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ABSTRACT 

Health insurances schemes in the country are to ensure medical protection of 

employees in formal sectors and informal sectors. Both public and private health 

insurances schemes are encouraged by the government. The government has a 

responsibility to develop policy that guides development of health insurance 

schemes. Health insurances companies in Tanzania include National Health 

Insurance Fund, Africa Air Rescue Limited, National Insurance Corporation, 

Strategic Health Insurance, Alliance Life Assurance Limited and Milembe Insurance. 

Furthermore social security fund such as National Social Security Fund (NSSF) have 

create an alternative means of financing health for its members who are workers in 

both formal and non formal sectors based on contracts agreements.  

 

National Health Insurance Fund (NHIF) and Africa Air Rescue Limited (AAR) have 

wide coverage of members in Tanzania. General objective of the study is to assess 

the levels of customer satisfactions at NHIF and AAR Tanzania Limited. Most 

considerable factors are price, quality of services and customer care. Customer 

satisfaction means „Moment of Truth‟ when customer met his desire, expectation and 

needs. 

 

The study was held in Dar es Salaam region from January to August 2013 where 120 

respondents who are members of NHIF and AAR were involved and 30 health 

providers from the two health insurances.  

 

The result obtained from the study shows that 64.3% of AAR respondents were 

satisfied with quality and quantity of services provided by health insurance while 

only 26.7% of NHIF respondents were satisfied. This result is associated with 

number of challenges facing health sector in Tanzania such as shortage of Human 

Resources, Poor Infrastructures and Communication, Fraudulent Behaviors, 

Fragmented Regulations and Lack of Equipments. 
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CHAPTER ONE 

INTRODUCTION 

 

1.1Background of the problem 

Since post colonial era, the government of Tanzania has been main provider of health 

services across the country.  On the other hand, private service providers have been 

into existence before colonial era providing services such traditional medicine and 

health care. Most of these were faith based organizations and voluntary agencies 

scattered across the country. To date, these entities are considered as private entities 

which supplement the government services provision in the country.  Some of these 

entities are charitable while others operate through a business orientation model 

(Soka, 1999). 

 

In 1967, the country made significant reforms in health services after the inaugural of 

the Arusha Declaration.  The reforms include abolishment of the private for profit 

service providers where by the government was a major provider and financier of 

health services. Emphasis was on primary health care services which lead to massive 

expansion of health services particular in rural areas with corresponding expansion 

training facilities for health workers. The government was also convinced that 

charitable service providers could provide the required health services to all her 

people without discrimination. Health policies were developed focus on providing 

direction toward improvement and sustainability of health status of all the people by 

reducing disability, mortality and mobility, improving nutritional status and raising 

life expectancy. The government believes that good health is major resource essential 

for poverty eradication and economic development. 

 

Despite of this initiative, the government‟s ability to provide quality health services 

was being eroded by the unfavorable economic conditions of 1970s and 1980s. As a 

result health sector experienced inadequate allocation of resources leading to 

deterioration of health care services and therefore government had no choice but 

introduced new sources of financing health services in the country.  Health Sector 

Reforms (HSR) started in 1994 and aims at improvement of access, quality and 
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efficiency health service delivery. Primary health care was adopted as the most cost-

effective strategy to improve health of the people. The major focus of the HSR is 

therefore on strengthening the District Health Services, as well as strengthening and 

reorientation of secondary and tertiary service delivery in hospitals in support of 

primary health care. The programme also aims at strengthening of support services at 

the central level, in the Ministry of Health and Social Welfare (MoHSW), it agencies 

and training institutions. The HSR introduced a programmatic approach, replacing 

the project approach, in order to create coherence between activities and continuity. 

Initially a Plan of Work was developed defining the priorities of the reforms, which 

in 2003 was replaced by the HSSP II. The Health Sector Reforms are in the 

following dimensions: decentralization of health services; financial reforms, such as 

enhancement of user-charges in government hospitals, introduction of health 

insurance and community health funds and public/private partnership reforms such 

as encouragement of private sector to complement public health services. They also 

include organizational reforms such as integration of vertical health programmes into 

the general health services; and propagation of demand oriented researches in the 

health sector. In a later stage hospital reforms were added as element of the reforms, 

because the quality of hospital services was not improving in line with the sector 

reforms. 

 

The Ministry of Health produced Guideline Standards for Health Facility. The 

initiative was taken at the quality service. In addition, the government reformed 

health provision by introducing cost sharing scheme in 1993, and thereafter other 

financing options such as Community Health Fund, National Health Insurance Fund, 

Private Organizations and Development Partners (Humba, 2011). 

 

National Health Policy of 2003 has clearly mentioned the following stake holders as 

major financiers and providers of health services to the country. Central Government 

as major financier, Local Government and Service Provision Agencies, Voluntary 

Agencies and Faith Based Organizations, Executive Agencies, Community 

Contribution through user fees, community health fund, basket funding, donors, 

private organizations and health insurance schemes. 
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Health insurances schemes in the country were to ensure medical protection of 

employees in formal sectors. Both public and private health insurances schemes were 

encouraged by the government (Mariott, 2011). The government has a responsibility 

to develop policy that guides development of health insurance schemes in the 

country. Examples of health insurances companies in Tanzania include National 

Health Insurance Fund, Africa Air Rescue Limited, National Insurance Corporation, 

Strategic Health Insurance, Alliance Life Assurance Limited and Milembe Insurance. 

Furthermore social security fund such as National Social Security Fund (NSSF) have 

create an alternative means of financing health for its members who are workers in 

both formal and non formal sectors based on contracts agreements.  

 

National Health Insurance Fund (NHIF) is statutory health insurance scheme which 

was established by Parliamentary Act No. 8 of 1999 in order to facilitate access to 

health services by the principal members. The Fund envisions becoming the leading 

health insurance scheme of choice in the Sub-Saharan region in terms of quantity and 

quality services. It is dedicated to providing support to its beneficiaries to access 

health services through wide network of credible quality heath facilities throughout 

Tanzania. The core value for NHIF is to provide high quality services promptly, 

effectively and courteously, to be good corporate organization acting in best interest 

of the members, to promote responsiveness and innovation toward evolving needs of 

the members and accountable stakeholders of the fund (NHIF, 2009). 

 

This alternative financing option in health sector emanates from government decision 

to implement health sector reform program in the country. This scheme is 

compulsory in nature to government employees and become effective since 2001. 

Employees and employer in public sector are obligated by law to register themselves 

and contribute 6% of their salaries equally shared between the employer and 

employee, except uniformed service men whose contribution is 6.25% and is paid by 

government. The Fund covers members, their spouses and up to four children and or 

legal dependants thus making total of six family members of employee (Humba 

2011). 
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The membership size of Fund has increased from 332,650 in June 2009 to 373,329 

by June2010, an increase of equivalent to 12.2%. The beneficiaries have been 

increasing gradually from 1,830,375 in June 2009 to 1,971,251 as of 30
th

 June 2010, 

equivalent to an increase of 7.7%. Extension of membership coverage has been made 

possible through the amendments of NHIF Act, which extended to the coverage to 

include all public servants instead of previously central government employees. The 

following groups were taken on board namely public servants, councilors, members 

of police force, prisons, immigrations, fire and rescue as well as other groups of 

persons. As the scope of membership and beneficiaries increases, the scheme is 

expected to ultimately assume its national role as a major universal social health 

insurance provider (NHIF, 2009). 

 

The NHIF cards can be used in both government and private hospitals which have 

special agreements for provision of services. The Fund‟s benefit comprises of 

Registration and Consultation Fee, Outpatient Services, Medicine, Diagnostic Tests, 

Inpatient Services, Physiotherapy and Optical Services. 

 

The ultimate expectation of health insurance member is to receive quality and 

effective services to met their expectation. However members of NHIF have 

developed a tendency of complaining on quality of services and customer care given 

to them when accessing health services in various institutions. They claim that 

mission, vision and core values of NHIF are only in papers but not practiced in daily 

life when accessing health services unlike members of other private health insurance 

companies who are argued to enjoy quality of services, customer care and price paid 

per service offered.  

Africa Air Rescue Limited AAR started operating in 1984; primary business was 

evacuation of medical and accident causalities, both by road and air.  As membership 

increased, so did the needs of clients, creating more opportunities to 

comprehensively provide healthcare package for clients.  Its flexibility, Innovation, 

and readiness to respond to the needs of clients have today made it the leading health 

care company in East Africa, as encapsulated in its vision, mission and core values. 
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AAR vision is to be the provider of choice for innovative and quality health care 

solution in Africa and has a mission to provide health care solution that makes 

difference to life. AAR has 18 health centers spread over Kenya, Uganda and 

Tanzania; through which they provide preventative and curative health care to clients 

from all walks of life. They also offer rescue and evacuation services to their 

members from anywhere in the world. Current membership of close to 1,000,000 

makes it not only the leaders in healthcare but also the preferred provider for both 

public and private sector in East Africa.  

 

It operates under the brand name Emergency Rescue Services (AAR, 2008). The 

country opened its services in the country Tanzania in 2010. It focuses on providing 

health care solution through innovative and affordable option. AAR members 

contributes TZS 79,0000 per month covering health insurance for members and 

respective family. 

 

1.2 Statement of the problem 

As part of comprehensive economic reforms in 1980s, the government‟s main areas 

of adjustment included trade liberalization of the economy, review of the tax 

structure, banking and public sector reforms. The main thrusts of these have been 

opening up the economy and encourage private initiative to assume positive and 

leading role in accelerating economic growth and improving economic management. 

 

Public sector reform paved way for private health insurances such as AAR to operate 

in the country from late of 1990s offering both individual health plan and corporate 

health plans. This private health insurance company has grown very fast in the 

country to extent that most of private sector companies and employees prefer to join 

this scheme for health coverage. This is because it has its own health centers, strong 

customer care department, nurse helpline, doctors and hospital networks, emergency 

contacts, payment options and members are free to choose best options for their own 

health plans. They provide pre package plans such as Gold Pemier, Silver Pemier, 

Bronze Pemier, AfyayaMaisha, Plus and Presitage. Moreover the provide quality 
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services and channel its customers to advanced hospitals in the country like TMJ, 

Regency Hospital and Aghakan where extensive care is offered.  

 

When selecting health insurance companies normally customers have attribution that 

they consider to satisfy their needs. Most considerable factors are price, quality of 

services and customer care. However it has been observed that members/customers 

are not satisfied as they are many complains. NHIF members complains over the 

altitude of staffs, long traffic in accessing health services which leads to poor 

customer care. Members are not subjected to certain type of drugs which are very 

expensive and are not entitled to some drugs are not available in hospitals that 

accepts NHIF card, long distances to hospitals and health centers. (Humbai, 2011) on 

his presentation posed that among challenges facing NHIF are pro poor funding, 

shortage of medicine, equipment, human resources and collusion between members 

and providers. All these factors affect customer satisfaction. NHIF lacks its own 

health centers, efficient way of communication to members and therefore unable to 

meet customer satisfaction. 

 

Fraudulent claims is one of chronic challenge facing NHIF, as reported by 

Mwananchi of 7
th

 March 2011. Several times the media has report misuse of NHIF 

identification cards, there are members who give their friends or relatives while their 

aware and others robe or use them without owners having information. 

 

For these reasons there is a need to conduct research in order to establish a gap 

between  NHIF and other health insurance performing better like AAR considering 

variables such as price,  customer care and quality services. My research gap is to 

ensure that NHIF learns from how AAR is operating in order to meet customer 

satisfaction and perform better.  

 

1.3Research objectives 

1.3.1General Objective 

 The study aimed at assessing levels of customer satisfactions at NHIF and AAR 

Tanzania Limited. 
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1.3.2 Specific Objectives 

 

1.3.3.1  To examine the customer perception towards health services provided by the 

NHIF and AAR. 

 

1.3.3.2 To review and analyze national health policy and institutional frameworks 

currently in place in order to determine the extent to which they provide customer 

service.   

 

1.3.3.3To identifies gaps, overlaps and inconsistencies in the policy and institutional 

frameworks that has an influence on customer service. 

 

1.3.3.4 To assess the attitude of the service providers and customers towards the 

effectiveness service providers in health sector. 

 

1.4 Research Questions 

 

1.4.1 Are the policy and institutional frameworks governing the health service 

schemes in Tanzania effective? 

 

1.4.2 What are the challenges facing customer service in public and private health 

schemes?   

 

1.4.3 What should be done to improve customer service in health service schemes 

in the country? 

 

1.5Scope of the study 

1.5.1Subject Scope 

The study focused on the customer satisfaction on health insurance schemes. 

Components namely customer care, price and quality services are determinant 

customer satisfaction. Both services providers and users of AAR and NHIF opinion 

will be useful for establishing the gap of the study. 
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1.5.2Geographical Scope 

The study was conducted in Dar es Salaam focusing on members of NHIF and AAR 

health schemes. The researcher chose this region because majority of employed 

individuals and insurance schemes are based in the region. This was helpful in 

collecting data from both members and services providers for assessment of 

customers‟ satisfaction on health services provided by the insurance. 

 

1.6 Significance of the Study 

1.6.1 The study provides a clear picture of customer service satisfaction in health 

schemes in the country and identifies problems and weaknesses of the existing 

policies and institutions regulating the schemes. 

 

1.6.2 It raises awareness to the customers and service providers on the need to 

reform policy and institutional frameworks that govern health service. 

 

1.6.3 Findings from this study contribute to the literature on customer service 

provision in health service schemes in the country. It assists those who want to 

acquire theatrical knowledge on customer service in health schemes.   

 

1.6.4 It further guides all stakeholders on their role and responsibility of ensuring 

effective provision of customer service in health sector.  

 

1.7 Organization of the Study 

The study is categorized into five chapters. Chapter One covers introduction part 

presenting background of the problem, statement of problem, research questions, 

objectives, scope, significance of the problem and organization of the problem. 

Chapter Two covers theoretical part, empirical part, conceptual framework and 

hypotheses. Chapter Three presents type of study, study area, study population, units 

of analysis, variables and their measurements, sample size and sampling techniques, 

type and source of data, data collection methods, validity of issues, data analysis and 

limitation. Chapter four covers demographic and social factors of respondents {bio 

data}, second sections covers customer perception on health services as provided by 
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health insurances, third section which covers awareness of policy and institutional 

frameworks governing health scheme in Tanzania, the fourth section covers 

presentation of finding from service providers and the fifth section challenges facing 

health insurance companies in Tanzania. Chapter five covers conclusion, summary 

and recommendation. 
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CHAPTER TWO 

LITERATURE REVIEW 

2.1 Introduction 

The chapter examines literature review presenting theoretical part, empirical part, 

conceptual framework and hypotheses.  It will elaborate terms and concepts used in 

study and how these concepts have been defined by various authors. 

 

2.2 Definition of Key Concept 

2.2.1 Health Services 

Health is the absence of all constrains of illness or state of complete physical, mental 

and social wellbeing that enables a person to live a socially and economically 

productive life (Mapunda, 1992). Health Servicesrefers to duties performed by a 

company or government for ensuring that the state of wellbeing and free from illness 

in body and mind (Oxford Dictionary, 1998).Health insurance is a type of insurance 

coverage that covers the cost of an insured individual's medical and surgical 

expenses. Depending on the type of health insurance coverage, either the insured 

pays costs out-of-pocket and is then reimbursed, or the insurer makes payments 

directly to the provider (Mapunda, 1992). 

 

Customer care is the spectrum of activities designed to enhance customer expectation 

and enjoyment of product benefits or services. It is a means of competitive edge for 

purpose of winning and maintaining loyalty of customers by addressing customers‟ 

priority rather than own (Norman, 1993).Customer satisfactionrefers to as a feeling 

of satisfaction as a result of comparison between perception of product or service 

performance and expectations (Oliver and Swan, 1989).  It involves psychological 

evaluation process which provides an understanding of expectations, desires, 

experience and performance that may affect customers‟ altitude. 

 

Quality services described by Norman (1993) as perceived “Moments of Truth”, that 

are moments in which the customer gets in contact with any aspect of the service of 

the company. The evaluation of quality services by customer will be total quality 

perceived in moments of truth experienced all over the service delivery process. 
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Newbrander (1999) describe quality services as technical aspect of quality such as 

providers‟ behavior and skills in making interventions and applying technology 

based on norms, ethical standards, clients‟ expectations and amenities. 

 

2.2.2 Customer Satisfaction Concept 

Customer satisfaction has been traditionally studied in marketing area as one of the 

critical attitudinal that may influence customer behavior, most of the studies in 

marketing literature are based on discomfort theory, which postulates that, the feeling 

of satisfaction is a result of comparison between perceptions of a product‟s 

performance and expectations (Oliver and Swan, 1989). Representing psychological 

evaluation process the theory provides an understanding of expectation, desires, 

experiences and performance that may affect customer altitude. Khalifa and Lui 

(2002) posed that confirmation or disconfirmation of pre adoption expectation and 

desire, upon adoption, could influence overall customer satisfaction.  In health 

services as well, customers normally have their expectation before they acquire 

services. They anticipate certain things like prompt and accurate services, support 

from insurance company and conducive environment within which service is 

encountered (Soka, 2009).  

 

Customers‟ satisfaction on their purchase is a significant factor that leads business to 

success. In recent times, customer satisfaction has gained new attention within the 

context of the paradigm shift from transactional marketing to relationship marketing 

(Grönroos 1994; Sheth&Parvatiyar 1994). Customers who are satisfied with a 

purchased product will buy the same product again, more often (Reichheld 1996), 

and will also recommend it to others (Oliver and Swan 1989). Customer satisfaction 

is commonly related to two fundamental properties (Ostrom&Iacobucci 1995), 

including the customer‟s judgment of the quality of the product and his evaluation of 

the interaction experience he or she has made with the product provider (Crosby et 

al. 1990). 

 

Satisfaction is important to individual customer because it reflects positive outcome 

from the outlay of scarce resources and fulfillment of unmet needs (Bearden, 1983). 
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For services which are characteristically produced and consumed simultaneously, 

satisfaction to customers is highly embedded in process when customer encounters 

the service. To influence satisfaction, then the encounter point of the service should 

posses those features expected by consumer (Soka, 2009). 

 

Perception of customer satisfaction are what indicate whether a customer has 

archived satisfaction or not, representing stepping stone along a continuum. 

Perceptions accumulative over time and gradually equate to either satisfaction or 

dissatisfaction. Company job is to understand and act on these perceptions so that the 

final result is customer satisfaction (Mwashiuya, 2001). 

 

2.2.3 Quality Service Concept 

Although there is no universal agreement on definition of quality service, 

Donabedian's (1988) framework, which has been accepted and modified by others, 

uses the elements of structure, process, and outcomes. Structure describes the 

attributes of the setting within which care is delivered. It is a static description of the 

relation of the structure of care to the actual process. This relationship is not well 

understood and is not directly causal. For instance, the absence of certain equipment, 

facilities, management practices, staff, and drugs may be likely to result in poor 

quality but the presence of those items did not assure high quality. 

 

 The outcomes of care are a measure of the patient‟s present and future health status 

attributable to the process of care. Outcomes of care make the successful use of care 

the measure of quality. The measure of outcomes may be immediate, short term, or 

long term. 

 

These are criteria, which are the attributes of structure, process, or outcomes; norms, 

which are general rules of what is good; and standards, which are the specific 

quantitative measures that define goodness.  
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2.2.4 Customer Care Concept 

It‟s a means to improve competitive edge of the company, winning and maintaining 

loyalty of customers and addressing customer priority rather than own. Objective of 

customer care is to create favorable of company, ensure maximum customer 

enjoyment at every stage of contact with company and representative of the company 

in order to generate more revenue, attract new customer and met satisfaction 

(Mwashiuya, 2011). 

 

In order to improve customer care altitude of staffs providing health service is very 

important. It is important to understand life position as described by Eric Berne who 

describe life position as attitudes that affect your behavior and human relations. 

Within the TA framework provided by Eric Berne you have attitudes toward yourself 

and toward others. Positive attitudes are described as OK, and negative attitudes are 

described as NOT OK. The four life positions are illustrated in diagram below. 

 

 

Table 2.2.4 Life position 

 

POSITIVE ALTITUDE TOWARD 

ONESELF 

 

NEGATIVE ALTITUDE TOWARD 

ONESELF 

 

I AM OK, YOU‟RE OK 

 

I AM NOT OK, YOU‟RE NOT OK 

 

I AM OK, YOU‟RE NOT OK 

 

 

AM NOT OK, YOU‟RE OK 

  Source: E. Franlyn (1971) 

  Source: http://www.mountain-associates.co.uk/life_positions.html 

 

 

The most desirable life position is shown in the upper left hand box: "I am OK, You 

are OK". With a positive attitude towards yourself and others, you have a greater 

chance for having adult  to  adult ego state communication. You can change your 

attitude, and you should, if they are not positive, to create win win situations. People 

http://www.mountain-associates.co.uk/life_positions.html
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with a positive self-concept tend to have positive attitudes. Health service providers 

are obligated to have positive altitude while attending customers to make sure that 

they are a customer is ok and provider is ok to create satisfaction. 

 

2.2.5Price Influence on Customer Satisfaction 

Price is used as an indicator of product quality, which results in better expectations 

from the product and determines higher satisfaction. The fact that human beings pays 

class of health services that they can afford does not justify that one who pays low 

class of health services have no great expectation when accessing services. Both 

quality and satisfaction have subordination to price; therefore, quality and 

satisfaction are also related (Aurimas 2009). 

 

2.2.6 Tanzania Health Policy 

The Ministry of Health and Social Work (MoHSW) has revised the 1990 National 

Health Policy and presented the revised Health Policy in 2007. Ongoing socio-

economic changes, new government directives, emerging and re-emerging diseases 

and changes in science and technology necessitated to update the policy. The policy 

outlines achievements and challenges facing the health sector. The resource 

constraints (especially human resources) constitute the major problem for not being 

able to cope adequately with health problems. 

 

The vision of the Government is to have a healthy society, with improved social 

wellbeing that will contribute effectively to personal and national development. The 

mission is to provide basic health services in accordance to geographical conditions, 

which are of acceptable standards, affordable and sustainable. The health services 

will focus on those most at risk and will satisfy the needs of the citizens in order to 

increase the lifespan of all Tanzanians. 

 

The policy vision is to improve health and well being of all Tanzania with a focus on 

those most at risk, and encourage health system to be more responsive to the needs of 

the people. The policy mission is to facilitate provision of equitable, quality and 
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affordable basic health services which are gender sensitive and sustainable, delivered 

for the achievement of improved health status. 

 

Specifically the policy state that the Government aims to: 

i. Reduce morbidity and mortality in order to increase the lifespan of all 

Tanzanians by providing quality health care; 

ii. Ensure that basic health services are available and accessible; 

iii. Prevent and control communicable and non- communicable diseases; 

iv. Sensitize the citizens about the preventable diseases; 

v. Create awareness to individual citizen on his/her responsibility on his/her 

health and health of the family; 

vi. Improve partnership between public sector, private sector, religious 

institutions, civil society and community in provision of health services 

vii. Plan, train, and increase the number of competent health staff; 

viii. Identify and maintain the infrastructures and medical equipment; and 

ix. Review and evaluate health policy, guidelines, laws and standards for 

provision of health services. 

 

Together with the Poverty Reduction Strategy, the objectives of the National Health 

Policy will be achieved through the following strategies: 

 

i. Strengthening District Health Services so that essential clinical and public 

health packages are provided so that the burden of disease, crude death rates, 

maternal and infant mortality are reduced, and life expectancy is increased; 

 

ii. Strengthening Referral System that it is efficient and cost effective from the 

household to the National level; 

 

iii. Adopt diversified complementary health care financing options, which are 

sustainable involving Public-Private Partnership and other resources, and 

ensure availability of required logistics and support services which are 

affordable and accessible to every citizen; 
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iv. Enhance capacity at different levels by implementing comprehensive human 

resource development plan, which will facilitate deployment and retention of 

well-trained and motivated staff at the appropriate health service level; 

 

v.  Create public awareness at all levels through Advocacy and IEC on 

preventable public health problems and the need for active community 

involvement in taking care of their own health; 

 

vi.  Improve coalition and multisectoral collaboration; 

 

vii.  Ensure representation of stakeholders and communities in health service 

delivery; 

 

viii. Increase public private partnership in health provision; 

 

ix. Implement effective donor and other stakeholder‟s co-ordination mechanism. 

 

The vision, mission and nine aims of health policy are linked to health insurance and 

satisfaction of citizens on health services as they focus on creating favorable 

environments for provision of health services and wellbeing of citizens. 

 

2.2.7 Ministry of Health and Social Welfare 

It has a vision of providing health services of high quality, effective and accessible to 

all, delivered by a well performing and sustainable national health system. The 

mission of the Ministry of Health is to ensure that all health employees and providers 

deliver health services for the achievement of improved health status of the public. It 

perform various functions such as Formulation of Health Policy, Promotion of 

Traditional Medicine, Inspection of Health Services, Participating in international 

health and medical organizations, Developing human resource under the Ministry, 

Overseeing extra ministerial development parastatal and projects under the Ministry 

and Supervising government agencies under the Ministry.  
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 Provision of:  

i. Hospital services  

ii. Preventive services  

iii. Chemical management services  

iv. Forensic science services  

v. Food and drug quality services  

vi. Reproductive Health services  

 

2.2.8 The Medical Association of Tanzania (MAT) 

It has a vision of evidence based quality and ethical medical practice for all 

healthcare staff. Its mission is to promote the art and science of medicine and allied 

sciences, in order to maintain the honor and interest of the medical profession and 

attain the highest level of quality healthcare services in Tanzania by 2015. It 

performs the following functions: 

i. Continued Professional Development, through conducting annual scientific 

conferences on key public health issues. 

ii. Providing evidence based information to influence policy through the 

Tanzania Medical Journal published quarterly. 

iii. Support adherence of high standard of medical ethics in clinical and public 

health practice by its members through the dissemination of the MAT 

booklet, Guiding Principles on Medical Ethics and Human Rights in 

Tanzania. 

Function three of MAT is linked to satisfaction of customers on health insurances 

companies as it support the adherence of high standard of medical ethics in clinical 

and public health practice. 

MAT conducted a research on citizen satisfaction on health services as provided by 

health center in the country and out of 364 respondents, 296 respondents equals to 

81.3% were not satisfied, 47 respondents equals to 12.9%, satisfactory 9 equals to 
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2.5% and those who didn‟t know of health status in country were 9 which equals to 

2.5%. 

Figure 2.7.8 Satisfaction on Health Services in the County 

 

Source Medical Association of Tanzania 

http://www.mat-tz.org/component/poll/15-health-services-in-tanzania-are.html 

 

Moreover MAT identified patients‟ rights which are as follows; 

i. Respect for patients: where physicians must pay full respect to all time and in 

all circumstances to person they are attending. This principle applies in all 

age, race, color, religion, gender, sex orientation, lifestyle, education level, 

political and economic affiliation.  

ii. Patient‟s right for information; Patients have rights to receive relevant 

information about their own medical condition and management. Refusal to 

impart such information when requested diminishes the trust which is 

fundamental physician/patient relevant. 

iii. Consent to medical procedures; treatment and other form of medical 

intervention to patients who have capacity to consent should not be 

http://www.mat-tz.org/component/poll/15-health-services-in-tanzania-are.html
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undertaken without their consent. Patients should always be given 

information to accept whether or not, including relevant risk of proposed 

treatment as well as its expected benefit. Whenever possible available 

treatment should be offered when the patients object. A change of treatment 

at any stage by patients must always be considered. Whenever patients does 

not have ability to understand the nature of proposed medical treatment and 

its consequence  the decision should not be taken in the interest of patient, 

irrespective to the view of others such as those caring for patients, as they 

might not be necessary on patients interest. 

iv. Confidentiality: information obtained from physician/ patient relationship 

must be treated as confidential. Physicians needs to be aware of all relevant 

aspects of personal and family medical history inorder to give safe and 

effective treatment. This will often include sensitive information that is 

unlikely to be disclosed by patient unless confidentiality is assured. When 

seeking for patients consent to disclosure of confidential information the 

physician must understand reasons for disclosure and its consequence. 

v. Patients should not be exposed to unnecessary risk; where by physicians are 

required to keep up dated with relevant information in the field of practice 

and remain competent to provide patients with reliable advice about measures 

and necessary to provide good health. Patients must not be subjected to 

avoidable harm from of unnecessary procedures nor must they be placed on 

risk as a result of physician status eg independence from drugs or alcohol. 

2.2.9 Tanzania Health Insurance Regulation Framework Review 

The current policy concept of social health protection is not reflected in the 

legislation. There is therefore a need to update the legislation in this regard with 

particular reference to the following issues:  

i. No equal access. Those with mandatory and private health insurance have 

easier access to more services without a risk of impoverishment than people 

enrolled in Community Health Funds (CHF) and other informal sector health 

insurance schemes or people with no insurance at all. A common basic health 
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services benefits package (BBP) is not universally implemented, although 

such a package has been proposed. As regards the budget-funded benefits, 

priority-setting is left to the Councils and there is no guarantee that all the 

money intended for health services is indeed spent on them. Benefits 

provided as a part of health insurance scheme reach only a part of the 

population.  

 

ii. No equity in payment into the health system. Voluntary private and 

community insurance schemes charge a variety of different flat fees, 

mandatory social health insurance charges, wage dependent, and percentage-

based contributions, the latter being at different levels. Out of pocket 

payments (OOP) are an important component of health-care funding, but they 

do not contribute to equity in financing the system.  

iii. No universal coverage. Despite tremendous efforts by the Government of 

Tanzania (GOT) and ministries, most people in the informal sector continue 

to be excluded from coverage owing to low enrolment in the insurance 

schemes targeting such populations (Bultaman J et al 2012).  

iv. Explicit policies regarding competition in health insurance do not exist. At 

the moment, NHIF has a monopoly in the formal public sector, while in the 

formal private sector, private health insurers, NSSF, and (as of 2010) the 

NHIF compete for members. In the informal sector, some micro schemes 

compete with CHFs. The lack of a specific policy and regulatory framework 

on competition makes it difficult to deal with the possible adverse side effects 

of competition and hence may not advance the GOT‟s SHP objectives. 

Topics to address in regulation include risk selection and risk rating by 

insurers. The absence of such regulations could possibly lead to reduced 

access to health insurance and thus to reduced health care. As a direct 

consequence there would be a reduction in access equality and an increase in 

inequity in financing. Competition in health finance also requires dedicated 

regulation and oversight. Should the GOT desire to prevent risk selection and 

use competition to advance efficiency and focus on the client, it may want to 
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establish a risk equalization schedule. To do this, considerable efforts are 

required to create a suitable HMIS infrastructure, to enforce the provision of 

reliable data and to have oversight mechanisms in place that enforce 

compliance. The current regulations would obviously have to be amended to 

allow for such instruments 

 

As with the health finance system in general and health insurance in particular, the 

legislation covering these areas is fragmented. There is no unified or even 

harmonized system of regulation covering the different forms of health insurance that 

uses comparable governance regulations or the same body/organ for regulation and 

oversight (Ministry of Health, 2000).  

 

i. The National Social Security Fund (NSSF) and its Social Health Insurance 

Benefits (SHIB) program report to the Ministry of Labour (MOL), while 

conforming to the NSSF Act and its regulations and schedules.  

 

ii. The National Health Insurance Fund (NHIF) reports to the Ministry of Health 

and Social Welfare (MOHSW) and is regulated by the NHIF Act and 

subsidiary legislation as well as the SSRA Act with respect to “non-

technical” health matters.  

 

iii. Both the NSSF and NHIF are subject to oversight by the Social Security 

Regulatory Authority (SSRA) established under the SSRA Act4, which in 

turn reports to the MOL.  

 

iv. Private health insurers are regulated/governed by the Tanzania Insurance 

Regulatory Authority (TIRA), established by the Insurance Act and reporting 

to the Ministry of Finance (MOF). This Act does not, however, provide for 

any health insurance-specific regulations.  
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In Tanzania health insurance and related legislation is technically sound, the various 

enactments and their respective regulations adequately covering the different forms 

of health insurance and health service delivery in the country. However, as in any 

other dynamic country, principal laws and their more detailed regulations need to be 

adjusted to changing policies, taking into account developments in society, new or 

evolving international treaties and jurisprudence. Laws developed over time, 

sometimes without reference to one another, and dealing with particular issues such 

as, health financing and health insurance, can easily devolve into a regulatory 

patchwork that may no longer reflect the actual policy objectives of a national 

Government. Current legislation codifies existing policies, as it should, but if policies 

change, legislation needs to change with it, reflecting current policy objectives. 

 

As the health sector has developed, the approach to governance of the health sector, 

health insurance and health-care financing has also evolved. The same can be said of 

the approach to governance of public finance. While the government endorses 

principles of good governance, such as clear responsibility definition, transparency 

and accountability in operations, these principles are not yet fully reflected in health 

insurance law and regulation. Overlaps in responsibility exist, resulting in 

duplication of effort and inefficiencies. 

 

2.2.10 Tanzania Health Insurance Regulatory and Oversight bodies 

SSRAis a rather new but potentially very useful regulatory authority for social 

security related insurance schemes. However, it does not cover all health insurance 

schemes, such as private schemes, HMO‟s and MBMO‟s.  The SSRA Act is not 

specifically oriented toward health insurance. But since it is a framework law, 

regulations based on this Act can provide for health insurance specifics. SSRA has 

no mandate regarding cost containment and promoting quality assurance in health-

care services delivery. Although SSRA does not directly deal with health-care 

providers, it could support the focus of NSSF-SHIB and NHIF in these areas and 

play a coordinating, regulatory and supervisory role, thus making sure that members 

get value for money (The Social Security Regulation Act, 2008).  
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TIRA is focused on insurance in general and as such covers private health insurance. 

However, there are some grey areas between what is covered in this Act and in the 

SSRA Act and between the mandates of TIRA and SSRA - as regards HMOs, for 

example. Furthermore, the TIRA Act does not allow for establishing requirements 

for private health insurance as regards benefit packages. It is therefore recommended 

that the TIRA Act explicitly refer to private health insurance as a second (voluntary) 

tier supplementing the first tier of social health insurances which is regulated under 

the SSRA Act. The reverse should be done in the SSRA Act. Given the established 

expertise of TIRA in technical insurance matters and financial management, it would 

be advisable for there to be coordination and cooperation between TIRA and SSRA 

(The Social Security Regulation Act, 2008).  

 

2.11Empirical part of the study 

As far as the problem under the study is concerned some empirical studies of this 

nature have been done in Tanzania and word wide in general. As discussed in the 

literatures of the researcher and other scholars, the issue of providing standard and 

high quality services is the major factor for ensuring customers or members‟ 

satisfaction in respect of health services provided by health insurance. 

 

Customers show positive intentions such as approving the firm, expressing 

preference, increasing purchasing volume, paying premiums willingly, saying 

positive things about the firm to others, making recommendations to others, and 

continuing purchasing when they are satisfied (Zeithamlet al.,1996). Satisfied 

customers stay loyal longer with an organization, pay less attention to the 

competition, are less price sensitive, offer service ideas to the organization and 

require less cost for the organization to service them (Weinstein et al., 1999d). When 

dissatisfied, customers demonstrate negative intentions such as strenuousness to 

leave the organization, decreasing spending patterns, complaining to the seller, 

complaining to others outside of the firm, (Zeithamlet al., 1996). Analyzing 

defection problems is essential. Strategies must be implemented to get over non-loyal 

purchasing behavior (Webster, 1994). 
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Zeithamal et al (1990) as well as Brassington (1997) stress the importance of looking 

on customer perception of any delivery services and use them as basis for measuring 

service quality. They suggest that quality service should be used as a tool for 

competitive analysis. The point is encountered of paramount importance in 

influencing the perception of customer to develop satisfaction with services 

consumed. For firms to be able to influence satisfaction to consumers of their 

services, they have got to plan very carefully their service encounter points by 

incorporating all those aspect important in influencing satisfaction. 

(Mwashiuya,2011) in his assessment of customer satisfaction on airline companies 

Tanzania it was found out that customer cares for attention, on time services, good 

altitude, to be valued and give attention at every stage of accessing services rather 

that price paid. About 85% of respondent were willing to pay high price tickets for 

exchange of advanced customer care.  

 

AAR carried out a study in 2005 to determine its performance in terms of services 

delivery to its customer or members through Service Delivery Strategy (SDS). 75% 

of respondents were willing to pay more for advanced customer care. Members‟ 

needs psychological or emotion benefits when it comes to health, they reliable, 

effective, helpfulness and highly motivated individuals with excellent skills to assist 

them. This explains why AAR invested in building own advanced health centers and 

refer patients to special hospital with higher quality services, customer care and 

expensive prices to meet satisfaction of members. 

 

By 2010 under review of fund NHIF conducted facility inspection whereby 3,132 

facilities were inspected out of 9,231 targeted inspections which is equivalent to 

34%. Although NHIF regulation requires every accredited facility be inspected at 

least twice a year, 66% were not inspected due to shortage of staff and budgetary 

limitation. From this point of view there is doubt of members‟ satisfaction on quality 

of health services provided by health facilities and centers that have not been 

inspected. 

These studies are relevant to the problem based on the ground that the researcher will 

focus on establishing gap between NHIF and other health insurances performing 
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better like AAR while assessing customer satisfaction. According to Cronin (2000) 

satisfaction stems from the fact that the customer derives a feeling that the service 

provided is of real value. A lot of research has been carried out regarding the 

assessment of the relation of satisfaction to that of the behavior to the customer, 

Anderson and Sullivan (1993), Bansal and Taylor, (1999) and Cronin, (2000), in 

which it was shown that customers‟ satisfaction was the key to retaining a customer. 

 

2.12 Facts about health services in Dar es Salaam 

Malaria is a major health problem, and a key preventive step that households can 

take is to sleep under a bed net. This is especially important for children under 5 

years and pregnant women. Distribution of nets and promotion of bed net use has 

been a major priority for the Ministry of Health and Social Welfare in Tanzania. 

Uwazi survey 2012 found that bed net ownership at household level in Dar es 

Salaam is almost universal; 95 percent of the households reported ownership of at 

least one mosquito net.  

 

Few Dar es Salaam residents have access to clean drinking water on a regular basis. 

For example, only 9.7 percent of all households have home delivery of water by 

truck or primarily use bottled water for drinking. But even when water is clean at 

source it can be contaminated when stored at home. This makes treating water with 

chlorine or boiling it before drinking an important preventive measure for much of 

the population. Yet only half (54 percent) of all interviewed residents reported 

treating their percent of residents in the top wealth quintile treat or boil water, as 

compared to 23 percent of those in the lowest quintile (Uwazi, 2010). 

 

In Dar es Salaam there is a wide range of places offering health advice or treatment: 

drug shops or duka la dawa, private clinics and hospitals, government dispensaries, 

health centers, and hospitals. The majority (60 percent) of respondents in Uwazi 

survey reported using government facilities when their family member was sick. 

Thirty-seven percent sought care at private facilities, while 3 percent reported that 

they sought care at religious or NGO facilities. Wealth is a major determinant of 

where patients go to seek medical care. 82 percent of the poorest households use 
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government services, as compared to just 27 percent of the richest households. The 

higher the household income, the less likely it is that household members will seek 

services from government facilities. Just 16 percent of the poorest quintile use 

private services, as compared to 73 percent of the richest residents of Dar es Salaam. 

As a consequence it is the poor that suffer most when public health care facilities do 

not provide good quality services. 

 

Private facilities do slightly better on several measures of quality of care and 

significantly better on patient satisfaction. Quality of medical care is difficult to 

evaluate through after-the-fact surveys of patients or the family members who 

accompanied these patients when they visited health facilities. However, some idea 

of quality can be gauged by whether patients received basic physical exams during 

their consultation, whether they were given advice about how to treat their illness, 

and whether in their opinion they were treated with respect at the health facility. 

There is a relatively small difference on each scale of service provided between 

private and public hospitals with respect to the most basic components of a health 

facility visit. On the other hand, 8 in 10 patients are satisfied with the service they 

received from private health facilities, compared to 6 in 10 in patients that report 

satisfaction with public health facilities. 

 

 

 

 

 

 

 

 

 

 

 

 

 



27 

Figure 2.12 Details about health consultation by facility type, basic test and 

satisfaction with care 

 

 

 

                 Source: Uwazi, Public Service Survey, 2010 

 

In relation to our study the Uwazi Public Service Survey, 2010 is essential for 

understanding health status of Dar es Salaam as our area of study, reason of why 

people prefer private health facilities rather than public and influence of price, 

customer and quality to customer satisfaction in relation to health services. Moreover 

National Health Insurance Fund channels its members to public hospitals in 

comparison to AAR who handle its members under its own private health centers or 

make reference to private hospitals in the city. Most people prefer private health 

facilities in comparison to public as they want to save time; service is faster in 

private sector facilities compared to public facilities. Eighty percent of patients were 

attended to within 30 minutes at private facilities, as compared to just 31 percent in 

public facilities. One-quarter reported having to wait for two or more hours in public 

facilities, and 16 percent waited for more than three hours. 
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2.13 Conceptual Framework of the Study 

In this study a conceptual framework has been designed to relate factors that have 

impact on health services provided by AAR and NHIF and customer satisfaction.  

This conceptual framework assumes that AAR and NHIF health services as 

independent variable has direct impact on customers‟ satisfaction which is dependent 

variable in the study.   

 

Other factors such as customer care, quality of services and price determines 

customers‟ satisfaction since they indirectly affect health services provided by health 

insurances. In turn customers‟ level of satisfaction is being affected. The figure 

bellows beneath demonstrate this relationship. 
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Figure 2:13 CUSTOMER SATISFACTION ON AAR AND NHIF 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

Source: Survey January – August 2013 

 

2.14 Conclusion 

In conclusion as discussed by various authors, customer satisfaction on health 

insurance services is affected by both internal and external factors. Challenges facing 

health insurance companies which are considered to be internal include funds, lack of 

trainings, unclear internal policies and lack of committed staffs, poor managements 

and infrastructures as identified by authors above. External challenges include 

fragmented regulations that guide health insurance companies in the country, 

fraudulent behaviors by members and financial status of members. 

HEALTH INSURANCE SERVICES 

(AAR AND NHIF) 

CUSTOMER CARE 

Altitude, 

Communication, 

Timeliness, helpfulness 

and follow ups 

QUALITY SERVICE 

Structure (management, 

equipment, facilities, 

drugs and human 

resource 

PRICE 

Reasonable 

Affordable 

Acceptable 

Customer satisfaction 



30 

CHAPTER THREE 

RESEARCH METHODOLOGY 

 

3.0 Introduction 

Research methodology section identifies the selected paradigm within which study 

will be conducted. This chapter  present brief description of the type of study, study 

area, study population, units of analysis, variables and their measurement, sample 

size and sampling techniques, type and source of data, data collection methods, 

validity issues and data analysis methods.  

 

3.1 Study Area 

The City of Dar es Salaam is located between latitudes 6.36 degrees and 7.0 degrees 

to the south of Equator and longitudes 39.0 and 33.33 to the east of Greenwich. It is 

bounded by the Indian Ocean on the east and by the Coast Region on the other sides. 

The City experiences a modified type of equatorial climate. It is generally hot and 

humid throughout the year with an average temperature of 29ºC. The hottest season 

is from October to March during which temperatures can raise up to 35ºC. It is 

relatively cool between May and August, with temperature around 25ºC. There are 

two main rain seasons; a short rain season from October to December and a long rain 

season between March and May. The average rainfall is 1000mm (lowest 800mm 

and highest 1300mm). Humidity is around 96% in the mornings and 67% in the 

afternoons. 

 

The total surface area of Dar es Salaam City is 1,800 square kilometers, comprising 

of 1,393 square kilometers of land mass with eight offshore islands, which is about 

0.19% of the entire Tanzania Mainland‟s area. Temeke Municipality has the largest 

land surface area followed by Kinondoni while Ilala has the smallest area. (provide 

map of Dar es Salaam) 

 

Based on the 2012 Population and Housing Census, Dar es Salaam had 4,364,541 

inhabitants, of whom 125,786 were males and the rest females. Of the three 
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Municipalities, Kinondoni had the highest population, followed by Ilala and Temeke 

as shown on table below; 

 

Table 3.1 Distribution of population in Dar es Salaam Region 

S/N District/Council Total Male Female House 

Hold size 

0 Total 4,364,541 2,125,786 2,238,755 4.0 

1 Kinondoni 1,775,049 860,802 914,247 4.0 

2 Ilala 1,220,611 595,928 624,683 4.0 

3 Temeke 1,368,881 669,056 669,834 3.9 

 

Source: www.tanzania.go.tz/population/ 

Source: http://www.nbs.go.tz/National_Projections/Tbl3_6.pdf 

 

3.1 Type of study 

The study is comparative research which focuses on customer satisfaction on health 

services as provided by NHIF and AAR. Comparative approach to the study of social 

science has a long tradition dating back to Ancient Greece. Since the nineteenth 

century, philosophers, anthropologists, political scientists and sociologists have 

used cross-cultural comparisons to achieve various objectives. Comparative research 

methods have long been used in cross-cultural studies to identify analyses and 

explain similarities and differences across societies, organizations or variables. 

Comparisons research have served as a tool for developing classifications of social 

phenomena and for establishing whether shared phenomena can be explained by the 

same causes (Hantrais L, 1995). 

 

3.2 Population of Study 

The population involved is employees in formal sector working in private sectors, 

civil society, Non Governmental Organization (NGOs), government workers and 

others who are NHIF and AAR members, registered and based in Dar es Salaam. 

According to Actuarial and Statistical Bulletin as of June 2010 by NHIF total of 

http://www.tanzania.go.tz/population/
http://www.nbs.go.tz/National_Projections/Tbl3_6.pdf
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109,848 employees were registered as members in the region. AAR statistical covers 

total of 102,500. For purpose of making the study more useful and employees 

working as customer care providers for mentioned health insurances will be involved. 

 

3.3 Research design 

The study conducted through Comparative Case Study Strategy to generate date on 

customer care, quality services and price for assessment of customer satisfaction. 

Quantitative and qualitative data will be used because the study is expected to cover 

numerical and descriptive respectively.  

 

3.4 Sample size and sampling procedures 

The sample size was determined using Krejcie and Morgan‟s (1970) table for 

determining sample size for a given population.  Total number of employees who are 

employed and registered by health insurances in the year 2013 is 212,348. Sample 

calculated byKrejce and Morgan‟s (1970) table which lead to lead to 180 

respondents as attached in Appendix . The table was contracted using the following 

formula/procedure; 

 

S = X 2NP (1− P) ÷ d 2 (N −1) + X 2P (1− P). 

 

S = required sample size. 

 

X2 = the table value of chi-square for 1 degree of freedom at the desired confidence 

level 

(3.841). 

 

N = the population size. 

 

P = the population proportion (assumed to be .50 since this would provide the 

maximum sample size). 

 

d = the degree of accuracy expressed as a proportion (.05) 
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However due to limitation of time only 120 respondents were reached out of 180 

respondents which are equal to 66.6% of respondents 

 

3.5 Types of Data and Data Collection Methods. 

3.5.1 Types of Data 

Primary data were collected from selected respondents who are members of 

mentioned health insurances and services providers. Secondary data were collected 

from various documents and literature related to the topic. 

 

3.5.2 Data Collection Methods 

The study used questionnaires as main tool of data collection. First set of 

questionnaire will be designed for members of health insurances specifically NHIF 

and AAR and second set is customer care providers of NHIF and AAR. The first set 

of questionnaires provided bio data of respondents, assessment of customer services 

provision by health insurance companies, altitude of service providers, awareness of 

member‟s rights, challenges and need for reforms in customer service provision by 

health insurance. Second set of questionnaires covered bio data of service providers, 

effectiveness of policy regulating customer services in the entity, time management, 

willingness to assist customers and training attended. 

 

3.5.3 Questionnaires 

As argued by (Kothari 2004; 95) questionnaires have advantage since large sample 

can be covered which tend to reflect reality of the studied population. Close 

supervision also minimized time used and helped the researcher to obtain required 

number of respondents. Both closed and open ended questionnaires were useful for 

providing information as designed in English language, distributed to employees in 

formal sectors and self administered by researcher. They aimed at getting 

information regarding the respondents‟ views on customer satisfaction on health 

services as provided by NHIF and AAR 
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3.6 Data Quality 

To ensure collection of quality data, reliability and validity was carried out. 

 

3.6.1 Validity of the instrument 

The research instruments were tested for validity. Content validity was established 

by subjecting the modified instrument to my supervisor for modification. Construct 

validity was tested using factor analysis. 

 

3.6.2 Reliability of the instrument 

The Crombach alpha value with a measure of the 0.7 and above average was used to 

measure reliability of the instrument during pre-testing survey. 

 

3.7 Data analysis 

Data analysis enables a researcher to interpret the findings or data collected from the 

field, its activities assimilate evidence in order to obtain the answers to research 

questions.  Data were edited for accuracy, coded and content was analyzed by using 

Statistical Package for Social Scientists (SPSS) tool of data analysis. Frequencies, 

percentages and coefficients were used to interpret descriptive analysis. Microsoft 

Excel Spread Sheet was used to analyze data from service providers. 

 

3.8 Ethical consideration 

As a researcher I had to avoid asking personal questions but rather the study asked 

questions relevant to the research. Information obtained is confidential and for the 

fulfillment of the research objectives. 

 

3.9 Limitation of the study 

As a researcher I am faced a problem of minimal or lack of response from some of 

members and service providers. Some took too long to fill the questionnaires and 

others did not fill them at all. Despite these limitations, I believe that the findings of 

this research are useful in fulfilling the knowledge gap that the study set out to fill. 
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3.10 Conclusion 

Comparative analysis study is high rewarding intellectual strategy; some of 

important political science works have been successful from comparative strategy 

and analysis tool. It broadens our horizontal and make us potential, more enlightened 

in decision making from the experience of others. The strategy is useful for the study 

because it brings attention to details which fill the research gap. 
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CHAPTER FOUR 

DISCUSSION OF THE FINDING 

 

4.0 Introduction 

As argued by Adam J et al, (2008; 229), the interpretation and discussion of 

presented data is very important to bring clear meaning of research finding and avoid 

distortion and ability of drawing misleading conclusion. The chapter covers and 

discusses the major findings of data collected from the field. The chapter is divided 

into four main sections. The first section covers demographic and social factors of 

respondents {bio data}, second sections covers customer perception on health 

services as provided by health insurances, third section which covers awareness of 

policy and institutional frameworks governing health scheme in Tanzania and the 

fourth section covers challenges facing health insurance companies in Tanzania. 

 

4.1 Demographic Characteristics of Respondents 

The section mainly covers bio data of respondents such as age group, sex, 

membership and working place of respondents. 

 

4.1.1 Age of Respondents 

Respondents with ages between 15 to 55 who are members to health insurance were 

involved in completion of questionnaires. The youngest was 15 years while the 

oldest was 55 years. . Distribution of respondents by age is shown in the table below: 
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Table 4.1.1 Distribution of Respondents by Age 

Age groups Frequency  Percent 

0-15 0 0 

16-25 39 33.5 

26-35 33 27.5 

36-45 18 15.0 

46-55 22 18.3 

56-65 8 6.7 

Total  120 100 

 

Source: Survey January - August 2013 

4.1.2 Sex of Respondents 

Sex is used to determine if respondent is a male or female. Since membership 

involved people who are in employment of formal sector and other it was of 

significance to determine percent of male and female respondents where it was found 

that male are still dominant in working class. The distribution of responds according 

to sex is shown in the table bellow; 

 

Table 4.1.2 Distribution of Respondents by Sex 

SEX Frequency  Percent  

Male 69 57.5 

Female 51 42.5 

Total 120 100 

 

Source: Survey January - August 2013 

 

4.1.3 Membership of respondents, education level and working place of 

respondents 

Membership means belonging either individually or collectively to group. In 

comparative research it is of great importance to distribute respondents according to 

their membership, education level and working place for purpose of making general 

conclusions. Education can be defined as a process of learning from a school, college, 

university of elsewhere to gather knowledge (Armstrong, 2001). Education is one of 
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most important variable in research studies as it influences people‟s knowledge and 

choices (WHO, 2006).  In the case of the study most of respondents had bachelor 

education were 45.8%, diploma 26.7%, above bachelor 15% and secondary 

education 12.5%. The table bellows show distribution of respondents according to 

their membership and education level. 

 

Table 4.1.3Distribution of respondents according membership and education 

level 

 

         Membership  

AAR          NHIF 

Total  Percent  

Education 

level of 

respondents 

Secondary 10 5 15 12.5 

Diploma  13 19 32 26.7 

Bachelor  26 29 55 45.8 

Above  11 7 18 15.0 

  Total 60 60 120 100 

Source: Survey January - August 2013 

 

4.1.4 Relationship between membership and working place of respondents 

The distribution of members with regard to working places shows that AAR 

members works for private sectors and civil society or NGOs while NHIF members 

works for local government and government in general. 37.5% of respondents‟ works 

for government, 12.5% works for local government, 32.5% for private sector and 

16.7% for civil society/NGOs. 
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Table 4.1.4Distribution of membership and working places of respondents 

 

 

 

 Source: Survey January - August 2013 

 

4.2 Customers’ Perception on Health Services as Provided by Health Insurances 

Customers‟ perception was determined basing on variables such as altitude of service 

provider, experience of poor customer care, complain handling, clarity of 

communication channels and reliability of information, quality and quantity of 

service offered, prompting in responding to clients needs and met customer 

expectations.   

 

4.2.1 Comparing Perception towards Altitudes of Service Providers 

In assessment of altitude of service provider four levels for measure customer 

satisfaction were developed named very satisfied, satisfied, dissatisfied and not 

satisfied. The table bellows indicates the four levels of satisfaction by frequency and 

percent on altitude of services providers of AAR and NHIF. In comparing altitude of 

service providers 63.3% of AAR are very satisfied, 50% satistisfied, 23.1% 

dissatisfied, 33.3% very dissatisfied while with NHIF members only 36.7% are very 

satisfied, 50% satisfied,76.9 dissatisfied and 66.7 very dissatisfied. The result here 

means that AAR members are satisfied with altitude of service providers compare to 

NHIF members. 

 

        Membership  

 AAR             NHIF 

 

Total 

Percent  

Working 

place of 

respondents 

Government  O 45 45 37.5 

Local 

Government 

0 15 15 12.5 

Private Sector 39 0 39 32.5 

Civil 

Society/NGO 

2O 0 20 16.7 

Unemployed 1 0 1 0.8 

Total  60 60 120 100 
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Table 4.2.1 Distribution of customers’/members’ perception on altitude of 

service provider 

      Membership 

AAR            NHIF 

Total  

Altitude 

of 

service 

provider  

Very satisfied – count 

                        Percent 

19 

63.3% 

11 

36.7% 

30 

100% 

Satisfied         - count 

                        Percent 

37 

50% 

37 

50% 

74 

100% 

Dissatisfied       -count 

                        -percent 

3 

23.1% 

10 

76.9% 

13 

100% 

Very dissatisfied-count 

                       -percent 

1 

33.3% 

2 

66.7% 

3 

100% 

Total                               -count 

                                       -percent 

60 

50% 

60 

50% 

120 

100% 

 

Source: Survey January - August 2013 

 

4.2.2 Comparing experience of poor customer service 

Understanding of how many times respondents have experienced poor customer 

services enabled the researcher to make comparison on levels of poor customer 

services between AAR and NHIF. Respondents who experienced poor services 

between 1-5 times were 42, AAR 28.6% while NHIF 71.4%, and those who did not 

experience poor at all were 77, AAR 62.3% while NHIF 37.7%. With this result as 

presented on table bellows shows clearly that NHIF members experiences poor 

customer services in higher frequency and percent compare to AAR members 
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Table 4.2.2 Frequency and Percentages on Experience of Poor Customer 

Service by Membership 

       Membership  

AAR        NHIF 

Total 

How many times have you 

experienced poor customer 

services in last three years 

1-5 12 

28.6% 

30 

71.4% 

42 

100% 

6-10 0 

0% 

1 

100% 

1 

100% 

None of the 

above 

48 

62.3% 

29 

37.7% 

77 

100% 

Source: Survey January - August 2013 

 

4.2.3 Satisfaction of Members/Customers on Complain Handling 

Moreover respondents were asked of where they had reported the poor customers‟ 

services experiences and it was found out that most of them reported to service 

provider top management, police Tanzania and others did not complain. None of 

respondents had reported to ministry of health of services, medical council, TIRA or 

SSRA. It was of great importance to understand if the response was satisfactory or 

not and the table below presents level of satisfaction after customer complains. At 

level of satisfaction with response AAR 43.8% and NHIF 56.2%, not satisfied AAR 

17.4% and 82.6%, and for those who considered the question to be invalid AAR 

60.5% and NHIF 39.5%. The overall analysis indicates the low level of customer 

satisfaction with reference to complain handling. 
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Table 4.2.3 Comparing Customers/Members Satisfaction on Complain 

Handling  

          Membership  

 AAR                NHIF 

Total 

What was the 

response after 

reporting 

complain? 

Satisfied  7 

43.8% 

9 

56.2% 

12 

100% 

Not satisfied  4 

17.4% 

19 

86.2% 

23 

100% 

Not applicable 49 

60.5% 

32 

39.5% 

81 

100% 

Total  60 

50% 

60 

50% 

120 

100% 

 

Source: Survey January - August 2013 

 

With regard to denial of services some of NHIF respondent provided oral 

explanation that this happen when they forget their cards or report to health centers 

when it is not appropriate time of services, which on my own I percept this not to be 

fault of health insurance but members fault. AAR members argued that the denial of 

service comes when their employer fail to submit monthly contribution which again 

becomes employer rather than health insurance companies. 

 

4.2.4 Clarity of communication channels and reliability of information 

Communication means exchange of information or news or process of transferring 

information from sender to receiver with use of medium in which the communicated 

message is understood by both a sender and a receiver. There are two types of 

communication verbal and non verbal communication. With advancement of science 

and technology, today companies, private sectors and government sector can easily 

communicate through mechanical channels which are archived for messages or for 

giving the big picture and a deeper knowledge. But they can also be very fast. 

Typically though, because it is written, it is always interpret by the reader based on 

his or her mental condition. It include E-mails, weekly letters or news letter, personal 

letters, billboards, intranet, magazine or papers, sms and social media. Since 
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communication is a two way process same medium of communication can be used 

by clients to communicate with their service providers. Communication goes hand by 

hand with keeping people aware of channels of communication used by your 

company and make follow up that what is communicated is being deviled to make 

the information reliable. 

Table 4.2.4 Distribution of Respondents on Satisfaction of Communication 

Channels and Reliability of Information 

            Membership                     

AAR                  NHIF 

Total 

Clarity of 

communication 

channels and reliability 

of information 

Very satisfied  9 

100% 

0 

0% 

9 

100% 

Satisfied  44 

69.8% 

19 

30.2% 

63 

100% 

Dissatisfied  7 

15.6% 

38 

84.4% 

45 

100% 

Very dissatisfied 0 

0% 

3 

100% 

3 

100% 

 Total  60 

50% 

60 

50% 

120 

100% 

Source: Survey January - August 2013 

4.2.5 Satisfaction on quality and quantity of services provided by health 

insurance 

Satisfaction is an outcome of health service provided services which determine how 

expectations are met. 64.3% of AAR respondents agree to be satisfied with their 

services, 7% disagree and 8% are not sure while 35.7% of NHIF agree to be satisfied 

with health insurance services, 82.9% disagree and 11.1% are not sure. From this 

analysis, generally statement can be made that AAR members are satisfied with 
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quality and quantity of health services in comparison to NHIF members as shown on 

table below: 

 

Table 4.2.5 Distribution of respondents on satisfaction of quality and quantity of 

service provided by health insurance 

              Membership  

AAR                 NHIF 

Total  

Are you satisfied with 

quality and quantity of 

services provided by 

your health insurance 

Agree  45 

64.3% 

25 

35.7% 

70 

100% 

Not sure 8 

88.9% 

1 

11.1% 

  9 

100% 

Disagree  7 

17.1% 

34 

82.9% 

14 

100% 

Total  60 

50% 

60 

50% 

120 

100% 

 

Source: Survey January - August 2013 

 

4.2.6 Cost Effectiveness/Satisfaction of Price/Contribution paid per month by 

members to health insurances 

NHIF members contribute 6% of their salaries equally shared between the employer 

and employee, except uniformed service men whose contribution is 6.25% and is 

paid by government. The Fund covers members, their spouses and up to four children 

and or legal dependants thus making total of six family members of employee 

(Humba 2011). AAR members contributes 79,000 Tsh covering member, spouse and 

four children. 44.1% of AAR respondents agreed to be satisfied with contribution 

paid while NHIF 55.9%. For those who disagreed with satisfaction on contribution 

stated their reasons arguing health insurance scheme are very expensive especially 

for members with no dependents, others argued that they don‟t get sick every month 

and they this paying out pocket is much fair rather than deducting from daily 

monthly salary. 
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Table 4.2.6 Distribution of members with regard to Satisfaction on Contribution 

paid monthly by members 

        Membership 

AAR       NHIF 

Total  

Are satisfied with contribution 

paid per month to service 

provider? 

Agree  41 

44.1% 

52 

55.9% 

93 

100% 

Disagree  12 

60% 

8 

40% 

20 

100% 

Not sure  7 

100% 

0 

0% 

7 

100% 

Total 60 

50% 

60 

50% 

120 

100% 

 

Source: January –August 2013 

 

4.3 Awareness of policy and institutional frameworks governing health scheme 

in Tanzania. 

 

4.3.1 Awareness of Customer Care Policy 

Health insurance companies have customer care policy. Awareness of the policy by 

members is very important because it clearly declare the right of customers and 

appropriate channels for complains and complementary. In responding to 

questionnaires of awareness of customer care policy of health insurance 69% of 

AAR are aware of customer care policy while NHIF only 31% are aware, 39.7% of 

AAR are not aware of policy while NHIF is 60.3%.  Awareness of policy goes hand 

in hand with appropriate channels of communication and clarity of information. 
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Table 4.3.1 Distribution of Respondents based on awareness of Customer Care 

Policy Providers 

      Membership 

AAR        NHIF 

Total  

 

Are you aware of 

your customer care 

policy 

Yes  29 

69% 

13 

31% 

42 

100% 

No  26 

39.7% 

42 

60.3% 

68 

100% 

Not sure 4 

40% 

6 

60% 

10 

100% 

Total  60 

50% 

60 

50% 

120 

100% 

 

Source: Survey January - August 2013 

 

4.3.2 Awareness of institutions and oversight bodies governing health insurance 

scheme in Tanzania 

Institutions responsible for governing health insurances in Tanzania are SSIRA and 

TIRA.SSIRA covers government health insurance while TIRA govern private health 

insurances. However there other institutions such as Ministry of Health and Social 

Welfare and Medical Association of Tanzania which oversee the performance of 

health insurance schemes by formulating policies, offer technical facilities, human 

resources, consultation and financial assistance. Out of 120 respondents only 27.5% 

are aware of these institutions, 60.7% not aware while 11.7% are not sure as 

presented in the figure bellow: 
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Figure 4.3.2 Awareness of institutions and oversight bodies governing health 

insurance scheme in Tanzania 

 

  

Source: Survey January - August 2013 

 

4.4.2 Members perception on the existing system 

Due to challenges facing health insurance companies it was of great significance to 

analyze the extent to which customers/members percept the existing system in health 

sector. 6.7% suggested for a complete overhaul, 48.3 major reforms, 35% minor 

reforms while 9.2 suggested for no change. 
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Figure 4.4.2 Members perception on the existing system 

 

 Source: Survey January - August 2013 

 

 

4.5 Presentation of finding from health service providers 

Total of thirty health providers at insurances were responded to questionnaires, 15  

from AAR and  15 from NHIF, the oldest was 35 years old and the youngest was 20 

years old, there was equality in gender balance as 15 were male and 15 females. The 

following information was obtained which enables to make comparison on health 

services as provided by the two health insurances. 

 

4.5.1 Distribution of respondents according to attendance of customer care 

training, awareness of company customer care policy, its effectiveness and if it 

has gaps that needs reforms. 

 

 It is of great importance to make sure that front desk officers and customer 

care providers have attend to customer care training because dealing with 
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customers or members require malty skills and ability due to their dynamic in 

characters as humans and needs at time. These training enable service 

providers/front desk officers to have right altitude appreciate and 

acknowledge the importance of clients, serve the right needs leading to 

customer satisfaction. 55% of AAR health providers had attended customer 

care training facilitated by their office and other institution, while only 45% 

of NHIF members had attended such training. 

 

 Both AAR and NHIF have policy which stipulates how a customer or 

member should be handled. It is of great significance to find out if customer 

care providers are aware of these policies. Being aware of company policies 

enables a service provider to provide services which are of equal value to the 

company and meet mission, vision and common goal of the company or 

organization.65% of AAR members are aware of customer care policy while 

only 35% of NHIF members are aware of their customer care policy 

 

 The research also examined the perception of services provider on the 

effectiveness of their companies‟ customer care policies in order to 

understand if the policies are effective or require reforms. 50% of AAR 

health providers argued their policy to be effective which is same as argued 

by NHIF health providers. Only 25% of AAR health provider needs reforms 

in the policy while 75% of NHIF needs reforms as they identified gaps of the 

policy and challenged which will be discussed. 

 

 The following graph presents the distribution of respondents according to customer 

care training within their working places, awareness of Company Customer Care 

Policy, Effectiveness of Implementation of Policy at Work and Gaps that needs a 

Reform. 
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Figure 4.5.1Distribution of respondents according to attendance of customer 

care training, awareness of company customer care policy, its effectiveness and 

if it has gaps that needs reforms. 

 

 

Source: Survey January - August 2013 

 

4.5.2 Gaps and challenges as identified by different health service providers 

The following are major challenges suggested by health insurances companies: 

i. Lack of human resources as posed by NHIF service providers to be major 

threat to health insurance schemes due to the fact that the size of the health 

workforce (both health professionals and other health workers) has declined 

in absolute numbers and relative to the size of the population. The decline in 

absolute numbers was significant during the 1990s when the Government of 

Tanzania retrenched the health workforce and imposed an employment freeze 

– resulting in a loss of one-third of the health workforce. In 2006, the 

MoHSW estimated that there were 29,000 staff working in government 

health facilities (an estimated 65 per cent shortage) and about 6000 staff 

working in private facilities (an estimated 86 per cent shortage). To expand 
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the number of facilities to meet its development plan, the MoHSW estimated 

that an additional 1,44,700 workers would have to be trained and employed to 

work in the government sector and a further 39,400 for the non-government 

sector, between 2007 and 2017. Lack of human resources in health insurances 

pose great challenges to health insurances companies because members of 

health insurances companies receives their treatments and services depending 

on availability of human resources at allocated centers (Mumbai,2011) 

 

           Figure 4.4.1 Tanzania Health System and Workforce Crisis 

 

                 Source: http://www.palgravejournals.com/jphp/journal/v33/n1s/ima 

 

ii. Lack of equipment and unreliability of supplies: AAR service providers 

identified chronic shortages of equipment and supplies (including vaccines, 

antibiotics, and other essentials) compounding poor qualities of services at 

primary health-care facilities are repeatedly documented. Irregular supply of 

essential drugs at all levels of the health delivery system leads to unnecessary 

referrals. Problems with hygiene are regularly encountered, particularly in 

dispensaries and health centers where water supplies are often non-existent, 

erratic, and unsafe. 

http://www.palgravejournals.com/jphp/journal/v33/n1s/ima
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iii. Poor transportation and communication infrastructure: Inadequate 

communication between health service providers at the various levels means 

that provider skills and facilities are not maximized and that it is difficult to 

organize referrals and feedback through the various levels of the referral 

chain. 

 

Head of Research Department at NHIF argued that even at referral hospitals, 

including the apex of care at Muhimbili National Hospital, worker 

satisfaction is compromised. In 2003/2004, a large proportion of staff 

surveyed there reported dissatisfaction: almost half of doctors and nurses, 67 

per cent for auxiliary clinical staff, and 39 per cent of support staff. They cite 

many concerns common in lower-level facilities: low salaries, frequent 

unavailability of necessary equipment and consumables, inadequate 

performance evaluation and feedback, poor communication channels in and 

among units and between workers and management, lack of participation in 

decision-making processes, and a general lack of concern for workers welfare 

by the hospital management. Most recently, in 2012, doctors held several 

extended strikes at the national and other hospitals in Tanzania expressing 

their dissatisfaction not only with their pay but with the conditions in which 

they work with the inevitable result that patients suffered. Such strikes and 

dissatisfaction on health services affects the quality and quantity of services 

offered to members of health insurance. 

 

iv. Emergence of fraudulent tendencies, both service providers at NHIF and 

AAR posed fraudulent tendencies to be great emerging challenges facing 

health insurances. Members tend to misuse health insurance card by giving 

them to friends and relatives who are not registered members or dependants 

of members. This unfaithful behavior cause great loss to health insurance 

companies. However AAR is in a planning of implementing more advanced 

finger print system in order to control fraudulent tendencies. Due to lack of 

advancement of science and technology NHIF is still attached to manual 
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forms and therefore unable to verify validity of cards immediately before 

giving services.  

 

v. Other identified challenges includes rude customers, lack of cooperation from 

medical assistants, lack of customer care training among NHIF members, low 

salaries leading to acceptances of bribe and poor record management system 

leading to traffic at hospitals. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



54 

CHAPTER FIVE 

CONCLUSION, SUMMARY AND RECOMMENDATION 

 

5.1 Introduction 

The study mainly focused on comparing customer satisfaction on health services as 

provided by health insurance companies mainly NHIF and AAR. It mainly focused 

on factors affecting customers‟ satisfaction such as customer care, price and quality 

of services. All these factors were connected to research objectives which aimed at 

examining customer perception toward health services as provided by health 

insurances, analyzing national health policy and oversight institutions for health 

insurance, identification of gaps and challenges facing health insurance schemes in 

the country. This chapter will give conclusion, summary and recommendation. 

 

5.2 Summary of Major Finding and Conclusion 

5.2.1 Customer perception on Health Services as Provided by NHIF and AAR 

The study revealed that AAR members are more satisfied with quality, price and 

customer care offered to them comparing to NHIF members. This is due to the fact 

that AAR is not only an insurance company but it operates its own health center 

where extensive care is offered before referral is made to other hospitals. Moreover 

by being a private sector whose motive is profit making, the company has an 

effective system of training customer care providers, evaluation of staff performance 

and strict measures are taken against any staff who mistreats customers.  

 

Unlike NHIF, the AAR has advanced and computerized systems for dealing with 

information of members and therefore able to control fraudulent behaviors. AAR 

members argued that no long traffic when accessing services, information are clear 

and drugs are available. 64.3% of AAR respondents were satisfied with quality and 

quantity of services provided by health insurance while only 26.7% of NHIF 

respondents were satisfied. Moreover AAR maintain communication with its 

members through regular emails, text and visiting update them with necessary 

information and changes.  
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With regard to experience of poor customer care 71.4% of NHIF member 

experienced poor customers care while AAR was only 28.6%.  82.6% of NHIF 

members are not satisfied with how complains are being handled while AAR. 

 

5.2.2 Awareness on policy, institutions and oversight bodies 

Heath insurance companies have customer care policies which clearly stipulate how 

customers or members should be valued in according to mission, vision and values of 

the company. If a member/customer is aware of such policy it enables him/her to 

understand his rights and appropriate channels to send his complains. 69% of AAR 

respondents are aware of customer care policy while NHIF only 31% are aware of 

the policy. This is due to the fact that AAR has an effective way of communicating to 

members and updating them on changes in their policies through their website where 

a member can ask questions and receive emails. 

 

5.2.3 Challenges Facing Health Insurance Scheme in Tanzania 

Major challenges facing health insurance schemes in Tanzania are relate to 

challenges facing health sector in Tanzania due to the fact that the schemes depends 

on health sector facilities and resources for delivery of services. Identified challenges 

from the study were lack of human resources, poor infrastructures and 

communications, shortage of drugs and rise of fraudulent behaviors. These 

challenges are directly associated with challenges facing health sector in the country. 

Health Insurance Schemes must work hand in hand with the government and 

ministry of health as social welfare to overcome the challenges. 
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5.3 Recommendation 

Despite general challenges facing health insurance the study finding shows that AAR 

performs better than NHIF. The following is recommended for NHIF in order to 

meet customer satisfaction. 

i. Improve communication channels for purpose of increasing awareness to its 

members. The vision, mission, values, goals and objective should not remain in 

papers but implemented and promoted among members. They should be aware of 

their rights, privileges and fell as part of family of NHIF. Moreover improvement 

of communication channels would enable NHIF to deal with customer complains 

on time. 

ii. Control fraudulent behaviors by using computerized systems at health 

centers which would be able to tap wrong identification card. Strong 

measures should be taken against those who try fraudulent behaviors 

including penalties, taken to jail and suspension of their cards. 

 

iii. Training to service providers, unlike private sectors where customer is 

acknowledged as a king and most important component of the 

company, public sector does not recognize the importance of 

customers and it looks like service provider is a king. NHIF service 

providers need training in order to acknowledge that members are 

major financier of NHIF and therefore they need high quality of 

customer care and appropriate altitude. 

 

iv. Reform law, policies, regulation and regulatory bodies governing 

health insurance in the country. The GOT wants to achieve social 

health protection (SHP) objectives. These include universal coverage 

of the population, equity in financing of health services, equal access 

to health care and the prevention of impoverishment. Existing health 

insurance law and regulations have been developed over time and in a 

fragmented manner, catering for different categories of society. The 

schemes regulated by these laws offer different packages of health 

services benefits, have different contribution regulations (percentage-
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based, flat fees and copayments), and different systems for 

accreditation of providers. They also have different systems for 

payment of health facilities, are governed by different regulatory 

bodies with different approaches, report to different ministries, and 

have different enrolment policies (mandatory or voluntary). As a 

result, current health insurance and adjacent law, does not reflect 

government objectives. 

 

 Make sure that current policy objectives – achieving universal 

coverage, social health protection, good governance and cost-

containment – are reflected in the relevant legislative 

documents, and provide the requisite legal tools, reflecting the 

chosen policy options and the institutional consequences of 

those options.  

 

 Consider reducing the fragmentation of the health financing 

legislation which reflects the current fragmentation in health 

financing and in governance and oversight of the health 

financing and insurance systems.  

 

  Develop an explicit policy on competition in health financing 

to close the current gaps in legislation and to prevent the 

possibly negative side effects for Tanzania citizens of such 

competition in the event that the Government of Tanzania 

(GOT) opts for a competition-based model of health financing. 

The model ultimately chosen will have consequences not only 

for health financing practise, but also for the relevant 

legislation. 

 

 Consider the establishment of an independent accreditation 

body for external assessment and gradual improvement of the 
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quality of care of all health services providers, regardless of 

their sources of financing.  

 

 Plug the identified gaps in single enactments which can be 

done without embarking on any big policy changes. The latter 

can be included in the development of a planned National 

Health Financing Strategy. During this development process, it 

will be possible to focus on specific areas of interest and make 

detailed recommendations. After national adoption of the 

strategy, new legislation will have to be drawn up. 

 

v. Increase of salaries and working condition for customer care provider 

in order to increase morale, commitment and temptations of accepting 

bribe or favoritism behavior. Motivating employees is an effective 

way to achieve performance leading to customer satisfaction. Beside 

salaries non financial rewards focus on needs of people, varying 

degrees for recognition, achievement, responsibility, autonomy, 

influence and personal growth.Non financial rewards can be extrinsic 

such as praise or recognition or intrinsic arising from work itself 

associated with job challenges, interest and feeling that job is 

worthwhile. The following ways can also be useful as non financial 

means  for motivating workers at health insurance companies; 

 

 Team working and empowerment: Empowerment involves 

giving people greater control over their working lives. 

Organizing the labor force into teams with a high degree of 

autonomy can achieve this. This means that employees plan 

their own work, take their own decisions and solve their own 

problems. Teams are set targets to achieve and may receive 

rewards for doing so. Empowered teams are an increasingly 

popular method of organizing employees at work; great teams 

lead to great performance hence customer satisfaction. 
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 Career development is also a factor for employee retention, 

and was the salient reason for their job contentment. 

Opportunities for growth are the top reasons to stay and 

perform better in an organization. In every age demographic, 

opportunities for growth were more motivating to stay in an 

organization compared to other factors such as relationship 

with manager and pay increases. 

 

vi. WHO Interministerial Steering Committee gave it opinion on 

Tanzania Health Financing Reform on October 2012.The 

Interministerial Steering Committee (ISC) decides on a health 

financing reform agenda. Based on work undertaken by the Ministry 

of Health and Social Welfare (MoHSW) with the support of P4H 

partners, the ISC decides to develop Option Papers focused on nine 

reform areas which will form the basis for drafting a health financing 

strategy. The nine areas identified are: 

 

 Ensuring access through defined benefit packages 

 Regulation of the health insurance market 

 Strengthening the Community Health Funds 

 Improving access to services for poor and vulnerable people 

 Increasing performance through financing 

 Strengthening equity of resource allocation 

 Leveraging public-private partnerships 

 Sound public financial management 

 Assessing fiscal space and identifying innovative financing 

options 

 

Suggested strategies will be useful for improvement of public and private health 

insurance companies leading to customer satisfaction. This is due to the fact that 

most of challenges facing health insurance companies are directly associated with 

those facing health sector in general. 
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5.3.1 Recommendation for Further Studies 

During the research I found out that beside price, customer care and quality 

there other factor which affect the performance of health insurance 

companies in Tanzania and therefore hindering customer satisfaction as 

discussed on challenges facing health insurance companies. Moreover 

members‟ needs to be involved in every decision made concerning their well 

being including changes in price of contribution, legislations and regulations 

regarding their health insurances. To them information is the most important 

component. I recommend further studies to be conducted regarding extent of 

involvement of members in their own welfare. 
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CUSTOMER SERVICE SURVEY QUESTIONNAIRE 1 

 

Thank you for agreeing to take part in this survey. Mzumbe University is 

conducting the survey to understand stakeholder awareness of the customer 

services in Tanzania with special reference to NHIF and AAR service providers.   

The purpose of the survey is to provide comprehensive feedback from 

significant stakeholders on health services provision in the country.  

We recommend you complete the questionnaire in a quiet environment free of 

distractions. The survey comprises 2 sections and should take less than 10 

minutes to complete 

 

Part 1: Biodata (Please tick as appropriate) 

1. Which age group you belong to?  

16-25         (........)  

26-35      (........)  

36-45      (........)  

36-45      (........)  

46-55       (........)  

56-65      (........)  

Above 66     (........)  

 

2. What is your sex?  

 Male      (........)  

 Female      (........)  

 

 

3. Membership to 

AAR      (…….) 

NHIF      (…….) 

 

4. What is your education level 

Zero                                                                 (…….) 
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    Primary                                                              (…….) 

   Secondary                                                           (…….) 

   Diploma                                                              (…….) 

   Bachelor                                                              (…….) 

Above                                                                  (…….) 

 

 

5. Where do you work?   

Government     (........)  

 Local Government     (........)  

 Private Sector      (........)  

 Civil Society      (........)  

 Unemployed      (........)  

 

 

    Part 2: Customer service provision (Please tick as appropriate) 

6. How many times did you attend to your health insurance entity in the last 

three years?  

 1 - 5 times      (........)   

 6 - 10 times      (........)  

 Above 12 times     (........)  

 None of the above    (........)  

 

7. How many times have you experience poor customer service from your 

service provider in the past three years? 

1 - 5 times      (........)   

6 - 10 times      (........)  

Above 12 times     (........) 

None of the above    (........)  

 

8. Where did you report after sustaining the poor service? 

Service Provider Top Management  (........)   
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 Ministry responsible for health services    (........)  

 SSRA/TIRA                              (........)  

 Police Tanzania    (........)  

 I didn‟t complain    (........)  

 I don‟t remember    (........)  

 

 

9. What was the response after reporting of poor services? 

Satisfied                                                         (........)  

Not satisfied                                                   (........)  

Not applicable                                                (........)  

 

 

10. In the last three years, how many times were you denied health services? 

1 - 5 times       (........)   

6 - 10 times      (........)  

Above 12 times     (........)  

None of the above    (........)  

 

 

 

 

 

11. Where did you report after the denied the services? 

 Service Provider Top Management  (........)   

 Ministry responsible for health services    (........)  

 SSRA/TIRA                              (........)  

 Police Tanzania    (........)  

 I didn‟t complain    (........)  

 I don‟t remember    (........)  
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12. Are you aware of the Customer Services Policy of your service provider? 

Yes        (........)   

No  (........)  

Not sure      (........)  

 

13. Are you aware of the institutions responsible entities which deal with 

complaints on customer services in the country?   

Yes        (........)   

No  (........)  

Not sure      (........)  

 

14. How many times have you accessed the authority responsible handling 

appeals against customer complaints? 

1 - 5 times      (........)   

6 - 10 times      (........)  

Above 12 times     (........)  

None of the above    (........)  

 

 

 

 

 

15. Are the policies and institutions that govern customer service in health 

provision in Tanzania accessible? 

 Yes        (........)   

 No      (........)  

 I don‟t know     (........)  
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16. Are you satisfied with the contribution paid per month to your service 

provider?   

Yes        (........) 

No      (........) 

 Not sure      (........) 

 

17. If the response above is No, please explain 

…………………………………………………………………………………

…………………………………………………………………………………

…………………………………………………………………………………

…………………………………………………………………………………

………………………………………………………… 

 

18. The quality and quantity of customer service by your service provider is 

satisfactory.    

Agree      (........)  

Not Sure      (........)  

Disagree     (........)  

 

 

19. Please indicate your level of customer satisfaction with service provided by 

your insurance company by ticking an appropriate box below. Number 1= 

very satisfied, 2=satisfied, 3=dissatisfied, 4=very dissatisfied 

No:  1 2 3 4 

i Altitude of service provider     

ii Prompting in responding to client need     

iii Clarity of communication channels     

v Timeliness of service delivery     

vii Complains handling     

viii Helpfulness of staff     
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20. Customer services provision in health sector in the country need 

 A complete overhaul     (........) 

 Major reforms     (........) 

 Minor reforms     (........) 

 No change     (........) 

 Not sure      (........) 

 

 

Thank you 
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CUSTOMER SERVICE SURVEY QUESTIONNAIRE 2 

 

Thank you for agreeing to take part in this survey. Mzumbe University is 

conducting the survey to understand stakeholder awareness of the customer 

services in Tanzania with special reference to NHIF and AAR service providers.   

The purpose of the survey is to provide comprehensive feedback from 

significant stakeholders on health services provision in the country.  

When responding to the questions, please be as honest as possible. Your 

responses should be based on most recent behavior, not on observations from 

long ago or how you wish to see the service providers perform in future. 

Responses in this document will be treated as confidential.   

We recommend you complete the questionnaire in a quiet environment free of 

distractions. The survey comprises 2 sections and should take less than 10 

minutes to complete 

Part 1: Biodata (Please tick as appropriate) 

1. Which age group you belong to?  

16-25        (........)  

26-35        (........)  

36-45       (........)  

46-55        (........)  

56-65       (........)  

Above 66       (........)  

 

2. What is your sex?  

Male       (........)  

Female        (........)  

 

 

 

3. Where do you work?   

NHIF       (........)  

AAR        (........)  
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4. Have you attended customer care training?  

Yes        (……) 

No        (……) 

 

 

Part 2: Customer Service Provision (Please tick as appropriate) 

5. Do you have a policy that regulates customer service in your entity? 

Yes        (........)   

No        (........)  

Not sure       (........)  

 

6. Is the policy effectively implemented in your place of work? 

Yes        (........)   

No        (........)  

Not sure       (........)  

 

7. If the answer above is No, please provide reasons 

……………………………………………………………………………………

……………………………………………………………………………………

……………………………………………………………………………………

…………………………………………………………………………………… 

 

8. The Customer Service Policy in my entity has gaps that need reform. 

Agree       (........)  

Not Sure        (........)  

Disagree       (........)  

9. If the response above is Agree, please list the gaps 

……………………………………………………………………………………

……………………………………………………………………………………

……………………………………………………………………………………

……………………………………………………………………………………

…………………………………………………………………………………  
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10. What challenges do you face when assisting customers? 

……………………………………………………………………………………

…………………………………………………………………………………… 

 

11. The policy and institutional frameworks on the customer service in health sector 

in Tanzania need   

A complete overhaul      (........) 

Major reforms       (........) 

Minor reforms       (........) 

No change       (........) 

Not sure        (........) 

 

 

 

 

 

 

 

 

 

 

 

 

 


