should have to be embraced. Again, this will only depend 

on availability and improvement of services provided. 

5.6.3.3 Distance to Health Facility and Geographical Location  

The regression results (Table 4.29) for relationship between distance to facility and 

geographical location variables and utilization of outpatient and inpatient services 

were not statistically significant but they had important policy implication. The odds 

of household distance to health facilities and residing in rural areas were negative and 

indicated non-significant decrease in utilization of outpatient services. On the part of 

utilization of inpatient services, the odds of household distance to health facilities 

were positive and odds for residing in rural areas were negative, but both were not 

statistically significant.  

As reported in Figure 4.6 in Chapter 4, it is indicated that more than half of villages 

in Kondoa District had no dispensaries whereas in Chamwino District, slightly less 

than half of villages had no dispensaries. This means that people in these areas had to 

walk or travel long distances in the course of seeking treatment, something which 

could negatively affect their health seeking behaviour. It was found that about 32.9% 

of households in rural areas were living more than 6 Kilometres from a nearby health 

facility compared to 11.9% in urban areas. These results were statistically significant 

at p<0.01. Such distance could be a challenge for those who were chronically ill, 

disabled or the elderly who could not afford to meet the cost of transportation. 

According to WHO a distance of five kilometres is regarded as acceptable walking 

distance for people who need to seek care. Therefore, this suggest that the poor were 

much more affected and had no choice than either to endure the longer distances to 

get to the health facilities, forgo, or delay treatment. 
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 Apparently, improving quality health services coverage seems to be crucial in order 

to progress in the direction of UHC. Adequate service coverage will create incentives 

for many people to enrol in CHF which in turn can make them be financially 

protected against unforeseen health risks.  

5.6.3.4   Effect of CHF on the Utilization of Healthcare 

CHF is widely expected to influence rational decisions about health care and reduce 

financial barriers in the event of illness (Msuya et al., 2004). However, the results of 

the logistic regression indicate that CHF membership had a negative effect on 

utilization of outpatient services (Table 4.29). This means that people with CHF 

cards were less likely to visit the health facility for outpatient services. This supports 

the findings by Abebrese (2014) which indicates that the odd of access to 

prescription medicines at the health facility was significantly reduced by 9.804 times 

if one was a member of the Ghana�s national health insurance scheme.  On contrary, 

studies by (Devadasan et al., 2010; Nguyen et al., 2011; Blanchet et al., 2012; Sekyi 

& Domanban, 2012; Van Gameren & Riascos, 2012; Handa et al., 2013; Kankeu et 

al., 2013) found positive association between community health insurance and 

outpatient services utilization. 

Plausible explanations that can be given for the negative association between being a 

member of CHF and utilization of outpatient health services are associated with 

members� dissatisfaction with the service rendered by the scheme, unavailability, and 

inaccessibility (especially after hours) to health facilities. First, CHF members were 

dissatisfied with service as they were frequently making OOP payments for various 

services and medicines either because they were not available at the facilities, or they 

were not included in CHF benefit package. Table 4.26 indicates that out-of-pocket 
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was the major source of financing treatment (57.1%) for CHF members who reported 

illness. This was followed by exemption (50%), CHF (37.3%), in-kind transfer 

programme (25%), and relatives (10.7%). Chi-square analysis also indicate a 

statistically significant difference (p<0.02) between those who reported sicknesses 

and visited health facility where the majority were non-members of CHF (62.7%) 

compared to CHF members (37.3%).  

Second, unavailability of public health facilities (or longer distance) especially in 

rural areas reduces people�s ability to seek care in case they need to do so. It has been 

explained in previous sections that some villages had no health facilities and patients, 

regardless of their CHF membership, had to travel long distances to other areas to 

visit a health facility. Apparently, this influences some of the CHF members either to 

forgo seeking official medication or resort to self-medication. Ziller, Lenardson and 

Coburn (2012) were of the opinion that both insured and uninsured rural residents 

were more likely to face difficulties in visiting their usual source of health care than 

urban population with the same insurance status. It can be argued that uninsured 

urban residents could have better access to basic health services than insured rural 

population. Therefore, the uninsured-insured difference in visiting a source of health 

care is less pronounced among urban residents than their rural counterparts.    

Third, slightly above a quarter of CHF members who reported sicknesses were not 

able to seek or complete health care for various reasons including their CHF cards 

not being accepted at the health facilities. Further details revealed that a situation 

where some eligible facilities refused CHF cards was caused by the negative attitude 

toward CHF by some of the health workers, malfunction or loss of equipment such as 

smartphones which were used for processing members� information, internet modem 
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and lack of power at facilities thus making it difficult for the nurses or other health 

workers to use the information system. Some of the factors indicate that some of the 

facilities were denying services to customers on the basis of unreimbursed claims for 

the service rendered. These factors need to be addressed as they are not only limiting 

the effectiveness of CHF coverage to provide financial risk protection but they also 

limit access to services which lead to low enrolment and high dropout rates.    

Based on the expected utility theory, individuals will be motivated to retain 

membership in health insurance scheme if their health care needs are fulfilled and 

satisfied. If members of the CHF are not satisfied with services at the public facilities 

they would later opt for private facilities and self-medication, and if this trend 

continues, they drop out of the scheme. Therefore, improving availability and quality 

of health service could increase retention of members, promote willingness of the 

people to enrol in the scheme, hence making it more sustainable. 

5.6.3.6    Waiting Time at the Facility and Self-Medication    

Prolonged waiting time at the health care facilities has become a major challenge that 

limits access to a health care, and it is one of the dissatisfactory indicators for users 

of health facilities (Sivey, 2012; O�neill, Edim & Obarein, 2014). The findings 

indicate that waiting time significantly determined the use of outpatient services. 

People who perceived that patients had to wait for a long time at outpatient services 

department were not likely to visit health facility every time they fell sick unlike 

those who perceived patients waited for a short time. Prolonged patients waiting time 

reduces health facility trust from the community, and it can lead to patient leaving the 

facility without consultation and treatment, hence, poor health outcomes (Muhondwa 

et al., 2008; Rauf et al.,2008; Ishijima et al., 2016).   
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Long waiting time leads to overcrowding at the facility which can increase the risk of 

hospital-associated infections. One of the major causes of long waiting time was 

inadequate medical personnel in relation to the number of patients they had to serve. 

There was also concern from the people that they were waiting for long to be 

attended thus spending inadequate time with consultation with the health workers 

who were perceived as perfunctory (Muhondwa et al., 2008). As revealed in 

qualitative interviews, the problem of long waiting time contributes significantly to 

reduced community members� willing to pay for CHF, and it increases the scheme�s 

drop-out rate. Hence, it places barriers to the efforts of making CHF a driver for 

universal coverage in health.   

In addition to the above observation and trends, results in Table 4.29 show that if 

people had experience of moderate self-medication, this would reduce their 

likelihood of utilizing outpatient care unlike those who had less experience of self-

medication. Evidence from this study and earlier studies (Chipwaza et al., 2014; 

Shaghaghi, Asadi & Allahverdipour, 2014; Ocan et al., 2015) have shown that 

individuals opt for self-medication as a result of inadequate supply of medicines at 

health facilities, long waiting time to seek outpatient services, long distance to public 

health facilities, unaffordable user fees and the lack of freedom to choose the 

preferred drugs. Having mild illness, lack of health insurance, prior experience in 

using self-prescribed drugs, and good result of self-medication are the most 

frequently reported reasons for self-medication in developing countries (Askarian & 

Maharlouie, 2011; Balamurugan & Ganesh, 2011; Chipwaza et al., 2014; Lukovic et 

al., 2014; Shaghaghi et al., 2014).  
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Analgesics, antipyretics and anti-infection (antibiotics) drugs are most reported drugs 

applied by people who self-medicate. The findings suggest that improving 

availability and accessibility of primary health care services is necessary to counter 

self-prescription behaviour and its negative outcomes such as increase in drug 

resistance especially anti-biotic resistance which is known for its high mortality rates 

in low income countries.    
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CHAPTER SIX 

SUMMARY, CONCLUSION AND RECOMMENDATIONS 

6.1 Introduction  

This chapter gives the summary of the study key findings, the conclusion on the main 

findings and contribution of the study to theory and practice. Furthermore, based on 

the study findings and discussion, the chapter gives recommendations. Lastly, the 

chapter concludes by giving suggestions for areas further research.   

6.2 Summary of the Findings     

The study aimed to examine the contribution of different social transfer programmes 

towards attaining universal health coverage in three districts of Dodoma region in 

Tanzania. It was conducted in three Districts namely, Dodoma Municipality, 

Chamwino, and Kondoa Districts. Specifically, the study had four objectives. The 

first objective assess the process and effectiveness of identifying beneficiaries of 

social transfer programmes. The second objective assessed the effects of social 

transfers on beneficiary households� economic welfare in terms of assets 

accumulation and investments established. The third objective examined the factors 

influencing enrolment in the community health insurance scheme (i.e. CHF) by the 

beneficiaries of cash and in-kind transfers, and the fourth objective examined the 

demand and supply side factors affecting utilization of health services among 

beneficiaries of cash and in-kind transfers. The major findings of this study have 

been thematically summarized below: 
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6.2.1 The Process and Effectiveness of Identification of the Beneficiaries    

The exercise of identifying beneficiaries among the two in-kind transfer programmes 

is not a regular activity since it is only conducted when there is a chance of taking in 

new beneficiaries. This usually happens, when for various reasons, some 

beneficiaries exit the programme. The main beneficiary eligibility criteria for the in-

kind transfer programmes were: households with orphans, poor households with a 

large number of children, children in widow- or elderly-headed households, children 

regarded as living in most vulnerable situation even if they were living in a non-poor 

household (this criterion was used by Compassion programme). They also include 

households with children who beg for food or do not have enough food to eat, and 

households with children but whose head is living with HIV/AIDS. Programme 

officials in collaboration with local leaders conduct transect walks around the 

streets/villages scouting for potential beneficiary households and children based on 

the eligibility criteria. The names of the household identified are subjected to further 

eligibility scrutiny by the programme management before they are officially enroled 

as beneficiaries.  

On the part of TASAF cash transfer programme, it was found that programme 

technocrats were giving general rules for beneficiary eligibility criteria, but the actual 

criteria were defined based on the local perception of poverty by community 

members in an open public meeting. The process of identifying beneficiaries 

included the following major steps: first, each village set their own eligibility 

community criteria considering their local context.  
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The most common eligibility criteria across the villages surveyed included: the 

extreme poor households (begging for food, do not have enough food to eat, none of 

the members is formally employed, do not possess valuable assets, do not own 

livestock, none of the members is a pensioner, member living with chronic disease, 

children do not attend school), elderly-headed households, households with none of 

the member who is the village government leader, households without any member 

who is member of TASAF community management committee, and child headed-

households (orphans).  

Second, the community management committee visit each household in the 

village/street and conduct a preliminary listing of poor households based on the 

community agreed eligibility criteria. Third, a second open public meeting is 

convened to assess each of the proposed beneficiary households and approve the 

preliminary list of poor households. Fourth, a survey is conducted to collect 

household economic capacity data for each of proposed household. Fifth, the proxy 

means testing is applied to the household data to produce a list of households falling 

below the national poverty line. These are enroled as eligible beneficiaries. Sixth, a 

final list of eligible households is presented before the third and final open public 

meeting validation and ratification.   

In terms of effectiveness of the identification process, for both Compassion and CKP 

programmes, findings indicate that there was no indication of engaging the 

community in deciding the criteria for programme eligibility. It is apparent that 

programme officials were providing the selectivity rules and to great extent 

controlled the process. Although Compassion programme had developed an index 

score which provided a benchmark for selection of beneficiaries, although that it 
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seems some of the programmes officials were not aware of it and they had not 

applied it. No specific guide was found to be used by CKP officials; therefore most 

of the identification relied on personal judgments of the committee members. It was 

revealed that majority of the respondents had moderate knowledge of the process of 

beneficiary identification. Beneficiaries of cash transfer were found to possess good 

knowledge of the process than beneficiaries of in-kind and multiple transfers. 

Overall, the beneficiaries of in-kind transfers had poor knowledge of the 

identification process.  

The major challenges affecting targeting of the deserving poor included poor 

awareness creation of the exercise which made the process prone to elite capture, 

exclusion of members of the same household, community negative impression of 

transfers, ad hoc plans, favouritism, political interference and stigma in the 

community. Under TASAF programme, although members of village government 

and members of community management committees were by default illegible to 

receive cash transfer but in fact, in some areas, these leaders or their spouses or other 

family members were included as beneficiaries. This indicates programme leakage of 

resources to intended beneficiaries. On the other hand, lack of coordination of the 

work of programmes as each programme work in isolation from the other resulted 

into fragmentation of activities in the areas. Such situation has also led to the 

duplication of efforts by targeting and delivering benefits to same individuals or 

households, and in some cases, these individuals were not real poor.   
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6.2.2 Effects of Social Transfers on Household Economic Welfare  

The findings revealed that transfers had some influence on improving the household 

economic welfare in terms of productive investments and assets accumulation 

capacity. Some of the households were able to establish small business mainly selling 

charcoal, buns, vegetables and fruits. Others managed to increase the number of 

livestock owned or started to keep livestock especially poultry and goats. Transfers 

also enabled households to start engaging in on-farm activities either by paying the 

costs to hire land, pay labour or buy inputs. Effect of transfers was also observed in 

improvement of housing conditions and acquisition of assets such as bicycles, mobile 

phones, mattresses, and household furniture like chairs. Most of the assets were 

purchased using money received from TASAF. Improving house conditions mainly 

involved use of transfer benefits to renovate roofs and floors of their houses. Nearly a 

quarter of the respondents were able to save some money because of the 

programme�s benefits. On the overall, cash transfer was more likely to influence the 

household engagement in productive investments and assets accumulation than in-

kind transfers.   

6.2.3   Factors Influencing the Uptake of CHF  

The results revealed that 48% of the sampled households were members of CHF, the 

majority were the beneficiaries of cash transfers, followed by the beneficiaries of 

both cash and in-kind transfers, and those who were receiving transfers in kind. Cash 

from TASAF was the most frequent source of CHF premium; other sources included 

personal savings, self-help groups and Compassion programme. 
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The regression results showed that the cash transfer programme had a positive effect 

on enrolment in the CHF. Increase in household income and complying to 

programme conditionality explained the positive effect of the cash transfer 

programme variable. In-kind transfers were found to have negative effect on the 

beneficiary households� enrolment in CHF. Medical treatment benefits received by 

the beneficiaries and being covered by NHIF could explain the negative effect of in-

kind transfer programme variable. Other significant predictors of enrolment in CHF 

included marital status, household size and occupation, whether engaged in business 

or employed in the formal sector.  

6.2.4 Demand and Supply Factors� Influence on Healthcare Utilization 

Malaria was the leading cause of illness among the population studied (48.2%). The 

vast majority of those who reported illness visited health facility and public 

dispensary as the most usual source of care. It was noted that, majority of them were 

not members of CHF and were beneficiaries of both cash and in-kind transfers. The 

most common reasons for using public dispensary were short distance, exemption for 

user fees, acceptance of CHF card and affordable cost. ANOVA results indicate that 

there is no significant difference between overall access to health care services based 

on the five dimensions of access; namely, availability, affordability, accessibility, 

adequacy and acceptability.    
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The regression results revealed that CHF had a negative and significant effect on the 

utilization of the outpatient services. Factors which explain the negative effect 

include members� dissatisfaction with the service rendered by the service providers, 

lack of financial protection (high OOP payments), long distance to public health 

facility and CHF members denied services at the facility. Cash transfer had 

significant positive effect on utilization of outpatients� service while in-kind transfer 

had a positive and significant effect on utilization of inpatients services. Other 

predictors of outpatient services included self-medication, age of head of household, 

marital status of head of household, household size and waiting time at the facility, 

while predictors for inpatient services included presence of chronic illness, sex of the 

head of household and household wealth status. Although statistically non-

significant, households residing in rural areas were associated with a significant 

reduction in the utilization of both outpatient and inpatient services. Long distances 

to facilities and poorly equipped and understaffed public facilities are some of the 

factors explaining the negative effect of geographical location variable.  

6.3   Conclusion 

From the major findings of this study, concluding remarks are drawn. First, the 

processes of identifying the programme beneficiaries should reduce to a minimum 

level possible errors of leakage and undercoverage, fragmentation, stigma, 

disincentive to participation and increase cost efficiency. Poor awareness creation, ad 

hoc exercises and nepotism could be explained by poor community participation in 

the identification exercises. This can compromise the effectiveness of the 

identification outcomes.  
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Second, household ability to accumulate assets and diversify livelihood strategies to 

generate stable sources of income due to social transfers were somewhat higher in 

households receiving cash than those receiving in-kind benefits. Such effects are 

important for programmes justifiable pathways toward retaining or graduating 

beneficiaries. The policy conclusion is that promoting household productive 

investments is potential for reducing income poverty and eventually improving 

human capital. Besides, care should be taken to counter the moral hazard 

�disincentive to work� among beneficiaries who desi re for continued support.  

Third, the strengths of social transfers is that they have direct influence on CHF 

enrolment. Cash transfers are shown to have important influence in increasing CHF 

enrolment by curbing a widely reported financial barrier of paying for premium. This 

influence can be instantaneous if beneficiaries are made to comply with the health 

visits conditions of the transfer. On the other hand, in-kind transfers have shown 

administratively and design issues notably in making direct payments for medical 

bills and transfers mostly targeting children. This reduces household�s willingness to 

join to CHF. For all categories of beneficiaries, joining CHF is affected by supply 

side barriers such as limited benefits package and low-quality of health services in 

the availability, accessibility and acceptability dimensions.                      

Finally, the aim of CHF as one of the country instruments to scale up access to health 

care for the informal sector population can not be overemphasized but the findings 

suggest that members of the scheme do not always receive health services they need 

as conveyed in the UHC. This may have repurcussions on people�s health care 

seeking behaviour if they are not satifisfied with the quality of care delivered in 

health facilities. Finally, the thesis concludes that social transfer programmes are 
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significantly linked to increase the use of health services for the poor households in 

Tanzania.  

6.4   Recommendations  

Based on the findings and conclusion, the following recommendations for policy and 

practice are made:    

(i) Lack of the national guidelines on the identification of the poor limits the 

efficiency of reaching and delivering services to the very poor. Both TASAF, the 

ministry responsible for community development, district councils and NGOs 

should consider the need to develop a harmonized tool and guidelines for 

identifying poor households for safety nets, health user fees exemptions and 

waivers as well as old age pensions programmes. In such tool, a special 

consideration is needed to incorporate the procedures for targeting of the 

homeless individuals. This category has hitherto been largely excluded by social 

transfer programmes.  

(ii) The governmental organizations and NGOs delivering social transfers should 

create adequate space for people participation in the identification of 

beneficiaries. This would not only capacitate the community members to assume 

the role as local experts in the process but could also reduce biases and nepotism 

which result into grievances, hence making the process more socially acceptable. 

Greater engagement of the community members and local leaders would help to 

minimize inclusion and exclusion errors especially when the results community-

based targetimg feeds in the proxy means testing. 
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(iii) Since the long-term plans and mechanisms for mandatory enrolment in health 

insurance scheme for people in the informal sector are still in debate. In short-

term, TASAF can be strengthened to act as a policy implementation instrument 

toward fostering UHC. This can be achieved by creating a mechanism that all 

beneficiaries of cash transfer are mandatory and automatically enroled in the 

CHF. Otherwise, the healthy households will opt out.  

(iv) If a country needs to achieve UHC, then, it should do away with the voluntary 

enrolment in the health insurance schemes (Acharya et al., 2012). This study 

recommends two strategies to enforce mandatory enrolment in health insurance 

scheme for people in the informal sector in Tanzania: first, to make health 

insurance card as a requirement for admission in secondary schools. This has 

been successfully implemented in admission to higher education institutions. 

Second, the government should provide partial or full subsidy for health 

insurance premium for the extreme poor. Subsidy could be achieved through tax 

revenues and donor contributions.  

(v) Achieving UHC through population enrolment in the health insurance requires 

adequate investment in the health sector. This should include adequately 

improving the functioning of public health facilities and their availability 

particularly in rural areas. When the quality of services is improved it will 

create a supply-side that motivates people to join CHF and utilize health service 

in particular. Short-term measures could include ensuring supply of medicines, 

medical equipment and deployment of medical workers in rural areas. Long 

term measures could include fulfillment of policy requirements of having a 

dispensary in each village and health centre in each ward, and hospital in each 

district. 
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(vi) Among the major causes of the shortage of drugs in public health facilities is 

the inability of the Medical Stores Department to supply them. Therefore, 

mitigating the problem requires strengthening the operation of the Jazia Prime 

Vendor System in order to ensure a constant supply of medicines at the public 

health facilities. There should be timely reimbursement of health facilities� 

claims and the matching grants from NHIF in order to ensure that health 

facilities have the financial capacity which enables them to procure the deficits 

of medical stores department supplies through JAZIA system. The adequate 

supply of medicines will solve the problem of �freq uent drugs out of stock� 

which is widely mentioned to deter enrolment in CHF.  

(vii) Ministries responsible for the health services, regional administration and 

local government as well as other actors responsible for management and 

implementation of CHF should develop interventions to create more awareness 

on the part of health workers to have a comprehensive understanding of CHF 

operations as an instrument which complements government financing in the 

health care provisions. If all health workers provide services with courtesy and 

respect to clients, it would increase acceptability of services and motivate people 

to join CHF and retain their membership.  

(viii) CHF management and district councils should develop an efficient and reliable 

mechanism which will enable the renewal of CHF membership to be done 

through mobile money. Such system could be customized such that CHF 

members can be notified through short message services about the date of expire 

of membership at least three months before the due date. This could facilitate 
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timely renewal of membership, and reduce the work and risk for enrolment 

officers who physically collect premium.      

6.5   Contribution of Research   

This study has methodological, theoretical and practical relevance as it focus on the 

effects of social transfers on CHF enrolment as a means to attain universal coverage 

in health which is a global agendum. Therefore, the findings contribute to fill some 

gaps in the literature especially on the effects of cash and in-kind transfer 

programmes on fulfilling the dimensions of UHC.  

First, this study represents one of the few attempts to examine the effects of cash 

versus in-kind transfers on UHC dimensions and enrolment in community health 

insurance schemes (such as CHF). Information generated adds to our understanding 

of whether social transfer modality has effects on household enrolment in CHF and 

health care utilization, whether such effects are different based on the type of 

transfer. Very scanty information is available in the literature on this topic. Evidence 

from this study adds information to the literature, which will also provide a base for 

future research on the impact of social transfers on the uptake of voluntary health 

insurance. 

Second, the effect of households� participation in the cash and in-kind transfer 

programmes on assets accumulation and investment economically productive 

activities have been exposed through this research. 

Third, this study gathered information from community members and officials on 

how the poor households targeted by the in-kind transfer programmes are identified. 

Most of the past studies on targeting the beneficiaries of social transfer programmes 
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have focused on identifying the beneficiaries of conditional cash transfer and old-age 

pension�s programmes.  

Fourth, existing literature largely ignored the effects of the situation which one 

household benefits from more than one transfer programmes. If that situation is not 

taken into account, it could cause bias in the results. Therefore, methodologically, 

this study disaggregated data based on the type of social transfer received by a 

household, whether cash, in-kind or both cash and in-kind (multiple transfer).  

Finally, information generated by the current study adds to our understanding beyond 

the common assertion and widely reported �no money to pay for community health 

insurance subscription� that apparently many of the non-members of the ab ility to 

pay the premium but they are just apathetic towards the schemes. Such community�s 

attitudes have been largely contributed by the negative experiences of quality of 

services at health facility; hence, discouraging current and/or future utilization of 

formal healthcare services which act as deterrent to CHF enrolment. This was 

confirmed by the finding that CHF members were less likely to utilize outpatient 

services than non-members. This could serve as an alert for CHF stakeholders, 

Ministry of Health, Local Government Authorities, and NHIF.   

6.6 Areas for Further Research  

Effects of cash and non-cash and transfers on UHC remains an under researched 

area. This study attempted to not only examine how social transfers facilitates the 

attainment the objectives of UHC to increase access to health services and financial 

risk protection through health insurance but also to assess the effectiveness of 

targeting the deserving poor as beneficiaries of transfers in the context of large 

population of the people living in poverty in Tanzania. However, in the view of the 
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findings, there is a prospect for enriching our knowledge by improving the focus and 

methodology employed in this study. 

• Improvement of study population and sampling procedure: There are a number 

of questions that could have enhanced the rigour of this research, for example, 

�what is the difference in enrolment in CHF and uti lization of health services 

between the beneficiaries and non-beneficiaries of transfer?� However, this 

study did not aim at conducting an overall impact assessment of the sampled 

programmes. It would be equally useful to undertake an impact assessment study 

and compare the beneficiary and non-beneficiary households. Such a study 

should aim at providing robust evidence on the impact of the transfer of health 

outcomes.  

• Further examination of CHF and healthcare service utilization relationship: The 

study found that CHF members were negatively associated with utilization of 

outpatient care services. Further research is deemed necessary to provide a 

rigorous examination of the causal effect of CHF on members� utilization of 

outpatient services.  

 
• Toward Universalism: The viability of making enrolment mandatory in health 

insurance scheme among the informal sector population needs more empirical 

information. Research could be conducted to explore how a country can shift 

from fragmented health insurance schemes (i.e. Community Health Funds, 

Social Health Insurance Benefits, National Health Insurance Fund) to a single 

national health insurance scheme.  
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• Relation between impoverishment caused by out-of-pocket payments: one of the 

major objectives of UHC is to ensure that people are protected from financial 

ruin when utilizing health care. This study was able to explain the factors 

associated with paying for medical cost at the point of service but was unable to 

measure the exact magnitude of catastrophic health spending by CHF members 

and non-members. Therefore, there is a need to conduct a study to thoroughly 

understand how much of catastrophic expenditures is incurred by CHF member 

households and explore how much of this cost can a household save by using 

CHF.   
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APPENDICES 

Appendix 1: Household Survey Questionnaire 

RESPONDENT IDENTIFICATION PARTICULARS  

Name of the respondent (Head of 
household): 
 

Date of 
Interview:  

District  (Circle) 
[1]=Dodoma municipality  
[2]=Chamwino  
[3]=Kondoa 

Ward:  Village/Street: Household identification 
number: 
 

Sex  of the respondent (Circle) 
[1]=Male   [2]=Female      

Contact phone 
 

 Name of interviewer: 
 
 

 
PART 1: HOUSEHOLD DEMOGRAPHIC PARTICULARS 

 

     
Question Code 
Relationship 
to the head 
of 
household 

[1]=Head [2]=Spouse [3]=Biological child [4]=Foster child 
[5]=Grandchild [6]=Father/Mother [7]=Brother/Sister 
[8]=Grandparent [9]=Other relative 

Marital 
status 

[1]=Married [2]=Separated [3]=Divorced [4]=Widow [7]=Widower 
[8]=Single/Never married 

Occupation [1]=Formal Employment [2]=Agriculture/Farming [3]=Small business  
[4]=Casual wage labour [5]=Don�t work  

Level of 
education 

[1]=Never enrolled  [2]=Primary  [3]=Secondary [4]=Postsecondary  

 
8. Total number of people in the household      Record: 
9. Total number of children in the household    Record: 
10 Is there any child who is an orphan in your household? 
[1]=Yes      [2]=No 
 

1.  Name of 
household 
member  

2.  
Relationship 
to the head 
of the house 
household 

3. Sex 
[1]=Male 
[2]=Female 

4. 
Age 
 

5.  
Marital 
Status 
 
 

6. 
Occupation  
 
 

7.  
Level of 
education 
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PART 2:  SOURCES OF INCOME 
 
Question  Code  
11. 
During the past 12 months have you or any 
other member of your household received 
income from the following items (Read ALL 
ITEMS  IN FULL) 

 
[1]=Yes 
[2]=No 

12. How much [in 
TZS] did you or any 
other member of 
your household 
receive per month 
from the mentioned 
source(s) of income. 

Agriculture/crop production  (specify name 
of crop) 

  

Livestock keeping   
Fishing    
Labour (wage)   
Salary   
Remittances (money from relatives)   
Cash from project   
Pension    
Business/other����    
 
              PART 3:  HOUSING CHARACTERISTICS (WEALTH) 

13. What materials are the walls 
of your house made of? 
 
[1]=Tree branches 
[2]=Tree branches, soil, stone 
[3]=Mud bricks 
[4]=Block bricks 
[5]=Burnt bricks  
[6]=Wood 
[7]=Iron sheets 
[8]= Other (specify)��.. 

14. What materials are used to construct the 
foundation of the house? 
 
[1]=No foundation 
[2]=Stones with lime 
[3]=Irregular laid stones 
[4]=Concrete/cement  
[5]=Burnt bricks, cement, stones 
[6]=Mud/mud bricks 
 

15. What materials are used to 
make floor of the house? 
 
[1]=Soil     
[2]=Concrete/cement  
[3]=Wood 
[4]=Grass 
[5]=Other (specify)��.. 
 

16. What materials are used to make roof of the 
house? 
 
[1]=Thatched mix with soil roof 
[2]=Soil  
[3]=Iron sheets 
[4]=Used iron sheets & stones/brick on top 
[5]=Other (specify)��.. 
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17.  What is the ownership of this 
house? 
 
[1]=Self-owned  
[2]=Don�t own but stays for free 
[3]=Rented 

18. What is the house main source of water for 
domestic use?   
[1]=Tap water within household    
[2]=Tap water on neighbor house 
[3]=Community tap water 
[4]=Bore hole 
[5]=Covered well 
[6]=Uncovered well 

19. If source of water is located far 
from house, how far?  
Record time in minutes for go & 
return: 

 20. Type of toilet used by the household 
 
[1]=No toilet  
[2]=Covered pit latrine  
[3]=Ventilated pit latrine 
[4]=Flush to septic tank 
[5]=Flush to pit 
[6]=Uncovered pit latrine 

21. What is the household�s main 
source of energy used for lighting? 
[1]=Kerosene            
[2]=Electricity      
[3]=Generator      
[4]=Battery       
[5]=Candles   

22. What is the household main source of 
energy for cooking? 
[1]=Charcoal       
[2]=Firewood     
[3]=Gas     
[4]=Electricity 
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 PART 4:  HOUSEHOLD ECONOMIC WELLBEING  

23. (a) Does your 
household own any 
of the following 
assets? 
 
[1]=Yes  
[2]=No 

Number  
of assets  
 
 

(b) Was 
this asset 
acquired 
over the 
past 36 
months  
[1]=Yes  
[2]=No 

(c) Source of 
money used to 
purchase/acquire 

(d)Value 
[TZS] when 
purchased  

(e) 
Current 
value 
[TZS]  

Agricultural land      
Bicycle       
Motorcycle       
TV      
Mobile phone      
Wooden bed      
Sponge mattress      
Radio      
Livestock cattle       
Livestock poultry       
Chair      
Table      
Iron 
(electric/charcoal) 

     

Other (specify)      
         

 
  

24.  In the past 12 months, did you manage 
to save any amount of money from your 
economic activities you are doing? 
 
[1]=Often  [2]=Sometimes   [3]=Did not 
save 

25. If managed to save, what was the most 
common method used to save? 
 
[1]=Bank account   [2]=Mobile money       
[3]= Merry-go-around  [4]=Secret place at 
home  

26. Which type of transfer programme is  
you or any member of your household a 
beneficiary? 
 
[1]=Cash 
[2]=In-kind 
[3]=Both cash and in-kind 

27.  Did your household receive in-kind 
transfer from any project in the 
 past 12 months? 
 
[1]=Yes     
[2]=No 

28. Did your household received cash from 
any project in the past 12 months? 
 
[1]=Yes     [2]=No 

29. Who usually collects the cash? 
 
[1]=Husband  [2]=Wife [3]=Husband  & 
wife  [4]=Children   [5]=Other 
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30. Who provided in-kind transfer to your 
household?  
 
[1]=Individual 
[2]=Self-help group 
[3]=TASAF 
[4]=Carpenter�s Kids Programme 
[5]=Compassion 

31. Who provided cash assistance to your 
 household?  
 
 
[1]=Compassion 
[2]=TASAF 
[3]=Carpenter�s Kids 

32. Which in-kind transfers were provided 
to your household in past 12 months? 
 

33. How much cash in total in TZS has 
your household received from TASAF in 
the past 12 months? 
Record: 

34. How much cash in total has your 
household received from sources other than 
TASAF in the past 12 months?     
Record: 

35.  For how many years has your 
household been receiving in-kind transfer 
from Compassion Programme?  
Record: 

36.  For how many years has your 
household been receiving in-kind transfer 
from Carpenter�s Kids Programme?  
Record: 

37.  For how many years your household 
has been receiving cash transfer from 
TASAF?  
Record: 

38. (a) Is there any new income generating investment or activity that you managed to 
achieve over the past 24 months?      [1]=Yes     [2]=No 
 
(b) Is there asset (non-livestock) which you managed to purchase over the past 36 
months?   
 
[1]=Yes     [2]=No 
 
Probe for the effect of cash or in-kind transfer  
 
39. Which economic activities has your household managed to establish over the past 24 
months? 
 
(a) Small business      [1]=Yes     [2]=No 
 
(i)If yes, type of business����������.���� .. 
 
(ii)If yes, what was the source of capital for establishing that small business?  
���������������. 
 
Probe for the effects of cash or in-kind transfer  
 
(b) On-farm activity  [1]=Yes     [2]=No 
 
(i) If yes, type of on-farm activity business������ ����.�� ��..  
 
(ii)If yes, what was the source of capital for engaging in on-farm activities? 
..�������������. 
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Probe for the effects of cash or in-kind transfer  
 
(c) Livestock keeping  [1]=Yes     [2]=No 
 
(i)If yes, type of livestock and number���..���. 
 
 (ii)If yes, what was the source of capital for purchasing livestock?  
�����..�����������. 
 
Probe for the effects of cash or in-kind transfer  
 
40. Did you manage to do the following over the past 24 months? 
 

(a) Improve/renovate the house your living? 
 

[1]=Yes      
[2]=No 

 
(i) If yes, mention the type of improvement 

made�����.................................. 
 

      (ii)If yes, what was the source of income for housing improvement?  
�����..�����������. 
 
Probe for the effects of cash or in-kind transfer  
 
 

    
          PART 7:   TARGETING OF BENEFICIARIES  

41.  What is your understanding of identification process for transfer beneficiaries?  
 
[1]= Good   [2]=Average  [3]=Poor   [4]=Don�t know  

42. To what extent do people participate in the process of identifying beneficiaries of 
transfers? 
 
[1]=Very participatory  [2]=Participatory  [3]=Little participation    
[4]=No participation   [5]=Don�t know  

43.  Have you ever participated in 
the public meeting identifying 
beneficiaries of TASAF 
transfers? 

[1]=I have not attended any public meeting  
[2]=Attended, but did not had opportunity to 
speak 
[3]=Attended, and did get an opportunity to 
propose a name of beneficiary 
[4]=Attended, and I got a chance to provide 
opinions 

44. How was your household 
identified as beneficiary of 
Compassion/CKP 
programme? 

45. How was your  household identified as 
beneficiary of TASAF?  
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PART 8:  HEALTH INSURANCE (CHF MEMBERSHIP STATUS) 
 

53 (a). Are you or any member of your 
household currently a member of any 
health insurance scheme? 
 
[1]=Yes   [2]=No 
 
(b) How much did you pay as premium 
TZS�����  
 
(c) Which health insurance scheme is/was 
your household is a member? 
 
[1]=CHF      
[2]=NHIF     
[3]=SHIB 
 
 

54(a) If the household is not a member of 
HI, did it drop out or it has never been 
enroled? 
 
[1]=Dropped out    [2]=Never enroled 
 
(b) Do you know the premium price paid by 
the member of CHF? 
 
[1]=Yes   [2]=No 
 
(c) What is your view regarding premium 
price? 
 
[1]=Expensive   
[2]=Average/reasonable   
[3]=Low   

55. If some members are not members of 
CHF scheme, give the major reasons�  
����������������  
 

56. What is your level of knowledge on 
CHF benefit packages?  
[1]=Good   [2]=Average    [3]=Poor  
 

 
 
 
46. What are the challenges in the process of 
identifying transfer beneficiaries?  
 
----------------------------------- 
----------------------------------- 
----------------------------------- 

47. Have you ever reported your 
grievance regarding programme 
targeting or benefits?  
 
[1]=Yes      
[2]=No 

48.. Name the place where 
grievance/dissatisfaction can be reported 
 
[1]=Programme office 
[2]=Programme volunteers 
[3]=Political leader 
[4]=Lower local government leaders 
[5]=Don�t know where to report 

49. If ever reported grievance, what 
was it all about (Ask all beneficiaries) 
 
[1]=Some children of same household 
excluded  
[2]=Receiving little benefit 
[3]=Not listed as TASAF beneficiary 
[4]=Received irregular benefits 
[5]=Removed from TASAF list 

50. What challenge do you face in accessing 
transfers? 
 
�����������������  
������..���������..�  

51. Do you know other beneficiary 
households? 
 
[1]=Yes    
[2]=No 

52. How do you rate the overall health status 
of your household?  
 
[1]=Good    
[2]=Fair    
[3]=Poor 
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57. Sources of premium paid for CHF 
subscription for household members (for 
current/previous members)  
 
��� ��������������  
������..���������..�  
�������.���������.. 

58. If you or any member of your household 
is a CHF current/previous members, what 
were the reasons to join the scheme? 
 
[1]=Financial protection against illness  
[2]=Affordable premium 
[3]=Other (specify) 
 59. Why your household Never enroled 

into CHF?  
 
[1]=Can�t afford premium     
[2]=Low quality of services   
[3]=Other (specify) 
 

 60. For CHF dropout, what were the 
reasons for your household to drop out? 
 
[1]=Can�t afford premium 
[2]=Low quality of services 
[3]= Still used to pay OOP 
[4]=Other (specify�) 
 

 
PART 9:  UTILIZATION OF HEALTH SERVICES  

 61. 62. 63. 64. 65. 66. 67. 

Name of 
househol
d 
member  

Was 
[NAME
] sick or 
injured 
in the 
last 4 
weeks 
 
[1]=Yes 
 
[2]=No 
 
 

What sort of 
illness did 
[NAME] 
suffer? 
 
[1]=Malaria 
[2]=Diarrho
ea 
[3]=Injury 
[5]=Typhoid 
[6]=Other 
(specify)�  

Did 
[Name] 
seek 
treatme
nt when 
ill in the 
last 4 
weeks? 
 
[1]=Yes 
[2]=No 
 

Where did 
[NAME] go 
to seek 
treatment for 
illness? 
[1]=Dispensar
y 
[2]=Health 
centre 
[3]=Hospital 
[4]=Other 
(Specify)�  
 

Why did 
[NAME] 
attend 
the 
mentione
d health 
facility? 
 
 

What was the 
source of 
financing the 
medical bills 
during this 
event of 
illness? 
 
[1]=Cash 
[2]=Health 
insurance 
[3]=Exemptio
n 
4=Other 
(specify) 
 

How 
much in 
total 
[TZS] 
did 
[NAME
] spend 
out-of-
pocket 
for 
medical 
bills in 
the past 
4 
weeks? 
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68. Over the past 12 months, how 
often did the child aged under 5 years 
attended clinic? 

69. How much money was used for 
transport to health facility by household 
member in past 4 weeks? 
Record TZS��..  

70. Over the past 4 weeks, did you or 
any household member purchase non-
prescribed medicines? 
 
[1]=Yes      [2]=No 

71. How much in total did the household 
spend on any member [NAME] in the past 
4 weeks for non-prescription medicines, 
including Panadol, Fansidar, cough syrup, 
etc.? (if spend means they used a service) 
 
Record TZS:���  

72. How much in total (TZS) did you 
or household member spend on for 
non-prescription medicines in the most 
recent event? 
 

73. Over the past 4 weeks, is there any 
ill/injured member of household who did 
not seek for medical treatment (or did not 
complete treatment) What were the 
reasons? 
 
[1]=Thought illness was not serious  
[2]=Lack of money 
[3]=Facility too far (transport cost) 
[4]=Long queue at the facility  
[5]=Facility often out of drug stock 
[6]=Other Specify�.. 

74. During the last 12 months, was any 
member [NAME] hospitalized or have 
an overnight stay(s) in a medical 
facility? 
[1]=Yes   [2]=No 
 
 

75. What type of illness or injury did 
[NAME] have led to his/her 
hospitalization?  
 
[1]= Fever       
[2]=Malaria      
[3]=Stomach/Diarrhea  
[4]=Respiratory 
5=Other (specify) 76. What was the total cost of 

[NAME]’s paid out-of-pocket for 
hospitalization or overnight stay(s) in a 
medical facility?   
 
Record TZS��. 

77. What was the source of paying medical 
bills? 
[1]=Cash 
[2]=CHF card 
[3]=Exemption 
[4]=Other (Specify�)  

78. For current/previous CHF, if ever 
paid medical bill out of pocket though 
you had health insurance card, why did 
you make such payments? 
 
[1]=Drug out of stock 
[2]=Visited unauthorized facility  
[3]=Other (specify�) 

79. Is there any household member who has 
been chronically ill for the last 12 months?    
  
[1]=Yes     
[2]=No     
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80. What chronic illness does any 
household member suffer? 
 
[1]=HIV/AIDS        
[2]=Diabetes    
[3]=Hypertension      
[4]=Ulcer      
[5]=TB   
[6]=Cancer 
[7]=Don�t know or cant disclose  

81. What is the distance (in Km) from your 
residence to the nearest health facility? 
Record:  
 
 

82. Method of transport regularly 
used by members of your 
household to go to nearby health 
facility 
 
[1]=Walk      
[2]=Hired motorcycle     
[3]=Hired bicycle       
[4]=Own bicycle      
[5]=Commuter bus 

83. Time taken at the facility until you receive 
all the services you needed? 
 
[1]=Less than 1 hour     
[2]=Between 1 to 2 hours  
[3]=More than 2 hours            
[4]=Other (specify�) 
 

84. What can you conclude you 
regarding the time you always 
spend at the facility until you 
receive all the services you needed? 
 
[1]=Short 
[2]=Moderate  
[3]=Long 
 

85. Do you wish to join CHF in future whether 
after expire of subscription or as a new 
member? 
 
[1]=Yes 
[2]=No 
[3]=Undecided/not sure 

86. Do you think it should be 
mandatory for every household to 
join CHF? 
 
[1]=Yes 
[2]=No 
[3]=Undecided 

87. Generally, to what extent does your 
household use money received from TASAF 
for health related expenditures? 
 
[1]=Always 
[2]=Often 
[3]=Seldom 
[4]=Never 

88. Generally, to what extent doses 
your household use money received 
from TASAF to buy food? 
 
[1]=Always 
[2]=Often 
[3]=Seldom 
[4]=Never 

89. From what sources did you first hear about 
CHF? 
 
[1]=Health facility 
[2]=LGA leaders 
[3]=Public awareness campaign 
[4]=Family/friends/neighbours 
[5]=CHF enrolment officers 
[6]=Other (specify) 
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10:  DIMENSIONS OF ACCESS TO HEALTH CARE  
90. Please rate the statements provided in the table below using the 1-5 scale as 
defined. 
[1]=Strong Disagree    [2]=Disagree    [3]=Neutral   [4]=Agree   [5]=Strongly Agree 
ITEM 1=SD 2=D 3=N 4=A 5=SA 
          Availability of services      

1) All factors considered, you are able to 
visit a health facility whenever you need 
health care 

     

2) There are enough medical personnel at 
health facility near your location 

     

3) Health facilities near your location do 
always have medicines you need  

     

4) When feel sick you often directly go to 
drug shop to buy medicines 

     

         Affordability of health care      
5) You have pay for health care user fees 

out-of-pocket in every visit to the health 
facility 

     

6) Members of CHF have better health 
access than non-members 

     

7) Social transfers increases access to care 
for beneficiary households 

     

8) Exemption increases access to health 
care among the poor  

     

Adequacy of services      
9) At the facilities, there are notice 

boards/posters displaying services 
available, prices, and services that are 
free of charge. 

     

10) Hours of operations at the facility you 
often visit are convenient for you to seek 
care 

     

           Accessibility       
11) You use transportation every time you 

make a visit to health facility 
     

12) The waiting time at the health facility 
deters you from seeking care 

     

13) The distance to heath facility deters you 
from seeking care  

     

         Acceptability       
14) Medical staff often provide to you with 

adequate information of your treatment 
in a language that you easily understand 

     

15) Service(s) at the facility are provided in 
a manner that is regarded polite 
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Appendix 2: Focus Group Discussions with Community Members � Questions 

Guide 

Guiding questions 
A. Mechanism for identifying the beneficiaries of social transfer programmes  

1. Who are regarded as poor people in your community? Allow participants to 

mention as many as possible the indicator of poverty in their community  

2. What is the mechanism to identify poor households in your 

community? Probe for TASAF, Compassion and CKP programmes. 

3. What distinguishes the households which are poor, very poor/extreme 

poor, rich from very rich? 

4. How do the community members participate in the identification 

process? Probe for participation in setting criteria, identification and 

selection of beneficiaries  

5. How did the community members participate in decision making on the 

criteria for selecting beneficiaries? Probe for each programme 

6. What criteria should a household or individual meet in order to be identified 

as a beneficiary of TASAF? Why are non-poor enroled in TASAF? 

7. What criteria should a household or individual meet in order to be identified 

as a beneficiary of Compassion Programme? Why are non-poor enroled in 

Compassion programme? 

8. What criteria should a household or individual meet in order to be identified 

as a beneficiary of Carpenter�s Kids Programme (Popular known as Watoto 

wa Seremala) Why are non-poor enroled in Carpenter Kids Programme? 
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             B:    Access and use of health services  

9. What is the most usual source of health care in this area? 

10. How has the CHF affected community members� ability to use health care 

services (probe for: out of pocket payments, outpatient visits, inpatient visits, 

referral, medicine, and medical supplies)?  

11. What problems have you experienced in trying to seek care from public 

health facilities in this area?   Probe for: Shortage of drugs, availability of 

medical staff, waiting times, attitude of providers, opening hours, etc�. How 

do these affect you as a client?  

12. What problems is facing the community with regard to enroling in the CHF? 

13. What problems do community members face if they are members of CHF? 

Why do people drop out? 
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Appendix 3: Focus Group Discussions with the Members of Village Council � 

Questions Guide 

Mechanisms for identifying the beneficiaries of social transfer programmes  

1. Who are regarded as poor people in your community? 

2. How many programmes which provide social transfers to the poor are 

working in this area? 

3. What is the mechanism to identify poor households in your community? 

Please describe separately the process for TASAF, Compassion and CKP 

programmes. 

4. How do the community members participate in the process of identifying 

the poor? Probe for participation in setting criteria, identification and 

selection of beneficiaries.  

5. What are the challenges of identifying the poor, beneficiaries for that 

matter? Are there any grievances mechanism? 

6. Why are non-poor individuals of households enroled in these 

programmes? 

Access and use of health services  

7. What are factors influencing people to join CHF in this area? 

8. What are factors de-motivating people not to join or drop out of CHF in 

this area? 

9. What is the most usual source of health care in this area? 

 
 

�THANK YOU VERY MUCH FOR YOUR COOPERATION� 
 
 
 
 



 
 

277

Appendix 4:  Interview Guide for Organization Officials 

Particulars of the Respondent 
 
Name of respondent  

 
Date of 
interview 

District  

Name of organization 
 

Level of education 

Title/Position 
 

Age  Sex   M  [  ] F [  ] 
    

 
Questions on Social Transfer Programmes  
 
1. Are you aware of any organizations providing cash and non-cash transfer 

to poor household in your area? Please mention them.  

2. How are the programme beneficiaries identified? Please explain the 

process involved in each programme mentioned. 

3. To what extent and what level do the community members participate in 

these processes?  

4. Why are non-poor enroled in the programmes which have been designed 

to target the poor?  

5. What can you say about the contribution of these programmes on 

household economic well being? Probe for wellbeing beyond 

consumption smoothing like formation of small business, renovating 

houses, purchasing assets, etc. or any other economic success stories.  

6. To what extent do programmes cooperate (your programme) to work 

together in the process of identifying the poor who deserve to be 

beneficiaries of social transfers?  

Community use of health services   

7. Generally, CHF coverage is very low, what do you think are the salient 

factors can better explain this low uptake in your area?  
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8.  What factors can better explain the success (if any) of CHF in your area? 

probe if there is any effect on availability of services due to CHF  

9. What do you think can be done to mitigate challenges facing CHF 

implementation in the view to increase coverage and quality of servcies?  

10. What are your views on making CHF a mandatory scheme? Any suggest if 

any. What can be done to improve inclusion of the poor in CHF? 

Questions on service delivery (question specific for District CHF Managers, 

and District Medical Officers or relevant officials) 

11. What are some of the strategies you use to get people enroled? How 

effective are these strategies? 

12. What are the key challenges of using the CHF card to use services at the 

facility?  

13. Why some patients with CHF cards are unable to obtain the prescribed 

drugs at the health facility? How are these challenges impeding on 

service delivery?  

14. Do you think CHF has affected the availability of medicines, medical 

consumables, and equipment in health facilities in your area?  

 
 
 
 
 
 
 
 
 
 

�THANK YOU VERY MUCH FOR YOUR COOPERATION�  


