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ABSTRACT 

 

In Tanzania, health care is a mixture of public and private practice, with the public 

practice taking care of more than ninety percent of the clients. Public practice is state 

owned and the financial support is provided for by the Government funds and the 

donor community. In the past decade, this financial ssupport of public hospitals has 

significantly declined with hospitals receiving less than twenty percent of the 

allocated budget. Muhimbili National hospital, in an attempt to be self-sustaining 

public hospital, started the intramural private practice (IPPM) services. The factors 

affecting delivery and utilization of the private health services within public hospitals 

in Tanzania have never been documented. The main objective of this research to 

explore the factors affecting delivery and utilization of private health care services 

within public hospitals in Tanzania, Muhimbili National Hospital has been the case 

of this study. 

 

Both qualitative and quantitative research methods were used, the research relied on 

different theories through secondary data and in addition the primary data was 

collected through structured questionnaire, interviews, and observation and 

documentary sources. 

 

The results of our study suggests that, poor customer awareness and high cost of 

services have been identified as the main reasons causing the IPPM to have few 

customers that utilizes the IPPM services. Also, poor hospital infrastructure, space 

constraint and low motivation were found to be the major challenges in delivering 

care as identified by the IPPM staff, this has led to overall, low customer satisfaction. 

 

The overall findings indicate that, there are great possibilities for improving 

awareness knowledge, customer satisfaction and overall staff morale in the IPPM  if 

the identified factors are taken into account. The organization has to pay attention to 

awareness creating activities, and also start thinking strategically about how to 

improve the overall customer satisfaction, staff morale and addressing the 

infrastructure challenge 
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CHAPTER ONE 

 

INTRODUCTION AND PROBLEM SETTING 

 

1.1 General overview 

 

The health needs of third world countries are provided through a mix of private and 

public enterprises. The private health sector’s place within the health systems of 

many low-income and middle-income countries is changing and, generally, 

expanding. Governments are deliberately promoting private providers, 

acknowledging their de facto role in increasingly pluralistic health systems and using 

them to alleviate their own funding constraints (Gilson, 1995).  

 

The major limiting factor in health needs is the spending capacity of the patient. 

Those patients belonging to the extreme lower strata of the economic ladder have no 

choice other than to depend upon the government sector (public hospitals) whether 

they like it or not. Those with some ability to spend money, generally prefers to 

consult doctors in private set up for many reasons. 

 

Public hospitals across the third world countries, particularly in sub Saharan Africa 

serves over three quarter of the patients in need of health services (Sekwat, 2003). 

These public hospitals  are financed by the central Government through general 

budget of which donors from developed countries remains the major financer 

through  general budget support, a health sector basket fund , and direct program 

financing (including off-budget financing). 

 
In Tanzania, health care is a mixture of public and private practice, in public practice 

health care is provided by means of cost sharing or completely free  of charge for 

those who cannot afford to pay (Mtei et al, 2012). The budget of the Ministry of 

health, which funds the public hospitals, is still largely provided for, by the donor 

community, which provides for dedicated health care facilities, consumables as well 

as specific interventional health projects (Kwesigabo et al, 2012). 

The economic deterioration and structural adjustment policies of the 1970's and 80's 

coupled with the trends in global economic crisis led to most of the donors pulling 

out from financial commitments in treatment funds and focusing on preventive 



2 

 

services since they consider preventive services to have a high efficiency for their 

funds. These effects have had a particularly negative impact on social services 

especially health and education in most developing countries.  

 

The Tanzanian government through ministry of health, passed the first Parliamentary 

act empowering a public health institution to attend private patients in 1996 in trying 

to address some of these challenges by advocating for health care through a mixture 

of Public Private Partnership (PPP). 

 

This system has led to the formation of private practice, within the public hospital in 

an intramural fashion, for which patients with ability to pay or with health insurance 

are provided with the same quality of care as they would get in a private health 

facility, this in return ensures that the hospital additional income such that it can 

boost up the income of the providers, ensuring the sustainability hospital equipments, 

supplies, and also funding those who cannot afford certain procedure. This system, if 

well monitored and implemented, it has shown to make many hospitals in sub-

Saharan Africa sustainable (Gilson et al., 2003)(Sekwat, 2003). 

 

Muhimbili National Hospital (MNH) is the largest of four referral hospitals in 

Tanzania. It is positioned to serve patients from different parts of the country and is 

in effect, the apex of the public health in Tanzania (Mwangu et al, 2008). MNH has 

the highest number of highly qualified health services personnel, who provide the 

widest range of services, and is equipped to provide the highest quality services in 

the country. Until very recently, it has been the only site that has provided training 

for medical and health professionals, including a wide range of allied health 

personnel. 

 
In early 2000s, Muhimbili National hospital responded to the government directive 

to public institutions to be self sustain and reducing the dependence on government 

funding, by opening doors to IPPM services within the hospitals.  

The delivery of these services has not come without several challenges that affect the 

efficiency of care delivery and  utilization. The factors affecting delivery and 
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utilization of the private health services within public hospitals in Tanzania have 

never been documented. 

 

So we believe that, documenting factors affecting delivery and utilization of the 

services will help provide a solution to some of the challenges that the public sector 

face in attempting to set up or currently running the intramural private practice 

within the public sector. Finally the government will get a picture on how to allocate 

resources and create policies and acts that suits the formation of the services. 

 
Background of the study 

 

In most developed countries, health care is paid for largely by the government or an 

organization associated with it, using taxes collected from citizens.  The United 

Kingdom, for example, has a “single-payer” system in which the government pays 

directly for care; in France and Germany, the government collects taxes to fund part 

of the government health care system, and employers and individuals pay for the 

remainder of the costs directly (Rodwin, 2003).   

 

In other countries, such as the United States, a portion of the health care system is 

market- based, that is, paid for by private entities such as employers and individuals.  

Even in market- based systems, the government may provide health care to 

vulnerable people.  For instance, in the U.S., federal funds support Medicare, which 

covers the elderly and disabled, and state and federal funds support Medicaid, which 

covers low-income people.  

 

In low-and middle-income countries health care financing remains a critical 

challenge. Many governments in developing and low income countries, faced with an 

increasingly hostile economic environment, demand for extension of health services 

and increasing pressure on government budgets. Nevertheless despite various efforts 

to improve the health situation in the developing world, many countries are still far 

from achieving universal health coverage. 

These countries rarely have institutional capacity to finance government-based health 

care services which in turn results into health costs to be borne by the patients. As a 

consequence, a sizeable proportion of total health care expenditures are paid out of 
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pocket by their population. Low-income families suffer more when they get sick due 

to direct costs of illness and indirect costs resulting from the lost labor (loss of 

productive capital).  

 

The situation has become more prevalent with an introduction of cost sharing 

mechanisms in many developing countries e.g. user fees, co-payments etc. This calls 

for health financing reforms so as to move away from excessive reliance on out-of-

pocket payment as a source of health financing. Other options of financing health 

care services are through health insurance which can be in the form of public or 

private. These two broad approaches to financing health care market-based and 

government financed offer different advantages and disadvantages and neither is 

perfect in all aspects.   

 

All societies have to make choices between how broadly to provide access to basic 

and advanced care, how much to pay for health care and how much and which 

innovations to make available to patients (Madden et al, 2013). Both market-based 

and government-financed health care systems strive to manage overall health care 

costs.  The difference lies in the way they approach the task.  Market-based health 

care relies primarily on the force of companies competing against each other to bring 

the best new products to customers.   

 

1.1.1 Tanzania trends in health care financing and private practice 

 

Health service delivery in Tanzania was mainly the responsibility of the government 

for many years following independence in 1961 as was the case in many other 

developing countries. As a consequence, health care expenditure fell, reserves of 

foreign exchange were reduced and structural adjustment programs deliberately cut 

back on allocation to the social sector this led to the government's allocation of funds 

to these institution going down every year, for which, at the height of this period the 

Government could meet only 10-20% of the recurrent budget needs of its hospitals.  

This has caused a lack of essential supplies for the institutions depended in donors 

and  government fund leading to  the quality of care delivered in these institution to 

be viewed as poor, comparing to the ones offered in institutions that are private for 
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profit (Yoong et al., 2010). Another problem which the public health sector faced 

was the low morale of health care workers and brain draining towards private 

practice and outside the country, due to poor salaries and incentives. Such that the 

public hospitals, though reliable, and full of highly qualified stuff, still they are 

looked upon as poor quality service providers. This lead to two problems, one is the 

health workers, particularly doctors, opt for locums practices in different private 

facilities across the country hence reducing their efficiency in public hospitals. 

Another problem for public hospital fail to provide the best standard of care due to 

facility limitations. 

 

In an effort to tackle the problem, major health sector reforms were made in 1993 

that affected the management, financing, and organization of services. User fees 

were introduced, services became decentralized, and the ban on private sector in 

health care delivery was lifted. New policies were developed that looked favorably 

on the role of the private sector as well. 

 

   1.2 Statement of the Problem 

 

The Tanzania utilizes a mixed type of financing for its health systems. It is largely 

using tax financing which accounts for about seventy percent of public financing. 

The public hospitals also receive and provide services at a cost sharing model and 

exempted model for those who can't pay, and the government subsidize the service 

providing hospitals with the funds to cater for services.  

 

The economic deterioration and structural adjustment policies of the 1970's and 80's 

coupled with the trends in global economic crisis led to most of the donors pulling 

out from financial commitments in treatment funds and focusing on preventive 

services since they consider preventive services to have a high efficiency for their 

funds. These effects have had a particularly negative impact on social services 

especially health and education in most developing countries.  

The Tanzanian government through ministry of health, passed the first Parliamentary 

act empowering a public health institution to attend private patients in 1996 in trying 

to address some of these challenges by advocating for health care through a mixture 
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of Public Private Partnership (PPP).This system has led to the formation of private 

practice, within the public hospital in an intramural fashion, for which patients with 

ability to pay or with health insurance are provided with the same quality of care as 

they would get in a private health facility, this in return ensures that the hospital 

additional income such that it can boost up the income of the providers, ensuring the 

sustainability hospital equipments, supplies, and also funding those who cannot 

afford certain procedure.  

 

This system, if well monitored and implemented, it has shown to make many 

hospitals in sub-Saharan Africa sustainable. The Initiation of the establishment of 

private practice within a public hospital, at Muhimbili is the first of its kind in 

Tanzania, and is aimed at making the system self sustainable, from both healthcare 

providers point to regular supplies. To the best of researchers' knowledge, there is no 

published literature from resource constraint settings such as Tanzania, focusing on 

such initiatives of IPPM and also looking in details the, factors affecting delivery and 

utilization of such services.  

 

1.3   Research Objectives 

This research aims at achieving the following objectives: 

 

1.3.1  Main Objective 

The general objective of this research is to explore the factors affecting delivery and 

utilization of private health care services within public hospitals in Tanzania. 

 

1.3.2  Specific Objectives 

Based on the research problem discussion above, there are four specific objectives: 

i). To find out to what extent customers are aware of the private services 

offered at Muhimbili National hospital. 

ii). To find out the obstacles that cause the potential customers not to use private 

services at Muhimbili National hospital 

iii). To evaluate whether customers are satisfied with the private services offered 

at Muhimbili National hospital 



7 

 

iv). To find out the challenges faced by service providers in delivering private 

services at Muhimbili National hospital 

 

1.3.3 Research Questions 

In order to answer and get the results of this study, the following research questions 

were incorporated: 

 

   1.3.2 General Research Questions 

i. Are potential customers aware of the private services offered at Muhimbili 

National hospital? 

ii. What obstacles that hinder potential customers to use private services at 

Muhimbili National hospital? 

iii. Are private customers satisfied or dissatisfied with the private services 

offered? 

iv. What are the challenges faced by service providers in delivering private 

services at Muhimbili National hospital? 

 

1.4  Significance of the Study 

Documenting  the factors affecting delivery and utilization of private health care 

services within public hospitals in Tanzania, will provide a clear picture of how these 

services run, areas of success, areas of improvement, what are the practices that 

ensure customer satisfaction and also health care providers satisfaction. 

This study will help individual institutions and healthcare provides to plan better and 

address the necessary challenges that they face/expect to face in the attempt to 

provide the private health care within their areas of practices. 

 

Moreover the government will get a picture on how to allocate resources, how to 

make suitable policies and adjustments to suit the formation and delivery of such 

services in more public hospitals so as to achieve the goal of self sustainability. 

Finally this study is helpful to academicians as well as researchers who may wish to 

conduct further research on this subject matter as it enable them to acquire 
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comprehensive understanding of the problem as the a result of the findings from this 

study. 

1.5  Scope and Limitations of the Study 

 

1.5.1    Scope 

The research covers the intramural private practice services (IPPM) of Muhimbili 

National Hospital in Dare es salaam, Tanzania. The number of services and financial 

records of the IPPM services were reviewed to gain a back ground information on 

the nature of services offered by Muhimbili National Hospital-IPPM category. 

The researcher used interviews and questionnaires to gather information from a 

sample of IPPM section customers and health care providers (Doctors and Nurses) 

attending patients at IPPM section. 

 

 1.5.2  Delimitations 

i). The delivery of intramural private practice services at Muhimbili National 

hospital, may differ from other public hospitals across the country. This may 

limit the generalization of the information obtained. 

ii). The small sample size gathered due to the limited duration of data collection 

may also limit the power of the study. 

 

 

1.6    Chapter Summary  

This Chapter covers the main reason of having this study. The main objective of the 

study was to determine factors affecting delivery and utilization of private health 

care services within public hospitals in Tanzania.  

 

The main objective had been broken into four specific objectives; to find out to what 

extent customers are aware of the private services offered at Muhimbili National 

hospital, to find out the obstacles that cause the potential customers not to use private 

services at Muhimbili National hospital, to evaluate whether customers are satisfied 

or dissatisfied with the private services offered at Muhimbili National hospital, to 

find out the challenges faced by service providers in delivering private services at 

Muhimbili National hospital.  
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CHAPTER TWO 

 

LITERATURE REVIEW 

 

2.0  Introduction  

The chapter dwells on literature review focusing on issues such as conceptual 

definitions, empirical literature and conceptual framework. 

 

Health is now widely recognized as a basic human right, and the urgency of some 

global health issues has pushed global health policy to the top of the international 

agenda. With globalization comes the flow of ideas, capital, and people across 

borders, which has profound implications for the spread and treatment of disease. 

The epidemics of HIV/AIDS and SARS, the potential impact of avian flu, and the 

international public goods dimensions of public health make global health policy 

both a national security issue and a foreign policy issue. Further- more, it has become 

clear that the Millennium Development Goals cannot be achieved without massive 

infusions of new overseas development assistance, much of it targeted to health. 

 

Every human being, young or old will require a health care at some point in their 

lives, whether it is for a minor or major compliant. Of particular importance is the 

health care need during the emergency situations when time is of the essence and life 

of a being may be on the line. On the other hand health care being emergent or non 

emergent, all needs financing being it from the government, private donor funds or 

service fees,  in order to sustain the services.  

 

This research has one main primary goal: to determine the factors affecting delivery 

and utilization of private health care services within public hospitals in Tanzania: 

other secondary –minor goals are; 

 

i) To find out to what extent customers are aware of the private services offered at 

Muhimbili National hospital 
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ii)  To find out the obstacles that cause the potential customers not to use private 

services at Muhimbili National hospital. 

iii) To evaluate whether customers are satisfied or dissatisfied with the private 

services offered at Muhimbili National hospital. 

iv) To find out the challenges faced by service providers in delivering private 

services at Muhimbili National hospital.  

v) To argue based on a review of the literature and the research results, for more 

integration of the logistics functions.  

 

The following sections discuss these efforts beginning with a brief literature review. 

 

2.1  Defined Terms 

 

2.1.1 Health care 

Health care is the diagnosis, treatment, and prevention of disease, illness, injury, and 

other physical and mental impairments in humans. Health care is delivered by 

practitioners in medicine, chiropractic, dentistry, nursing, pharmacy, allied health, 

and other care providers (Cooperberg et al., 2009). It refers to the work done in 

providing primary care, secondary care and tertiary care, as well as in public health. 

 

2.1.2   Primary health care 

Primary health care is the term for the health care services which play a role in the 

local community. It refers to the work of health care professionals who act as a first 

point of consultation for all patients within the health care system(Walt and 

Vaughan, 1982). Such a professional would usually be a primary care physician, 

such as a general practitioner or family physician, or a non-physician primary care 

provider, such as a physician assistant or nurse practitioner. Depending on the 

locality, health system organization, and sometimes at the patient's discretion, they 

may see another health care professional first, such as a pharmacist, a nurse (such as 

in the United Kingdom), a clinical officer (such as in parts of Africa), or an 

Ayurvedic or other traditional medicine professional (such as in parts of Asia). 

Depending on the nature of the health condition, patients may then be referred for 

secondary or tertiary care (Gulliford et al., 2002).  

http://en.wikipedia.org/wiki/Illness
http://en.wikipedia.org/wiki/Doctor_of_Medicine
http://en.wikipedia.org/wiki/Chiropractic
http://en.wikipedia.org/wiki/Dentistry
http://en.wikipedia.org/wiki/Nursing
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2.1.3  Secondary health care 

Secondary care is the health care services provided by medical specialists and other 

health professionals who generally do not have first contact with patients, for 

example, cardiologists, urologists and dermatologists. 

It includes acute care: necessary treatment for a short period of time for a brief but 

serious illness, injury or other health condition, such as in a hospital emergency 

department. It also includes skilled attendance during childbirth, intensive care, and 

medical imaging services. 

The secondary care is sometimes used synonymously with hospital care. However 

many secondary care providers do not necessarily work in hospitals, such as 

psychiatrists, clinical psychologists, occupational therapists or physiotherapists, and 

some primary care services are delivered within hospitals. Depending on the 

organization and policies of the national health system, patients may be required to 

see a primary care provider for a referral before they can access secondary care. 

2.1.4  Tertiary health care 

Tertiary care is specialized consultative health care, usually for inpatients and on 

referral from a primary or secondary health professional, in a facility that has 

personnel and facilities for advanced medical investigation and treatment, such as a 

tertiary referral hospital (Chandra et al., 2009).  

Examples of tertiary care services are cancer management, neurosurgery, cardiac 

surgery, plastic surgery, treatment for severe burns, advanced neonatology services, 

palliative, and other complex medical and surgical interventions. 

2.1.5   Laboratory  

Laboratory is a facility that provides controlled conditions in which scientific 

research, experiments, and measurement may be performed. The title of laboratory is 

also used for certain other facilities where the processes or equipment used are 

similar to those in scientific laboratories (Taylor et al., 2001).  
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2.1.6  Radiology/Imaging studies 

Radiology is a medical specialty that employs the use of imaging to both diagnose 

and treat disease visualized within the human body. Radiologists use an array of 

imaging technologies (such as X-ray radiography, ultrasound, computed tomography 

(CT), nuclear medicine, positron emission tomography (PET) and magnetic 

resonance imaging (MRI) to diagnose or treat diseases. Interventional radiology is 

the performance of (usually minimally invasive) medical procedures with the 

guidance of imaging technologies. 

 

2.1.7  Hospital 

Hospital is a health care institution providing patient treatment by specialized staff 

and equipment. Hospitals are usually funded by the public sector, by health 

organizations (for profit or nonprofit), health insurance companies, or charities, 

including direct charitable donations. Historically, hospitals were often founded and 

funded by religious orders or charitable individuals and leaders. Today, hospitals are 

largely staffed by professional physicians, surgeons, and nurses, whereas in the past, 

this work was usually performed by the founding religious orders or by volunteers.  

 

2.1.8  Government (public) hospital 

Government hospital is a hospital which is owned by a government and receives 

government funding. This type of hospital provides medical care free of charge, or 

cost sharing format and the remainder of the cost of which is covered by the funding 

the hospital receives 

 

2.1.9  Private (not-for-profit) Hospital 

This is a hospital which is organized as a non-profit corporation. Based on their 

charitable purpose and most often affiliated with a religious denomination they are a 

traditional means of delivering medical care in the United States. Non-profit 

hospitals are distinct from government owned public hospitals and privately owned 

for-profit hospitals (Palmer et al., 2003).  
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2.1.10 Private (for profit) Hospital 

Private for profit is a hospital owned by a profit company or an organization and 

privately funded through payment for medical services by patients themselves, by 

insurers. 

 

2.2 Theoretical Review 

 

2.2.1 Patterns and effectiveness of current health spending across the world. 

Global health spending in 2012 was $6.2 trillion, about 10 percent of global gross 

domestic product (GDP).Only some 12 percent of that, $350 billion, was spent in 

low- and middle-income countries (Martin et al., 2012).  

 

High-income countries spend about 100 times more on health per capita (population-

weighted) than low income countries 30 times if one adjusts for cost of living 

differences (Unger, 2012). Worse still, more than half of the meager spending in 

low-income countries is from out-of-pocket payments by consumers of care the most 

inequitable type of financing because it hits the poor hardest and denies all 

individuals financial protection from catastrophic illness that public and private 

insurance mechanisms provide. 

 

 The public share of total health expenditures changes with income category: the 

public share is 29 percent in low-income countries, 42 percent in lower- middle-

income countries, 56 percent in upper-middle-income countries, and 65 percent in 

high-income countries (Emanuel et al., 2012). Social health insurance institutions are 

a very limited source of health care spending in low-income countries.  

They accounted for only some 2 percent of total spending on health in low-income 

countries, 15 percent in lower-middle- income countries, and 30 percent in upper-

middle-income and high-income countries (Ginsburg, 2012). In Sub-Saharan Africa 

only 2 percent of all public spending on health (less than 1 percent of total health 

spending) is through social insurance institutions and in South Asia 8 percent (less 

than 2 percent of total health spending) (Novignon et al., 2012). 

 

For the private share of spending, the poorer the country the larger the amount that is 

out of pocket: 93 percent in low-income countries (more than 60 percent of the total); 
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some 85 percent in middle-income countries (40 percent of the total); and only 56 

percent in high income countries (20 percent of the total) (Olafsdottir et al., 2011).  

 

Such figures in the low- and middle-income countries are troublesome because they 

imply that out of pocket expenditures, the most inequitable source of health 

financing, predominates in these countries. External sources account for 8 percent of 

health spending in low-income countries and less than 1 percent in middle-income 

countries (according to population-weighted expenditure information). But on a 

country-weighted basis, external sources account for 20 percent of total low-income 

country health spending. 

 

A new econometric analysis performed for this study finds strong impacts of 

government health spending on maternal mortality and child mortality; direct health 

spending effects are larger than those found for public investments in infrastructure, 

education, and sanitation. The analysis also shows that parallel investments in 

infrastructure and education further reduce infant and child mortality, supporting the 

need for a cross-sectoral approach to reach the Millennium Development Goals for 

health (Dodd and Cassels, 2006).  

 

Economic growth also has a large impact on health outcomes both by directly 

improving outcomes and by generating increased resources that can be mobilized by 

governments for increased public spending. Another important finding is that 

external donor assistance has a limited direct impact on health outcomes.  

Development assistance for health has a direct impact on under-five mortality, after 

controlling for volatility. But it does not affect maternal mortality directly it does so 

only indirectly, through its effect on government health spending. This outcome is 

not surprising given the fungibility of aid, the off-budget nature of a significant 

amount of aid, the exclusion of much aid from the balance of payments, and the fact 

that much aid has gone to debt forgiveness and technical assistance. 
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2.2.2  Global Health care financing functions and sources of revenues  

 

There are myriad ways for countries to design and implement policies to collect 

revenues, pool risks, and purchase services. Risk pooling is the collection and 

management of financial resources so that large unpredictable individual financial 

risks become predictable and are distributed among all members of the pool. 

Purchasing refers to the many arrangements for buyers of health care services to pay 

health care providers and suppliers. The success of countries in carrying out these 

functions has important implications for 

• Funds available (now and in the future) and the concomitant levels of essential 

services and financial protection,  

• Fairness (equity) of the revenue collection mechanisms to finance the system 

(basing financial access on need rather than ability to pay),  

• Economic efficiency of revenue-raising, in not creating distortions or economic 

losses in the economy,  

• Levels of pooling and prepayment (and the implications for risk and equity 

subsidization), 

• Numbers and types of services purchased and consumed and their effects on 

health outcomes and costs (allocative efficiency),  

• Technical efficiency of service production (producing each service at its mini- 

mum average cost),  

• Financial and physical access to services (including equity in access). 

 

2.2.3  Tanzania health care financing and sources of revenue 

Tanzania has a well developed health system.  The principle of primary health care 

was introduced in 1966 with the Arusha declaration, which emphasized health 

service delivery in rural areas.   

 

The desire to have local decisions, including those related to health services, made at 

lower levels of government resulted in 1972 the Decentralization Act was introduced 

and modified by the Local Government (District Authority) Act of 1982.  
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The pyramid health system's infrastructure in 2006 consists of hospitals at the 

following level; 6 referral hospitals (two of which are special hospitals, tuberculosis 

and psychiatric), 20 regional hospitals, and 131 district hospitals (Ministry of Health 

2012).   

 

Many mission hospitals are integrated in the health system and serve in many places 

as the Designated District Hospital.  These voluntary hospitals are important to the 

health system as they exceed the number of government hospitals.  In addition, there 

are 20 private hospitals, 90% of which are in Dar Es Salaam, and 18 parastatal 

hospitals. There are 293 government and mission health centers and 2,929 

dispensaries.  There are also a parastatal and private health centers and dispensaries 

(Kwesigabo et al., 2012).   

 

Coverage is good with estimates that nearly 95% of the population is within 10 

kilometers of a health facility.  Though access is good, the issue of the services 

which can be provided remains an issue as having a regular supply of drugs available 

at all health facilities remains a problem which the government continues to address. 

 

General health statistics indicate that infant mortality is 100 per 1000 live births.  The 

country's morbidity patterns indicate that malaria, upper respiratory tract infections, 

diarrhoea, pneumonia, and unspecified diagnoses are the most common diagnoses at 

outpatient clinics and for admission to hospitals.  AIDS now accounts for over 5% of 

all deaths recorded  and is increasing.   

The health system had over 42,769 health personnel in 1995: 1,264 physicians, over 

26,000 nurses and 15,482 allied health personnel (Baker et al., 2013). The 

expenditures of the Ministry of Health (MOH) for recurrent health services expenses 

increased 20% to 36.5 billion Tanzanian shillings (Tsh.) from the 2003/2004 to the 

2004/2005 fiscal year.  However, the recurrent budget decreased in real terms with 

inflation at over 27% in 2004 and 36% in 2005.  The capital expenditure for the 

Ministry was 1.1 billion that same fiscal year (in July 2006 approximately Tsh. 600 = 

US $1). Donors contribute nearly 90% of the health systems development 

expenditure.  
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The level of finance which the government has been able to provide for its health 

system has not been sufficient to sustain the operation of the facilities and the system 

for some time.  This has been true in other sectors, as well, including education, as 

the government has had to reduce public expenditure.  It was in this context that the 

cost sharing scheme was introduced in 2003. 

 

2.2.4  Modes of health care financing in Tanzania. 

In Tanzania there are generally five primary methods of funding health care 

systems:  

1. Government (revenue/tax based ) funding. 

2. National Health insurance scheme and Community health fund 

3. Private health insurance. 

4. Cash payment (out-of-pocket payments). 

5. Donations to health charities. 

2.2.5  Government (revenue/tax) funding 

This is the system that funds the Government owned hospitals from the construction, 

human resources and supplies. the system follows the pattern of government 

structures of leadership in the form of hierarchy. There are different levels of 

services.  

The system complies with a system of a pyramid on top of which there are central 

hospitals (for example 4 consultant hospitals), which are expensive as they are 

oriented to the international standards. Their function as referral hospitals is fulfilled 

with conditions and difficulties. 

 There is a problem of unequal distribution of financial means as some parts gets 

enough distribution and some parts do not and this explains many problems of 

medical services. In Tanzania over 85% of health expenditure is given to the central 

and main hospitals. But these hospitals access only 10% of the population. The rest 
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of the population, namely 15% of the financial means are meant for health care of 

90% of the population (Kwesigabo et al., 2012).  

 

Aim of government financing towards Universal Coverage  

Social protection is essential for attaining poverty reduction and sustainable 

economic development without which fair free market competition would not be 

assured to function efficiently.  

 

Improvement and extension of social protection thus contributes to the global agenda 

on stability and peace, which in turn, is a pre-requisite for sustainable development 

and attainment of Millennium development Goals (MDGs). 

 

To speed up the implementation of the above strategies and initiatives to cover the 

needy groups, there are emerging developmental efforts towards joining efforts at the 

international organisations’ platforms and level. Recently there was a World Joint 

meeting involving the World Bank, WHO, ILO, GTZ and the Philippines 

Government convened in Manila, Philippines to seriously re-view and consider the 

issue of Extending Social Health Insurance to the Informal Economy, 18 - 20 

October, 2006.  

 

Successful universal health coverage, particularly in developing countries like 

Tanzania needs more than just tools and initiatives, it needs devotion, commitments 

and firm and bold decisions of the following: 

a) Government commitment to foster solidarity and equity in access to health 

care. 

b) Government commitment to support the poor, disadvantaged and other 

vulnerable groups. 

c) Periodic amendments of the regulations to deal with changes, contributions, 

benefits, providers and provider payment systems. 

d) Linkages to be established to create a strong and united network of social 

Insurance schemes both in the formal and informal sectors of the Economy. 

e)  Good governance and compliance to appropriate legislation and regulations. 
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f)  Strengthening Social Health Insurance to cover the informal sector and 

criteria for determination of income for self employed should be set. 

g) Affordability of contribution rate be set such that it can be affordable to cover 

the majority of the populations. 

 

Tanzania health Sectors Reforms  

Tanzania reformed its health services in 1990s by introducing cost sharing in the 

access to health services after a period of three decade of “free” services provision. 

Such programs included the user fees popularly known as the cash and carry.  

 

The Government also introduced the Drug Revolving Fund to subsidize medicine 

costs and later in 1996 the Community Health Insurance Fund (CHF) which was 

pretested in Igunga District and later on rolled over to other Districts to save the 

informal community in the rural and urban areas. In 2001 the Government introduced 

the National Health Insurance Fund for the formal sector employees, started with 

central Government employees in a phased coverage before being opened up for 

others.  

 

In order to ensure that the Country succeed of the health reforms, the Ministry of 

Health and Social Welfare set up a Secretariat at the Ministry to coordinate all 

components of the Reforms which included Hospital reforms, decentralization, 

Health financing, Human Resources, Public-Private Partnership etc.  

 

Health matters in Tanzania are viewed into their wider perspectives, thus soliciting 

for partnerships, joint ventures, participation of various players and stakeholders 

including the Development Partners who have been playing a pivotal role in its 

development initiatives, strategies and resource support (Ejughemre, 2013).  
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Government cost sharing strategy 

Government hospitals 

The government introduced cost sharing in a phased manner beginning in 1993.  The 

phased approach was adopted to ease the public's transition from a free to a payment-

based and to be able to learn from each phase of the experience and make 

modifications to future phases. 

 

At the time cost sharing was introduced, four principle objectives were announced: 

1) To generate additional revenue for health facility operations with all revenue 

being retained at the facility. 

2) To increase quality of health services in government facilities.  

3) To strengthen the referral system and rationalize utilization of health services  

4) To improve equity and access to health services. 

 

Phase I of the program introduced charges at referral, regional and district hospitals 

for grade 1 and 2 services.  Grade 1 services offers a single or double room with a 

private bathroom and other amenities such as telephones and air conditioning.   

Grade 2 services provide semi-private ward accommodations and some amenities.  

The pricing structure for Grade 1 and 2 services include cost of accommodation and 

food only and are on a per diem basis.  All services for health care and drugs are an 

additional charge.   

At the time of the survey, not all hospitals offered Grade 1 and 2 services, and of 

those that did, reported that the demand for has not been overwhelming.  

 

Phase II (launched in January 1994, ), introduced Grade 3 services at referral and 

regional hospitals.  No difference in service exists between different Grades for 

outpatient  outpatient services, but Grade 3 inpatient services offer basic health 

services such as a public ward with 6 - 8 patients (or more).  

 

 Phase III ( launched in July 1994) extended Grade 3 services to district hospitals.  

There is a onetime admission fee for Grade 3 inpatients which is the same amount, 

regardless of the length of stay and includes food and drugs  
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Phase IV is the final phase and although not yet implemented, this will introduce 

charges at all health centers and dispensaries. 

 

The fee schedule for government facilities has not been adjusted since it was 

introduced.  All government hospitals must use the national fee schedule unless they 

request and receive approval for alternative charges.   

 

In June 1996, a revised national fee schedule was developed and introduced on July 

1996, but this was rescinded within a few days of its introduction due to concerns 

about the timing of these new fees. In mid July 1996, consultation fees were 

abolished. The Ministry of Health has a Cost Sharing Implementation Unit (CSIU) to 

design, introduce and coordinate the cost sharing program.   

 

Members of the CSIU undertook study tours to several countries, including Kenya, 

Ghana, Swaziland, Zimbabwe, Thailand and South Korea prior to launching cost 

sharing in Tanzania.  Prior to introducing cost sharing, the CSIU developed 

comprehensive operational and accounting guidelines for use by MOH facilities to 

delineate the policy, operational and accounting aspects of cost sharing to hospital 

staff .  

The CSIU has also conducted training for staff of all regional hospitals and for 

district hospital staff in 5 of 17 regions though resource constraints have restricted 

further training from taking place. Non-government hospitals 

 

Mission (Voluntary) hospitals are an integral part of the Tanzanian health system, 

representing nearly half of all hospital facilities in Tanzania.  Early in the 

development of the Tanzanian health systems mission hospitals have been and 

integral part of the government health system and are known as Designated District 

Hospital (DDH).  As a DDH, they continue to be operated with as a private 

institution, however the government provides funding for all recurrent costs, 

including salaries.   
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In most DDHs, some of the staff are civil servants.  Mission hospitals have had a 

tradition of charging for their services since 1928 and that segment of the Tanzanian 

population who have historically utilized  mission hospitals are accustomed to paying 

for services.  Mission hospitals designated as DDHs are provided with the 

government fee schedule but are not obligated to use this and are free to modify 

prices at their discretion, based on local economic conditions. 

 

Government mechanisms to protect the poor 

Government hospitals 

Several mechanisms exist to assist poor Tanzanians access health services at free or 

significantly subsidized levels. Waivers are the most direct mechanism, since 

patients who are determined to meet the criteria established by the hospital do not 

pay for services. Indirect mechanisms include exemptions for specific types of care 

or medical conditions and subsidized fees for services, supplies and drugs.  

 

Direct Mechanisms 

In most government hospitals, waivers are granted to the poor at government 

facilities by a member of the care-giving staff, typically this responsibility is 

concentrated in a small group who has been given primary responsibility for 

interviewing the patient.  

Officially, final approval is to be given by the medical superintendent, nursing 

officer in charge or other authority, based on the recommendation of a direct care-

giver, but often they are not included in the process.  When possible (usually at larger 

facilities), hospitals may utilize the services of an on staff social worker to conduct 

interviews, although the initial screening is still done by the care- giving staff.  

 

In relatively few (non-emergency) instances, the waiver process requires prospective 

patients to obtain written documentation from the district Office of Social Welfare, 

Community leaders, or in the case of referrals, from the previous facility prior to 

receiving treatment. However, it should be noted that many variations were noted in 

the procedures outlined above, particularly by initial care-givers who decided that a 
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person was not eligible for a waiver and did not encourage prospective patients to 

appeal this decision to a higher level in the hospital.   

 

On the other hand, several clinicians at support service departments (laboratory, 

radiology, etc.)  revealed that they often did not bother to seek payment from people 

who appeared poor.  In one facility using the Office of Social Welfare, social 

workers were boasted that no waiver had been granted in more than six weeks, 

indicating that a culture exists within the hospital that staff should not grant waivers 

unless essential.  

 

The CSIU guidelines for cost sharing state a policy and operational procedures for 

waivers which directly support one of the four stated objectives for cost sharing: to 

improve equity and access to health services. When cost sharing was first 

implemented, a five part form was developed by the CSIU for hospital staff to use to 

determine eligibility for waivers.   

 

This form included sections for identification, background, assessment from health 

personnel, other health facilities, and sign off from a senior health administrator to 

approve the waiver.   During the cost sharing development process, other, more 

formalized procedures were explored by the CSIU, by not adopted for use, such as 

requiring all patients to have a letter from community leaders.   

In practice, very few formal, written processes are in use at hospital facilities at the 

time this study was undertaken. None of the hospitals were using the five part form, 

and most were not using any documentation at all.  The typical procedure was for 

outpatient or admission staff to make the assessment on their own, with little or no 

participation by senior staff or, if a waiver was granted, little written documentation 

to support the decision. 

 

The most significant finding from the study has been that the lack of operational 

guidelines and training have resulted in hospital staff interpreting the cost sharing 

program to be focused on generating revenues for the hospital at the expense of 

ensuring access to the poor.  Accepted professional standards stated that no one is 
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turned away from a facility because they do not have money, however the 

management of this principle was found to vary significantly between facilities.  The 

result is that the in many of the hospital visited, equity and access in for the poor has 

not been accomplished. 

 

Indirect Mechanisms 

There are two mechanisms in the cost sharing program which are not targeted at 

assisting the poor specifically, but do provide substantial benefits to those who 

cannot pay.  These include exemptions and subsidized fees for services, particularly 

for grade 3 services. 

 

Exemptions 

There are two types of exemptions: exempt patients and exempt illnesses.  

Exemption is based on the individual characteristics of the patient or types of health 

problems.  These are health problems or services which qualify for being excused 

from paying fees at government facilities.  Eligibility for an exemption is determined 

at point of service and requires no formal process.  In most facilities, a patient 

requesting an exemption due to illness will pay until such time that an investigation 

or test results confirm that an exempt illness is present.  The exemption for outpatient 

visits applies to the treatment, x-ray, and laboratory fees. 

 

Subsidized Fees for Services 

The Ministry of Health intentionally set fees at very low levels when introduced, in 

order to ease the transition from  a free health care.   It is estimated that current fee 

levels for services cover less than 5% of actual costs to actually deliver services, and 

the fee for drugs is much lower.   

 

Current fee levels do not present a significant cost burden for all but  the poorest 

segment of the Tanzanian population, however, there is a strong perception that there 

is little patients receive for the money they spend, since drugs and supplies are in 

short supply at most government operated facilities, food is typically not available 
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for inpatients, and the consultation time spent by a trained care-giver is not highly 

valued.  

 

Interestingly, this perception does not hold true for more expensive health services 

found at mission or private facilities, probably because historically, people have 

always paid, and the perception of quality is higher.   In spite of the low perceptions 

of quality, patient surveys indicated that people spent a significant amount of money 

(and time) on transportation to come to a health facility. 

  

Non-government hospitals 

Mission hospitals have a long tradition of charging fees for services, and while no 

formal mechanisms exist for granting waivers, all patients are treated regardless of 

their ability to pay.   

Unlike government facilities which rarely extend credit to patients, patients are asked 

to contribute whatever they can afford at the time of treatment.  If a patient is not 

able to pay the registration fee at the time of presenting at the hospital (in a non-

emergency situation), then an interview is arranged with a person at the facility who 

has been designated as in charge of waivers and exemptions.  If an alternative 

payment plan is  granted, then a note is included in the patient's medical record 

which specifies the outstanding balance.  The next time the patient returns to the 

hospital for treatment, the outstanding balance is discussed with the patient and a 

contribution made.   

One mission hospital has undertaken a collection program which follows up with 

patients who have outstanding balances (or contacts the community leader in the 

patients village) but acknowledged this system did not yield high results.  Some 

estimates indicate that some type of waivers to the poor account for around 10% of 

total patients, particularly if outstanding receivable balances from patients is 

converted to a bad debt expense. 

 

As with the government facilities, mission hospital staff have not had formal training 

for determining waivers but it could be concluded that clear articulation by senior 

management of the underlying philosophy present at mission hospitals, among other 
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factors,  is sufficient to foster a greater degree of access to the hospital by the poor 

than may be experienced at a government facility. 

 

Not all mission hospitals implement a formal exemption system for patients with 

specific medical conditions or types of patients (children under five, MCH, etc.), but 

for those that do, the procedure is similar to that of government facilities..  

 

2.2.6  National health insurance services 

 

The National Health Insurance Scheme (NHIS) for formal sector and government 

employees is funded by a 6% salary contribution split between employee and 

employer. The insured employee, their spouse and four children are entitled to a 

generous package of health care from government and accredited non-state 

providers. However, as 90% of the population work in the informal sector its 

contribution to universal coverage is very limited. 

 

The community health fund (CHF), and more recently its urban equivalent, "Tiba 

Kwa Kadi" (Tika), was set up with assistance from the World Bank  with the aim of 

reaching 60% of households by 2003. It is a voluntary pre-payment scheme with an 

annual membership fee of 5,000 – 10,000 Tanzanian Shillings (US$3-$6). Member 

contributions are matched by government at district level. Benefits are much less 

than the NHIS expensive hospital care is not covered. 

 

Description of the NHIF  

The National Health Insurance Fund was established by Act of Parliament No. 8 of 

1999. The Fund is administered by a Board of Directors which is autonomous but 

reports to the Minister responsible for Health matters. 

 

The main objectives for the establishment of the Health Insurance Scheme are:- 

a) To institute a permanent and reliable system for the provision of health 

services to formal sector employees and later on to other groups as the 

scheme gets experience 

http://www.nhif.or.tz/
http://www.worldbank.org/
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b) To improve the accessibility and quality of health services by introducing 

competition among health care providers from the Government, and Private 

Health Providers 

c) To establish a reliable method which will enable formal sector employees to 

contribute towards their own health and those of their families 

d) To reduce the financing gap by supplementing the Government allocation to 

the health sector 

e) To invest in economically viable projects in the health sector. 

 

2.2.7  Private health insurance 

Privately owned health insurances have mushroomed in Tanzania in the last ten 

years, currently the country have more than 20 privately owned insurance firms 

offering services to different clients.  These are voluntary and covers  mostly salaried 

workers on an individual basis or as employees of registered  employer. The benefit 

package is rated i.e  each member has a specific benefit package depending on the 

premium paid.  

 

This system operates  on an individual  equivalency (no pooling of risk). The 

premiums are calculated according to  the anticipated risk e.g age, sex, risk exposure-

medical family history, medical individual history etc. The private health insurance 

schemes operate in urban areas and with private health providers. 

 

2.2.8  Cash payment (out-of-pocket payments). 

These are direct outlay by households, including gratuities and in-kind payments, to 

health practitioners and suppliers of pharmaceuticals, therapeutic appliances, and 

other goods and services whose primary intent is to contribute to the restoration or 

enhancement of the health status of individuals or population groups. In Tanzania the 

percentage of health expenditure (out-of-pocket payments) is 41.7 from the 2008-

2012 WHO data. 

  

 

 

http://en.wikipedia.org/wiki/Out-of-pocket_expenses
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2.2.9  Donations to health charities 

These are individuals and or organizations that donate out money towards health 

care. the money donated can go through the ministry of health, for example the 

EGPAF projects on HIV/AIDS treatment programs and also the money can go 

directly to the hospitals/health care facilities which are in need of help example the 

Rotary club of Tanzania, funds children and adults with heart diseases that requires 

operation to be done outside of Tanzania. 

 

2.3  Conceptual framework  

This section expounds what the researcher conceptualize about the research in term 

of his/her understanding. According to independent and dependent variables, there is 

clearly interrelation as regards to the proposed topic.   

 

As awareness is a function of many factors such as promotion, advertisement and 

participation in corporate social responsibilities issue. 

 

Mathematically factors influencing awareness can be represented as follows; 

 Awareness  = f {promotion, advertisement and corporate social responsibilities} 

      That is; A  = f {P+AD+CSR}  

Also awareness can be a function of Policy and regulation ( as intermediate 

functions).    

Mathematically; Awareness= f {Policy and Regulation} 

        That is; A = f {P +R} 

 Thus, overall:  A=f (P+AD+CSR+P+R) 

Due to the above relationship the following are independent and dependent variables: 

 

2.3.1  Independent variables 

Independent variable is the one which cause the occurrence or fulfillment of another 

variable that is dependent. As promotion, advertisement and corporate social 

responsibilities are the one which increase awareness, we call them independent 

variables. Also organizational policies and regulations have an impact on the 

awareness of the product 
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2.3.2  Dependent variables 

Dependent variables are the one relying on another variable for them to be fulfilled. 

For this research, product awareness is dependent.  

 

Figure 2.3: Relationship between independent and dependent variables (Designed 

by researcher) 

 

 

 

 

 

 

 

 

 

 

 

 

Source: Compiled by researcher, 2013. 

 

 

 

As shown in the figure above the relationship of dependent and independent 

variables. Awareness of the product is independent clear information, promotional 

activities and counter service offered during marketing and communication to 

customer, these lead to the increase of number of customer. 

Also reliability and credibility of policies, acts and regulations set by Muhimbili 

National Hospital private services marketed and communicated well to customer will 

encourage them to join their services. 
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CHAPTER THREE 

RESEARCH METHODOLOGY 

 

3.0  Introduction 

This is the guideline or the plan that discuss on how the study is undertaken, due to 

what the topic concern, that is “intramural private practice in public hospitals" in 

Tanzania”, the case study approach was used. The case study approach is used 

because; a case is a unit under investigation. It may be an individual person, 

particular group of person, things and set of relationship, organizations or 

community.  

 

This is an explorative research which aims at finding out the factors affecting 

utilization and delivery of private services within public hospitals in Tanzania. This 

is both a qualitative and quantitative studying terms of the methods, which are going 

to be used in data collection. 

 

The aim in a case study is to explore the unity across a variety of characteristics. 

Therefore, the researcher investigated Muhimbili National Hospital IPPM services 

across many variables like customers communication, promotional activities, 

satisfaction, staff overall experience, challenges and much more. Both qualitative and 

quantitative studying terms of the methods, are used in data collections. 

 

3.1  Research design 

This is the arrangement of conditions for collection and analysis of data in a manner 

that aims to combine relevance to the research purpose with economy in procedure. 

In fact, the research design is the conceptual structure within which the research 

conduction; it constitutes the blueprint for the collection, measurement and analysis 

of data (Kothari,2009) 

 

As stated above the study used the case study approach in conducting the study 

though it was very flexible, as the research aim to discover ideas and insight. This 

enabled the researcher to collect data within a short period. According to (H. Odum, 
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2008) the case study method is a technique by which individual factor whether it is 

an institution or just an episode in the life of an individual or a group is analyzed in 

its relationship to any other in the group. (Pauline V. Young, 1960) describe case 

study as a comprehensive study of a social unit be that unit a person, a group, a social 

institution, a district or a community. 

 

Research design is important as it provide a road map on what is to be done in a 

given period. And a case study approach is important being an exhaustive study of a 

social unit, as it enables us to understand fully the behavior pattern of the concerned 

unit. “Case study deepens our perception and gives us a clearer insight into life it 

gets at behavior directly and not by an indirect and abstract approach” (Cooley, 

2000)  

 

3.2 Area of Study 

The research was conducted in Dar es Salaam region at Muhimbili National Hospital 

IPPM service areas, clinics, wards, laboratories and operating theatres providing 

IPPM services were visited.  Although Tanzania has several public hospitals offering 

IPPM services but Muhimbili National hospital has been chosen due to its position as 

the top tertiary care hospital in the country with most of super specialties offering 

services not available in other hospitals across the country. 

 

3.3      Population  

Population is a finite or infinite collection of items under consideration.A sample is a 

part of a large population selected to represent the population. The researcher  

identified the relevant population according to the problem identified in this study. 

The Target population was customers seeking services at IPPM Clinics and officials 

in selected sections of the IPPM clinics.  

The accessible population was IPPM customers and officials available and willing to 

participate in the study at the time of the study when the researcher was available to 

enroll study participants .  
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3.4    Sample size 

 

Size - finite Population (where the population is less than 50,000) 

 
Were 

SS = Sample Size 

Z = Z-value A (e.g., 1.96 for a 95 percent confidence level) 

P = Percentage of population picking a choice, expressed as decimalB 

C = Confidence interval, expressed as decimal (e.g., .04 = +/- 4 percentage points) 

A Z-values (Cumulative Normal Probability Table) represent the probability that a 

sample will fall within a certain distribution. 

The Z-values for confidence levels are: 

1.645 = 90 percent confidence level 

1.96 = 95 percent confidence level 

2.576 = 99 percent confidence level 

 

Based on above formula, the sample size was estimated to be a minimum of 50  

 

3.5   Sampling Techniques 

The probability sampling was used as the sampling technique, because this is a 

deductive approach, where each item of the population has an equal chance of being 

selected.  

 

The methods used were; 

 

3.5.1  Convenience sampling: this was used as it was not easy to give all customer 

equal chance of being selected. The researcher selected any customer who was 

available i.e. those  and who come to get service at the time.  
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3.5.2  Judgmental sampling: Some of the employees were selected by using this 

approach. Because there are some who were potentially available for interview but 

were not from the targeted department.  

 

3.6   Types of data collection 

Data collected in preliminary and during fieldwork stages. Concern will focus on the 

method used to create awareness, maintaining and satisfying customer  and providers 

done by MNH IPPM, internal communication system and methods used in giving 

and receiving feedback from MNH IPPM customers. Data was collected in 

preliminary and during fieldwork stages. All types of data that were collected, that is 

primary and secondary data. 

 

3.6.1  Primary data  

Primary data are those which are collected afresh and for the first time, and thus 

happen to be original in character. These data were be collected from staff at MNH-

IPPM, which  comprise of the following sections, Outpatient clinics, inpatient 

services, Laboratory services, operating theatre services and emergency services. 

 

3.6.2 Secondary data  

Secondary data are those which have already been collected by someone else and 

which have already been passed through the statistical process. These were obtained 

from previous researches, books, journals, papers, magazines, newspapers and 

websites. 

 

3.7   Data Collection Methods and Instruments 

In order to get data four methods were used. 

 

3.7.1  Questionnaire 

This method was used to collect primary data. The researcher distributed 

questionnaires to the selected samples and give them time to fill in. The researcher 

administered respondent in questionnaires filling processes. The issues that the 

questionnaire aimed to cover range from social demographic of the study population, 

their awareness of IPPM services, satisfaction level (ranging from 1-4 on  a scale), 

and challenges facing the health care providers.  
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3.7.2  Interview 

This is the second method, which was used in data collection. Face-to-face 

interviews was used so as to get more data that would not be given in questionnaire, 

since speaking is more powerful than writing (Pons, 1992). Interview was also be 

used to counter check the reliability of the answer collected using questionnaire. The 

main focus of the interview was the parts of questionnaire that were not addressed by 

the respondents, these included the grading of the satisfaction levels, grading the 

quality of health services that they were provided and also the challenges that they 

faced while seeking the care. 

 

3.7.3  Observation 

Through this method the researcher observed individual acts and speech, so people 

were asked about their behavior or actions. The data that collected was on ones 

behavior and attitudes when communicating or suppose to communicate internally 

and externally, this was mainly for MNH IPPM stuff. 

 

3.7.4  Documentary Sources 

The researcher sought the public and private information concerning the industry 

under study that is related. During the study the researcher passed through journals 

(The Journal of C II), Acts (MNH Act no 10 of 1999), several books on Private 

practice in public hospital and IPPM brochures so as to get some more information. 

3.8   Processing and Analysis of Data 

After collection of data, they were processed and analyzed in accordance with the 

research problem, objectives and research questions. Data analysis refers to the 

computation of certain measures along with searching for patterns of relationship that 

exist among data groups (Kothari, 2004).Data analysis was done in order to interpret 

and draw conclusions from the collected data. In doing data analysis, the researcher 

undertook three stages, namely editing, coding and the analysis and interpretation. 

 

3.8.1   Qualitative assessment 

This kind of assessment is for the insight into organization, customers and 

environment. Current communication strength and weaknesses across organization 

was highlighted, as well as combining information from Inside and outside 
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customers. This could be possible through analyzing and improving the system used 

for communicating internally, assessing promotional activities, examining the 

feedback system and looking on the factors that hinder communication. 

 

The interviews were used to perform the qualitative assessment especially on the first 

objective of the research, which was: to find out to what extent customers are aware 

of the private services offered at Muhimbili National hospital.  

 

3.8.2  Quantitative assessment 

The purpose of this method is to gather objective evidence of the study. This 

approach used in sampling development and survey instrument. Processing implies 

editing, coding, classification and tabulation of collected data so they are agreeable 

to analysis. Analysis refers to the computation of certain measures along with 

searching patterns of relationship that exists among data groups. 

 

Questionnaires were used to perform the quantitative assessment especially on the 

quantification of the the obstacles that cause the potential customers not to use 

private services at Muhimbili National hospital and also in quantifying the challenges 

faced by service providers in delivering private services at Muhimbili National 

hospital 

 

3.9   Data Interpretation and Report Writing 

 After processing and analysis of data the researcher interpreted the data by drawing 

inferences from the collected data after analytical study. The stage also has two mini-

stages which are: the one way frequency count and the cross tabulation respectively. 

One way frequency count was used to record the responses to individual questions. 

Finally the researcher prepared a report and make recommendations according to the 

findings. 

 

3.10  Data Reliability 

According to (Saunders et al, 2003), reliability refers to the degree to which data 

collection method or methods yielded consistent findings, bearing similar 
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observations whose conclusions are comparable to other researchers. Transparency 

on how sense was made from the raw data is essential. 

 

Steps to be followed to ensure data reliability of the study, those steps are: 

1. Prior to conduction of the study, the questionnaires were pre tested to ensure that 

there are no any errors or difficulties in acquiring the data. 

2. Two interviewers were present during the whole process of interview, this 

ensures the consistence in the type and format of answering the questions and 

thus ensuring consistence in the data. 

3. The interview process was recorded and notes taken, this ensured that any missed 

information can be recap on the record. 

4. Same type of questions were used during the interview sessions based on self 

administered questionnaires. 

 

3.11  Summary 

This chapter covered the methodology which was used in conducting the study, all 

the plans and guidelines on how the research was done has been postulated in this 

chapter. The study used secondary and primary data through questionnaires, 

interview, observations and documentary sources.  

 

Muhimbili national hospital IPPM staffs and customers in Tanzania seeking private 

services at Muhimbili was the population sample, where by simple random and 

judgemental sampling was used to arrive to a give number of respondents who filled 

the questionnaires. Both qualitative and quantitative assessment were used, and 

finally the data was interpreted by drawing inference tables and then the report was 

written. 
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CHAPTER FOUR 

 

PRESENTATION OF FINDINGS, ANALYSIS AND DISCUSSION 

 

4.0  Introduction  
 

This chapter presents the results and findings of the study conducted at Muhimbili 

National Hospital including the staffs as well as their customer. An analysis of the 

results and the discussion on relevant findings are also included in this chapter.  

 

4.1   Social demographic characteristics of the study population. 
 

Table 4.1 Social demographic characteristics of the study population 

(customers)  

 
Variable / Attribute Number studied Percentage of total 

 

CUSTOMER RESPONDENT (N=161) 

 

Age group: 

  

18-35 58 36.0% 

36-50 66 41.0% 

>50 37 23.0% 

   

Gender:   

Male 98 60.9% 

Female 63 39.1% 

   

Marital status:   

Single 53 32.80% 

Married  62 38.80% 

Divorced & Separated  

Widow/Widower 

 

16 

30 

10.10% 

18.40% 

Level of education:   

No formal education 

Primary school 

Secondary school 

Collage  

 

21 

52 

23 

65 

13.2% 

32.3% 

14.4% 

40.1% 

Occupation:   

Unemployed 

Peasant 

Public sector employee 

Private sector employee 

Self employed 

33 

36 

52 

28 

12 

20.5% 

22.3% 

32.3% 

17.4% 

7.5% 

   

Source: (field data, 2013)   
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Data collection was done through personal interview, whereby the researcher 

administered questionnaires to 161 respondents (customers) who had a response rate 

of around 91%. The research also administered questionnaires to 53 respondents 

(service providers) who had 100% response rate.  

 

Male were 98 (60.9%) of the customer respondent and female were 63 (39.1). 

Majority (41%) of the respondents were aged between 36-50 years and also around 

38.8% of the respondents were married. Around 40.1% of the respondents has had a 

college training  while 13.2% had no any formal training. 

The public sector employee constituted the majority of the respondents, with 32.3% 

while only 7.5% were self employed.  

 

The Table 4.1 above show the social demographic characteristics of the study 

population(customer respondents). 

   

4.2 Distribution of customers from the study population. 

Figure 4.1: Distribution of customers 

 

 

 

Source: Field data, 2013 

As shown in the table 4.1 above  110 (68.1%)  out of 161 of respondents were pure 

IPPM category customers while the remaining 51(31.9%) were general category 

68%

32%

Pure IPPM

General Category
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customers, as shown in figure 4.2.  The field data found that more than two third of 

the patients seen at Muhimbili Hospital are general category(of cost sharing) 

patients, who do not contribute significantly to the revenue collected by the hospital 

while only less than two third of the patients seek IPPM services, and accounts for a 

significant part of the hospital income.  

 

This group of IPPM clients is substantially important to Muhimbili revenue overall, 

as the revenue collected from them is also used to subsidize the cost of the general 

category patients, since most of the time the Government fail to provide the allocated 

budget for the hospital running cost. 

 

4.3  IPPM service providers profiles 

 

Out of 53 IPPM service providers 3 (5.7%) were medical officers, 14 (26.4%) were 

specialists, 2 (3.8%) specialists nurses, 19 (35.8%) nurse officers,  10 (18.9%) 

Assistant nurses and 5 (9.4%) medical attendants. 
 

Table 4.2  IPPM service providers profiles 

 
Discipline Number Frequency 

Specialist Doctor 14 26.4% 

General practitioner 3 5.7% 

Nurse specialist 2 3.8% 

Nurse officer 19 35.8% 

Assistant nurse 10 18.9% 

Medical attendants 5 9.4% 

Total 53 100% 

 

Source: field data 2013 

  

Figure 4.3:  IPPM Service providers work experience 

 

Out of the 53 service providers, 17.5% employees are those who have worked in the 

IPPM service between 1-3 years, 28.8% have worked with IPPM for 3-5 years,  
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41.3% were those between 5-10 years at IPPM and the remaining were 12.4% are 

those being with NIC for above 10 years now. 

 

The figure 4.3  below shows the working experience of the IPPM Service providers.  

Source: Field data, 2013 

 

4.4   Descriptive Findings 

 

4.4.1 Awareness of IPPM services 

Research objective:  

To find out to what extent customers are aware of the private services 

offered at Muhimbili National hospital. 

 

4.4.2 How do customers come to know about IPPM service 

As the table 4.4 below indicates, 51 out of 110 IPPM customers responded that they 

come to know about IPPM services after being recommended by someone who had 

received services at the IPPM clinic in Muhimbili National Hospital. When critically 

interview they said that they know the existence of MNH automatically because it is 

the National Hospital, but never know in details IPPM package of services offered by 
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MNH. 46 customers out of 110, especially from other private hospitals identify that 

they have been referred by another service provider who thought they will get a 

better specialist care. (see Table 4.3 below). 

Table 4.3:  How did customers come to know about IPPM service 

 
 Number of 

Customers 

Percentage Cumulative 

Percentage 

Recommended by someone 

 

51 46.5% 46.5% 

Referred by another service 

provider 

46 41.6% 88.1% 

Newspaper/leaflet/brochures 

 

7 6.1% 94.2% 

Public awareness meetings 

 

6 5.8% 100% 

Total 110 100%  

 

Source: Field data 2013 

 

The result from the field data suggest that there is an overall lack of general 

awareness on the type of IPPM services offered by Muhimbili, despite itself being 

the National Referral hospital with a better coverage of services. Also from the field 

data it has been found out that IPPM does not actively market its product through the 

formal channels of marketing, this was outlined by the service providers when 

responding, they believe that  formal marketing is unethical in the field of medicine 

and that's the main reason why the practice have not come up with a marketing 

strategy.  

 

This shows that there is a wrong interpretation of the Hippocratic oath for medical 

practitioners, which discourages individuals from self advertising of their superiority 

in service provision. This has had an impact on the general number of clients who are 

seeking these services, as many of privately insured clients still have opted to seek 

care from the private hospitals.  

 

Relevant literature (Iliopoulos and Priporas, 2011), suggest that product awareness in 

an organization needs to be of mutually beneficial between organization and its 

customers. One of the most important things in the world of business is to trigger 
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great relationship with customers, in order to establish a reputation in the trading 

world; you need to have a great marketing strategy.  

Also, one of the reason for less privately insured clients, was the fact Muhimbili 

IPPM clinic doesn't have a contract with some private insurance companies and 

hence they do not serve their clients.  

 

4.4.3  Awareness creation Activities done by IPPM 

 

When IPPM customers were asked to mention any known communication activities 

from MNH that they had come across, 77.3%, respondents replied that they have 

never come across any related promotion material from IPPM while 19.1% replied 

that commonly they are used to personal contacts from the practitioners which were 

done by the practitioners themselves or other health care providers.(see table 4.4. 

below). 

 

Table 4.4: Awareness creation Activities done by IPPM 

 
 Number of 

Customers 

Percentage Cumulative 

Percentage 

Advertising, sales promotion, events 

and experience, public relation and 

publicity and direct marketing. 

4 3.6% 3.6% 

Personal contacts from practitioners 

 

21 19.1% 22.7% 

None 

 

85 77.3% 100% 

Total 110 100%  

 

Source: Field data 2013 

 

4.5  Means of paying for the IPPM services 

 

As seen in figure 4.4, out of 110 IPPM customers who were interviewed, 90 (81.8%) 

are paying for the service by using the National Health insurance Fund (NHIF), 10 

(9.1%) are paying the services by using other private insurances (including AAR, 

Strategies etc). The remaining 10 (9.1%) were paying for the services by using cash.  
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This finding suggest that a significant income of the IPPM is largely dependent on 

the NHIF, leaving an unexplored market of private insurance and cash paying clients, 

which have traditionally been served by the private hospitals. This fact may be due 

to, lack of awareness (among privately insured clients) about the private services at 

Muhimbili, Poor perception on the quality of services offered by Muhimbili and stiff 

competition provided by the private hospitals.  

 

Figure 4.4: Means of paying for the IPPM services 

 
Source: Field data, 2013 

 

The finding of our research shows that majority of the IPPM customer came to know 

about the service provided by Muhimbili after being recommended by another 

customer who had received the service at the IPPM, this indicate that, if customers 

are treated well, they may be good advocates for the services that IPPM offers and 

hence provide a natural marketing strategy for the hospital. 

 

 However the customers still argued that the IPPM management should increase the 

rate of promotional activities so as to increase people awareness, on top of this it was 

suggested that  IPPM should have an official a help desk for the customers in need 

and these personnel on the help desk should be well equipped with knowledge of the 

package that the IPPM offers.   
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Most of the promotional documents (such as newspaper, leaflets, brochures) used by 

the IPPM to deliver information to the public, did not have a substantial impact on 

the means by which the public became aware of the services. This means that, the 

IPPM have to change its marketing strategy, and focus more on using the primary 

health care facilities to influence patients referral based on the need and also 

maintain (with improvement) better customer care so as, the customers can be used 

as good advocates to potentially new customers.  

 

4.6   What make potential customers not utilizing the IPPM  services. 

 

Research objective:  

To find out the obstacles that cause the potential customers not to use private 

services at Muhimbili National hospital. 

 

Out of 51 respondents (general category customers) who were not utilizing the IPPM 

services, 32 (62.7%) cannot afford the cost of services as they said IPPM services are 

too expensive, 6 (11.8%) think that there is too much bureaucracy involved in 

accessing the services, 5 (9.8%) are not using because they think that IPPM services 

are of no difference in quality to the general services in terms of quality.  

 

About 8 (15.7%) of the customers had insurance but their insurance was not accepted 

by IPPM services as there was no official contract between the insurance company 

and IPPM.  
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 Figure 4.5 Reasons for potential customers not utilizing the IPPM customers

Source: field data 2013 

 

4.8   Satisfaction or dissatisfaction of IPPM services. 
 

 

Research objective: 

To evaluate whether customers are satisfied with the private services offered at 

Muhimbili National hospital. 

 

The satisfaction or dissatisfaction of the clinical services offered by IPPM was 

determined by its, overall experience, the value of services, promptness of service 

and the courtesy of staff. Out of 110 IPPM customer, 56 (50.9%) said that they had a 

fair overall experience with IPPM services, 66 (60%) had a fair promptness of 

services by the IPPM staff and 70 (63.3%) had a fair value of service for money, 

while 73 (66.4%) had a fair courtesy of IPPM staff. 

 

The major reason identified for the lack of enough satisfaction was the longer hours 

for consultation and also the longer waiting hours for the results of various laboratory 

investigation. Also clients identified, lack of modern infrastructure, such as poor 

ward conditions and poor clinic environment.  
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The other concern was the lack of enough staff per number of clients being served at 

a time, which creates a large congestion in the service delivery areas. 

 

 Figure 4.6 :  Customer satisfaction (Overall Experience) 

Source: Field data, 2013 

 

Figure 4.6.1: Customer satisfaction (Value of service) 

Source: Field data, 2013 
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Figure 4.6.2:  Customer satisfaction  (Promptness of   service) 

 

Source: Field data, 2013 

 

Figure 4.6.3:  Courtesy of IPPM staff 

 

Source: Field data 2013 
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4.9 Main challenges faced by service providers at IPPM 

 

Research Objective 

To find out the challenges faced by service providers in delivering private services at 

Muhimbili National hospital. 

 

As shown in the table 4.5 below  45.3% out of 53 service providers at the IPPM has 

identified poor motivation as the main challenge facing them, when asked to clarify, 

they cited the fact that the work in IPPM, is on top of their regular work in the 

hospital, and they could have made more income, working in other private hospitals 

outside MNH. 

 

Staff identified that, working in the IPPM clinic more like a waste of time, as the 

amount of incentive offered to them is much less compared to the payment received 

by their colleagues working in the private clinics across Dar es salaam, So they 

would prefer working in other private clinic on the extra time.  

 

This challenge is among the major determinants of customer care provided, since, 

poor staff motivation can impact overall care, which can in return deter the number 

of clients seeking the services. Lack of space and poor equipments (infrastructure) 

together constituted about 34% of the challenges that the IPPM staff face. 5 out of 53 

staff identified competition from other private hospitals as the main challenge, 

narrating that, some of the hospitals have competitive environment that attract the 

customers.(see table 4.5) 
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Table 4.5: Main challenges faced by service providers at IPPM 

 
 

      Challenge 

 

Frequency 

 

Percentage 

 

Cumulative 

Percentage 

 

Poor motivation 24 45.3% 45.3% 

 

Lack of enough space 10 18.9% 64.2% 

 

Poor infrastructure 8 15.1% 79.3% 

 

Staffing 6 11.3% 90.6% 

 

Competition from other 

hospitals 

5 9.4% 100% 

 

Total 

 

53 

 

100% 

 

 

Source: Field Data, 2013 

 

 

4.10 Impact of IPPM on service providers expectations 

 

About 79.5% of staff believe that by since starting working, the IPPM services have 

NOT met their expectations, when asked to clarify more on the expectations met, the 

staff narrated that the overall income compared to amount of extra work that they put 

into the service, working environment and overall job satisfactions were the main 

issues that led to their overall conclusion  that IPPM have not met their expectations. 

The results have been shown on the figure below: (see figure 4.6). 
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Figure 4.7: Impact of IPPM on service providers expectations 

 

 

Source: Field data 2013 

 

Employees shows they are poorly motivated and think that IPPM has not lived up to 

their expectations. This is indeed a challenge in service delivery as it is reflected in 

that customers satisfaction being low especially with promptness to service. This has 

been postulated on figure 4.5 where by 60% of customers responded to have had a 

fair, promptness to service.  

 

Employee motivation and job satisfaction have been shown (Alshallah, 2004) to be 

amongst the pillars of success in modern business arena, thus IPPM should take a 

clear measure on this one as in today’s business all the employees have the roles to 

play in ensuring better services to customers.  
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CHAPTER FIVE 

 

SUMMARY, CONCLUSION AND RECOMMENDATIONS 

 

5.0   Introduction  
 

This chapter presents the summary of the overall findings of the study, conclusions 

and recommendations drawn, and reflections made while working on this study. This 

includes contributions to IPPM as well as other private for profit hospitals or person 

that may have interest in this kind of study. The chapter ends with suggestions for 

further research.  

 

5.1   Summary 

The main objective of the study was to determine the factors affecting delivery and 

utilization of private health care services within public hospitals in Tanzania; 

Muhimbili National Hospital (MNH) has been used as the case study, as the largest 

and public hospital in Tanzania which can show a clear picture of the private practice 

within public hospitals in Tanzania.  

 

The main objective had been broken into four specific objectives; To find out to what 

extent customers are aware of the private services offered at Muhimbili National 

hospital. To find out the obstacles that cause the potential customers not to use 

private services at Muhimbili National hospital. To evaluate whether customers are 

satisfied or dissatisfied with the private services offered at Muhimbili National 

hospital. To find out the challenges faced by service providers in delivering private 

services at Muhimbili National hospital 

 

The study used secondary and primary data through questionnaires, interview, 

observations and documentary sources.  

 

MNH staffs and patients (customers) in Dar es Salaam region and beyond was our 

population sample where by simple random and judgmental sampling where used to 

arrive to 161 customer respondents and 53 staff respondents who filled out 

questionnaires.  
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Both qualitative and quantitative assessment had been done and finally the data has 

been interpreted by drawing inference tables and then the report has been written. 

Product awareness in any organization needs to be of mutually beneficial between 

organization and its customers. One of the most important things in the world of 

health business is to trigger of great relationship with customers, in order to establish 

a reputation in the trading world, you need to have a great customer care and 

excellent marketing strategy. 

 

From the field data and the experience that the researcher have obtained by working  

with IPPM, despite being  the only tertiary level care hospital, MNH IPPM have poor 

product awareness to its customers within and out of Dar es salaam. Researcher goes 

more than answering the above objectives by asking customers if they have  any 

known communication or promotional activities from MNH in regards to the kind of 

services that they offer, but more than three quarter of the customers were unaware 

of any kind of promotion or advertisement that explain the IPPM products. This 

highlight the fact that MNH should take a clear measure on this as in today’s 

business world marketing plays a key role in increasing the number of customers and 

in turn the revenue. 

  

Summary of research findings. 
 

The overall finding of this study is that; product marketing, customer satisfaction and 

employees' motivation have an impact on delivery and utilization of the private 

services within Government hospitals.  

First specific objective is to find out to what extent customers are aware of the 

private services offered at Muhimbili National hospital. The study found out that 

IPPM services awareness is poor to many Tanzanians.  

Fifty one ut of hundred and ten IPPM customers responded that they come to know 

about IPPM services after being recommended by someone who had received 

services at the IPPM clinic in Muhimbili National Hospital.  

 

However when interviewed further on the knowledge of the type of package that 

IPPM services offers, majority of the customers were unaware of the type of package 
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that IPPM provides. Customers claim that they were unaware of any public 

awareness meetings or outreach programs being conducted by the IPPM services, 

with 77.3%, respondents stipulating that they have never come across any related 

promotion material from IPPM.  

 

Also from the field data it has been found out that IPPM does not actively market its 

product through the formal channels of marketing, this was outlined by the service 

providers when responding, they believe that  formal marketing is unethical in the 

field of medicine and that's the main reason why the practice have not come up with 

a marketing strategy.  

 

This shows that there is a wrong interpretation of the Hippocratic oath for medical 

practitioners, which discourages individuals from self advertising of their superiority 

in service provision. The second specific objective is to find out the obstacles that 

cause the potential customers not to use private services at Muhimbili National 

hospital. Apart from customers having a low awareness to the type of package that 

the IPPM offers, this study found that majority (62.7%) of the general category 

patients complaints of the services offered by IPPM to be expensive and out of reach 

for them and that why they have opted for the general category (of cost sharing-

subsidized by the Government) which is cheap and affordable to them. 15.7% of the 

patients said that even though they had a medical insurance cover, but their insurance 

is not recognised by the IPPM, and thus they have opted to be treated as general 

patients.  

 

This indicate that there is a potential opportunity for IPPM to increase its market by 

seeking and signing contracts with the as many insurance companies as possible. 

The third specific objective is to evaluate whether customers are satisfied or 

dissatisfied with the private services offered at Muhimbili National hospital. 60% of 

interviewer’s rate promptness of IPPM staff as fair while 66.4% rates the courtesy of 

IPPM staff as fair.  
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Through this observation, it seems customers are nor well satisfied by the service 

offered by IPPM while there is a great number of customers who are dissatisfied by 

the services especially on the waiting time to get the service and the poor hospital 

infrastructure. Lastly, the fourth specific objective was to find out the challenges 

faced by service providers in delivering private services at Muhimbili National 

hospital. Poor motivation to staff was identified by 45.3% of the staff as being the 

major challenge that they face in delivering the services.  

 

The providers pointed out that the IPPM services that they offer are on top of their 

regular assigned daily duties, and they were expecting that the services should have 

increased their income in a significant manner and, this is not the case. This has 

caused about 79.5% ofthe providers to feel that the IPPM services have not met their 

expectations since they started working with MNH. Lack of enough space and poor 

hospital infrastructure was also pointed out as being among the other challenges that 

the IPPM section face. 

 

 

Conclusion 
 

From the result obtained from the field data, the researcher found out that; Customer 

awareness of the availability and type of Product offered by any company or 

organization is the fundamental aspect of doing any business.For the organization to 

have better performance, creating and retaining customers, they should strive to 

ensure that the product their products are well marketed across a wide spectrum of 

customers.  

 

From the respondents reaction the researcher observed that the customers were 

unaware of the type of package that the IPPM offers, and hence they pointed out that 

they end up u going to other private hospitals for certain type of services. The 

researcher also found that majority of the customers are not well satisfied with the 

IPPM services, due to number of reasons, notably the long delays in services with 

poor communications from the IPPM staff and also the poor hospital infrastructure.  
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This highlight the importance of improving the overall customer care and 

communication practices. By personalizing and targeting customer communications 

more effectively and promoting consistent communications across channels, 

organizations and companies can improve customer service, differentiate themselves 

from competitors, and improve their brand image. This, in turn, increases customer 

loyalty and trust, which translates into more profitable, long-term relationships. 

  

The package cost and also quality of the product, determines how much of the 

customers the company may be able to have and retain over a period of time. The 

researcher found that majority of the customers who could not join the IPPM services 

because they though it is too expensive and beyond their reach and also the quality of 

service is comparable to the quality of service offered by the general patients 

category.   

 

This is also tailored by the fact that majority of the IPPM staff are not well motivated 

and also feel that the working in IPPM have not met their expectations, meaning that 

they are not satisfied with the return that they get for working in IPPM. 

IPPM has a great chance of being a better private for profit service within public 

hospital in the country, and play as a model to the rest of the Regional and district 

hospitals into becoming self sustaining Government hospital. However, IPPM is not 

much known, leave alone the package and quality of services it renders. It should use 

variety form of media of communication it posses on ensuring better and effective 

communication. 

 
 

IPPM  has chances of improving its product awareness and the number of customers 

that they serve over a specific period of time, because when looking on the type of 

IPPM customers, the researcher came across about a quarter of customers who were 

willingly to buy the services but the health insurance card that they were holding, 

made them ineligible to receive any kind of service. This creates an opportunity for 

the IPPM to try and engage many insurance companies as possible, so as to widen its 

customer window. 
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  Policy Implication  

 

5.3.1 Respondents Suggestion for improvement 

 

The level of understanding of customers differs from one customer to another. Good 

communication to customers is a critical factor in ensuring high performance 

standards are met. Awareness program creation should be designed to foster co-

ordination and integration, by enabling employees to be responsive to their 

customers. Management should ensure that every employee knows what the 

organization’s objectives are, what desired quality goals have been set and what their 

individual role is, in achieving these targets. 

 

With respect to improve awareness, respondents suggest on proper ways of providing 

the needed information to the target groups within and outside the organization. 

Management should ensure personalized, targeting, more effectively and promoting 

consistent communications across channels, through this organization can improve 

customer service, differentiate themselves from competitors and improve their brand 

image, this in turn increase customer loyalty and trust, which translate into more 

profitable, long term relationship.  

 

Employees needs to understand that communication between the organization and 

the customers is not one department job, it needs to be two way traffic, this requires 

the organization as a whole to be more communication friendly, so as to give support 

and ensuring up to date information is available at the public relations/ marketing 

department which comes into contact with customers. 

 

Promotional has to be one of the crucial considerable factor by the IPPM 

management, being more commercial it also needs more promotion, IPPM has an 

advantage of being in the health  industry for a long time but it's important for them 

to advertise themselves, not only through the electronic media but other forms of 

promotion needs to be improved as well. People should know IPPM not by receiving 

service with it or recommended by someone but through heavily promotion. 
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The feedback system should be well established and managed, this will help in 

reducing customers complains, since the feedback will be delivered on time. When 

there is a well managed feedback system this could be of a huge help in customer 

service assessments. 

 

5.4 Recommendations 

 

As the purpose of this research is to explore the factors affecting delivery and 

utilization of private health care services within public hospitals in Tanzania, product 

awareness and customer satisfaction being our center of concentration, and IPPM 

being a case study, the areas which should be improved in ensuring effective product 

awareness and customer satisfaction in IPPM have been identified below, and if the 

concrete strategies will be focused in this aspects, then IPPM will have the most 

effective product awareness which when well improved will not only guarantee 

customer trust, honest, relationship and loyalty but also ensure customer retention. 

  

Poor product awareness and poor customer satisfaction are important issues to 

overcome in the workplace, though it may not always be easy.  When resolving the 

situation in your workplace, remember to give it time, and motivate the employees 

properly. 

 

The following are the recommendations based on the research findings: 

 

Positive attitude towards product awareness. 
 

Product awareness campaign should be organized to insure that almost all the IPPM 

staff understands the importance of health services that are offered by IPPM. 

Knowledge of private health services and specific types of packages should become 

something that every customers are happy and easy to participate in. This can be 

achieved by creating more awareness campaign, reduced the gap between top level 

management and the low level staff and having participatory way of communication, 

through outreach projects that makes  the potential customers feel welcomed and part 

and parcel of the organization. 
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Improvement of IPPM staff work morale. 
 

IPPM need to figure ways to improve the staff morale, as this has a direct impact on 

the ways in which customers are cared for within the hospital, and in return the 

customer satisfaction. The morale boosting activities may take any form, where by 

the incentive increment and opportunities for further training within and out of work, 

may help to boost up the morale and hence improve customer satisfaction. 

Employees should also be trained that attending customers and communication starts 

from within the organization, as a whole the organization should participate and not 

leave this task as one department responsibility, as there is interdependency between 

departments. 

 

Communication skill to be evaluated along with other skills in job description.  
 

Communication should be goal oriented, relational goal comes first and pave the way 

for other goals. Including communication skills as a factor to be evaluated along with 

other skills will stimulate the proper use of communication in organizations. 

Employees need to have the culture of proper communication, and they should be the 

exemplary to customers. When the management and customers have a good 

relationship, they are much more likely to accomplish their desired duties and 

responsibilities. 

 

Acceptance of reality of lack of product awareness.  
 

When you accept the existence of lack of product awareness, then you will be able to 

work on minimizing its negativity.  

As the field data and researchers experience with the organization, IPPM has shown 

poor insurance knowledge within and outside the organization, management should 

accept the existence of lack of knowledge so that they can act upon it, because the 

major stem of solving your problem is b by accepting that you are having a problem. 

Strangely enough, it seems that it is always the employers who are the last to find out 

that there does indeed exist poor product awareness within their own companies.   

This, ironically, is a direct result of poor communication. It only makes sense that 

when information isn’t properly flowing down within a business; it isn’t flowing up 

very well either. 
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Promotion management 
 

If IPPM really wants to be more business oriented, then they must capitalize even 

more on promotion, they need to establish a well developed promotion management 

which will ensure better strategy development, implementation and evaluation.  

Well managed promotional activities will involve customer surveys which is the 

most systematic ways of knowing what customers think.  

Promotion if well used helps in branding the corporate and the product related. IPPM 

needs to conduct promotions so as to well catch up with the market, as customers 

needs to be informed more regularly. 

 

Informal Communications:  
 

Informal communications tends to create more open conversation as it will be in a 

friendly way rather than being more of a business kind. IPPM should take moments 

to ask customers on how they feel about services that they get from IPPM and how to 

improve them. 

 

5.5 Further Research 

Studies of this nature are subjected to certain limitations that have impact upon the 

results received and the conclusion drawn. The results of such a study are that more 

general conclusions should be made. 

Accepting the limitations, it is submitted that, this study has advanced the debate 

surrounding the corporation and its products awareness in the society, with particular 

reference to private practice in public hospitals. 

 

 

 

 

 

 

 

 

 



60 

 

REFERENCES 

 

Alshallah, S. (2004). Job satisfaction and motivation: how do we inspire employees? 

Radiol Manage 26, 47–51. 

Atherton, F., Mbekem, G., and Nyalusi, I. (1999). Improving service quality: 

experience from the Tanzania Family Health Project. Int J Qual Health Care 11, 353–

356. 

Baker, T., Lugazia, E., Eriksen, J., Mwafongo, V., Irestedt, L., and Konrad, D. 

(2013). Emergency and critical care services in Tanzania: a survey of ten hospitals. 

BMC Health Serv Res 13, 140. 

Chandra, H., Pahari, S., Kandulna, J., Srivastava, A., Masih, L., Jamaluddin, K., and 

Barthwal, C.P. (2009). Is Tertiary care Treatment Affordable to All? - Explore 

Alternative (s) for Healthcare Financing. Int J Health Sci (Qassim) 3, 197–202. 

Cooperberg, M.R., Birkmeyer, J.D., and Litwin, M.S. (2009). Defining high quality 

health care. Urol. Oncol. 27, 411–416. 

Dodd, R., and Cassels, A. (2006). Health, development and the Millennium 

Development Goals. Ann Trop Med Parasitol 100, 379–387. 

Ejughemre, U. (2013). Donor Support and the Impacts on Health System 

Strengthening in Sub-Saharan Africa: Assessing the Evidence through a Review of 

the Literature. American Journal of Public Health Research 1, 146–151. 

Emanuel, E., Tanden, N., Altman, S., Armstrong, S., Berwick, D., de Brantes, F., 

Calsyn, M., Chernew, M., Colmers, J., Cutler, D., et al. (2012). A systemic approach 

to containing health care spending. N. Engl. J. Med. 367, 949–954. 

Gilson, L. (1995). Management and health care reform in sub-Saharan Africa. Soc 

Sci Med 40, 695–710. 

Gilson, L., Doherty, J., Lake, S., McIntyre, D., Mwikisa, C., and Thomas, S. (2003). 

The SAZA study: implementing health financing reform in South Africa and 

Zambia. Health Policy Plan 18, 31–46. 

Ginsburg, P.B. (2012). Bending the health care cost curve. N. Engl. J. Med. 367, 

2454–2455. 

Gulliford, M., Figueroa-Munoz, J., Morgan, M., Hughes, D., Gibson, B., Beech, R., 

and Hudson, M. (2002). What does “access to health care” mean? J Health Serv Res 

Policy 7, 186–188. 

Iliopoulos, E., and Priporas, C.-V. (2011). The effect of internal marketing on job 

satisfaction in health services: a pilot study in public hospitals in Northern Greece. 

BMC Health Serv Res 11, 261. 



61 

 

Kirigia, J.M., Sambo, L.G., Nganda, B., Mwabu, G.M., Chatora, R., and Mwase, T. 

(2005). Determinants of health insurance ownership among South African women. 

BMC Health Services Research 5, 17. 

Kwesigabo, G., Mwangu, M.A., Kakoko, D.C., Warriner, I., Mkony, C.A., Killewo, 

J., Macfarlane, S.B., Kaaya, E.E., and Freeman, P. (2012). Tanzania’s health system 

and workforce crisis. J Public Health Pol 33, S35–S44. 

Madden, R., Marshall, R., and Race, S. (2013). ICF and casemix models for 

healthcare funding: use of the WHO family of classifications to improve casemix. 

Disabil Rehabil 35, 1074–1077. 

Martin, G., Grant, A., and D’Agostino, M. (2012). Global health funding and 

economic development. Global Health 8, 8. 

Mtei, G., Makawia, S., Ally, M., Kuwawenaruwa, A., Meheus, F., and Borghi, J. 

(2012). Who pays and who benefits from health care? An assessment of equity in 

health care financing and benefit distribution in Tanzania. Health Policy Plan 27 

Suppl 1, i23–34. 

Mwangu, M.A., Mbembati, N.A.A., Muhondwa, E.P.Y., and Leshabari, M.T. (2008). 

Management and organization reforms at the Muhimbili National Hospital: 

challenges and prospects. East Afr J Public Health 5, 94–102. 

Novignon, J., Olakojo, S.A., and Nonvignon, J. (2012). The effects of public and 

private health care expenditure on health status in sub-Saharan Africa: new evidence 

from panel data analysis. Health Econ Rev 2, 22. 

Olafsdottir, A.E., Reidpath, D.D., Pokhrel, S., and Allotey, P. (2011). Health systems 

performance in sub-Saharan Africa: governance, outcome and equity. BMC Public 

Health 11, 237. 

Palmer, N., Mills, A., Wadee, H., Gilson, L., and Schneider, H. (2003). A new face 

for private providers in developing countries: what implications for public health? 

Bull. World Health Organ. 81, 292–297. 

Rodwin, V.G. (2003). The Health Care System Under French National Health 

Insurance: Lessons for Health Reform in the United States. Am J Public Health 93, 

31–37. 

Sekwat, A. (2003). Health financing reform in sub-Saharan Africa: major constraints, 

goals, and strategies. J Health Care Finance 29, 67–78. 

Taylor, F.B., Jr, Toh, C.H., Hoots, W.K., Wada, H., Levi, M., and Scientific 

Subcommittee on Disseminated Intravascular Coagulation (DIC) of the International 

Society on Thrombosis and Haemostasis (ISTH) (2001). Towards definition, clinical 

and laboratory criteria, and a scoring system for disseminated intravascular 

coagulation. Thromb. Haemost. 86, 1327–1330. 



62 

 

Unger, F. (2012). Health is wealth: considerations to european healthcare. Prilozi 33, 

9–14. 

Walt, G., and Vaughan, P. (1982). Primary health care: what does it mean? Trop 

Doct 12, 99–100. 

Yoong, J., Burger, N., Spreng, C., and Sood, N. (2010). Private Sector Participation 

and Health System Performance in Sub-Saharan Africa. PLoS One 5. 

Local Government (District Authorities) Act, 1982. 

National Health Insurance Fund. 

Out-of-pocket health expenditure (% of private expenditure on health) | Data | Table. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



63 

 

APPENDIX 1: QUESTIONNAIRE A 

 

FOR IPPM CUSTOMERS 

 

Hello, my name is Hendry Robert; I’m a student at Mzumbe University Dar es 

Salaam Business School studying a Masters of Business Administration - Corporate 

Management. I’m doing a research on Intramural private practice in public hospitals 

of Tanzania:  The experience of Muhimbili National Hospital, as part of the 

researcher’s studies so as to fulfil the requirement of the University. The main goal 

of this research is to explore the factors affecting delivery and utilization of private 

health care services within public hospitals in Tanzania.. In order to get the 

information am seeking the views of stakeholder who utilizes the IPPM services at 

Muhimbili National hospital in Tanzania. Your responses will be totally anonymous 

and the highest degree of confidentiality will be maintained. Therefore, I request you 

to answer the following questions honestly and as openly as you can. It is my sincere 

hope that I will receive maximum cooperation. 

 

1   Sex Male……….….  

 Female……….  
 

2 What is your age? ____ 

 

3    Your marital status?            Married...........  

                                                        Single............   

                                                        Divorced........   

                                                        Widowed.......  

3 What is you level of education? 
 

No formal school………………………..... 
Vocational……………………………….. 
Primary school……………………………. 
Secondary school………………………….... 
Collage…..………………………………. 

 

 

 

 

 

 



64 

 

4  What is your occupational? 
 

Unemployed…………………………........... 
Peasant...…………………………………… 
Public sector employee……………………. 
Private sector employee…………………... 
Self employment……………………………. 

 

5  Which category of services are you receiving? 

General patient (If yes go to question 6)........ 
IPPM patient(If yes go to question 9)........… 

 
6   Do you know anything about IPPM services??  

YES…………………. (go to question 7)....... 
NO...…………………(end here).................... 

 

 
7   Why haven't  you joined the IPPM services? 

They are expensive...................................... 
Quality of care is less................................... 
My insurance doesn't cover…………………. 
IPP have no difference to general services.. 
Type of illness is not served in IPP…………. 
Too much bureaucracy if you want IPP.......... 
Type of illness is not served in IPP…………. 

 

8  Would you consider using the IPPM services in the future ?? 

YES…………………….............(end here) 
NO.....…………….....................(end here) 

 
9  How did you hear about Muhimbili IPPM? 

Radio station/ Television …………........... 
Referred by another doctor……………… 
Newspaper/Brochures/leaflet/newsletter ....... 
Public meeting...............…………………... 
From another person who was treated here.. 




10. How are u paying for services in IPPM? 
       I am exempted by policy............................  

Cash paying…………………………........... 
NHIF...…………………………………….... 
Private insurance……………………......... 

 

11. Are you satisfied with the quality of IPPM services that you have received? 

YES…………………. ..(go to Question 12) 
NO...……………….......(go to Question 13) 
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12. How do you rate the quality of services  you received at IPPM 

 

  Excellent Very Good Good Fair Poor 

Your Overall Experience:      

The Value of their service:      

Promptness of their service:      

The Courtesy of their staff:      

 
13. Why not satisfied (free text response).................................................................. 
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APPENDIX 3: QUESTIONNAIRE B 

 

FOR IPPM Staff 

Hello, my name is Hendry Robert; I’m a student at Mzumbe University Dar es 

Salaam Business School studying a Masters of Business Administration - Corporate 

Management. I’m doing a research on Intramural private practice in public hospitals 

of Tanzania:  The experience of Muhimbili National Hospital, as part of the 

researcher’s studies so as to fulfil the requirement of the University. The main goal 

of this research is to explore the factors affecting delivery and utilization of private 

health care services within public hospitals in Tanzania.. In order to get the 

information am seeking the views of stakeholder who utilizes the IPPM services at 

Muhimbili National hospital in Tanzania. Your responses will be totally anonymous 

and the highest degree of confidentiality will be maintained. Therefore, I request you 

to answer the following questions honestly and as openly as you can. It is my sincere 

hope that I will receive maximum cooperation. 

 

Questions to the IPPM service providers 

 
1. What is your profession? 

Medical doctor…………………………..... 
Medical specialist…………………………… 
Nursing officer……………………………. 
Specialist nurse………………………….... 
Enrolled nurse………………………………. 
Medical attendant…………………………. 


2. How long have you worked with IPPM services? 

 ≤1 year……………………..................... 
2-5 years........…..………………………… 
5-10 years................................................. 
≥ 10 years......…….…………………….... 
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3. How would you rate the performance of IPPM : 

 

  Excellent Very Good Good Fair Poor 

Organization business image:      

Customer satisfaction:      

Quality of service:      

Your Overall Experience:      

 

4. What types of promotional activities for customer awareness that IPPM have 

undertaken in the past five years (e.g. awareness campaigns, distribution of printed 

material, informational websites, simulations and drills)? 

………………………………………………………………………………………… 

 

 5. Are there new or planned initiatives in IPPM that differ from what was done in 

the past five years, in terms of creating customer awareness on the IPPM package?? 

......................................................................................................................................... 

 

 

6. What are the main challenges you face in providing care to IPPM Customer? 

Poor hospital infrastructure......................... 
Lack of enough space…………………....... 
Poor motivation(return) compare to work… 
No enough time to serve both GP and IPPM. 
Competition from private hospitals................. 
Poor Hospital re-investment........................ 


7. Has IPPM met your expectation (are you satisfied with ) ? 

YES…………………. ..(end here) 
NO...……………….......(go to Question 5) 

 

 

8. Why??....................................................................................................................... 

 

9. How do you see the IPPM promotional activities to attract customers 

     

......................................................................................................................................... 

 

10. What areas of IPPM should be improved?? 

......................................................................................................................................... 
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 APPENDIX 3: GUIDING INTERVIEW QUESTION 

 

1. What types of promotional activities for customer awareness that IPPM have 

undertaken in the past five years (e.g. awareness campaigns, distribution of printed 

material, informational websites, simulations and drills)? 

………………………………………………………………………………………… 

 

 2. Are there new or planned initiatives in IPPM that differ from what was done in 

the past five years, in terms of creating customer awareness on the IPPM package?? 

.........................................................................................................................................  

3. How do you see the IPPM promotional activities to attract customers 

     

.........................................................................................................................................  

4. What areas of IPPM should be improved?? 

    ..................................................................................................................................... 

 

  

Thank you  
Hendry Robert 

 


