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ABSTRACT 

 

The purpose of the study was to find out factors that determine performance of CHF 

in Tanzania.  

 

Clients of health care services in Newala, Mtwara Region were interviewed face to 

face using structured interview with open ended questions. 

 

Literature review focused on the factors affecting implementation of community 

health care financing in developing world including Tanzania. 

 

The study revealed a number of challenges that hinder scheme membership in 

Tanzania. Some of the barriers include potential members’ lack of information 

regarding scheme benefit package, low quality health care services, mistrust of 

fund’s management by the community and community’s failure to see rationale to 

insure due to lower quality health care services, higher premiums and lower user 

fees. 

 

The study concludes with recommendations for creating an enabling environment 

that will support extension of the scheme to the rural poor majority in Tanzania. 
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CHAPTER ONE 

 

INTRODUCTION AND BACKGROUND 

 

1.0 Introduction 

This study aims at exploring current implementation of Community Health Fund 

(CHF) in Tanzania using Newala District Council as a case-study. It principally 

focuses on how scheme’s membership and management can affect the overall fund’s 

performance.  

 

The study also determines how reliable and sustainable sources of funds for 

financing CHF in Newala are. It as well seeks to identify indicators of adverse 

selection and moral hazard that tend to minimise risk pooling within insurance 

schemes. At the end, recommendations are provided on how management of CHF 

can improve fund’s performance and access to Primary Health care (PHC) among the 

rural poor majority in Tanzania.  

 

1.1 Background to the Problem 

Odaga (2004:192) argues that: 

Inequality in health is known to be rampant among different socio-economic 

groups, with the poor typically suffering more ill-health and facing greater 

economic cost of ill-health than the rich…Yet a number of other non-

economic factors are also known to concurrently operate, in a complex way, 

to further ration healthcare in favour of the rich. Measuring, monitoring and 

understanding the influences these factors pose in determining health-seeking 

behaviour at district and sub district levels are necessary to guide policy. 

Policies based on intuition alone can be misleading. 

 

WHO (2010: ix) provides that: 

Falling ill and paying for health care can cause substantial and unexpected 

shocks on a household’s living standards. This may lead to catastrophic 

health expenditure. The World Health Organisation defines health 
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expenditure as catastrophic when “a household’s financial contributions to 

the health system exceed 40% of income remaining after subsistence needs 

have been met” (Xu et al, 2003). In some countries, up to 11% of the 

population suffers this type of severe financial hardship each year and up to 

5% is forced into poverty. Globally, about 150 million people suffer financial 

catastrophe annually while 100 million are pushed below the poverty line. 

 

Health insurance offers protection against catastrophic expenditure but their use is 

limited among the rural poor and people in the informal sectors especially in sub-

Saharan Africa (Atim, 1998; Criel, 1998; Shaw and Griffin, 1995). Ahsan (2009:5) 

argue that the poor are ready to contribute but the “products are ill designed to be of 

appeal to the public”. 

 

To reduce the impact of catastrophic expenditure in health among people in the rural 

and informal sectors, the government of Tanzania has responded by introducing CHF 

in all districts. But, the coverage is minimal because CHF covers only “5.8% of 

Tanzanians” (Borghi and Joachim, 2011:2). This particular study basically seeks to 

find out whether the reason for low coverage of CHF in Tanzania is fund’s lack of 

appeal to the community as argued by Ahsan. 

 

1.2 Statement to the Problem 

In Tanzania, CHF targets 85% of the rural population (Borghi and Joachim, 2011).  

Newala is one of the rural districts. Currently; CHF in Newala covers 2,105 

households equal to 4% of the target households which stands at 48,268 (Newala 

District Council, 2013).   

 

CHF in Newala has been established in 2007. Since its establishment, fund’s 

coverage has always been fluctuating annually. The highest coverage was reached in 

2008 when it covered 7,240 households equal to 15% of the target. For the period of 

five years, the average coverage of the scheme was only 3,234 households equal to 

6.7% of the target (ibid).  
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Fund’s coverage in Newala is thus well below the national target. The coverage is 

persistently low despite encouragement of group membership, sensitization of the 

community during harvesting seasons, maintenance of a buffer stock of medicines 

and medical supplies for CHF members.  

 

This low coverage despite above initiatives indicates either initiatives are inadequate 

or there are other factors that cause low coverage. The actual answer is not known 

and to my knowledge there has been no research conducted on CHF in Newala 

including that on the problem of low coverage.  

 

Studies undertaken in other areas in Tanzania suggest that coverage of CHF in rural 

Tanzania is basically constrained by three major factors. They include community’s 

perceptions on the quality of service provided in public health facilities, 

management’s commitment towards the fund’s objectives and socio-economic status 

of the population the fund targets (e.g. Kamuzora and Gilson; Mtei and Mulligan, 

2007). This particular study seeks to find out actual factors associated with low CHF 

membership in Newala and provide recommendations that can be used to improve 

fund’s performance in Newala. 

 

The findings from this study will help providers, planners and managers to develop 

strategies and programmes that will strengthen the performance of CHF in Newala 

and hence improve financing of PHC services in the district. 

 

1.3 Objectives of the study 

1.3.1 General Objective of the Study 

The general objective of the study is to find out factors that determine performance 

of CHF in Newala. 

 

1.3.2 Specific Objectives of the Study 

From the above general objectives, the research has crafted the following specific 

objectives: 

i. To determine factors affecting CHF membership in Newala.  
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ii. To determine reliability and sustainability of sources of funds for financing 

CHF in Newala. 

iii. To identify any indicators of adverse selection and moral hazard within CHF 

scheme in Newala. 

iv. To determine management’s initiatives and commitment to improve 

performance of CHF in Newala. 

 

1.4 Key Research Questions  

From above research objectives, the researcher has chosen to find answers to the 

following research questions: 

 

1.4.1 General Research Question 

Which are actual factors that determine CHF membership and what can be done to 

improve membership and fund’s performance in Newala? 

 

1.4.2 Specific Research Questions 

i. What are factors affecting CHF membership in Newala? 

ii. Are sources of funds for financing CHF in Newala reliable and sustainable? 

iii. Are there any indicators of adverse selection and moral hazard within CHF 

scheme in Newala? 

iv. How effective are management’s initiatives to improve CHF in Newala? 

v. What can be done to improve CHF in Newala? 

 

1.5 Significance of the Study 

CHF performance depends on level of membership in the scheme, sustainability and 

reliability of sources used to finance the scheme and how the scheme manages to 

keep adverse selection and moral hazard low and thus ensure risk pooling among 

scheme members. This study is significant because it provides valuable information 

on CHF membership, funding and risk pooling as well as service provision and 

management in Newala. 
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Specifically; the study provides information on the following issues regarding CHF 

scheme and PHC services in Newala district council. They include determinants of 

CHF, clients’ perception regarding quality of health care services offered in public 

health facilities, management’s commitment to objectives that guide management of 

CHF and valuable information the council can use to improve performance of CHF 

and PHC services in the district. 

 

This information can be used by the management, providers, donors and community 

of Newala to set strategies that can be used to improve CHF Membership, funding 

and risk pooling within the scheme. The information can as well be used to improve 

general management of the fund including financial management and that of health 

care services at district level. 

 

Moreover, the information can also be used to improve availability of medicines and 

medical supplies, effective use of available resources including human resources for 

health (HRH), Health care services so that they are more responsive to clients’ needs 

and implementation of exemption policy and waivers. 

 

As a case-study, information collected from this research is as well useful to other 

districts in Tanzania as follows; other districts can use information from this case-

study to amend implementation of their own CHF schemes, they can copy best 

practices implemented in CHF scheme in Newala and it can offer theoretical and 

empirical bases for other studies in their councils. 

 

1.6 Limitation and Scope of the Study  

Conducting a comprehensive yet rapid health system assessment involves some 

trade-offs with respect to depth versus breadth of analysis. Time constraints preclude 

more in-depth root causes analysis of the constraints found. Although valuable data 

have been obtained from this case-study, the researcher acknowledges that Newala is 

not representative of the whole country. The constraints in Newala due to its remote 

location may be more severe than in other districts. Nonetheless, the findings there 

are not unique, and do serve to highlight the weaknesses in the system. The scope of 
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the study covered council’s head office, health department, one hospital, two health 

centers and six dispensaries. 

 

1.7 Delimitation 

Despite the short period of field work, the pre-assessment desk review allowed the 

researcher to leverage all the informative evaluations and studies that have been 

conducted, and maximized the value of the field work. 

 

1.8 Ethical Considerations  

The respondents were asked for their consent to participate after being given 

explanation about the expected benefit of the study, their right to decide or decline 

voluntarily to participate without cohesion or intimidation anyhow, anonymity of the 

information they wished to be treated confidentially, time to be spent in the study 

without any monetary or material compensation, and plan for disseminating research 

findings to policy authorities and other potential audiences. They were also asked to 

sign an informed consent form if willing. The research proposal was approved by the 

council management and Mzumbe University. 
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CHAPTER TWO 

 

LITERATURE REVIEW 

 

2.0 Introduction 

In this chapter, the review of literature on the factors affecting implementation of 

community health care financing in developing world including Tanzania is 

provided. The reviewed literature include both empirical and theoretical.  The 

chapter also provides research gap, conceptual framework and chapter summary. 

 

2.1 Theoretical Literature Review 

This review covers theories used in the study. Two theories used to explain poor 

people’s decisions to insure or remain uninsured are discussed, namely; conventional 

theory of demand and expected utility theory. It also reviews in a nutshell, a link that 

exists between fund’s design, management and its success. Objectives of health 

policy and CHF as well as design of CHF in Tanzania are also provided. 

 

2.1.1 Demand for Health Insurance 

Demand for health insurance is derived from demand for health services. It is built 

on conventional theory of demand. In this perspective, health is a commodity traded 

off against other commodities e.g. alcohol and as such individual demand can be 

elicited through an analysis of tastes or preferences (Matthew, 2004). 

 

Consumer theory is thus used to determine consumer choices of commodities at 

different prices and income and the impact of a change in price on consumer’s well 

being (Caltech, 2009). Consumers seek to “maximize their utility as a function of 

consuming various goods, given relative prices, their income and preferences” 

(Schneider, 2004:350).  

 

Health insurance is a normal good and thus has a positive income elasticity of 

demand. Accordingly; it is difficult for the poor to insure and increase in price of a 

substitute such as user fee tends to increase its demand and vice versa. This theory 
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has one important limitation. It cannot describe impact of factors such as health 

status in individual’s health insurance decisions (Schneider, 2004). It is used in this 

study to evaluate insurance decisions based on ability and willingness to pay. It can 

as well be used to describe consumer tradeoffs between user fees and CHF 

premiums. 

 

Expected utility theory states that people avoid risk by selecting an option that has 

less impact on wealth. Decision to insure does not come from certainty that they will 

fall sick or not, and expected costs of their sickness (Jütting, 2003; Schneider, 2004). 

Insurance fills this void as it distributes their income over two extremes, namely; 

falling sick and remaining health. This creates considerable certainty. Motivation to 

insure is thus informed by individual’s risk aversion and demand for certainty 

(Schneider, 2004). That is; insurance guarantees them to access health care promptly 

when they fall sick and thus regain their health immediately. They can resume 

working quickly and reduce cost of illness (both direct and indirect costs of illness). 

As a result, the insured lose smaller earnings than the non-insured. 

 

This theory has two major limitations with regards to its applicability in health 

insurance. First limitation; it does not indicate influence of income on decision to 

insure. Studies on insurance indicate that income influence individual decision to 

insure (e.g., Propper, 1993; Phelps, 1973 and Nyman, 1999). 

 

Second limitation lies in its portrayal of choice behaviour that prompts individual to 

insure. Its prediction is narrow as it excludes prudence and regret considerations as 

important determinants of choice behaviour (Schoemaker, 1982). This argument is 

supported by Schneider (2004:350) when she suggests that: 

Individuals’ insurance decisions may not only be affected by risk aversion but 

also by the access motive of insurance. The access motive reflects the gains 

from the availability of medical care that would otherwise be unaffordable for 

the poor. Gaining higher access to care when insured may cause the poor to 

insure if they are unable to obtain needed health care when uninsured. 
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Despite its importance, access motive for insurance is beyond the scope of the 

objectives of this particular research. This particular research seeks to evaluate poor 

people’s insurance decision under risk. Expected utility theory best describes 

decision making under risk because of its wealth in philosophical discussion. 

Moreover, the theory provides two broad decisions and thus eases generalization 

(Davis, 1997). Normally; demand for health care is basically influenced by income, 

risk-aversion and information on health care (Matthew, 2004). 

 

2.1.2 Design and Scheme Performance 

Relationship between CHF design and its performance is evaluated using concept of 

‘Context-Mechanism-Outcome’ complex. The concept uses realistic evaluation. 

Realistic evaluation shows how program evaluation needs to be and can be bettered 

(Pawson and Tilley, 2004). The purpose of this evaluation is to ascertain whether 

there is an indisputable relationship between program design and its success or 

failure (Criel et al, 2004).  

 

Pawson and Tilley (2004:2) describe realistic evaluation as follows: 

Realistic evaluations ask not, ‘what works?’, or ‘Does not work?’ but ask, 

‘what works for whom, in what circumstances and in what respects, and 

how? … Such questions drive evaluator to inspect reasoning of legions of 

programme stakeholders in a cavalcade of intervention contexts. 

 

According to Criel et al (2004); among important stakeholders of CBHI schemes in 

developing world are political elite, scheme managers, health care providers and 

target population. “Programmes are theories incarnate. They begin in the heads of 

policy architects, pass into the hands of practitioners and sometimes, into the hearts 

and minds of programme subjects” (Pawson and Tilley, 2004:3). Their successes 

thus depend on how these theories are defined at different levels, namely; 

conception, design, management and service provision (Kamuzora and Gilson, 

2007).  

 



10 

In developing world, motivation to introduce health insurance is informed by 

theoretical arguments emerged in the context of developing world. Propagating the 

same is difficult given differences in their health systems (Matthew, 2004) and in the 

contexts under which health insurance schemes operate (Criel et al, 2004). For 

instance, introduction of community health insurance is informed by success of 

similar schemes in wealth nations (Schneider, Criel et al, Matthew, 2004 and 

Mladovsky and Mossialos, 2008).  

 

Mladovsky and Mossialos (2008:590) argue that: 

… Several studies suggest that while there may be lessons to be learnt, 

emerging in a different socioeconomic context, under different 

circumstances, it is not safe to assume that CBHI schemes in their current 

form will develop into forms of national health financing according to the 

historical precedent... 

 

The significance of the context in the outcome of the scheme can be demonstrated 

using lesson learned from two scenarios in Africa, namely; Bwamanda and 

Maliando. Contexts under which two CBHIs were established were extremely 

different. 

 

In Bwamanda, people trusted their leaders, quality of the service were good and 

subsidies for community funds were readily available (Criel et al, 2004).  District 

Medical Team had the freedom, willingness and skill to test change (Criel and 

Kegels, 1997; Criel et al, 1998). As a result, the scheme was very successful.  

 

On the contrary, people in Maliando did not trust the authorities and quality of 

services were poor. Majorities were unable to pay for scheme premium. The scheme 

was not receiving subsidies from the government (Criel and Waelkens, 2003). Their 

top management did not support changes (Criel et al, 2004). Consequently; the 

scheme failed.  
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2.1.3 CHF in Tanzania 

The Tanzanian national health policy has always aimed at improving the health and 

wellbeing of all the people in the country with priority directed to those most at risk 

by ensuring that health services are available, accessible, affordable and equitable to 

all populations in the country. Amongst the strategies recommended towards 

attainment of this goal include ensuring that communities are involved in setting 

health priorities and healthcare financing including healthcare prepayment schemes 

(Basaza et al, 2009). 

 

2.1.4 Objectives of CHF According To Act No.1 of 2001 

According to the Act that establishes CHF, the fund targets to mobilize financial 

resources from the community for provision of health care services to its members; 

to provide quality and affordable health care services through sustainable financial 

mechanism and improve health care management in the communities through 

decentralization (URT, 2001). 

  

2.1.5 CHF Design in Tanzania  

Fund’s design seeks to address socio-economic challenges which exclude the rural 

poor majority in Tanzania to access quality health care. The fund is organized at the 

district level. Membership is voluntary. Members can pay premium in two equal 

installments. After payment, the members are entitled to specific health care package 

from accredited health providers within the district. Non-members pay a user fee 

when they visit a health facility for any chargeable service. Those unable to pay are 

identified by the community and are exempted (Mtei and Mulligan, 2007).   

 

2.3 Empirical Literature Review 

Introduction of cost sharing through user fees in health facilities in low income 

countries have brought different arguments among scholars. There are scholars who 

support and who do not support their introduction. Both have their arguments to back 

up their stand. Supporters argue that user charges are useful to improve quality of 

health care. They include Shaw and Griffin (1995), Jacob and Price (2006) and 

Litvack and Bodart (1993).  
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According to Shaw and Griffin (1995), user fees retained by hospitals have been 

used to purchase needed supplies and rehabilitate and improve infrastructure among 

other things. Jacobs and Price (2006) argue that charging user fees attach value to 

health care services. Litvack and Bodart (1993) argue that user fees have enabled 

continuous supply of medicines among health facilities in Cameroon.  

 

On the contrary, scholars who do not support user charges argue that their 

introduction has raised prices of public health care higher than those being charged 

by private providers (Shaw and Griffin, 1995), has diverted the poor to other forms 

of medical care (Audibert and Mathonnat; Chawla and Ellis, 2000) and has lowered 

demand for health care (Mwabu et al, 1995). In Tanzania, user charges were not only 

expected to raise revenues but also reduce overutilization of health care noted when 

services were free; improve quality of health care and revolving health care services 

around clients’ needs (Akin et al, 1987). 

 

At this juncture, it is evident that user fees are necessary-evil among health systems 

in Africa including Tanzania. It is therefore important to have a policy strategy that 

will minimise its limitations and maximise its benefits. This strategy would be found 

in health insurance since “insurance avoids direct payments of fees by patients and 

spread financial risk among all the insured” (Morestin and Ridde, 2009:1). 

Unfortunately, most of health insurance can easily be established on basis of 

employment (URT, 2003; Borghi and Joachim, 2011). This excludes people in the 

rural and informal sector (Stoermer et al, 2011; Ackson, 2010).  

 

Donors and policy makers believe that Community Health Insurance has the 

potential to improve financing of health care of the rural poor majority in Africa 

(Bennett; Schneider, 2004; Mtei and Mulligan, 2007). Waelkens and Criel (2003) 

argue that this potential is not yet utilized because of low coverage of these schemes 

in Africa. Low coverage thus limits poor people’s participation in these schemes 

(Ekman; Jütting; Murthy and Klugman, 2004).  
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Empirical evidence suggests that low coverage is caused by low managerial capacity 

on part of schemes managers and perceptions of the potential members on the 

benefits of the scheme and trustworthiness of the managers (Bennett et al, 1998; 

Derrienic et al, 2005). Challenges experienced in actual implementation of such 

schemes made Mubyazi and Borg (2012:2) as they refer Gilson and Mills to argue 

that “ambitions seem to be higher than the reality on the ground because of the 

challenges confronted in schemes’ practice”. 

 

Tanzania has operated similar scheme known as CHF since 1996. Scheme started on 

a pilot basis in Igunga. By 2001, the Act was passed to enable all councils to initiate 

and operate CHF schemes in their districts. As a result, many districts are now 

operating these schemes. Implementation of CHF schemes in Tanzania has revealed 

that there is a gap between the ideals and actual achievements (Kamuzora and 

Gilson, 2007). 

  

The scheme has been found to have the potential to improve access to health care 

provided its current design and management are improved (Mtei and Mulligan, 

2007). This potential lies in the fact that it has enabled members to readily access 

health care than non-members. Scheme has reduced self medication, utilization of 

traditional medicines and health shocks related with user fees such as having to sell 

assets to acquire funds for medical care (Msuya et al, 2004, Kuwawenaruwa et al, 

2011). 

 

Jütting (2003:1) found out that “household income, religion, village characteristics 

and the belonging to a certain ethnic group exert strongest influence on the 

probability of participation” in CHF. The poor are excluded largely due to inability 

to pay for scheme premiums because even small contributions can be higher to the 

poorest (Kelley et al, 2006; Bennett; Msuya, 2004). Others are excluded because they 

cannot pay premiums in single installments. They thus pay token amounts as user 

fees when they need care (Mamdani and Bangser, 2004).  This determines their 

preferences of paying user fees over CHF membership. 
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In order to improve CHF membership, some managers raise user fees as a negative 

incentive to discourage their preference. This practice targets to attract non-CHF 

members to substitute user fees for CHF premiums at new prices. As they shoot 

blind, they tend to have ‘human casualty’ in the poor that depend on paying token 

user fees per visit to access health care (Laterveer et al, 2004; Stoermer and Macha, 

2009).  

 

Because of higher health care charges and common discontent among the poor 

towards such charges, they resort to self and traditional medication. So far, there is 

no evidence that there are poor people who resort to no care which would be the 

worst experience (Stoermer et al, 2012). But, this lack of evidence does not 

guarantee that there are no Tanzanians who take no care as their option. 

 

Practical experiences from Tanzania suggest that users of public health care services 

pay more than official payments as bribes, costs of transports to health facilities, 

purchase of medicines and medical supplies and loss of earnings when they fall sick. 

The latter has considerable impact to poor people who live from hand to mouth 

because they normally have no savings to use when they are sick (Mamdani and 

Bangser, 2004).  

 

In principal, councils might pay CHF subscription fees for the destitute (Morestin 

and Bidde, 2009) and implement exemptions and waivers for the poor (Burns and 

Mantel, 2006). This requires proper design and implementation of exemption in each 

district (Mtei and Mulligan; Chee et al, 2002; Burns and Mantel, 2006). But, current 

design and implementation of exemption in many districts excludes the poor 

especially the poorest whom exemption should target in the first place because they 

lack information on exemption policy and are also denied by health care providers 

(Burns and Mantel, 2006).  

 

Another limitation is lack of standard criteria for exemption. This tends to attract 

abuse of the policy and allow too much discretion on part of the management (Burns 

and Mantel, 2006; Mtei and Mulligan, 2007). Too much discretion is unhealthy. For 
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instance; management in Hanang received a list of names for the poor to be 

exempted but decided not to process the same because in their opinion, the list was 

too big (Chee et al, 2002). 

 

There is also a challenge on cost recovery. Councils lose revenue through waivers 

and exemption that are to be recovered but they do not know how they can recover 

them (Mtei and Mulligan, 2007). Moreover, there is poor record-keeping of 

exemption data. The list of the exempted though important, it is always not current 

and in most cases not available (Chee et al, 2002). 

 

For success of CHF, it is important fund’s management learns from existing 

community (Kelley et al, 2006). There is also a need to involve members in decision-

making (Chee et al 2002). Members’ involvement is useful as it helps management 

to revolve the fund around users’ needs (Carrin, 2003).  

 

However, members do not trust scheme managers and complain that scheme funds 

are not properly managed but they do not have appropriate platform to air their views 

on scheme performance (Mtei and Mulligan; Kamuzora and Gilson, 2007; Mamdani 

and Bangser, 2004).  Their involvement will thus give them platforms to express 

them. Current lack of platform to express their opinions might result into their being 

dissatisfied with the scheme as well as services the scheme provides causing drop out 

(Mtei and Mulligan; Kamuzora and Gilson, 2007).  

 

Dissatisfaction will also harm the scheme because satisfaction of the existing 

members is useful. Satisfied members tend to be good will ambassadors of scheme 

because they can proclaim its objectives, services and achievements through their 

social networks and more members from the community can be attracted as a result. 

The opposite happens when they are dissatisfied (Mohammed et al, 2011). 

 

Studies on CHF in Tanzania has revealed that people are willing to pay (WTP) but 

they are constrained with inability to pay, poor quality services, failure to see the 

rationale to insure, higher premiums, and lower user fees (Borg and Mubyazi, 2012; 
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Mtei and Mulligan; Kamuzora and Gilson, 2007). Fortunately; “…despite reports of 

extensive bypassing of the lower level health facilities in Tanzania, WTP for quality 

health care at these health facilities is surprisingly large” (Bonu et al, 2003:370). 

 

In Tanzania, CHF allows Group enrolment in order to improve membership. This has 

made differences in some schemes. For instance, group enrolment in Rungwe 

through a partnership between CHF scheme and two farmers associations has 

improved scheme membership greatly (Sheuya, 2006). In 2007, the scheme has 

received payments of Tsh. 50,000,000/= from the associations as payments for 5,000 

households (Mtei and Mulligan, 2007). 

 

Nowadays, councils have been reserving drugs for CHF members. This innovation 

has managed to improve enrolment in some districts as it addresses the problem of 

frequent stock out of drugs. In Mpwapwa, buffer stock for CHF members has 

managed to attract new members and has improved enrolment in 2009 (Stoermer and 

Macha, 2009). 

 

Studies have revealed that if management supports implementation of CHF and 

chances for scheme success is higher. Stoermer and Macha (2009) have found that 

successes of schemes in Kongwa, Kondoa and Mpwapwa are results of commitment 

and cooperation among council officials, councilors and CHSB members. 

 

2.4 Research Gap 

Haazen (2011) argues that Tanzania seeks to improve health status of Tanzanians by 

promoting equity in health care. This target is constrained by meager health budget. 

Tanzanian Health Sector Strategic Plan (HSSP) III suggests that cost sharing 

between the government and the community can improve health sector budget 

allocation (URT, 2009).  

 

The government of Tanzania prefers to improve health insurance schemes rather than 

increase out-of-pocket expenditure by patients, and it would like to increase social 

health insurance coverage to eventually reach universal coverage. To this end, the 
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government has set a target of enrolling 45% of the population in insurance schemes 

by 2015 (Haazen, 2011). 

 

The scaling up of health insurance coverage in Tanzania is constrained with 

uncertainty as to how health insurance will evolve in Tanzania. The dilemma is on 

evolution of CHF and TIKA given that there are voluntary and their packages are 

smaller (Kuwawenaruwa et al, 2011).  

According to Haazen (2011:2): 

…policy makers must put regulatory and financing mechanisms and specific 

strategies in place to attract and enroll the poorest in prepayment schemes. 

Such strategies will need to be carefully developed, and the potential 

financial effects must be closely studied.  

 

Studies in Tanzania have revealed that CHF managers and health care providers at 

district level play a key role in scheme performance (e.g., Stoermer et al, 2012; 

Kamuzora and Gilson, 2007; Chee et al, 2002 etc). Kamuzora and Gilson (2007:95) 

thus conclude it is important to strategize improvement of CHF performance in 

respective districts around their own management and personnel because they are 

“capable of re-shaping policy during its implementation, with consequences for 

policy outcomes.”  

 

Newala is one of the rural districts in Tanzania. Coverage of CHF in Newala is only 

four percent (Newala district council, 2013). The coverage is persistently low despite 

encouragement of group enrolments, seasonal payments of CHF premiums and 

reservation of drugs for CHF members. The reasons behind this low coverage of the 

scheme despite different forms of initiatives indicate either initiatives are inadequate 

or there are other factors that cause low coverage. To my knowledge there has been 

no study conducted on CHF in Newala despite notable underperformance of the 

scheme. 
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Studies conducted in other rural districts in Tanzania suggest that performance of 

CHF in Tanzania is largely constrained by poor scheme design and management that 

tend to exclude the poor as well as people’s perception that public health facilities 

offer low quality health services and fear among community members that CHF 

managers squander their contributions (Ekman; Jütting; Murthy and Klugman, 2004; 

Bennett et al, 1998; Derrienic et al, 2005). 

 

From these starting points, the aims of the paper are to identify factors responsible 

for low enrolment in CHF and consider influence factors such as socio-economic 

status of the community, management’s commitment and people’s perceptions 

regarding public funds management and quality of health services provided in public 

health facilities have over CHF implementation at district level.  

 

2.5 Conceptual Framework 

Performance of insurance scheme including prepayment schemes such as CHF 

depends on scheme membership, funding and risk pooling (Matthew, 2004). CHF 

membership depends on the following among other things; clients’ information on 

the scheme, its premium and benefits, clients’ ability to pay for scheme premium 

and/ or user fees, Preference between user fees and CHF, quality of health care the 

scheme offers, trustworthiness of the scheme management and rationale seen by 

potential members to insure with the scheme.  

 

Scheme funding depends on how sources for financing it are reliable and sustainable. 

According to URT (2011a); CHF scheme in Newala expects to mobilize financial 

resources from members’ contributions through CHF premiums, council’s own 

contributions, central governments matching grants and donor funding that does not 

contradict to Tanzanian legal frameworks. 

 

Risk pooling among scheme members depend on how the scheme manages to keep 

both adverse selection and moral hazard low. Adverse selection in health insurance 

occurs when the scheme enrolls poor and sick people who tend to need services more 

often than rich and healthy counterparts (Matthew, 2004).  
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Moral hazard occurs because of induced demand on part of scheme members and 

health care providers. Members induce demand when they request for best available 

health care even for minor ailments because having paid premiums they are not cost-

conscious when they use health care. Providers induce demand through over 

prescriptions of medicines and other services because they do not include ability of 

members to pay for health care in their prescription decisions (ibid). But, the overall 

performance of CHF in Tanzania has been found to depend on level of 

management’s commitment towards objectives of the fund which has been found to 

low in most studies in other districts (e.g. Kamuzora and Gilson; Mtei and Mulligan, 

2007; Chee et al, 2002).  

 

Figure 2.1 – Researcher’s conceptual framework 
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Key: Directions of arrows indicate factors from which arrows originate determine 

performance of factor(s) to which arrows point. Accordingly; effective management 

determines factors that determine membership, funding and risk pooling. Likewise, 

these factors determine membership, funding and risk pooling. Membership, funding 

and risk pooling in turn determine CHF performance. This interrelationship suggests 

that management’s commitment determine performance of all other factors and thus 

performance of the scheme. 

 

This model has been formulated by the researcher himself and it basically serves the 

purpose of focusing the study within its scope. It links the selected independent 

variables with the study objectives and research questions that the study tries to find 

its answers. The model suggests that membership determines both scheme funding 

and risk pooling. 

 

2.6 Chapter Summary 

Review of the literature has revealed that Community Health Fund is useful in 

promoting universal access to health care among the poor since it removes risks 

associated with out-of-pocket payments; mobiles local resources for financing 

Primary Health Care and improves community ownership of health services.  

 

Despite these advantages, little is known on factors that undermine performance of 

the fund in Newala making improvement of the same difficult. This particular study 

seeks to address this challenge. The findings from this study are useful as it can help 

the council to set strategies for extending the reach of CHF and thus improve demand 

for health care (Dror and Jacquier, 1999; Wiesmann and Jütting, 2000; Siegel et al, 

2001).  
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CHAPTER THREE 

 

RESEARCH DESIGN AND METHODOLOGY 

 

3.0 Introduction 

This chapter presents research methodologies which were used in the study. The 

chapter covered the following: research design, study area, population, sampling 

procedure, sample and sample distribution, data collection methods, data analysis 

procedures and response rate. 

 

3.1 Research Design  

Burns and Grove (2001:223) argue that research design: 

…is the blueprint for conducting the study that maximizes control over 

factors that could interfere with the validity of the findings. Designing a study 

helps the researcher to plan and implement the study in a way that will help 

the researcher to obtain intended results, thus increasing the chances of 

obtaining information that could be associated with the real situation. 

 

Design that was used for this study was a case-study. Yin (1984:23) defined case-

study as: 

…an empirical inquiry which: investigates a contemporary phenomenon 

within its real-life context: when the boundaries between phenomenon and 

context are not clearly evident; and in which multiple sources of evidence are 

used.  

 

The design was considered appropriate for an in-depth investigation into the 

underlying causes of low enrolment of CHF in Newala as well as its ability to gather 

information that could have a more generalized applicability than other designs and 

use multiple sources of data collection (Patton, 1990; Yin, 1994; Platt, 1998 and 

Zainal, 2007). 
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The research paradigm was primarily qualitative using a case-study with statistical 

assistance to extract and interpret the meaning of the data (Leedy, 1997). This design 

enabled the researcher to maintain a detached and objective view, free from bias, 

during the study (Motubatse, 2005; Patton, 1990). A quantitative, descriptive 

approach was as well adopted to investigate why CHF had failed to cover majority in 

Newala.  

 

This is a quantitative study since it is concerned with numbers and frequencies when 

it describes factors that are associated with low CHF membership in Newala. It is 

descriptive because it shows features of descriptive studies as provided by Brink and 

Wood (1998): 

 

1. Descriptive designs are used for the development of a database for any science. 

Through this study, a database about reasons why a few members of community in 

Newala do participate in CHF despite huge benefit package, payment of premium in 

installments, group membership and maintenance of buffer stock for CHF members. 

 

2. Information on age, sex, religion, marital status, tribe, and family size, level of 

education, occupation and income of respondents obtained through this study can be 

used to describe the socio-economic situation of the people who participate in CHF 

and those who do not participate. The information thus obtained can be used to set 

strategies to address the problem of low CHF membership in Newala. 

 

3. Descriptive studies were used when the characteristics of a population were either 

unknown or partially known. Before this study, management of the scheme did not 

have data on socio-economic characteristics of CHF members and non members. 

Through this study, socio-economic characteristics of members who participated in 

the study were brought to light. This could as well be used by management to 

compare members and non members in the general population and set strategies to 

improve membership and extend scheme coverage in Newala. 
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3.2 Study Area 

Cohen (2000) argues that area of the study is to be clearly defined by the researcher. 

This particular study has been conducted in Newala district, Mtwara region. Newala 

is among rural districts of Tanzania Mainland. The district is located in the south-east 

of Tanzania between longitudes 390 - 400 East and latitudes 100 – 110 south of 

equator. The district is situated 900 meters above sea level at the escarpment of 

Makonde plateau. Administratively, Newala district has five divisions, twenty eight 

wards and one hundred fifty five villages. It borders Lindi region to the North, 

Masasi to the West, Tandahimba to the East and Republic of Mozambique to the 

South.  

 

According to the projections of census 2002, Newala is estimated to have a 

population of 205,492 in 2013. The population is formed by 110,474 females and 

95,018 males. Therefore, there is slightly higher number of females than males. 

District’s fertility rate is one percent. Newala district council is predominantly a rural 

district. The people of Newala depend on small scale agriculture and animal 

husbandry. Their income is relatively small and the people are generally poor 

(Newala District Council, 2013).  

 

The researcher selected Newala for this study because of his familiarity with the 

place and people. The researcher has worked here for eleven years; five of which he 

has worked as clinician and other six years as clinician cum District Health 

Secretary.  

  

3.3 Population 

Polit and Hungler (1999) refer to the population as an aggregate or totality of all 

objects, subjects that conform to a set of specifications. In this particular study, 

population is made by people of all races, age, educational level, socio-economic 

status and residential status who were receiving health care in any of thirty four 

public health facilities in Newala between April and June, 2013.  
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3.3.1 Eligibility Criteria 

These are prerequisite characteristics that members of the universe (population) must 

possess to be included in the study (Polit and Hungler, 1999). For this particular 

study, criteria for participation include: 

1. Permanent resident of Newala district council, 

2. Eighteen up to fifty nine years old, 

3. Sound mind, 

4. Head of household and 

5. CHF members or non members paying user fees. 

 

Permanency in residency means guarantee of stay in Newala for the next twelve 

months. Other criteria have been selected because CHF principally targets 

households. Household heads are thus supposed to be responsible for payments of 

premiums for other members. One is to be eighteen years old and above to qualify as 

head of a household in CHF. Age limit has been set to fifty nine because people who 

are sixty years and above are entitled to free health care (URT, 2011a). They are to 

be of sound mind for them to provide correct responses. CHF members and non 

members paying user fees have been selected excluding other clients that have been 

insured through other forms of insurance and those whose employers pay for their 

health care. 

 

3.4 Sampling procedure 

The process of selecting a portion of the population to represent the entire population 

is known as sampling (LoBiondo-Wood and Haber, 1998; Polit and Hungler, 1999). 

“Sampling is the act, process, or technique of selecting a suitable sample, or a 

representative part of a population for the purpose of determining parameters or 

characteristics of the whole population” (Mugo, 2002:1).  

 

Sampling is a valid alternative to a census when a survey of the entire population is 

impracticable, budgets constraints restrict data collection, time constraints restrict 

data collection and results from data collection are needed quickly (Saunders et al, 

2009).   
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Moreover, sampling is more accurate than collection of data from the entire 

population because the smaller sampling operation lends itself to the application of 

more rigorous controls, thus ensuring better accuracy. These rigorous controls allow 

the researcher to reduce non-sampling errors such as interviewer bias and mistakes, 

non-responses problems, questionnaire design flaws and data processing and analysis 

error (Mugo, 2002). 

 

Sampling techniques are categorized into non probability and probability sampling.  

For non probability, the researcher knows the exact possibility of selecting each 

member of the population. On the contrary, the chance of being included in the 

sample is not known for probability sampling (Kothari, 2004).  

 

Proper sampling is useful in “measuring opinions and characteristics of a population” 

(Kothari, 2004:68). This requires knowledge of uses and limitations of each sampling 

methods. Generally, probability sampling is useful in collecting information from 

samples that are statistically representative and thus reducing bias (Patton, 2002; 

Kothari, 2004).  

 

Non probability are bias prone but are useful in selecting samples that are more 

informative and thus the researcher receives value added information from 

information-rich cases (Saunders, 2009; Kothari, 2004 and Patton, 2002). Sampling 

has been used in this study because it was impracticable to collect data from all 

clients receiving services in 34 public health facilities during the study considering 

time and budget constraints. 

 

3.4.1 Stratified Purposeful Sampling 

Patton (2002) suggests that purposeful samples can be stratified or nested by 

selecting particular units or cases that vary according to a key dimension. For 

example, one may purposefully sample primary care practices and stratify this 

purposeful sample by practice size (small, medium and large) and practice setting 

(urban, suburban and rural).  
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Stratified purposeful sampling is different from stratified random sampling in that the 

sample sizes are likely to be too small for generalization. A stratified purposeful 

sampling approach can lend credibility to a research study when enough information 

is known to identify characteristics that may influence how the phenomenon is 

manifesting (Mugo, 2002).  

 

This was used to select health facilities that were to be included in the sampling 

frame. Firstly; health facilities were categorized according to their levels, namely; 

hospital, health centres and dispensaries. From these strata, one hospital and two 

health centres were selected on purpose as higher levels of health care and their 

smaller number than dispensaries (Saunders et al, 2009). 

 

The dilemma was in selecting six dispensaries to include in the sampling frame from 

thirty one dispensaries. Although all dispensaries had low enrolment, the researcher 

was able to list them starting with dispensary with comparably highest enrolment to 

the lowest among themselves (Kamuzora and Gilson, 2007). From this list, he picked 

the first two, two in the middle and two at the end. A total of six dispensaries were 

thus selected. 

 

3.4.2 Systemic Sampling 

“A systematic random sample is obtained by selecting one unit on a random basis 

and choosing additional elementary units at evenly spaced intervals until the desired 

number of units is obtained” (Mugo, 2002:1). It is easier to administer than the 

simple random sampling. It ensures cases are spread across the population. It tends to 

be costlier and time-consuming if the sample is not conveniently located (Kothari, 

2004).  

 

The sampling frame for any probability sample is a complete list of all the cases in 

the population from which your sample will be drawn (Kothari, 2004; Saunders et al, 

2009).  Systematic sampling is the only probability sampling technique used in this 

study. The researcher thus selected this technique because it was easier to administer 
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and units were closely located (Kothari, 2004). This technique was used to select 

clients that were to be included in the study.  

 

In all health facilities included in the study, criteria for selection of clients to include 

in the population as explained in section 3.3.1 were satisfied first. Thereafter, 

systemic probability sampling was applied to the resultant population. Lottery was 

used to select starting point among potential respondents. From this point, 

respondents to interview were selected at a given interval. In most facilities, potential 

respondents were picked in the order of 1, 3, 5, 7 etc. to satisfy the sample 

requirement (Kothari, 2004). 

 

3.5 Sample and Sample Distribution 

Choice of sample size is influenced by confidence needed in the data, margin of error 

that can be tolerated, types of analyses to be undertaken and size of the sample 

population and distribution (Saunders et al., 2009). The samples were determined as 

detailed in table 3.1. The Taro Yamane formula provided below was used where 

applicable: 

 n = N/1+N (e) 2 where n = sample size, N = population and e = limit of tolerance 

error. 

 

Table 3.1 – Population and sample distribution among health facilities 

Health Facility Universe (N) Sample, (n) 

Newala district hospital 150 109 

Chihangu rural health 

centre 

35 32 

Kitangari rural health 

centre 

42 38 

Mkoma II dispensary 20 19 

Mnyeu dispensary 40 36 

Nambunga dispensary 30 27 

Kilidu II dispensary 35 32 

Mkunya dispensary 40 36 

Mpilipili dispensary 22 18 

Total 414 347 

Source: Field data (2013) 
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3.6 Data Collection Methods 

“Data collection can be derived from a number of methods, which include 

interviews, focus groups, surveys, telephone interviews, field notes, taped social 

interaction  or questionnaires” (Heaton, 2004:37). O’Leary (2004:150) remarks that: 

Collecting credible data is a tough task, and it is worth remembering that one 

method of data collection is not inherently better than another. Therefore, 

data collection method to use would depend upon the research goals and the 

advantages and disadvantages of each method.  

 

Three methods were used to collect data, namely; interviewing, observation and 

documentary review. Interviewing was used to collect data from users of health care 

services (demand side). Observation and documentary review were used to collect 

data on the scheme and its management (Supply and management side factors) since 

service utilization including health insurance is constrained by demand, supply and 

management challenges (Mebratie, 2012). 

 

3.6.1 Interviewing 

Qualitative research methods have been widely recommended as a method of 

collecting data about people’s subjective experience, their views and perceptions 

(Munhall and Oiler, 1986; Morse, 1991). Interviewing is the best method towards 

this end (Patton, 2002). Marshall and Rossman (2006:98) argue that “qualitative, in-

depth interviews typically are much more like conversations than formal events with 

predetermined response categories”.  

 

Interviewing was used in this study to seek opinions and views from clients on 

factors that determine their participation in CHF, interviewer was able to collect in-

depth information about clients’ understanding of the benefits, ability to pay for 

Tshs. 10,000 charged as fund’s contribution, perceptions regarding quality of health 

care provided in public health facilities, preferences between user fees and CHF 

premium etc. (Kvale, 1996).  
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Researcher used structured interviews with open-ended questions. The structure was 

adopted to focus the study within its variables so that analysis was not jeopardized 

(Kvale, 1996; Saunders et al, 2009). It was as well adopted to avoid interviewer bias 

by asking lead questions. Interviewer bias was also reduced by jotting down 

information as presented by interviewees themselves (Kvale, 1996). Researcher also 

observed confidentiality and ethical issues. Prior interviews, rapport was built 

between interviewer and interviewee; consent was sought from the respondents; and 

unease respondents were calmed down (Gray, 2004).  

 

3.6.2 Observation 

Observation is defined as the systematic observation, recording, analysis and 

interpretation of people’s behaviour. It lies on the assumption that behaviour is 

purposeful and expressive of deeper values and beliefs (Marshall and Rossman, 

2006). Observation collects data where and when an event or activity occurs. It does 

not rely on people’s willingness to provide information. It directly sees what people 

do rather than what people say (Kothari, 204). 

 

Observation can be done openly or in conceal (Kothari, 2004). Observation is 

susceptible to observer bias. It does not increase understanding of why people behave 

as the way they do. Hawthorne effect; People perform better when they are observed 

(Kothari, 2004; Marshall and Rossman; 2006 and Saunders et al, 2009).  

 

The technique was used to identify gaps in service provision and management 

because the researcher wanted to collect data on what health care providers and 

managers did rather than what they knew or intended to do. Concealed observation 

was thus adopted to counter act Hawthorne effect (ibid).  The researcher observed 

that non members paid user fee after they received drugs, people joined CHF when 

they needed health care services, staff morale was low and management’s 

commitment towards goals of CHF was as well low. 
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3.6.3 Documentary Review 

This method was used to collect data from CHF by-law and instrument, minutes and 

progress reports (Kothari, 2004; Patton, 2002; Saunders et al, 2009). Data were 

collected “after careful scrutiny” to avoid collecting data that were “unreliable, 

unsuitable and inadequate” to research objectives (Kothari, 2004:111). To ensure that 

data collected were reliable; data collection was restricted to documents that had 

been approved by relevant authorities (Kothari, 2004). 

 

3.6.2 Types of Data Collected 

The following were two types of data collected. 

 

Primary data 

Kothari (2004) defined primary data actual information collected from the field by 

the researcher. In this study, primary data were collected using interview guide and 

concealed observation. 

 

Secondary data 

Kothari (2004) argued that secondary data included data that had been collected, 

analysed and recorded. In this study, data thus collected were both published and 

unpublished on matters related to the research objectives and questions. 

 

3.7 Data Analysis Procedures 

Data collected were checked for completeness, accuracy and validity before they 

were used for analysis. Comparisons of data were conducted to identify those 

similar. Questions were coded, tallied and rates of each response was calculated and 

computed into percentage (Saunders et al, 2009; Kothari, 2004). This reduced data 

into small manageable and analytical packages which were used for analysis and 

drawing the conclusion and recommendations (Guba and Lincoln, 1994). For non-

numerical data, information was summarized and then displayed by using tables 

(Melyoki, 2005).  
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With regard to this study, the open-coding procedure was utilized during data 

analysis. The open-coding procedure involved naming and categorization of 

phenomena through case examination of data. In this case, the first step was to 

categorize data based on the research objectives. Data analysis began with individual 

response and responses from different respondents were purposively sorted and 

grouped to make them tally with research objectives and research questions (Enon, 

1998).  

 

Descriptive analysis was employed to measure and arrive at conclusion on the 

accuracy of information. Data analysis involved detailed case write-ups and 

reflection on the descriptions, a practice recommended in the literature. Quantitative 

data were analysed by using Statistical Package for Social Scientists (Melyoki, 

2005). 
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CHAPTER FOUR 

 

DATA PRESENTATION AND ANALYSIS 

 

4.0 Introduction  

The purpose of this chapter is to present and analyze data obtained in the field in 

simpler measures of statistics so that the data can be interpreted and understood by 

the majority of people. The data presented in this chapter are the data obtained from 

the four research questions respective to the three research instruments 

corresponding to the four research objectives.  

 

The chapter provides summaries of findings from the study on Community Health 

Fund: Trends and Strategies for Further Extension conducted in Newala District 

Council, Mtwara Region, Tanzania Mainland. The raw data are translated into 

percentage so that the researcher can draw reasonable conclusion based on the 

information gathered. 

 

4.1 Data Analysis and Interpretation 

The analysis presented was solely done by using simple percentage based on the 

findings from this particular study. Frequency tables were used to analyze raw data 

where the researcher considered it necessary.  Data analysis formula used was: 

F x 100 

N     1 

F = Frequency 

N = Number of respondents 

% = Percentage 

 

4.2 Response Rate  

Among three hundred forty seven respondents included in the study sample, three 

hundred one equal to eighty seven percent agreed to be interviewed and were 

interviewed. The response rate was thus eighty seven percent. The responses per 

facility were as provided in table 4.1. 
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Table 4.1 – Response rate 

Health Facility Sample, (n) Response Percentage 

Newala district hospital 109 97 28% 

Chihangu rural health centre 32 32 9% 

Kitangari rural health centre 38 32 9% 

Mkoma II dispensary 19 14 4% 

Mnyeu dispensary 36 31 9% 

Nambunga dispensary 27 22 6% 

Kilidu II dispensary 32 25 7% 

Mkunya dispensary 36 35 10% 

Mpilipili dispensary 18 13 4% 

Total 347 301 87% 

Source: field data (2013)  

 

4.3 Respondents’ Socio-Economic Backgrounds 

In order to gather respondents’ socio-economic information, they were asked to 

provide the following particulars; their age, sex, religion, marital status, and tribe, 

family size, level of education and occupation. These variables were analysed 

together with respondents’ CHF membership status.  Results were as presented in 

table 4.2 below. 

 

4.2 – Respondents’ socio-economic backgrounds and their CHF membership 

status 

Variable Description Respondents 

= 301 

Members = 31 Non members 

=270 

Age 

Age group Total Percent Members Percent Members Percent 

18-28 127 42% 12 9% 115 91% 

29-39 110 36% 17 15% 93 85% 

40-50 29 10% 2 7% 27 93% 

51-59 35 12% 0 0% 35 100% 

Sex 
Male 125 42% 25 20% 100 80% 

Female 176 58% 6 3% 170 97% 

Religion 
Muslim 203 67% 18 9% 185 91% 

Christian 98 33% 13 13% 85 87% 
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Variable Description Respondents 

= 301 

Members = 31 Non members 

=270 

Tribe 
Makonde 214 71% 21 10% 193 90% 

Makua 87 29% 10 11% 77 89% 

Marital 

Status 

Married 117 39% 26 22% 91 78% 

Single 184 61% 7 4% 177 96% 

Family Size 

One to six 

members 
291 97% 31 11% 260 89% 

More than six 

members 
10 3% 0 0% 10 100% 

Education 

No formal 

education 
23 8% 1 4% 22 96% 

Standard seven  187 62% 24 13% 163 87% 

Form IV 

incomplete 
57 19% 6 11% 51 89% 

Form IV 

complete 
27 9% 0 0% 27 100% 

Above form IV 7 2% 0 0% 7 100% 

Occupation 

Peasants  185 61% 7 4% 178 96% 

Petty trade 72 24% 19 26% 53 74% 

Business 44 15% 5 11% 39 89% 

Source: field findings (2013) 

 

4.3.1 Respondents’ Age 

One hundred twenty seven respondents equal to forty seven percent of three hundred 

one respondents interviewed were in the age group of eighteen to twenty eight. 

Those in the age groups of twenty nine to thirty nine were one hundred ten equal to 

thirty six percent, forty to fifty were twenty nine equal to ten percent and fifty one to 

fifty nine were thirty five equal to twelve percent. 

 

4.3.2 Respondents’ Sex  

Among three hundred one respondents, male respondents were one hundred twenty 

five equal to forty two percent of the respondents interviewed. Female respondents 

were one hundred seventy six equal to fifty eight percent. Therefore, there was 

higher number of female respondents than their male counterparts. United Republic 

of Tanzania (2002) had similar finding that community of Newala had higher 

number of female members that they were male. 
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4.3.3 Respondents’ Religion and Tribe 

Muslims were two hundred three equal to sixty seven percent of three hundred one 

respondents interviewed whereas Christians were ninety eight equal to thirty three 

percent. Makonde were two hundred fourteen equal to seventy one percent. Makua 

were eighty seven equal to twenty nine percent. Therefore, majority of respondents 

were Muslim and Makonde. 

 

4.3.4 Respondents’ Marital Status and Family Size 

One hundred seventeen respondents equal to thirty nine percent of three hundred one 

respondents interviewed were married and one hundred eighty four equal to sixty one 

percent were single. Two hundred ninety one respondents equal to ninety seven 

percent had families of one to six members whereas ten respondents equal to three 

had families of more than six members. Majority of respondents were single and had 

family size of one to six members. If all respondents had been CHF members, 

majority would have purchased one CHF card (URT, 2011a).  

 

4.3.5 Education Levels of Respondents  

One hundred eighty seven respondents equal to sixty two percent of three hundred 

one respondents interviewed finished standard seven. Fifty seven equal to nineteen 

percent attended ordinary level education but did not complete form four. Twenty 

seven equal to nine percent finished form four.  Seven equal to two percent reached 

levels higher than form four. Twenty three equal to eight percent did not attend any 

formal education. Therefore, majority of the respondents were standard seven 

leavers. 

 

4.3.6 Occupation of Respondents 

One hundred eighty five respondents equal to sixty one were peasants. Seventy two 

equal to twenty four percent were petty traders. Forty four equal to fifteen engaged in 

considerable business ventures. Thus, majority were peasants.  
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4.3.7 Summary of Respondents Socio-Economic Backgrounds 

Majority of respondents were thus young aged eighteen to twenty eight years old, 

female, Muslims, Makonde, single, had families of one to six members and lived on 

subsistence agriculture.  

4.3.8 Income and Income Flow Patterns among Respondents 

In order to find out annual income of respondents and its flow patterns, they were 

asked how much they made as annual income in 2012, and how often they made that 

income.  

 

4.3.8.1 Peasants 

One hundred eighty five respondents who worked as peasants, had made annual 

income of Tsh. 30,000 to 250,000/= in 2012. Their income was made in two periods; 

between April and June and September and November. Between April and June, they 

harvested their staple food mainly; maize, legumes and cassava and little was sold to 

meet other basic needs. Therefore, income made was small. Between September and 

November, they harvested their main cash crop; cashew nuts and large part of the 

income was made in the period. 

 

4.3.8.2 Petty Traders 

Seventy two respondents who worked as petty traders, had made annual income of 

Tsh. 300,000 to 900,000/=. They received their income daily but made considerable 

earnings between September and November. Sixteen equal to twenty two percent of 

petty traders interviewed considered this period to be fruitful because community 

members had income from sales of cashew nuts and bought products at reasonable 

prices. 

 

4.3.8.3 Business Owners  

Forty four respondents who owned considerable business, had made annual income 

of Tsh. 3,000,000 to more than 15,000,000/=. Their income was made daily but 

fortunate was made between September and November. They reported that business 

increased because of sales of cashew nuts and increase in population as people from 

other parts came to Newala for purchases of cashew nuts or doing other businesses. 
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One respondent equal to one point three percent narrated that ‘….my quest house 

earned me between Tsh. 50,000 to 70,000/= per week before but during cashew nuts’ 

season, all fifteen rooms were occupied every day and I made more than Tsh. 

12,000,000/= in two months’.  

 

In other months, she would have made Tsh. 3,080,000/= in forty four weeks if she 

had earned maximum of Tsh. 70,000/= per week making earnings made in two 

months during cashew nuts’ season approximately eight weeks to be almost threefold 

the maximum earning she would have made throughout the other part of the year. 

 

4.3.8.4 Summary of Respondents’ Annual Income and Its Flow Patterns  

Majority of respondents earned annual income between Tsh. 30,000 to 250,000/= in 

2012. Income was seasonal and earned between September and December through 

sales of cashew nuts. Newala District’s socio-economic profile for the year 2011-

2012 had similar findings. The profile provided that people of Newala were largely 

peasants that lived on subsistence agriculture. Their income was low at an annual 

average of Tsh. 175,000/=. Cashew nuts accounted for 85% of that income (Newala 

District Council, 2012). 

 

4.3.8.5 CHF Membership among Respondents 

Thirty one equal to ten point three percent of three hundred one respondents 

interviewed were CHF members. Two hundred seventy equal to eighty nine point 

seven percent were non members who paid user fees. Therefore, majority of the 

respondents were non members.  

 

4.3.9 Socio-Economic Backgrounds of CHF Members among Respondents 

Involved in the Study 

4.3.9.1 Age 

Respondents from different age groups were; one hundred twenty seven in the age 

group of eighteen to twenty eight, one hundred ten in the group of twenty nine to 

thirty nine, twenty nine in the group of forty to fifty and thirty five in the group of 

fifty one to fifty nine.  
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Among them; CHF members were twelve equal to nine percent of all respondents in 

the group of eighteen to twenty eight, seventeen equal to fifteen percent of all 

respondents in the group of twenty nine to thirty nine, two equal to seven percent of 

all respondents in the group of forty to fifty and no member equal to zero percent in 

the group of fifty one to fifty nine. The age group of twenty nine to thirty nine thus 

leads with fifteen percent followed by age group of eighteen to twenty eight with 

nine percent, group of forty to fifty with seven percent and group of fifty one to fifty 

nine is last with zero percent.  

 

This part has two contradicting findings. First, CHF membership increases with age 

in the first two age groups of eighteen to twenty eight and twenty nine to thirty nine. 

Second, membership in the age groups below twenty nine to thirty nine decreases as 

the age increases until it reaches a minimum of zero.  

 

This contradiction has two implications. One, membership is higher among the 

young than the elderly. Two, membership among the young is not only determined 

by age but also maturity of the potential members. Maturity of the potential members 

explains why young adults at the age of twenty nine to thirty nine are more 

represented as CHF members than those at the age group of eighteen to twenty eight. 

 

4.3.9.2 Sex 

One hundred twenty five respondents were male. Among them, twenty five equal to 

twenty percent were CHF members. Female respondents were one hundred seventy 

six. Among them, CHF members were only six equal to three percent. Therefore, 

more male respondents were CHF members than their female counterparts.  

 

4.3.9.3 Religion  

Muslims were two hundred three and Christians ninety eight among three hundred 

one respondents who participated in the study. Among Muslims’ respondents, 

eighteen equal to nine percent were CHF members whereas among their Christians’ 

counterparts, thirteen respondents were members equal to thirteen percent. 
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Therefore, Christians’ respondents had higher percentage membership coverage than 

their fellow Muslims.  

    

4.3.9.4 Tribe  

Makua who were CHF members were ten equal to eleven percent of eighty seven 

Makua respondents involved in the study whereas Makonde respondents were twenty 

one equal to ten percent of two hundred fourteen Makonde respondents involved in 

the study. Therefore, Makua respondents had slightly higher percentage membership 

coverage than Makonde. 

 

4.3.9.5 Marital Status and Family Size 

Married respondents who were CHF members were twenty six equal to twenty two 

percent of one hundred seventeen married respondents involved in the study. Among 

single respondents, seven equal to four percent of one hundred eight four single 

respondents involved in the study were CHF members. Therefore, married 

respondents had higher percentage coverage of CHF membership than their single 

counterparts. 

 

Two hundred ninety one respondents involved in the study had families of one to six 

members. Among them, thirty one were CHF members equal to eleven percent. 

Among ten respondents who had families of more than six members, none of the 

respondents was CHF member equal to zero percent. Therefore, all CHF members 

equal to hundred percent had families of one to six. 

 

4.3.9.6 Education  

Among twenty three respondents who had no formal education, one respondent equal 

to four percent was a CHF member. Among respondents who finished standard 

seven, twenty four equal to thirteen percent of one hundred eighty seven respondents 

who participated in the study were CHF members. Among respondents who did not 

finish form four, six equal to eleven percent of fifty seven respondents involved in 

the study were CHF members.  
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Among twenty seven and seven respondents who finished and managed to go above 

form four respectively, none of them was a CHF member equal to zero percent each. 

Therefore, standard seven leavers had the highest percentage coverage of CHF 

membership among respondents of different education levels who participated in the 

study.  

 

4.3.9.7 Occupation and Annual Income of Respondents Who Were CHF 

Members 

Among respondents who were peasants and had earned annual income of Tsh. 

30,000 to 250,000 in 2012, seven equal to four percent of one hundred eighty five 

respondents were CHF members. Among seventy two respondents who lived on 

petty trade and had earned annual income of Tsh. 300,000 to 900,000/= in 2012, 

nineteen equal to twenty six percent were CHF members. Among forty four 

respondents who owned considerable business and had earned annual income of Tsh. 

3,000,000 to more than 15,000,000/= in 2012, five equal to eleven percent were CHF 

members.  

 

Therefore, respondents who were petty traders had higher coverage of CHF 

membership than others. In this order, they were followed by respondents who were 

doing business and those who lived on subsistence agriculture were last. Generally, 

respondents who had stable income were more likely to engage in the CHF scheme 

than their fellows who did not have stable income. This implies income determines 

membership of the respondents. 

 

4.3.9.8 Summary of Socio-Economic Characteristics of CHF Members among 

Respondents Involved in the Study 

Majority of CHF members among the respondents were in the age group of twenty 

nine to thirty nine, male, Christians, Makua, married, had a family size of one to six 

members, standard seven leavers and worked as petty traders. They had earned 

annual income of Tsh. 300,000 to 900,000/= in 2012.  Their income flew daily but 

large part of the income was earned between September and November when sales of 

their products increased because people of Newala had more disposal income 
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obtained from sales of cashew nuts and chose to spent it to access products of their 

needs from the traders.   

 

This finding revealed that socio-economic characteristics of members differed from 

that of majority of respondents. Their differences were noted in all variables except 

for family size and level of education. Many respondents were in the age of eighteen 

to twenty eight whereas CHF members were in the age group of twenty nine to thirty 

nine.  

 

Majority of respondents were female but members were male. Majority of 

respondents were Muslim but members were Christian. While majority of 

respondents were single but members were married. Majority of respondents were 

peasants but members were petty traders.  

 

Majority of both respondents and members were standard seven leavers and had 

family size of one to six members. Moreover, majority of respondents had income of 

Tsh. Tsh. 30,000 to 250,000 but members had Tsh. 300,000 to 900,000/= in 2012. 

Majority of respondents had seasonal income but members had daily income. 

  

4.4 Factors That Determine CHF Membership 

For this objective, the researcher aimed at determining factors that influenced CHF 

membership. Variables covered under the objective included clients’ information on 

the fund, membership fee and benefits, ability to pay for membership and user fees, 

perceptions on quality of health care in public health facilities, trustworthiness of the 

fund’s management and rationale to insure.  

 

This part basically provides findings from responses of interviews conducted to three 

hundred one clients involved in the study as respondents. It complements findings of 

these interviews with findings from literature review of relevant documents available 

in the district and observation of service provision on fund’s members and non 

members receiving health care in nine health facilities involved in the study where 

appropriate. 
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4.4.1 Respondents’ Knowledge on CHF 

This part provides clients’ understanding of the fund; general awareness, 

membership fee and benefit package.  

 

4.4.1.1 General Awareness of the Fund  

In order to find out clients’ general understanding of CHF in Newala, respondents 

were asked whether they were able to pay for their health care in advance and how 

much they were supposed to pay. All three hundred one respondents interviewed 

equal to hundred percent were aware that they were able to pay in advance for their 

health care through CHF in Newala. 

 

This finding suggests that clients’ general understanding of the scheme is 

appreciable. This knowledge is useful if it will serve as a starting point for the 

potential members to explore the scheme further and seek understanding of the 

fund’s premium and benefits. 

 

4.4.1.2 Membership Fee  

In order to find out clients’ understanding of fee charged for CHF membership in 

Newala, respondents were asked how much members were supposed to pay as 

annual fee for CHF. One hundred sixteen equal to thirty eight point five percent of 

the respondents knew that the fund charged Tsh. 10,000/= as membership fee. One 

hundred eighty five respondents equal to sixty one point five percent of the 

respondents did not. Majority thus did not know.  

 

The study has thus revealed that there is lack of knowledge on membership fee 

among large percent of potential members (61.5%) in Newala. Their lack of 

knowledge on how much the fund charges as membership fee makes it difficult for 

such community members to budget for the fee and ultimately subscribe for 

membership. 
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4.4.1.3 Respondents’ Knowledge on Fund’s Benefit Package  

In order to find out understanding of fund’s benefit package, respondents were asked 

two questions; which health care services that were being covered by the fund and 

whether CHF cards were acceptable in all health facilities in Newala. Thirty seven 

respondents equal to twelve percent knew that the fund covered all services available 

in the district. Two hundred sixty four respondents equal to eighty eight percent did 

not. Majority of the respondents were thus not aware of the services the fund 

covered.  

 

Nine respondents equal to three percent knew that CHF cards were acceptable in all 

health facilities. Two hundred ninety two equal to ninety seven percent did not know. 

The researcher observed from all nine health facilities involved in the study equal to 

hundred percent that members were using CHF cards in facilities other than facilities 

they were registered without constraints.  

 

The results of the two questions suggest that there is lack of awareness on the size 

and appeal of the benefit package offered by the fund in Newala among potential 

members. The package of the scheme in the district is huge and of great appeal 

because after paying premium of Tsh. 10,000/=, principal members, their couples 

and four children aged eighteen years  and below are entitled to receive all health 

care services available in all public health facilities in the district for a period of one 

year (URT, 2011a; 2011b).  

 

The observation has revealed that there are no constraints in use of CHF cards 

registered in one health facility in another facility within the district which is 

recommendable. This huge and appealing package would act as incentive to potential 

members to participate in the scheme if they had information on it. 

 

4.4.1.4 Summary of Respondents’ Knowledge on CHF 

Majority of respondents were aware that they were able to pay in advance for health 

care through CHF in Newala. But, they were not aware of the amount charged as 



44 

premium and how huge and appealing health care package scheme offered to 

scheme’s members was.  

 

This lack of knowledge on how much the scheme charges as CHF premium and what 

it offers in return as benefits, limits potential members’ ability to budget and 

subscribe for CHF membership as well as acknowledge how huge the health care 

package offered by the scheme in Newala. This explains why there is low 

membership in Newala despite huge health care package offered by the fund. 

 

4.4.2 Ability to Pay for CHF and User Fees 

In order to assess respondents’ ability to pay for CHF and user fees, researcher asked 

general questions on respondents’ ability to pay for health care. Through these 

general questions, researcher assessed challenges encountered by respondents and 

how they bailed themselves out from such challenges. From this discussion and 

observation, he was able to find out implications such challenges and strategies used 

to overcome them had on respondents’ health outcomes and well being. Thereafter, 

he asked specific questions on respondents’ ability to pay Tsh. 10,000/= as annual 

membership fee and pay Tsh. 2,000/= as user fees at the point of delivery. The study 

revealed the following. 

 

4.4.2.1 Challenges in Paying For Health Care 

In order to identify whether respondents encountered challenges when they paid for 

health care of their families, they were asked whether they had experienced any 

challenge in paying for their health care. The findings from three hundred one 

respondents were as summarized in table 4.3 below. 

 

Table 4.3 – Responses on challenges encountered by respondents when they pay 

for health care 

Description Respondents = 301 

Did you experience any challenge in 

paying for health care of your family? 

Frequenc

y 

Percent 

Yes 243 81% 

No 58 19% 
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Description Respondents = 301 

Total 301 100% 

Source: field findings (2013) 

 

From the responses in the table above, two hundred forty three respondents equal to 

eighty one percent of all respondents had faced challenges in paying for their 

families’ health care. Only fifty eight equal to nineteen percent had not. Therefore, 

majority of respondents had thus experienced challenges. 

 

4.4.2.2 Challenges Respondents Encountered 

In order to identify challenges that respondents had actually experienced, they were 

asked what challenges they had actually encountered. The results of their responses 

were as provided in table 4.4 below. 

 

Table 4.4 – Challenges encountered by respondents 

Description Respondents = 243 

If you encountered any challenges, what 

were they? 

Frequency Percent 

Inability to pay for health care 189 78% 

Having to tip providers for better care 110 45% 

High costs for out of stock medicines and/ 

or medical supplies 
103 42% 

High transport costs from home to a 

health facility 
129 53% 

Source: field findings (2013) 

 

One hundred eight nine respondents equal to seventy eight percent of two hundred 

forty three respondents who had experienced challenges in paying for health care had 

actually experienced inability to pay. One hundred ten respondents equal to forty five 

percent had experienced tipping providers for better care. One hundred three 

respondents equal to forty two percent had paid high costs for out of stock medicines 

and/ or medical supplies and one hundred twenty nine respondents equal to fifty 

three percent had paid high costs for transports from their homes to healthy facilities. 
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Another question was asked to find out strategies respondents used to overcome 

challenges in paying for health care. The responses were as provided in the table 4.5 

below. 

Table 4.5 – Strategies respondents used to address challenges in paying for 

health care 

Description Respondents = 243 

How did you overcome such 

challenges? 

Frequency Percent 

Sale of assets 241 99% 

Borrowing money 107 44% 

Seeking assistance from a 

relation 
179 74% 

Self medication 76 31% 

Traditional medication 99 41% 

No care 33 14% 

Source: field findings (2013) 

 

Two forty one respondents equal to ninety nine had sold their assets to access health 

care. One hundred seven respondents equal to forty four percent had borrowed 

money and one hundred seventy nine equal to seventy four percent had borrowed 

hand from relations. Seventy six equal to thirty one percent had used medication 

without consultation of medical personnel. Ninety nine equal to forty one percent had 

used traditional medicines instead. Thirty three equal to fourteen percent had resorted 

to no care. 

 

The researcher explored further to complement findings of the challenges 

encountered by respondents. He found out that tipping providers did not always 

result into better care. Observation revealed that the tipping was associated with poor 

patient’s prognosis and higher costs of health care in Newala district hospital 

especially among clients of elective operations.  

 

Clients were normally admitted in general wards in Newala hospital. Newala district 

renovated one ward (grade two) for insurance clients including CHF members. Non-

insurance clients admitted in the ward had to pay Tsh. 5,000/= per day and were only 
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accepted if they had paid for three days equal to Tsh. 15,000/=. In addition, they paid 

double for other services and purchases of drugs.  

 

Services were given as fast track in grade two. As a result, clients who needed fast 

track had been observed to prefer this ward. But, their preference was largely a result 

of induced demand by health care providers especially among clients of elective 

operations and targeted to bypass their schedules. The researcher observed in two 

cases provider who provided the lead was tipped. 

 

As a result of the induced demand, clients paid Tsh. 77,400/= on admission and paid 

up to Tsh. 90,400/= for a successful hydrocelectomy following additional purchases 

of oral antibiotics and analgesic at Tsh. 3,000/= each as well as payment of Tsh. 

10,000/= for two days that client remained in the ward to complete normal 

ambulation of five days after surgical intervention. These extra days were not 

covered during the admission. In order to minimize costs, clients asked for discharge 

after their down payments expired. This early discharge was associated with poor 

prognosis of surgical wounds attended at home resulting into wound gaping, sepsis 

and other complications. 

 

Clients admitted in ward three, paid Tsh. 33,950 on admission equal to forty six 

percent of payment for hydrocelectomy in grade two. This payment increased to the 

maximum of Tsh. 36,950 equal to forty point nine percent of the total increase for 

care of successful hydrocelectomy in grade two. Additional costs were only 

payments of oral antibiotics and analgesic at Tsh. 1,500 each. No additional cost, 

client incurred for number of days he remained in the ward for ambulation or was 

readmitted because of the same problem. Payments on admission in both wards were 

as follows. 
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Table 4.6 – Payments for hydrocelectomy in grade two and ward three on 

admission 

Service Costs in grade 

two in Tsh. 

Costs in ward 

three in Tsh. 

Percent 

increase 

By pass fee 2,500 500 20% 

Blood grouping and cross 

matching 
3,000 1500 50% 

Admission 15,000 5000 33% 

Surgical intervention 30,000 15000 50% 

16 syringes 16 x 400 = 6,400 16 x 200 = 3,200 50% 

4 infusions 4 x 3000 = 12,000 4 x 1,500 = 6,000 50% 

4 ampoules of benzyl 

penicillin 
4 x 1000 = 4,000 4 x 500 = 2,000 50% 

1 intravenous giving set 1 x 1,000 = 1,000 1 x 500 = 500 50% 

1 intravenous cannula 1 x 500 = 500 1 x 250 = 500 50% 

Total 77,400 33,950 46% 

Source: field findings (2013) 

 

When complication occurred and client needed more days for hospitalization and 

drugs, charges increased supersonically. During the study, the researcher observed 

one case of Fournier’s gangrene and deduced estimates provided in table 4.7 below. 

Even though client’s observation ended prematurely when client’s relatives asked for 

a transfer to a mission hospital in Masasi district called Ndanda, costs incurred were 

already higher. Until then, they had reached Tsh. 123,100 excluding costs on 

admission and those incurred by transfer.  

 

Table 4.7 – Additional costs for care of Fournier’s gangrene developed as 

complication of hydrocelectomy in grade two 

Service Payments in Tsh. 

Sloughectomy 15,000 

Additional days for admission 14 x 5,000 = 70,000 

10 bottles of eusol purchases for daily 

surgical bathe 

10 x 1,500 = 15,000 

24 syringes 24 x 400 = 9,600 

8 ampoules of cloxacillin injections 8 x 1,000 = 8,000 

4 infusions of metronidazole  4 x 1,000 = 4,000 

1 intravenous giving set 1 x 1,000 = 1,000 

1 intravenous cannula 1 x 500 = 500 

Total 123,100 

Source: field findings (2013) 
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However, prevailing situation in grade two was not good to patient’s prognosis. The 

ward was severely understaffed. The ward required a minimum of eight nurses so 

that duty rosters ran smoothly. But, it had four medical attendants who worked in all 

three shifts and one assistant nursing officer who was supposed to work in morning 

shifts only.  

 

Unfortunately, it was difficult for her to work alone in those shifts and needed 

another assistant because she was also a hospital matron. She thus dealt with 

administration and management as well. Actually, most of her time was spent on her 

roles as hospital matron because she was supposed to oversee operations of nursing 

staff in all departments and wards. Therefore, the ward was actually left in the hands 

of four medical attendants.  

 

As medical attendants were not qualified nurses, they were supposed to assist nurses 

with cleanliness, bed making, lifting patients and so forth. They thus needed 

supervision of nurses in all their dealings. Here, they were left alone to care for 

clients. The practice the researcher considered risky to clients.  

 

Moreover, of available medical attendants in grade two only two equal to fifty 

percent (50%) had received basic training for medical attendants. The other two were 

not. But, all of them were standard seven and had been employed in the eighties as 

ward attendants. The researcher thus considered the issue of basic training important.  

 

Unfortunately, two attendants who had not yet received basic training for medical 

attendants did not qualify for training lest they attained certificate for secondary 

education first which the researcher considered unlikely at their age. Fortunately, 

they were doing recommendable job considering their situation. If they had received 

support of nurses, they would have given best results. The researcher thus considered 

the issue of supervision of medical attendants urgent. 

 

Because of this shortage, there are shifts in this ward that missed providers. This 

made patient care in grade two unreliable. In such shifts, patients missed drugs and 
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immediate attention when their conditions altered. They delayed to receive drugs and 

other health care as well. This gap in performance the researcher considered that it 

might have aggravated conditions and resulted into poor prognosis to some of clients 

in grade two. 

 

Wound dressing was largely at stake in this ward. The researcher observed that even 

when providers were available it was not conducted as directed by clinicians because 

of frequent stock out of supplies especially surgical gauzes and forceps. Normally, 

these were to be collected from major theatre and some of providers found it 

laborious.  As a result, they did not collect supplies and did not attend wounds.   

 

Unattended surgical wounds have poor prognosis and can result into complications 

especially sepsis and wound gaping. In case of hydrocelectomy, Fournier’s gangrene 

may occur as the severe form of complication. It is expensive to attend this gangrene 

and clients may remain in ward for three to more than twelve months 

 

Ward rounds were not being conducted as scheduled because the ward did not have 

doctor of the ward. Doctor of the ward had gone to attend his mother’s illness until it 

was found out that he was working elsewhere. Even after the finding, management 

did not allocate another doctor. Rounds were being conducted by different doctors 

upon request. This further made health care in this ward unfriendly and those with 

knowledge of these challenges especially health staff preferred to be admitted in 

general wards.  

 

A general attitude of health care providers in Newala towards grade two was 

observed to be unsupportive as if it was not basically prepared for them as clients of 

health insurance. Despite these challenges happening in front of hospital 

management, they seemed as if unaware of them probably due to status quo or a 

manifestation of unsupportive nature of health staff in Newala towards this ward. 

 

Generally, tipping of health care providers for better health care can have poor 

outcomes because it tends to blindfold providers and as a result they may make 
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decisions that endanger the health of their clients contrary to clients’ and probably 

providers’ intentions. 

 

Frequent stock out of drugs in health facilities in Newala was found to be related 

with higher costs of health care services especially at the council hospital. The table 

4.8 below provided summaries of findings on charges for ten items that were 

frequently in short supply at the hospital. Reviews were conducted on how much 

they were charged if they were available at the hospital and how much they were 

being charged in private medical stores near to the hospital when they were out of 

stock at the hospital. 

 

Table 4.8 – Charges for items at council hospital and private drugs dispensing 

outlet 

No Item Item type Price in Tsh. Percent 

Hospital Private  

I 

  

Intravenous cannula Paediatric 200 2000 1000% 

Adult 200 1500 750% 

2 

  

  

Plaster of Paris (P.P.O) Small 1000 2000 200% 

Medium 1500 3500 233% 

Large 2000 5000 250% 

3 Ephedrine nasal drop Paediatric Free 1500 
 

4 Normal saline 500 ml 1000 3000 300% 

5 Dextrose 5% 500 ml 1000 3000 300% 

6 Dextrose 5% + Normal 

saline 
500 ml 1000 3000 300% 

7 Ringer Lactate 500 ml 1000 3000 300% 

8 Intravenous giving set 
 

500 3000 600% 

9 Syringes 10 cc 100 200 200% 

10 Ceftriaxone injection 250 mg 500 3500 700% 

Source: field findings (2013) 

 

Data in the table above showed that items were being charged higher in private 

dispensing outlets than at hospital. The charges were more than twice to ten times the 

price at hospital. Moreover, they were medicines and supplies that were free at the 

hospital and were being charged in these outlets. For instance, ephedrine nasal drops 

for children was free at the hospital but it was charged Tsh. 1,500/= in the outlets.  
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The researcher observed that Newala had two ambulances that were used for referral 

of clients. One was situated at Newala district hospital and another at Chihangu rural 

health centre found forty kilometers east of the district headquarters. Ambulance 

found at Newala was supposed to be used for referral of emergency patients who 

needed tertiary care either at regional or national levels. Due to their shortage, it was 

used both for referral to regional and national levels as well as within the council.  

 

In order to ensure efficient use of two ambulances and facilitate referral services in 

general, CHMT divided referral services within the district into two routes. One 

route was served by ambulance situated at Chihangu and included 24 health facilities 

which were easily accessible from Chihangu. Another route was served by 

ambulance situated at Newala and included eleven health facilities which were easily 

accessible from Newala. This actually improved referral services at health facility 

level. 

 

Ambulances were available for clients after approval of a health facility incharge or 

any other authorized personnel that they needed care at another level. Referral using 

ambulances was thus health facility based. Clients had to attend a health facility and 

acquire approval for referral. Even, seriously sick patients were not collected from 

their homes by ambulances. Relatives had to seek means of transporting them to a 

health facility by themselves. 

 

Seriously sick clients and pregnant mothers were thus transported from their homes 

to health facilities by means that were not user-friendly and even dangerous for their 

condition. Some of the means commonly used were public buses, Bajaji, 

motorcycles, bicycles and carrying clients using traditional beds. A few adult clients 

were carried on their relatives’ backs. The researcher considered most of these 

transports discriminatory, inhumane and dangerous to clients especially the seriously 

sick and pregnant mothers.  

 

For instance, carrying unconscious clients or pregnant mothers sited on bicycle or 

motorcycle saddles may aggravate their current conditions and sometimes precipitate 
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emergency of more severe conditions. Despite the fact that such transports are not 

safe, their charges for most of them are high and set relative to the severity of client’s 

condition. One client equal to point three percent (.3%) of clients interviewed, 

narrated that:  

‘…I come from Nambunga five kilometers from Newala. When I am not sick 

or moderately sick, they normally charge me Tsh. 5,000/= as cost of Bajaji 

from Nambunga to Newala. But, this time they charged me Tsh. 15,000/= 

because of my poor condition’. 

 

Such transports may raise the costs of care for clients as both higher transport 

charges and additional costs of managing aggravated condition. Much worse, they 

may contribute to poor prognosis and occasionally death of a client. Much worse, 

Lack of referral services at community level excludes people who are far from a 

health facility. It actually excludes many people in Newala especially the poor 

because they are only thirty five villages approximately twenty three percent of one 

hundred fifty five villages which have health facilities within their boundaries.  

 

Despite its urgency, lack of referral mechanism at community level had not drawn 

attention of council management. There were no any plans or initiatives to improve 

referral at that level. For instance, the council had received three motorcycles from 

the Ministry of Health and Social Welfare designed for referral at community level 

but they decided to remove their beds and used them for management at the hospital 

and in two rural health facilities. 

 

4.4.2.3 Summary of Respondents’ Responses on Whether They Encountered 

Challenges in Paying For Health Care 

Majority of the respondents had experienced challenges in paying for health care 

largely due to inability to pay for the care. Respondents normally sold their assets to 

address inability to pay for health care. Much worse, management was observed to 

be unaware of these challenges probably due to status quo or unsupportive nature of 

health staff in Newala. 
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4.4.3 Respondents' Ability to pay for CHF Membership and User Fees 

4.4.3.1 Ability to Pay for CHF Premium 

In order to determine ability to pay for CHF premium, respondents were asked three 

questions; they were asked whether they were able to pay membership fee of Tsh. 

10,000 in single installment, or in two equal installments. Respondents who were not 

able to pay in installments they were as well asked why they considered themselves 

to be unable. The actual responses were as follows. 

 

Table 4.9 – Ability to pay for CHF premium 

Description Respondents = 301 

Ability to pay  for CHF premium Frequency Percent 

Able to pay in single installment 81 27% 

Able to pay in two equal installments 157 52% 

Not able 63 21% 

Total 301 100% 

Source: findings (2013) 

  

All respondents were asked whether they were able to pay for Tsh. 10,000/= in single 

installment. Eighty one respondents equal to twenty six point nine percent responded 

that that they were able. Two hundred twenty equal to seventy three percent reported 

that they were not. 

 

Two hundred twenty respondents who had previously reported difficult in paying 

CHF premium in single installment, they were again asked whether they were able to 

pay membership fee in two equal installments. One hundred fifty seven respondents 

equal to seventy one percent reported that they were able.  Sixty three equal to 

twenty nine percent insisted that they were not. However, payment in installments 

raised ability to pay for fee considerably.  

 

Fortunately; review of CHF registers in all nine health facilities involved in the study 

in Newala equal to hundred percent revealed that they were members in these 

facilities who had paid in installments. But, their use among members was limited as 
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majority had paid in full. The researcher used this encounter to sell out this 

possibility to respondents as well. 

 

When sixty three respondents who insisted they were not able to pay for premium 

even in installments were asked why they were not able, they provided the following 

reasons in support of their inability. Their responses were as provided in table 4.10 

below. 

 

Table 4.10 – Reasons for not paying CHF premiums even in installments 

Description Respondents = 63 

Why couldn’t you pay for CHF premium even 

in installments? 

Frequency Percent 

I am too poor to save enough to pay for CHF 

premium. 
31 49% 

I consume all I produce. 46 73% 

I am mere a peasant and I do not have 

earnings. 
24 38% 

Other basic needs consume all my resources. 26 41% 

Sales of cashew nuts are not good therefore I 

do not have income to pay for premium. 
43 68% 

I have to pay fees for my children and I do not 

have other income for purchase of CHF 
1 2% 

Source: findings (2013) 

 

Thirty one respondents equal to forty nine percent were unable to pay for CHF 

because they considered themselves to be too poor to save for purchase of CHF 

cards. Forty six equal to seventy three percent consumed everything and had nothing 

left to use for purchase of the cards. Twenty four equal to thirty eight percent 

considered themselves to be mere peasants and thus unable to pay for the premium. 

Twenty six equal to forty one percent were unable to pay because other basic needs 

consumed all the resources. Forty three were equal to sixty eight were unable 

because sales of cashew nuts were not good. On respondent equal to two percent 

narrated that he was unable to pay because ‘… I have to pay fees for my children and I 

do not have other income for purchase of CHF card.’ 
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4.3.4.4 Ability to Pay for User Fees 

When clients were asked whether they were able to pay for Tsh. 2,000/= as user fees 

at the point of delivery for health services in public health facilities. All clients equal 

to hundred percent said they were able. In eight health facilities involved in the study 

equal to eighty nine percent, majority of clients were paying official user fees 

amounting Tsh. 2,000/= without constraints.  

 

At council hospital equal to eleven percent, clients were observed to experience 

difficult in paying for user fees because fees at this level were being charged per 

service contrary to CHF by-laws that directed non members to pay Tsh. 2,000/= as 

user fees per visit for any chargeable health care. Clients were charged for 

consultation, medical laboratory tests, x-rays and ultrasound services, purchases of 

drugs, surgical intervention and admissions. They normally paid at least one of fees 

provided in the table below. 

 

Table 4.11 – Payments of services at council hospital 

Service  Payments in Tsh. per unit 

consumption 

Consultation fee 500 

By-pass fee 2,500 

Medical examination 3,500 

Medical laboratory diagnostic 

services  

1,000 – 5,000 

Minor surgical interventions 5,000 – 15,000 

Major surgical interventions 15,000 – 30,000 

Admissions Greater or equal to Tshs. 5,000 

Purchase of drugs Greater or equal to Tshs. 500 

Source: field findings (2013) 

 

Payments were charged per unit consumption. Number of services consumed 

determined total charges. Clients that needed more services were charged more and 

vice versa. Minimum charges clients were supposed to pay were Tsh. 500/= when 

they paid for consultation only.  

 

Many clients attended with symptoms and signs of malaria. They therefore paid 

consultation fees (Tsh. 500/=) and malaria tests (Tshs.1000/=). If the tests were 
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negative and were found to have no other problem, they did not pay any more. 

Therefore, total payments were Tshs. 1,500/= less than official payments of Tsh. 

2,000 (URT, 2011a; 2011b). If malaria tests were positive and clients needed drugs, 

payments increased. If they needed first line Artmether Lumenfrantrine (ALU) 

without antipyretic or analgesic, total charges equaled Tsh. 2,000/= provided in the 

guidelines because an adult dose of ALU was charged Tsh. 500/=.  

 

If clients needed second line quinine and/ or antipyretic, charges were higher than 

Tshs. 2,000/= because they were charged higher. Many clients needed more than one 

services because they normally delayed to seek care and attended with multiple 

diagnoses. Therefore, charges were always higher than official user fees. 

 

4.3.3.4 Summary of Respondents' Ability to Pay for CHF Premium and User 

fees 

According to the respondents, majority of them were not able to pay premium in full 

but in two equal installments. Payments of premium in installments were found to be 

unpopular probably due to lack of awareness among community members. Much 

worse, there was a bunch of respondents who were not unable to pay even in 

installments.  

 

These respondents argued that they were unable to do so because they consumed 

everything they produced. All respondents were able to pay for official user fees. At 

council hospital, user fees charged were always higher than official user fees because 

services were charged per consumption and not per visit for any chargeable health 

care as required by CHF by laws in Newala. Respondents experienced difficult in 

paying for health care at the council hospital. 

 

4.4.4 Clients' Preference between User Fees and CHF in Newala 

In order to determine preference between user fees and CHF among clients, they 

were asked two questions; which mode of payment they preferred between user fees 

and CHF premiums and why they preferred mode of their selection. 
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4.4.4.1 Preference of User Fees over CHF 

Two hundred forty one respondents equal to eighty percent of all respondents 

involved in the study preferred user fees over CHF. Their preference was because of 

the reasons provided in table below. 

 

Table 4.12 – Reasons given by respondents who supported user fees 

 

Respondents = 241 

Reasons Frequency Percentage 

Drugs are not always available and I 

do not see rationale to insure. 
241 100% 

I am poor and I cannot afford to pay 

for CHF premium. 
80 27% 

Services provided are of low quality. 99 41% 

There is frequent stock out of drugs. 201 83% 

Health care providers are 

unsupportive. 
102 42% 

I am afraid my funds will be 

squandered. 
27 11% 

I am not often sick and thus user fee 

is relatively cheaper than premium. 
203 84% 

Source: field findings (2013) 

 

Two hundred forty one equal to hundred percent of the respondents preferred user 

fees over CHF preferred user fee because drugs were not always available in public 

health facilities and they therefore did not see any rationale to insure while drugs 

were not available. Eighty one equal to twenty seven percent considered themselves 

to be too poor to pay for CHF premium. Ninety nine equal to forty one percent 

considered services provided to be of low quality. Two hundred one equal to eighty 

three percent were not ready to participate in the scheme because of frequent stock 

out of drugs.  

 

One hundred two equal to forty two percent were not ready to participate in the 

scheme because providers were unsupportive. Twenty seven equal to eleven percent 

were afraid that management would squander their funds. Two hundred three equal 

to eighty four considered themselves to be less sick and did not see rationale to 

insure given their health status.  
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4.4.4.2 Respondents’ Preference of CHF 

Sixty respondents equal to twenty nine percent preferred CHF over user fees. Those 

who preferred CHF gave several reasons to support their preference. They were as 

summarized in table below. 

 

Table 4.13 – Reasons given by respondents who supported user CHF  

 

Respondents = 60 

Reasons Frequency Percentage 

I am very sick and thus need 

services often. 
10 17% 

I am poor and cannot pay for user 

fees in each visit. 
9 15% 

CHF guarantee my access to care 

even when I do not have cash in 

hand. 

23 38% 

CHF guarantee access to drugs 

even when they are not available 

for other clients. 

16 27% 

CHF guarantee access to care in all 

health facilities in the district. 
3 5% 

Source: field findings (2013) 

 

Ten respondents equal to seventeen percent considered themselves to be very sick 

and thus needed CHF because they needed services often. Nine equal to fifteen 

percent considered themselves to be poor and thus they were not able to pay user fees 

in each visit.  Twenty three equal to thirty eight percent preferred CHF because it 

guaranteed access to health care even when they did not have cash.  

 

Sixteen equal to twenty seven percent preferred CHF because it guaranteed access to 

drugs even they were not available to other clients. Three respondents equal to five 

percent preferred CHF because it guaranteed access to care in all health facilities in 

the district. 
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4.4.4.3 Summary of Respondents’ Preference between User Fees and CHF 

Premium 

Majority preferred user fees over CHF premiums because they saw no rationale in 

insuring themselves while there was frequent stock out of drugs in public health 

facilities in Newala. Among respondents who preferred CHF membership argued 

that being a member guaranteed access to care even when you did not have cash to 

pay for that care. 

 

4.4.5 Clients’ Perceptions on The Quality of Health Care Provided in Public 

Health Facilities in Newala 

In order to find clients’ perceptions with regards to health care provided in public 

health facilities, clients were asked two questions; they were asked to rank quality of 

health care provided in public health facilities and supported their opinions with 

reasons for their ranking. 

 

There were two responses with regards to quality of health care offered in public 

health facilities in Newala. Two hundred forty nine respondents equal to eighty three 

percent of respondents involved in the study considered it to be low. The remaining 

fifty respondents equal to seventeen percent considered it to be moderate. No 

respondent considered it to be high. Respondents provided the following reasons to 

support their arguments. 

 

Table 4.14 – Respondents’ reasons to support argument that health care 

provided in public facilities in Newala is of low quality 

 

Respondents = 249 

Reasons Frequency Percent 

Frequent stock out of drugs 249 100% 

Shortage of health facilities 127 51% 

Shortage of staff 203 82% 

Unsupportive staff 194 78% 
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Respondents = 249 

Reasons Frequency Percent 

Shortage of supplies 237 95% 

Inadequate coverage of 

medical laboratory services 
76 31% 

Source: field findings (2013) 

 

Two hundred forty nine respondents equal to hundred percent considered quality of 

health care in public health facilities to be of low quality because there was frequent 

stock out of drugs. One hundred twenty seven equal to fifty one percent considered 

quality of health care to be of low quality because of shortage of health facilities. 

Two hundred three equal to eighty two percent considered health care to be low 

quality because of shortage of staff. One hundred ninety four equal to seventy eight 

percent considered health care to be low quality because health care providers were 

not supportive.  

 

Two hundred thirty seven equal to ninety five percent considered quality of health 

care to be low because of shortage of supplies. Seventy six equal to thirty one 

percent considered health care to be low because of inadequate coverage of medical 

laboratory services. Sixty one respondents who considered health care provided in 

public health facilities to be of moderate quality provided three arguments in support. 

They are summarized in the table below. 

 

Table 4.15 - Respondents’ reasons to support argument that health care 

provided in public facilities in Newala is of moderate quality 

 

Respondents = 61 

Reason Frequency Response 

Drugs are occasionally 

available. 
53 88% 

Some health care providers 

are supportive.  
49 82% 

Supplies are occasionally 

available 
61 100% 

Source: field findings (2013) 
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Fifty three respondents equal to eighty eight percent of sixty one respondents who 

considered health care services in public health facilities to be of moderate quality 

because drugs were occasionally available. Forty nine equal to eighty two considered 

that some providers were supportive and sixty one equal to hundred percent because 

supplies were occasionally available. 

 

4.4.5.1 Availability of Human Resource and Health Facilities 

Qualified health care providers and health care facilities are crucial for a well 

functioning health system. In Newala, there is a marked shortage of both human 

resourecs and health facilities. The table below provides availability of selected 

health care providers and health facilities per WHO standards. The comparison has 

revealed huge deficit of both human resource for health and health facilities in 

Newala.  

 

Table 4.16 - Deficit of human resource for health and health facilities in newala 

per WHO standards 

Criteria Newala WHO standards 

Inhabitants/ doctor 102,746 7,500 

Inhabitants/ nurse 990 300 

Women of reproductive age/ 

midwife 

4281 300 

Inhabitants/ health post 6421 10,000 

Inhabitants/ health centre 68,497 50,000 

Inhabitants/ hospital 205492 150,000 

Source: field findings (2013) 

 

The council needed a total of six hundred thirty three health staff of different cadres 

but it had only two hundred forty three staff approximately thirty eight percent of the 

total requirements (Newala District Council, 2012). The staff requirements, 

availability and shortage per levels were as presented below. 
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Table: 4.17 – Staff Requirement, availability and shortage 

Level Requirement Available Percentage shortage Percentage 

CHMT 18 17 94% 1 6% 

District 

Hospital 308 149 48% 159 52% 

Health 

Centres 58 18 31% 40 69% 

Dispensaries 297 62 21% 235 79% 

Total 681 246 36% 435 64% 

Source: field findings (2013) 

 

The understaffing was severe in health facilities. This understaffing was observed to 

affect collection of CHF premium and service provision in all nine health facilities 

involved in the study equal to hundred percent. In these facilities, collection was 

conducted along with service provision. For instance, collection at council hospital 

was conducted by medical attendants that worked as cashiers at its Out Patient 

Department. They did recommendable job and showed high commitment but their 

selection had forsaken patient care for revenue collection because they were among a 

few medical attendants with basic training. These criteria would have benefited 

patients if these attendants had been providing patient care.  

 

These cashiers were to be supervised by hospital health accountant. Unfortunately, 

both hospital and health department did not have full-time accountants. They used 

one accountant that had been assigned by District Treasurer (DT) to deal with health 

accounts at his office. This accountant was supposed to deal with both health 

accounts and other assignments channeled to him by DT but he did all assignments 

channeled to him from DT, DMO and Medical Officer Incharge (MO i/c) of the 

hospital.  

 

In addition, he had to deal with supportive supervision in thirty four public health 

facilities and preparation of financial reports. He was thus overwhelmed with too 

many responsibilities. His assignments as hospital health accountant including 

supervising these cashiers were always being foregone as a result.  
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Efforts of health department to recruit supporting staff were normally constrained by 

council’s department of human resource because when these workers were received 

at council’s level for appointment and allocation, they were streamlined and 

normally allocated elsewhere in other departments. For instance, the council received 

one supplies Assistant and record management assistant that were budgeted for 

health department in 2011-2012 personnel emoluments but they were allocated to 

procurement unit and human resource department respectively. 

 

As a result of this, health department continued to use health care providers to carry 

out assignments of support staff such as cashiers, office assistants, supplier office 

and records management assistant. This practice was found to reduce number of 

health care providers who actually served clients. 

 

4.4.5.2 Review of Health Facilities 

Newala needed a total of one hundred fifty five health facilities but it was found to 

have thirty five facilities equal to twenty two point six. Council needed one hospital 

but it had one equal to hundred percent. It needed twenty eight health centers but it 

had three equal to ten point seven percent. It needed one hundred twenty six 

dispensaries but it had thirty two equal to twenty five point four percent (URT, 

2007). 

 

Table: 4.18 – Health facilities requirement, availability and shortage 

Description Requirement Available Percent 

Hospital 1 1 100% 

Health centres 28 3 33% 

Dispensaries 126 32 3% 

Total 155 36 3% 

Source: field findings (2013) 

 

Among thirty five health facilities that were available, thirty four health facilities 

were public and one health centre was privately owned. All public health facilities 

were CHF providers. Only one private health centre was not yet accredited and there 



65 

were actually no efforts on part of the Council Health Service Board to accredit it 

despite its strategic position.  

This health centre is found in Newala town in a village called Nangwala and has 

ideal service area of more than 50,000 inhabitants majority of them are small income 

earners who work largely as peasants and petty traders. A few work part-timely as 

casual laborers in two nearby cashew nut processing factories. Therefore, 

accreditation and/ or any arrangement of Private-Public Partnership with this facility 

will improve access of health care to the community of Nangwala and neighbouring 

villages of Luchingu, Mnuwi, Lingana and Moneka. 

 

4.4.5.3 Unfair Distribution of Health Facilities 

The researcher also found that there was unfair distribution of health facilities in 

Newala as majority of them were found at ward, division and council headquarters. 

Only a few dispensaries were found in remote villages. One hospital and one private 

health centre were found in Newala town. Two public health centres were found in 

divisions of Chilangala and Kitangari. Twenty eight dispensaries were found in 

twenty eight wards. Thus, thirty two health facilities more than ninety one percent of 

all health facilities available in Newala were found in their headquarters. Only three 

dispensaries equal to nine percent are found in remote villages.  

 

This suggests that poor people found in remote areas, experience difficult in 

accessing health care including referral services. As a result, they have to incur 

higher costs of health care including transport costs from their homes to health 

facilities. The figure in the next page depicts this unfair distribution in a diagram for 

easy reference and clarity. 
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Figure 4.1 - distribution of health facilities  

 

Source: field findings (2013) 

 

4.4.5.4 Low Coverage of Medical Laboratory Services 

Coverage of medical laboratory services was found to be low among all nine health 

facilities involved in the study equal to hundred percent. Only, three health facilities 

equal to thirty three point three percent had at least one functional microscope. 

Council hospital had advanced equipments such as fully machine and Micro lab but 

they were not used because of lack of reagents and/ or inadequate maintenance. Both 

challenges in accessing reagents and maintenance of these equipments were caused 

by lack of funds because the ministry responsible for health withdrew to finance their 

maintenance when council’s budgets were in the implementation stage. 

 

The council was not doing many basic tests for one big reason; lack of 

management’s initiatives. Stool analysis had not been conducted at council hospital 

for more than six months then because of lack of stool containers. Containers were 

not available at Medical Stores Department (MSD) but main supplier did not issue 

approval to purchase the same from external sources. Management kept sweet and 

waited without any apparent, considerable initiative to seek approval from MSD.  

 



67 

Culture and sensitivity which was life saving especially for children less than five 

years were not being conducted at council hospital because of lack of agar, incubator 

and room. Council hospital had many ideal rooms to use for the scheme and initial 

funding for the scheme were not a problem either because hospital had many sources 

of funds such as basket funds, cost sharing revenue and local government’s block 

grants to initiate the scheme.  

 

Tests that were being conducted in two health centres were only urine for cells, stool 

for ova, sputum analysis and Blood slide for malarial parasites. Other basic 

investigations were not conducted and there were not any apparent reasons to support 

their non-implementation.  

 

In six dispensaries, the researcher did not find any microscope. There were not any 

investigations that were being conducted except for HIV testing. Basically, there 

were supposed to at least carry out routine tests for pregnant mothers such as syphilis 

screening, hemoglobin estimation and urine for cells, sugar and albumen as well as 

malaria tests. But, they were not doing them. All health care providers had been 

trained in malarial rapid tests algorithm and practiced for a few months but they no 

longer practiced it for more than three months because of lack of test kits from MSD. 

 

4.4.6 Trustworthiness of Management of Health Services in Newala 

In order to determine respondents’ views on trustworthiness of health managers in 

Newala, respondents were asked two questions. The responses were as provided in 

the table below. 

 

Table 4.19 – Respondents’ perceptions on trustworthiness of health managers in 

Newala 

Description Respondents = 301 

Response Frequency Percent 

Do you doubt management 

of health services in 

Newala 

Yes 301 100% 

No 
0 0% 

If you do, what are your 

doubts? 

Health managers squander 

health fund. 
240 80% 
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Description Respondents = 301 

Response Frequency Percent 

  

  

Health managers are not 

committed to improving 

health care. 

237 79% 

Health managers protect 

health care providers who 

underperform. 

121 40% 

Source: field findings (2013) 

 

All three hundred one respondents equal to one hundred percent doubted 

management of health services in Newala. They provided three reasons to support 

their doubt. Two hundred forty respondents equal to eighty percent of all respondents 

involved in the study doubted the management of health care in Newala because they 

were of opinion that management squandered health funds.   

 

Two hundred thirty seven equal to seventy nine doubted management because they 

were of opinion that it was not committed to improving health care services in the 

district. One hundred twenty one equal to forty percent doubted management of 

health care services because they were of opinion that management protected health 

care providers who underperformed.  

 

4.4.6.1 Summary of Respondents’ Trust of Health Managers in Newala 

All respondents doubted management of health services in Newala. Majority doubted 

management because they were of opinion that management squandered health 

funds. 

 

4.4.7 Health care Package and Rationale to Insure 

Health care package provided in Newala was found to be huge. It included all health 

care services offered in public health facilities of different levels in the district. CHF 

membership guaranteed members access health care in all health facilities in the 

district. Despite how huge the health care package is, non members did not see the 

rationale to insure due to lower quality health care services, higher premiums and 

lower user fees. Evidence to support this are available from 4.4.2 to 4.4.7. 
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4.5 Reliability and Sustainability of Source of Funds for Financing CHF in 

Newala 

There are four main sources for financing CHF in Newala, namely; CHF premiums, 

council’s own source, matching grants and donor funding (URT, 2011a). The table 

below provides contributions made by these sources since establishment of the 

scheme in 2007. Data included in the table have been collected from CHF annual 

financial reports for the year 2007-2008, 2008-2009, 2009-2010, 2010-2012 and 

third quarter report for the year 2012-2013. 

 

Table 4.20 – Contributions of different sources 

Year 

  
Membe

rship 

CHF 

premium 

in mil 

(Tsh) 

Matching grants in mil 

(Tsh) 

Council

's own 

source 

Donor 

funding 

Actual Received % 

2007-2008 7,240 36.2 36.2 3.6 9.9% 0 0 

2009-2010 3,500 17.5 17.5 0 0.0% 0 0 

2010-2011 1,575 7.875 7.875 0 0.0% 0 0 

2010-2011 2,000 10 10 0 0.0% 0 0 

2012- March, 

2013 
2,105 10.525 10.525 0 0.0% 0 0 

Total 16,420 82.1 82.1 3.6 4.4% 0 0 

Sources: field findings (2013) 

 

4.5.1 Membership 

Newala is estimated to have fifty six thousand seven hundred eighty five households. 

She is expected to enroll eighty five percent of these households approximately forty 

eight thousand two hundred sixty eight households into her CHF scheme annually 

(Newala District Council, 2013). Since its establishment in 2007-2008, it has 

managed to enroll sixteen thousand four hundred twenty households equal to thirty 

four of the annual target. The enrolment fluctuates annually.  

 

The peak enrollment was reached in 2007-2008 when the fund managed to enroll 

seven thousand four hundred twenty households equal to fifteen percent of the target. 

Current enrolment is only two thousand one hundred five equal to four percent 

(Newala District Council, 2008; 2009; 2010; 2011; 2012 and 2013).  



70 

4.5.2 Effect of Membership on Revenue Collection 

Considering available statistics on membership (48,268 households), Newala could 

collect annual members’ contributions amounting Tanzanian shillings two hundred 

forty two million three hundred forty thousand when CHF premium was Tanzanian 

shillings five thousand. For the period of five years, the fund has collected only 

Tanzanian shillings eighty two million one hundred thousand equal to thirty four 

percent of the annual target. The highest collection was reached in 2007-2008, when 

it collected Tanzanian shillings thirty six million two hundred thousand equal to 

fifteen percent of the annual target (ibid).  

 

From July 2012, Newala charges Tsh. 10,000/= as the annual premium for CHF 

membership. Accordingly, the fund is expected to collect Tanzanian shillings four 

hundred eighty two million six hundred sixty eight thousand by June 2013. Until 

March 2013, it has managed to collect Tanzanian shillings ten million five hundred 

twenty five thousand equal to two percent of the new annual target. The statistics 

have shown that there is direct relationship between membership levels and amounts 

of revenue collected from members’ contributions. 

 

4.5.3 Matching Grants 

The council is entitled to receiving an equal amount of its CHF collection as the 

matching grants from the central government. Matching grants is as well determined 

by membership. For instance, in 2007-2008; the council was entitled to receiving 

Tanzanian shillings thirty six million two hundred thousand when membership was 

seven thousand two hundred forty. This was reduced to Tanzanian shillings 

seventeen million five hundred thousand in 2008-2009 when membership dropped to 

three thousand five hundred. 

 

Unfortunately, the fund has managed to receive matching grants once in 2008. The 

grants received were smaller than the actual claim. The grants received were 

Tanzanian shillings three million six hundred thousand equal to nine point nine 

percent of the claim the council made which was Tanzanian shillings thirty six 

million two hundred thousand. The council failed to secure other funds because she 
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failed to produce records of names of members and reference numbers of receipts 

issued to the members as justifications of her claim (Newala District Council, 2013) 

Five years have passed, the council has not yet produced the documents from 

respective health facilities and it has not secured the grants as a result. 

 

The council has made another claim of matching grants in 2011 which she has not 

yet secured even a single penny from it. The claim amounts Tanzanian shillings fifty 

two million and has been pending at NHIF Zonal Office in Mtwara because of lack 

of supporting documents. Among the missing documents are receipts reference 

numbers, clients’ names and bank statements and certificates of balance for CHF 

bank account (ibid). 

 

Lack of receipts reference numbers and clients’ names has resurfaced and that of 

bank statements and certificates of balance has emerged for the first time. 

Resurfacing of missing members’ records suggests that the management has not 

learned from their past mistake which is disappointing.   

 

Lack of bank statements and certificate of balance of CHF account has emerged as a 

new problem. This was not a problem before because the council had consolidated 

CHF account. This account was fused together with other accounts to form one 

account referred to as “other charges” following direction of the Ministry of finance 

that required councils to remain with six accounts at the end of July 2011.  

 

For the past two years, the council management and NHIF Mtwara Zonal Office has 

tried to address this problem but so far their efforts have proved futile. Currently; 

management is redundant and of opinion that accessing matching grants given 

current situation in Newala is utopia. As a result, there are no other efforts to process 

other claims. 

 

4.5.4 Council's Own Source and Donor Funding 

These two sources of funds are redundant. Since establishment of CHF in 2007, the 

fund has not yet received any contributions from these two sources. Currently; there 



72 

are no efforts on part of the council’s management to allocate funds from its internal 

revenue collection to finance CHF or pay for exemption and waivers of the destitute 

as required by CHF regulations (URT, 2001; 2011a; 2011b).  

 

The council has as well made no effort to mobilise resources from potential donors. 

It is not even in the management plans to seek donation. But, Newala has an 

opportunity to conduct fund raising for her CHF scheme given that the council has 

not always conducted fund raising, Member of Parliament for Newala is the Minister 

in the current cabinet, and three of Members of Parliaments who represent Mtwara 

region have once lived in Newala. Moreover, Newala has a radio station that can be 

used to sensitize the general public to contribute. 

 

4.5.5 Summary of Reliability and Sustainability of Source of Funds for CHF in 

Newala  

Despite the fact that Newala has four potential sources for financing CHF, but use of 

these sources is minimal in the district. The fund has managed to collect considerable 

revenue from members’ contributions but collections are low and not sustainable 

because of low and fluctuating membership respectively. 

 

Newala could collect equal amount of matching fund from central government for 

each premium it collects from members in the district. But, it has two claims pending 

at NHIF Mtwara Zonal Office because of lack of supporting documents due to poor 

record keeping and lack of consolidated CHF accounts. Both council’s contributions 

and donor funding are redundant because of lack of management’s willingness and 

initiatives. As a result, the fund has not received even a single penny from the two 

sources. 

 

4.6 Indicators of Adverse Selection and Moral Hazard 

Adverse selection has been indicated by some respondents when they were asked by 

the researcher why they preferred over user fees. Some responded that they were 

very sick and thus needed health care often. Others responded that they were poor 

and could not for user fees (refer, Table 4.7). But, the attitudes of providers at 
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council hospital also supported this because they tended to encourage the very sick 

and poor to join into CHF to allow cost of their illnesses and/ or address their 

inability to pay. The researcher did not manage to find any indicator that directly 

linked CHF to moral hazard.  

 

4.7 Management’s Commitment and Initiatives to Improve Performance of 

CHF in Newala 

Generally, management’s commitment was found to be low because of high rates of 

non-compliance to statutory procedures and other set goals to improve performance 

of CHF in Newala. Management’s commitment was also found to be low especially 

in providing technical support in the management of CHF through supportive 

supervision in health facilities in Newala.  

 

CHMT was obliged to supervise hospital, health centres and dispensaries. Among 

health facilities involved in the study, CHMT had supervised two health centres and 

three dispensaries once each on Prevention of Mother to Child Transmission 

(PMTCT). It had not supervised two dispensaries and council hospital on any 

service.  

 

According to her CHF by law, CHMT is obliged to supervise each health facility at 

least once in every three months on CHF (URT, 2011a). Until the end of third 

quarter, CHMT has not supervised any health facility on CHF among nine facilities 

involved in the study.  These facilities have thus missed important technical support 

on management of CHF from CHMT.  

 

Lack of support has implications on scheme implementation and performance at 

health facility level. The researcher noted gaps in scheme implementation that would 

have been addressed by supportive supervision. They included the following: 
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4.7.1 Misconception in Translation of User Fees Policy  

In two health centers and six dispensaries involved in the study equal to eighty nine 

percent, the researcher found out that non CHF members paid user fees after they 

received drugs. They did not pay if drugs were not available (URT, 2011a).  

 

Current implementation of user fees policy in these facilities contradicts with 

statutory provision. URT (2011a) provides that non CHF members are supposed to 

pay user fees when they visit a health facility for a chargeable health care. This 

implies that non members pay even if they receive consultation services only because 

consultation is chargeable health care. 

 

If non members pay when they receive drugs, the act will have bad implications on 

the general scheme performance because it may act as negative incentives for non 

members to participate in CHF as it makes user fees cheaper than CHF premium.  

 

4.7.2 Clients Pay Premium When They Need Health Care 

Clients in Newala were found to be paying for CHF premiums when they needed 

health care. Three factors were found to be associated with this attitude. Firth, it was 

found that in all health facilities involved in the study equal to hundred percent, the 

CHF premiums were being paid in health facilities along with provision of health 

care services. This contradicted with the regulation that required members to pay 

premium in their wards (URT, 2011a).  

 

Second, sensitization was also found to be conducted along with service provision 

especially to clients whom health care providers thought that they were too sick or 

poor to be able to pay for user fees in each visit. This action was observed in all 

health facilities but it was more popular at council hospital, probably due to high user 

charges at this level. 

 

Third, there was low re-enrolment rate because mechanisms used to alert members 

on their membership status were found to be ineffective. The researcher found out 

providers labeled CHF cards issued to members with dates when membership was 
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supposed to expiry. This was not reliable especially for forgetful clients, clients who 

were less sick and thus did not have to use the card often and clients who were 

unable to read or see.  

 

4.7.3 Non-compliance to Exemption and Waivers Procedures 

Practices of exemption and waivers in Newala did not comply with procedures laid 

down in her CHF by law. According to statutory procedure, exemptions were to be 

initiated in villages and approved by WHCs. The exempted were to be issued free 

CHF cards by wards. The researcher did not find any evidence to support 

implementation of this statutory procedure (URT, 2011b). As a result, use of 

exemptions and waivers among health facilities in Newala was found to be low.  

 

4.7.4 Inadequate Support by Facilities to Management’s Initiatives to Improve 

CHF Membership 

Management seeks to improve CHF membership in Newala by encouraging group 

membership, maintenance of buffer stock of drugs for CHF members, and 

community sensitization during harvest seasons. 

 

4.7.4.1 Group Membership 

Among all health facilities involved in the study, the researcher found evidence to 

support group membership at council hospital only eleven percent. These members 

were not enrolled by the hospital’s initiatives but management’s own initiatives. 

Each year, health department had activity to sensitize group membership among 

students in two boarding secondary schools and two colleges found in Newala town.  

 

It had good coverage. For instance, management managed to enroll one hundred 

ninety nine secondary school and sixty three college students through this initiative 

(Newala District Council, 2012). Despite its success, none of health facilities 

involved in the study copied its implementation including Newala hospital that had 

benefited from the initiative and had other four day-time secondary schools it were 

able to extend group membership to. 
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Moreover, Newala it has twenty eight secondary schools in her twenty eight wards. 

Attempts to reach four training institutions in Newala leave other institutions which 

means leaving thousands of other potential group members. Moreover, Newala has 

more than one hundred twenty nine cashew nuts farmers’ societies which are also 

potential for group membership but have not been utilized. 

 

4.7.4.2 Maintenance of Buffer Stock 

The researcher used evidences such as availability of the stocks, maintenance of 

separate ledgers and dispensing registers and ability to develop a link between actual 

consumption and accounting for the stock. Among nine health facilities involved in 

the study, seven health facilities equal to seventy eight percent maintained a buffer 

stock of medicines and medical supplies for CHF and other insurance members. In 

two dispensaries equal to twenty two percent, there was no evidence to support 

maintenance of such a stock.  

 

At council hospital, the situation was found to be excellent because they maintained 

a separate department for care of CHF members and other insurance members. This 

department has its own pharmacy and dispensing outlet. But, this initiative was 

found to be largely constrained by small consignments of drugs and medical supplies 

health facilities received from Medical Stores Department in Mtwara. At council 

hospital, one consignment lasts for one week and the hospital has to back to MSD 

and collect any consignment. 

 

In two health centres and six dispensaries involved in the study, the situation was not 

constant. Six health facilities were found to have most of the items but two 

dispensaries were found to have no items at all. One of them, it has received its final 

consignment in two weeks’ time. Both facilities were not able to account for 

utilization of their consignments suggesting that there is loss or inadequate 

management of drugs among these facilities.  
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4.7.6.3 Community Sensitization during Harvest Seasons  

Community sensitization during harvest Seasons seeks to address the problem of 

seasonal income among the rural poor in Newala. It has been reported by 

management as one among strategies management uses to improve CHF 

membership.  

 

During the entire period of the research, the researcher has tried in vain to find 

evidence in support of its implementation in nine health facilities involved in the 

study as well as council’s health department but he could not find any evidence in 

support implying that strategy is rarely employed or else not employed at all. 

 

4.7.6.4 Summary of Management’s Commitment and Initiatives 

Majority of initiatives, management has set to improve membership do not perform 

well. Premiums are not collected in wards but in health facilities along with 

provision of other services. As a result, clients pay for CHF when they need care. 

Likewise, exemption is also not provided in wards but in health facilities. As a result, 

only a few people are exempted. This is signified by lack of evidence of waivers and 

exemptions for destitute in Newala.  

 

Majority of health facilities maintain stock of drugs for CHF members but small 

consignments of supplies, poor management of available supplies and pilferage were 

found to be important constraints in maintaining enough stock for members. 

 

There was no evidence of community sensitization but there was evidence of group 

membership but its coverage is minimal among target groups because health 

facilities do not complement management’s efforts.  
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CHAPTER FIVE 

 

DISCUSSION OF THE FINDINGS 

 

5.0 Introduction 

This chapter presents the interpretation and discussion of the data presented in 

chapter four. Moreover, this chapter answers the questions on how and why the data 

relate to the objectives of the study. 

 

5.1 Findings from research question one 

Research question one: What are actual factors that determine CHF membership in 

Newala? 

 

The researcher aimed at determining factors that are associated with CHF 

membership because he believed that, if these factors are known it will help 

management to craft strategies that can be used to improve membership and thus 

overall performance of CHF in Newala. 

 

5.1.1 Personal information on scheme members 

Majority of respondents were found to be young aged eighteen to twenty eight years 

old, female, Muslims, Makonde, single, had families of one to six members and lived 

on subsistence agriculture. Majority of respondents earned annual income between 

Tsh. 30,000 to 250,000/= in 2012. Income was seasonal and earned between 

September and December through sales of cashew nuts.  

 

But, majority of CHF members among the respondents were in the age group of 

twenty nine to thirty nine, male, Christians, Makua, married, had a family size of one 

to six members, standard seven leavers and worked as petty traders and earned 

income of Tsh. 300,000 to 900,000/= in 2012. This is justified with findings in table 

4.2. This finding complements of other scholar (e.g. Jütting, 2003) who has 

previously showed that there is relationship between age, sex, religion, marital status, 
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family size, and income as well as income determinants such as education and 

occupation with participation in insurance scheme. 

 

5.1.2 Low Knowledge on CHF Contribution and Benefit Package 

Majority of respondents were aware that they could pay in advance for health care 

through CHF in Newala. But, they were not aware of the amount charged as CHF 

premium and health care package that they would enjoy after paying the premium. 

This lack of knowledge on scheme premium and benefit package suggests why there 

is low CHF membership in Newala despite huge health care package offered by its 

fund. This finding supports Matthew’s argument that information is one of 

fundamental determinants of demand for health care (Matthew, 2004). 

 

5.1.3 Inability to Pay for Health Care and CHF Premium 

Majority of the respondents had experienced challenges in paying for health care 

largely due to inability to pay for the care (Kelley et al, 2006; Bennett; Msuya, 

2004). Respondents normally sold their assets to address inability to pay for health 

care (Stoermer, 2012). According to the respondents, majority of them were not able 

to pay premium in full but could pay in two equal installments (Mtei and Mulligan, 

2007).  

 

Payments of premium in installments were found to be unpopular probably due to 

lack of awareness among community members. Much worse, there was a bunch of 

respondents who could not pay even in installments. These respondents argued that 

they were unable to do so because they consumed everything they produced. In other 

words, they lived from hand to mouth and that constrained their ability to pay for 

CHF premium (Stoermer, 2012). This is justified with findings found from tables 4.9 

and 4.10. 

 

5.1.4 Respondents Prefer User Fees over Premium 

Majority of respondents prefer user fees over CHF premiums. They prefer user fees 

because they do not see rationale in insuring themselves while there is frequent stock 

out of drugs in public health facilities in Newala implying low quality of care (Borg 



80 

and Mubyazi, 2012; Mtei and Mulligan; Kamuzora and Gilson, 2007). This is 

justified with findings in tables 4.12 and 4.13. 

 

5.1.5 Low Quality Health Care Services 

Quality of health care services was found to be low. This was supported by findings 

from all respondents’ interview, review of relevant documents and observation. 

Factors that were found to associate with low quality health services in Newala were 

frequent stock out drugs, shortage of health care providers, shortage of health 

facilities and unsupportive staff (Mamdani and Bangser, 2004; (Borg and Mubyazi, 

2012; Mtei and Mulligan; Kamuzora and Gilson, 2007). This is justified with 

findings found in tables 4.14 to 4.18. 

 

5.1.6 Respondents Do Not Trust Management 

Respondents do not trust management of health care in Newala (Mtei and Mulligan; 

Kamuzora and Gilson, 2007; Mamdani and Bangser, 2004) because of their opinion 

they squander health funds (Ekman; Jütting; Murthy and Klugman, 2004; Bennett et 

al, 1998; Derrienic et al, 2005 and Murdoch, 1995). This is justified with findings in 

table 4.19. 

 

5.1.7 Respondents’ Failure to See Rationale to Insure Despite Huge Benefit 

Package 

Health care package provided in Newala is considerable. It included all health care 

services offered in public health facilities of different levels in the district. CHF 

membership guarantees you to receive health care in all health facilities in the 

district.  

 

Despite how huge the health care package is, it is not appealing to the community 

because of shortage of drugs and low quality health care. Moreover, majority of the 

respondents failed to see the rationale to insure because of lower quality health 

services, higher premiums, and lower user fees (Borg and Mubyazi, 2012; Mtei and 

Mulligan; Kamuzora and Gilson, 2007). This is justified with findings in tables 4.9 

4.10 and to 4.14 to 4.18). 
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5.2 Findings from Research Question Two 

Research question two: are sources of funds for financing CHF in Newala reliable 

and sustainable? 

 

Researcher aimed at determining reliability and sustainability of sources of funds for 

financing CHF in Newala because he believed that if it this information is known, it 

will help management to set strategies that will be used to improve contributions of 

these sources in financing CHF in Newala. 

 

5.2.1 Relationship between Scheme Membership and Funding 

Findings from this study revealed a direct relationship between level of insurance 

scheme membership and its funding. Funds available for financing CHF in Newala 

were found to be low because of low membership. Currently, CHF covers 2,105 

households equal to four percent of the target households estimated to be 48,268. 

Until March 2013, it has only collected Tanzanian shillings ten million five hundred 

twenty five thousand equal to two percent of the annual target estimated to be 

Tanzanian shillings four hundred eighty two million six hundred sixty eight thousand 

(Newala District Council, 2013; Matthew, 2004). This is justified with findings in 

table 20. 

 

5.2.2 Matching Grants 

The study found out that Newala has received matching grants only once in 2008. 

The grants received were smaller than the actual claim because Newala failed to 

produce supporting documents of names of members and reference numbers of 

receipts issued to these members as justifications of her claim. The claim had been 

pending since then (Newala District Council, 2013). This is justified with findings in 

table 10. 

 

In 2011, another claim was made and council has not yet secured even a single penny 

from it because of missing receipts reference numbers, clients’ names and bank 

statements and certificates of balance for CHF bank account. Lack of receipts 

reference numbers and clients’ names has resurfaced and that of bank statements and 
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certificates of balance has emerged for the first time. Resurfacing of missing 

members’ records suggests there are challenges in record keeping among health 

facilities and district level in Newala and that the management has not taken 

initiative to address this problem which is disappointing (ibid). 

 

This supports finding by Chee et al (2002) that there are challenges in record 

management among schemes implementing CHF in Tanzania. Management’s failure 

to find initiatives to address challenges in record keeping that hinder access of 

subsidizes from  central government it can use to improve health care in the district 

signifies that there is low management’s commitment in the scheme in Newala 

(Kamuzora and Gilson; Mtei and Mulligan, 2007; Mubyazi and Borg, 2012). 

 

Lack of bank statements and certificate of balance of CHF account has emerged as a 

new problem. This was not found to be a problem before and is not actually a 

problem of managers in health department in Newala but a problem of council 

management because they did not prioritized CHF in allocating bank accounts 

following Ministry of finance’ directions to reduce number of accounts in all 

councils to six. In this decision making, they had actually not honoured their own by 

law that required the council to maintain separate account for CHF scheme (URT, 

2011a). 

 

5.2.4 Council's Own Source and Donor Funding 

These two sources of funds were found to be redundant because there were no 

initiatives on part of management to mobilise resources from these sources. This is 

justified with findings in table 10. 

 

5.3 Findings from Research Question Three 

Research question three: Are there any indicators of adverse selection and moral 

hazard within CHF scheme in Newala? 

 

Researcher aimed at identifying whether there are indicators for adverse selection 

and moral hazard within CHF scheme in Newala because he believed if this 
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information is known it can be used to keep both adverse selection and moral hazard 

low and thus maintain risk pooling within the scheme. 

 

The study has thus found sources of funds are reliable and sustainable but lack of 

effective management on part of management at district and health facility levels has 

not only lowered revenue collection from membership contributions and matching 

grants but also made collection from council’s own source and donor funding 

redundant. 

 

5.3.1 Adverse Selection 

The study found out that there were indicators of adverse selection within the scheme 

because of attitudes of both clients and providers on CHF as the scheme for the poor 

and sick people who need health care often. As a result, the scheme attracts the poor 

and the sick into the scheme which is adverse selection (Matthew, 2004). This is 

supported within findings in table 4.7. 

 

5.3.2 Moral Hazard 

The researcher did not manage to find any indicator that directly linked CHF to 

moral hazard. But, he was able to observe one scenario of induced demand to client 

of elective operation in Newala hospital that ended with poor client’s outcomes and 

high costs for health care (Shaw and Griffin, 1995). This is supported by findings in 

table 4.12 and 4.13. 

 

5.4 Findings from Research Question Four 

Research question four: What are management’s initiatives to improve CHF 

performance in Newala? 

 

Researcher aimed at determining management’s initiatives to improve CHF 

performance in Newala because he knows that effective management is necessary for 

overall scheme performance therefore knowing whether initiatives used by 

management to improve scheme performance meet target or not will help 
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management to identify effective and ineffective initiatives and use this information 

to improve strategies management uses to improve scheme performance. 

 

The study found out that inadequate supervision on management of CHF among 

health facilities in Newala and resultant inadequate support of health facilities to 

management’s initiatives constraint performance of strategies such as group 

membership, maintenance of buffer stock for CHF members and sensitization of 

members during harvest seasons, used by management to improve scheme enrolment 

in Newala. Specifically, this research found the following with regards to 

management initiatives to improve scheme performance. 

 

5.4.1 Supportive Supervision 

Supportive supervision on management of CHF in Newala was not conducted in all 

health facilities from July 2012 to March 2013. As a result, health facilities have 

management challenges in implementation of CHF such as misconception in 

translation of user fees policy that could be addressed by technical support from 

CHMT. 

 

5.4.2 Compliance to Regulations 

The study found out that there are high levels of non compliance to existing CHF 

regulations. For instance, user fees were charged after non members had received 

drugs in eight health facilities involved in the study. CHF premiums were paid in 

health facilities and not in wards as required by CHF regulations in all health 

facilities involved in the study. Implementation of exemption policy does not comply 

with statutory procedures because exemptions were not initiated in villages and 

approved by WHCs but in health facilities. Moreover, the researcher did not find any 

evidence to support provision of free CHF cards to destitute (URT, 2011a). 

 

5.4.3 Group Membership 

The study found out this initiative is effective but its current coverage is small 

because health facilities do not support management in its implementation. As a 

result, a few members are enrolled at hospital from four training institutions in 
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Newala because of council’s health management’s initiatives and not the hospital 

itself. This leaves huge potential of group membership untapped in other training 

institutions and farmers’ societies. 

 

5.4.4 Maintenance of Buffer Stock for CHF Members 

Majority of health facilities maintain stock of drugs for CHF members but small 

consignments of supplies, poor management of available supplies and pilferage were 

found to be important constraints in maintaining enough stock for members. 

 

5.4.5 Sensitization of Community Members during Harvest Seasons 

Implementation of this important strategy that seeks to address problem of seasonal 

payment could not be proved in all health facilities and even at district level implying 

that its use is minimal or it is not used at all. 

 

Therefore, findings from this research question support that management’s 

commitment is low among CHF schemes in Tanzania. There is misconception in 

translation of CHF policy and this impacts effective management of the scheme at 

implementation levels (Kamuzora and Gilson; Mtei and Mulligan, 2007; Mubyazi 

and Borg, 2012). Overall scheme management thus determines its performance.  

 

5.5 Theories of Demand and Expected Utility Theories 

Clients of health care that were involved in this study in Newala based their decision 

to participate in CHF on preferences, income, prices charged for premiums and user 

fees as well as risk aversion and demand for certainty (Mathew, 2004; Caltech, 2009; 

Schneider, 2004). This behaviour complements two important theories with regards 

to poor people’s decision to participate in health insurance, namely; consumer’s 

theory of demand and expected utility theory.  

 

Matthew (2004) argues that demand for health insurance can be elicited through 

analysis of preferences and tastes. This argument is supported with the finding from 

this study because users of health care in Newala have been found to substitute user 



86 

fees over CHF premiums based on their tastes, preferences, income and prices 

charged for premiums and user fees (Caltech, 2009; Schneider).  

 

Users of health care in health centres and dispensaries exhibit two different behaviors 

when they attend health care in lower levels and at council hospital. In the former, 

they pay user fees and most of them join CHF at council hospital because user fees 

are more appealing in health centres and dispensaries than at hospital.  

 

In dispensaries and health centres, user fees charged amounts Tanzanian shillings 

two thousands and after payment, user of health care can enjoy health care for a 

period of one to two weeks. The situation is different at council hospital. User 

charges are paid per services and accumulate as you need more services. With 

budgetary constraints, more rural dwellers join CHF membership at council hospital 

to reduce costs. 

  

Although the above option is not typical decision-making under expected utility 

theory it saves to reduce impact of health care on wealth (Jütting, 2003; Schneider, 

2004). Typical decision making under this theory is characterized by distribution of 

income over possibility of falling sick and remaining health which creates 

considerable certainty (Schneider, 2004).  

 

5.6 Implications of the Findings 

5.6.1 Exclusion of the Poor   

Cost sharing in health can improve health care in underserved areas (Shaw and 

Griffin, 1995; Jacobs and Price, 2006; Litvack and Bodart; 1993). Despite its 

importance, its implementation in Newala has raised prices of public health care, 

(Shaw and Griffin, 1995), has diverted the poor to other forms of medical care 

(Audibert and Mathonnat; Chawla and Ellis, 2000) and has lowered demand for 

health care (Mwabu et al, 1995). As a result, its goal of revolving health care around 

users as argued by Akin et al (1987) is far from being realised in Newala. 
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CHF has been introduced in Newala to improve access to health insurance to people 

not covered by formal health insurance especially the poor (URT, 2009; Haazen, 

2011; Basaza et al, 2009; URT, 2001; Morestin and Ridde, 2009; URT, 2003; Borghi 

and Joachim, 2011; Stoermer et al, 2011; Ackson, 2010; Bennett, 2004; Schneider, 

2004 and Mtei and Mulligan, 2007). It thus seeks to address socio-economic 

challenges which exclude the rural poor majority in Newala to access quality health 

care (Mtei and Mulligan, 2007).   

 

But, this target has not yet realised in Newala because of low coverage and exclusion 

of the very poor (Waelkens and Criel, 2003; Ekman; Jütting; Murthy and Klugman, 

2004). Current enrolment in Newala is four percent (Newala District Council, 2013) 

and the poor are excluded largely due to higher premiums and associated inability to 

pay for that premium (Kelley et al, 2006; Bennett; Msuya, 2004).  

 

Low enrolment persists despite payments of premium in installments, group 

membership, and maintenance of buffer stock for CHF members. This persistently 

low enrolment despite the above initiatives may be caused by higher premium or 

other factors that undermine enrolment. Those other factors have been found to be 

low quality health care services, mistrust of fund’s management by the community 

and community’s failure to see rationale to insure due to lack of information on the 

scheme, lower quality health care services, higher premiums and lower user fees 

(Borg and Mubyazi, 2012; Mtei and Mulligan; Kamuzora and Gilson, 2007). 

 

5.6.2 Design challenges 

Evaluation of CHF in Newala has revealed that fund’s design has to be improved 

(Pawson and Tilley, 1997). Current design contributes to low coverage of the fund 

because commitment and/ or involvement of important stakeholders especially; 

politicians, fund’s managers, health care providers and community at large is low 

(Criel et al, 2004; Pawson and Tilley, 2004:3).  

 

Area that needs considerable consideration is on translation of fund’s policy at 

implementation levels because currently they are defined differently by implementers 
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(Kamuzora and Gilson, 2007). For instance, exemption policy as stipulated in the 

district’s CHF guideline mandates WHCs as exemption authority but actual 

implementation is different. As a result, they are people who are exempted by health 

care providers, WEOs and VOEs. This is confusing and denies destitute access to 

exemption. 

 

Moreover, decisions to improve current design are to be informed by evidences that 

have been developed locally as it is difficult to copy and paste design from other 

areas due to contextual differences (refer, Matthew; Schneider, Criel et al, Matthew, 

2004; Mladovsky and Mossialos, 2008; Criel and Kegels, 1997;  Criel et al, 1998; 

Criel and Waelkens 2003).  

 

In developing world, CBHI schemes have been found to be successful in 

communities with high levels of social capital (Criel et al; Matthew, 2004 and 

Mladovsky and Mossialos, 2008). Findings from this study support this argument. 

For instance, it has been noted that there is high level of mistrust of fund’s 

management in the district. This mistrust has been reported by all users of health care 

involved in the study.  

 

Studies conducted in other rural districts in Tanzania suggest that performance of 

CHF in Tanzania is largely constrained by poor scheme design and management that 

tend to exclude the poor as well as people’s perception that public health facilities 

offer low quality health services and fear among community members that CHF 

managers squander their contributions (Ekman; Jütting; Murthy and Klugman, 2004; 

Bennett et al, 1998; Derrienic et al, 2005 and Murdoch, 1995). This study in Newala 

has similar findings. 

 

5.6.3 ATP and WTP in Newala 

ATP for people of Newala is generally low because of the nature of their occupation. 

More people in Newala work as peasants. Only a few manage considerable 

businesses. Thus, majority find difficult to pay for health care and address ATP 

normally by accessing credit through sales of assets and borrowing which may dig 
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them further into poverty. Other people resort to self and traditional medication. Both 

result into poor disease outcomes. A few resort to no care which is the worst 

experience (Stoermer, 2012).  

  

Moreover, people in Newala pay extra health care costs through transport charges, 

tipping providers and purchases of drugs that are out of stock. This affects them 

further and always results into poor diseases outcomes (Mamdani and Bangser, 

2004). For instance, induced demand created by providers at council hospital has 

resulted into poor prognosis of clients for elective surgeries. 

 

Fortunately, their WTP for quality health care is high (Borg and Mubyazi, 2012; 

Mtei and Mulligan; Kamuzora and Gilson, 2007) and there are no evidences that 

their WTP is associated with other variables such as age, sex ethnic group etc. as 

argued by Bonu et al (2003). Therefore, their WTP is a good platform for 

management to improve CHF enrolment. 

 

5.6.4 Exemption and Waivers in Newala 

In Newala, the council does not pay premiums for destitute as required by CHF 

policy (Morestin and Bidde, 2009). This excludes the poor further (Burns and 

Mantel, 2006). General implementation of exemption and waivers has been found to 

be low due to inadequate design and lack of formal criteria (Mtei and Mulligan; Chee 

et al, 2002; Burns and Mantel, 2006). But, the study did not come across evidence of 

too much management’s discretion in its implementation as identified by Chee et al 

(2002) in Hanang. 

 

Other shortcomings found elsewhere such as health facilities’ failure to recover 

revenue used for provision of care to the exempted and waived as well as inadequate 

record keeping and update of exemption data were found in this study in Newala 

(Mtei and Mulligan, 2007; Chee et al, 2002). In Newala, problem of cost recovery 

was found even when records were current and properly managed. For instance, 

council hospital had custody of good data but it had failed to use it to recover even a 

single penny. 
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For success of CHF, it is important fund’s management learns from existing 

community (Kelley et al, 2006). There is also a need to involve members in decision-

making (Chee; Smith et al 2002). Members’ involvement is useful as it helps 

management to revolve the fund around users’ needs (Carrin, 2003).  

 

5.6.5 Low Community Involvement 

Finding from this study has revealed that community does not trust health care 

managers including CHF managers making community involvement urgent in CHF 

management in Newala (Mtei and Mulligan; Kamuzora and Gilson, 2007; Mamdani 

and Bangser, 2004).   

 

Community involvement will thus give them platforms to express woes with regards 

to scheme management. Current lack of platform to express their opinions might 

result into their being dissatisfied with the scheme as well as services the scheme 

provides causing drop out (Mtei and Mulligan; Kamuzora and Gilson, 2007).  

 

Dissatisfaction will also harm the scheme because satisfaction of the existing 

members is useful. Satisfied members tend to be good will ambassadors of scheme 

because they can proclaim its objectives, services and achievements through their 

social networks and more members from the community can be attracted as a result. 

The opposite happens when they are dissatisfied (Mohammed et al, 2011). 

 

5.6.6 Management of CHF in Newala 

Many scholars support that CHF management at district level is a key feature in CHF 

success in Tanzania (Haazen, 2011, Stoermer et al, 2012; Kamuzora and Gilson, 

2007; Chee et al, 2002 etc). Kamuzora and Gilson (2007) argue that low enrolment 

in CHF in Tanzania is largely a result of low managerial capacity and inadequate 

design. This particular study found out that current design in Newala despite its 

shortfalls could have been bettered if management of the fund had been committed.  

 

Lack of management commitment in fund’s goals and policy implementation has 

been related to all woes raised by community, low community involvement, staff 
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underperformance and low quality health care. This makes urgent that improvements 

of the fund should be strategized around management of the fund because they are 

“capable of re-shaping policy during its implementation, with consequences for 

policy outcomes” (Kamuzora and Gilson, 2007:95) 
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CHAPTER SIX 

 

SUMMARY, CONCLUSION AND RECOMMENDATIONS 

 

6.1 Introduction 

This chapter summarizes the findings of the study, presents conclusion and makes 

recommendations. 

 

6.2 Summary 

Research on CHF in Newala has found out that there are many factors that 

undermine performance of the fund in the district. Key factors include low quality 

health care services, mistrust of fund’s management by the community and 

community’s failure to see rationale to insure due to lack of information on the 

scheme, lower quality health care services, higher premiums and lower user fees. 

 

Newala District Council has considerable health care package for CHF members 

because after pay payment of premiums, members can receive all needed health care 

in all health facilities in the district. But, this package is relatively reduced by low 

quality health care services provided in public health facilities in Newala. Important 

quality concerns found by this study in Newala include frequent stock out of drugs, 

low coverage of medical laboratory services, and unsupportive health care providers. 

  

Fortunately; WTP for quality health care is high in Newala. Therefore, management 

could use this blessing to improve enrolment and thus fund’s performance. Such 

moves depend on management’s level of commitment which has been found to be 

low in the district. This makes the issue of improving management commitment 

urgent. 

 

6.3 Conclusion  

The aim of the study was to find out factors that are related to performance of CHF 

in Newala and provide recommendations that target to increase membership and 

fund’s performance.  
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While exploring this objective, the research aimed at unfolding the following as 

specific objectives.  They included determination of factors that were associated with 

CHF membership, reliability and sustainability of sources of funds for financing 

CHF and identification of indicators for adverse selection and moral hazard within 

the scheme as well as determination of the level of management’s commitment 

towards the objectives of CHF in Newala. 

 

The findings of the study revealed that low quality health care services, mistrust of 

fund’s management by the community, low management’s commitment and 

community’s failure to see rationale to insure are associated with low scheme 

membership in Newala. Community did not see rationale to insure due to lack of 

appropriate information on the scheme premium and benefit package as well as low 

quality health care services, higher premiums and lower user fees. As a result, 

majority prefer to pay user fees over premium. 

 

Inability to pay for CHF premium; people of Newala are generally poor because of 

the nature of their occupation. Majorities of them live from hand to mouth. 

Therefore, they find difficult to pay for CHF premium. This limits poor people’s 

participation in the scheme in Newala. 

 

Quality of health care services in Newala was found to be low because of frequent 

stock out of medicines and other supplies, lower coverage of laboratory services and 

unsupportive health care providers. All these factors were found to have a direct 

relationship to low management’s commitment. 

 

Mistrust of fund’s management by the community; people of Newala have shown 

that they do not trust management of health care services in Newala because they 

consider management squanders health funds and do not do enough to improve 

health care services. This is not healthy for the performance of CHF in the district 

because its performance depends on members and potential members’ trust on fund’s 

management among important things. 
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Reliability and sustainability of sources of funds for financing CHF in Newala; the 

researcher has found out that sources of funds are reliable and sustainable but their 

reliability and sustainability is limited by low management’s commitment. As a 

result, management has failed to collect enough revenue from all the sources. 

 

Adverse selection and moral hazard; the researcher has found out that the scheme 

attracts the poor and the sick because of attitudes of both community members and 

health care providers that the scheme is meant for poor people. But, it has failed to 

find out concrete evidence in support of existence of moral hazard. 

 

Level of management’s commitment; it has been found to be low. This low level of 

commitment has been found to contribute to all other challenges in the performance 

of the scheme. Therefore, effective management is important in the overall scheme 

performance. 

 

6.4 Recommendations 

From the findings of this study, the researcher provides the following 

recommendations: 

 

6.4.1 Social Inclusion of the Poor  

In order to improve social inclusion in the district, the council should do the 

following: 

1. Build more health facilities in remote areas. 

2. Improve functioning of WHCs in all twenty eight wards. 

3. Formulate and disseminate in all health facilities protocol for exemption and 

waivers in the district. 

4. Strengthen implementation of CHF policy in the district. 

 

6.4.2 Enrolment 

In order to improve enrolment, the council should seek to improve coverage of the 

following: 

1. Community sensitization during harvest seasons, 
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2. Group membership. 

 

6.4.3 Quality of Health Care 

In order to improve quality of health care, the council has to do the following: 

1. Improve number of health staff in all cadres and skill mix, 

3. Improve procurement and management including rational use of medicines and 

other medical supplies in public health care facilities in Newala, 

4. Include community referral in health care package in the district, 

5. Improve involvement of the community in decision-making in all levels of health 

care. 

 

6.4.5 Reliability and Sustainability of Sources for Financing the Fund 

1. Council conducts fundraising for the scheme. 

2. Mobilization of revenue from internal sources and external donation to finance 

health care of the poor, elderly, MVCs, chronically ill patients and MVCs. 

3. Council improves records keeping in all health facilities and at district level 

4. Council addresses the problem of lack of CHF account urgently 

 

6.4.6 Management’s Commitment 

In order to improve commitment, the council management should do the following in 

the district: 

1. Improve performance management using OPRAS in all levels of health care. 

2. Improve supportive supervision in all health facilities. 
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ANNEXES 

 

Annex 1 – Consent Form For Interviewee (Fomu ya maelezo ya kukubali 

kushiriki utafiki wa mfuko wa afya ya jamii) 

 

Yah: kukubali kushiriki mahojiano ya utafiti juu ya mfuko wa afya ya jamii 

1. Mimi ni mmoja kati ya watu wanaoweza kufikia takribani mia nne arobaini na 

saba ambao tutaojiwa na mtafiti Ndg. Barnabas Herman Amlima. 

2. Ushiriki wangu wa utafiti huu unaofanywa wilayani Newala ni wa hiari. 

3. Najua yakuwa utafiti huu umekubaliwa na Mkurugenzi Mtendaji wa Wilaya 

Pamoja na Kamati ya Usimamizi wa Afya Wilaya ya Newala. 

4. Pia, najua yakuwa utafiti huu utatumika kuboresha mfuko wa afya ya jamii na 

utoaji huduma katika vituo vya kutolea tiba wilayani Newala. 

5. Ushiriki wangu unahusisha kufanya mahojiano na mtafiti kwa muda wa nusu saa 

au robo tatu saa bila ya malipo. 

6. Najua yakuwa mtafiti hatanitaja kwa jina katika taarifa yake na kuwa majibu 

nitakayotoa ni siri kati yangu na yeye. 

7. Nimesoma/ nimesomewa maswali yote kabla ya kuanza kuyajibu. 

8. Nimekubali kujibu maswali yote/ nimekubali kujibu maswali yote isipokuwa 

swali/ maswali namba………………………………………………………………… 

9. Nimepewa nakala ya fomu hii ya makubaliano. 

 

Sahihi yangu ……………………….. 

Tarehe ……………………………………… 

 

Barnabas Herman Amlima 

Mtafiti 

Sahihi yake ………………………… 

Tarehe …………………………………. 
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Annex 2 – Interview guide for clients  

 

Health facility …………………. 

CHF member/ non member (circle one) 

I. Socio-economic status of the respondents  

1. Would you mind providing the following particulars; your age, sex, religion, 

marital status, and tribe, family size, level of education and occupation? 

2. How much did you make as annual income in 2012? 

3. How did you make that income? 

4. How often did you make that income? 

 

II. Information on CHF, premium charged for CHF and health care package  

5. Could you pay for your health care in advance? 

6. How could you pay for your health care in advance in Newala? 

7. Which health care services are covered by CHF in Newala? 

8. Are CHF cards acceptable in all health facilities in Newala? 

 

II. Ability to pay for premium 

9. Could you pay Tsh. 10,000/= charged as CHF premium in one instalment?  

10. If you could not pay it in one instalment, could you pay it in two equal 

instalments? 

11. If you could not pay in two instalments, why couldn’t you? 

12. Could you pay Tsh. 2,000/= as user fees in every visit? 

 

V. Preference between User Fees and CHF Premium 

13. Which do you prefer between user fees and CHF premium? 

14. Give reasons for your answer. 

 

VII. Quality of health care in public health facilities in Newala 

15. How do you rank health care provided in public health facilities in Newala? 

16. Why do you rank service provision in public health facilities in Newala as above?  
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Viii. Trustworthiness of the management 

17. Do you doubt management of health services in Newala? 

19. If you do, why do you doubt management of health services in Newala? 
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Annex 3 – Dodoso kwaajili ya kukusanyia takwimu toka kwa wateja wa 

huduma 

 

Kituo cha tiba............................. 

Mwanachama wa mfuko/ siyo mwanachama (zungushia mojawapo) 

1. Ningependa kujua umri wako, jinsi, dini, hali ya ndoa, kabila, ukubwa wa familia 

yako, elimu uliyofikia na kazi yako? 

2. Ulipata kipao kiasi gani mwaka jana? 

3. Ulipataje kipato chako? 

4. Ulipata kipato chako mara ngapi? 

5. Unaweza kulipia huduma ya afya kabla ya kuumwa? 

6. Unawezaje kulipia huduma hii wilayani Newala? 

7. Mfuko wa afya ya jamii unatoa huduma zipi kwa wateja wake? 

8. Je, kadi ya huduma kwa wateja wa mfuko wa afya ya jamii inakubalika katika 

vituo vyote vya tiba wilayani Newala? 

9. Unaweza kulipia Tsh. 10,000/= za ada ya mfuko wa afya ya jamii kwa mara moja? 

10. Kama hauwezi, unaweza kulipia ada hiyo katika sehemu mbili zilizo sawa? 

11. Kama hauwezi, toa sababu ni kwanini hauwezi? 

12. Je, unaweza kulipia papo kwa papo ya Tsh. 2,000/= kila unapohitaji huduma? 

13. Unapenda kulipia nini kati ya papo kwa papo na mfuko wa afya ya jamii? 

14. Toa sababu la jibu lako la swali namba 13. 

15. Je, huduma ya afya inayotolewa katika vituo vya tiba wilayani Newala ni bora 

kiasi gani? 

16. Toa sababu kwa jibu lako. 

17. Je, una wasiwasi na uongozi wa huduma ya afya wilayani Newala? 

18. Kama una wasiwasi, toa sababu? 
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