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ABSTRACT

The Community Health Fund (CHF) was introduced in Tanzania as part of the Ministry of Health’s (MOHSW) Endeavour to make health care affordable and available to the rural population and the informal sector. The study was carried out to assess community involvement and enrolment on CHF scheme in accessibility of quality health care services in Meru District Council by adopting a cross-sectional study design.  Questionnaire and interview were administered to gather information from 80 households and 6 key informants and analyzed by SPSS to produce frequencies, percentages and cross tabulation. The study finding shows that out of 80 respondents only 44% were active members. The study revealed that, friends have spread information in abundance by 27.5% higher than CHF staff, Government health Officers, NGOs and media concerning the community involvement and enrollment in the scheme. Furthermore, total of 38% were unsatisfied with the services provided under CHF scheme while 66.4% of members who recently dropped out were financially capable to afford a yearly fee contribution but were not willing to renew their membership due to obvious factors such as low coverage and poor customer care to CHF members hence these predicts the decline of the membership and scheme’s sustainability. In order to improve CHF scheme, the government and development partners should establish a fair ground for NHIF and CHF schemes to compete and empower CHF under the responsible ministry to initiate their own facilities such as health and laboratory centers at least in every region of the country so as to demonstrate and provide quality of health services as it is required to meet the international health care standard. 
Keywords: Health Care, Community Involvement, Community Health Fund & Health Insurance.
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CHAPTER ONE
INTRODUCTION

1.1 Background to the Problem

The CHF scheme started in 1996 with a pilot scheme in Tabora at Igunga District and letter on extended to other different councils with the aim of covering the whole country (MOH 1999). The CHF was recognized by the Ministry of Health as a sustainable approach towards improving access to the basic health care services among rural communities and people from the informal sectors.It is based on the concept of risk sharing whereby members pay a small contribution on a regular basis to offset the risk of needing to pay a much larger amount in health care user fees if they fall sick (Munishi, 2001).
The major identified objectives under the responsible ministry were, to mobile necessary financial resources from the community members for provision of health care services, offer affordable and quality health care services through sustainable financial mechanism and Improve management for health care services in the community level. (CHF Act 2001). CHF membership is voluntary whereby each family contributes the same amount of membership fee as agreed by members of the community themselves, and they are given a health card (URT, 2001). The identity health card entitles the family/household to access basic health services throughout the year. It is bolded that; the coverage is for the heads of the family and other family members below the age of eighteen years. 
The main determinant of the membership is the affordability of contributions. Contribution amount which is above the range of 5-10% of the household`s annual budget may perhaps be an obstacle towards membership (WHO, 2010). Tanzanian government under the Ministry of Health Community Development Gender Elderly and Children emphasizes the CHF membership fee to be determined and recommended at the council level after consultation with the community members so as to provide access of awareness and willingness to join CHF scheme (URT, 2011). Most of the annual contribution rates under the CHF scheme ranges from Tanzanian Shillings 5,000 to 20,000.  Other studies (Haazen, 2012) show the range to be between TZS 5,000 to 15,000 and the membership is valid only for one year.
In 2013 Community Health Fund (CHF) managed to serve 7.3% of the total population and be the leading scheme in the country. National Health Insurance Fund (NHIF) managed to cover 6.6% of the total population, National Social Security Fund—Social Health Insurance Benefit (NSSF-SHIB) covered 0.12% of the total population, while Private Health Insurance (PHI) covered 1.02%, and Community Based Health Insurance (CBHI) covered 1% of the total population. (URT, 2014).

In Kenya, there is National Hospital Insurance Fund (NHIF) which managed to cover 11% of the total population in 2011. NHIF membership is compulsory for all salaried employees.   For self-employed and other informal sector workers, membership is contributory (voluntary) and available at a fixed premium rate of 160 Kenya Shillings (KES) per month. NHIF has partnered with Safaricom Limited to provide a flexible and convenient platform for remittance of monthly insurance premium contributions from informal sector populations (URT, 2014).
Generally, in Tanzania the CHF and NHIF together in 2014 managed to cover 6.6% and 7.3% of the total population respectively. While in Kenya about 11% of total population was covered two years back (2011) before the time Tanzania reached 7.3% coverage of its population. The gap could possibly be due to the fact that contributions are made compulsory for all formal sectors in Kenya, while informal sectors make their contributions through the use of mobile phones something that Tanzania has not implemented yet. Therefore, top down decision and misallocations of funds are the root cause for the increasing gape of community involvement in compared to other community funds discussed.
Steinwachs, (2001) managed to assess the potential of social structures in regard to health financing and the perspectives of the local populations on willingness to pay for CHF. Findings shows that, Mtwara rural communities were willing to pay between 4500 and 6500 Tshs per family while from Lushoto community members were willing to pay between 3000 and 10 000Tsh per family and given that the services granted had to be improved.
Misuse of CHF fund is observer through having unspent amounts of money which implies that some of the services and procurements that could be done for CHF to function properly were not done. From 2011-2013 total of 14,165,267,165Tsh was allocated for CHF but in the audited LGAs report it is revealed that 6,744,015,010 (about 48% of the funds allocated) was not spent on implementation of CHF. In course of mismanaging CHF funds, some LGAs spend CHF funds contrary to the stipulated guideline perhaps due to poor community participation. Cash that is to be channeled to CHF so as to improve people’s health are allocated to other areas (Tanzania Science Journal of Public Health Vol. 5, 2017).
The Tanzanian government Audit Report of 2012/13 exposed Meru and other six local government authorities that misallocated a total of Tsh 149,411,700. Instead of the targeted amount of money to be used on health-related purposes, the amount was taken and used to cover administrative expenditures like allowances, salaries and others of the same kinds. The same scenario also happened in the financial year of 2010/2011 when a total of Tsh 44,086,650 was spent on unrelated activities in Ulanga, Dodoma and Songea District Councils. Factors like these, may result in nothing in terms of development rather than weaken the efforts employed towards the improvement of health care services under the CHF scheme (Tanzania Science Journal of Public Health, 5, 2017).

1.2 Statement of the Problem

The Ministry of Health and Social Welfare (MoHSW) is committed to facilitate the provision of basic health services that are good, quality, equitable, accessible, affordable, and sustainable and gender sensitive. To couple this commitment the Government through the MoHSW saw the need of establishing a Community Health Fund (CHF) to ensure the delivery of quality health care services for the rural population by 2012. 

According to data reported by the NHIF (2013) the number of households enrolled in CHF dropped between Financial Year 2011/12 and Financial Year 2012/13 from 8.3% to 7.3% respectively because there are no clear plans exist to increase informal sector participation and subsidize premiums for the very poor. The CHF and schemes under district and municipal LGAs, respectively, and are relatively inexpensive to join but do not provide comprehensive benefits. Funds from the CHF scheme helped to expand the quality of health care services through increasing access on laboratory`s equipment in various hospitals. (NHIF report 2013). 

Studies such as Tanzania Science Journal of Public Health Vol. 5, 2017, URT, 2001, Munishi ,2001and Ritchie and Lewis, 2003 as mentioned in the background have shown that, the implementation of CHF is expected to produce effects on accessibility to quality health care services. In addition to that they also associated a CHF scheme with poor quality health care services which are hampered by some challenges hence active members have been dropping out after realizing that the scheme does not meet their expectations.
The CHF Act of 2001 specifies the usage of CHF budget on issues like purchasing of hospital equipment, medicine, paying water and electricity bills, minor building repair and paying allowances to guards however, the Government Audit Report of 2012/13 exposed Meru as mentioned in the background and other six LGAs that misallocated Tsh 149,411,700/= to other expenditures than CHF. This indicates that some of the most important procurements and services that could be placed for the CHF scheme to operate properly were not done hence weakening the strength and quality of health care services in the district. Therefore, the research study intends to determine the community involvement and enrolment on CHF scheme in accessibility of quality health care services in Meru District Council.
1.3 Objectives of the Study

1.3.1 General Objective

The main objective of this study was to assess the community involvement and enrolment on CHF scheme in accessibility of quality health care services in Meru District Council.
1.3.2 Specific Objectives

i. To identify ways and extent to which community is informed and involved in CHF scheme in Meru District Council.

ii. To identify the quality of health care services from health centre’s accepting CHF cards in Meru DC.

iii. To assess the sustainability of CHF scheme in provision of quality health care services in Meru DC.
1.4 Research Questions

i. To what extent and which ways is community informed and enrolled in CHF scheme in Meru DC.?
ii. To what degree do health centers provide quality health service care among members of CHF scheme in Meru DC.?

iii. What is the sustainability of CHF scheme in provision of quality health care services in Meru DC.?
1.5 Significant of the Study

i. This research would help to deliver clear understanding on CHF coverage, contribution, criteria for membership and identify the levels of community involvement in the CHF scheme specifically in Meru District Council.
ii. Would also help to know the attitude of the household/community members, challenges and level of awareness among community members towards CHF scheme 
iii. Would help to identify sustainability and understand the contribution such as strategies, efforts and procedures applied by the government toward CHF scheme in Meru DC.
1.6 Scope of the Study
The study was on the community involvement and enrolment on CHF scheme in accessibility of quality health care services in Meru District Council. The researcher selected Meru District because the population characteristic was relevant for the study as it reflects the socio-economic diversity in the country. Furthermore, The study took into consideration a time period of July 2019-August 2020 as a convenient time for the researcher to get the required data on the extent and ways in which community is informed and enrolled in CHF scheme, level of quality health care services provided and the sustainability of CHF scheme in provision of quality health care services.

1.7 Limitations of Study
The researcher encountered the following problems. 
i. Some households were not present during field visit.  

ii. Some respondents did not provide useful information to the researcher because of being too much occupied with work 

iii. Due to patriarch system some of the respondents (women) did not provide enough cooperation to acquire useful information from the households. 

iv. Some respondents did not provide useful information due to lack of health insurance scheme’s knowledge. 

CHAPTER TWO

LITERATURE REVIEW

2.1 Introduction

This chapter focuses mainly on literature review by looking both on theoretical and empirical literatures.  The review begins with definition of the key concepts, theoretical and empirical perspective then followed by conceptual framework and research gap.
2.2 Definitions of Key Terms

2.2.1 Health Insurance
Is a system for the financing of medical expenses by means of contributions or taxes paid into a common fund to pay for all or part of health services specified in an insurance policy or the law. The key elements common to most health insurance plans are advance payment of premiums or taxes, pooling of funds, and eligibility for benefits on the basis of contributions or employment. Health insurance may apply to a limited or comprehensive range of medical services and may provide for full or partial payment of the costs of specific services. Benefits may consist of the right to certain medical services or reimbursement to the insured for specified medical costs. Some types of health insurance may also include income benefits for working time lost because of sickness (i.e., disability leave) or parental leave. (Kara,  2015).
For this study, health insurance is government or non-government scheme which aims to provide access to and financial protection against medical costs in the event of an accident, injury or diagnosis of chronic illness that require ongoing treatment.

2.2.2 Community Health Fund
The Community Health Fund (CHF) is defined as a Community based health financing scheme whereby households pay contributions to finance part of their basic health services to complement the Government health care financing efforts”(URT 2001).Also Jakab& Krishnan (2015) explain CHF scheme as the approach whereby people at the bottom level contributes to finance most of the necessary expenses associated with health care services. Furthermore, Munishi (2001) defines the scheme as a unique mechanism of prepayment designed especially for the rural communities and people from the informal sector. Under this circumstance, CHF is considered as the affordable scheme designed to provide health care services covering the household level.

2.2.3 Community Involvement

Is the power to bring positive, measurable change to both the communities in which you operate and to your busines. Community involvement examples include in-kind and financial donations, employee volunteer days, enduring nonprofit partnerships, and more. The business case for involvement has never been stronger. (The Boston College Center for Corporate Citizenship 2019). 
In fact, the benefits of corporate community involvement are two-fold, providing positive returns to local charitable organizations and neighborhoods and boosting company performance indicators, such as reputation and employee engagement. As your company builds partnerships and working relationships with local community nonprofits and service-based organizations, neighborhoods are strengthened (The Boston College Center for Corporate Citizenship 2019). Under this study, the concept of community involvement refers to the process by which individual from the community is well informed about the usefulness of the health insurance system and she/he is willing to contribute the membership.
2.2.4 Health Care
Based on health perspective the terminology “healthcare” refers as the improvement or maintenance of health through the diagnosis, medical treatment, and prevention of disease, injury, illness and other physical and mental damages in human beings. Health care is offered by health care professionals in allied health professions, physicians, chiropractic, physician associates, nursing, midwifery, dentistry, medicine, optometry, psychology, pharmacy and other health specialists. It includes the work done in providing primary care, secondary care, and tertiary care, as well as in public health. Today the level of health care has excelled tremendously. Presently the goal of health care is to have a continuum of care for the patient, one which is integrated on all levels (Kumar, 2016). 
As used in this study, health care is the act of taking preventative or necessary medical procedures to improve person`s wellbeing. It can also be defined according to the nature of health insurance and capacity of the health centre as well. This is to say sustainable health insurance pave the way to quality health care.
2.2.5 Health Care System

The Health Care System in Tanzania is organized as a referral in a structure of pyramid/ bottom-up approach. From the village level there are community dispensaries while at the divisional level you found rural health centres, at the district level, there are district hospitals, at the regional level you found regional hospitals at zone level you found there are referral hospitals and at the national level there are national and more specialized hospitals (Musau, 2011). At the National level, the hospitals are supervised by the Ministry of Health and Social Welfare. Referral or consultant hospitals at zones are also managed by the ministry of health and social welfare. Hospitals at the regional level are supervised by the Regional Administrative Secretary with technical guidance of a Regional Medical Officer. Local Government Authorities (LGAs) are responsible for health services at District level, management and administration of health services has been devolved into districts through their health management teams. 
The term health care system in this study refers to the approach or methodology whereby   healthcare services is organized, financed and provided by the government to the targeted population.
2.3 Theoretical Literature Review

2.3.1 The Theory of Demand for Health Insurance

According to Nyman  (1998), “The Theory of Demand for Health Insurance” shows that, the conventional clarification for buying insurance is to transfer risk. Psychologists, however, revealed that this explanation does not match actual behavior. They discover that most of people prefer the risk of no loss at all to the certainty of a smaller actuarially equivalent loss, a situation exactly opposite to the one represented by the purchase of insurance. 

However, majority of people purchase insurance because there must be an explanation other than risk transfer for buying it. Of the explanations so far advanced, however, none have yet developed a wide acceptance. Regardless of risk issues, people will be more likely to pay for insurance when the agreed premium amount is low compared to the value of the coverage to the consumer. Moral hazard raises the premium, as does adverse selection. The presence of either makes the purchase of insurance less likely. With health insurance, the tax subsidy can reduce the effective premium to less than the actuarially fair cost of insurance. This would increase the likelihood that health insurance is purchased. 
Finally, because of the value we place on our health, we desire access to a full range of health care. Health insurance is often the only affordable way of gaining access to this care, given the high costs of many of these procedures. Therefore, by increasing coverage of CHF services to the consumers will help to increase the purchasing power of the health insurance because of service coverage and not because of consumers to prefer the certainty of paying a small premium to the risk of getting sick and paying a large medical bill.
2.3.2 Consumer Theory

This theory assumes that if consumers are correctly informed, they maximize their utility as a function of consuming various goods, given relative prices, their income and preferences. Changes in bills/prices as well as income influence how much of different goods rational consumers will buy (Begg, 2000). Health insurance is anticipated to be a good with a positive income elasticity of demand, suggesting that the poor people are less likely to insure. A price increase of a substitute for insurance – such as user fees – is expected to raise the insurance demand, as is a decrease in insurance premium. However, due to uncertainty about the unknown future health, insurance choice is not made based on utility alone but on consumers’ expectation about factors such as their health status (Cameroon,1988). Therefore, if consumers of CHF health insurance will be perfectly informed it will help to foster their involvement and enrolment. This study managed to assess more on the level of consumer’s involvement in CHF health insurance scheme.
2.4 Empirical Concepts

2.4.1 Utilization of Health Services

A study done by Chee (2002) found that from 1998 - 2001 the use of health care services has continued to decline. The reasons given for the decline in the utilization of health care services are implementation of user fees which reduce people who normally visited hospital for minor illnesses or who visited the hospital only to gather drugs in case of future illness. This can also be related to the CHF scheme whereby most registered members with CHF cards were easier to visit health centers and seek health care when ill because services are free. However, registered members did not think that they overuse health care services by going to the hospital for minor cases. 
Majority of community members who are non-members responded that the implementation of member fees had not interfered with their utilization of health care facilities. However, some of the non-members responded that since the launch of user fees, the majority of people preferred to visit pharmacies and buy drugs which was cheaper than the membership fee. They discovered that most of the time some common drugs were not available at the hospitals, so the majority ended up registering, paying the user fee and also paying for the drugs (Chee, 2002). 
2.4.2 Attitude on the Quality of Health Service

Existing literature opines different perceptions and views on the quality of health service delivered to CHF beneficiaries and non-beneficiaries. A study done by Ekman (2004) shows that non registered members believed that registered members always attend first before those paying user fees. This may be a factor which encourages the community to join CHF. Furthermore, registered members believed to be getting better and quality health care services compared to non-registered members (Chatama, 2007).
In connection to the above, according to Lekashingo (2012) more non-registered members compared to registered members believed that people paying user fees were more fulfilled with the health care services offered unlike CHF premiums which are taken at the district levels, all the user fees were retained at the health facilities and were used to recover operating costs and pay for workers incentives. This may indicate that, the preference of health care providers to people paying user fees may be a motivation for people not joining CHF membership. 
2.4.3 Community Enrollment in CHF

Agyemang-Gyau (1998) shows that, participation of the community members in the CHF scheme can be facilitated through willingness to pay. Furthermore, Beraldes and Carreras (2003) conducted assessment on wiliness among community members to join the CHF scheme and discovered that the idea of insurance was poorly understood amongst community members, and they therefore required a lot awareness to join the CHF. On the other hand, MoH (2006) noted that, in some councils, community members were unaware of how the membership fee was set, this meant that where a CHF member was in need of referral care, the only option was out-of-pocket payment which led to catastrophic expenditure. 
Some district councils, such as Hanang, Igunga, Mwanga and Rombo, have gone beyond the original CHF design and extended the coverage of CHF benefits to hospitals using CHF revenue, although there was little information on the impact of this. Msuya et al., (2004) conducted a study on schemes for community health insurances and found that 60% of richer households in Igunga district joined the scheme compared to 33% of the poorest households. The reasons were found to be lack of information due to insufficient sensitization or education to the community, introduction of NHIF which took out public servants who were potential members of CHF, non-coverage of referral care, perceived poor quality of health care services at public facilities (drug availability and inadequate service provision) poor staff attitudes, and broad exemption policies which leave a limited number of people contributing to the CHF.
2.4.4 Sustainability of the Community Health Fund Scheme

It is expected that the largest source of revenue to the CHF is member contributions. Other sources of revenue are user fees payable at primary health facilities, the government matching grant, grants from councils, organizations and donors, and any other money lawfully acquired from any source (URT, 2001). Overall, as the section on enrolment shows, CHF membership is still relatively low and dropout rates are increasing, even for those schemes that have been in operation for some time such as Igunga and Singida (Shaw, 2002). This downward trend in enrolment might affect the revenue generation and, if it is widespread, may pose problems for the sustainability of the CHF towards the provision of quality health care.

2.5 Conceptual Framework of the Study

A conceptual framework is a structure which the researcher believes can best explain the natural progression of the phenomenon to be studied (Camp, 2001). It is linked with the concepts, empirical research and important theories used in promoting and systemizing the knowledge espoused by the researcher (Peshkin, 1993). The conceptual framework presents an integrated way of looking at a problem under study (Liehr and Smith, 1999). In a statistical perspective, the conceptual framework describes the relationship between the main concepts of a study. It is arranged in a logical structure to aid provide a picture or visual display of how ideas in a study relate to one another (Grant &Osanloo, 2014). 
The framework makes it easier for the researcher to easily specify and define the concepts within the problem of the study (Luse, et al., 2012). Miles and Huberman (1994, p.18) opine that conceptual frameworks can be ‘graphical or in a narrative form showing the key variables or constructs to be studied and the presumed relationships between them as Figure 2.1 shows.

[image: image1]
Figure 2.1: Conceptual Framework
Source: researcher’s designer (2019)
Conceptual framework is a structure which the researcher believes can best explain the natural progression of the phenomenon to be studied (Camp, 2001). It is linked with the concepts, empirical research and important theories used in promoting and systemizing the knowledge espoused by the researcher (Peshkin, 1993). It is the researcher’s explanation of how the research problem would be explored. The conceptual framework presents an integrated way of looking at a problem under study (Liehr & Smith, 1999). In a statistical perspective, the conceptual framework describes the relationship between the main concepts of a study. It is arranged in a logical structure to aid provide a picture or visual display of how ideas in a study relate to one another (Grant & Osanloo, 2014). 
Interestingly, it shows the series of action the researcher intends carrying out in a research study (Dixon, Gulliver & Gibbon, 2001). The framework makes  it easier  for the  researcher to easily  specify and deﬁne the concepts within  the  problem  of  the  study (Luse,  et al.,  2012).  Miles  and  Huberman (1994,  p.18)  opine that conceptual  frameworks  can  be  ‘graphical  or  in  a  narrative  form showing the key variables or constructs to be studied and the presumed relationships between them. 

A conceptual framework is a structure which the researcher believes can best explain the natural progression of the phenomenon to be studied (Camp, 2001). It is linked with the concepts, empirical research and important theories used in promoting and systemizing the knowledge espoused by the researcher (Peshkin, 1993). It is the researcher’s explanation of how the research problem would be explored. The conceptual framework presents an integrated way of looking at a problem under study (Liehr & Smith, 1999). In a statistical perspective, the conceptual framework describes the relationship between the main concepts of a study. It is arranged in a logical structure to aid provide a picture or visual display of how ideas in a study relate to one another (Grant & Osanloo, 2014). 
Interestingly, it shows the series of action the researcher intends carrying out in a research study (Dixon, Gulliver & Gibbon, 2001). The framework makes  it easier  for the  researcher to easily  specify and  deﬁne the concepts within  the  problem  of  the  study (Luse,  Mennecke & Townsend,  2012).  Miles  and  Huberman (1994,  p.18)  opine that conceptual  frameworks  can  be  ‘graphical  or  in  a  narrative  form showing the key variables or constructs to be studied and the presumed relationships between them.
From Figure 2.1 of this study is conceptual framework to provide the picture which illustrate the association between dependent and independent variables as follows CHF is a result of membership whereby it is voluntary and each family is expected to pay the same amount of premium as a membership fee. The membership gives a family or household mandate of accessing primary health care services throughout the year. Membership is a result of consumers or community involvement that agrees to purchase and build a sense of ownership. Consumer’s involvement is a result of health policy, sustainability and coverage which can be illustrated as follows;

i. Sustainability of the CHF schemes is inclined by strong administrative, financial and managerial capacity, financial feasibility, determination of the benefit package, affordable contribution, and getting into contracts with good and reliable health providers (World Health Organization, 2003).

ii. Policy influenced by need, political strategy of the regime and international health service priority

iii. Coverage capacity such as covers the cost for surgery, medication, clinic and therapy may influence consumer’s enrolment.  

The Figure 2.1 helps to provide the blueprint which can illustrate the relationship between community involvement on CHF scheme and accessibility of quality health care services in Meru DC.
2.6 Research Gap

The study conducted by George Kivelege, (2015) assessing the input of CHF scheme on the quality of health care services in Morogoro District consisted total of 100 respondents who were interviewed. The study findings concluded that a poor health service is one among the factors which contribute members’ dropout from the CHF scheme. Nevertheless, Winani (2015), in his work stated the major finding being that many people can’t afford premiums, due to the fact that they live in distant locations from health facilities, inadequate mechanisms to collect premiums during harvest and poor quality of health services provided by CHF scheme in Dodoma Region.
This research acknowledges all what has been reported by various researchers, books and journals on community health fund. However, these scholars did not report adequately on key factors which motivate and or de-motivate community members joining the Community Health Fund. 
In that view, unlike the findings stated above and others of the same kind as shown on previous chapter, this study mainly focus to answer the research questions which aim to assess community involvement and enrolment on CHF scheme in accessibility of good health care services expecting to extract information from 86 respondents in Meru District.

CHAPTER THREE

RESEARCH METHODOLOGY

3.1 Introduction

This chapter aim to presents the way in which data were collected, analyzed and presented. It shows the Description of the Study Area, Research Design, Population and Sample Size, Sampling Techniques, Methods of Data Collection and Techniques as well as Data Analysis techniques.
3.2 Description of Study Area

The study took place in Meru District in Arusha Region, Tanzania. Meru is among the 6 districts in the Arusha Region of Tanzania and has started to implement its responsibilities as a council independent from the financial year 2007/2008. 
3.3 Research Design

According to Trochim (2005), Research design is the back bone of research as it provides the components and plan for the success in carrying out the study and creates framework upon which answers to research questions can be sought. On top of that across-sectional survey try to explain more by collecting data on both the attribute of interest and potential risk factors than just providing data on the frequency (Kumar,1988). 

From this study, cross sectional research design was employed to allow gathering of data from different targeted respondents who are beneficiaries of CHF scheme at one point at a time.

3.4 Population and Sample Size

3.4.1 Targeted Population

Population is the group of the people or elements that have one or more things in common (Kombo & Tromp, 2006). In this work, the targeted populations were local community members (Beneficiaries), District Social Welfare Officers and Government Health and Medical Officers.
3.4.2 Population Sample Size

Defined as the number of items or objects which are selected from the larger group or to constitute a sample (Kothari, 2004).  for any valid research study to be conducted Sample size should not be less than 15% of its population (Schindler, 2008). Therefore, the total selected sample for this study were 86 respondents. 
Table 3:1 Description of the Respondents

	Groups
	Total
	Percentage %)

	Community members (members and nonmembers)
	80
	93

	District Social Welfare Officers (SWO)
	3
	4

	District Health Officer (DHO)
	1
	1

	Environment Health Officer (EHO)
	1
	1

	Community Health Officer (CHO)
	1
	1

	Total
	86
	100 


Source: researcher’s designer (2019)
3.5 Sampling Techniques

According to Godfrey (2012) who cited the work done by Crewel (2005), sampling techniques is the process of selecting the respondents/participants. Therefore, the research work employed purposive sampling as a major technique. 

3.5.1 Purposive Sampling

Purposive sampling is the type of sampling techniques whereby the researcher chooses a sample based on a certain started purpose (Enon, 1995). Therefore, in this study purposive sampling was applied to select community beneficiaries, local government leaders, District social welfare officers and District Health and Medical Officers because they are actors who are directly affected by CHF scheme.
3.6 Methods of Data Collection

Data collection is the process of gathering data with the aim of providing some facts. In the process of collecting data the researcher must have a clear idea of the instruments to use, participant/ respondents and the general idea on the selected area (Sharma, 2008). Therefore, interview and structured questionnaire were applied for primary data collection. 

3.6.1 Structured Questionnaire

According to Sharma, (2008) as cited by Godfrey, (2012), 

Questionnaire is a set of printed or written and selected questions whose responses are the ones that the scholar seeks in order to gain knowledge and clear understanding about a certain targeted matter. The study administered a structured questionnaire to community members, district social welfare and local government leaders as it covers an extensive geographical unit, people and it’s economically reliable. Furthermore, Likert type scale was employed to assess the degree of awareness of respondents towards the CHF scheme.
3.6.2 Interview Method

This is the process of asking targeted questions and receiving or recording answers by using a face to face approach.  The researcher used questionnaires to ask questions related to the objective of the study and record the feedback/responses. This applied approach aided in collecting qualitative first-hand data on the quality and level of community involvement in the CHF scheme (Godfrey, 2012).
3.7 Data Analysis

This is the ordering of data into constituent parts to obtain answers to research questions (Rwegoshora, 2006). It involves editing, coding, computerization and preparation of tables, graphs and diagrams. This study analyzed and described raw data in both qualitative and quantitative way. Quantitative data were statistically analyzed by using SPSS while Likert scale was employed for qualitative data which were coded, tallied and statistically described and analyzed using Microsoft Office Excel.  

Likert scale, as used in this study can be defined as a response scale primarily used in questionnaires. It requires a respondent to indicate a degree of agreement or disagreement with a variety of statement related to the attitudes or objects (Mahankale, 2013). The scale measurement in this study was ranging from ‘much aware’ on one end to ‘not aware’ on the other end then the responses are assigned a numeric value, and the total scale score is found by summing the numeric response given to each item. Moreover, the Likert four-point scale was applied in measuring the objective number two on the degree of awareness of respondents towards CHF scheme as it is the best scale on recording opinions on CHF services which members have experienced. Also, the researcher applied Likert scale because it is highly reliable, easy to understand and takes much less time to construct (Kothari, 2004). 
The use of Likert scale has been identified by other scholars with limitations such as, forces a choice when a respondent has no opinion as well as some of the respondents might not answer at all (Montserrat 2015). In order to ensure that all questionnaires are thoroughly attempted, the researcher availed himself before the respondent when administering questions for further clarity or clearing ambiguities to support respondents from skipping any question. Therefore, both mentioned form of data were presented in form of tables, graphs and charts in percentage.
CHAPTER FOUR

RESULTS AND DISCUSSION

4.1 Introduction

This chapter presents and analyses finding collected from the field regarding the involvement and enrolment of the community in CHF scheme in accessing quality health care services. The analysis and discussion of the findings have been presented in line with specific objectives and research questions that guided the study. 
4.2 Demographic and Social Characteristics of the Respondents

The demographic and social characteristics of respondents examined were gender, marital status, age, level of education and occupation. These features are essential because they helped to suggest the possible responses in analyzing the involvement and enrolment of the community in CHF scheme as well as in accessing quality health care services provided under CHF scheme.

4.2.1 Respondents Distribution by Age and Sex
The purpose of obtaining data on the basis of age and sex was to gain the insights and determine age participation in CHF scheme between male and female in Meru community. The findings in Table 4.1below shows that, 28.8% were males and 71.3% were females. Furthermore, the age group between 28 and 37 are more enrolled and involved in CHF by 35% (28) respondents while the age above 58 years are less involved and enrolled by 6.3% (5) respondents.
Table 4.1: Age and Gender of the Respondents
	N=80
	Gender
	Total

	
	Male
	Female
	Frequency Male and Female
	% of Male and Female

	
	Frequency
	%
	Frequency
	%
	
	

	Respondents age group
	18-27
	3
	3.8
	10
	12.5
	13
	16.3

	
	28-37
	11
	13.8
	17
	21.3
	28
	35.0

	
	38-47
	4
	5.0
	17
	21.3
	21
	26.3

	
	48-57
	4
	5.0
	9
	11.3
	13
	16.3

	
	58+
	1
	1.3
	4
	5.0
	5
	6.3

	
	Total
	23
	28.8
	57
	71.3
	80
	100.0


Source: Field study, (2019)

In nutshell, Table 4.1 shows that, the membership by assessing the age groups, females’ engagement to CHF is higher than males. The study suggests that female ratio is higher due to the fact that, majority of them are either head of their families such as being widows or house wives who were met during data collection. Therefore, in this study, age, and sex were considered a very crucial variable as they determine which aspect of the demography is more likely involved and have more or less contribution in the involvement and enrolment of CHF scheme.

4.2.2 Respondents Distribution by Occupation and Level of Education

The levels of education of the respondents were grouped into five categories while occupations were sorted into four categories as shown in Table 4.2 below. The researcher was interested to assess the relationship between level of education and occupation so as to determine to what extent was respondents in a position of accessing CHF health insurance. The findings shows that, 5% had no formal education, 56.3% had primary education, 22.5% had secondary education, 8.8% had certificates and diploma level and 7.5% had bachelor degrees and above. On the other hand, the study depicts that, of all the respondents 21.3% were employed, 43.8% were self-employed, 28.8% freelancers and 6.3% were unemployed. 
Table 4.2: Level of Education and Occupations of the Respondents
	 N=80
	 
	Occupation of the respondents
	Total

	
	
	Employed
	Self employed
	Wage jobs
	Not employed
	

	Level of education
	Formal education
	%
	1.3
	0
	3.8
	0
	5

	
	Primary education
	%
	2.5
	27.5
	22.5
	3.8
	56.3

	
	Secondary education
	%
	6.3
	12.5
	1.3
	2.5
	22.5

	
	Certificate/Diploma
	%
	6.3
	1.3
	1.3
	0
	8.8

	
	Degree and above
	%
	5
	2.5
	0
	0
	7.5

	Total
	 
	%
	21.3
	43.8
	28.8
	6.3
	100


Source: Field study, (2019)

The findings revealed that 95.1% of the respondents have attended formal education between primary and university level giving them a higher probably to make decision towards CHF membership. Furthermore, the study revealed 93.9% of the respondents were engaged in different income generating activities which the study reveals that it has helped them affording the CHF membership fee.

4.2.3 Respondents Distribution by Marital Status

The researcher was interested to assess potential group with possibility of having large number of family members who can be enrolled in CHF scheme. The study finding shows that, 12.5% were not married/ single, 55% were married, 10% were separated, 5% were divorced while 17.5% are widows.
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Figure 4.1: Marital Status of the Respondents
Source: Field study, (2019)

The study shows that, married people have higher involvement in CHF by 55% while divorced group hits the bottom level by only 4%. The two groups have shown such a big range due of their participation in this scheme for various reasons such as financial stability and the level of dependents they have.
4.3 The Extent to Which Community Is Involved and Enrolled in CHF Scheme in Meru District Council

4.3.1 Membership in CHF Scheme
The researcher intended to assess the degree of family engagement in CHF scheme. Respondents were asked if their households are beneficiaries of the CHF scheme and the resultsare presented in Table 4.3 showing that, 44% were active members, 29% were non members while 28% dropped out due to different reasons such as insufficiency of money to renew their memberships, lack of awareness and expired duration of their cards. 

Table 4.3: CHF membership

	 N=80
	Frequency
	Percent

	CHF member
	35
	44

	Non CHF member
	23
	29

	Quitted from membership
	22
	28

	Total
	80
	100


Source: Field study, (2019)

The findings concur with the study done by WHO (2003) that, membership rates are likely to be easier if the unit of membership is a household rather than an individual person. When the household is used as a basis for membership it helps to achieve higher rates of enrolment. Therefore, this study also concludes that, the unit of Membership in CHF is on the household basis hence membership is much easier to attain.
4.3.2 Capacity of CHF Coverage in Family Level

CHF scheme was established with an intention of covering at least a maximum of 6 family members which was the researchers desire to assess. Respondents were asked to disclose the maximum members in their families and if the scheme cutters their need. The finding shows that, 76.3% had less than six members, 8.8% had exactly six while 15% had more than six members. The Table 4.4 below provides details of the responses.

Table 4.4: Coverage of CHF Scheme at Family Level
	Members of in the household level
	Number
	Frequency
	Percent

	
	Less than six 
	61
	76.3

	
	Six 
	7
	8.8

	
	More than six
	12
	15

	
	Total
	80
	100


Source: Field study, (2019)

From the findings above, there is relationship between families with six members and those that have above six members. This implies that, there is a possibility of families with 6 members and above to be unwilling from being enrolled in CHF scheme due to the fact that its coverage limit and count off one or more of their member (s). The findings, agree with the report of American Institute of Medicine-IOM (2002), which suggested that, when a member of a family is sick, the whole family can be affected therefore whether having an uninsured member of the family might affect the entire family. The report concluded that, there is catastrophic dropping out of members from health schemes which limit number of people in a family to the health schemes with larger coverage.
4.3.4 Ways and Extent to which Respondents were Informed and Involved in CHF Scheme

Respondents were asked to indicate the powerful ways which were used to ensure and encourage the involvement and enrollment of the community in the CHF scheme as well as to what extent is individual informed about CHF Scheme. The responses in Table 4.5 below shows that,the following means have played the great role in providing information where, media 23.8%, CHF team 10%, government officers 16.2%, Non government organizations 22.5% and friends by 27.5%. Furthermore, the findings shows 21.2% were very well informed, 52.5% somehow informed, and 26.2% were not very well informed hence need to be informed more. The table below shows the detailed information about the discussed aspect of information sources.

Table 4.5: Ways and Extent to Which Members Were Informed and Involved in CHF Scheme
	N=80
	Extent informed about CHF
	Total

	
	Very well informed
	Somehow informed
	Not well informed
	

	Ways to educate people to join in CHF
	media
	%
	0.0
	17.5
	6.2
	23.8

	
	CHF staff
	%
	6.2
	0.0
	3.8
	10.0

	
	Government health officers
	%
	8.8
	5.0
	2.5
	16.2

	
	NGOs
	%
	5.0
	15.0
	2.5
	22.5

	
	Friends
	%
	1.2
	15.0
	11.2
	27.5

	Total 
	
	%
	21.2
	52.5
	26.2
	100


Source: Field study, (2019)

From the above given statistics, it’s shown that friends have spread information in abundance by 27.5% higher than any other means, despite of their wide coverage, but the accuracy of the information in is 1.2%. On the other hand, means such using government officers are more accurate (8.8%) compared to others but their coverage is quite small to only 16.2%. For this reason, friends could be more reliable source of information to spreading information only when they have accurate information to tell. The study conducted by Kapologwe, (2017) concurs with the findings of this study by revealing friends as the most powerful way but it has also mentioned health service providers, local radio media, community leaders and community sensitization as other means to be considered.

4.3.5 Level of Awareness of the Respondents

The researcher believed that, there is close relationship between level of awareness and purchasing power of the CHF membership hence the researcher categorized the ratio of measurement into four major categories which were much aware, aware, and slight aware and not aware. Therefore, the researcher applied Likert type scale to assess the level of member`s awareness on CHF scheme. Results of the finding are hereby presented that, 53.8% were much aware that CHF is a Voluntary scheme to cover six family members, 28.8% that scheme are for people in informal sector, 70% believe that there is premium cost of 30,000 per year, 73.8% are aware that membership expires after 1 year, 22.5% scheme covers only basic medication and 52.5% scheme is for poor people.
Table 4.6: Awareness of the Respondents on CHF Scheme
	Awareness level
	Respondents
	Voluntary to cover six members
	Scheme for people in informal sector
	Scheme to pay 30,000
	Membership expire after 1 year
	Covers only basic medication
	Scheme for poor people

	Much aware
	%
	53.8
	28.8
	70
	73.8
	22.5
	52.5

	Aware
	%
	21.3
	26.3
	15
	7.5
	37.5
	27.5

	Slightly aware
	%
	17.5
	27.5
	3.8
	8.8
	26.3
	12.5

	Not aware
	%
	7.5
	17.5
	11.3
	10
	13.8
	7.5

	Total
	%
	100
	100
	100
	100
	100
	100


Source: Field study, (2019)

The study revealed that, the involvement of people in CHF is affected by the perception which brings about the biasness that scheme is for poor people (52.5%) or for people who are in the informal sectors (28.8%). Ghana-NHIA (2010) mentioned biasness as a barrier to NHIA registration, more people from the richest households investigated perceive the National insurance scheme as the poorest health scheme for poor people and services are also poor. Due to such circumstance, poorest households were no longer comfortable to register under NHIA hence discourage the membership by 11% just as it is in CHF.

4.3.6 Satisfaction Level of Registered Members on CHF Scheme

Researcher was interested to assess the level of satisfaction on registered members as well as the extent to which community is informed about the CHF scheme. Six key informants (1 DHO, 3SWO, 1EHO and 1CHO) were asked and the results shows that, 100% were not satisfied with the number of registered members while 66.7% believed community members were not well informed hence need to be informed.

Table 4.7: Shows Satisfaction Level of Registered Members on CHF Scheme
	N=6 Key informants
	Officers satisfaction on number of CHF members
	Total

	
	Somehow satisfied
	

	Extent to which community is informed about membership of CHF scheme
	Very well informed
	Percent
	16.7
	16.7

	
	Somehow informed
	Percent
	16.7
	16.7

	
	Not well, hence need to be informed
	Percent
	66.7
	66.7

	Total
	Percent
	100.0
	100.0


Source: Field study, (2019)

The findings revealed that, none of the key informant was satisfied with the number of the people who are enrolled in the CHF scheme. This might be due to but not limited to shortage of budget, poor education strategies and low coverage. The findings go in hand with the Indian Journal of Medical Research (2012) which mentioned low coverage, unavailability of staff and medicines as well as the rude behavior of the staff as potential barriers towards community registration on public health schemes.

4.4 To Identify the Quality of Health Care Services from Health Centre’s Accepting CHF Cads in Meru DC

4.4.1 Quality of Health Services from Hospital Accepting CHF

Members and those who have recently quit membership were potential respondents who were targeted by the researcher in order to assess the quality of health care services from hospitals which accept CHF cards. The result in Chart 4.2 shows that,10% believed that the health care services are excellent, 42% services are good, 24% services are fair and 24% services are poor as described below;
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Figure 4.2: Shows the Quality of Health Care Services in the Hospital Accepting CHF Card

Source: research findings, (2019)
From the findings above, at least 52% believes that, CHF provides quality health services as the intended goal is concerned. However, there is another good number of respondents 48% who are not satisfied with the degree of services provided. According to them (48%) CHF did not meet the anticipations of members in providing quality health services. Therefore, from this perspective the study found out that, the range between satisfied and unsatisfied members is only 4%, which literally suggest that the two parts are nearly equal, hence the scheme needs to be improved in several area of its coverage. 

Stephen(2015) mentioned shortage of staff, lack of diagnostic equipment, long waiting time, and shortage of drugs which force members to use their out of pocket money to buy medicines from private pharmacies are among the barriers towards the quality of health services from hospital/dispensaries which accept CHF card.
4.4.2 Level of Satisfactions on the Quality of CHF Services

The researcher was interested to assess the level of community satisfaction on the quality of health services that are provided under CHF health scheme. Both active and those who have recently quit membership were asked to weigh the degree of satisfaction on the services offered from the health centers which accept CHF card. Data in chart 4.3 shows that 19 % were completely dissatisfied, 19% somehow dissatisfied, 48% somehow satisfied and 14% were completely satisfied. 
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Figure 4.3Level of Satisfaction on the Quality of CHF
Source: research findings, (2019)
According to WHO (2001), one of the criteria for health scheme to meet the international standard is 90% satisfaction level of the health care services provided. That is; an individual has to be given more than 90% of quality services as well as referrals so as to make sure she/he experiences the better services on time. The findings revealed that,the CHF scheme in Meru District has met WHO international standard by only 62%. Hence the services provided needs to be underlined into the point of consideration so as to increase the degree of members` satisfaction.

4.4.3 Efforts Taken by the Government to Improve the Quality of CHF Services

The researcher was interested to measure respondent’s perception and at what level the targeted beneficiaries were aware of the new changes since the researcher realized the effort made by government towards improving the quality and coverage of health services under CHF health scheme. The findings in table 4.7 shows that, 82.5% were aware, 15% were not aware while 2.5% were not sure if the strategy intends to improve CHF scheme. Furthermore, 48.8% believes the strategy will be successful while total of 33.8% believes the strategy will not be successful and 17.5% were not aware with the made new changes at all.
Table 4.8: Shows the Level of Awareness on Changes Made by Government to Improve the Quality of the CHF Scheme
	Level of awareness on CHF Changes
	Respondents
	Will the efforts be successful
	Total

	
	
	Yes, if they will be serious
	No, because I`m not well informed
	No, because there is no changes made on health centers
	Not aware at all
	

	Yes, I`m aware
	Percent
	48.8
	3.8
	30
	0
	82.5

	 No, I’m not aware
	Percent
	0
	0
	0
	15
	15

	Not sure if the strategy is for improvements
	Percent
	0
	0
	0
	2.5
	2.5

	Total
	Percent
	48.8
	3.8
	30
	17.5
	100


Source: research findings, (2019)

The findings revealed that, there was good number of 82.5% who are aware on changes made by government toward improving the quality of services under CHF scheme but the important thing to highlight is respondent’s perceptions since 48.8% believed the changes will only work if the implemented efforts will seriously be put into action. Furthermore under the concept of minority right, the findings revealed that there is group of 3.8% who were not educated as well as group of 17.5 % respondents who were not aware at all hence, the policy implementers have to put their needs into consideration in order to improve the quality of health care services under CHF scheme.
4.4.4 Cooperation among Key Stakeholders in Improving the Quality of CHF Scheme

The researcher was intended to assess the nature of cooperation among important parties which are responsible to ensure the quality of health care services under the CHF scheme. Key informants (DHO =1, SWO=3, EHO=1 and CHO=1) were asked how often and under what circumstances their offices are working together with CHF staff/office to improve the services under CHF scheme. The result in chart 4.4 shows that, 33.3%cooperate when planning for budget and 66.7% when the scheme was launched.

The findings revealed that, apart from planning the budget as well as launching the scheme, key stakeholders do not have functioning cooperation especially in day to day routine. This indicates that, the room for new ideas toward improving quality of CHF scheme is very narrow due to the fact that some of the potential figures who may add potential ideas are excluded; hence it holds back the effort employed by government towards improving the quality of CHF scheme.
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Figure 4.4: Shows the Level of Cooperation between Key CHF`S Stakeholders

Source: research findings, (2019)
4.5 Sustainability of CHF Scheme In Provision of Quality Health Care Services in Meru DC

4.5.1 Non Members Willing to join the CHF Scheme
The study intends to assess possible reasons which discourage CHF membership as well as the level of willingness among non-members to purchase the CHF membership. Table 4.8 below demonstrates hindrances towards the CHF membership as follows; 82% of the respondents are not well informed, 4% claims for low coverage, 4% lack truston CHF scheme and 9% know nothing about CHF membership. On other hand 74% are willing to join while only 26% are not willing due to low coverage, Poor quality and lack of trust.
Table 4.9: Shows Non-Members Willing to Join the CHF Scheme
	 N=23


	Willingness to join CHF
	Total

	
	Yes
	No
	 

	Not well informed
	Percent
	65
	17
	82

	have no trust on CHF
	Percent
	0
	4
	4

	 CHF covers only basic medication
	Percent
	0
	4
	4

	Know nothing about CHF
	Percent
	9
	0
	9

	Total
	
	74
	26
	100


Source; research findings, (2019)

The joint report prepared by World Health Organization (WHO) and the World Bank (2018) concurs with this study by identify other hindrances such inaccurate diagnosis, lack of trust, medication errors, inappropriate or unnecessary treatment, inadequate or unsafe clinical facilities and health providers who lack adequate training to hold back the membership ratio of the health schemes which are serviced under public health centers at the countries of all income levels. 
The findings revealed that, despite of illiteracy and lack of trust to be the hindrances towards CHF membership but also there is good number of 74% who are willing to purchase CHF membership. Hence the study suggests the need of education program to make membership more effective and sustainable.

4.5.2 Quitted Members Willing to Renew Their Membership

The researcher was interested to assess the possible reasons for members` drop out from CHF scheme as well as their willingness to renew the membership. The findings in Table 4.9 shows 32% quitted due to expires of their membership card without any benefits while 32% fail to afford the membership fee, 4% not aware it is possible to renew the membership card and 32% have joined other health schemes. Furthermore, the findings show that, 64% are not willing to renew the membership while 36% are willing to renew their membership.
Table 4.10: Shows the Reason for Members` Dropping out VS Willingness to Renew the CHF Membership 
	 N=22
	Willingness to Renew Membership
	Total

	
	Yes
	No
	

	Reason to quit from CHF
	 Membership expired without benefit
	%
	0
	32
	32

	
	Lack of money to renew
	%
	27
	5
	32

	
	Not aware it is possible to renew
	%
	5
	0
	4

	
	Have joined other insurance scheme
	%
	5
	27
	32

	Total
	%
	36
	64
	100


Source: research findings, (2019)
The findings above concurs with the study done by Mastad (2006) and  Lekashingo (2012) which shows that, long distances to health facilities, illiteracy, economic hardship, corruption and lack of strong leadership for CHF scheme are responsible factors for households member`s drop out. Furthermore, Schneider and Diop (2001) mentioned affordability of contributions is a determinant of membership to CHF. The cost of contributions, which exceeds 5-10% of the annual family budget could be an obstacle to membership and may cause high number of drop outs.

In connection to the above discussions, the findings from this study revealed total of 52% such that 33% have joined to other insurance and 22% are not willing to renew their membership hence concludes that, without strong strategies the sustainability of the CHF will gradually getting worse and finally private and other schemes may take over. 

4.5.3 Perception of the Community on CHF

The researcher intention was to assess the perception and attitude of the people at household level toward the sustainability of the CHF scheme. The findings in table 4.10 shows that, 43.8%perceived as a fair system to reduce medical cost, 21.3% good scheme in future, 16.3% good for basic health services, 11.3% good for quality health services while 7.5% believed the scheme is poor with uncertain future.

Table 4.11: Shows Community Perception on CHF Scheme
	 N=80
	Frequency
	Percent

	
	Good system for quality health services
	9
	11.3

	
	Good system for basic health services
	13
	16.3

	
	Fair system to reduce medical cost
	35
	43.8

	
	Good system in future
	17
	21.3

	
	Bad system with no future
	6
	7.5

	
	Total
	80
	100


Source; research findings, (2019)
MCDGC (1997) mentioned the objectives of the scheme is to provide a sustainable financial mechanism which enables communities to contribute to their health care costs, improve access to health care for rural communities and those in the informal economy, improve the quality of health care through equipment, supplies, and human resources and to promote decentralization and community empowerment with the aim of improving health care management. Therefore, the findings revealed that despite of low percent of the respondents who are in support of CHF scheme, the opinions of many who are indirectly supportive do reflects the intended objectives which may be considered as the added advantage towards the strengthening of the CHF scheme. 

4.5.4 CHF VS Other Health Insurance

Respondents were asked if CHF scheme can compete with other public and private health insurance schemes. The intention of researcher was to measure the suitability of CHF scheme in comparison to other health schemes. The findings in Table 4.11 shows that,27.5% believes CHF can compete because it is cheaper, 6.3% can compete because government allocates enough budget, 43.8% no unless there is improvements, 13.8% no due to poor coverage while 8.8% no because people start preferring other health schemes.
Table 4.12: CHF VS other Health Insurance
	 N=80
	Frequency
	Percent

	
	Yes, because it’s cheaper than other schemes
	22
	27.5

	
	Yes, government allocate enough budget
	5
	6.3

	
	No unless there is improvement
	35
	43.8

	
	No due to poor coverage
	11
	13.8

	
	No, people prefer others scheme
	7
	8.8

	
	Total
	80
	100


Source; research findings, (2019)
The findings above revealed that, total of 66.4% believes the CHF scheme cannot compete with other health insurance due do different reasons such as poor coverage and lack of improvements. According to the World Health Organization (2003), the sustainability of the CHF depends on financial feasibility, reasonable contribution, marketing and communication, partnership with good providers and the management data and accounting.

CHAPTER FIVE

CONCLUSIONS AND RECOMMENDATIONS

Based on the study findings and the experience gained during the conduct of this study, a number of conclusions have been drawn. For clarity purposes, the conclusions are presented into three sections as follows. 
5.1 Conclusions

5.1.1 Community Involvement and Enrolment on CHF Scheme in Meru District Council

It was found that, there was no significant ratio of the community involvement and enrollment in CHF scheme when comparing members and non-CHF members. It has evidenced from the study that, active members were 44% while non members were 29% and recently families dropped from CHF were 28% which is more than half of active the members. Number of reasons such as low coverage, insufficient ways used to inform and encourage membership and negative attitude are among the factors which discourage CHF membership. On top of that, there is 100%opinions from the key informants who were not satisfied with the number of families enrolled in CHF scheme. 
5.1.2 Quality of Health Services from Hospital Accepting CHF Cards

Regarding thoughts towards the quality of health services provided under CHF scheme it was found that, generally the quality of health services among members differ by the ratio of 4% between those who believe the quality is good and those who believe it’s not. Furthermore total of 48% were somehow satisfied with the quality of the services under CHF scheme. It is concluded that CHF has failed to inspire people about quality services delivered. 
5.1.3 Future Trend of CHF in Provision of Quality Health Care Services in Meru DC

It was found that, 43.8% of the responds believes CHF will not compete with other health insurance while on other hand 66.4% of the responds were financially stable but not willing to renew their membership hence it predicts the decline of the membership and CHF sustainability.
5.2 Recommendations Revealed

Based on the study findings, a number of recommendations can be made: 

i. The government should establish a fair ground for NHF and CHF schemes to compete since the findings from Table 4.9 revealed that, 33% of families dropped out to join NHIF scheme therefore the study identified NHIF as a major threat to CHF towards its sustainability. 
ii. Government should empower groups of people from the community to encourage CHF membership since the study revealed group of friends which contributed for 27%.

iii. Government should also expand the scheme`s coverage perhaps by contributing on the supply of human resource especially specialists on different diseases that are very common which may help to increase medication coverage so as to increase the membership involvement and enrolment. 

iv. CHF has to find out and negotiate with the private hospitals to accept CHF cards. This will help to reduce burden from public health centers and ensure services are at high quality and provided on time.

v. CHF must prioritize and practice monitoring and evaluation system. The system will help to track the degree of beneficiaries’ satisfaction, degree of performance as well as areas which may need to be improved. Furthermore, M&E system may ensure accuracy dissemination of the information which may help to reduce member`s drop out and ensure sustainability of the scheme. 

vi. CHF must be empowered by government under the responsible ministry to initiate their own facilities such as health centers and laboratory centers at least in every region of the country so as to demonstrate and provide quality health services as it is required to meet the international health care standard. Also this may help to build and return people`s trust towards CHF and therefore, reduce members drop-out. 

vii. Finally, the government and development partners should allocate enough budgets to CHF to improve the quality of services delivered and enhance its competitive power against other health insurance schemes. 
5.2.1 Areas for Further Research

This study was conducted based on assessing the community involvement and enrolment on the CHF scheme. However, study discovered that slightly little has been covered by other scholars in the area of CHF sustainability. Therefore, under this study, it is recommended that further study to be done with major concentrations on assessing the sustainability of CHF scheme by looking on the strategic measure and approaches taken by CHF to overcome the gradually growing competition in Tanzania.

REFERENCE
Alexander S., Carrin, G., Dror, D., Jakab, M. & Hsiao, W. (2005). Effectiveness of community health financing in meeting the cost of illness, Bulletin of   the World Health Organization, 80(2), 143-150.

Beraldes, C., Carreras, L. (2003). Willingness to pay for community health fund card in Mtwara rural health district, Medicines sans Frontiers, Spain: Medicines sans Frontiers.
Cameroon, R. (1998). A sequential mixed model research design: Design, analytical and display issues. International Journal of Mixed Research Approaches, 3(2), 140-152.

Camp, W. G (2001). Formulating and Evaluating Agyemang-Gyau, P (1998). The Ability and Willingness of People to Pay for their Health Care: The Case of Lushoto District, Tanzania. unpublished M.A Thesis Heidelberg University, German.

Carrin, G. (2003). Community Based Health Insurance Schemes in Developing Countries: Discussion Paper No. 1-2003, WHO, Geneva. 

Casley, D. & Kumar, K. (1998). The Collection, Analysis, and Use of Monitoring and Evaluation Data, written paper, Johns Hop- kins University, USA.
Chatama, D (2007). Community Health Fund in Tanzania, Predictors of and Barriers to Enrolment, unpublished MA Thesis Cape Town University, South Africa.

Chee, G. & Smith, K (2002). Assessment of the Community Health Fund in Hanang District, PHR plus, Dar es Salaam, Tanzania.

Cooper, D. & Schindler, P. (2008). Business research methods, 10th Ed., New York: McGraw-Hill/Irwin.
Dror, D. & Jacquier, C. (1999).  Micro Insurance: Extending Health Insurance to the Excluded for gynecological symptoms, International Social Security Review, 52(1), 71 – 97.

Ekman, B. (2004). Community-based health insurance in low-income countries, a systematic review of the evidence. Health Policy Plan, 19(5), 249-270. 

Grant and Osanloo, (2014). Understanding, selecting, and integrating a theoretical framework 

Haazen, D. (2012). Making Health Financing Work for Poor People in Tanzania, Report Number 66724(1), The World Bank, Washington, D.C.

IOM, (2002). Health Insurance is a Family Matter, American Institute of Medicine, U.S.A

Kapologwe, N., Kagaruki, G. B., Kalolo, A., ally, M., Meshak, M. Briet, A & Stoermer, M. (2017). Barriers and facilitators to enrollment and re-enrollment into the community health funds/Tiba Kwa Kadi (CHF/TIKA) in Tanzania: a cross-sectional inquiry on the effects of socio-demographic factors and social marketing strategies, BMC Health Services Research 17, 308.

Kara, R. (2015). Measuring the impact of health insurance with a correction for selection bias – a case study of Ecuador. Global Health Action, 10(8), 8.
Kothari, C. R. (2004). Research Methodology, Methods and Techniques. New Delhi: New Age International (p) Limited Publishers.

Krishnan, J. (2015).  Factors influencing implementation of Community Health Fund in  Tanzania. Health Policy Plan, 2, 32-35.

Kumar, M. & Patil, A. (2016). Formulation and evaluation of intragastric hydrodynamic balanced system of itopride hydrochloride, Research Journal of Pharmaceutical, Biological and Chemical Sciences, 1(2), 137-142.

Lekashingo, D. (2012). Exploring the effects of user fees, quality of care and utilization of health services on enrolment in community health fund, unpublished M.A Thesis Muhimbili University, Dar es Salaam, Tanzania.

Luse, M. (2012). Selecting a research topic: A framework for doctoral students. International Journal of Doctoral Studies, 7, 143-153. 

Marwa, C. (2013). Expanding Insurance Coverage through NHIF, Presentation in Nairobi, NHIF.

Miles, H. (1994). Qualitative Data Analysis an Expanded, Thousand Oaks, CA Sage Publications.
MOH, (1999). Community Health Fund (CHF) Operations Guidelines, URT

MoSW, (2007). Primary Health Services Development Programme (PHSDP) 2007 -2017 (Mpangowa Maendeleowa  Afya  ya Msinggi [MMAM]2007 - 2017), MoSW. 
Mteiand, M. J. (2007). Community Health Funds in Tanzania: A literature 
review Ifakara Health Research and Development Centre, Dar-es Salaam, Tanzania.

Munishi, G. (2001). Constraints to Scaling Up Health Interventions CMH Working Paper Series, Tanzania.

NHIA, (2010). Ghana National Health Insurance Authority annual report. Ministry of Health: Accra, Ghana.
Nyman, J. (1998). The value of health insurance, Journal of Health Economics, 18, 14-52.


Peshkin, A. (1993). The goodness of qualitative research. Educational Researcher, 22(2), 23-29.

Phyllis, A., Katz, ‎D. Taylor, A. (2013). Theoretical Frameworks for Career and Technical Education Research. Journal of Vocational Educational Research, 26(1), 27-39.

Sharma, S. (2008). A study of stress and cope-up strategies of service sector employees. ﻿Indian Management Indian Management Studies Journal, 12, 19-35.
Sheuya, S. A. (2006). Assessment of the Rungwe Smallholder Tea Growers Association and wakulima Health Fund Programme: Draft Report. Dar es Salaam, University College of Lands and Architectural Studies (UCLAS).

The Boston College Center for Corporate Citizenship, (2019). Community Involvement, retrieved on 30th February, 2019 from; https://ccc.bc.edu/content/ccc/research/ corporate-citizenship-news-and-topics/corporate-community-involvement.html
UNICEF, (2018). Health budget report for Tanzania mainland, Tanzania

URT, (2001). The Community Health Fund Act, United Republic of Tanzania.

WHO, (2010). The World Health Report on Health System Financing, the path to universal coverage, Geneva, WHO Library Cataloguing-in-Publication Data.

APPENDICES
Appendix I: Guide questions for the Health/Social Welfare Officer

Part I: Personal Particulars

1.  Title/Position of the Respondent __________     2. Gender  __________

Part II: levels of community involvement and enrolment on CHF scheme

3. Which way does the government applies most to educate community members on the importance of having CHF membership?

a. Raised awareness direct to the community

b. Through mass media

c. Informed during community meetings

d. Not well educated

e. Completely no education provided

4. To what extent is the community informed about membership of the CHF scheme?

a. Very well informed

b. Somehow informed

c. Not well informed, hence need to be informed more

d. Completely not informed

5. How satisfied are you with the number of CHF beneficiaries under your area of supervision?

a. Completely Satisfied

b. Somewhat Satisfied 

c. Somewhat Dissatisfied 

d. Completely Dissatisfied
6. How often do you mostly work to encourage community members to join in CHF scheme?

a. In every community meeting

b. During field visit

c. When requested

d. I never do so

Part III: quality of health care services from CHF health centers

7. How would you rate the quality of health service from local hospitals which accept CHF cads in your area of supervision?

a. Excellent no weakness

b. Good, weaknesses are minimal

c. Fair, weaknesses are handled

d. Poor, need to be improved

e. Not sure

8. How often does your office work in cooperation with CHF office to maintain and ensure the quality of CHF scheme?

a. When they need statistical data

b. When planning for budget

c. When launching the scheme

d. In daily routine

e. They don’t cooperate 
9. Does your office have any improvement plan to maintain the quality of CHF scheme?

a. Not yet made the plan

b. No, all plans are from ministry level

c. Yes, but not implemented due to insufficient budget

d. Yes and already implemented

Part IV: sustainability of CHF scheme

10. How would you rate the sustainability of CHF scheme?

a. Will last longer due to high coverage

b. Will last for sometime unless enough budgets is allocated

c. Will last for sometimes due to unsatisfactory service

d. Will not last longer people purchase membership from other insurance 

e. Will not last longer due to low coverage

11. Do you think CHF scheme can compete with other health insurance schemes?

a. Yes, it will because it’s cheaper than others

b. Yes, because government allocate enough budget

c. No, unless there are improvements 

d. No due to poor coverage

e. No, people have started to prefer other schemes

Part V Narratives
12. What can be done to improve the level of community involvement in CHF scheme?

___________________________________________________________________

13. What are the efforts which can be employed by government to maintain and improve the quality of CHF scheme?

___________________________________________________________________

14. What is your advice to maintain the sustainability of CHF scheme?

_____________________________________________________________________

“Thank you for your response”

Appendix II:  Dodoso la wanachama/wasio wanachama wa CHF                             

Sehemu I: Taharifa binafsi Code: a) Mwanachama   b) sio mwanachama

1. Jinsia     a) Me    b) Ke

2. Hali yandoa
             a) Sijaolewa        b) Nimeoa        c) Tengana,     d) Achika        e)Mjane
3. Umri (miaka)

       a)18-27,              b) 28-37,           c) 38-47          d) 48-57           e)58 nazaidi.

4. Kiwango cha elimu? 

a)Sijasoma      b) Shule ya msingi     c) Shule ya sekondari

                   d).Cheti au Stashahada        e) Shahada nazaidi
5. Kazi unayoifanya?

a)Nimeajiriwa     b)Nimejiajiri   c) Vibarua   d) Mstaafu      e) Sinaajira

Sehemu II: Kiwango cha ushiriki na ushirikishaji katikabima ya afya ya CHF

6. Idadi ya wanafamilia katika kaya/familia
a. Chini ya watu sita

b. Watusita

c. Zaidi ya watu sita

7. Je umewahi kuwa mwanachama wa bima ya afya ya CHF?

                   a) Ndio   b) Hapana  c) Ndioilanimejitoa

Kama  jibu ni ndio nenda swali (i) , kama jibuni hapana nenda swali la (ii) na (iii),  na kama jibu ni umejitoa nenda swali la (iv). 

I. Je, ni kwanini haujaendelea kuwa mnufaika wa bimaya CHF?

a. Uanachama wangu umeisha bila manufaa hivyo sijajiunga tena

b. Nimekosa fedha za kuongeza uanachama

c. Sifahamu kama ninaweza kuendelea na uanachama

II. Je unafahamu uwepo wa bima mbalimbali za afya?

a. Ndio    b. Hapana

III. Je ni kwanini wewe sio mnufaika wa bim aya afya ya CHF?

a. Sijahamasishwa vya kutosha

b. Sina imani na CHF

c. CHF haina matibabu muhimu

d. Sina ufahamu kuhusu bima ya afyaya CHF

e. Nimejiunga na bima nyingine ya afya nzuri kuliko CHF

IV. Je ulipataje kujua kuhusu bima ya afya ya CHF?

a. Vyombo vya habari

b. Elimu iliyotolewa na CHF 

c. Afisa afya wa serikali

d. Taasisi zisizo za kiserekali

e. Marafiki
8. Ni kwa kiasi gain wadau wa afya/maendeleo wamekufahamisha kuhusu bima ya afya ya CHF?
a. Nimefahamishwa sana

b. Nimefahamishwa kidogo

c. Sijafahamishwa vizuri hivyo nahitaji elimu zaidi

d. Sijafahamishwa kabisa

9. Je ungependa kujiunga/ kuendelea kuwa mwanachama wa CHF?

a. Ndio     b. Hapana

10. Binafsi unaelewa kiasi gain kuhusu bima ya afya ya CHF?

	1, Naelewa sana, 2, Naelewa, 3 Naelewa kidogo, 4 Sina uelewa
	1
	2
	3
	4

	Mfuko wa hiari wa bima ya afya unaohudumia watu sita katika kaya
	
	
	
	

	Mfuko wa watu walio katika sekta isiyo rasmi
	
	
	
	

	Mfuko ambao malipo ya keni 10000/= kwa mwaka
	
	
	
	

	Uanachama unaisha baada ya mwaka mmoja
	
	
	
	

	Ni mpango wa kupata hiyo duma ya matibabu muhimut u.
	
	
	
	

	Watu masikini wamepunguziwa gharama za matibabu
	
	
	
	


Sehemu III: Ubora wa huduma ya afya inayotolewa kupitia bima ya afya ya CHF

11. Unazungumziajeuborawahudumayaafyainayotolewakatikavituovyaafyavinavyopokeakadi za CHF?

a. Nzurisana, hakuna mapungufu

b. Nzuri, mapungufu ni madogo sana

c. Kawaida, mapungufu yanatatuliwa

d. Mbaya, zinahitaji kuboreshwa

12. Je unaridhika kwa kiasi gani na ubora wa huduma za afya zinazotolewa kwa kutumia bima ya afyaya CHF?

a. Naridhika sana

b. Naridhika kawaida

c. Naridhika kidogo

d. Siridhiki hivyo sijajiunga/nmejitoa

Sehemu IV: Uendelevu wa bima ya afyaya CHF

13. Je ni upi mtazamo wako juu ya bima ya afya ya CHF 

a. Ni mfumo bora kwa huduma bora ya afya

b. Ni mfumo bora wahuduma muhimu za afya

c. Ni mfumo mzuri wa kupunguza gharama za matibabu

d. Ni mfumo mzuri wamiaka ijayo

e. Ni mfumo mbaya hauna matumaini
14. Je unadhani bima ya afya ya CHF inaweza kuwa bima bora kushindana na bima nyingine za afya?

a. Ndio, utadumu kwasababu ni gharama nafuu

b. Ndio, serekali inatoa fedha za kutosha

c. Hapana, vinginevyo kuna marekibisho

d. Hapana, kwasababu ya huduma chache ukiliganisha na bima nyingine

e. Hapana kwasababu watu wanapenda bima nyingine

Sehemu V: Maelezo
15. Nini kinaweza kufanyika kuongeza kiwango cha ushirikiwa jamii katika bima ya afya ya CHF?__________________________________________________

16. Ni hatua gain serekali inaweza kuzichukua ili kuboresha bima ya afyaya CHF?

___________________________________________________________________

17. Je ni nini ushauri wako juu ya kuhakikisha bima ya afya ya CHF  inakuwa ni bima endelevu?__________________________________________
Appendix III: English version questionnaire for CHF members/non members 

Part I: Personal Particulars

1. Sex of respondent        

a. Male    b. Female            

2. Marital status of respondent       
      a) Single, b) Married, c) Separated, d) Divorced e) Widowed
3. Age of respondent (years)

a)18-27, b) 28-37, c) 38-47 d) 48-57 e)58 and above

 4. What is the highest level of education you have attained? 

a) No formal education b) Primary education c) Secondary education 

d). Certificate or Diploma e) Degree and above
5. What is your occupation?

 a). Employed b) Self employed c) Wage jobs d) Retired/old e) Unemployed 

Part II: levels of community involvement and enrolment in CHF scheme 

6. How many members do you have in your household? 
a. Less than six members 

b. Six members 

c. More than six members 

7. Have you ever been CHF member?

a)Yes      b) No    c) Yes but quitted from membership 

If yes go to question (i), if no go to question (ii) and (iii), and if quitted from membership go to question (iv)

I. Why quitted from CHF membership 

a. Membership expired without positive impact hence I didn’t renew 

b. I have no money to renew my membership 

c. I don’t know if is possible to renew membership

II. do you know the existence of different health insurance?

a. Yes    b. No

III. Why are you not CHF member?

a. I’m not well informed

b. I have no trust on CHF

c. CHF covers only basic medications

d. I know nothing about CHF

e. I have joined other insurance fund

IV. Where did you hear/get to know about CHF health scheme?

a. Through media

b. Awareness raised by CHF 

c. Government health offices 

d. Non government organization

e. Friend or colleagues 

8. To what extent are you informed by development and health stakeholders about CHF scheme?

e. Very well informed

f. Somehow informed

g. Not well informed, hence need to be informed more

h. Completely not informed

9. Would you be willing to join or to renew CHF membership?

a. Yes       b. No

10. Rate your level of awareness on the following statements about CHF as they apply you?

	1, Much aware, 2, aware, 3 slightly aware, 4 not aware
	1
	2
	3
	4

	Voluntary health insurance fund to cover six beneficiaries per household
	
	
	
	

	Scheme for people in informal sector 
	
	
	
	

	The premium is TZS 10,000.00 per year 
	
	
	
	

	Membership expiries annually
	
	
	
	

	CHF covers only basic healthy 
	
	
	
	

	Poor people are exempted from contributing
	
	
	
	


Part III: quality of health care services from CHF health centres

11. How would you rate the quality of health service you receive from hospitals that accepts CHF card?

a. Excellent no weakness

b. Good, weaknesses are minimal

c. Fair, weaknesses are handled

d. Poor, need to be improved

12. How satisfied are you with the quality of service when using CHF card?

a. Completely Satisfied

b. Somewhat Satisfied 

c. Somewhat Dissatisfied 

d. Completely Dissatisfied

Part IV: sustainability of CHF scheme

13. What is your perception about CHF?

a. Good system for quality health services

b. Good system for basic health services

c. Good system to reduce medical cost

d. Good system in future

e. Bad system with no future
14. Do you think CHF scheme can compete with other health insurance schemes?

a. Yes, it will last because it’s cheaper than others

b. Yes, government allocate enough budget

c. No unless there is improvement 

d. No due to poor coverage

e. No, people start to prefer other schemes

Part V Narratives
15. What can be done to improve the level of community involvement in CHF scheme?

___________________________________________________________________

16. What are the efforts which can be employed by government to maintain and improve the quality of CHF scheme?

___________________________________________________________________

17. What is your advice to maintain the sustainability of CHF scheme?

_____________________________________________________________________
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