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 ABSTRACT 

This research aimed at assessing factors that determine the sustainability of 

Community Health Fund (CHF) taking Manyoni District as a case study. 

Specifically, the study covered the operationalisation of Community Health Funds 

(CHF), social economic factors for CHF to be used, extent of effects of CHF and 

effects facing the CHF. 

The study used a cross sectional design with a case study that aimed at getting in 

depth data and study the CHF once irrespectively.  This study used a random sample 

of 96   respondents who were the heads of households. Data on the CHF   were 

collected by survey method through the use of   a structured questionnaire. In 

addition, a checklist was used to collect secondary data related to CHF   through 

documentary review and focused group discussion .The analysis of data was done 

through the use of SPSS-15.  

 

It was found out that the operationalization of the CHF follows the D by D policy in 

which decisions emanate from the grass roots and the Ministry of Health is the 

policy maker. The sustainability of the CHF is questionable because of how CHF is 

operationalized, social economic factors that influence joining the CHF and the 

extent of rural households with community health insurance. 

 

 The study recommends that the government should promote CHF and ensure that 

equity is considered in the discharge of the CHF to the poor. In addition, education 

should be provided to both consumers and providers of CHF to avoid information 

asymmetry which could lead into market failure and unnecessary government 

failures.  
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CHAPTER ONE 

INTRODUCTION 

 

1.1 Background  of  the Problem 

In recent years, health insurance schemes resembling prepaid insurance such as the 

National Health Insurance Fund (NHIF), Community Health Funds (CHF) have  

been introduced in rural parts of the developing world as an alternative to tax 

financing ( out-of pocket payments) and social health insurance (Chuma and 

Okungu, 2011). 

 

It is evident that, there has been introduction of pre paid health insurance in many 

developing countries, since most of developing countries have a large number of 

poor households,  most of which are to be found in rural areas.  The introduction of 

such insurance schemes has been as result of poverty that has perpetuated 

individual‘s inability to purchase medical service even they are subsidized.  For 

instance, in India, health insurance schemes were   introduced to overcome the 

burden that poor people had on access to health services (World Bank, 2002). 

 

 In addition, the Word Bank reported that nearly 716 million of India‘s rural people 

which are about 72% of the total population were Below the Poverty Line 

(BPL).This has affected their propensity to save as well as their ability to buy 

insurances services (ibid). Furthermore, nearly 70% of all deaths, and 92% of deaths 

from communicable diseases, occurred among the poorest 20% of the population 

who were most likely to be found in rural areas (ibid). 
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In Tanzania, since independence, health care was declared as a free social service for 

all Tanzanians. It was financed by taxes and donor contributions until the poor 

economic conditions in the 1980's and 1990's created a funding gap in the health 

sector (Swiss Tropical and Public Health Institute (TPH), 2010).  With this system, 

many of rural poor people had an opportunity to get services even if they were not of 

high quality.  

 

In 1994, Health Sector Reforms (HSR) of Tanzania proposed the decentralization of 

health delivery where the financing responsibility was partially left to the community 

members with the objective of improving access to and quality of health services 

through additional revenues. In addition , health financing was one of the key areas 

that was  addressed by the HSR which  focused on the creation of user fees (cost-

sharing), social health insurance, Community Health Funds (CHFs), and private-

public partnerships, to mention but a few. The introduction of the cost –sharing 

scheme in health services created a gap between rich and poor, since the majority of 

rural people could not be able to top up the insurance charges so that they could get 

some health services (Quaye, 2001). 

 

Moreover, the decentralization of health services in Tanzania was also promoted and 

there was an enhanced focus on District level management. Due to HSR , now there 

is  a number of health financing mechanisms are applied with the main ones outlined 

below: Government funding (Ministry of Health and Social Welfare (MOHSW) and 

PMO-RALG), The Central Government provides financing for Ministry 

departments, referral hospitals, operational costs (including salaries), and the 

Medical Store Department (MSD). The government has also established the Local 
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Government Capital Development Grant (LGCDG) which allows District 

governments to receive decentralized, formula-based funding through a continuous 

grant system. The LGCDG is a principal funding source at the local level and is used 

primarily for infrastructure and development expenditures. The District also receives 

money through the Local Health Block Grant, which allocates funding for the 

District hospitals, health centre‘s, dispensaries, and public health initiatives. The 

government also subsidizes health care for the poor by issuing exemption 

demographics and disease cases, and waivers for those households unable to pay 

health care costs (Swiss Tropical and Public Health Institute TPH, 2010). 

 

Therefore, due to HSR, there are a number of strategies employed to finance health 

insurance including donor support and community contributions. However, most of 

such schemes or strategies are in urban areas, leaving rural people marginalized. For 

instance, the government decided to introduce the National Health Insurance Fund 

(NHIF) as a compulsory health insurance scheme for public sector employees. 

Through this scheme health facilities are able to bill NHIF for services rendered to 

policy holders, and in turn use this money to improve health care services. The 

National Social Security Fund (NSSF) was established under the Ministry of Labour 

and provides social security services to employees of the private and public sectors.  

 

On the other hand, Community contributions in terms of user fees or cost-sharing 

have been established as a fee for service, and the prices increase with more 

advanced levels of care. For example, fees at a dispensary will be less than those for 

a surgery at a hospital.  
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Another scheme that is common in Tanzania is Tiba Kwa Kadi (TIKA) that is similar 

to the CHF scheme but adapted for urban and peri-urban populations. Furthermore, 

various private insurers also exist within Tanzania who provides specialized services 

for those who wish to seek international treatment or purchase larger benefit 

packages (Panos, 1994). 

 

This study intends to find out the coverage of CHF and its impacts on improving 

community health and income production. More importantly, this study should focus 

on how to sustain and   how to integrate the CHF in the community governance.  

 

1.2 Statement to the Problem 

Cost of accessing health care has been a growing concern among   many poor 

communities.  Countries have been opting health insurance as a market as well as 

government mechanism to deal with inability of poor families to get quality health 

services, yet such interventions are prone to both market as well government failures   

in many parts of the world including Tanzania. Literature review presents that 

countries with stable health insurance have assurance of having healthy communities 

that can engage actively in production activities and eventually contribute to both 

household as well national income (Quaye, 2001). This has been possible in 

countries that finance their poor communities by either cost sharing or fully 

financing the communities to have access to free health services. This is not so 

common in many least developed countries. The existence of those who are insured 

and not insured has been common in African Countries such as Kenya, Uganda and 

Tanzania (Mwabu et al., 2002).  
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There is a class of those who can afford to buy health services even if there is no cost 

sharing and those who even under the presence of cost sharing still, they can‘t afford 

to   buy health services (Collins et al., 1996). In cases where health insurance is 

provided, yet there are inadequate health services, few health staff and few health 

facilities. More importantly, most of health facilities that accept patients with health 

insurance are in urban areas. 

 

There are various strategies employed to deal with inability of poor communities to 

buy health services. In UK, the health reform was designed so as to expand the 

consumer choice as well as mitigate the supply –side inefficiency (OECD, 1994). In 

Netherlands and Germany, the market driven health insurance was designed to 

improve coordination among the actors providing health insurance. This in addition 

had the effect of ensuring that there is cost –effective health services (Quaye, 2001). 

In Kenya, cost sharing in health services was introduced by the government to make 

the health services equitable and accessible as well as protect the most vulnerable 

community (Gilson and Russsel, 1995). In addition, Kenya introduced the user fee in 

health services that in turn resulted into a decline in   attendance in hospitals and 

clinics (Collin et al., 1996). 

 

 In Tanzania,  public health sector  reforms (1994)  were undertaken to spell out 

among many issues the   National Health Insurance Fund (NHIF), user fees in health, 

social health insurance and Community Health Fund (CHF) and private –public 

partnership (Swiss TPH, 2010). Some of these are cost sharing schemes  which have 

resulted to perverse effects of discouraging the poor from seeking the basic health 

care (Panos, 1994). In Dodoma, about 8.2% of the population is inactive member of 
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CHFs (ibid). There is a serious concern on the way the user fee in Tanzania is 

perceived. The user fee is highly regressive, where the poor are highly affected since 

it has negative effect on the poor (Mwabu et al., 2002). 

 

Despite the above mentioned efforts, the health insurance still suffers a number of 

problems. First, it is difficult to establish the perception of health insurance at 

individual level   in terms of health promotions,  contribution level set and limited  

benefits package and exempted poor ; second,  data on the extent of rural health 

insurance is patchy and limited ; third, there is no evidence as to what extent rural 

people  do not have enough income to pay for health insurance despite the existence  

of cost sharing policy;  and fourth,  there is no empirical evidence on how lack of 

health insurance  has affected  their engagement in economic activities and last, there 

is little evidence on how health insurance problems such as moral hazards and 

adverse selection affect the rural health insurance  and how    can such problems be 

dealt  with in rural settings. 

 

Therefore, investigating this problem in forms of prevalence, extent, perception as 

well effects will have contribution to the existing initiatives on health sector 

improvement. In addition, the findings will compliment the efforts of the Millennium 

Development Goals, Decentralization by Devolution policy, MKUKUTA II as well 

as National Health Policy towards ensuring equitable, accessible and efficient health 

services among the most vulnerable rural community. 
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1.3   Objectives of the Study 

1.3.1 General Objective 

To investigate the factors that determines the sustainability of CHF in Tanzania. A 

case of Kintiku Ward. 

1.3.2 Specific Objectives 

The study had the following specific objectives; 

a) Examine the operationalization of the CHF in Kintinku 

b) Assess  the socio-economic factors influencing the joining the Community 

Health Fund  

c) Examine the extent of rural  households  with Community Health Fund 

d) Examine the prospects for sustainability of the Community Health Fund.  

 

1.4 Research Questions   

a) How is the CHF operationalized  in Kintiku ward? 

b) What are the socio-economic factors influence joining the Community Health 

Fund? 

c) What is the extent of rural households with community health insurance? 

d) What are the prospects for sustainability of the Community Health Fund? 

 

1.5 Significance of the Study 

Several studies on CHF have been focusing on perception and elasticity to pay 

among clients. Therefore, this study will help policy makers on Community health to 

design viable policy statements to mainstream CHF. In addition, the findings of this 

study will also help the actors in health service provision to effectively supply 
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quality health services as per clients demand. Moreover, these findings will be used 

by other researchers as reference materials in case there is a need for further studies.  

 

1.6 Conclusion 

This chapter has presented the history on health insurance in Tanzania and elsewhere 

in the world. The statement of the problem has provided the gap for making this 

study unique and the research objectives are part of this unit. The study has further 

proposed the research questions to be used to address the problem. The significance 

of the study on how health insurance should be made part of policy focus and hence 

poverty reduction. 
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CHAPTER TWO 

LITERATURE REVIEW 

 

2.1 Introduction  

This part tries to make a review of theories and other empirical studies that have 

been carried out in this same study area. The aim of this analysis is to shed light of 

key areas for considering the understanding of the health insurance problem in 

question. The review also focuses on how to develop the gap to make this study 

unique and justifiable.  

 

2.2 Theoretical Review: Theory of Demand for Health Insurance 

Many scholars have spent time to analyze why do people buy health insurance. 

Conventional theory holds that people purchase insurance because they prefer the 

certainty of paying a small premium to the risk of getting sick and paying a large 

medical bill. Conventional theory also holds that any additional health care that 

consumers purchase because they have insurance is not worth the cost of producing 

it (Nyman, 2003). Therefore, economists have promoted policies such as co-

payments and managed care-to reduce consumption of this additional, seemingly 

low-value care. 

 

This study reviews a theory of consumer demand for health insurance. It holds that 

people purchase insurance to obtain additional income when they become ill ( 

Zweifel, 2007). In effect,   the intention of insurance companies has been to transfer 

insurance premiums from those who remain healthy to those who become ill. This 

additional income that is obtained from well planned insurance policies generates 
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purchases of additional high-value care, often allowing sick persons to obtain life-

saving care that they could not otherwise afford.  

This theory also assumes that consumers actually prefer the risk of a large loss to 

incurring a smaller loss with certainty. Therefore, if consumers purchase insurance, it 

is not because they desire to avoid risk. Instead, the theory further suggests that the 

consumers do simply pay a premium when they are healthy in exchange for a claim 

on additional income (effected when insurance pays for the medical care) if they 

become ill (ibid).  

 

Health insurance is substantially more valuable to the consumer depending on the 

types of services rendered.  The theory moreover implies that co-payments and 

managed care as central health policies of the last 30 years—were directed at solving 

problems that largely did not exist. Because these policies either reduced the amount 

of income transferred to ill persons or limited access to valuable health care, they 

may have done more harm than good. The theory also provides a solid theoretical 

justification for insuring the uninsured and for implementing national health 

insurance (Alderson, 1998). However, this theory has been silent on how to deal 

with moral hazard that seems to be a common problem in social insurance. 

Moreover, the theory has not given attention to how the positive impacts of rural 

health insurance should be sustained, with particular focus on improving the ability 

to co pay among the vulnerable groups and poor households.  
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2.3 Empirical Review  

2.3.1 Health Insurance 

Health insurance is a notable term, which in a narrow sense can be used to imply an 

individual or group purchasing health care coverage in advance by paying a fee 

called premium. When observing health insurance in a broader sense, it covers any 

arrangement that helps to defer, delay, reduce or altogether avoid payment for health 

care incurred by individuals and households. Basing on various literatures, there is 

mandatory health insurance and non mandatory social health insurance. Whereby 

according to Acharya et al., (2000), Mandatory Health Insurance (MHI)   is a system 

that pays the costs of health care for those who are enrolled and in which enrolment 

is required for all members of a concerned population. On the other hand,  Social 

health insurance is a system whereby government and  several non-government 

organizations at the community level provide to its population health insurance 

schemes , especially to  those of low and middle income earners (Churchil 2006;  

Dror et al., 2002).This implies that, the insurance is voluntary ( Chuma and Okungu, 

2011). 

 

The primary objectives for most of health insurance are to provide health care that 

avoids large out of pocket expenditure, increase appropriate utilization of health 

services and ensure improved health status (International Labour Office, 2008). 

Therefore, any remarkable impact of health insurance should revolve around these 

objectives. 
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2.3.2 Factors for Existence of Rural Health Insurance  

In order for the health insurance to exist in rural areas, a number of factors have to be 

in place. This is evidenced where health insurance availability is subject to access to 

good quality health care, adequate facilities and presence of skilled personnel. 

 

The study done in rural areas of America in 2008 reported that there were   fewer 

health care organizations and professionals of all kinds in rural areas compared to 

urban areas. For instance, when there are 119 physicians per 100,000 people in rural 

areas, in urban is there were about 225 physicians per 100,000 people. In addition to 

that less choice and competition among households in rural areas has been the reason 

for poor health care for people insured in rural areas (WHO, 1999)  

 

Despite the aforementioned factors, more issues also play an important role in 

influencing the rural health insurance. Studies done by WHO (2007) and World Bank 

(2009) viewed  that some of the barriers existing in accessing healthcare  include  

distance to the nearest healthcare facility, lack of knowledge, skills and capabilities 

in filling forms and filing claims, lack of money to pay admission fees (in schemes 

that reimburse people) and indifferent attitudes of doctors . 

 

On the side of workers, the majority decide to join health insurance due to a number 

of reasons including few health services and high costs for uninsured, lower wages 

and greater prevalence of self-employment and more health risk for population. This 

view is supported by Shaw (2002), Mtei and Mulligan (2007) who observed that, 

there is correlation between agricultural productivity and enrolment in the health 

insurance schemes. This is due to the fact many rural members rely on agriculture as 
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a source of income which cannot provide adequate income for them to finance health 

services, a fact which drives them to enroll in health insurance schemes. 

 

Apart from the aforementioned factors, the existence or otherwise of rural health 

insurance is influenced too by other factors such as low awareness among the 

beneficiaries on the services rendered by the scheme; and high cost of buying health 

services that compels the beneficiaries to opt for traditional healers. Other factors 

include lack of sustainability mechanisms of the scheme and donor dependency 

syndrome.  

 

2.3.3 Extent of Rural Health Insurance at Household Levels 

Historically, health insurance originated in developed countries (World Bank, 2008) 

and has been gradually expanded to the parts of the developing world (Wagstaff, 

2009). However, it should be noted that, the response to the health insurance 

schemes from the developing countries populations at individual levels or household 

levels has been minimal. In India, for instance 26% of the population was living 

below the poverty line and 35% of the population was illiterate with skewed health 

risks. Despite the fact that population was in high health risks, health insurance was 

limited to only a small proportion of people in the organized sector covering less 

than 10% of the total population (WHO, 2002). 

 

By comparing health insurance between rural and urban areas, it is a fact that, 

individuals living in rural areas are more likely to be uninsured than those in urban 

areas (ref). Surprisingly, this is a case for both developed and developing countries. 

The statistics from a study done in rural America   reports that, whereas there are 24 
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percent of people insured in urban areas, it is only 18 percent of the population who 

are insured in rural areas. Similarly, the study done in Kenya by Chuma and Okungu 

(2011) shows that health insurance in Kenya is very low, such that only about 10% 

of Kenyans have health insurance, with the coverage of 19.7% of the urban 

population as compared to 7.4% of the rural population.   Furthermore, the health 

insurance has covered about 26.4% of the richest population, compared to only 1.9% 

of the poorest population (ibid). 

 

In Tanzania, various efforts have been made to improve access to health services, 

especially for the poor and those working in the rural areas and/or the informal 

sector. As part of wider reforms in health care financing, Tanzania introduced user 

fees in 1993. This followed the failure of the government to provide free health care 

to all its citizens through tax financing due to the increase in treatment costs, 

emergence of pandemic diseases such as HIV/AIDS and the overall poor 

performance of the economy (Quijada and Comfort, 2002). Over time, other prepaid 

insurances were introduced as part of financing mechanisms. The prepaid insurance 

includes the National Health Insurance Fund (NHIF) that was introduced in 2001 and 

Community Health Funds (CHF) in 1996.  More recently, the National Social 

Security Fund (NSSF) has introduced a health care benefit package known as Social 

Health Insurance Benefit (SHIB) (Mtei and Mulligan, 2007). 

 

However, it should be noted that, the rate of enrolment has been fluctuating from 

area to area and from time to time.  For instance, an unpublished Masters Thesis 

study by Mwendo (2001) in Iramba district suggested that, there was an increase in 

enrolment of members of health insurance, particularly the CHF, where by since it 
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started in 1996; it had been able to enroll 53% of the population.  Surprisingly, for 

the case of Hanang, Chee et al., (2002) in their assessment of the CHF in Hanang 

district they found that membership in 2001 was around 3 percent of total 

households; however, more recent data indicate that this fell further to 2.2 per cent in 

2003 (Musau, 2004) due to a number of reasons including inability to pay, low 

awareness and traditional belief. 

 

2.3.4 Impacts of  Rural Health Insurance 

Health insurance schemes have been given priority in health policies of several 

developing countries (WHO 2007; World Bank, 2009); this is so because health 

insurance has been able to bring significant impacts on households. These impacts 

include increase in production through changes in labour supply, reshaping durable 

consumption or postponement of important life cycle events In addition, rural health 

insurance has been able to impact the drawing down of precautionary savings and 

borrowing (Gertler, 2002, Russell, 2004, Flores, 2008, Wagstaff, 2010). Moreover, 

Health insurance has been beneficial by extending its coverage to a large number of 

rural and low income populations that would otherwise be excluded ( Carrin et al., 

2002). It  also can bring about welfare improvement through improved health status 

and maintenance of non-health consumption goods through ensuring that health 

expenditures are smoothed over time and that there is no significant decline in 

household labour supply (Varian,  1994;  Townsend, 1994).  

 

Notwithstanding, health insurance in rural areas has been able to facilitate 

management of risk within the households where by substantial amount of insurance 

during illness enhances the ability to smooth consumption over the period of major 
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illnesses (Dercon 2007; Gertler 2002; GTZ,  2005). In Tanzania, health insurance has 

been beneficial. For instance the study by Msuya et al., (2004) argued that health 

insurance schemes, particularly CHF have improved access to health facilities for the 

poor. This is because members are more likely to seek health care from formal health 

care providers compared to non-members. 

 

2.3.5 Way Forward to Improve Health Insurance Schemes  

The literature shows that, there is discrepancy in enrolment in health insurance 

schemes from area to area and from time to time (see Mtei and Mulligan, 2007; 

Mwendo, 2001; Musau, 2004). Based on this, various countries have been proposing 

different policy options on how to deal with such kind of variations. 

 

For instance, the experience of India shows that different acts have been enacted to 

enforce the existence and sustainability of social security schemes. This include, 

among others, regulations on the provisions of the Maternity Benefit (Amendment) 

Act 1995, Workmen‘s Compensation (Amendment) Act 1984, Plantation Labour Act 

of 1951, Mines Labour Welfare Fund Act  of 1946, Beedi Workers Welfare Fund 

Act of  1976 and Building and other Construction Workers (Regulation of 

Employment and Conditions of Service) Act of  1996 . Most of these have been to 

help the disadvantaged groups.  

 

As observed from America where by the innovation in technology in rural areas 

allowed Rural Development Distance Learning and Telemedicine loan and grant 

authority whereby the program provides funding for end user equipment to expand 

and improve medical services and educational opportunities through distance 



 17 

technology. The innovation of health service technology in affordable and friendly 

manner tends to simplify the service access as well as delivery. 

 

In Tanzania, there are a number of strategies that have been proposed by scholars on 

how to improve rural health insurance. These strategies include strengthening 

institutional structures to support community activities in health promotion; 

supporting communities to define and operationally thematic areas for health 

promotion; capacity-building communities to monitor evaluate and report health 

promotion activities (Swiss TPH, 2010).  However, first, little has been done on how 

to handle   the traditional culture for promoting rural health insurance. Second, how 

income elasticity of households has effect on the willingness and propensity to 

consume insurance taking into the account that majority of households are peasants. 

Third, little is known on how do beneficiaries and non-beneficiaries perceive the 

sustainability of health insurance schemes; in particular on the way they participate 

in the planning and management process of the scheme.  

 

2.4 Conceptual Framework  

Health insurance has core features which comprise of enrolment,   and utilization of 

health insurance.  Enrolment, deals with process of up taking of any type of 

insurance (Gine 2007). The uptake of insurance, particularly the voluntary one 

depends on how one perceives one‘s own risk and the insurance service he/she wants 

to take, understanding of the product and social factors such as trust into institutions 

that deals with management of  funds until services are delivered .However, the 

enrolment in voluntary health insurance schemes is subject to the problem of 

selection bias where  adverse selection is revealed ; such that there is more  practice 
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of more unhealthy people joining health insurance and a practice by insurers 

enrolling only the healthy people and conveniently excluding the high risk 

population group consisting of aged, poor, and women from the insurance program 

(Gustafson, 2009; Jack; 1999; World Bank, 1993). 

 

It has also been noted that utilization of health insurance also consists of attainment 

of health care and the way health financing is handled (Bamn, 2008; Chuma and 

Okungu, 2011). The attainment of health care is obtained when health risks of 

members in health insurance are being taken care by observing issues of incurring 

medical expenses and simplifying access to health care services (World Bank, 2008), 

in addition, health financing concentrate on the way contributions are collected, 

pooled, and used to purchase or provide services (Chuma and Okungu, 2011).  

 

Similarly, utilization of health care may depend among other things on the quality of 

service, fees charged at point of contact and guidance, which can be misleading as 

from the service provider point of view. Consequently, it is argued that, proper health 

care delivered through insurance can improve health status, reduce out of pocket 

expenditure and lower decline in labour productivity or supply. The two non-health 

outcomes above make up consumption smoothing and can bring impact to the 

economic part of the poor found in rural areas (see figure 1).  
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Figure 1: Conceptual Framework on customer satisfaction on CHF services  

 

2.5 Conclusion  

This chapter has reviewed both the theories underpinning this study and the 

empirical studies on community health insurance.  The study also has proposed the 

conceptual model to understand the community health insurance in terms of ability 

to pay, extent and effects  
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CHAPTER THREE 

RESEARCH METHODOLOGY 

 

3.1 Study Area 

This study was conducted in rural areas of Kintinku ward, Manyoni district- Singida 

region. The choice of this district had been a result of the following reasons. First, 

people in this ward are very prone to rural health related deaths. Second about 46% 

of the households are poor and few are members of the community health fund and 

National Health Insurance Fund.  In addition, the moral hazards and adverse 

selections among beneficiaries of the scheme have not been investigated. In addition, 

Kintinku ward has three villages namely Kintinku, Lusilile and Udimaa. There are 

about 1500 households in these villages. The economic activities in these villages 

include subsistence farming, livestock keeping and petty business. Kintinku ward is 

along the Dodoma – Mwanza tarmac road as well as the railway line.  

 

3.2 Research Design 

This study employed an Action-Oriented Research with a triangulation of approaches 

that focuses on informing the policy makers. The study used Kintinku ward as a case 

study to be able to understand the rural insurance problems in details. The cross 

sectional design will be employed to investigate the problem of rural health 

insurance only once. In addition, the study employed cross sectional study to collect 

data just once. The soft system approach was used by comparing complex issues 

affecting the community with respect to health insurance.  
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3.3 Sampling Frame, Sampling Methods and Sample Size 

The sampling frame for the study was all households in Kintinku Ward (1500) with 

three villages namely, Kintinku (600), Lusilile (500) and Udimaa (400) (Manyoni 

District Planning Office, 2011). 

 

The study will use the formula as per Kothari (2004) to get the sample size. 

The   sample size according to Kothari (2004) is obtained as follows: 

 2
1 eN

N
n


  

Where: 

            n=sample size (?) 

            N= sampling frame (1500) of heads of households   

            e= level of precision (sampling error is 5%) 

 2
05.015001

1500


n   = 

n =315housholds  

 

However, due to limitation of time, this study interviewed only 96 respondents 

The data collection took place in all three villages. In addition, other actors such as 

village agricultural officers (3), government village health /Clinical officers (1), 

traditional healers (3), district medical officers (2), District Agricultural and 

Livestock Development Officer (1) and   Private Health service providers (1), and 

District Executive Director (1), District Medical Officers (DMOs) (1), were 

purposively sampled since they are key and few to contribute to the understanding of 

the health insurance problem. This category of respondent had 13 respondents. 
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3.4 Data Type, Data Collection Methods and Tools  

This study employed Participatory Learning and Action (PLA), Opportunities and 

Obstacles to Development (O&OD) and Appreciative Inquiry (AI) approaches to get 

data on the factors for rural health insurance, perceptions of community members on 

the rural health insurance and effects of rural health insurance. These data were 

collected through interviews where questionnaires were employed. These data were 

collected from members of households as well as other actors as in the sampling 

method above.   In addition, the study used focused group discussion of 5 household 

members in each sampled village to get more data about the problem. The 

documentary review was used to collect data from documents such as reports, 

policies and strategies related to health insurance in Tanzania and other parts of the 

world. These documents were obtained from NSSF, NHIF and District Hospital.  The 

stakeholder matrix table was used to gather data on the influence and importance of 

stakeholders on the problem. 

 

3.5 Data Processing, Analysis and Presentation                                 

The collected data were processed to edit code and enter into software such as 

Statistical Package for Social Science Research (SPSS), Minitab and Excel. The data 

will thereafter be analyzed by SPSS. The outputs of the analysis were in forms of 

cross tabulations, charts and graphs.  

 

3.6 Validity and Reliability of Research  

This study carried out a pre testing to ensure that the data were reliable and valid. 

This was possible by administering question to about 30 respondents from both 

villages before embarking on comprehensive data collection. The findings of this pre 
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test helped to make changes to the research tools and proposal design sampling as 

well as data collection methods to improve the findings. Furthermore, the study used 

different sampling methods, data collection methods as well as analytical software‘s. 

All these aimed at ensuring that the data were valid and tools method used were 

reliable. 

 

3.7 Conclusion 

The intention of this chapter was to highlight the methodology to be followed in the 

course of data collection and sampling. Issues such as selection of the study area, 

sampling methods and data collection methods were highlighted herein. 
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CHAPTER FOUR 

RESEARCH FINDINGS AND DISCUSSION  

 

4.1 Overview  

This chapter focuses on the findings of the study and the implication of the findings. 

The presentation and discussion of the findings is centered on the characteristics of 

respondents, operationalisation of the CHF, factors for the decision to join CHF and 

effects of CHF. 

 

4.2 Characteristics of Respondents  

Under this subsection, research findings and discussion of the results, are made 

focusing on various characteristics of respondents that are found in the study 

population. They include sex, age, marital status, education level, village visited and 

occupation, number of children and dependents in the household. 

 

4.2.1 Sex  

This study wanted to examine number of respondents that were interviewed in terms 

of sex. Table 1 shows that about 67% (64) of the respondents were males and 33% 

(32) were females. The study managed to meet many males than females since in 

rural areas, females are not aggressive in participating in development issues. This 

has been a challenge from family to national level despite the existing strategies 

undertaken to empower women.  Having few women in the decision making and 

opinion giving with regard to the CHF might have perverse effects on the household 

health since women have a significant role to play at family level. 
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Table 1: Characteristics of Respondents  

Variable Frequency(n=100) Percent   (%) 

Sex   

Male 64 67.0 

Female 32 33.0 

Total 96 100.0 

Source: Field Data, 2012 

 

4.2.2 Age  

The results in table 2 bellow show that 39% (37) of the respondents were in the 

range of 18-35 years of age, 31% (30) of them were in the range of 36-45 years old , 

28% (27 ) of them were in the range of 46-55 years and the rest had more than 55 

years of age. These findings show that the majority of respondents who were 

interviewed had ages between 18-45. This is the age cohort that is required in the 

labour market for productivity. It is the age of young people who are still energetic. 

Therefore, having health protection can be of great advantage for them to be healthy 

and engage in economic activities. Thus the opinions from this age cohort were 

likely to give a true picture of CHF in Kintinku ward. 
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Table 2: Characteristics of Respondents  

Variable Frequency(n=100) Percent   (%) 

Age    

18-35 years 37 39.0 

36-45 years 30 31.0 

46-55 years 27 28.0 

55+ 2 2.0 

Total 96 100.0 

Source: Field Data, 2012 

 

4.2.3 Marital Status  

Marital status was one of the variables investigated in this study. Table 3 bellow 

show that about 37% (35) of the respondents were single, 55% (53) were married, 

6% (6) were widows and 2% (2) were separated. The study shows that the majority 

of these interviewed and residents in Kintinku ward were married. Therefore, there is 

an assumption that since they were married, possibly they had a good number of 

children and other dependents. Thus there was a need to know how they could afford 

to finance their health services in case they were members or not members of the 

CHF. 
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Table 3: Characteristics of Respondents  

Variable Frequency(n=100) Percent   (%) 

Marital Status    

Single 35 37.0 

Married 53 55.0 

Widowed 6 6.0 

Separated 2 2.0 

Total 96 100.0 

Source: Field Data, 2012 

 

4.2.4 Education Level  

This study asked the respondents about their education status. The aim of this 

question was to assess their level of awareness on the CHF and decisions to use 

traditional healers. Table 4 shows that about 86% (83) of the respondents were 

having primary education, and only  14 % (13)of them had secondary education. 

This shows that majority of people in Kintinku ward were having primary education. 

In other words, most of the people don‘t have enough level of understanding of 

different issues in the community. This can be linked to the decision to pay or not for 

the CHF that requires more awareness on the benefits as well as the principles 

underlying the use of the CHF. 
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Table 4: Characteristics of Respondents  

Variable Frequency(n=100) Percent   (%) 

Education level    

Standard seven 83 86.0 

Form four 13 14.0 

Total 96 100.0 

Source: Field Data, 2012 

 

4.2.5 Villages Visited  

This researcher visited two villages. Table 5 shows the number of respondents for 

each village as follows: about 53% (51)of the respondents were from Kintinku and 

47% (45) of them were from Lusilile. There number of respondents from each 

village was almost the same except that Kintinku has many residents than Lusilile 

and it is the place where the public health centre is located. 

 

Table 5: Characteristics of Respondents  

Variable Frequency(n=100) Percent   (%) 

Village    

Kintinku 51 53.0 

Lusilile 45 47.0 

Total 96 100.0 

Source: Field Data, 2012 
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4.2.6 Occupation  

This researcher investigated the occupation of the respondents in the light of the 

decision and capacity to join the CHF. Table 6 below shows that about 19% (18) of 

them were employed, 21% (20) were self employed in business, 57% (55) were self 

employed in agriculture and 3% (3) were doing both business and agriculture. 

Agriculture is done in terms of cultivation of paddy, maize and sorghum and few 

dealing with livestock keeping. Since most of people in rural area depend on 

agriculture as the major economic activity. The capacity and decision to join CHF 

depends on harvesting period where people get income through selling of 

agricultural product. 

 

Table 6: Characteristics of Respondents  

Variable Frequency(n=100) Percent   (%) 

Occupation    

Employed 18 19.0 

Self employed in business 20 21.0 

Self employed in 

agriculture 
55 57.0 

Both agriculture and 

business 
3 3.0 

Total 96 100.0 

Source: Field Data, 2012 

 

4.2.7 Number of Children and Dependents in the Household 

The coverage of the CHF focuses on the household level. This is the family where 

according to the CHF policy includes all dwellers in such a family. This study 

wanted to examine the aspect of family size. Table 7 shows that out of 96 
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respondents, 12% (11) said that they had no children, 58% (56) said that they had 1-4 

children and 30% (29) of them mentioned that they had 5-7 children. This study 

learnt that most of the households had about 1-4 members. This is an important 

aspect to be taken into account in respect of the CHF. 

 

Table 7: Characteristics of Respondents  

Variable Frequency(n=100) Percent   (%) 

Children    

No any child 11 12.0 

1-4 56 58.0 

5-7 29 30.0 

Total 96 100.0 

Source: Field Data, 2012 

 

4.3 Operationalization of CHF 

This part explains the management structure of the CHF from national level to 

village level. Awareness of the CHF to respondents, participation of community 

members in the CHF decisions making, mechanisms for participation and awareness 

of Health Insurance Policy. 

 

4.3.1 Management Structure of CHF  

This study used documentary review to analyze the way the CHF operates. The study 

found out that user fees or cost-sharing had been established as a fee for service, and 

the prices increased with more advanced levels of care. For example, fees at a 

dispensary will be less than those for a surgery at a hospital. CHFs were developed 

as a prepayment mechanism for health care in which community members (notably 



 31 

rural households) pay an annual contribution for their household and receive medical 

care. CHFs may be regarded rather as a ―community contribution‖, instead of a 

―social health insurance‖, since they are currently functioning as more of a voluntary 

health tax administrated by the health care providers than as an insurance scheme. 

Tiba Kwa Kadi (TIKA) is similar to the CHF scheme but adapted for urban and peri-

urban populations. 

 

The CHF is operated as follows: - at district level (Manyoni  District), the District 

Medical Officer (DMO) is the head of the scheme with the District Executive 

Director (DED) as chief administrator. At regional level, the Regional Medical 

Officer (RMO) monitors the CHF and is the in charge of it at regional level. At 

central level, the Ministry of Health and Social Welfare ( MoHSW)  develops and 

disseminates health policies, operational guidelines, regulations and standards. At the 

national level, the MOHSW and the PMO-RALG are responsible for providing 

advice and technical support, as well as monitoring and evaluation of the scheme's 

activities. At the more decentralized levels, the Council Health Service Board 

(CHSB) at the District level, the Ward Development Committee (WDC), and the 

Village Council all play a role in the governance and execution of activities relating 

to the CHFs at ward and village respectively.  

 

The CHSB is responsible for monitoring the operations and activities of the scheme, 

mobilizing and allocating funds, creating exemption criteria for poor households, 

verifying the collection and expenditure of funds, and reviewing reports from the 

WDC. 
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The WDC is in charge of sensitizing and mobilizing community members, tracking 

the membership base, overseeing premium collections, evaluating CHF operations 

and providing recommendations. The Village Council is responsible for information 

provision and further community mobilization efforts. This current structure places 

the CHSB in a dual role of the ―provider‖ and ―purchaser‖ of health services.  

Thus the CHSB is responsible for the implementation of CHFs as well as for the 

operation of the health facilities. The District has the autonomy to create by-laws 

within their given area and manage the membership contributions at this level. The 

CHSB receives input from the DMO, the Council Health Management Team 

(CHMT), and the District Executive Director (DED), and decides on the mechanism 

of reallocateing the CHF resources back to the individual health facilities. 

 

The Health Facility Governing Committee (HFGC) at the Ward level is responsible 

for developing a plan which indicates the planning and budgeting process of the 

health facility. The HFGC receives input from the Ward Health Committee and the 

Village Social Service Committee in initiating and coordinating these plans. The 

health facilities are responsible for enrolment of community members into CHFs and 

collecting the members‘ contributions. The contributions are sent to the District level 

as part of the cost-sharing revenue paid by users. It is the duty of the District to claim 

the matching funds from the government. The funds are then redistributed back to 

the health facilities at the discretion of the District. Figure 3 provides a summary of 

the operationalisation of the CHF. 
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Figure 2: Operationalisation of CHF  

 

Source: SWISS-Tropical and Public Health, 2010 

 

4.3.2 Awareness of CHF 

This study wanted to examine the way the CHF was operationalised at different 

levels. This study used documentary review as well as interview methods to get data 

on how the CHF was run. The study asked the respondents if they were aware of the 

CHF. Figure 3 shows that out of 96 respondents, only 32 % of them said that they 

were aware of the CHF, 54% of them were not aware and 14% of them were very 

aware. The study learnt that the majority of people were not aware of the CHF. This 
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was stated further that was due to lack of seminars and sensitizations meetings that 

were supposed to be conducted by district health officers. 

 

Figure 3:  Awareness of CHF 

54%

32%

14%

Not aware Aware Very aware

 

Source: Field Data, 2012 

 

4.3.3 Participation in CHF Decisions  

Community members were asked to give their opinion on whether they were 

engaged in the decision making on the CHF. Figure 4 below shows that about 10% 

of the respondents said that they participated in decision making and 90% of them 

said that they never participated in the decision making on CHF. This study explored 

further as to why people were not involved in decision making with regard to the 

CHF. One of the respondents said that, it was leaders who participated in seminars 

and workshops and when they came back, they never gave feedback on time and 

sometimes not at all. Lack of participation among community members destroys the 

sense of ownership of the CHF and also the sustainability of the CHF is likely to be 

at risk. 



 35 

Figure 4: Extent of Participation in CHF. 
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Source: Field Data, 2012 

 

4.3.4 Mechanisms for Participation 

On the other hand, this study examined the mechanisms used to participate for those 

who said that they had a chance to participate. Figure 5 shows that 7% of them 

mentioned village meetings were the mechanisms used to inform them on the CHF. 

The meeting was convened by the village chairperson and the health officers used to 

be invited to clarify the matter. However, it was noted that during the meetings, few 

issues were discussed pertaining to the CHF and the most challenge that people used 

to raise was on how to ensure that health services are available all the time to ensure 

coverage of the benefits. Moreover, the use of village meetings as the only means to 

inform the community was not enough since the meetings had been too general. 
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Figure 5: Mechanism Used to Participate  
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Source: Field Data, 2012 

 

4.3.5 Awareness on the Health Insurance Policy  

The CHF is governed by the National Health Policy. However, this policy is not 

much known to the stakeholders. This study wanted to assess the level of awareness 

among the stakeholders on the CHF policy. Figure 6 shows that 73% of the 

respondents were not aware of the policy on CHF and only 27 % of them said they 

were aware. This shows that the CHF has not been much publicized and hence the 

majority of the respondents were not informed on the benefit packages. This has 

been one of issues that has been behind the decision to join the CHF or not. 
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Figure 6: Awareness on Health Insurance Policy 
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  Source: Field Data, 2012 

 

4.4.Socio-economic factors influencing the joining the Community Health Fund 

This part of socio-economic factors that influence the joining of community health 

fund covers ability to pay, willingness to pay, lack of quality services from the 

available health facility and health facility being too far from homes. 

 

4.4.1. Ability to Pay  

Respondents in the study were asked to value their major sources of income 

(occupations). The purpose was to determine the economic level and see if these 

influence in making decision to join the CHF or not. 

Research results in table x below shows that 77% of the households earn below 

500,000 Tanzanian shillings per year and only 23% obtain income above 500,000 

Tanzanian shillings. 
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The income of the majority as per Table 8 below in Kintiku ward is even smaller 

compared to average income per capita of a Tanzanian which stands at more than 

600,000 Tanzanian shillings per year (URT,2010). 

 

Table 8:  The Level of Household Income and Sources of Income 

 Level of Income Total 

Source of income < 500,000 ≥ 500,000  

Sales of food crops 44 (46%) 11 (12%) 55 (58%) 

Salary/wages 10 (10%) 8 ( 8%) 18 (18%) 

Business Income 15 (16%) 5 (5%) 20 (21%) 

Agriculture and Business 

Income 

2 (2%) 1 (1%) 3 (3%) 

Total 74 (77%) 22 (23%) 96 (100%) 

SOURCE? 

 

Income among the households has been one of the factors to join CHF. This study 

therefore examined the ability of the household to pay TZS 5000 per year per 

household as per CHF policy. Figure 7 shows that 87% of the respondents said that 

they could not manage to pay that amount and only 23% of them said that they could 

pay that amount for CHF. The analysis of this gap focuses on not only inability to get 

the said amount to get health services per year, rather is centered on the awareness of 

the consumers on how the service is provided. On the other hand, there are cases of 

some families that cannot manage to pay 5000/- in one installment and hence making 

the scheme fit for the rich.  But if the scheme allows payment by installment, then 

both rich and poor could manage to join it. 
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These findings are consistent with the studies by WHO (2007) and World Bank 

(2009) that found   that some of the barriers existing in accessing healthcare include 

distance to the nearest healthcare facility, lack of knowledge, skills and capabilities 

in filling forms and filing claims, lack of money to pay admission fees (in schemes 

that reimburse people) and indifferent attitudes of doctors.   

 

This view is supported by Shaw (2002), Mtei and Mulligan (2007) who observed 

that, there is a correlation between agricultural productivity and enrolment in the 

health insurance schemes. This is due to the fact that many rural members rely on 

agriculture as a source of income which helps them to enroll in health insurance 

schemes. 

 

Figure 7: Ability to Pay  
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Source: Field Data, 2012 
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4.4.2. Willingness to Pay  

In some cases, many CHF schemes have failed because of some reasons. The 

decision to join CHF was not depending on the ability to finance it but also on other 

factors such as the willingness to join which it was difficult to measure. Figure 8 

shows that out of 96 respondents interviewed, about 87% of them said that they were 

not willing to join CHF and only 13% of them said that they were willing to join. 

The Majority of the respondents had negative attitude toward their decision to join 

CHF due to poor services for CHF members in different health facilities, few staff 

and few benefit package. 

 

These findings are related to those by Mwendo (2001) in Iramba district who 

suggested that, there was an increase in enrolment of members of health insurance, 

particularly the CHF, whereby since it started in 1996; it had been able to enroll 53% 

of the population.  Surprisingly, for the case of Hanang, Chee et al., (2002) in their 

assessment of the CHF in Hanang district they found that membership in 2001 was 

around 3 percent of total households; however, more recent data indicate that this fell 

further to 2.2 per cent in 2003 (Musau, 2004) due to a number of reasons including 

inability to pay, low awareness and traditional beliefs. 
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Figure 8: Willingness to Pay  
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Source: Field Data, 2012 

 

4.4.3. Lack of Quality Services From the Available Health Facility 

In some cases, many CHF schemes have failed because of other reasons. The 

decision to join the CHF depends on access to good quality health care, adequate 

facilities and presence of skilled personnel. Figure 9; shows that out of 96 

respondents interviewed, about 77% of them said that the CHF has poor service and 

only 23% of them said that the CHF has a good quality service. The Majority of the 

respondents had negative attitude toward their decision to join CHF due to poor 

services for CHF members in different health facilities, few staff and few benefit 

package. 

 

These findings are consistent with the study done in rural areas of America in 2008 

reported that there were   fewer health care organizations and professionals of all 

kinds in rural areas compared to urban areas. For instance, when there are 119 

physicians per 100,000 people in rural areas, in urban is there were about 225 
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physicians per 100,000 people. In addition to that less choice and competition among 

households in rural areas has been the reason for poor health care for people insured 

in rural areas (WHO, 1999). 

  

Figure 9: Lack of Quality Services from Available Health Facility 
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This is consistent with the studies done by WHO (2007) and World Bank (2009) 

viewed  that some of the barriers existing in accessing healthcare  include  distance 

to the nearest healthcare facility, lack of knowledge, skills and capabilities in filling 

forms and filing claims, lack of money to pay admission fees (in schemes that 

reimburse people) and indifferent attitudes of doctors  

 

Table 9:  Relationship between Distance and Joining CHF  

           Distance 

(km) 

Respondents joining CHF in percentages and 

numbers 

Joining 

CHF 

Not joining 

CHF 

total 

less than 1 km  94%      

(50) 

 6%      (3) 100%  (53) 

1 to 10 km   67%      

(8) 

33%     (4)  100%  (12) 

more than 

20km 

  3%       

(1) 

97%    (30) 100%   (31) 

Total  61%     

(59) 

39%    (37) 100%   ( 96)   

Source: Field Data, 2012 

 

4.5.Extent of Rural Households With Community Health Fund 

Under this subsection, research findings and discussion of results are made focusing 

on extent of rural households with the Community Health Fund that are found in the 

study population. They include membership of CHF or any other Fund, reason for 

membership, and Satisfaction with CHF. 

 

4.5.1 Membership in CHF or any Other Fund  

In many rural areas, the CHF has not been common. Commonly, the NHIF that 

covers public servants operates in those areas. Previously, there was a gap between 

those who could get health services through the NHIF and those who could pay from 
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their pockets. The decision to introduce CHF has indeed been not so much practiced 

in many rural areas. This study wanted to examine the coverage of CHF at household 

level and the reasons for such coverage. Figure 10 shows that about 67% of the 

respondents were not covered and only 33% of them were covered. Those who 

covered with the CHF are contributing 5,000 Tanzanian shillings per year  

 

Figure 10: Membership in CHF or any Other Fund 
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Source: Field Data, 2012 

 

4.5.2 Reasons for Low Membership 

This study wanted to examine the reasons for low memberships in the CHF scheme. 

This study used documentary review as well as interview methods to get data on the 

reason for low membership in the CHF. Figure 11 shows that out of 96 respondents, 

only 10% said that not enough education had been provided, 21% no information 

had been provided, 3% was a member of military health fund, 33% because of poor 

services provided by CHF and 33% of respondents said that the question was not 

applicable to them. 
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Figure 11: Reasons for Low Membership  

 

 Source: Field Data, 2012 

 

4.5.3 Satisfaction with CHF 

In addition to that, when customers were asked about how they were satisfied with 

the CHF, 83% said that they were very dissatisfied and 17% were dissatisfied due to 

limited information on the CHF, inability to pay and bureaucracies in health units ( 

see figure 12). 
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Figure 12: Satisfaction with CHF  
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Source: Field Data, 2012 

 

These findings concur with the statistics from a study done in rural America that 

reports that, whereas there are 24 percent of people insured in urban areas, it is only 

18 percent of the population who are insured in rural areas. Similarly, the study done 

in Kenya by Chuma and Okungu (2011) shows that health insurance in Kenya is 

very low, such that only about 10% of Kenyans have health insurance, with the 

coverage of 19.7% of the urban population as compared to 7.4% of the rural 

population.   Furthermore, the health insurance has covered about 26.4% of the 

richest population, compared to only 1.9% of the poorest population (ibid). These 

findings provide an answer to the research question as to why CHF is not adequately 

utilized in rural household. 
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4.6.Prospects for Sustainability of the Community Health Fund. 

This section of prospects for sustainability of the community health fund on poverty 

reduction discusses on CHF and agricultural production, CHF and rural health 

service availability, sustainability of CHF and CHF and poverty reduction. 

 

4.6.1. CHF and Agricultural Production  

The Majority of people in rural areas are farmers. Therefore, their most reliable 

source of income is selling agricultural produce which depends on unpredictable 

rainfall. This study asked respondents to express their opinion as to what extent 

being a member of CHF has positive effect on their ability to engage in production. 

The responses ware as follows, 56% (54) of respondents agreed that CHF could 

make people to fully engage in production and only 44 %( 42) of them disagreed. 

This shows that the majority of respondents were in agreement with the fact that 

provision of health insurance to rural people made them to have access to health 

services whenever they fell sick and hence they were assured of getting treatment.  

 

CHF therefore can be used as a safety net against failure to be in production for a 

long period of time due to lack of funds to get health services. These findings are 

supported by WHO (2007), World Bank (2009); this is so because health insurance 

has been able to bring significant impacts on households.  

 

The study by  Carrin et al.,( 2002) proposed that  health insurance has been 

beneficial by extending its coverage to a large number of rural and low income 

populations that would otherwise be excluded. It  also can bring about welfare 

improvement through improved health status and maintenance of non-health 
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consumption goods through ensuring that health expenditures are smoothed over 

time and that there is no significant decline in household labour supply.  

 

Figure 13: CHF and Agricultural Production  

 

Source: Field Data, 2012 

 

4.6.2. CHF and Rural Health Service Availability 

 There is a contention that CHF makes health services to be reliable and cost 

effective. This study wanted to prove that assumption in the context of the Tanzanian 

environment.  The question to this was, whether the CHF had provided good health 

services to rural people. Figure 13 shows that 54% of the respondents didn‘t agree 

with this contention and only 46% of them agreed that the CHF had improved health 

service provision in rural areas. The finding implies that despite the fact that CHF 
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excludes those diseases that are common in rural areas for which the poor cannot 

afford to use cash from their pockets. These findings support the study of Collins et 

al., (1996) that there is a class of those who can afford to buy health services even if 

there is no cost sharing and those who even under the presence of cost sharing , they 

can‘t afford to   buy health services In cases where health insurance is provided, 

there are inadequate health services, few health staff and few health facilities. More 

importantly, most of health facilities that accept patients with health insurance are in 

urban areas. 

 

   Figure 14:  CHF and Rural Health Service Availability 

 

Source: Field Data, 2012 
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long period of time, wide coverage and availability of services all the time and donor 

dependency as criteria for sustainability. Based on these, the study learnt that the 

existing CHF has failed to provide adequate services to the poor people based on the 

sustainability criteria and thus its sustainability was at risk.  

 

This study has the same observations as those proposed by SWISS TPH( 2010)  that 

successes within the current system are based on the personalities of the people 

holding specific positions (e.g. the DMO) and are not embedded within the 

institutional structure of the system. In districts with an active DMO and CHSB, the 

CHF schemes have taken off rather well in comparison to other districts. However, 

once these staff members are transferred or move on to other opportunities the 

scheme is not set up to perform without them. Furthermore, orientation for new staff 

members and refresher trainings on CHFs appears to be weak or non-existent within 

the districts. Experience gained from predecessors is not passed down to new 

employees, and therefore knowledge is not being harvested or transferred within the 

system. In the cases where CBOs have taken the responsibility to conduct awareness 

and enrolment campaigns, it is risky to rely on these forms for organizational 

sustainability alone, as it is unclear how long these structures will continue to 

function. Similarly, technical backstopping cannot always be provided by donors. 

 

The CHFs are not professional insurance schemes and are therefore reliant on 

support from external actors and part-time commitment from local government 

authorities. In the current design, financial sustainability of the CHF is not a 

problem: as the CHF does not pay the health system in relation to services rendered 

to its clients – but rather redistributes the funds collected. With this mechanism it 
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cannot run into deficit. The problem of financial sustainability is rather shifted to the 

health facilities, which cannot recover their costs in years of high usage through CHF 

members, as the funds available for the system remain the same. A defined financial 

budget regardless of the use is a challenge for the quality of the services provided 

and might aggravate medicines and other supply shortages.  

 

The problem is even more severe as health officials are doubtful whether the CHF 

members contribute the funds they cost the system. The charging of user fees, 

moreover, may provide comparably higher incomes to the health care providers than 

the enrolment of households into the CHF, especially when the level of user fees is 

raised in order to create incentives for CHF enrolment. Although such incentives are 

created, the effect may be that the more users shifted to CHF, the larger the financing 

gap would become for the health system.  

 

It is expected that the largest source of revenue to the CHF is member contributions. 

Other sources of revenue include: user fees payable at primary health facilities; the 

government matching grant (the government tops up the amount collected through 

membership contributions by 100%); grants from councils, organizations and donors; 

and any other money lawfully acquired from any source (URT 2001). Overall, as the 

section on enrolment showed, CHF membership is still relatively low and drop out rates 

are increasing, even for those schemes that have been in operation for some time such as 

Igunga and Singida (Shaw 2002). This downward trend in enrolment might effect the 

revenue generation and, if it is widespread, may pose problems for the sustainability of 

the CHF.  
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Uncertainty in revenue generation is exacerbated by the fact that many members rely 

heavily on agriculture for income and harvests in recent years have been variable. 

Tanzania recently experienced a serious drought which led to repeatedly poor harvests 

and this could be one of the factors leading to falling enrolment rates in Manyoni and 

other councils. There is some evidence to suggest that membership to CHF is correlated 

with local performance in agriculture (Shaw 2002). If farming production deteriorates 

then this, again, may pose a threat to the CHF. An urgent issue is how to ensure 

sustainability of CHF and what other sources of funds might be available to generate 

revenue. 

 

Figure 15:    Sustainability of CHF  
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4.6.4. CHF and Poverty Reduction 

There is contention that the CHF play a great role in poverty reduction. This study 

wanted to prove that assumption in the context of the Tanzanian environment. The 

question to this was whether the CHF had reduced poverty to rural people. The 

response was as follows 61% (59) of respondents agreed that the CHF has a great 

role in poverty reduction and only 39% (37) of them disagreed. This shows that the 

majority of respondents were in agreement with the fact that provision of health 

insurance to rural people has effect on poverty reduction. 

 

This study has the same observation as those proposed by WHO (2003) that 

Investment in health is an important means of economic development. As the 

Commission on Macroeconomics and Health (CMH) has shown, substantially 

improved health outcomes are a prerequisite for developing countries to break out of 

the cycle of poverty. Good health contributes to development in a number of ways: 

Higher labour productivity, healthier workers are more productive, earn higher 

wages, and miss fewer days of work. This raises output, reduces turnover in the 

workforce, and  increases enterprise profitability and agricultural production.  

 

Higher rates of domestic and foreign investment, increased labour productivity in 

turn creates incentives for investment. In addition, controlling endemic and epidemic 

disease, such as HIV/AIDS, is likely to encourage foreign investment, both by 

increasing growth opportunities for investors and by reducing health risks for their 

personnel. Improved human capital, healthy children learn better. As health 

improves, absenteeism and early school drop-outs fall, leading to growth in the 

human-capital base. Higher rates of national savings, healthy people have more 
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resources to devote to savings, and people who live longer save for retirement. These 

savings in turn provide funds for capital investment. Demographic changes, 

improvements in both health and education contribute to lower rates of fertility and 

mortality. Ultimately, fertility falls faster than mortality, slowing population growth 

and reducing the ―dependency ratio‖ (the ratio of active workers to dependents). This 

―demographic dividend‖ has been shown to be an important source of growth in per 

capita income for low-income countries. However, low and middle-income countries 

with high rates of HIV/AIDS have high death rates among people of working age, 

which increases the dependency ratio and reduces growth. In contrast, higher income 

countries have little room for the birth rate to decline further and a growing number 

of retirees; so their dependency ratios are increasing.  

 

Figure 16; CHF and Poverty Reduction 
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Source: Field Data, 2012 

 

These finding are related to those by Varian (1994) and Townsend (1994) who 

observed that the CHF  can bring about welfare improvement through improved 

health status and maintenance of non-health consumption goods through ensuring 
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that health expenditures are smoothed over time and that there is no significant 

decline in household labour supply. 

 

Health insurance schemes have been given priority in health policies of several 

developing countries (WHO 2007; World Bank, 2009); this is so because health 

insurance has been able to bring significant impacts on households. These impacts 

include increase in production through changes in labour supply, reshaping durable 

consumption or postponement of important life cycle events In addition, rural health 

insurance has been able to impact the drawing down of precautionary savings and 

borrowing (Gertler, 2002, Russell, 2004, Flores, 2008, Wagstaff, 2010). Moreover, 

Health insurance has been beneficial by extending its coverage to a large number of 

rural and low income populations that would otherwise be excluded ( Carrin et al., 

2002).  

 

Notwithstanding, health insurance in rural areas has been able to facilitate 

management of risk within the households where by substantial amount of insurance 

during illness enhances the ability to smooth consumption over the period of major 

illnesses (Dercon 2007; Gertler 2002; GTZ,  2005). In Tanzania, health insurance has 

been beneficial. For instance the study by Msuya et al., (2004) argued that health 

insurance schemes, particularly CHF have improved access to health facilities for the 

poor. This is because members are more likely to seek health care from formal health 

care providers compared to non-members. 
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4.7.Conclusion  

Throughout chapter four the researcher has been discussing the findings of the study. 

The discussion was on the   operationalization of CHF from national level to village 

level. Sustainability of the CHF was the major focus of this study which depends 

very much on continued membership growth, strict financial management and fund 

administration. The financial sustainability will also depend on the benefit package 

and its support through government subsidies and donor input. The socio-economic 

factors influencing the joining the community health fund and the extent of rural 

households with community health insurance has been made clearly in this chapter. 
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CHAPTER FIVE 

SUMMARY, CONCLUSION AND RECOMMENDATION  

 

5.1 Overview  

The purpose of this chapter is to provide the summary of the discussion made with 

regard to CHF in terms of operationalisation, effects and factors for. The chapter also 

provides a conclusion of the discussion as well as the recommendations. Lastly, the 

chapter suggests the areas that need further investigation as they are inadequately 

covered in this study. 

 

 5.2 Summary of Main Finding 

The aim of this study was to investigate the factors that determine the sustainability 

of CHF in Manyoni district, taking the case of Kintiku ward. The study employed 

cross sectional and case study design with triangulation of data collection methods 

and tools. The findings of the study were as follows: 

 

 First, CHF starts its operation from the grassroots where the village has decisions on 

the scheme. On the other hand, the operationlisation of the CHF stand on the ground 

of D by D policy where local authorities have mandate to run the scheme. The 

district and regional levels tend to provide directives on how to run the scheme 

meanwhile the MOHSW is the policy maker. 

 

Second, the decision to join CHF stands on the ability of the consumers to pay TSH 

5000 per year as user charge, education of the users and willingness of the users 

based on the optimality of services provided. 
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Third, CHF has been found to bear positive effect on making people to be assured of 

their health and hence increases their working hours in production and provision of 

reliable services of which poor people could not manage to get. However the 

sustainability of the CHF has been questionable because the coverage is low due to 

poor services and a biased package. 

 

5.3 Conclussion 

It is concluded that majority of country members are still unaware of the CHF. In 

addition factors such as traditional belief, income poverty, political influence and 

lack of health facilities have decelerated the pace of community members to join 

CHF. 

 

5.4 Policy Recommendations  

Based on the above discussion, this study recommends the following to be 

undertaken by the government and consumers:- 

 There should be regular review and amendment of CHF policies with much focus 

on disadvantaged groups  

 Strengthening institutional structures to support community activities in health 

promotion; supporting communities to define and operationallize thematic areas 

for health promotion; capacity-building for communities to monitor evaluate and 

report health promotion activities. 

 The government should ensure that CHF covers a wide range of rural areas since 

most of these people are backbone of our economy. Neglecting their health care 

implies neglecting the national economy. 
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 More education should be extended to rural areas on the importance and 

regulations regarding the decision to join CHF. This will clear some doubts that 

rural people have on the ineffective of the CHF and thus discourage their 

propensity to visit traditional healer clinics. 

 

5.5 Research Recommendation 

Health insurance is a global concern. However, many scholars have spent much time 

on the study of effects and reason for people to join health insurance. There are a 

number of issues that have not been much covered in empirical study; these include 

Micro finance and health insurance, moral hazards and adverse selection among 

livestock keepers and effects of good governance in health insurance. 
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APPENDICES 

 

Appendix I: Research Questionnaires  

Research Tools 

 

A. Household Questionnaire  

 

PART ONE: Profile of the respondent 

1. Sex 

1=Male          2= Female 

 

2. Age 

1= (18-35 years) 

2= (36-45 years) 

3= (46-55 years) 

4= (55 and above 

 

3. Marital Status 

        1= single 2= Married3=Divorced4= Widow 5=separated 

 

4. Education level 

1= No formal education, 2=Standard Seven, 3=Form four, 4= Form six,  5= 

diploma and above 

 

5. Occupation 

1= (Employed) 2= (Self employed in Agriculture) 3= (Self employed in 

Business) 

 

6. Number of Children 

1= No any child, 2=1-4   3=5-7 4=8-11 

 

7. Other Dependents 

1= No, 2=1-4, 3=5-7, 4=8-11 
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    8 Types of Farming………………………………… 

 

    9.  Sources of Income …………………………….. 

 

PART TWO: Factors influencing existence of decentralized health insurance in 

rural areas 

Circle the most suitable answer based on your opinion 

1. Are you aware of health insurance scheme? 

Not aware 1 2 3 4 5 6 7 8 9 very aware 

 

2. You are willing to pay for the insurance scheme. 

Not at all 1 2 3 4 5 6 7 8 9 completely 

 

3. Are you able to pay for the insurance premium? 

Not at all 1 2 3 45 6 7 8 9 always 

 

4. Are you satisfied with the package of rural health Insurance? 

Very dissatisfied 1 2 3 4 5 6 7 8 9 extremely satisfied 

 

5. Are you satisfied with the health service delivery at your area? 

Very dissatisfied 1 2 3 4 5 6 7 8 9 extremely satisfied 

 

6. Do you know any of Government policies that govern health insurance? 

1. Yes               2.  No            

 

7. Are you aware of any health reforms  

Not at all 1 2 3 4 5 6 7 8 9 completely aware 

8. Are you involved in deciding on how to manage health insurance in your area? 

1. Yes             2.    No    

       

9. If yes? How are you involved?.................................................... 

 

10. If No, why?................................................................................ 



 66 

11. I am motivated to join Health insurance scheme? 

Strongly disagree 1 2 3 4 5 6 7 8 9 strongly agree 

 

12. Are you discouraged to join health Insurance scheme?  

Not at all 1 2 3 4 5 6 7 8 9 Always 

 

13. Are you satisfied with the nature of CHF being district based? 

Very unsatisfied 1 2 3 4 5 6 7 8 9 Very satisfied 

 

14. Have you participated in any advocacy meeting about Health Insurance? 

1.Yes 

2. No 

 

15. If yes at which level did you participate? 

1=Hamlet 

2=Village 

3=Ward 

4=District 

5= other specify…………………………………………………............................ 

 

PART THREE: The extent of rural households with health Insurance  

1. Are you a member of any health insurance scheme?  

1.   Yes       2.  No 

 

 

2. If yes, which insurance scheme are you a member? 

1. CHF-Community Health Fund 

2. NSSF-National Social Security Fund 

3. NHIF-National Health Insurance Fund 

4. TIKA-Tiba kwa kadi 

5. Other, Specify…………………………… 
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3. If not a member state 

why………………………………………………………… 

………………………………………………………………………………………

………………………………………………………………………………………

…...… 

 

4. Have you  ever been covered by any Insurance scheme 

(CHF/TIKA/Other……….) before, 

   1. Yes    2. No  

 

5. If yes what are the reasons for drop out 

………………………………………………….. 
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PART FOUR: Household’s perception on the rural health Insurance 

1. Explain how do you perceive the health insurance? 

……………………………………………………………………………………

……………………………………………………………………………………

…………………………………………………………………………………… 

 

2. Would you say Health insurance is solution to health service accessibility to 

rural area? 

Strongly disagree 1 2 3 4 5 6 7 8 9 strongly agree 

 

3. If your were to be advised to join any health insurance which one would you 

opt for  

……………………………………………………………………………………

……………………………………………………………………………………

……………………………………………………………………………………

…………………………………………………………………………………… 

 

4. How do doctors treat members of health insurance 

……………………………… 

 

5. Are you willing to join any health insurance?  1. Yes 2. No 

 

6.  If the answer is No above what could be the reasons ………………………… 

 

7. Are there enough health services 

………………………………………………… 

 

8. How can you say about the sustainability of health insurances existing in your 

village  

1. Sustainable 2. Not Sustainable   

 

9. If the answer in 6 above is not sustainable, what could the reasons for 

………….. 



 69 

PART FIVE: THE EFFECTS OF EXISTING CHF  

 

1. In the past year how often did you to attend hospital/ health facility for 

treatment 

1. never 

2. Once 

3. Thrice 

4. Several times 

5. Many times      

     

2. Do you go to traditional healer 

1. Yes 

2. No 

  

3. There is reduction in number of deaths due to Health insurance 

Strongly disagree 1 2 3 4 5 6 7 8 9 strongly agree 

 

4. Health insurance has contributed to increased agricultural production in rural 

areas 

(Strongly disagree 1 2 3 4 5 6 7 8 9 strongly agree) 

 

5. There is increased access to health services as a result of Rural health 

insurance  

(Strongly disagree 1 2 3 4 5 6 7 8 9 strongly agree) 

 

Thank you for participation 

 

 


