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CHAPTER ONE
1 INTRODUCTION
1.1 BACKGROUND INFORMATION

Most low-income countries have not been able to fulfill the health care needs of the
poor, and especially the rural population (Bennett et al 1998; Jutting, 2003). Budgetary
and other resource constraints in the health sector have been the major cause of this
failure. Tanzania, like any other poor country is faced with challenges in health care
financing, such that it can not provide protection against health care costs for majority of
its population. In response to this situation, Tanzania took the forms of health care
financing reforms which among others® saw the introduction of voluntary Community
Health Fund (CHF) in 1996. The aim of the CHF was to mobilize resources through
collection of prepayments from households on a voluntary basis to fund primary health
care for people in the informal sector operating in the rural areas. The piloting of CHF
began in 1996 in the Igunga district. After two years of successful operation in Igunga
district it was rolled out to other nine districts. In 2001, the Community Health Fund Act
was passed establishing CHF as official health financing policy for mobilizing funds at
district or community level. Currently, about 69 out of 121 districts in mainland

Tanzania have established and implemented CHF.

The advantages of community based health financing (CBHF)® over market based health
insurance schemes can not be overemphasised. According to Bennett (1998) community
based health financing has the advantages of cross subsidizing financial and health risk
among the sick and healthy, rich and poor. Most important is the ability to reach low-
income people in rural areas and those working in the informal sector (Abel-Smith and
Dua, 1998). Also, it reduces the out of pocket expenditure by members and offers the
potential for eventually achieving universal coverage and high cross-subsidization
between high and low income household through future linking of the schemes to the

3 More detail of other health care financing reforms is explained in the next chapter.

6 According Bennett et al (1998), Hsiao (2001) CBHF is an umbrella term covering a range of health
financing instruments with a number of similarities. CHF is one the financing instrument referred under
CBHF. Therefore, the advantages of CBHF also apply to CHF. It is for this reason in the rest of this report
the terms CBHF and CHF are used interchangeably.



formal sector. McIntyre (2007) defined universal health insurance coverage as system
that provides all citizens with adequate health care, regardless of their employment
status or any other factor. Universal coverage is one of the ultimate goals of health

sector reforms in Tanzania.

Despite the above advantages, the proponents of community based health financing
have been questioning its sustainability. This is because schemes of this kind are always
difficult to sell where majority of people are poor and can not afford the premium.
Hence the issues of efficiency and effectiveness of the scheme become important criteria
for attracting people to join. According to Mclntyre (1997) one of the criteria for
evaluating the efficiency of the health financing mechanism is the level of funding that
can be generated and the potential for this revenue to increase support of expanding
health service provision. In other words the financial performance of the scheme is
considered sufficient if it can raise enough revenue from the contributions of the
targeted population. Therefore, the level of revenue generated from CHF largely
depends on the extent of penetration to cover a wide spectrum of the targeted
population.

Other things held constant the higher the enrolment the higher the volume of prepaid
contributions. The higher the volume of prepaid contributions the more one can avoid
financial consequences of treatment cost because both financial and health risk cross
subsidization tends to work well. According to Wiesmann and Jiitting (2000) the main
factors that determine viability and membership are related to scheme design and
management, behaviour of health care provider, household and individual
characteristics. However, individuals or household’s enrolment in CBHF is influenced
| by several predictors. Individuals could be willing to enrol but due to certain barriers,
they may decide otherwise. Recognising that CBHF is a step toward universal health
insurance coverage, there is much enthusiasm to study the predictor and barriers of

enrolment in health insurance for people in the informal sector in Tanzania.

1.2 Problem Statement

Enrolment in health insurance schemes in low income countries remains low (Bennett et

al. 1998; Atim, 1998). This is reflected in community based health insurance failing to



reach a satisfactory level of participation among targeted population. In Tanzania, CHF
membership (enrolment) has been reported to be below the targeted coverage of 85% of
the population living in rural area (see Chee, 2002; Shaw, 2002; Musau, 2004). The
percentage of households joining CHF has been ranging from 4% to 18% in various
districts. This trend suggests that there is slow up take in membership and high drop out

of CHF members notwithstanding few isolated successes in some districts.

Low enrolment leads to a small risk pool. The extent of risk pooling depends on the
size of the pool which refers to the number of contributing members and beneficiaries.
For this reason, the efficiency and viability of CHF in terms of covering the financial
consequences of illness in the long run becomes questionable when there is low
enrolment. Theoretically, CBHF are effective solution considered for financial
accessibility of health care for people in the informal sector and can cover majority of
poor people (Criel at al. 2004 ., Hsiao, 2001). However, for Tanzania it is not the case.
There is lower enrolment in CHF than expected and drop out is high. This trend of low
enrolment cannot be ignored as it has impact on health care access and utilization for
majority of Tanzanians living in rural areas. Moreover, it may deter the income
protection objective identified in the Tanzania poverty reduction strategy paper (URT,
2005) and Tanzania Development Vision 2025 (GOT, Undated). Also, this trend may
prevent the attainment of the health sector related MDGs of reducing the under- five
child mortality by two third between 1990 and 2015 , reducing by three quarter the
maternal mortality ratio between 1990 and 2015 and to combat the spread of HIV/AIDS,
Malaria and other diseases by 2015. This is because medical impoverishment due to
significant health care cost will continue to affect majority of the rural people.



Wiesmann and Jiitting (2000) argue that the country’s economic development is closely
linked to health status of its population. Therefore, an efficient and equitable health care
system is an important instrument to break up the vicious cycle of poverty and ill health.
For this reason, a well functioning CHF has potential contribution to the success of
Tanzania health system to achieve a substantial reduction in morbidity, mortality and
improvement in life expectancy. In addition, it can contribute greatly to the on going
poverty reduction initiatives through the protection of rural people from the medical
poverty trap. This calls for the need to strengthen the CHF by attracting more people to

enrol.

The main strength of community financing schemes is the degree of outreach
penetration achieved through community participation and their contribution to financial
protection against illness (Arhin-Tenkorang, 2001). This means as greater numbers of
the community join the scheme, the volume of revenue that can be mobilized also
increases. Having a greater number of members also decreases the problem of adverse
selection. Given the above scenario, if community health fund aims at improving the
access to health care of the rural majority, then health policy makers need to sort out the
problem of low enrolment into CHF. One strategy is to understand the predictors of and
barriers to enrolment. From this understanding one can develop proper strategies to
address this problem of low enrolment. De Allegri et al. (2006) argued that having the
economic analysis of the extent to which the predictors affect the insurance demand
only provides a partial answer to the question. To have a complete answer to the
problem of low enrolment, one needs to complement the economic analysis of the
determinants of insurance demand with the exploration of the barriers to enrolment. This
calls for a study which complements the analysis of the predictors of the CHF member’s

enrolment with exploration of barriers to enrolment into CHF.

While CHF has been running since 1996, this is first formal and systematic study which
complements the analysis of the predictors with barriers to enrolment in Tanzania.
Over the years, several studies and evaluation reports (Ministry of Health{MoH], 1999a;
1999b; URT, 2003; Musau, 2004; Shaw, 2002; 2005 Community Health Fund Fact
Sheet no.3; MoH, 2006) pointed out the reasons for low enrolment. Little has been done

to understand the predictors of enrolment and not much has been studied at household



level to explain why those able and likely to enrol have not been enroling. Clearly, the
understanding of the predictors of CHF enrolment in terms of their cause and effect and
understanding of the barriers to enrolment CHF in Tanzanian context has been missing.
This study aims at filling this gap by shedding light on how various factors are related to
and affect CHF enrolment on one side and on the other, exploring the barriers to CHF

enrolment. It answered the following questions.

i.  What are the relationships between the predictors of enrolment and households’
willingness to enrol in CHF?
ii.  What are the barriers to enrolment in CHF
iii. How do the barriers to enrolment affect decisions of households to enrol in

CHF?

1.3 Aim and Objectives

1.3.1 Aim
The aim of this study is to reveal the association between the predictors of willingness to
enrol into CHF and the actual enrolment. In addition, the barriers to enrolment in CHF

in Tanzanian context will be explored.

1.3.2 Subsidiary objectives

Subsidiary objectives were
i.  To analyse the relationship between individual and household characteristics on
the one hand and the enrolment to CHF on the other.
ii. Toexplore the barriers to enrolment into CHF in Tanzania
iii. To make policy recommendations for improving CHF design and strategies to

increase enrolment.



1.4 Justification of the Study

In the context of UN’s Millennium Development Goals (MDGS)7 , WHO (2000)® goals,
Tanzania Development Vision 2025° , CCM -2005 election manifesto'® and National
Strategy for Growth and Reduction of Poverty'! , this study is clearly important for
Tanzania where resources for health care are under pressure and therefore
compromising the efficiency and equity of health care provision. Undoubtedly, shortage
of resources threatens the achievement of the above mentioned goals. CHF is one way
of mobilizing resources. However, in order to function properly the CHF must recruit a
large number of people so as to increase its revenue collection. This study will shed
light on how individual, household characteristics and community characteristics
influence the enrolment pattern of CHF. It will also explain how various factors
influence households’ willingness to enrol. Understanding how predictors influence
enrolment and the barriers to enrolment are important in designing strategies to increase
enrolment of members. Increasing CHF members leads to increased revenue collection

adding to resources from other sources.

7 Leaders from every country agreed on a vision for the future world. This vision took the shape of eight
Millennium Development Goals. The goals are providing countries around the world a framework for
development and time-bound targets by which progress can be measured. Among the goals, the health
related goals are to reduce the under- five child mortality by two third between 1990 and 20135,t0 reduce
by three quarter the maternal mortality ratio between 1990 and 2015 and to combat the spread of
HIV/AIDS, Malaria and other diseases by 2015 ( UNDP,2006)

8 The WHO (2000) report proposes good health, responsiveness to expectation of the population and
fairness in the health care financial contribution to be considered as central goal of any health system
(WHO, 2000).

% One of the targets of 2025 vision is High quality lively hood. Among the strategies to attain this is access
to quality primary health care for all, access to quality reproductive health service for all individuals and
reduction of infant and maternal mortality rate. All these need increased mobilization of resources into
health sector (GOT, Undated).

1 The ruling party (CCM) election manifesto clearly states by 2010 it will make health insurance to cover

majority of Tanzanian and health care provision will be improved (CCM, 2005}.

1 According to URT (2005) one of the major clusters of desired outcome for poverty reduction is
improving quality of life and social well being of people in Tanzania. Therefore, a social protection is
necessary to address vulnerability and provide for social security, health insurance and specific vulnerable
groups like orphans, people living with HIV/AIDS, disabilities and the elderly.



Currently, the Ministry of Health is planning to extend the Community based health
insurance into urban and peri- urban areas with the aim of enrolment of at least 15% of
urban and peri-urban population by 2010 (MoH, 2006). The experience and knowledge
gained from this study will form a point of departure for community based health
insurance into urban and peri- urban areas which is currently under way. The study also
will shed light to the long term goal of Universal health insurance coverage decision

making and planning.
1.5 Limitations and assumptions of the study

1.5.1 Limitations

By any means this study could not be exhaustive in terms of study areas where two out
of 69 districts were studied and researching all the predictors of and barriers to
enrolment into CHF. Therefore, the scope of the study is a limitation. This was due to
resource constrains and time limit. The funding did not allow for a wide area of the
study and time limit did not allow for extended field work time. Staying longer in the
field would add more cost to the study. It is the expectation of the researcher that the
finding of this study will give an indication of the evidence of the predictors of and

barriers to enrolment into CHF in Tanzania.

1.5.2 Assumptions

In terms of CHF design in Tanzania, there is no separation between the fund (financing)
and the service provider. The facility (health centre or dispensary) is the custodian of
the fund and is the providef of the service or the facilities are both the purchaser and
provider of health care services. Given the above scenario it is fair to assume in this
study that CHF and health care provision are intimately related. The performance or
non performance of one part will have impact on the activities of the other part.
Therefore, in this study in some instances the performance or non performance of one

part is used to explain the behavior of the other part.



CHAPTER TWO
2 THE TANZANIAN CONTEXT

2.1  Introduction

In this chapter, the Tanzanian context is explained. The context gives the details of the
environment where both social and economic forces operate. These forces are expected
to have impact on the CHF success. Additionally, this background provides the basis for
understanding the results and interpretations made in this research. It is therefore

important to describe these forces at the outset.

2.2 The Population

According to the Tanzanian government (GOT, 2004) the Tanzanian mainland
population is 34.4 millions. The urban- rural distribution of population is approximately
23.1% and 76.9% respectively. The country is sparsely populated and majority of
people live in the rural areas. The population growth rate is 2.9%. Since, CHF target
rural population, it is anticipated that the majority of the people are expected to
benefiting from it.

2.3 Economy

Tanzania has a mixed economy in which agriculture dominates (GOT, 2004).
Agriculture comprises of crops cultivation, forestry, animal husbandry, fishery and
game hunting. According to GOT (2004), agriculture contributes the largest share to the
gross domestic product. There has been a modest improvement in economic growth, the
economy has diversified and household consumption has increased (GOT, 2002). The
National Health Accounts (2002) show that Gross Domestic Product (GDP) per capita
was US$ 630. There has been a modest increase in GDP in 2003 at 5.7% and 6.7% in
2004 according to the constant 1992 prices (GOT, 2004). The growth of GDP could be
due to the Government efforts to achieve sustainable economic growth and reduce

poverty through macro economic reforms which the country adopted in 1990s.



Notwithstanding the prioritization of health sector within the national poverty reduction
strategy (United Republic of Tanzania [URT], 2005) and the Abuja commitments of
15%"* on budgetary allocation, health sector share of government funding has remained
low. According to MoH (2004) government funding of the health sector was on the
increase in 2001 year at 8% (excluding consolidated fund services which largely
comprises the budget line for public debt) and approximately 10.5% (including
consolidated fund services). In 2004, there was a decrease in government funding for the
health sector which dropped down to approximately 9 % (excluding consolidated fund
services) and 7.5 % (including consolidated fund services). This trend of under-funding
had implications for service delivery in terms of quality in public health facilities which
depends highly on government funding. It leads to shortage of supplies and human
resources in public health facilities. Even those at work were demotivated due to low
salaries and bad working conditions. Figure 1 shows the trend of total health
expenditure in relation to government budget in more details.

Figure 1 Health Sector Spending as a Proportion of the Total Government Budget,

1999 - 2004
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12 Declaration made by African head of states at the African summit on HIV/AIDS, Tuberculosis and
other related infectious diseases in Abuja, Nigeria on 24-27 April , 2001.



Tanzania is among the poorest countries in the world. According to Research and
Analysis Working Group [RAWG] (2005) in 2000/01 about 36% of Tanzanians were
living below the poverty line. The incidence of poverty in rural areas is 39% of the rural
population. This poverty situation is expected to have impact on the CHF enrolment

especially when considering ability to pay for the premium.

With regard to income distribution, the common measure of the extent of income
inequality is Gini coefficient'”. RAWG (2005) noted a general increase in Gini
coefficient from 0.34 in 1991/92 to 0.35 in 2001/01. According to the World Bank
(2001) Gini coefficient in 1993 was 0.38. The top 10% of the population has per capita
expenditure of about 30.1% and the bottom 10% had per capita expenditure of 2.8%.
This means the rich (the top 10%) who are minority control a bigger share of national
income while the majority among the poorest (bottom 10%) in Tanzania control a small
percentage of national income. The inequality in urban areas appears to have increased
significantly. For example, in Dar es Salaam it increased from 0.30 in 1991/92 t0 0.36 in
2000/01. In rural areas, the Gini coefficient remained unchanged at the level of 0.33.
This trend suggests that income inequality has been on increase from year to year.
Increase in inequality has implications in the distribution of recourses among areas and
various sectors within the areas. This has far reaching effects on the health sector

especially in rural areas.

2.3.1 Education

According to Government of Tanzania [GOT] (2004) urban residents are more likely to
have attended school and have remained in school for longer periods of time compared
to rural residents. The median number of years of schooling is 6.1 for urban residents,
while rural residents have 2 years on average. Educational attainment by adult
household population reflects that 25% of males and 33% of females have never
attended school. This means males generally fare better than females where literacy is
concerned. Literacy rates in the younger age group (15-24) are 81% for males and 76%
for females. In adults (15 years and older) literacy is 78% for males and 62% for

females. Education attainment also differs significantly among regions. The level of

13 According to Wagstaff et al. (1991) the Gini coefficient measures inequality in income. Its value ranges
from zero to one, with zero representing perfect equality and one representing perfect inequality.
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education is critical to understanding the concept of insurance. This is especially so in
cases where the culture of insurance has not been in existence or understood in the given

society.

2.4 Health status of the Tanzanian population

The health status can be depicted using the following indicators, infant mortality rate
(IMR), under-5 mortality rate, maternal mortality rate, life expectancy at birth and
prevalence of major ‘killer diseases’. According to RAWG (2005) the infant mortality
rate (IMR) in 2004 was 68 per 1000 live births. The under-5 mortality rate is 112 per
1000. Maternal mortality rate is 578 per 100,000 births. The general life expectancy in
2002 was 51 years. Going by sex, life expectancy for men was 50 years while that of
women was 52 years. This scenario may be alluded to health sector under funding and
other factors external to the health sector. Lower education levels among females is
considered to be the cause of high IMR (GOT, 2004). However, compared to previous
years (2003 downward), there has been a sharp drop of mortality rates. Much of this

decline could be due to improved malaria control.

World Bank (2003) noted malaria, HIV/AIDS, Tuberculosis, diarrthoea contribute to
high morbidity and mortality figures in Tanzania. HIV/AIDS prevalence rate is 7%
overall and 7.7% in female and 6.3% in male (RWAG, 2005). In general these diseases
are unevenly distributed between urban and rural populations, between children and
adults and between well-educated and non-educated citizens. The mostly affected are
the rural citizens (77% of the total population), children < 15 years (47 % of the
population) and uneducated citizens (56% of the total population)

2.5 The structure of the health care market

The government has been the major provider of health services through the public health
facilities. The private sector both for profit and not-for-profit is not big in Tanzania.
Not-for-profit providers largely include religious organizations. In 1967, there were
reforms in the health sector that prohibited the earning of any profit from provision of
health care. In 1977, the private for profit were effectively banned from practicing. The

ban on private for profit health services continued up to 1991 when the government
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reviewed the ban. With time, it had become clear that the government’s ability to
provide quality health services was being eroded by the unfavorable economic
conditions. However, the private for profit providers are concentrated in urban area. In

rural areas public facilities are dominant.

2.6 Hospital system

The Tanzanian hospital system comprises of both public and private hospitals. The
majority of Tanzanians use the public health facilities due to the fact that private
hospitals are expensive. Public hospital system is pyramidal in nature. That is, the
consultant referral and national hospitals at the top, secondary in the middle and primary
at the bottom. The secondary level consists of regional hospitals, which provide both
basic and specialized services. The primary level consists of dispensaries, health centers
and district hospitals. There are approximately 5,000 healthcare facilities. The ratio of
physicians to patients stands at 1:24,000"* (National Health Policy, 2003).

At the national level, the Ministry of Health (MoH) administers and supervises the
National Hospitals, Consultant Referral Hospitals, Specialist Hospitals, Training
Institutions, Executive Agencies and Regulatory Authorities. The MoH also overseas
the health sector in general. At the Regional level, provision of health services is vested
in the Regional Administrative Secretariat with technical guidance of Regional Health
Management Teams. At the district level, management and administration of health
services has been devolved to the district through their respective Council Authorities,
Health Service Boards, Facility Committees and Health Management Teams. This
includes the district hospital, health centers and dispensaries.

14 Health Services Research and Development Center, Johns Hopkins Bloomberg School of Public
Health.
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The table 1 provides an overview of health facilities available in Tanzania.

Table 1 Health Facilities in Tanzania

Number by ownership
Type of Facility IGovernment{ParastataliVoluntary [Private [Other [Total
Specialized 0
egional Hospital 17 0 1
istrict Hospital 55 13 0 7
ther Hospitals 5 2 8
ealth Centers 4 4 1 a 479
ispensaries 2,45 20 61 66 2 3,955
pecialized clinics 75 2 0 101
ursing Homes 0 0
ivate Laboratories 18 1 0 213
ivate X-ray units 5 3 1 1 2
Total 3,035 22 746 927 31 4,961

Source: Ministry of Health"

Table 1 shows the health care facility ownership in Tanzania is mainly dominated by the
government. However, in some areas there is no public health facility especially at
district and regional level. For example, the table shows there are 55 district hospitals
while there more then 100 districts in Tanzania. This means that more than half of the
districts in Tanzania do not have a public district hospital. The approach to this problem
has been contracting voluntary or religious health facilities to provide services to people.
According to Gilson et al. (1994) in Tanzania, 90% of church hospitals are in rural areas
initially less favored by other health care providers. The majority of private for profit
provisions are concentrated at dispensaries and private laboratories while none at
districts, regional and consultancy/specialized levels. This less representation of private
for profit provision could be partly due the 1977 ban of private for profit practice in
Tanzania, regulations and requirements of establishing a facility at district, region and
consultancy/specialized hospital level. Not only that, but also the cost involved in
establishing health facility at those levels is extremely high compared to establishing a

dispensary.

3 Downloaded at http://www.moh.go.tz/health%20facilities.php on 21/06/2007
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2.6.1 Health sector reforms in Tanzania

According to the Ministry of Health (MoH, 1994) in the mid 1990s, health sector

reforms were introduced in Tanzania. The reforms included managerial reforms or

decentralization of health services; financial reforms, such as enhancement of user-

charges in government hospitals, introduction of health insurance and community health

funds and public/private mix reforms such as encouragement of private sector to

complement public health services. They also included organizational reforms such as

integration of vertical health programmes into the general health services; health

research reforms such as establishment of a health research users fund and propagation

of demand oriented researches in the health sector. The health sector reforms

programme had the following objectives:

ii.

iii.

iv.

vi.
vii.

viii.

Improve access, quality and efficiency of primary health (district level) services.
Strengthen and reorient secondary and tertiary service delivery in support of
primary health care.

Improve capacity for policy development and analysis, development of
guidelines for national implementation, performance monitoring and evaluation,
and legislation and regulation of service delivery and health professionals.
Implement a human resource development programme to ensure adequate supply
of qualified health staff for management of Primary, secondary and tertiary
services.

Strengthen the national support systems for personnel management, drugs and
supplies, medical equipment and physical infrastructure management, transport
management and communication.

Increase the financial sources and improve financial management.

Promote private sector involvement in the delivery of health services.

Within the sector-wide approach, develop and implement a system for donor

involvement, co-ordination, monitoring and evaluation.
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2.7 Health care financing reforms

According to Kiwara et al. (2006) up to early 1990s health care services were mainly tax

financed. Out-of-pocket payments were mainly for those who opted to use private for

profit facilities. In the mid 1990s Health care financing reforms were instituted, and the

implementation was gradual. It took place at different time periods. The details are

explained bellow.

1.

ii.

Establishment of cost sharing through user fees in public hospitals. User fees
were established in 1993 (MoH, 2005). It revised the previous health financing
policy of providing health services free to all in the government health facilities.
The introduction of user fees in Tanzania went through four phases. The first
phase was in 1993 for the referral hospital and some services at regional
hospitals. The second phase was in 1994 for the regional hospitals, the third
phase was 1995 for the district hospitals. The last phase was for health centers
and dispensaries. According to Ministry of Health (MoH, 2005) the objectives
of cost sharing included the following; generate additional revenues to bridge
the gap in government allocation, improve availability and quality of health
services, strengthen the referral system, rationalize utilization of health care
services, improve equity and access to health services by pooling financial risk
and cross-subsidizing costs and strengthen community voice (users/payers)
towards improving service quality and provider’s accountability. Though this
study did not intend to discuss the impact of user fees, the proponents argue it
has impacts on the equity of access and utilization of health services especially

for the poor.

Establishment of National Health Insurance Fund (NHIF). NHIF was
established by an Act of Parliament No 8 of 1999. The fund commenced its
operations in 2001 by members and their respective employers starting to
contribute. The objective of the fund included the following; Strengthening of
cost sharing in government health facilities by providing an opportunity for
formal sector employee to contribute to the fund, providing health insurance to
employees in the formal sector especially after the introduction of user fees,

allowing free choice of providers to civil servants (previously, they were
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ii.

iv.

restricted to government health facilities, enhancing health equity among formal
sector employees and lastly, providing an environment for the growth and

participation of the private sector.

The fund is compulsory to all public sector employees (MoH, 2005). The
membership includes principal members their spouses and up to four children
and/or legal dependants. Where both man and woman in married couples are
workers in the public service, they have equal rights to register four different
children or dependants. According to MoH (2005) in 2005 membership was
about 248,343 with total beneficiaries of 1,142,378 (over 3% of the population
of Tanzania). Slight increase of percentage of membership as percentage of the

total population is expected to date.

The contribution rate provided is 6% of the monthly employee’s gross. This is
met equally between the employer and employee (3% each). Accredited
providers are reimbursed through a fixed fee per service. However, the fund
administration is expected to gradually move to capitation as the volume of

business and the complexity of the benefit package increases (MoH, 2005).

Introduction of Community Health Fund (CHF) in 1996. According to the MoH
(2005) Community Health Financing was designed to provide an alternative to
paying user-fees for service, especially when the user-fees were introduced to
health centers and dispensaries. The scheme was intended to facilitate financial
and health risks pooling among healthy and sick people, rich and poor. More

details of CHF are explained in subsequent section no. 2.8

Introduction of Drug Revolving Fund. According to MoH (2005) the Drug
Revolving Fund was established under the Drug Capitalization Programme. It
was intended to support the hospitals with top up funds for the procurement of
drugs and other medical supplies. The fund was introduced after the
transformation of Medical Stores Department (MSD) into an agency and
introduced the cash and carry policy in the procurement of drugs. It was also
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realized that the government budget was not enough to cover the total cost of
drugs requirement at the hospitals. Therefore, drug revolving fund was
introduced to address the problem of shortage of fund for procurement of drugs.
As an implementation strategy the MoH opened a separate account to take care
of the financing of hospital drugs. The fund charges 50% of the actual cost of the
drugs.

The other reforms included decentralization of health system giving financial

oversight authority to local councils and communities and private for profit sector

was enacted.

2.8 The Community Health Fund in Tanzania (CHF)

In 1996, CHF was introduced by the MoH on pilot basis in Igunga district. In 1998 the
MoH rolled out CHF to other nine districts namely Hanang, Rungwe, Kilosa, Mbinga,
Nzega, Same, Singida, Songea rural and Songea Urban. It was introduced with the
intention of providing an alternative to paying fees for service, after the expansion of
cost-sharing beyond the district hospitals to health centers and dispensaries. Therefore, it
was a way of reducing both financial and health risk of rural people through cross
subsidization among healthy and sick people, rich and poor (MoH, 2005). The design of
CHF was also based on the assumption that the essence of strong community
involvement is for the community to take responsibility for generating, using and
controlling financial resources to run an efficient health services (Shirima, 1998). In
2001 the Community Health Fund Act was passed establishing CHF as official health
policy for mobilizing funds at district /community level. According to the act the
objectives of the fund are:-

i.  Mobilization of financial resources from the community for provision of

health care services to its members

ii. Provide quality and affordable health care services through sustainable

financial mechanism
iii.  To improve health care services management in the community

According to MoH (2005) each District Council has to request approval for the
establishment of CHF from the MoH. After approval the Health Sector Reform

Secretariat provides sensitization and orientation to the respective district. Prior to
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initiating community health financing, each District Council has to have in place a
Council Health Services Board and Facility Committees, and has to pass a CHF By-
Law. Each district determines the amount of premium to be charged for services and
sets the annual premium based upon their own assessment of their population’s ability to
pay. It not is surprising to find the premium varying from one district to another because
the is no standard rate set by the government. Membership to CHF is voluntary and is
restricted to paid up households except for exemptions. Households decide whether to
Jjoin the Fund or to pay user fee for service. Currently, CHF has been rolled out to about

69 districts in Tanzania.

2.8.1 Management and administration of CHF

At the national level there is a unit responsible for CHF located within the MOH. The
main task is to guide and coordinate the CHF schemes in the country. It also monitors
and evaluates the activities of the fund. At district level there is a district council which
provides guidelines that facilitate management of the fund and ensure that the funds are
available for health development activities in the district. This includes availability of
essential drugs, medical supplies and vaccines. The district council works through the
council health service board. The council health service board comprises representatives
from the community, NGOs, health providers, District and regional health management
teams and the district planner. Members of the council health service board hold office
for a period of three years. The council health service board operates in consultation
with the district health team to ensure quality health care, professionalism, as well as
mobilization and administration of financial resources for the community health fund. It
also sets criteria for exemptions, monitors and verifies collection, expenditure and

control of funds. Lastly, the board review reports from the local ward level.

Under the council health service board is the Ward Health Committee. Its composition
includes representatives from the community, councillors, ward executives, community
based organizations, clinical officers and village councils. Members hold office for a
period of three years. The task of this committee is to mobilize community members to

enrol with the fund, to supervise the collectors of annual subscriptions, monitor levels of
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subscriptions and user fees revenue, review fund operations and to initiate community

health plans.

2.8.2 CHF Health care providers

The CHF works with public health care facilities only. Where there are no public health
care facilities, a special arrangement is made with a local private provider. Only
registered private health care facilities enter into service agreement with the Board for
provision of service where fee-for-service is the cornmon means of payment. The
benefit package varies from district to district. While in some districts the benefit
package may include only basic primary care services, in others both primary and
selected few secondary services are included. Benefit package is decided at the district

level.

2.8.3 CHF financing mechanisms

Three financing mechanisms are applied under CHF. They include user fees, household
prepayments and a matching grant from the central government. Non-members pay user
fees at the point of service while members make prepayments for the cost their illness.
A matching grant of 1:1 ratio is applied on the member’s contribution collection.
Revenue collected from all the three sources is deposited in the CHF account managed
by the District Health Board. The community through its ward health committee can use
the generated funds to increase access to standard package of health and medical
services. However, there is a debate on the financial sustainability of these schemes
once the central government fails to fulfill its promise on providing the matching grant.
Hence increasing enrolment is vital if the CHF is to perform to the expectations of its
members. This study did not intend to study all the three financing mechanisms under
the CHF in Tanzania. It focused on the prepaid financing mechanism where the
household'® voluntarily purchases a health card at a flat rate. The card entitles the
household to the services defined in the standard benefit package through out the year.

'8 The CHF Act.2001 defines a household as a nuclear family including father, mother and children less
than 18 years of age.
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The contribution level is determined by the council in consultation with the members of
the community. Currently, the contribution level ranges between Tshs 5000.00'" to
15,000.00 per year in various districts. This amount can be varied from time to time by

the council in consultation with members of the local community.

2.8.4 Exemption and waivers in the CHF

In order to ensure access to health care by the poor and vulnerable populations,
exemption and waiver mechanisms have been built into the CHF. According to the CHF
Act 2001, the power to exempt any person is vested in the local ward health committee
which receives recommendations from the village council and forwards this
recommendation to the District health board for approval. The exempted person will be
issued the CHF card. The exempting authority sﬁall seek alternatives of compensating
the foregone income due to exemption. In most cases district council are asked to pay

contributions for exempted members.

2.8.5 The contribution of CHF to Health care financing reforms in Tanzania

The contribution of the CHF to health care financing in Tanzania can be assessed in
terms of the reform objectives. The study by Chee et al. (2002) in Hanang provides a
valuable insight into the contribution of the CHF in financial resource mobilization. The
CHF makes a significant contribution to the overall district health budget. According to
MoH (1999a) in Igunga district, revenues generated by the CHF (plus user fees) could
have funded up to 49% of the non-salary health sector expenditures in 1997 and 39% in
1998. Shaw (2002) noted that actual use of the CHF premiums between 1996-98 in
Igunga shows that 45% went to improving health care infrastructure, 29 % to drugs, 9%
to medical supplies and equipment, 6.5% to rehabilitation, and 4.5% to transport fuel.
Therefore, it is true that the CHF has a significant contribution to the health care

financing reform.

17 Exchange rate was $1.00 to Tshs 1,250 as at 15/12/2006
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2.8.6 Other Insurance schemes in Tanzania

Other health insurance schemes operating in Tanzania include the following
i.  Micro-Insurance schemes run by informal groups and churches. Examples are
“UMASIDA” and “VIBINDO”. “UMASIDA” is a Swahili word acronym of
“Umoja wa Matibabu Sekta Isiyo Rasmi Dar es salaam” meaning a mutual
health scheme for people in the informal sector in Dar es Salaam. According to
Kiwara (2005) members come from various informal sector groupings like small
scale market retailers, Tinsmith, Cobblers, Stone crushers and food vendors. The
scheme is led by a Board of Directors. It has been in operation for 10 years and
operates in Dar es Salaam and Arusha. The premium paid by members is Tshs
1500.00 per month or Tshs 18,000.00 per year and membership is on family®
basis. Currently, beneficiaries are estimated to be 6,000 people. The benefits
package includes maternal and child health, treatment of regular diseases like
malaria, pneumonia and diarrhea, surgical needs, STIs and VCT. The health
service providers includes own unit, government facilities and contracted private

providers.

According to Kikuwi (2005) “VIBINDO” is an umbrella organization of
informal sector operators in Dar es Salaam. It was established and registered as
an NGO in 1995. “VIBINDO” runs its own micro health insurance scheme
known as Vibindo Micro Health Insurance Program (VIMHIPRO). The
premium rate is Tshs 25 per day per person. It can be paid monthly or yearly.
Membership is on individual basis. However, a member is allowed to pay
premiums for his/her dependents. Therefore, the financial ability of the member
determines how many dependents can be included in the scheme. Benefit
package include primary health care, reproductive health care services to both
sex, ambulatory services, referral services, minor surgery and hospitalization.
Currently, the number of beneficiaries is 1102 peoples and health service

providers include contracted private providers and government facilities.

8 In UMASIDA the family is defined as husband and wife, four children under 18yrs and two
grandparents.
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ii.  Private health insurance. Currently, there are very few private health insurances
companies operating in Tanzania. The majority of the private health insurances
started operation after the introduction of The National Health Insurance Fund
and the introduction of free market economy in Tanzania. Most of them serve
people employed in the private companies, foreigners and diplomats. Examples
of private health insurance companies include Medical Express(T) ILid,
Against All Risks (AAR ) and Strategies Insurance

iii.  Social Health Insurance Benefit (SHIB).The scheme covers employees in the
private sector, and non-pensionable government and parastatal employees. In
Tanzania it is under the National Social Security Fund (NSSF). According to
Kiwara et al. (2006) the scheme is financed out of the contribution of 20% of
gross salary from both employer and employee. Members are able to access both

inpatient and outpatient care at contracted hospitals.

2.9 Summary

To sum up, Tanzania has a week economy with GDP per capita of $630. The economy
is relying mostly on agriculture. Generally, the level of education is low especially in
rural areas making it difficult to sell the idea of insurance to majority of people. The
health status as indicated by infant, under-five and maternal mortality is poor due to
high rates recorded on these indicators. There is high infant, under-five and maternal
mortality rates. At the same time malaria and HIV/AIDS continue to affect a lot of
people. Both public and private providers are operating in Tanzania with the dominance
of public providers especially in rural areas. The majority of private providers are

concentrated in urban areas.
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CHAPTER THREE
3 LITERATURE REVIEW

3.1 Introduction

This chapter covers both definition of key terms, explanation of the theoretical
framework and presentation of empirical literature. The chapter starts with definition of
key terms followed by explanation of theoretical framework and concludes with a

review of empirical literature.

3.2 Definition of key terms used

3.2.1 Community financing

There are varying definitions of community based health financing (CBHF) and
sometimes the term is used interchangeably with community based health insurance
(CBHI). According to Hsiao (2001) this term has evolved into an umbrella that covers a
wide spectrum of community health financing instruments. Micro-insurance,
community health funds, mutual health organizations, rural health insurance, revolving
drug funds, and community involvement in user fee management have all been loosely
defined as community based health financing. He argues that the reason for referring
these diverse financing mechanisms under one heading is the number of similarities that
effectively distinguish them from other health financing mechanisms. Among the
similarities are the targeted members and premiums which are community rated. Also,
they are organized at community level, run on a non profit basis and apply the basic
principle of risk sharing (Criel et al. 2004) However; this study did not intend to cover
all the health financing instruments under CBHF/CBHI. The main focus was on the

community health fund which operates in Tanzania.

Hsiao (2001) defined community financing as any scheme that has three features:
community control, voluntary, and prepayment for health care by the community
members. According to him, this definition excludes financing schemes such as regional
compulsory social insurance plan and the community managed user fees programme.
McPake et al. (1993) defined community health financing as a system comprising

consumer payment (either as user fee or some form of prepayment mechanism or other
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charge) for health service at community level. The proceeds are retained within the
health sector and managed at local level. There is also community participation which

ensures that communities are not just passive recipient of services.

Given a wide range of community health financing instruments, this study did not intend
to cover all of them. The main focus was on community health fund which operate in
Tanzania. Therefore, it adopted the McPake et al. (1993) definition as it is similar with
the CHF framework implemented in Tanzania. In addition, the study was restricted to

the prepayment part of the scheme.

3.3 Theoretical review

331 Introduction

In this subsection various theories are reviewed. Expected utility theory (gain
perspective) was used to study the predictors of CHF enrolment while theory related to
trust was used to study the barriers to enrolment. They are reviewed in the following

subsections.

33.2 Expected utility theory (Gain perspective)

Nyman (2003) explained the demand for insurance using the expected utility theory
from the gain perspective. Meaning that, insurance is demanded to obtain an income
payoff gain in the bad state or when ill. Under this theory, the choice to purchase
insurance is made at the point when the consumer is deciding whether to spend the last
amount of income endowment on insurance premium or consumption of other goods/

services.

More precisely, the expected utility from gain perspective can be expressed as
p[U (Y1)-U (Y3)I> (1-p) [U(Y0)-U(Y )]+ p[U(Y2)-U(Y3)]

Where the right hand side is the expected utility gain from being uninsured and the left

hand side is the expected utility gain with insurance, U = utility which is a function of

disposable income Y, p= Probability of becoming ill, 1-p = Probability of not becoming
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ill, Y;= The initial level of income and if ill will have spent L amount of income on
medical care reducing his income level to Y;. But with insurance if ill, the ill payoff
increases income from Y3 to Y; with a probability of p, therefore the expected utility
gain if ill becomes pfU(Y)- U(Y3)] evaluated at Y;. The gain is determined from the
specific reference point which does vary sometimes. According to Nyman (2003) with
health insurance and if ill the gain of disposable income is from the reference point of
just having spent a certain amount of income on medical care. With insurance and if
healthy, there is no gain in income because there is no change in utility due to the fact
that the consumer remains at the same reference point, Y;. Therefore, insurance would
be purchased if the expected utility gains in disposable income from the insurance

payoff when ill is higher than when not insured.

Moreover, Nyman (2003) argues that when insurance choice is expressed as an expected
gain in utility, the choice to purchase insurance becomes like the choice in any standard
economic transaction. That is, a commodity is purchased because the utility gained from
it exceeds its cost in terms of utility foregone from other goods and services which could
have been purchased. According to him, when a consumer purchases any commodity,
the consumer gives up income that could have been used to purchase other goods and
services. In this case, these other goods and services are sometimes given up in one state
(ill) and sometime in another state (healthy). Therefore, the choice to purchase insurance
requires these goods/services to be given up in order to purchase insurance policy that
has an expected utility gain associated with it. In other words, insurance is demanded
because the uncertain payoff is timed to coincide with bad state not because of
uncertainty it provides. If a consumer buys insurance it is because they want to obtain an

income payoff in future bad state.

In terms of CHF in Tanzania, utility gain or loss represents the amount of disposable
income an individual will gain when ill after enroling into CHF. If the expected utility
gain in income when ill is higher when the household is a CHF member than when the
household is not a CHF member, other things held constant, there is likelihood of
enroling into CHF. Thus household will give up the purchase of other goods/services so

as to contribute into CHF in order to have utility gain from being a CHF member.
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Therefore, it is the ability of CHF to produce the utility gain that will attract household’s
willingness to prepay. According to Hsiao (2001) the expected gain can happen in three
ways. First, the existing facilities producing the patient valued service more efficiently,
so that prepayment can buy more than it can now. Second, if the prepayments can
purchase something new that is valued by the household such as risk protection. Third, the
government can provide direct and visible subsidy to motivate community members to join a

community financing scheme.

It can also be related to the medical need of the people. It is worth noting that
individuals have different medical needs and face different risks of vulnerability than
others due to age, sex, marital status, health status and material well being (Bhatt and
Jain, 2006). For example, medical need generally increase with age and is higher for the
female gender. Additionally, family demographic factors can also influence medical
need. Therefore, the utility gain will differ from one consumer to another. Hence, the
difference between individuals in terms of social-economic classification and
demographic factors needs to be considered in modelling the demand for health care and
health insurance. This study while taking on board the expected utility theory from the
gain perspective also considered the socio-economic and demographic factors in

modelling the predictors of enrolment in CHF in Tanzania.

3.3.3 Trust theory

Various authors have defined trust in different ways. However, all the definitions center
on the relationship and behavior between people and institution or among people
themselves. According to Gilson (2003), trust is a relational notion; it generally lies
between people, people and organizations, people and events. In addition, Fukuyama
(1995) defined trust as the expectation that arises among citizens of regular, honest and
cooperative behavior, based on commonly shared ethical norms and values, including
reliability, loyalty and solidarity. Gambetta (1998) defines interpersonal trust as a
specific expectation that another’s action will be beneficial rather than detrimental.
Beneficence is the expectation that the one part (trustee) will be concemed for the well

being and interests of the other part. From the above definitions it is clear that behavior
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expectation between two parts involved is very important in trust. When these

expectations are jet down it may lead to bad outcomes like distrust between the parties.

According to Thiede (2005) distrust can lead to obstruction of social interactions. In a
health system, trust can be looked at in terms of patient/provider interaction. In
particular factors which influence the expected behavior in the patient/provider
interaction. Gilson (2003) noted a trusting patient/provider relationship is rooted in
specific expectations and personal behavior. They include provider’s technical
competence, openness (governance), concern and reliability. Technical competence
terms of staff skills and availability of equipments available at the health care service
provider. Technical competence signifies to patients the providers’ ability to diagnose
and treat illness. Where technical competence appears to be low the trust changes to
distrust.

Openness is an element of governance. Governance describes the process of decision-
making and the process by which decisions are implemented (or not implemented).
Good governance accomplishes this in a manner essentially free of abuse and
corruption, nepotism, patronage or capture by narrow private interest groups, guarantees

property and personal rights and with due regard for the rule of law.

With regard to concern over patient well being, Mechanic (1998) argues that the health
care providers are specifically expected to demonstrate impartial concern over patient’s
well being and to act in the patients’ interest. This is based on client orientation or
patient sovereignty. It refers to several dimensions which cause patient satisfaction with
services. Examples are staff attitude and prompt attention to patients. Gilson (2003)
noted poor staff attitude toward patients can cause dissatisfaction with service, which

even good technical care may not offset.

Reliability of the provider to the patient explains whether the provider has a range of
resources such as drugs, equipment necessary to provide care, access to referral services
and the range of services offered (Gilson, 2003). The presences of all these builds trust
between patients and the health care provider.
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The implication of trust for CHF can be looked at in terms of factors underpinning the
patient-provider relationship because they have direct impact on the people’s confidence
and trust on the CHF. Where the providers of health care are unreliable, unconcerned,
not open and technically incompetent the relationship turns into distrust. When there is
distrust of provider and since they are perceived as linked together, it means there is also
distrust of CHF. This automatically will have impact on the voluntary enrolment into
CHF because the expectation of patients from both the provider and CHF will not be
met. Hsiao (2001) and Gilson et al (1994) argued that people’s confidence and trust in
the organization managing the fund is a precondition for community based financing

SUCCESS.

3.4 Empirical studies
This sub section presents the empirical literature review of the predictor of and barriers
to enrolment in CBHF. It starts with the literature review on the predictors of enrolment

followed with the literature review on barriers to enrolment

3.4.1 Predictors of enrolment

According to Jakab et al. (2004) the choice to enrol or not to enrol in CBHF is
influenced by individual or household characteristics and community characteristics.
Individual or household characteristics include age, gender, and income/wealth and
health status while community characteristics include social, ethnic and religious values.
They argued that, these determinants shape individuals’ preferences toward health risk,
their ability to pay membership fee, and their demand for insurance. While various
studies done elsewhere have confirmed the influence of individual/household and
community characteristics in other countries, it is worth noting that countries are unique.
The results in one country may not be applicable in another country. Therefore, there is

a need to study the influence of these variables in the Tanzanian context.
Income has been shown to have strong relationship with decision to purchase health

insurance (Scotton, 1969, Cameron, Trivade et al.1988). It has been found to have a

positive association with insurance purchase decision in studies done in the developed
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countries. Van De Ven and Van Praag (1981) noted higher income generally decreases
the opportunity cost associated with the purchase of insurance. Therefore, overall
increase in income would be expected to increase the probability of buying insurance
(Mathiyazhagan. 1998). Similar results were found by Jiitting, (2003), Asenso-Okyere
et al. (1997) and Wang et al. (2005). Jiitting found that the level of income had a
significant positive influence on decision to enrol in CBHF in Senegal, while Asenso-
Okyere and others found income was significantly associated with positive effects on
the decision to enrol in Ghana. Similar results were found in China by Wang and others
where farmers with lower income were less likely to enrol in a community based
insurance. However, in some developing countries income has been found not to be a
significant factor (Jakab et al. 2004; Supakankunti, 2001). While Jakab and others found
income was not significant in deciding to join CBHF in Rwanda, Supakankunti found
the decision to enrol with the Thai card in Thailand was not influenced by income.
Changes in this trend of findings are normally associated with the poor quality of

services offered at the contracted providers between countries.

Age was found to have a significant positive relationship with decision to enrol in
community based health insurance in Senegal (Jitting, 2003). This is because there was
the need for more hospital care as age increased. Cameron et al. (1988) noted that health
care utilization was quite responsive to age in Australia. Thus, older people tended to
consume health care more than the younger age group. Therefore, older people are more
likely to enrol with an insurance scheme especially where the costs of health care
services are high. Joining a health insurance scheme becomes a cushion against
unexpected cost of illness. However, different results were found in India where there
was a negative relationship between age and willingness to join (Mathiyazhagan, 1998).
The elders were less likely to join a rural health insurance scheme compared to younger
age groups. This was because the younger were more open to innovations and the fact
that the majority of older people had no family dependents to take care of them at their

age
Gender also plays an important role in the decision to enrol into insurance through its

effect on expected medical consumption (Bhat and Jain, 2006). Sindelar (1982) found

that women generally use medical care more than men. The higher demand for medical
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services by women may be explained by increased need during the reproductive years.
This has implications for the decision to buy insurance when costs of medical care are
considered. The same results have been found in studies done in other countries (Jutting,
2003). Jiitting found that women of child bearing age need more hospital care than men.
Therefore, they were more likely to join community based health insurance in Senegal.
Dong et al. (2003) argued that women have a lower proportion of becoming household
heads because of a higher marriage rate to men. Therefore, theoretically it may be true
women are more likely to enrol in the schemes, where as in practice the reality may be

the exact opposite. .

The role of education in health related decision making has been well explained
elsewhere (Grossman, 1972; Muurinen, 1982). According to these studies, not only is a
better educated person is likely to be healthier which would lower the probability of
insurance, but also he/she is often better informed about the services available in the
public health system and the benefits of joining the insurance. On the other hand
education and income are generally correlated (Van De Ven and Van Praag, 1981).
Having higher income increases the affordability of the premium. This was confirmed in
other studies done elsewhere (Jiitting, 2003; Asfaw, 2004). Jitting (2003) found people
who can read and write are more likely to join community based health insurance in
Senegal. In Thailand, members of the health card insurance scheme'” tended to have a lower
education, a lower income per year (Supakankunti, 2001). This means that, the health card
eased their health expenditure burden.

Health status of an individual or the household measured by frequency of illness and
illness ratio is another important determinant. It is related to adverse selection where in
theory high risk illness people tend to join insurance. According to Cultler and
Zeckhauser (1998) higher risk people find insurance most attractive and will tend to buy
insurance than lower riskier people. Mathiyazhagan (1998) found the health condition
and number of hospital episodes in a household was a significant determinant of

willingness to join in Micro insurance schemes in India. This was because the number of

1 The health insurance card scheme was introduced as the Health Card Project (HCP) in 1983 and the
membership is voluntary (Supakankunti, 2001).
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hospital episodes in a household lead to higher financial risks in the household. Similar
results were found by Supakankunti (2001) in Thailand where the presence of illness in
a household was statistically significant in deciding to purchase a health card. In China,
Wang et al. (2005) found farmers with good health were less likely to enrol in
community based insurance than those with poor health. This was because those with
poor health status had high potential of utilizing the health care than those with good
health because having insurance has implications for the total health care expenditure.
However, Jakab et al. (2004) noted in Senegal and Rwanda illness ratio (number of sick
members in the household) was not a significant determinant of joining the community
based health insurance. Similar results were found by Schneider and Diop (2004) in
Rwanda. It was found health status had no impact on the probability of demand for

community based health insurance.

Mathiyazhagan (1998) used distance, travel and waiting time as proxies of physical
accessibility to health care facility. He found that the coefficient of estimated physical
accessibility (except waiting time) was positive. Meaning people far away from the
facility were more willing to join community based health insurance than the ones closer
to the facility. This was due to the fact that most of the community based health
insurance in India includes transportation to the scheme’s provider in their benefit
package. Asenso-Okyere et al. (1997) noted people who travel long distance to attend
clinic tend to spend more on health care due to transport cost. Therefore, they would
want to register in the schemes to cut down on costs. However, In Rwanda different
results were found. Jakab et al. (2004) and Schneider and Diop (2004) found household
heads that live closer to the provider’s facility were more likely to join the scheme than
those who live farther away. This result was due to the fact that prepayment schemes’
awareness campaigns were more intense in the vicinity of the health facility. Bennett
(2004) argued the benefit package affects the enrolment pattern and in most cases

neither government nor schemes have thought about this.
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Family size has been found to strongly influence the decision to enrol in insurance in
various studies (Mathiyazhagan, 1998., Asenso-Okyere et al. 1997., Schneider and Diop
2004). Mathiyazhagan found that a larger family size had a higher probability of paying
for the proposed schemes compared to the small family size in India. Similar results
were found in Ghana, were increase in the number of dependents in a household was
positively associated with enrolment into the schemes. This was due to these household
expected to reduce the risk of incurring high health cost by enroling in the schemes
(Asenso-Okyere et al.1997). This was especially where costs of health care were
generally considered high. In Rwanda, households with five and more members were
more likely to buy insurance than smaller households (Schneider and Diop, 2004). This
was because, according to them, house holds pay the same amount of premium
irrespective of family size. Therefore, larger families effectively pay less per household

member.

Marital status had strong influence on the decision to enrol into insurance else where.
Wang et al. (2005) found married couples were more likely to join the scheme than
unmarried ones in China. This was because married couples have responsibility for each
others health and their children. In Thailand, descriptive statistics showed married
couples tended to purchase the health card more than in the non purchase group
(Supakankunti, 2001). Similar results were found in Senegal by Jiitting (2001). In
connection to this, Bhat and Jain (2006) argued families with children spend more on
health care. Therefore, they would prefer health insurance to cover the unforeseen
medical expenses. However, in the context where illiteracy rate is high and the concept

of insurance is not well known, the results may be different from those found elsewhere

Studies on religious influence on CBHF enrolment are very scanty. In Senegal, it was
found that being a Christian increased the probability of being a member in mutual
(Jutting, 2003). This was because the Catholic Church was supporting the mutual in
various ways. Bennett et al. (1998) noted linking the scheme to other community
development activities appeared to strengthen the scheme. This is because people’s trust
and confidence in the scheme increases (Hsiao, 2001). However, in studies done

elsewhere, religion was found not significant (see Asfaw, 2004; Ransom, 2004). This
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was mainly due to the fact that the level of religions involvement with CBHF in the

respective areas was either small or none existent.

Putman (1993) argues that the quantity and intensity of individual membership in social
and professional bodies is a good indicator of social capital. Social capital shapes the
quality and quantity of society’s social interaction. Narayan and Pritchett argued pocial
capital is an important determinant of people’s willingness to cooperate with each other.
In rural Senegal, Jiitting (2003) found households with experience in other local
organization tended to participate more in mutual schemes. This was because they
already had an experience of the cost and benefit of participation in local organizations.
In China, variables of social capital namely gift giving, attending village meeting and
presence of social events in a village were positively correlated and statistically
significant with the probability of joining the Cooperative Medical System( CMS) (Liu
et al.2002). According to Harper (2002) gift giving and participation in social events
measure social participation (Networks) while attending village meeting measures civic
participation. Both individual and family participation in social and civic activities are
an important indicator for social capital. In Ghana, a different result was found where
membership to other resource pooling schemes was not significant (Asenso-Okyere,

1997).

Individual or household sources of health care services based on quality of service
provided have greater influence on shaping decision to enrol. Annis (1981) argued that
the perceived quality of services is one of the most important determinants of patient’s
choice of provider and willingness to pay. Mathiyazhagan (1998) found, in India, people
who use private health facility had higher chance of joining the proposed health
insurance than those who use the public facility. However, those who used private
facility had lower probability of willingness to pay for the proposed health insurance
scheme. In Tanzania majority of CHF providers are public facilities, with few

exceptions where public facilities are not available.
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3.4.2 Barriers to enrolment

According to Preker et al. (2002) the existences of trust in local community control over
the scheme appears to increase enrolment of poor people and informal sector workers in
low and middle income countries. Additionally, matching of willingness to pay and
expectation of benefit to be received at a later stage has impact on enrolment. If the
expected benefit is higher than the amount they are contributing, and the quality of
service is good, people will be willing to participate. In another study, Arhin-Tenkorang.
(2004) argued that the completeness of benefit package is the design feature that has
major influence on the decision to enrol in community health financing in Africa.
Additionally, Bennett (2004) noted the benefit package affects the enrolment pattern in
low income countries and in most cases neither government nor schemes have thought
about this.

Abel-Smith and Dua (1998) noted poor people in developing countries have more
pressing priorities to take care of such as food, shelter and income. When the premium
becomes unaffordable it becomes a barrier to enrolment. According to the authors,
people’s ability to pay in many parts of the third world countries is severely limited
besides being vulnerable to agricultural seasonality. Sometime willingness to pay is
matched with the service individuals receive by being a member. If it benefits
individuals, there may be positive response to participation in the scheme. In relation to
this, Sinha et al. (2006) found financial poverty in Gujarati-India was one of the barriers
to benefit in SEWA insurance and especially when it is complimented with co-payment.

In another study Hsiao (2004) found that rural household and urban poor households in
Asia region were willing to prepay for a portion of their health service if they are sure of
getting quality service. Quality service can be achieved by providing patients with a
valued service more efficiently. In China and Indonesia it was found people most often
mentioned availability of drugs, some preference against high financial risks such as

hospital charges, neat and clean facilities, reasonably competent practitioners
De Allegri at el. (2006) established that decision to enrol is closely linked to whether a

single element of the scheme matches the consumers’ need and expectation in Nouma

District- Burkina Faso. In particular, they found that consumers justified the decision to
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enrol or not to enrol using argument about the unit of enrolment, the premihm level and
payment modalities. Unit of enrolment was based on the household where each member
had to pay premium in order for the whole household to enrol in the scheme. This was a
barrier for bigger households. In addition, the premium level was unaffordable for the
very poor households and the payment modality requiring a household to pay the
premium for the entire household at once constituted a barrier especially for larger

households.

According to Criel and Waelkens (2003) the operational aspects of Maliando Mutual
Health Organization (MMHO) in Guinea-Conakry (West Africa) were among the
reasons for the declining subscriptions. These operational aspects included lack of
confidence in management, inability to pay the subscription and the perception of poor
quality of care in the contracted health facility. Lack of confidence in management was
related to respondent experience with dishonest management embezzling the funds in
the past in both formal and informal initiatives. Inability to pay was due to lack of
resources to raise the premium needed for majority of physically disable, blind and
chronically ill and the poor population. Poor quality of service was expressed in terms of
disappointment with the outcomes and series of comparisons which people make
between their original expectation and the reality, between care given to subscribers and
to‘non-subscn'bers, rich and poor, the good care available in the private sector and bad
care in the public health centre. Bad care was related to lack of good products and skills,
no cure or fast recovery, not welcoming toward the patients. Also, it related to poor
reception, lack of consideration, respect and attention for patient which generated heated
criticism from patients. According to them all these factors discouraged people to
subscribe to MMHO.

Kamuzora and Gilson (2007) found inability to pay membership contribution, low
quality of health care, lack of trust in CHF managers and failure by the community to
see the rationale of insuring against risk as barriers to implementation of CHF in
Tanzania. Inability to pay premium was preventing poor households to join CHF. Low
quality of health care was related to shortage of drugs and essential medicines, in

appropriate diagnosis due to lack of diagnostic equipments, staff related problems,
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limited range of services, limited choice of facilities among CHF members and referral
problems. Lack of trust in CHF mangers included the wealthy group perceiving CHF
officials being not trustworthy in terms of corruption and lack of transparency and past
embezzlement of public funds. Community not seeing the rationale of insuring against
risk was mainly a characteristic of the wealthy groups who did not see the reason for
paying before falling sick. The study concluded that district managers have influence on
the factors that explains low enrolment and their action are partly responsible for low
enrolment. However, this study was done in different districts with different social and
economic environments. In addition, it was partly documentary review and empirical

confirmation of the previous CHF evaluation report findings on the barriers.

3.5 Conclusion

In summary, it seems evident from the review of empirical studies that different
predictors have different effects on enrolment into insurance scheme. While some of the
predictors were significant in study done in one country, they appeared to be not
significant in another country. In some studies the direction of the relationship between
the predictors and enrolment changed between countries. The same trend was reveled
from the empirical review of the barriers to enrolment. Issues that appeared as barriers
in one context were not in another context. Therefore, it was correct to say that the
effects of predictors on the enrolment into insurance scheme and the barriers to CHF
enrolment are context based. However, study of this nature in the Tanzanian context is
missing hence creating a gap in the existing literature. This study will fill this gap by
adding the Tanzanian experience with CHF.
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CHAPTER FOUR
4 METHODOLOGY OF THE STUDY

4.1 Introduction
In this chapter, the methodology of the study is explained. It include the conceptual

framework, study design , study area, sampling procedures and sample sizes, type of

data ,variables and the data analysis procedures.

4.2 Conceptual framework

The following conceptual framework has been developed to guide the study.
Figure 2 Conceptual Framework
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Figure 2 represents the conceptual framework derived from both theoretical and
empirical studies review. The framework shows the predictors of enrolment on one part
as well as the barrier to enrolment on the other part. Predictors of enrolment include
individual characteristics (age, gender, being member to other mutual, marital status,
educational level or literacy, membership of micro credit/insurance/professional bodies
and health seeking behavior) and household characteristics (wealth, religion and
frequency of illness distance from the facility, size of the household). They determine
the likelihood of enrolment into CHF. The positive (+) and negative (-) sign gives an
indication of the direction of the relationship between the individual predictor and
enrolment. They represent the hypothesis or assumptions of the study. The positive sign
hypothesizes that the household head with the given characteristics is more likely to
enrol while the negative sign hypothesizes that the household head with given
characteristics is less likely to enrol into CHF. The doted line shows the interaction
between the individual characteristics and household characteristics. Since the
enrolment unit in CHF is a household and individuals form part of the household, then
both individual and household characteristics may have indirect influence to each other
on the whole process of enroling into CHF. More details of the meaning of the sign (+/-)

are explained in the following sub section.

The other part of the framework explains the barriers to enrolment. “Trust” may deter
households from enroling. Trust in health care system refers to expected behaviors in
the patient/provider interactions. Trust on the part of the patient is influenced by the
provider’s technical competence, openness, concern and reliability. The individual
perceptions of these elements in health care have influence on the decision either to
enrol or not enrol into CHF. This depends on whether they are positively or negatively
perceived. If positively perceived trust will be built on the provider hence it will attract
more people to join CHF. The opposite applies when they are negatively perceived as
distrust. The doted line between the individual characteristics and trust indicate an
indirect influence of individual to trust. This is because it is individuals who are

involved in trusting or distrusting the CHF
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4.3 Study Design

This study used a mixed method design specifically concurrent nested strategy in
answering the research questions. According to Creswell (2003) in concurrent nested
strategy, both quantitative and qualitative data are collected simultaneously. However,
one method is method is predominant and guides the study. The other method is
embedded and addresses a different question than the dominant method. The purpose of
concurrent nested strategy is to help the researcher gain a broader perspective as a result
of using different methods as opposed to using one method. This study used quantitative
method as predominant method and embedded qualitative method within it. The reason
for this mixing was to have a broader perspective of the CHF enrolment issue and the

fact that they were used to answer different questions.

4.4 Study area

The study was conducted in two districts namely Babati and Masasi. The district level
was chosen because CHF only operates at the district level. The choice of these districts
was based on household income poverty incidences and adult literacy rate at district
level based on the Tanzania Poverty and Human Development Report (RWAG, 2005).
The level of poverty indicator was chosen as basis for selection of areas of study
because poverty level is very important aspect of community participation in health
insurance (Wagstaff, 2000; Abel-Smith and Dua, 1998). Babati is ranked in the 5%
quintile based on percent of households below basic need poverty line (income poverty)
while Masasi is ranked in the second quintile based on percentage of households below
the basic needs. All the two districts are in the middle groups (average group) when
considering the adult literacy rate. Due to time and resource constraints it was not
possible to cover all districts. Hence, the two districts were chosen as convenient for this

study. The selection process is explained in the sampling procedure subsection.
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~ 44.1 Location
Babati is one of the five district forming Manyara region in the northern part of

Tanzania. The region lies between latitude 3° 40" and 6° south of Equator and between
longitude 35° and 38° east of Greenwich. Masasi is one of the five districts forming
Mtwara region located in the southern part of Tanzania. The region lies between latitude
10° 5 and 11° 25’ south of Equator and between longitude 38° and 40° east of

Greenwich. Figure 3 is a map showing the location of the study area in Tanzania.
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Figure 3 Tanzania map showing location of Babati and Masasi districts
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4.4.2 KEconomy

According to National Bureau of Statistics [NBS] (2005) per capita GDP in Babati
District was $ 271.00 in year 2003 while in Masasi District was $341.00. The main
economic activities in Babati include agriculture production and livestock keeping.
Agriculture production is dominated by peasant farming and commercial crop farming is
dominant in wheat and seed beans production. Masasi like Babati is predominately
agricultural. The main occupation of the inhabitant is farming. Production of cassava,
sorghum and maize, pigeon peas, cowpeas, bambara nuts, and beans, groundnuts,
sesame, simsim, sunflower, castor bean, coconut and oil palm. However cashew is the

only major cash crop contributing to the District economy.

4.4.3 Population distribution

According to the GOT (2002) Babati District population is 303,113 while Masasi
District is 442,573. The urban- rural distribution of population is approximately
10.25%% and 89.755 % respectively for Babati District. In Masasi District the urban-
rural distribution is 7.72% and 92.28% respectively.

4.4.4 Health facilities

In both districts health facilities comprise of public and private health facilities.
However, in both districts the majority of Tanzanians use the public health facilities due
to the fact that private hospitals are very few and expensive. Table 2 show the public-

private mix of health facilities in Babati and Masasi District
Table 2 Health facilities in Babati and Masasi Districts 2003

Dispensaries Health Centers Hospitals
Public Private Public Private Public Private
Babati 18 18 1 1 1 1
Masasi 32 6 3 1 1 1

Source: National Bureau of Statistics, 2003
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4.5 Population and Sampling procedures

4.5.1 Population

The population of the study was all the household heads in the respective districts
(Babati and Masasi) regardless of whether they are member of CHF or not in respect of
quantitative data. While for qualitative data only non-members household heads were
targeted.

4.5.2 Sampling procedures

For the survey, stratified random sampling procedures were used to sample the
respondents. According to Bowling (2002) the population of interest is divided into
strata and sampling of subjects from the strata is carried out. In this study stratified
random sampling was applied in three stages. The first stage was about choosing the
study districts in the districts stratum. Second stage involved choosing the village from
the districts, while the last stage involved choosing the subjects from the villages. In
each stage simple random sampling was applied to select subjects. With simple random
sapling each unit was given equal chance of being selected. According to Bowling
(2002) with simple random sampling, members of the population of interest are
numbered and then the numbered subjects from the population are selected using

random numbers without replacing them.

The first stage of district stratification was based on the districts' income poverty head
count quintiles as presented in the 2005 Tanzania Poverty and Human Development
Report (RAWG, 2005). This means the stratification process was not based on personal
judgment. Therefore, the stratification effect normally inherited in stratified sampling
was controlled. Simple random sampling was used to select a district from the above
average quintiles (quintile four and five) as well as the below average quintiles quintile
(one and two). Babati district was selected from the above average quintiles while
Masasi was selected from the bellow average quintile. Additionally, both districts are

ranked in the average quintile when considering the adult literacy rate.
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Stage two involved selection of the village to be involved in the study in each district.
At this stage numbers of villages selected from the strata were kept proportional to the
size of the district in terms of village. The proportional allocation of villages aimed at
controlling the weighting effect inherited stratified sampling. In addition to proportional
allocation, the presence of a health centre or dispensary in before applying the simple
random selection of village ware considered. The facility was used as a catchments area
for both CHF members and non members. For convenient purposes six villages in each

district were chosen.

Stage three involved choosing the household heads for questionnaire administration in
the village. At this stage the sampling unit was the household from the sapling frame of
households obtained from village executive offices. Simple random sapling was used to
select the household heads regardless of membership status provided he/she was not
above 60 yrs old. Age limit was necessary because of avoiding inclusion of household
heads who qualify for exemption of user fees. A list of household obtained from the

village authority was used to select the sample for questionnaire administration.

For focus group discussions (FGDs) purposive sampling was used to select the village
within the districts. FGDs targeted CHF non-members and drop out only from villages
without members. The villages without CHF member were selected basing on district’s
CHF report. Three villages were selected in each district for one FGD in each. Lastly,

simple random sampling was used to select participants for FGDs in the villages.

4.5.3 Sample Size

The total sample size of the survey was 572%° households. The size was based on the
minimum number of observations required for each variable in the regression analysis.
Since most of the variables used are dummy variables, according to Bartlett et al. (2001)
and Long (1997) the minimum number of observations required for each variable is at

least 10. In this study a minimum number of 13 for each variable were used to calculate

0§72 =22%2*13 , Where 22= total number of independent variables, 2= dummy nature of independent
variables and 13= minimum number of observation for each independent variable (Bartlett et al.2001).



the sample size. However, the total number of questionnaires used for analysis was 568.
Four questionnaires were discovered incomplete during data cleaning. They were
dropped and posed no effect on the overall analysis in terms of the sample size bias. In
addition, the remaining questionnaires were above the minimum number required for

each variable

For the FGDs the minimum recommended number of participants for each focus group
is 8-12 (Kitzinger and Barbour, 1998). For the purpose of this study, number of FGD
members was obtained by calculating the average number using the Kitzinger and

Barbour (1998) approach. Ten®! members were recruited for each FGD.

4.6 Type of data and Collection Techniques
Both primary and secondary data were used. Secondary data came from the CHF

reports at district level. These were used during selection of villages to be included in
the study and to support the analysis. Primary data were both quantitative and
qualitative in nature. Quantitative data were collected using the questionnaire
(Appendices D) administered to household head. They were used to capture the
information on individual and household characteristics and wealth. Questionnaires

were administered within the district by research assistants and the researcher.

Qualitative data were collected using FGDs approach with non members to explore
barriers to enrolment. It is an approach based on open discussion on pre-identified
themes with a variable number of participants gathered around the moderator (Haddad
et al. 1998). A focus group discussion guide was used to guide the discussions
(Appendices D). Three FGDs were done in each district and information was captured
using tape recorders and field notes. The language of communication in FGDs was
Swahili. Translators into local language were hired where people could communicate in

local language only

! The average number of the proposed minimum and maximum number for each FGD was calculated as
2+12 :
10= ——=
2
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4.7 Conceptual and Operational Variables

The following conceptual and operational variables were researched
Table 3 Conceptual and Operational variables

Conceptual Variable

Operational Variables

Individual Characteristics

Gender

Age

Membership of micro credit/insurance/voluntary
organization.

Marital Status

Education/Literacy

Source of health care service (based on type of
provider’s facility)

Household Characteristics

Frequency of illness (number of episodes in 3 recall
period)

Distance from Facility

Size of the household (Number of dependents)
Wealth ( based on asset index of household)

Religion

4.7.1 Variables included in the logit regression analysis

The dependent variable included CHF membership which was whether the respondent

was a CHF member or not. Therefore, it was a binary response variable with values one

for a CHF member and zero for non members.

Independent variables included both individual and household characteristics. Table 3
gives an overview of the independent variables which were included in the predictors of

enrolment analysis. It explains the type of the variable as well as the expected effects

(+ve or —ve)

46



Table 4 Overview of variable used and expected effects

Expected effect
Variable Type of the variables for participation
decision
Gender Dummy variable (1=male, O=Female) +
Age Dummy variable(l=Age >27,0= Age<=27) -
Member of micro
creditfinsurance/voluntary Dummy variable(1=Yes,0=No) +
organizations
Marital Status Dummy variable(1=Married,0= Otherwise) +
Years of Education Continuous variable +
Asset Index A (no animals) Continuous variable +
QuintileAl : Dummy variable(l= Quintile Al ,0=0thers) -
QuintileA2 Dummy variable(1= Quintile A2 ,0=0thers) -
QuintileA3 Dummy variable(1= QuintileA3 ,0=0thers) +
QuintileA4 Dummy variable(1= Quintile A4 ,0=0thers) +
QuintileAS Dummy variable(1= QuintileAS ,0=0thers) +
Asset Index B(with animals) Continuous variable +
QuintileB1 Dummy variable(1= QuintileB1 ,0=0thers) -
QuintileB2 Dummy variable(1= QuintileB2 ,0=0thers) -
QuintileB3 Dummy variable(1= QuintileB3,0=0thers) +
QuintileB4 Dummy variable(1= QuintileB4,0=0thers) +
QuintileBS Dummy variable(1= QuintileBS ,0=0thers) +
Type facility Dummy variable (1= Public facility,0=0Others) -
Religion Dummy variable{1=Christian ,0=0Others) +
Hlness rate (More than 2 illness .
episodes in 3 month recall period) Dummy variable (I1=Yes,0=No) +
Distance{Distance from the
facility) Dummy variable(1= Short,<lkm,0=Long>1km) +
Household size Continuous variable +

Source: Own compilation

As indicated in table 3 the enrolment of the household in community based insurance
schemes is supposed to be influenced by both individual and household characteristics.
In this study gender referred to gender of the household head. The positive coefficient

for gender proposes that men are more likely to enrol in CHF.

With regard to age, it referred to age of the household head. The mean age of household
heads was 27 years. The maximum age allowed was 60 years while minimum age was
12 years. The maximum age was 60 years because those above 60 years are exempted to
pay for medical cost at public facilities. The negative coefficient proposes household

with age more than 27 years are less likely to enrol in CHF.
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Narayan and Pritchett (1999) noted that membership to other social and professional
organizations have been used as a proxy for social capital22 in many studies. In this
study, memberships in other micro-credit/micro-insurance or voluntary organization
were used to measure social capital. Social capital is defined as networks together with
shared norms, values and understanding that facilitate cooperation within or among
groups (Cote and Healy, 2001).According to Word Bank (Undated) social capital
. encompasses institutions, relationships, and customs that shape the quality and quantity
of a society’s social interactions. In addition, social capital when enhanced in a positive
manner can improve project effectiveness and sustainability by building the
community’s capacity to work together to address their common needs, fostering greater
inclusion and cohesion. Social capital may facilitate greater cooperation between
members of the community and greater diffusion of innovation might be facilitated by
greater linkage among individuals (Narayan and Pritchett, 1999). According to Rogers
(1993) social participation, interconnectedness with the social system, exposure to
interpersonal communication channels and belonging to a highly interconnected system
are each positively related to early adoption of innovation. Therefore, a household head
with membership of micro-credit/insurance/voluntary organisations can easily
understand the CHF concept and the benefit embedded in it. The positive coefficient
suggests that household heads who are members of other micro-
credit/insurance/voluntary organisations are more likely to enrol in CHF. Marital status
referred to whether the household head is married or not. The positive coefficient for
marital status proposes that married household heads are more likely to enrol in CHF

than unmarried ones.

22 According to World Bank (Undated) social capital can be broken down into five key dimensions. They
include the following
i.  Groups and networks - collections of individuals that promote and protect personal relationships
which improve welfare.
ii.  Trust and solidarity - elements of interpersonal behavior which fosters greater cohesion and more
robust collective action.
ili.  Collective actions and cooperation - ability of people to work together toward resolving
communal issues.
iv.  Social cohesion and inclusion- mitigates the risk of conflict and promotes equitable access to
benefits of development by enhancing participation of the marginalized.
v.  Information and communication - breaks down negative social capital and also enables positive
social capital by improving access to information.
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Years of education referred to the total accumulated years of education of the household
head, in other word the length of stay in education. The assumption is that the length of
stay in education is directly proportional to the level of education. For analysis purposes
the mean years of education was calculated at six years. Therefore, less than 6 years of
education was regarded as lower education level and vice versa for those with six years
and above. The positive coefficient for the years of education proposes that household
heads with more than six years of education are more likely to enrol in CHF than

household head with less than six years of education.

According to Mathiyazhagan (1998) the type of health care provider (Public or private
provider) in rural areas plays a significant role in the decision to join or pay for any
proposed health insurance scheme. This is because of the perceived difference in quality
of service between the types of facilities used by the scheme. In Tanzania majority of
CHF providers are public facilities, in rare cases private facilities are used. Therefore,
only public and private providers were considered in this study. The expectation is that
where a service is offered at a public facility, people are less likely to enrol than where
the private facility is used to offer services. Religion also has an impact on the decision
to enrol. Religion referred to whether a household is Christian or Muslim. According to
Goold (2001) shared values or beliefs in a community such as religion have greater role
in influencing individual participation in various activities. Shared values or beliefs can
encourage or discourage participation of its members in various community activities. In
Tanzania, Christians through their churches have been involved in micro-insurance
schemes to protect members from financial risk of illness even before the
implementation CHF. Therefore, it was hypothesized that Christians are likely to enrol
into CHF than other religions. Illness rate was used to capture the health status of the
household using the number of illness episodes in the last three months. The positive
coefficient proposes that households experiencing more than two episodes of illness in
the period of three months are more likely to enrol in CHF than households with lesser
episodes.

Annis (1981), Mathiyazhagan, (1998) argued that distance to the facility can be used to

measure physical access to the health care facility. Other things held constant, physical

access has direct relationship with utilization of the facility health services. Households
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closer to the facility tend to visit the facility more than those residing far from the
facility. Therefore, distance from the facility to the household can have influence on the
decision to enrol in CHF. The positive coefficient in this variable presupposes that
households closer to the facility are more likely to enrol than the distant households.
Household size referred to the number of dependents in the households. The positive
coefficient for household size proposes that households with more dependents are more
likely to enrol than household with fewer dependents. Asset indexes (Asset Index A and
Asset Index B) were used to reflect the economic status of the households. Both asset
indexes have a positive coefficient. These suggest that households with higher economic

status are more likely to enrol into CHF than household of lower economic status.

Quintiles for each asset index were created to represent economic status classes across
the population. They included the lower quintiles (lower social'economic status class),
middle quintile (average social economic status class) and higher quintiles (higher social
economic status class). Quintiles one and two were the lower quintiles, quintile three
was the middle or average quintile and quintile four and five were the higher quintiles.
The negative coefficient in quintiles one and two proposed that households in quintile
one and two are less likely to enrol into CHF than the households in other quintiles.
With regard to quintile three, four and five (positive coefficient) it was hypothesized
that households in these quintiles are more likely to enrol into CHF than households in

the other quintiles
4.7.2 Construction of Asset Index

An asset index was used as a proxy of wealth to reflect the economic status of the
household. According to Filmer and Pritchett (2001) in the absence of income and
expenditure data, durable asset ownership and housing characteristics (also known as
asset indicators) can be used to construct asset index which can be used as a proxy for
household wealth. This study focused on the informal sector where both income and
expenditure data are difficult to get. Therefore, durable goods owned within and outside
the household, household characteristics, access to utilities were used to construct an
asset index as proxy of wealth. Variables included in the asset index construction were
adopted from the DHS-2004 questionnaire. Since it was rural areas, inclusion of animals

such as cattle, pigs, goats and sheep became necessary. This is because ownership of
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animals in rural areas of Tanzania is an indication of wealth, even if animals are not
commonly regarded as durable goods. This led to the construction of two asset indexes
aiming at capturing the perspectives of the general living standard of households of the
surveyed areas. Asset index A included no animals while asset index B included

animals.

Variables used to construct the asset index in the principal components analysis (PCA)
were binary in nature with exception of the animal variables. The animal variables were
continuous in nature. The information was therefore converted into dummy variables.
This involved calculating the mean number of animals for each group. Then three
categories of animal dummy variables were created. Category one included those who
had no animals, category two included those who owned between one and the mean
number of animals and category three those who owned animals above the mean
number of animals. According to Filmer and Pritchett (2001) by using dummy variable
(a move from O to 1), weights have an easy interpretation of variation between owning a

certain type of durable good and not owning it.

The statistical procedure of PCA in the STATA software was used to derive the weights
(scores) of the asset indices. Principal component analysis is a technique for extracting
from a set of variables those few orthogonal linear combinations of the variables that
capture the common information most successfully by assigning weights to each
variable (Filmer and Pritchett, 2001). In addition, principle component analysis works
best when asset variables are correlated and when the distribution of variables varies
across cases (Vyas and Kumaranayake, 2006). Assets with zero standard deviation
(assets which all households own or which no household owns) would exhibit no
variation between households and would be zero weighted in PCA. This formed the
basis for selecting variables to be included in the PCA in this study.

Variables included in the PCA were selected based on the descriptive analysis (means,
frequencies and standard deviation) (See Appendix A). Variables which had zero
standard deviation and lower frequencies were excluded from the PCA for both asset
indexes. According to Filmer and Pritchett (2001) the reliability of an asset index can be
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tested in two ways. The first test refers to the internal coherence of the asset index.
Meaning the asset index constructed must be able to produce clear separation of asset
ownership across the lower, middle and higher quintiles for each asset individually.
Second test is the variation in variable among cases must be higher. In this study, the
reliability of the both of the asset indexes constructed was tested. The internal coherence
of individual variables was good (see Appendix A) and the variation in variables was
considered higher given the context of Tanzania where majority of rural people live
bellow the poverty line. The result of the PCA for Asset Index A (no animals) showed
the variation in variable of 19.2% and for Asset Index B (with animals) variation in
variables were 15.18% (See appendices A). Therefore, these two tests confirmed the

reliability of both asset indexes for the analysis of predictors of enrolment into CHF.
4.8 Data Management and Analysis

4.8.1 Field editing

The principal investigator was personally involved in data collection and editing. This
made it easier to do spot checks and solve any problems which came up in relation to

data collection in due course.

4.9 Coding and Transcribing

Coding of questionnaires was done before going to the field. Data from the FGDs was
coded before, during and after data collection. Coding before the data collection was
done by developing list of codes basing on the research question and the conceptual
frame work. During data collection other codes were emerging and were included in the
prior code list. The transcribing of taped data was done in Swahili then translated to
English. This was because the language of communication during the FGDs was
Swabhili.

4.10 Data entry and Cleaning

Quantitative information was captured using EpiData software. Missing data was
carefully considered and accounted for. Data cleaning was done upon completion of
data entry. After cleaning of data, they were transferred to STATA version 8 (Statacorp,
2003) for analysis. For the qualitative data, cleaning was done through repetitive reading

of the transcripts and correcting mistakes once discovered. Comparison of the
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transcripts from FGD and own hand notes taken during FGDs was done to discover
mistakes and missing information. Mistakes found were corrected instantly. After

cleaning, the qualitative data was entered in NVivo software for analysis

4.11 Data analysis

Data analysis involved both quantitative and qualitative methods. Quantitative analysis
was applied on the predictor of enrolment analysis while qualitative analysis was

applied on the barriers for enrolment. Details are given below.

4.11.1 Predictors of enrolment

The binary logit model was used in the analysis with the help of STATA. Binary logit
model was used due to the nature of the response variable which is binary. It takes the
value of one if the household is a CHF member and zero if not. . The model was used to
estimate the probability/likelihood of enroling to CHF .Despite the fact that the
appropriate estimator could be binary logit or probit model, this study used logit model.
This was because the probit and logit models are indistinguishable from each other
except their tails where logit has a fatter tail (Gujarat, 2003). However, the choice
between logit and probit is largely on convenience and convention since substantive
results generated are often indistinguishable (Long, 1997). In this study binary logit
model was convenient. The following equation describes the model used to estimate the

binary logit model.

_ | Prob(y=1) | &
Ll—l ]_—Prouy:l)J_Zﬂkxk

K=l

Prob(y =1)
1=Prob(y=1)

Where

is simply the odds ratio in favor y =1, f= independent variable

coefficient and % = independent variable.

In order to estimate the likelihood of participation the following general logit model was
used in STATA,
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In[1 fg};g ;i)l) :] =B1+P,*Gender;+f;* Age,+B4*Memorgs+Ps*Marital _statuse+
Bs* YEdu,+B;* Asset index Ag+Pg*QuintileAlg+Bo™* QuintileA2,0+P10* QuintileA3 ;+
Bi1* QuintileAd12+P12*QuintileAS3+B13* Asset_IndexBis+P14* QuintileB1,5+

Bis* QuintileB26+P16*QuintileB3;7+p17*QuintileB4,s+P1s* QuintileB519+

B1o*Type of facility,o+B20*Religiony; +8,;* lliness rate;y+P2* Distanceys+Po*

Household sizeys+u;

Where 1= CHF member, 0 = Non CHF member, B; = intercept of indicating the
expected value of y when all the value of By26= 0, Bi.26 = coefficients of independent
variables, u;= error term, Memorg = member to other micro-credit/insurance/voluntary
organizations, Marital_stat= Marital status and YEdu = Years of educationFor the
purpose of analysis the above model was decomposed into four models. Model one
included Asset Index A (without animals), model two included QuintileAl-5, model
three includes Asset Index B (with animals) and model four included QuintileB1-5.
The aim of this decomposition was to find out the association between groups of people
who share similar social economic status positions with the actual CHF enrolment.
This is because asset indexes being continuous variable does not give clear demarcation

of social economic classes within the population.

4.11.2 Barriers to enrolment

Barriers to enrolment were mainly analysed from qualitative data captured in the FGDs.
Miles and Huberman’s approach with the help of NVivo Software was used in the
analysis. This approach was used because of the deductive nature of this study.
According to Miles and Huberman (1994) this approach facilitates the production of
core constructs from textual data through a systematic method of data reduction and
analysis. The process of collecting, coding® and analyzing data are simultaneously
done. Coding is done at different levels of the research (multilevel coding). First level

coding involves production of working set of codes and second level coding involve the

B Codes are used to build analytic propositions about the basic elements of some aspect of social
organization, the conditions under which particular phenomena occur or social processes of relevance to
theory, (Fielding and Raymond, 1998:26).
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production of pattern codes which have exploratory status serving to identify themes

emerging from the data..

In this study Miles and Huberman approach was applied as follow

Step one: Early analysis: This involved creation of an initial or start list of codes
before going to the field. The list came from the conceptual framework with key
variables that was intended to be studied. The list of codes included staff skills,
discriminations, informal payments, and openness, patient’s sovereignty, staff’s attitude
toward patients, drugs availability, equipment availability, access to referrals and range
of services offered. However, this was a provisional list because principally, the start list
codes change as the field experience continues. According to Miles and Huberman
(1994), in qualitative research some provisional codes may decay because no field
material fit them or they may flourish calling for breaking them into sub-code. In this
study, some of the start codes decayed while others flourished after the first level
coding.

Step two: Reading of the data (transcripts)
This involved several readings of the transcripts before the actual coding. The aim was
to get an initial sense out of the data and understand the context in general. It was also

an interaction process with the data.

Step three: First level coding

This was done by developing codes and assigning them to the text of passage that
contained reference to a particular piece of information .It was also a data reduction
strategy. They were developed in NVivo software as free nodes (See appendices B). At
this stage, a working definition for each code was developed to ensure consistency in
their application. Working definition for codes is important for consistency especially

when there is a single researcher (Miles and Huberman, 1994).
Step four: Second level coding

This involved classifying codes using tree nodes in NVivo, into groups of themes or

constructs. The basis was conceptual framework variables and searching for
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commonalities and recurrence that suggested some underlying patterns. After
classification, fine codes from tree nodes were developed for easy analysis (see
appendices B). Text search for each sub code in the tree nodes was done to identify
evidence /data for each code in the free node. The text search result formed part of the

findings. At this stage possible explanations for the results were given.

4.12 Quality assurance

Apart from supervising the data collection process, the principal investigator was also
involved in the data collection. The two researchers assistants were expected to have

experience in data collection. They attended a short training organiied by the principal

investigator on research instruments and the data collection process.
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CHAPTER FIVE

5 RESULTS
5.1 DESCRIPTIVE RESULTS

Table 4 shows the results from the descriptive characteristics of both CHF members and

non members.
Table 5 Descriptive characteristics of the sample

VARIABLES CHF NON CHF TOTAL
MEMBERS MEMBERS N/568
N/48 N/S20
% Number of Households 845 91.55 100
Age (Mean= 27 years)
%< 2Tyears 43.75 52.12 51.41
%> 2Tyears 56.25 47.88 48.59
Gender
% Male 64.58 60 60.39
% Female 35.42 40 39.61
Member of micro credit/insurance /voluntary
organization
%Yes 8.33 2.12 2.64
% No 91.67 97.88 97.36
Marital status
% Married 81.25 78.08 78.35
%Others 18.75 21.92 21.65
Type of Facility
% Public facility 41.67 51.35 50.53
%Private facility 58.33 48.65 49.47
Religion
%Christian 79 56.15 58.1
%Others (Muslims and Traditionalists) 20.83 43.85 41.9
IMiness rate( More than 2 iliness episodes in
3month recall period)
%Y es 77.08 60.96 62.32
%No 22.92 39.04 37.68
Distance from the facility
%Short(< l1km) 47.92 69.23 67.43
%Long (>1km) 52.08 30.77 32.57
B Quintile Al 10.42 2173 20.77
BQuintile A2 27.08 18.42 20.07
%Quintile A3 16.67 20.00 19.72
%Quintile A4 14.58 20.00 19.54
%Quintile A5 31.25 18.85 19.89
BQuintile B1 8.33 21.54 20.42
%Quintile B2 25.00 19.23 19.72
% Quintile B3 18.75 20.00 19.89
%Quintile B4 14.58 20.58 20.07
%Quintile B5 33.33 18.65 19.89
Mean Mean Mean
(5D} (SD) (SD)
Years of Education (min=0,max=17) 6.72 5.78 5.85
{2.35) 2.7 (2.68)
Household size ( Number of dependents) 6.93 4.68 4.87
{Min =1, Max=41) (5.93) 2.41) (2.93)
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The total number of observations was 568, where 8.45% were members of CHF and the
remaining 91.55% were non members. This percentage of the membership is similar to
the national average found in other studies. With regard to age, the sample had the mean
age of 27 years with maximum and minimum age of 60 years and 12 years respectively.
About 51.41 % of the household heads were below or equal to 27 years of age.. In terms
of CHF membership, household heads with more than 27 years of age are more
represented (56.25%) compared to those below or equal to 27 years of age (43.75%).
About 52.12% of non CHF members were aged below or equal to 27 years.

Majority of the household heads were male comprising 60.39% of the sample while
female household heads were only 39.61%. Male household heads who are CHF
members were 64.58% while female household heads were 35.42%. For non-CHF
member, male household heads were 60% compared to female household heads who
were 40%. Household heads who are married were 78.35% of the sample, while 21.65%
comprised others (unmarried, divorced or widowed). Among CHF members, 81.25%
were married and 18.75% represented others. In terms of religion, the majority of the
household heads were Christians as compared to others. Christians were 58.1% while
other religious groups (Muslims and Traditionalists) were 41.90%. Among CHF
members, 79 % were Christians while other religious groups were only 20.83%.

Household size explained the total number of dependents in the household. The mean
house hold size in the total sample was 4.87 people with standard deviation of 2.93. In
addition the minimum number of dependents was one while the maximum number of
dependents was 41 people. The maximum number seems to be high because there are
families where household head has more than one wife. When comparing between CHF
members and non members, household size mean and standard deviation for CHF
members were 6.93 and 5.93 people respectively, while in non-CHF members it was
4.68 and 2.41 respectively. With regard to illness rate, 62.32% of the household heads
reported their family as having more than two illness episodes in a period of three
months, while 37.68% reported they had none. Among the CHF members, 77.08% of
members had more than two illness episodes in a period of three months while 22.92%

of CHF members had less than two or no illness episodes. Moreover, the majority of
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household heads interviewed lived closer to facilities. About 67.43% of households live
within a short distance to the facility and 32.57% live farther from the facility. About
47.9 % of CHF members live closer to the facility, while 58.33% live farther from the
facility. In terms of non-CHF members 69.23% live closer to the facility, while 30.77%
live far from the facility.

With education level, the mean years of education was 5.85 years with standard
deviation of 2.68 years. The maximum years of education for the sample were 17, while
the minimum years of education were 0 (zero). Zero years represented those who did not
attend school at all. The study results showed that the mean years and standard deviation
for CHF members were 6.72 years and 2.35 years respectively, while for non-CHF
members the mean years of education and standard deviation stood at 5.78 years and

2.Tyears respectively.

Membership with other micro credit/insurance/voluntary organizations was also
considered. The aim was to measure the extent of social capital in rural Tanzania. Only
2.64% of the total household heads in the sample were members with micro-
credit/insurance/voluntary organizations. The remaining 97.36% were not members. In
terms of CHF membership, 8.33% of those were members with micro-
credit/insurance/voluntary organizations, while 91.67% were not members with micro-
credit/credit/voluntary organization. For non-CHF members 2.12% had membership

with micro/insurance/voluntary organizations and 97.88% were not.

Source of household health care was another characteristic. This was considered in
terms of whether the household sought health care from a public or private facility.
There was almost equal preference between the two types of facilities. About 50.53% of
the sample sought health care from public facilities while 49.9% sought health care from
private facility. Among the CHF members, majority were those who sought health care
from private facilities. They were 58.33% compared to 41.67% who sought health care
from public facility. For non-CHF members, 51.35% sought health care from a public
facility while 43.85 sought health care from private facilities.

59



Two asset indexes were constructed, asset index A and asset index B and their
respective quintile A (1-5) and quintile B (1-5 In terms of CHF membership, the
distribution of households across quintile A were 37.50% for lower quintile (quintile A
1&2), 43.83% for higher quintiles (quintile A 4&5) and the average quintile A3 there
were 16.67% of the households. The distribution of non-CHF member households in
quintile A was 41.15% for lower quintile (quintile A 1&2) and 38.85% for higher
quintile (quintile A 4&5). The average quintile A3 had 20% of the households.

In quintile B (1-5), the distribution of CHF member households across quintiles were
33.33% for lower quintiles (quintile B 1&2) and 47.91% for higher quintiles (quintile B
4&S5). In the average quintile B3 there were 18.75%. For Non-CHF members, 40.77% of
households were in the lower quintiles (quintile B 1&2) and 39.23% for higher quintiles
(quintile B 4&5). The average quintile B3 had 20% of the households.

5.2 LOGIT REGRESSION MODELS RESULTS

To measure the predictors of enrolment into CHF in Tanzania, four different logit
models were developed as summarized in table 5. All the four models were statistically
significant. In all the models, Asset Indexes and their respective quintiles were not
statistically significant with the exception of model 4, where quintileB1 had the
expected negative sign and was statistically significant meaning the households in the
lower social economic status strata (quintile B1) were 0.34 times as likely as those in the

higher social economic status strata to enrol into CHF.

Other predictors which influence enrolment in CHF included membership with other
micro credit/insurance/voluntary organizations, Religion, Household size, Illness rate
and distance to a facility. These predictors were all statistically significant and had the
expected positive association with CHF enrolment. The only exception was the distance
from the facility predictor which had a negative association different from the predicted

positive association.



Model 1 (Table 5) shows that household heads who are member to other micro
credit/insurance/voluntary organizations are 3.848 times more likely to enrol into CHF
than household heads who are not members with other micro credit/insurance/voluntary
organizations. In terms of religion, Christians are 2.631 times more likely to enrol into
CHF than other religions. With regard to household size, as the house hold size
increases the odds of enroling into CHF are 1.19 times more than when the household
size decreases. With illness rate, we find households which reported to have more than 2
illness episodes in a period of 3 months recall period are 2.104 times more likely to join
than households who reported no illness episodes. Lastly, households residing closer to
the provider facility were 0.537 times as likely as those residing farther to the facility to
enrol in CHF.

Model 2 (Table 5) shows that household heads who are members with other micro
credit/insurance/voluntary organizations are 4.282 times more likely to enrol into CHF
than household heads who are not members with micro credit/insurance/voluntary
organizations. In terms of religion, Christians are 2.774 times more likely to enrol into
CHF than other religious groupings. With regard to household size, as the house hold
size increases the odds of enroling into CHF are 1.202 times more than when the
household size decreases. With respect to illness rate, households which reported to
have more than 2 illness episodes in a period of 3 months recall period are 2.313 times
more likely to join than households who reported no illness episodes. Lastly, households
residing closer to the provider facility were 0.537 times as likely as those residing
farther to the facility to enrol in CHF.

Model 3 (Table 5) shows results almost similar to model 1. Household heads who are
members with other micro credit/insurance/voluntary organizations are 3.763 times
more likely to enrol into CHF than household heads who are not member to micro
credit/insurance/voluntary organizations. In terms of religion, Christians are 2.634 times
more likely to enrol into CHF than other religious groups. With regard to household
size, as the house hold size increases the odds of enroling into CHF are 1.189 times

more than when the household size decreases. If we look at illness rate, we find
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households which reported to had more than 2 illness episodes in a period of 3 months
recall period are 2.095 times more likely to join than households who reported no illness
episodes. Lastly, households residing closer to the provider facility were 0.537 times as
likely as those residing farther to the facility to enrol in CHF.

Model 4 (Table 5) shows that household heads who are members with other micro
credit/insurance/voluntary organizations are 3.605 times more likely to enrol into CHF
than household heads who are not member with other micro credit/insurance/voluntary
organizations. In terms of religion, Christians are 2.756 times more likely to enrol into
CHF than other religious groups. With regard to household size, as the house hold size
increases the odds of enroling into CHF are 1.189 times more than when the household
size decreases. With respect to illness rate, we find households which reported to have
more that 3 illness episodes in a period of 3 months recall period are 2.292 times more

likely to join than households who reported no illness episodes.
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Table 6 Logit regression models result

) Model 1 Model 2 Model 3 Model 4
Variables Odds ratio Odds ratio Odds ratie Odds ratio
(comparator) (z-statistic)  (z-statistic) (z-statistic)  (z-statistic)
1.323 1.374 1.325 1.318
Gender (Mal
nder (Male) (0.430) (0.379) (0.427) (0.440)
1.205 1.248 1.205 1.266
A
ge (>27 yrs) (0.582) (0.518) (0.583) (0.490)
. . 0.752 0.725 (.745 0.739
Marital Status (Married) (0.514) (0.470) (0.501) (0.496)
, _ 1.110 1.102 1.106 1100
Years of Education [mean=5.85 years} (0.148) (0.179) 0.161) (0.187)
Member of micro credit/ micro- 3.848 4.282 3.763 3.605
insurance/voluntary organizations {Yes) (0.052)k+= (0.038)%=* (0.056)®+* (0.071)yr%*
Religion (Christians) 2.631 2.774 2.634 2.756
gion (LAnstian (0.014)** (0.011)** (0.014)** (0.011)**
. 1.190 1.202 1.18% 1.189
Household size [Mean=4.87 people} (0.001)* (0.001)* (0.001)* (0.002)**
Distance[Distance from the facility] 0.537 0.561 0.545 0.580
{ Short, <= lkm) (0.06] )= {0087 y*®=* {0.069)"2* (0.108)
liness rate [More than 2 illness episodes in  2.104 2213 2.095 2292
3 month recall period] (0.052)%%* {0.042)%=* ((.054)%#= (0.034)y**
- . - 0.709 0.724 0.713 0.702
Type of facility (Public facility) ©311) (0.350) (0.320) (0.305)
. 1.043
Asset Index A [no animals] 0.532) - - -
QuintileAl ( Quintile AS) - ?03;732) - -
QuintileA2 ( Quintile AS) - (163;’;‘2) - -
QuintileA3 (Quintile AS) . ?682716) - -
QuintileA4 (Quintile AS) - ?052556 6) - -
Asset Index B [with animals] - - (100233 4) -
QuintileB1(Quintile B5) - - - ?633,90)“,.
QuintileB2 (Quintile BS) - - - (1(')1,?236)
QuintileB3 (Quintile BS) . - - ?(-)83849)
QuintileB4 (Quintile BS) - - - ?0523 169)

*significant at 1%, **significant at 5%, ***significant at 10%, Quintile AS&BS5 dropped due to

collinearity

Model 1: LR chi® (11) = 46.19, Prob>chi’=0.0000, Pseudo R*=0.1404
Model 2: LR chi’ (14) = 52.47, Prob>chi’=0.0000, Pseudo R%= 0.1595
Model 3: LR chi? (11) =46.40, Prob>chi’=0.0000, Pseudo R%=0.1410
Model 4: LR chi?(14) = 51.77, Prob>chi’=0.0000, Pseudo R=0.1573

For more details see Appendix C
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5.3 RESULTS OF THE QUALITATIVE ANALYSIS

In this sub section the results on the barriers of enrolment into CHF are presented. The

barriers are as follows.

5.3.1 Provider’s technical competence

The results show that most of the health centers and dispensaries have either a shortage
of or no skilled staffs. There is the feeling that most of the public health centers and
dispensaries have shortage of technical staff to diagnose and prescribe ill people. This
was revealed in the FGDS discussion held in one of the district under the study.

“There is no enough doctors at the near by dispensary. There
is a need to improve this first before we are told to pay Tshs
10,000.” (FGD, 30™ January: 2007).

5.3.2 Governance in provider’s facility

Poor governance is prevalent in some health centers and dispensaries. This is through
corruption, nepotism mainly favoring interest groups especially those with power and
those who can afford informal payments to facility staff in exchange for treatments. In
addition, majority of respondents complained about the lack of accountability in public
health facilities. This is because resources supplied at the health centers or dispensaries,
for example, drugs are used by dishonest staffs for personal interest rather than public

benefit. One example is the illicit sale of drugs to private stores.

“The drugs quota normally comes, but they are then taken to
private drug store. These staffs have got drug store in the
streets. Some time you are told where exactly to buy the
required drug” (FGD, 30" January: 2007).

“It is very surprising the private stores has drug while the
government dispensary does not have. People translate this as
drugs from the government are ferried to private stores”
(FGD, 30" January: 2007).



In some cases the issue of staff being honest and trustworthy was emphasized by the
prospective CHF members. They were concerned that misuse of their contributions

(premium) may happen again.

“I think the staff need to be honesty and trustworthy. It won’t
make sense if I pay Tshs 10,000.00 in exchange of a Tshs 500
worthy service.” (FGD, 30™ January: 2007).

5.3.3 Provider’s staff concern over patients

The result shows that staffs in facilities are not paying much attention to patients.
Patients feel not valued enough, they feel being ignored by health facility staff and
they are not treated with courtesy.

“I am not sure if I join will be valued or treated well by
facility officer once I get there. May be once he is removed or
transferred to somewhere else I will think of joining.” (FGD,
30" January: 2007).

Staff attitude toward patients in some facilities was not good. In some health centers and

dispensaries patients are humiliated by staff.

“We are humiliated at the facility and services are not as
good as we were told before.” (FGD, 30™ January: 2007).

5.3.4 Provider’s service reliability
The results show that services in the provider’s facility are not reliable. Several

indicators at the facilities are evidence for unreliable services. The first major
contributor to poor services is the unavailability of drugs. Dispensing of drugs is not
reliable because most of the time they are out of stock. Moreover, during the CHF
sensitization campaign, people were told that once they join they will get all the drugs.
However, this has not been the case, such that there is no difference between the
members and non members. All of them are told to buy drugs from private stores after
being prescribed. This made them to perceive services at the health centers are not good.
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“Services at the government dispensary are not good. There
is no difference between the member and non member.
Because at the end of the day you have paid Tshs 10,000.00
and non member paid Tshs 1,000.00 but all of you will be told
to go buy drugs in private stores.”(FGD, 30* January: 2007).

“Majority of us afraid to contribute because when you fall
sick and visit our dispensary you will be diagnosed but you
end up being told there are no drugs. You are told to go buy
them at the drug stores regardless of your Tshs 10,000.00
contribution.”(FGD, 30" January: 2007).

“Even the members are told to go and buy drugs at the stores.
So why should I join?” (FGD, 30" January: 2007).

In some cases the rural people are forced to use private providers instead of public
health centers or dispensaries despite being active members of CHF due to poor services

at the health centers and dispensaries.

“I and my family are members of the CHF. But due to poor

services at the centre, I am forced to use private hospital. So

the premium I paid does not help me at al.” (FGD, 30"

January: 2007).
In other areas, those who were members in the first year of CHF operation decided not
to renew their membership in the following year. They dropped out due to shortage of

drugs at the health centers.

“I was a member in the first year. The next year I dropped
because there no drugs at the centre. You still need to go to
the shops for drugs. I saw no point of remewing my
membership because no difference between the members and
non members.” (FGD, 30" January: 2007).

Others have seen CHF as increasing the cost of illness burden instead of reducing it. This
is because when they go to other private health centres they incur additional costs apart

from the premium paid to CHF.
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“Unless you go other hospital, but now you are going to incur
cost twice. So the problem is poor service and nothing else.”
(FGD, 30" January: 2007).

Apart from the benefit package, most of the health centre and dispensaries have limited
services. For example the absence of night services for emergence cases. This causes
people to rate the services at the health centers and dispensaries as unreliable.

“In our case the clinician stays far from the dispensary. At
night she won’t be there. Therefore i may pay the 10,000 but
when I go to the dispensary at night she won’t be there for
me.” (FGD, 7" December: 2006).

In some of the health centers, there is shortage of or no basic supplies like soaps,
charcoal etc. The CHF fund is supposed to contribute to the availability of these
supplies. However, people are told to provide for themselves instead of the facility
providing them. Shortage of supplies at the health centers and dispensary contributed to

the unreliability of services offered.

“For pregnant women when you are about to deliver, you are
require to go with kerosene, soap, charcoal. So what is the
logic of paying Tshs 10,000.00?” (FGD, 7 December:
2000).

The benefit package was another issue around service reliability. The majority of
interviewees were concerned about the benefit package design. The benefit package is
perceived to include minor illnesses which cost much less to manage or treat. They were
of the opinion that the benefit packages include the referral hospital or secondary health
care. Most of the benefit packages included primary care only, which included illnesses
people do not consider to be affecting them most or as priority. Sometimes, even the

promised primary care benefits were not given.

“The said benefits at the facility are not there; again the fund
does not include referral hospitals in their coverage.”(FGD,
7" December: 2006)
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“It is not well designed in terms of benefits and services at the
health centre. Some crucial services are left out, especially
the major ones. Once all these are fixed, we will join.” (FGD,
7*December: 2006: 7)

“They should cover all services. They should not select some,

especially unimportant ones.” (FGD, 7" December: 2006)
In some cases interviewees wished there was a wider choice of providers. Business men
and women who travel outside their district of residence complained about the lack of
CHF service coverage when they travel to another district. Not only that, but also
hospitals in one district can be better in terms of service than in the other district. They
wanted the CHF to operate even beyond their district jurisdiction.

“I understand other districts in the country have CHF
arrangements in place. I was wondering if I travel to other
districts on my normal business activities then unexpectedly 1
Jall sick, will I get the treatment using my card from.” (FGD,
7""December: 2006)

53.5 Premium

Issues which came up around the premium included affordability, mode of payment,
timing of payment and lack of reciprocity. Majority of interviewees complained about
the amount of the premium they are supposed to contribute. Most of them saw the set
amount as unaffordable. Given the cost of living difficulties due to poor economic
situation they face.  Also, they complained the premium set was never discussed by
community members. It was set by councilors in their meeting. Some wanted the

premium to be reduced from the current amount of Tshs 10,000.00 to Tshs 5,000.00.

“The Tshs 10,000.00 is a little bit higher for us. They should
think of reducing it to Tshs 5,000/=. In fact we have never
discussed this amount. It was set by the council without our
consensus.” (FGD, 7" December: 2006: 7)

“Tshs 10,000.00 is a lot given the economic situation and life
difficulties. It should be brought down to Tshs 5,000/=."
(FGD, 7" December: 2006)
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In rural areas, health care is not the only basic need of people. There are other
competing needs which have higher priority than health care in a family. Given the
level of income of the family head, setting higher premium than the income earned by

the family renders CHF unaffordable.

“I get very little income from my farming activities and my
Sfamily depends on that. I can not go to borrow from my uncle
because he is like me. Therefore I can’t afford it.” (FGD, 7"
December: 2006)

Further more the timing of the premium payment period was not good in some areas.
Premium payment was often demanded during those times when people had no money
or income flow was not good. This contributed to the unaffordability of the CHF

premium amount.

“They should bring it during December and not may to

S?tember. December is appropriate time.” (FGD,

7"December: 2006)
The mode of payment was not ideal for most of the interviewees given the fact that the
premium is higher and also that they were having irregular and low incomes. In most
cases, members are required to pay the premium all at once in one lump sum. For

majority of the families this was not easy hence rendered the premium unaffordable.

“The premium is big for us. We can't afford to pay at once.

With two installments we could try. At least they could have

made it Tshs 5000.00.” (FGD, 7" December: 2006)
As a result of higher CHF premium as compared to the amount of user fee charged,
some of people opted to pay instantly when they fall sick than making prepayments.
This was the case where prepayments were regarded as higher compared to instant

payment when someone falls sick

“The premium is high. It is easier to pay when ill than paying
before falling ill.” (FGD, 7" December: 2006)
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Lack of reciprocity in premium payments in some areas was revealed. The results show
some of the districts succeeded in the collection of initial contribution because they
made it mandatory to pay through direct deduction from income eamed by
households/individuals from sales of their crop produce. However, some of the farmers
have not received the CHF membership cards since making their payments. Most people
were not happy about this arrangement especially with the delay in issuing them

membership cards.

“For us small cash crops farmers the contribution was
deducted from our sales of cash crops through the
cooperative without our knowledge .Moreover we have not
received the fund cards to date. By now we may not have the
Tshs 10,000.00 but previously it was deducted from the sales
of our cash crops and we have never used it.” (FGD, 7
December: 2006)

5.3.6 Limited CHF knowledge.

The results show that there is limited knowledge about the CHF prepayment concept
among the targeted rural population. Three issues came up on the limited knowledge
about CHF. People did not understand the whole idea of CHF prepayment scheme. It
was revealed majority do not understand how the CHF operate, its advantages and the
whole idea of risk pooling.

“We don’t understand how it operates, its advantages etc. 1

hope your visit today will shed some light on it.” (FGD, 7

December: 2000)
Also, there is a misconception about who qualify to join CHF. Some people in the rural
areas think that CHF it is not for them, it is for workers in the formal sector, or other

groups in the community like children.

“For us farmers we feel it is not for us. It is for employees.
We really don’t understand it. May be you explain to us about
it.” (FGD, 7" December: 2006)

“Let me ask please. Is it only for the children? Or even me?”
(FGD, 7" December: 2006)
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“We heard that if you go to the hospital you pay Tshs
10,000.00 for the medical treatment cost of your child for the
whole year every time you visit the dispensary and you wont
miss drugs.”(FGD, 7" December: 2006)

However, there are few people who understand and appreciate the whole idea of CHF
concept. They understand that CHF can help to cross-subsidize the risk of illness

between the sick and healthy people. Also, can mitigate the financial risk associated

with untimely illness.

“If the services are good, the arrangement is nice. Because
you only contribute Tshs 10,000.00 and get the dispensary
service for the whole year regardless of the number of visits.
If you go to private hospital you will pay more than that....”
(FGD, 7" December: 2006)

“..This arrangement is good because poor people don’t have
money every day. Especially, the untimely illness. When one
of the family members falls ill no hassles of or running around
looking for Tshs 1000.00.” (FGD, 7" December: 2006)

The sensitizations done are not enough in terms of scale and coverage. In some areas it
was done only once and sometimes the sensitization only covered certain group of
people in the community who may not be key decision makers in the households

“I remember sensitisation was done but only once and longer
time has passed. People agreed with the fund but they did not
pay their contribution. No body came for the second time to
remind us.” (FGD, 7" December: 2006)

“Myself I heard it from women who attend maternity clinics.
For us men we never attend maternity clinic it is difficult to
understand it. This also contributes to poor enrolment. No
strong sensitisation was done to explain the advantages of
this kind of fund.”(FGD, 7" December: 2006)
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5.3.7 Health status

The results show that people who ordinarily experience less frequent episodes of illness
and therefore less vulnerable to financial burden of medical cost do not see the

justification of joining CHF.

“We have not been sick for quite some time now. Therefore, I

don’t see the reasons why [ should join.”(FGD, 7

December: 2006)
In other areas people who don’t fall sick most of the time percgived that paying a CHF
premium is like money wasting. This was because they thought they may not go to the
health centre for health services for the whole year. Hence, they have a feeling they may

not use their premiums in the whole membership period.

“I am not sick most of the time. So why should I pay my
money. What if I don’t use it? What happens?.”(FGD, 7
December: 2006)

5.3.8 Wait and see attitude

Some people are worried about the sustainability of the fund. They needed more time to
appreciate CHF mainly through seeing the benefit (especially, the promised benefit
package) accrued to other people. This prevalent skepticism is mainly due to failure of

previous initiatives in other sectors initiated by the Government or NGOs.

“I am waiting to see the progress of this fund because there
have been some initiatives like this in the past .but they died
soon after launching. If it is sustainable I will join.” (FGD, 7"
December: 2000)

In some areas people are worried with the sustainability of CHF because in those areas,
CHF is not performing well. FGDs participants explained CHF is almost dying in their

argas.

“There are worries whether CHF will continue to operate in
the villages, as of now the CHF is almost dying.” (FGD, 7"
December: 2006)
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5.3.9 Negligence

The results show that some people are just indifferent and laid back about making the
decision to join. Despite the fact that they fully understand the concept and advantages
of CHF, and that the premium is affordable to them they have still decided to take no

action in enroling into CHF.

“It is just negligence; premium payment is not a problem at
all.” (FGD, 7" December: 2006)

Other households tended to be reluctant to join CHF during harvest time. Yet this is the
time when majority of rural people have money from the sales of harvest to be able to
afford the premium. But once the harvest period is past they can no longer afford the

premium to join CHF

“We have not joined because of negligence especially during
the harvest period. When harvest period is gonme, it’s not
possible to join.” (FGD, 7" December: 2006)

5.3.10 Patriarchal interests in the households

Majority of the rural households are male denominated when it comes to decision
making over various issues facing the family. The result shows that some male
household heads were not interested in joining CHF despite the fact that their wives
wanted to join CHF

“My husband did not like it for reasons known to him, though
I was interested to join.” (FGD, 7" December: 2006)

5.3.11 CHF Stopped operations

In some of the district areas CHF has been stopped to operate by council district
officials. This is especially so where there was an agreement with the private providers
and one part failed to fulfil its obligations. However, FGDs revealed people want to

enrol into CHF but it not operating in their area.
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“CHF Stopped to operate in our areas otherwise i could have
joined. If CHF will be restored majority of people will be
happy because it was helping to pay cost of illness
at...hospital. There was misunderstanding  between

the...hospital and the council administration.” (FGD, 7
December: 2006)
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CHAPTER SIX

6 DISCUSSION

6.1 Introduction
In this chapter the findings of this study are discussed. It starts with the discussion of

predictors of enrolment, followed by barriers to enrolment in CHF.

6.2 Predictors of enrolment

The results in section 5.2 show that household heads who are members of micro
credit/insurance/voluntary organizations are more likely to enrol in CHF than those who
are not members. These results are consistent with the results of other studies (Jutting,
2003; Liu et al.2002). However, the descriptive statistics in section 5.1 show that very
few rural people are involved with other micro credit/insurance/ voluntary
organizations. Surprisingly, even among the few members of micro
credit/insurance/voluntary organizations, the majority of them are not CHF members.
This gives an indication that social capital in terms of solidarity is declining in rural
areas. Specifically, the communal networking, shared norms and cooperation within or

among groups in the villages are declining.

According to Beattie et al. (1996), Tanzania has had a history of strong local community
organization, and this facilitated the growth of community dispensaries, central
institutions in the provision of health care services. Other examples include traditional
saving and credit groups for women and the traditional dances after harvests. These
indicate strong existence of social interaction or solidarity in rural communities was
high in the past. Of course, it is very rare to find professional bodies in the village given
that the majority of rural people have low education level. However, other forms of
voluntary organizations like death and burial ceremonial systems used to exist in rural
areas. Given the fact that this research was a cross sectional it was not possible to give
concrete evidence of the decline in solidarity. More research, especially longitudinal

research is needed to give evidences for the declining of social solidarity in rural areas.
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The decline of social capital has implications on solidarity and consequently CHF
success which is premised on the principals of solidarity and risk pooling. Thus, people
may not be ready to help each other by pooling both financial and health risks. Also, the
decline of social capital may have implications for the diffusion of the concept of CHF
among rural people. This reflects on the impact of CHF sensitization campaigns. In
particular the adoption of the CHF concept may be limited because the circulation of
information among individuals in a community was not efficient due to deterioration of
the quality of networks or cooperation. This deterioration in networks and cooperation

translates into decline in communal solidarity.

The results in section 5.2 show that Christians are more likely to enrol in CHF than
other religious groups. Similar results have been found in another study (Jiitting, 2003).
This is reflected in the descriptive statistics in section 5.1 which show substantial
involvement of Christians in the CHF. The reason could be some of the churches in
Tanzania have been directly involved in ensuring social security to its members by
initiating different forms of community based health insurance. Examples example are
the Evangelical Lutheran Church of Tanzania (ELCT) which started CBHF in 1997. The
Catholic Diocese of Kigoma is paying premiums to CHF Kigoma to cover the most
vulnerable children (MVCs) under special arrangement. Also, the Christian Social
Services Commission (CSSC) with the support of the Bishops and other leaders of the
Catholic and Protestant churches advocate and facilitate the scaling up of sensitization
campaigns to communities regarding the benefit of CHF. In addition, the CSSC
converse religious faith based organizations (FBO) and religious leaders to appreciate
and active interest in the concept and benefits of CHF. Clearly, this shows the reasons
for over presentation of Christians in the CHF. However, caution must be taken in
generalizing the religious results as these may be biased by the choice of sites where one

religion is more dominant over the others.

The results in section 5.2 show that as the household size increases or becomes bigger in
~ terms of dependents, the odds of joining CHF are higher than the case is for smaller
households. These results are in line with the findings of other studies done elsewhere
(Mathiyazhagan, 1998 ., Asenso-Okyere et al. 1997., Schneider and Diop, 2004). In the

descriptive statistics presented in section 5.1, the mean number of household size for
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CHF member is higher than the mean number of household size of the total sample and
the non CHF member. This means most of CHF members are coming from households
with more dependents. The reason for this trend is that as the number of dependent
increases in the household, the probability of incurring high cost of health care due to
illness increases. This is especially so when majority of the household members fall sick

at the same time or even consecutively.

With unpredictable and seasonal flow of income , the escalating medical costs and
competing needs, it become secure for households with many dependents to enrol into
CHF. By enroling with CHF the health care expenditure incurred per household member
will be less compared to paying user fees for each household member when they fall ill.
The poor health indicators for Tanzania discussed under section 2.4 signify that the
majority of Tanzanians are vulnerable to disease. Therefore, having many dependents in
the household increases the risk of having several ill people in the household. The
maximum number®* of people required to enrol for each household is determined
independently by each district to control for the household size. However, in this case
the majority of members are from larger households the cross subsidization principle
may not work because of the absence of redistribution of both financial and health risks
from households with fewer dependents to households with more dependents. This calls
for the need to put in place the mechanisms to control the tendency of lager household

dominating CHF membership as it has implications on the CHF health care expenditure.

Hiness rate was used as a proxy for household health status. More illness frequencies
represented poor health status and vice versa. The results in section 5.2 show that illness
rate was statistically significant and positively related to CHF enrolment. This indicated
that households which encounter illness episodes more frequently are more likely to join
CHF than households with less frequent illness episodes. These results are in line with
the results of other studies (Mathiyazhagan, 1998., Supakankunti, 2001., Wang et
al.2005). The results are also reflected in the descriptive statistics in section 5.1 where
the majority of CHF members are those households with poor health status. This is an

% The 2001 CHF act does not explicitly spell out the maximum number of dependents eligible to enrol
under one household. It only defines the household as parents and their children less than 18 years of age.
The maximum number of household member is set under the district by laws. This has resulted to have
different maximum number of household size in different districts.

77



indication of adverse selection which may have an impact on the operating cost of CHF
in the long run. Also, it may discourage the healthy people from joining CHF as they
may feel that this scheme is only for the unhealthy people. One way to control adverse
selection could be universal coverage within each village. This can be achieved by
making CHF mandatory to all household. Currently, there is no measure in place to
control for adverse selection. As for moral hazard, it was difficult to ascertain if it was

there given the nature of this study in which no utilization data was collected.

Distance to the facility was used as a proxy for physical accessibility of the health
facility. The results in section 5.2 show that distance from the facility was statistically
significant and negatively related to CHF enrolment. Meaning those households closer
to the facility are less likely to enrol into CHF than those which are farther from the
facility. The results are consistent with Mathiyazhagan, (1998) and Asenso-Okyere et al.
(1997). However, these results are different from what was expected. It was expected
that household closer to the facility could be more represented into CHF than those that
live farther from the facility. This was because the design of CHF does not include
transport as part of the benefit package. Therefore, it would be advantageous to people
living closer to the facility because they are not incurring any transport cost. Several
reasons account for this behavior. It could be due to the neighborhood effects, such that
the closer households are more used to the facility staff. The “who you know” factor
facilitate for them favors from the facility staff. Examples of these favors include the
deferred payment of user fee or exemption from paying the user fees. Consequently,
they are less motivated to join CHF. Additionally, the closer households may be aware
of what is going on at the health center in terms of quality of services. They are in better
position to know if the services provided are good or bad ahead of the farther household.
Having known services are poor, they may decide not to enrol into CHF.
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With respect to income, only quintile Bl representing the poorest people were
statistically significant and the expected sign was negative (section 5.2). This means that
the poorest people are less likely to enrol into CHF compared to other wealth strata. The
results are consistent with other studies (Asenso-Okyere et al.1997; Jiitting, (2003).
Also, the descriptive results in section 5.1 show less representation of the poorest in the
CHF compared to other wealth strata. This confirms the existence of social exclusion of
the majority accessing health care services to a lesser extent. Theoretically, CHF has an
exemption mechaniém to counter social exclusion of the poor. However, the exemption
is not effective due to the absence of guidelines to implement it. Additionally, in the
context where majority of people are the poorest, it becomes difficult to implement the
exemption policy as it may contradict with the revenue generation objective of CHF.
District councils are supposed to pay membership fees for the exempted poorest.
However, given the limited budget and other competing needs district councils find it
difficult to allocate money for this purpose. On the other hand, majority of the poor are
not aware about the existence of this exemption policy. Therefore, measures to
overcome social exclusion of the poorest need to be strengthened or more innovative

strategies should be devised to allow inclusion of the poorest in the CHF.

6.3 Barriers to enrolment

The results in sub-section 5.3.1 show that most of the health centers and dispensaries
experience shortage of technically competent staff. This is consistent with the results
found in other studies (Gilson et al. 1994., Kamuzora and Gilson, 2007., Hsiao, 2004).
According to MoH(1999) rural health centers are supposed to have assistant medical
officer, three clinical officers, grade A nurses, four nurse midwives , four nurse PHN B,
two MCHA, four medical attendants, one laboratory assistant, one dental therapist and
other supporting staffs like catering and accounts. At dispensary level, staff required
includes two clinical officers, two Grade B public nurses and a medical attendant.
However, in reality the staffing in the rural health centers and dispensaries is not as
discussed above. It is common to find health center having only a clinical officer and
few nurses or no nurses at all. In some of the dispensaries there is only one medical

attendant.
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The shortage of technically competent staff has implications for the trustworthiness of
the facility to treat patients. Patients do not trust the facility and therefore do not present
themselves for examination at the health center or the dispensary. Once there is no trust
with the facility, one of the two options is normally taken. Either, patients bypass the
health center/dispensary and go to district hospital or go to private hospital/dispensaries
where they believe there is enough capacity to deal with their illness. In addition, a
hospital is perceived to be more effective at treatments than health centers or
dispensaries. In the long run, it becomes an obstacle to CHF enrolment because CHF
service providers are mainly the health centers or dispensaries. In Tanzania, majority of
private hospital/dispensaries are not linked to CHF with the exception of some districts
where private hospitals/dispensaries are contracted by the government to deliver
services to the CHF members and non-members. Under these circumstances, patients
opt to pay out of pocket to the facility they trust have capacity to attend their illness
rather than paying premium for CHF membership.

Related to the above is an unreliable service from CHF providers. The results in sub
section 5.3.4 show unavailability of drugs, absence of basic services such as night
services for emergence cases, shortage of basic supplies like soaps, charcoal for
maternity ward and limited benefit package contribute to the perception of unreliable
service in the health centers and dispensaries. These results are in line with studies
conducted in other contexts (Kamuzora and Gilson, 2007., Criel and Waelkens, 2003;
Annis, 1981). There is typically unreliable supply of drugs from the Medical Stores
Department (MSD) which normally does not last for the whole quarter. The majorities
of health centers and dispensaries normally have drugs on the first few days of the
quarter, and then operates without drugs for the rest of the quarter. Sometimes a quarter
may pass without receiving the drug supplies. Unreliable supply of drug can be either
due to poor estimation of the requirements at the user facility or ineffective packaging
and distribution of drugs from MSD. Haddad et al. (1998) noted that regardless of all
health recourses used, availability of drugs is of prime importance in health care and
some times it takes precedence over the other attributes of quality. This calls for
immediate measures to address these deficiencies at the MSD, the requesting facilities

and all the intermediaries involvedWith regard to shortage of supplies, the main cause
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remains to be under funding experienced by the health sector in general. Initially it was
planned that the revenue generated from user fees and premium collected from CHF
members would supplement the subsidies from the government. Given low enrolment in
CHF the amount of revenue generated from both the user fees and CHF prepayments is
sufficient to cater for all the resource needs of the facilities. This led to the perception
that services at the public facilities are unreliable. Thus, patients are not willing to enrol
into CHF in exchange for unreliable services. It has been noted elsewhere (Criel et al.
2004) that perceived quality of services is one of the most important determinants of
patients’ choice of provider and willingness to pay. For example, the Bwamanda scheme
succeeded to enrol many people because it was launched in the setting of relatively high
standard health care services (Criel et al.1998).

5

Moreover, in sub section 5.3.4 it is revealed that limited services at'the health centers/
dispensaries facility and insignificant benefit packages are barrier to enrolment. Similar
results were found in other studies (Preker et al. 2002., Arhin-Tenkorang, 2004 and
Bennett, 2004., Hsiao, 2004). Limited services included the absence of night services
for emergency cases for both maternity and sudden illness at night. This happens where
the facility’s staffs reside far from the facility such that they can only be available
during the day time only. With regard to the benefit package, the CHF members are
entitled to all the services at the health centers/dispensaries, and some time limited range
of outpatient services at the district hospital. This set-up has made patients to perceive
the benefit package under CHF as incomplete, because it covers minor illnesses of
which the majority of people are not worried about their cost. Generally, people prefer a
benefit package that protects them against high health care expenditure. This has made
CHEF not attractive to people because it is not tailored to the preferences and needs of the
people. However, with rapid rise in health care costs care must be taken in designing the
benefit package as it may have serious implications for the financial viability of the
scheme. Therefore, the actual benefit packages costs need to be carefully considered at
the design stage.

The results in sub section 5.3.5 show several issues related to the premium as barriers to

enrolment. They include unaffordable premium, inflexible mode of payment and lack of
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reciprocity in the premium collection. These findings are consistent with other studies
done elsewhere (Abel-Smith and Dua,1998., Sinha et al. 2006., Criel and Waelkens,
2003., Kamuzora and Gilson, 2007., Schmidt et al. 2006 and De Allegri et al. 2006). In
most cases the premium was set without considering the purchasing power of the rural
people. Thus, no prior studies were done to ascertain the ability of people to pay the
premium. Premiums were set by councilors in district council meetings and later
imposed on people. Surprisingly, majority of the councilors are not member of CHF
though they were in the forefront setting up the premium and designing the CHF. This
shows that the community was not involved in the initial stages of CHF design. Thus the
community felt as not being part of CHF process and the sense of CHF ownership was
negatively affected. In the absence of ability to pay studies and community
participation, unaffordable premiums (Tshs 10,000 per household) were set making it
expensive for majority of people to buy the CHF card. A rapid assessment conducted in
this study showed that the majority of people were willing and able to pay the premium
of Tshs 5,000.00. However, the mode and timing of payment are not good as people are
required to pay the whole sum at once while they are cash constrained. Most people in
the rural areas have no resources to afford a single lump-sum payment of the premium.
Given that premium is higher, it was suggested two installments would be ideal for the
premium of Tshs 10,000.00.

Furthermore, the absence of reciprocity during payment of premium (subsection 5.3.5)
was revealed in some areas. Thus, people paid their premium through mandatory
deductions from the crop sales but in return they were neither given the CHF card nor
utilized the health care via the prepayment made. They had the feeling their
contributions were embezzled. This had implications for the integrity of CHF
management such that CHF was no longer attracting more people to enrol. However, in
those areas where mandatory deduction of premium from sales of crop was done,
management were successful in enroling many CHF members in their first years. In the
next year, it was made voluntary and majority of them did not renew their membership
due to distrust, unaffordable premiums and inflexible mode of payment. All in all, the

poorest ability to pay the premium was not given careful consideration leading to
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majority of rural people resorting to user fees which are regarded as affordable” and

convenient to them than raising the premium amount.

The results in sub section 5.3.6 show that few rural people understand the concept of
CHF and the majorities have limited knowledge of the CHF concept. Similar results
were found in other studies (Kamuzora and Gilson, 2007). Annis (1981) noted that
knowledge about something leads to its adoption. In terms of CHF it can be said that
limited knowledge of the CHF concept led to non acceptance of the CHF among the
rural people. For this reason few people tumed up and joined the CHF. This indicates
that the sensitization and awareness campaigns done in rural areas were ineffective.
Several reasons account for this ineffective sensitization. In some areas the activity was
done only once such that the majority did not get to understand thoroughly the whole
concept of CHF. It is also possible that the design of the sensitization campaigns did not
capture the attention of many people making it ineffective. Other reasons include lack of
commitment of district authorities and politicians to support the sensitization campaigns
and limited resources at the district level for organizing repeated sensitization
campaigns. In the absence of sufficient understanding of the CHF concept, some
households failed to enrol in the CHF because the advantages of CHF were not clear to

them.

The results in subsections 5.3.10 show the factor of male household heads as barriers to
enrolment. Sometimes male household heads just refused to enrol in CHF for unknown
reasons. All these are related to lack of understanding and appreciation of the CHF
concept among the male members of the household. Once more, this could be one of the
consequences of ineffective sensitization campaign done in those areas. There is the

need to improve the sensitization campaign so as to attract more households to join CHF

The results show in sub section 5.3.2 that poor governance in health centers and
dispensaries is another barrier to enrolment. There are elements of corruption and
nepotism at the health centers and dispensaries. Corruption is reflected in the illicit sale

of drugs by dishonest facility staff to private providers, while nepotism was related to

» The user fees paid at the health center is Tshs 1000/= per visit while at the dispensary is Tshs 500/= per
vigit (Kiwara, 1999). '
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unequal distribution of the benefit package among CHF members. For example, while
other CHF members are short dosed or told there are no drugs, other favored groups
receive full dose drug packs from the facility. Short dosing of patients leads to patients
not being cured. Haddad et al. (1998) noted that recovery is one of the most important
criteria for judging quality of service by lay people. These actions have discouraged the
majority of people from renewing their membership as they felt denied their right, and
not confident in the facility’s ability to cure them. On the other hand, the factors for
poor governance in the facilities include inadequacy of drugs and low salaries to
facilities staff. Inadequacy of drugs creates higher demand for drugs, such that,
consumers with high purchasing power are ready to give informal payment in exchange
for drugs. Low salaries led facility staff to use their position to engage in illicit sale of
drugs in order to get money for their livelihoods.

Also, the results in sub section 5.3.3 reveal staff attitude toward patients was another
barrier to enrolment. Patients are ignored and not valued enough by some facility staff.
In other words, the health center/dispensary staffs are not client-oriented leading to
patient’s dissatisfaction. This complaint came from both CHF members and non
members. According to Haddad et al. (1998) sometimes appropriate and sensitive
reception of patients is as important as having drugs available because it is the source of
hope and compensate for other shortcomings. In addition, health care personnel are
judged on the manner in which they receive their patients. Poor staff attitudes may be
due to low motivation among facility staffs. Several factors account for this, they
include frustrations due to poor working environment, low salaries and shortage of
supplies from the government. It is common to find majority of facilities in the rural
areas understaffed and under-resourced while serving many people, making the working
environment hardly conducive. Despite the government effort to train and recruit
clinical staff for rural areas, majority of the recruited do not turn up for the positions.
Poor working environment in rural areas does not attract competent staff to work there.

Hence, there is a shortage of staff in rural health facilities.
Interesting results are shown in subsection 5.3.10. It was revealed that in some areas

within the district CHF was stopped to operate even though people in those areas were

still interested to be members of CHF. This was in a case where there were no public
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health centers or dispensaries. Therefore, a private provider was contracted to provide
health care services. The major reason for contract termination was the high bill
presented to the district for payment against services rendered to CHF members. While
the private provider complained about delayed payment, CHF was complaining about
high the bill presented by the private provider. This led to the district authorities to
cancel the contract with the provider. This scenario may be due to either over-
prescription by the provider leading to higher bills or poor contract management on the
part of the CHF. Over-prescription is normally thé consequence of the provider payment
mechanisms applied. The provider payment mechanisms may give incentives to the
private provider to over-prescribe so as to increase profit. It is more common with fee
for service payment method. Hence, there is a need to apply a payment method which
checks for over prescription. Poor contract management on the part of CHF translates
into low contracting capacity. That is, there are limited skills for executing and
managing contracts of clinical nature on the part of CHF. This calls for more training in

contract management for CHF managers.

The results in section 5.3.8 show the wait-and-see attitude as one of the barriers to
enrolment. This is a result of distrust of the people in the public institution that has been
underperforming in the past. Also, the embezzlement of public funds in various public
institutions and NGOs adds to further the distrust of the government initiatives,
especially those initiatives involving community participation by contributing money.
There are instances in the past when people were told to contribute to certain
community development projects and the projects never launched. All these negative
precedents made people to worry about the CHF sustainability and embezzlement of
premiums. Hsiao (1984) noted that development of a good management system as well
as a trust relationship between administrators and beneficiaries are crucial elements for
the long term survival of the scheme. Worries expressed above translate into distrust
between the people and the CHF, which has implications for the survival of the CHF.
The wait-and-see attitude is employed by beneficiaries in order to avoid
disappointments and regrets in the future once CHF fails. Failure of the CHF has a
hidden consequence of destroying future promising health care financing efforts. One
example is the universal coverage goal which may be spoilt by the precedent of CHF

failure.
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6.3.1 Summary of the discussion

Remarkably, the discussion of results has brought out several areas for CHF
improvement in order to attract more people to enrol. On the one side, social exclusion
of the poor in CHF, decline of solidarity in rural areas as well as the problem of adverse
selection were issues which came up when discussing the predictors of enrolment. On
the other side, as major barrier to enrolment perceived poor quality of service in rural
health centers and dispensaries came out clearly. This included elements such as
shortage of competent technical staff, unavailability of drugs and other supplies, poor
interpersonal relationship between the patient and facility staff, facility staff dishonesty.
Shortage of competent technical staff was related to lack of staff motivation due to poor

working environment and low salaries.

Inherent weaknesses in the CHF design was another noted barrier to enrolment. It
included marginal community participation in various design issues like premium
setting and benefit package design. As a result of marginal community participation,
unaffordable premiums and inflexible premium payment modes were set. In additional,
a marginal benefits package that did not correspond to the needs and preferences of
people was set. Lastly, the communication approach applied to sensitize people was not
effective. This led the majority of rural people not to understand sufficiently the concept
of the CHF and how it worked. All these have policy implications which are discussed

in detail in the following section.
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CHAPTER SEVEN

7 POLICY IMPLICATIONS AND CONCLUSION

7.1 Intreduction
In this chapter the policy implications and conclusion of the study are explained. It starts

with the policy implications, followed by the conclusion at the end.

7.2 Policy implications
7.2.1 Quality of health care services

The study findings provide some information on the perceived quality of health care
services in rural health canters and dispensaries. The quality of health care in rural
health centres and dispensaries is perceived to be poor making CHF unattractive to
people. This provides evidence that it is not possible to set up a viable insurance scheme
and mobilise people to enrol before the quality of care is improved since no value for
money will be felt by members. Policy makers are advised to address issues leading to
poor health care services for rural people. Wiesmann and Jiitting (2000) argued that
health care quality improvement need not be expected as an outcome of resource
mobilization via insurance. Currently, the set up of CHF is focused on resource
mobilization for renovations of buildings, installing solar system etc. with little or no
consideration to improvement of quality of services. Policy makers need to address the
problem of shortage of competent technical staffs for rural areas. One option is training
more staff.

However, training alone is not a sufficient means to improve quality of care. This is
because there are other factors which make trained staff avoid working in rural areas.
Amongst them are low salaries and poor working conditions. Both low salaries and poor
working conditions are the results of health sector under-funding. Low salaries can be
addressed by setting purposeful allowance for working in rural areas. While special fund
for improving the working conditions can be sought from budget allocation by setting
aside fund for this purpose. Another alternative is to create a punitive tax on various
products which have negative externalities on people to accumulate finance for
upgrading employment conditions in rural health facilities. For example, increased taxes
on cigarettes and alcohol consumption can be used to finance the upgrading of health

care services in rural areas. In addition, increased tax on cigarette and alcohol will help
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to control the detrimental health effects resulting from cigarette smoking and alcohol

abuse.

By all means availability of drugs is a key element in health care service provision.
Patients can not be cured without drugs. This calls for the policy makers to improve
supplies of drugs in rural health canters and dispensaries. Since drug distribution is
mandated to MSD, it is possible there are inefficiencies within MSD leading to drug
shortages in health centers/dispensaries. However, in order to be certain of the cause of
poor distribution of drugs in rural areas research needs to be done. The findings of the
research will inform the policy makers on the causes of poor drug distribution and take
an appropriate course of action. The problem of drugs shortage can also be caused at the
facility level. It can be due to poor forecasting of drug requirements, illicit sale of drug
to private stores or over utilization of health services. For poor forecasting of drug
requirement, the best option is to train the facility staff in how to estimate demand and
make sufficient drug requisitions. Illicit sale of drugs calls for thorough supervision and
monitoring of rural health facilities. Though there is no evidence of over-utilization of
services by CHF members, measure to deal with adverse selection are proposed in the

next sub section.

Poor interpersonal relationships between the patients and facility staff translates into
lack of client oriented services-the way which patients are received and treated at the
time they are visiting the health center or dispensary for treatments. This calls for policy
makers to promote professionalism within the health centers and dispensaries. Several
tailored short-courses on customer care are recommended for the short term. Long term
strategies should include customer care modules in the national curriculum for clinical

trainings.

7.2.2 Inherent weaknesses in the CHF design

The discussion of study results has revealed a set of CHF design elements which need
attention for the well functioning CHF, and consequently build trust among participants
and the rest of the community. Bamighausen and Sauerborn (2002) noted that voluntary

schemes are an opportunity to build trust between management of the scheme and its
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participants. There is the need to build trust of rural people in the CHF by redesigning
some elements of CHF in the districts where CHF has been implemented. This may also
serve as a reference framework for those districts which are in a process of establishing
CHF.

The study findings revealed that there is marginal community participation in the early
stages of CHF design despite the weight given to community participation in the 2001
CHF Act in various administration activities of the CHF. Early participation in the CHF
design leads members identifying themselves with their scheme. Also, it helps to build a
sense of scheme ownership among members. This is missing in the CHF leading to
people perceiving the CHF as a government project and not community owned schemes.
If members can identify themselves with “their” scheme then the possibility of
participation and commitment to the scheme increases. Early community participation
can be sought in the setting of premiums and benefit packages as well as their modes of
implementation. Focus group discussions can be conducted with community members.
In addition, early community participation in  premium setting helps in sorting out the
problem of unaffordability of premiums. This is because the limitations of the financial
capacities of the people will be understood in advance. In other words, it calls for
consultative assessment on the willingness and ability to pay well in advance rather than
have the district council setting the CHF premium based on instincts or mere precedents
from another district. Through direct consultation with the community members,
realities on premium and its payment modalities®® can be revealed. However, assessment
of willingness to pay need experienced experts to design and compile the results. It is
possible that within the districts there may not have capacity to conduct focus group
discussions as well as willingness and ability to pay assessments. However, this is a
problem that can be addressed by commissioning the study to external experts on

consultancy basis.

The marginal benefit package is also a result of minimal or no community participation
in the initial CHF design. The experience of Bwamanda community financing scheme

can help to exemplify the role of community participation in setting the benefit

% Premium payment modalities in this study refer to when payment should be done, how many
installment and whether payment should be done in cash or kind.
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packages. According to Moens (1990) the designing of the Bwamanda scheme used a
preference heuristic model (group discussions) in designing the scheme. In the
preference heuristic model, different groups evaluate possible solutions with regards to
their impacts on the objectives and their susceptibility to known constraints. Through
this approach, the benefit package fitting the needs and preferences of the community
was developed. However, with this approach there is a danger of designing a benefit
package which does not match the revenue collection capacity. Therefore, at the end,
matching the premium collections and the cost of that benefit package is important.
Another solution to unaffordable benefit package is the application of incremental
expansion of benefit package in accordance with changing needs, values and economic
circumstances. That is, designing the initial basic benefit package and then, over time
and need more services are added to the original benefit package. For CHF
consideration should also be given to the possible inclusion of district hospital referral
services in the basic benefit package so as to attract more people to enrol. However, by
including district hospital referral services in CHF, the gate keeping system will need to
be strengthened and adhered to. Measures to control by-passing of health centers or

dispensaries such as co-payment can be instituted

The study also revealed the prevalence of adverse selection in CHF where majority
members are more likely to have come from households with poor health status. This
has implications for the running costs of the scheme due to increased health care
expenditures. Over-representation of members from households with poor health status
in CHF leads to the cross-subsidization effect between the healthy and sick not to work
accordingly. This study suggests three ways of controlling the adverse selection. One
option is co-payment of the medical cost between the members and the CHF. This is
where a patient has to meet a certain percentage of the cost of health care consumed.
Co- payments make the patients to be sensitive to cost and even question the bills when
they become high. The percentage can be set and agreed upon through community
participation in the process of designing the CHF. It can be applied at the district
hospitals and at the private providers as a means of containing cost. The second option
is the application of waiting time before the newly joined members can start enjoying
the benefits. Time period can be agreed upon in the design process. The third option is

compulsion of membership where every household is obliged to be a member of the



scheme. Compulsion can come at a later stage after the quality of services has been
improved. However, the establishment of a compulsory scheme may be deemed not
politically feasible. Thus, all stakeholders in the CHF need to be consulted before the

final decision of compulsion is made.

Lastly, the study revealed that the majority of the poor are not members of CHF. This
translates into the presence of social exclusion within the CHF. In other words, the CHF
is not equitable as it leaves out the very poor. The study recommends to policy makers
that strategies be designed which will ensure that poor people are not left out of CHF.
One strategy is to strengthen the existing exemption mechanism in favor of the poor and
vulnerable people. The current exemption guideline is loosely defined such that its
implementation becomes difficult and sometimes biased. For example, the exemption
guideline does not spell out clearly the criteria for selecting the poor. Apart from the ill
defined exemption guideline, there is a problem of funds to cover the premiums of the
exempted poor. According to the 2001 CHF Act, it is for the District council to pay the
cost of the exempted poor. However, this has not been implemented on grounds that the
district councils have tight budget to afford paying premiums for poor people. This
study suggests integration of Churches, FBOs and other charity organizations in the
CHF to address this problem. The integrated organization can be approached to cover
the premium of the poor. The experience of Roman Catholic Diocese of Kigoma in
section 7.2 exemplifies this approach. Additionally, some one off activities such as fund
rising dinner and charity walks can be used to accumulate funds for premium subsidies.
At national level, the sin tax can be one of the options. Examples of sin tax can be
increased taxes on cigarettes and alcohol consumption. The taxes revenues collected
from the cigarette and alcohol consumption can be used to subsidize the premium

payment for the exempted poor people.

7.2.3 Ineffective sensitization campaign

The study revealed that the sensitization campaign to the community about the CHF
concept was ineffective. Little was done to educate the community members on the
CHF concept. Several factors behind the ineffectiveness of the sensitization campaign

have been discussed in the previous sections. This calls for redesigning a new approach
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of sensitization nested within marketing strategies of sensitization. This study suggests
application of social marketing”’ strategies to communicate the whole idea of CHF to
the community. It can be done by commissioning the competent agent to execute it.
However, this needs the existence of political will and purposeful budget allocation for
social marketing activities in the district councils. One advantage of social marketing
campaign is that it is tailored to the unique perspective, needs, and experiences of the
target audience, and sometimes it takes on board the inputs from representative
members of the targeted group. The current sensitization campaign misses this
important aspect of social marketing making it ineffective. The execution and

implementation of social marketing campaign is explained elsewhere.

2 Kotler and Andreasen . (1991). Defines social marketing as application of commercial marketing
technologies to the analysis, planning, execution and evaluation of programs designed to influence the
voluntary behavior of target audiences in order to improve their personal welfare and that of their society.
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7.3 CONCLUSION

As pointed out in the introduction chapter, Tanzania is faced with challenges in health
care financing, such that it can not provide protection against health care costs for the
majority of its population. The most affected are the people living in the rural areas and
especially those working in the informal sector. One response to this situation was the
health care financing reforms which among others saw the introduction of the
Community Health Fund (CHF) in 1996. The CHF aimed at mobilizing resources on

voluntary basis from households in order to fund primary health care in rural areas.

Although the CHF has been implemented for almost 10 years, the enrolment of
members is still far below the targeted coverage of 85% of the population living in rural
areas. This low enrolment prompted the need to study the predictors of and barriers to
enrolment in the CHF. Therefore, the objective of this study was to reveal the
association between the predictors of willingness to enrol in CHF. In addition, the

barriers to enrolment in CHF in the Tanzanian context were explored.

The descriptive statistics have revealed that 8% of the sample was the CHF members.
This was within the range of 4% to 18% mentioned in various evaluations and studies
done in Tanzania. A notable result from the descriptive statistics was the low
representation of the poorest in the CHF. Low representation of the poor in the CHF was

also confirmed in the logit model analysis.
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In the logit regression analysis six of the hypothesized independent variables were
significant with respect to the likelihood of enroling in CHF. The significant
independent variables included members of micro credit/insurance/voluntary
organizations, religion, household size, distance from the facility, illness rate and wealth
quintileB1. All the significant variables had the expected positive sign except
QuintileB1 which had a negative sign. The insignificant variables included age, gender,
education, marital status, type of facility, asset index A and B, quintile A (1-5) and
quintile B (2-5). In addition, the logit regression analysis revealed there is adverse
selection and social exclusion of the poorest in CHF. Social exclusion of the poorest
translates to inequitable CHF. The qualitative analysis revealed the following as barriers
to enrolment; shortage of technical competent staff, poor governance in health, lack of
client centered services, unreliable services, unaffordable premium, inflexible payment
modalities, limited knowledge about CHF, health status, wait and see attitude,
negligence, patriarchal interest in the household and in some areas CHF was stopped to

operate.

To conclude, it suffices to say that the current setting of CHF carries significant inherent
weaknesses that contribute to low enrolment. Therefore the improvement of the quality
of health care services in public health centers and dispensaries is strongly
recommended, furthermore the redesign of the CHF and associated sensitization
campaigns. The redesigning of the CHF also promises to address the inherent problems

of social exclusion of the poor as well as the adverse selection.
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