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ABSTRACT

Health issues have been a problem for Tanzanian community for many years. As such, various health insurance schemes have been introduced in the country, for instance the Community Health Fund (CHF). This study concerned with the effectiveness of Community Health Fund on Heath services of poor communities of Chemba district in Dodoma region in Tanzania. The study investigated the contribution of CHF on the health wellbeing of poor families in Tanzania; examined the quality of health services provided by CHF in Tanzania and find the challenges and solutions facing the fund. The study was guided by the Parasumaran Model (1985). Exploratory and descriptive research designs were used which provided the basis for qualitative and quantitative research approaches. In-depth interviews were used for qualitative responses while survey questionnaires were used for quantitative responses. The quantitative data were analyzed using descriptive statistics through SPSS while the qualitative data were analyzed through content analysis. Findings showed that, CHF had a significant contribution to the wellbeing of respondents. It was also revealed that, though the services exhibited some qualities of services, yet there were some shortfalls in some dimensions of service quality especially safety. Further findings showed that, the services were of low quality partly because of lack of commitment on part of the government and CHF management towards the fund. They also implied that, CHF members do not get a comprehensive health package and hence suffer in treating themselves. It is recommended that, there should be a compressive education to CHF members and increase government commitment to the fund and change of policies that would favor members.

Keywords: Health, Community health, health Insurance, Effectiveness.
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CHAPTER ONE

INTRODUCTION

1.1 Chapter Overview
This section presents the introductory chapter of this thesis. Specifically, the chapter presents background to the study, statement of the problem, objectives, and questions of the study as well as the significance of the study.
1.2 Background to the Study

Health insurance is the protection that covers the entire or a part of the risk of being incurring medical expenses, spreading the risk over a large number of people. Securing health insurance eases the possibilities and unpredictability inherent in a user’s health care expenses. The consumer pays for a health insurance policy and then is subsequently (partly) compensated for his or her future expenses on health care (Saksena, 2016).

Health insurance is also defined as protection against the possibility of incurring medical expenditures among individuals. The coverage pays for medical and surgical expenses incurred by the insured. By valuing the overall risk of health care and health system expenses by form of contributions paid into common fund over a repetitive finance arrangement, such as a monthly premium or payroll tax, to ensure that money is available to pay for the health care benefits specified in the insurance agreement (Paschal, 2015)
Health insurance policy in Tanzania has a relatively longer history since 1993 (MoHSW, 2019). The Nationa Health Insurance Fund (NHIF) was established by the Act of Parliament No. 8 of 1999 and began its operations in June 2001. The scheme was primarily expected to cover public servants but recently favor the private membership. The public formal sector employees pay a mandatory contribution of 3% of their monthly salary and the government as an employer matches the same.
Some of the Health Insurance includes National Health Insurance Fund (NHIF), Social Health Insurance Benefit (SHIB) established as a benefit under the National Social Security Fund (NSSF) and the Community Health Fund (CHF) and Tiba Kwa Kadi (TIKA). Recent statistics show that there were about 7 private firms as indicated in the Tanzania Insurance Regulatory authority (TIRA) which were providing health insurance per se, while a few of other general insurance firms combining health insurance benefit under life insurance (NHIF, 2015).
Health insurance is drawing supplementary attention in developing countries as a means for refining health care exploitation and protecting households against insolvency expenditures. The health financing instrument was established to stabilize the negative impacts of consumer charges introduced in the 1980s, which now seem to constrain heath care optimization, especially for relegated population, and sometimes lead to tragic health expenses. The World Health Organization (WHO) deliberates health insurance as a hopeful means for attaining collective health-care coverage (Ernest Spaan et al; 2015).
According to Soors W. (2010), During the 1970s, the African public health systems worsened in corresponding with the extending economic misery. In 1980s, the introduction of customer costs further inhibited access to care and intensified discrimination. The African CHI association was developed an anxiety to either improve access to healthcare for a greater percentage of the population, or to guarantee a stable source of income for healthcare provision, or both (Werner Soors et al; 2014). After independence, Tanzania provided health care services for free of charge to the people at all public health facilities. The medical care was sponsored through general taxes and external donor support. Customer fees were removed and consideration was focused to increasing an extensive variety of primary health-care facilities across the country. At that time private facilities were limited, and even forbidden by law in the United Republic of Tanzania in 1977 (McIntyre et al; 2018).
Due to economic deterioration in 1980’s government of Tanzania failed to afford to finance a free health care to the citizens. Then health sector reforms was initiated as part of broader structural adjustment programs under the guidance of The World Bank and the International Monetary Fund. The reforms implanted in new liberal system, intended to reduce government expenditure to address budgetary deficits, introducing cost recovery mechanisms through consumer fees and liberalizing health care services to allow private sector participation (McIntyre et al; 2018).
The Tanzania National Strategy for Growth and Reduction of Poverty (NSGRP), one of its goals is to improving survival, health, nutrition and well being, especially for children, women and vulnerable groups (NSGRP, 2010). Achievement of this goal depends critically on consolidating health service delivery system. Likewise, strategies geared towards nourishing the health of mothers and children by fighting against malaria and HIV and AIDS which are major causes of deaths.

Establishment of health service fee led to the consumption of health services decreased due to the vulnerability of people in developing countries. Consumer fees were also linked with delays in seeking the services and increased reliance on self-medication. According to McIntyre et al (2018), Tanzania has sustained the expansion of health insurance coverage in the last ten years. The National Health Insurance Fund (NHIF) and the community health fund (CHF) were officially introduced in 2001. User fees in public lower-level facilities were introduced alongside the CHF, along with a system of exemptions (free care for priority population groups (children under five-year, pregnant women) and waivers (free care to those who are unable to pay and those with selected illnesses) (Ibid 2010). 
The NHIF is compulsory for public servants, with other prescribed sector workers being able to opt into the scheme. The consumer funds the NHIF by a 6% payroll contribution, splitting equally between the owner and servant, and covers the contributor, their spouse and up to four additional authorized dependents. The NHIF is managed by an independent institution under the Ministry of Health and Social works. Scheme offer comprehensive benefits include inpatient and outpatient care at all public facilities and accredited private and faith-based facilities and pharmacies. Providers are reimbursed on a fee-for-service basis (Macha et al; 2016).
There is a voluntary scheme for the informal sector in rural areas which is The Community Health Fund (CHF) counterparts TIKA which mainly target people in the informal sector in urban area (Macha et al; 2016). This scheme has a historical background where the ministry of health started with the pilot study in Igunga in 1999. According to MoHSW (2019), the scheme was financially supported by the World Bank, households can join and utilize the scheme for between USD 4 to 8 per year. Reimbursements include free outpatient care at a selected ordinary level public facility. Also providers are not compensated for use of facilities by subscribers, but can use scheme’s income to buy drugs, medical supplies, equipment, furniture, and facility maintenance and certain allowances. 
Risk sharing is the key in CHF in which members pay a negligible contribution on a steadily to compensation the possibility of paying a larger fee in utilizing the health care service (Mtei and Mulligan 2017). According to Community health fund Act (2001), the objective of the CHF Scheme is to mobilize financial resources from the community for provision of health care services to its members, to provide quality and affordable health care services through a sustainable financial mechanism, and to improve health care services management in the communities through decentralization by empowering the communities in making decisions and by contributing on matters affecting their health. 
According to McIntyre et al, (2018), A there is some district councils which cover some costs of inpatient services at referral services. They submit requests to the central government to match the contributions made by CHF members through a matching grant (McIntyre et al; 2018). According to WHO (2007), vulnerability in health services is a problem as 47% of healthcare expenses is caused by lack of funds from the consumers. Also, Macha et al; (2016) exposed that in spite of establishment of CHF in 2001, the scheme offers limited benefits in subordinate level services and large population of informal sector still are not covered by the health insurance.  

1.3 Statement of the Problem

As, Tanzania is striving to achieve middle income among its citizens, the country has vowed to develop the worth of its citizen’s health facilities URT (2017). According to Byant et al, (2018), the CHF Policy covers health services from dispensary levels to regional levels.  The government aim to develop the implements for risk sharing and cross-subsidization in order to ensure equality in health service. Tanzania health Profile (2013), revealed Health Management Information System (HMIS), has helped improvement of equal distribution of health services and insurance among Tanzanian citizens. 
Community Health Fund (CHF) was established to change the quality of health facilities. However, it has been noticed in some places that CHF has not helped improve the quality of health services (Macha et al, 2016).  This is indicated by high dropout rate of its members (Ibid). The study further reported that, poor families with more children under five were more likely to join CHF. Despite proven effects of CHF in Tanzania, there has been poor enrollment of citizens to CHF.  According to Macha et al, (2016), there are many community-based health funds in Tanzania apart from the NHIF and CHI, with the later contributing to only 7-10% of all funding contributions. Despite these constraints, the National Health Policy (2017) has reported improvement of health services by the CHF.   
Macha et al, (2014), discovered that there is poor performance of CHF in Tanzania. Some of the reasons reported for this ineffectiveness are; miss-information caused by the lack of education to majority; double subscriptions as NHIF removed public servants who were prospective members of CHF, non-coverage of referral care; 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. Being a relatively new district in Tanzania, literatures do not show similar assessments on the performance of CHF in Chemba district since the establishment of the fund. That’s why this study aims to make research on the effectiveness of CHF services in Chemba district in Dodoma Region in Tanzania.

1.4 Research Objectives

1.4.1 General Objective

To know the effectiveness of community health fund in health care services provision, a case of poor families in Chemba district.

1.4.2 Specific Objectives

i. To investigate out the contribution of community health fund in health care services provision among poor families in Tanzania

ii. To examine the quality of Community Health Fund Services in Tanzania

iii. To examine challenges facing community health fund in health care services provision among poor families
1.5 Research Question

i. What is the contribution of CHF in running of health care facilities for poor families in Tanzania?

ii. What is the quality of CHF health facilities in Tanzania?

iii. What are the challenges facing community health fund in health care services provision among poor families?
1.6 Scope of the Study
The scope of a study explains the extent to which the research area will be explored in the study and specifies the parameters within which the study was operating. Thus, study entails data collection from Chemba district which is among seven districts of Dodoma region. 87 respondents were involved. Specifically, the study covers three important areas namely the extent to which CHF services improve healthcare service provision, the quality of CHF and challenges facing CHF. The study utilized the consumer theory of health insurance.
1.7 Significance of the Study

This study is significant to many stakeholders including the government, the community and other stakeholders. The study will help the government and (TASAF) which helps the community to get funds for joining the health scheme, to judge if the objectives of CHF have been attained or not. The practical objectives of having the fund in place include improving the health conditions of the poor, increasing knowledge among the poor on the significance and presence of the CHF services and whether or not medical services and equipments are available in hospitals or not. 

Thus, the study will help the MoHSW, the CHF and other stakeholders to know success and quality of services provided by the Community health Fund among communities in Tanzania. They will not only be able to know the challenges facing CHF in provision of its services but also get some solutions to get rid of these problems. This study will propose a series of solutions which provide methodologies and methods of how to go about improving CHF services in Tanzania. The net effect of this will be improvement of CHF service quality. 

CHAPTER TWO

LITERATURE REVIEW

2.1 Chapter Overview
This chapter reviews literature related to this inquiry. It summarizes the definitions of key terms, gives theoretical frameworks for the study.

2.2 Definition of Terms

2.2.1 Health 

Health refers to a state of complete physical, mental and social well-being and not merely the absence of disease or infirmity WHO 1948. WHO definition has provide a wide aspect of take into consideration when we are talking about a person health further concept of health can be viewed in two approach medical and sociological approach, sociological approach defined health as the bodily and mental preconditions for participation in social interaction and in society. Correspondingly, failing health refers to bodily and mental states which incapacitate people’s possibility to act, meaningfully, towards others (Elstad 2000).

2.2.2 Community

The concept of community has been explained that it has the characteristics of i) a population in territory organized ii) more or less rooted in the soil it occupies iii) its individual unit living in a relationship of mutual interdependence defined by Lyonn and Driskell (2014). From the characteristics of community given by Park thereby I can say a community is population living together in an area and share the same value and have a bond of relationship.  

2.2.3 Effectiveness

Effectiveness is the capability of producing a desired result or the ability to produce desired output. When something is deemed effective, it means it has an intended or expected outcome, or produces a deep, vivid impression (Peter, 2016).
2.2.4 Community-Based Health Financing

The concept Community Based Health Financing (CBHF) has been explained by Carrin (2013) in developing countries as a response to the existing challenges in the health financing system which include low economic growth, limits on the public sector and low organizational capacity. CBHF is a mechanism whereby community members (households) finance or co-finance costs associated with health services, offering them greater involvement in the management of community financing scheme and organization of health services. CBHF schemes can be seen as a step towards achieving universal coverage following the widely acknowledged difficulties which exist in tax financing and social health insurance, especially in less developed countries (Ibid). Based on this study community health fund will be referred as a voluntary scheme for the informal sector in rural/urban areas and its other part which mainly target people in the informal sector in the urban area (Macha et al; 2016).
2.2.5 Poor Families

Poor families are defined as families whose income is below the federal poverty level (in 2014, $24,008 for a family of four with two children), and living in families with at least one full- or part-time worker (Macha et al; 2016).
2.3 Consumer Theory of Health Insurance

This study uses the consumer theory of health insurance to conduct a study on Community Health Fund in Chemba district. The theory is applicable in this thesis in a sense that, it deals with informing consumers on the available health services but also explains that, health insurance especially for the poor is constrained by income.  Consumer theory assumes that if consumers are perfectly informed, they maximize their utility as a function of consuming various goods, given relative prices, their income and preferences. 
Changes in prices and income influence how much of different goods rational consumers will buy (Begg et al; 2015). Health insurance is expected to be a normal good with a positive income elasticity of demand, implying that the poor 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 (Ibid). 

2.5 Theoretical Review of Literature

2.5.1 The Concept of Community Health Fund 

According to Dror and Jacquier (1919), the concept of CHF is theoretically appealing; its merits still have to be proven in practice. In literature, this question is controversially debated; proponents opine that CHF schemes are conceivable instrument of protection from the impoverishing effects of health expenditures for low-income populations. Kamuzora and Gilson (2017) accentuate that CHF schemes are effective in reaching a large number of poor people who would otherwise lack access to financial protection against the cost of illness but other available studies are less optimistic. Community structures may not necessarily reflect the views of the wider population, critical decisions may not take into account the interest of the poorest, and they may not be excluded from decision making. Carrin et al; (2015) indicated that the common characteristics are that they are run on a non-profit basis and they apply the basic principle of risk sharing.
2.5.2 The Concept of Community Based Health Financing

 Community Based Health Financing (CBHF) has emerged in developing countries as a response to the existing challenges in the health financing system which include low economic growth, constraints on the public sector and low organizational capacity (Carrin 2015). CBHF is a mechanism whereby community members (households) finance or co finance costs associated with health services, offering them greater involvement in the management of community financing scheme and organization of health services (Carrin 2015). CBHF schemes can be seen as a step towards universal coverage following the widely acknowledged difficulties which exist in tax financing and social health insurance, especially in less developed countries (LDCs). 
Problems embedded in tax financing include: a typically small tax base and large informal sector; dependence on donors; weak income and asset taxes; and high dependence on international trade. A move towards social health insurance also poses challenges, namely: difficulties in arriving at a national consensus for a scheme’s structure; income inequalities; and, weak government managerial capacity and poor infrastructure which limits the facilitation of collections, reimbursements and monitoring (Carrin 2015; Carrin, et al; 2015). Given these problems, CBHF schemes are seen as an option for extending insurance coverage in low-income countries, particularly among rural and informal sectors of society (Diop et al; 2016).
2.5.3 Wider Health Financing Reform in Tanzania
 Like many countries in sub-Saharan Africa, faces the twin pressures of a tight public health care budget and the need to improve access to health services, especially for the poor and those working in the rural areas and/or the informal sector. As part of wider reforms in health care financing, Tanzania introduced user fees in 1993. This followed the failure of the government to provide free health care to all its citizens through tax financing due to the increase in treatment costs, emergence of pandemic diseases such as HIV/AIDS and the overall poor performance of the economy (Quijada and Comfort 2013). 
Over time, other financing mechanisms have been added including the introduction of schemes resembling prepaid insurance such as the National Health Insurance Fund (NHIF): Community Health Funds (CHF) and its urban equivalent, TIKA; and various Micro Health Insurance Schemes (MHIS) such as Umasida and Vibindo. More recently, the National Social Security Fund (NSSF) has introduced a health care benefit package known as Social Health Insurance Benefit (SHIB). 

2.5.4 The Community Health Fund in Tanzania 

The CHF started in 1996 with a pilot scheme in Igunga district which was later expanded to other councils with the expectation of covering the whole country (MoH 2019). The scheme was identified as a possible mechanism for granting access to basic health care services to populations in the rural areas and the informal sector in the country. As such, its primary aim was not to raise additional funds but to improve access to health care for the poor and vulnerable groups. The CHF is a form of pre-payment scheme designed for rural Community Health Funds in Tanzania: a literature review 3 people in Tanzania (Munishi 2014). 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. 
According to the Community Health Fund Act of 2001 the objectives of the CHF are: (i) to mobilize financial resources from the community for provision of health care services to its members; (ii) to provide quality and affordable health care services through sustainable financial mechanism; and (iii) to improve health care services management in the communities through decentralization by empowering the communities in making decisions and by contributing on matters affecting their health (URT 2015). 
2.5 Operation of the Community Health Fund 

Membership to the CHF is voluntary and each household within a district contributes the same amount of membership fee, as agreed by members of the community themselves, and is given a health card (URT 2015). The card entitles the household to a basic package of curative health services throughout the year. Normally, coverage is for the household head and other household members below the age of eighteen years. Households that do not participate in the CHF scheme are required to pay user fees on an individual basis at the health facilities at the point of use.

2.6 Empirical Literature Review
2.6 1 General Empirical Review of Literature

Studies indicate that in both developed and developing countries health insurance schemes have succeeded to bring about the required effects on accessibility to health care services which are improved quality of care, increased access to care, provision of financial protection to members, increased providers responsiveness and increased members freedom of choice of providers (Colombo and Tapay, 2014; Morestin and Ridde, 2019).
However, the challenges on accessibility to health care services facing health insurance schemes members in developed countries are higher cost-sharing, some services are not covered (e.g., dental care), some covered services are not provided, poor health care services in rural areas, long waiting time for high-tech interventions, providers discriminate clients based on health insurance schemes and inadequate 24-hours health centres (Huber and Knottnerus, 2018). The challenges of health insurance schemes on accessibility to health care services in developing countries include poor health care services, lack of comprehensive benefits package and presence of out-of-pocket payments (Berkhtout and Oosting, 2018).
The findings of study conducted by Morestin and Ridde (2019) identified another challenge of health insurance to be reduced access to health care services for the insured people. The cause of reduced access was the procedures that require the insured people to pay a health facility for covered health care services received then the scheme will reimburse them later on. The insured people are also responsible to pay for uncovered health care services as well as co-payments required. 

Furthermore, Carrin (2015) analysed the performance of CBHI schemes in developing countries and came up with the following challenges on accessibility to health care services: poor health care services, lack of comprehensive benefits package, lack of provider choice, strict gate keeping and referral practices; and existence of co-payments. Therefore, In order to improve accessibility to health care services both developed and developing countries have to come up with strategies that can address observed challenges. In addition to that, best practices should be shared because it has been found there are variations in effects produced.
2.6.2 Community Health Fund in Tanzania

Waheke, (2015) conducted the study on the effects and challenges of Community Health Fund in Songea District. Her findings show that CHF has impacted the accessibility to health care services. The effects evidenced in access increase and availability of medical supplies at the health facilities. Access increase is manifested by a large number of CHF members attending health facility whenever they fall sick. For the case of availability of medical supplies, there is some improvement compared to some years back. 
The challenges of CHF on accessibility to health care services identified by her study were as follows: lack of comprehensive benefits package, inadequate medical supplies and equipment at the health facilities, inadequate skilled and motivated health providers, lack of local health facilities, lack of choice of providers and existence of out-of-pocket expenditure. To overcome the identified challenges the study shows that the district has taken some measures. First, CHF money has been used to purchase drugs and cleanness equipment. Second, in addressing the challenge of inadequate skilled and unmotivated health providers, the district is conducting supportive supervision, conducting on job training and warning misbehaving health providers. Third, District has initiated the process of introducing Compulsory Community Health Fund because this will increase enrolment. High enrolment directly affects collections which will be used to improve services.
Another study conducted by Msuya et al; (2014) in Igunga District show that, CHF has raised demand for health care services among members. Members have been seeking medical attention when needed because they are insured. Members are financially protected because CHF covers the costs of health care services which are included in the benefits package. Conversely, CHF members have been experiencing out-of- pocket payments for covered health care services which are not found in the accredited health facilities as well as transportation costs. Moreover, income has been found to determine CHF membership since an individual is required to pay for premium and extra costs that might arise. This has adversely affected members’ participation in the programme.
Chee et al; (2013) conducted study on assessment of CHF in Hanang District. The findings show CHF has succeeded to mobilize resources through members’ contributions; and user fees which form major part of collections. CHF money collected was used to purchase drugs and equipment; and to renovate health facilities as a result the quality of services was improved. However, a lot of money was used to construct district hospital and many health facilities had large unused balances. Another finding was low community participation since most of WHCs were not active and meetings with members were not held. 
Therefore, CHF was managed by health facilities in-charges and District Medical Officer (DMO). The implementation of exemption policy was found to be poor in doing so poor community members were denied access to health care services. Furthermore, the study reported poor CHF management and information system leading to insufficient supervision and inconsistent records. Lastly, findings show enrolment of members was low this is one of the reasons for low contribution collections.
Mtei and Mulligan (2017) reported low CHF enrolment which is contributed by low income, low user fees, high premium, and poor knowledge on CHF, lack of comprehensive benefits package, poor quality of health services, poor health providers’ attitude and broad exemption policy. Concerning reaching the poor, it was found that they can’t afford paying for premium; and the exemption policy is poorly implemented.
Consequently, majority of poor people are not benefited by CHF. Also, according to his study management and accountability were poor due to weakness in knowledge and low community involvement. Furthermore, in respect to provision and use of services there were increase in access and some improvement in quality of services. However, lack of comprehensive benefits package, inadequate medical supplies and equipment at health facilities, inadequate skilled and motivated health providers and low freedom of choice of providers were observed; these jeopardize the quality of services provided to CHF members. Sustainability of CHF was found to be threatened by low enrolment and high dropout rate. The two reasons affect contribution collection which is among the main sources of income for CHF.
Kamuzora and Gilson (2017) carried out research on factors influencing implementation of CHF in Tanzania. The study found enrolment was low due to inability to pay membership contributions, low quality of care, lack of trust in scheme managers and failure to see rationale to ensure. The factors contributing to low quality of care identified by respondents were shortage of drugs and essential medical supplies; inappropriate diagnosis due to lack of diagnostic equipments; staff related problems (unresponsiveness to patients’ problems, maltreatment and bad language; absenteeism, staff shortage and corruption); lack of comprehensive services coupled with exclusion of referral system; and lack of choice of health facility of preference. 
Studies that have examined the effects of CHF on accessibility of health services indicates that health insurance schemes have increased access, provided financial protection and improved utilization. Weak evidence has been found in improving drugs availability, improving the quality of health care services and shortening waiting times (De Bock and Ontiveros, 2013; Ekman, 2014; Escobar et al; 2013; Giedion, Alfonso, and Díaz, 2013; Spaan et al. 2013). The effects of health insurance schemes on accessibility to health care services have been found to vary in different contexts depending on the design and implementation process of the scheme (De Bock and Ontiveros, 2013).
2.7 Research Gap

The critical analysis of the literature has revealed that the effects of community health fund in health service provision are inconsistency in results and scanty particularly in the country. Very few studies indicate that CHF has improved access to health facilities for the poor (Msuya et al; 2014). Conversely, others indicate that CHF have failed and contribute very little to the poor, only minorities are benefiting from it and sometimes the resources are not properly managed, thus, making CHF unreliable and unsustainable (Mtei and Mulligan, 2017).  This is reason conducting similar research in Chemba district as there is no study conducted to assess the effectiveness of CHF in health services provision in the district. Furthermore Parasumaran, 1985) a service quality model is less used for studying service quality in the field of social work (It is expected that, with the use of this model, more robust results on CHF service quality, will be found and hence contribute greatly to body of knowledge).
2.4 Conceptual Framework

This study adopts two conceptual frameworks. Someone deals purely with service quality (Parasumaran et al; 1985) and the other shows the relationship between community health fund, its financing, community access to the fund and patients’ satisfaction with the fund. The former was used a grand theoretical model which was core to guiding answering most of the research questions used in this inquiry.
2.4.1 Conceptual Framework of Service Quality Gaps

Conceptual model of service quality was proposed by Paras​uraman et al; in (1985). The conceptual model dimensions of service quality are linked to the second objective of the study. “The second objective of the study “examines the quality of Community health fund in Tanzania” The model, is linked to the study as shown in the results of the study which touched in the following aspects: Access to laboratory tests (accessibility), waiting times (staff responsiveness), competence of the staff (knowledge), medical insurance package (security) and extra medical costs paid from persons’ own funds (recovery). 
The model is a standard tool for measuring the service quality and was known as SERVQUAL. Parasuraman et al; (1985). He identified 10 indexes that contained all fea​tures and characteristics which are important for the customers. These 10 indexes include physical dimension, confidentiality, re​sponsiveness, ability (knowledge), good behavior, trust, security and immunity, accessibility, communication and customers’ under​standing.  SERVQUAL was applied in different studies on service industries like universities, banks, credit cards, repairs and main​tenance, hospitals and communications. Then the ten mentioned dimensions were abstracted and combined in 5 general dimensions as follow:

i. Physical dimensions (equipment and facilities, staff ap​pearance, physical environment of the organization);

ii. Trust (the ability to provide the promised services in a continuous, confident, and correct way);

iii. Security and assurance (the knowledge and skills of the staff and their ability to inspire the sense of trust in the customers, including communications, security and safety, good behavior, au​thenticity, and confidence); 

iv. Responsibility (tendency to help the customers and pro​viding due services); and

v. Sympathy and paying special attention to the customer (to care and pay attention to the customers by the staff during pro​viding the services, including to understand the customers, and to be accessible for the customers). The model below is adopted in this research:
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Figure 2.1: Model of the Service Quality            Source: Samir (2013)
2.4.2 Community Health Fund, Access to Services and Customer Satisfaction

Theoretically, the more the Community Health Fund (Independent Variable) improves the services the better accessibility to the health care and health care financing as achieved (Dependent Variable). The theoretical model was useful for guiding research objective number two which stated “The contribution of community health fund on health care provision among poor families in Tanzania”. In the findings section, the theoretical model was useful for assessing the reach of health services by asking them the number of people served, treatment of the sick and tested satisfaction by asking them how useful the services were.
Since health care is very vital as well as expensive, it requires high investment in terms of budget expenditure to cover medical care, medical equipment and medical supplies expenses. Customers/clients on the other hand, should also invest in their health through Community Health Fund so that they can access to health care services (Paschal 2015). Using insurance scheme, a patient is subsidized in accessibility to health need. However, the fund gains premiums from other members who may not consume as still money/fund is collected.
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Figure 2.2: Conceptual Framework
Source: Conceptualized from Literature Review (2021)
CHAPTER THREE

RESEARCH METHODOLOGY

3.1 Chapter Overview
This methodology chapter presents various aspects of methodology included in this research. They include the study area, research designs, sampling procedures, data collection method, ethical considerations and data analysis procedures. In this chapter, research designs were presented by reflecting research objectives presented in chapter one.  The chapter presents two research designs which determined research approaches used, sampling procedures applied and the data collection methods. 
3.2 Research Philosophy

A research philosophy is a set of beliefs about how data about a phenomenon should be collected, processed, and applied (Saunder et al., 2012). Pragmatism, positivism, realism, and interpretivism are the four categories of research philosophy. Because it includes mixed or multiple quantitative and qualitative method designs, this study adhered to the pragmatism research philosophy. Furthermore, pragmatics incorporates both positivist and interpretivist viewpoints within the span of a single study.
3.2 Study Area
According to
 Chemba district is among seven (7) district of Dodoma regions, which is situated 140km north of the regional headquarters of Dodoma Municipality 40 km South of Kondoa district headquarters. The headquarters of this district are established at Chemba village, The Council was established with effect from July, 2013 vide a certificate of establishment under the terms of the provisions of sections 8 & 9 of the Local Government (District Authorities) Act 7, 1982. Chemba district covers about 7,653 square kilometers, with a total of arable land 925,000 hectares. Cultivated area is 222,184 hectares; the rest is covered by forest game reserve of Swagaswaga. Chemba district consists of 4 Divisions, 26 Wards and 114 Villages and 494 hamlets.
Table 3.1: Administrative Units of Chemba District Council

	S/N
	Division
	No. Of wards
	No. of villages
	No. Of Hamlets

	1.
	Farkwa
	5
	20
	78

	2.
	Goima
	9
	39
	160

	3.
	Kwamtoro
	7
	29
	144

	4.
	Mondo
	5
	26
	112

	Total
	26
	114
	494


Source: Chemba District Council 2015
According to the 2012 National Population Census, the district has a population of 235,711 (male 117,585 female 118,126) with an average growth rate of 1.7% per annum. The average size of the household is 4.7 persons. Currently population projection (2017) in the district is 263,468 and the average household size is 5 persons.
3.3 Research Designs and Approaches

3.3.1 Research Designs 

This study employed a mixed research design. A research design as defined by Blair & Czaja (2015) “is the arrangement of conditions for the collection and analysis of data in a manner that aims to combine relevance to the research purpose with economy in procedure”. Therefore, a research design is a plan or strategy for data collection and analysis that enables the desired information to be obtained with sufficient precision. The research employed a descriptive and exploratory research design to study the effectiveness of CHF services to its customers in Chemba district. Exploratory research design was used to seeking information pertaining to challenges and solutions of the community health fund from health care workers. In this regard qualitative research approaches were used. Exploratory research will be used to explore the unknown phenomena or a phenomenon which is little known (Yin, 1994).
Descriptive research design was used to portray the characteristics of CHF services in terms of their quality. Apart from correlating variables used in research, one of the functions of qualitative research is to describe characteristics of a phenomenon (Churchill et al. 2002). The portrayal of these characteristics aimed to examine the effectiveness of CHF. Here respondents were asked a series of questions pertaining to the quality of services given by CHF.

3.3.2 Research Approaches 

Since this study followed social Interpretivism and positivism research paradigm. Therefore, it follows mixed research methods. Qualitative and quantitative research methods employed were used for exploratory and descriptive research designs. It therefore follows that, since deductive approach was used, a descriptive research design employed in this research followed a quantitative approach and therefore empiricism paradigm on one hand. Yet since qualitative research was employed inductive reasoning was adopted. An exploratory research design was apply with a qualitative research approach which followed a social Interpretivism paradigm. 
3.4 Sampling Procedures 

This section presented the study population, sampling frame, sample size and sampling procedures.

3.4.1 Population and Participants for Study 

A population is the “universe of units from which the sample is to be selected “(Bryman, 2018). It also refers to the entire group of events, people or things or aggregate of all the cases of interest that the researcher wishes to investigate that conform to some designated set of specifications. It is important to identify the study population because it helps in determining the unit of analysis which is important also in data analysis. The study involveed various groups of people like Community members both enrolled and non-enrolled into health fund, CHF managers and officers, and Health facilities Officers. CHF members consisted of poor people families served by the CHF and TASAF in Chemba district. While the total population of poor families in Chemba district amounted to 5870, those saved by CHF are 2159. This study’s population was based on the later.
3.4.2 Sampling Frame

Sampling frame is listing of elements from which an actual sample is drawn from (Kothari, 1995). The sampling frame for poor families saved under the CHF  were obtained from CHF offices in Chemba district. 

3.4.3 Sample Size

The sample size selected for this quantitative research in this study was 87 respondents. They were selected out of a total of 670 members served under the CHF in the wards of Chemba district. Sample size calculation in this research used in Solven’s sample size calculation formula:

Solven’s Sample Size Calculation formula: 

n= N/(1+Ne2)

Where n= sample size

N= Population size

E= confidence interval at (90%) or 0.01

Thus sample size formula is:

n=670 /(1+ 670*0.12)

Thus, sample size for quantitative research was 87. Since all qualitative research involved 7 respondents, the total sample size selected for this study was 94 respondents.  However, the response rate was 71% hence making the total sample size to be 67. The later was the community heath fund leaders and health professionals are as summarized below: 

Table 3.2: Qualitative Research Responses

	The CHF district Coordinator 
	1

	District Health Secretary
	1

	District Social Welfare officer
	1

	District Medical Officer
	1

	Medical Officer in charge of Heath Centre
	1

	Health Centre Doctor
	1

	Health Center Medical Officer in charge
	1

	Total
	7


Source: Field Survey (2021)
3.4.4 Sampling Procedures

Sampling involves the selection of a representative portion of the population which is selected for the study (Hak, 2018).  Sampling procedure refers the processes of selecting a suitable sample for your study (http://www.thefreedictionary.com/ sampling). Probabilistic sampling and non-probabilistic sampling procedures were used, procedure was employed to collect information for this inquiry. 
Probabilistic Sampling procedure: Probability samples are distinguished by the fact that each population element has equal chance of being selected (Churchill et al. 2002). In This form of Sampling simple random sampling was used in collection of data. A simple random sample is a subset of a statistical population in which each member of the subset has an equal probability of being chosen. The procedure included listing the names of all 670 elements of the population on 670 pieces of paper where 87 pieces of paper corresponding to the names of on the list were selected. 
Non probabilistic Sampling: This is a sampling procedure for qualitative research. Purposive sampling procedures used to collect information. The procedure involved selecting elements sample elements with key information.    

3.5 Data Collection Methods
According to www.stat.fi/tk/tt/laatuatilastoissa/lm020600/sp_en.html a data collection method refers to both the selection of sampled units and the way data is collected from them. Two types of techniques were employed in data collection. These included documentary reviews and interviews. Data collection methods included types of data collected and data collection tools. This thesis largely used formal data collection methods. 
3.5.1 Data Type

The data collected and analyzed in this thesis consisted mainly of primary data and were collected from both qualitative and quantitative research respondents from the field of study.
3.5.2 Data Collection Tools/Methods

According to www.stat.fi/tk/tt/laatuatilastoissa/lm020600/sp_en.html a data collection method refers to both the selection of sampled units and the way data is collected from them. These were methods used for collection of data from the field of study: 
3.5.2.1 Unstructured Interviews

According to Oakley, qualitative interview is a type of framework in which the practices and standards are not only recorded, but also achieved, challenged and as well as reinforced. Unstructured interviews are generally suggested in conducting long-term field work and allow respondents to let them express in their own ways and pace, with minimal hold on respondents’ responses (Jamshed, 2014). These were the in-depth interviews from respondents. They were employed to collect data from different respondents of different professions and carrier such as district medical officer, district social welfare, CHF district officer and dispensary clinician as shown in table 1 above.
3.5.2.2 Structured Interviews

These were interviews with structured questionnaires for the study. The questionnaires were designed for CHF members who responded to the questionnaires.

3.6 Study Instruments

The study instruments consisted of questionnaires and an interview checklist. The questionnaires as noted above were prepared for qualitative research respondents and were all structured. The questionnaires were distributed to respondents in advance and be collected later. Those respondents who did not understand some parts of the questionnaires and ask for clarification were helped by the researcher. Interview checklist consisedt of a list of open-ended questions to be asked to in-depth interview respondents. The questions were asked to respondents and when respondents responded, the interviewer got some more insights to ask respondents more questions emanating from their responses.
3.7 Ethical Consideration 

Ethical considerations were part and parcel of the researcher interactions with the participants before, during and after the study. The researcher secured research clearance from the Open University of Tanzania. She also requested for research permit from the Department of Human resource and Administration at Chemba District Council. Also the researcher madr sure that, all responses were confidential.  No names of respondents were mentioned in the research.

3.8 Data Analysis Procedures

This inquiry followed both qualitative and quantitative data analysis procedures. Qualitative data were coded and analyzed to make sure that similar information from respondents were grouped together to make sense or meaning. They then were assigned more meaning using the social Interpretivism paradigm procedures depending on the researcher’s understanding of phenomena. Survey data were coded into the SPSS programme and then analyzed using the same software. Data were summarized in tabulation and figures and interpreted the by research. All qualitative and quantitative data were presented in chapter four.
The management of data included inspecting and correcting each questionnaire for the purpose of detecting errors and clearing data before they were coded in the computer using SPSS programme for analysis. Inspection was done in two stages, in the field edit and in-office edit. 

CHAPTER FOUR

PRESENTATION OF FINGINGS

4.1 Introduction

This chapter presents, analyzes and interprets data. It is divided into three subsections which include demographic characteristics of respondents, survey data analysis and qualitative data analysis.
4.2 Respondents’ Demographic Characteristics

This section discusses respondent’s demographic characteristics such as age, marital status, and education profile and work experience. The demographic characteristics of respondents are very important in understandings various aspects related to community health fund. For example, respondent’s age may be highly related to the frequency of diseases and in this regard the urge and frequency of attending hospitals and use of CHF health insurance.
4.2.1 Respondents’ Age Groups

Respondents were asked about their age groups. Age groups were an important variable in understanding the frequency to which respondents became sick and sought health insurance. 
Table 3.1: Respondents’ Age Groups

	Age group
	Frequency
	Percent

	
	18-30
	23
	38.3

	
	31 and above
	37
	61.7

	
	Total
	60
	100.0


Source: Field Survey (2021)
Findings for age groups revealed that, majority of the respondents who were 61.7% of all respondents indicated that, they above were above 31 while the minorities of 38.3% were between 18 and 30 years of age. Findings showed that, majority of respondents who were above 30 years of age, constituted old men who urgently need health insurance. Its age group also constituted reproductive age group, which need to stay healthy. It can also be argued that, most of respondents were married and had already finished their schooling obligation. Most of them were married, it also implies that, majority of respondents had family dependants who in turn were customers of CHF.  From these findings, it can therefore be concluded, that, given the age categories, CHF health insurance presence was very important in Chemba district.
4.2.2 Respondents’ Marital Status

Knowing respondents’ marital status was important in order to understand the scope of CHF customers in terms of family dependants. Therefore, the researcher was interested to know respondents’ marital status. 
	
	Frequency
	Percent

	Valid 
	Married
	34
	56.7

	
	Single
	12
	20.0

	
	Divorced
	7
	11.7

	
	Widowed
	7
	11.7

	
	Total
	60
	100.0


Table 4.2: Respondents Marital Status

Source: Field Survey (2021)
Findings indicated that, majority of respondents (56.7%) were married, 20% were single, while those divorces and widowed were 11.7% each. Findings on respondents’ marital status are summarized in the Table below: 

Since majority of the respondents were married, it reflects the fact that, CHF could work very well in Chemba district. This is because, married people, and had dependants behind them who needed health insurance. Health insurance for dependants could be paid by married couples. It can therefore be concluded that, CHF was urgently needed in Chemba district to serve both married and single patients plus dependants of the married people amid the divorced and widowed. 
4.2.3 Respondents Education Profile

The researcher was interested in knowing education profile of respondents. Understanding the education profile of the respondents was very important since it reflects the civilization of people. This is important for attending formal hospital services. 
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Figure 3.1: Respondents’ Education Profile

Source: Field Survey (2021)
In figure 3, it was revealed that, majority of respondents (60%), were primary school leavers, 23% of all respondents were secondary school leavers, college graduates were 10% and the remaining 7% indicated ‘other’. Findings on education status indicated that all respondents were educated to at least primary school levels. This shows that, all respondents were literate enough to understand not only the importance of attending formal hospitals, but also significance of having and paying for health insurance. It can also be argued that, though literacy level is high, most of the respondents are employed in informal sector primarily farming. This suggests low incomes for respondents. It can therefore be concluded that, high literary levels and low income of respondents, makes them highly depend on health insurance to carter for their treatment.  
4.2.4 Experience with CHF

The researcher was interested in knowing   the experience respondents had with the CHF. Respondents experience with CHF insurance was an important variable in order to understand the challenges and opinions respondents could give.  This was done by asking them when they joined the insurance scheme. Findings on longevity of respondents with the CHF are summarized in the figure below:
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Figure 4.2: Experiences with CHF Insurance

Source: Field Survey (2021)
Findings indicated that, majority of respondents (35%) joined the insurance scheme in 2011-2016, 32% of the respondents joined the insurance scheme in 2006-2010, 22% of respondents joined between 1998-2000, 21.1% of the respondents joined between 2000-2005, and the least of respondents (7%) joined in 2021. Findings from respondents experience with the fund imply that, as years pass by, most of the respondents become aware of the insurance scheme and hence join the scheme. This means that, as time progresses, there are more efforts to mobile citizens to join the insurance scheme. The role of TASAF is sponsoring the scheme and hence more enrolment of members cannot be undermined in this regard.  It can therefore be concluded that, most of the respondents have stayed with the insurance scheme for a long time implying that, respondents have great experience and know a lot of opportunities and challenges of the health insurance fund. 
4.3 Community Health Fund in Health Care Services Provision 

This section presents findings for objectives one.  It dealt with the contribution of CHF on provision of health insurance to poor people of Chemba district in Dodoma region. Primarily, this objective dealt with such facts like how many members of a family were saved by the CHF insurance scheme and its effectiveness in the following issues: helping the sick, use of its services, saving lives of the poor, meeting the needs of the sick people and delivery of services to the sick people. Other questions covered were its user friendliness and sincerity of CHF staff. 
4.3.1 Family Members Served by CHF 

This question aimed at knowing how many members of the family were saved by the community health fund insurance. Knowing the number of people served by the health insurance was important to know the contribution of CHF insurance in keeping people healthy and saving their lives. Therefore, in order to assess the reach of the community health fund to target community, the researcher wanted to know how many family members were served by the fund. Findings on the amount of beneficiaries of the fund are reflected in the table below:
Table 5.3: Number of Community Members Saved by the Fund

	
	Frequency
	Percent

	Valid 
	1-6 members
	41
	68.3

	
	More  than  six members
	19
	31.7

	
	Total
	60
	100.0


Source: Field Survey (2021)
Findings indicated that, majority (68.3%) of respondents said 1-6 members and the rest (31.7%) said more than six members. From findings on the number of people served by the fund, it can be noted that, CHF was able to serve the larger percentage of average family of 4 dependants with the 2 parents, using the normal fee payment of Tsh. 30,000. It was also flexible to save more than 6 members who had to pay more fees. It can therefore be concluded that, CHF was flexible enough to accommodate whatever the number of family members, thus ensuring the health status of all members. Importantly it be concluded that, the fund to a great extent, was beneficial to majority of respondents. 

Overall findings of this study indicated that despite the obstacles facing  the implementation of the CHF in Chemba district, the health fund had far more contributions  to the community well being than not. This was proved by fact that majority of the respondents enrolled at least 6 members which was the maximum number for family member enrolment before adding additional members. Yet about 90% of the respondents said the services of the CHF were useful to them. 
The implication of these findings is that, though the services were useful, it does not mean the CHF services was the best to these communities. Rather, they were useful because of poverty level of the respondents. This implies that, there are not alternatives for most poor people to access medication. As such they have to depend on such health schemes as the CHF to save their lives. This is contrary to some studies that reported that, some community members escaped the services of the CHF because of exception policies (Mwendo,2014, MoH, 2013 and Mhina, 2015). This is consistent with theories that, CHF services make people depend on its services. In this regard people access the services in large numbers, ultimately leading their good perceived health service or satisfaction.
4.3.2 Helpfulness CHF was Helpful in Treating the Sick

This section presents findings on the effectiveness CHF in helping the sick.  This was an important contribution   of the fund.  Therefore, the researcher was interested to know if CHF was helpful in treating the sick when the fell sick. Findings are presented in the Table 1.5.

Table 6.4: CHF usefulness in Treating the Sick

	
	Frequency
	Percent

	Valid
	Yes
	54
	90.0

	
	No
	6
	10.0

	
	Total
	60
	100.0


Source: Field Survey (2021)
Findings indicated that, 90% of all respondents agreed that, the fund was helpful in treating the sick when they fell sick and while the rest of 10% of the respondents said that it was not helpful. Findings on contribution of helping the sick were perfect. It can therefore be argued that, CHF was effective in providing quality services to its customers. Partly, this may be results of a responsible fifth phase government.  It can be concluded that, majority of respondents were satisfied with the services of the fund.

4.3.3 Satisfaction with CHF 
Knowing satisfaction with the insurance fund was important to know the quality of insurance service. Therefore, in knowing the satisfaction of Chemba districts people with the services provided by CHF, the researcher asked the respondents to rate how useful its services have been to their families. Findings on how useful the services of CHF have been to respondents are reflected below
Table 7.5: Usefulness of CHF Services

	Item
	Frequency
	Percentage

	Valid
	Very useful
	24
	40

	
	Useful
	30
	50

	
	Not useful
	6
	10

	
	Total
	60
	100


Source: Field Survey (2021)
Findings indicated that majority of respondents (90%) were satisfied with CHF services where 50% of the respondents said the services were useful, 40% said the services were very useful, and the rest of 10% said they were not useful. It can be noted that This again confirms the quality of health insurance in terms of its effectiveness in various dimensions such as safety, responsiveness of staff and empathy was super. It therefore be concluded that most of the respondents were highly satisfied with the quality of CHF service.
4.3.4 The Effectiveness of the CHF in Saving the Lives of Poor

Saving lives of the poor people through CHF insurance fund is an important contribution of CHF. Therefore, in order to test the effectiveness of the CHF in saving the lives of poor people, the researcher sought to know if the fund saved at least a single family member of the interviewed respondents from the danger of death. Findings are presented in the table below:   

Table 8.6: Effectiveness of CHF in Saving Lives of the Poor

	
	Frequency
	Percent

	Valid
	Yes
	22
	36.7

	
	No
	38
	63.3

	
	Total
	60
	100.0


Source: Field Survey (2021)
Findings revealed that, among all respondents interviewed, 63.3% said no and 36.7% of all respondents said yes, while the rest of. Saving lives of individuals of the loved ones by 36% is a great achievement to the fund. These statistics would have gone higher if the family members were largely critically ill. It is obvious that, not all family members who fell sick were so critically ill to the point of death. It may therefore be argued that, CHF is very effective in such that, it helps to cure most of sick people. Yet, 36.7% of the respondents confessed to have their family members saved from death margin. It can therefore be concluded that, CHF insurance was effective in saving lives of people at death margin. 
This is a high achievement of the fund since saving lives of people to this extent is a great excitement. This was also a good indication since not all patients were sick to the point of death. This finding implies that, CHF is very useful to the Tanzania community and that, health systems connected to the fund need to be improved. As far as theory is concerned, safety of people concerned is connected to the safely dimension of the Parasumaran model (1985). The findings of this study therefore, indicate that, to a great extent, CHF makes the community safe health wise though health of members can further be improved. Some studies have indicated that, construction of health centers in ward and the purchase of health supplies and equipments such as microscopes by CHF have reduced drug shortage and increased laboratory tests hence saving the lives of many people (Jettings et al; 2018 and Masau, 2016).

4.3.5 Capacity of CHF in Fulfilling the Needs of Customers

This question presents the capacity of CHF in fulfilling the needs of customers.  Having capacity in fulfilling the needs of customer’s poses a great contribution in providing health services to the citizens. Therefore, the researcher was interested in knowing if CHF fulfilled health needs of the respondents. Findings on fulfillment of health needs are reflected in the Figure 4.3.
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Figure 5.3: Fulfillment of Health

Source: Field Survey (2021)
Findings revealed that, majority of the respondents who were 65% revealed that, CHF fulfilled their health needs and the rest of 35% said that CHF did not fulfill their health needs. The findings indicated just above average, had the needs of the customers been fulfilled. From these findings, it can be concluded that, just above average of the Chemba district citizens have their health needs fulfilled by CHF suggesting that, they more efforts have to be done to fulfill the needs.
4.3.5 Capacity of CHF in improving Health Services

The question sought to find out if CHF was able to improve the health services of customers. Improving health services is translated from the quality and quantity of the health services. Therefore, the researcher was interested in knowing whether CHF insurance improved health services for community members in Chemba district. Findings are indicated in the Figure 4.4.
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Figure 6.4: Improving health needs

Source Field Survey (2021)
Finding revealed that, majority of the respondents who were 47(78%) revealed that, CHF improved their health needs and the rest of 13 (22%) respondents said they CHF did not improve their health needs. From the findings, it can be seen the quality and quantity of health were good enough to improve the health services of the citizens. It shows in recent years, health services have been improved. The health insurance improving the health of the people significantly and dramatically. From these findings it can be concluded that, existence of CHF plays a great role in improving health needs of people in Chemba district.
4.3.6 CHF Capacity in Increasing Respondents Access to Health Service

This section answers the question on the capacity of CHF health fund in increasing access to for health services among respondents. Lack of health insurance denies the right of some people to access health services. Therefore, the researcher was interested in knowing if CHF increased access to health services among community members of Chemba district in Dodoma region. Findings are indicated in the bar Figure 4.5.
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Figure 7.5: Health Needs Served by CHF

Source: Field Survey (2021)
Findings indicated that, majority of the respondents who were 70% indicated that, they had access to medical services while the minority of 30% of the respondents indicated that, they did not have access to medical services. Tanzania health policy stipulates that, children above five years of age and those above 60 years have to pay for medical services. Paying for medical services is expensive. To remove this problem, health insurance is necessary. Since majority of the respondents show that, people in Chemba district have been enabled by the fund to access medical services, it can therefore be concluded that CHF has been able to increase health services of the people and is very crucial in saving the needs of citizens. 

4.3.7 Effectiveness of CHF in Delivering Health Services 
This section presents effectiveness of CHF in delivering health services among citizens of Chemba district. The researcher was interested in knowing if CHF helped effective health services delivery among people of Chemba district in Dodoma region. Findings are reflected in the Figure 4.6.
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Figure 8.6: Effectiveness in Delivering Health Service

Source: Field Survey (2021)

Findings indicated that, majority of the respondents who were 70% indicated that, they received effective health services delivery while the minority of 30% respondents said they did not receive effective health services delivery. Receiving effective health delivery means that, various aspects of service quality such as tangibilities, safety, responsiveness, empathy and competence of staff are well balanced. This is confirmed by the past two subsections which showed that CHF had met the health needs of the people and that; it has the capacity to deliver health services. There some factors of health services such as adequacy of doctors and nurses, medical equipments and medicine that are adequately effectively supplied in the district. Hover some efforts need to be made for improvement. From these findings, it can therefore be concluded that, CHF is effective in delivering health services of citizens. 

4.3.8 Fees User Friendliness 

This section answers the question as to whether the fees were user friendly or not.  Having user-friendly fees is significant for contribution of community health fund in treating the people of Chemba district. Therefore, the researcher was interested in knowing, if CHF fees were user friendly for citizens of Chemba district. Findings are reflected in the Figure 4.7.
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Figure 9.7: Contention with CHF Fees

Source: Field Survey (2021)
Findings indicated that, majority of the respondents who were 93% were contented with user fees and the minority of the respondents who were 7% were not contented. The CHF health policy allows the payment of Tz. 30,000/= for family members who did not exceed 6 and additional 30, 000/= for each additional adult member.  Therefore, from these findings it can be concluded that, the fees were relatively cheap as a family could sell 4 hens and carter for their family health insurance.
4.3.9 Respondents Views of on Sincerity of CHF

This section presents findings on views if CHF was just a plan for stealing money. Sincerity of CHF staff was regarded as an important contribution to providing realistic services. The researcher was interested in knowing if CHF was just a plan for stealing people’s money. These findings are found in the figure below
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Figure 10.8: Is CHF for Stealing Money

Source: Field Survey (2021)
Findings indicated that, majority of the respondents who 98% out of 100 said that, CHF was not a plan for stealing peoples' money while only 2% said they were established CHF for stealing people’s money.  Being a formal institution, operating under the government, it is no wonder that, the CHF almost all respondents said CHF as an institution and its staff were sincere in provision of `health services. The government is more likely to sack dishonest official. Yet it has guiding policies to ensure honesty. From these findings, it can therefore be concluded that, CHF in Chemba district provides value for money services and the customers are happy with CHF health insurance. 
4.4 To Examine the Quality of Community Health Fund Services in Tanzania

This section deals with the satisfaction of CHF of the respondents as far as the Parasumaram, et al, (1985) Model is concerned.  Model covers some services dimensions. Among the various factors covered in this section included satisfaction with the health services, safety, opportunities to undergo for laboratory tests, satisfaction with health package, waiting times and language used.  
4.4.1 Satisfaction with Services Provided by CHF

This section provides satisfaction of CHF customers with CHF services. In order to measure the extent to which respondents were satisfied with services provided by CHF, the researcher asked them to rate their perception of CHF services. Findings are found in the Table 4.8:

Table 9.7: Respondents Perception Rate with CHF Services

	
	Frequency
	Percent

	Valid
	Excellent
	9
	15.0

	
	Very Good
	29
	48.3

	
	Good
	14
	23.3

	
	Bad
	6
	10.0

	
	Worse
	2
	3.3

	
	Total
	60
	100.0


Source: Field Survey (2015)
Findings showed that, majority of respondents who were 86.6% were happy with CHF services and 13.3% of the respondents were not happy with CHF services where 48.3% rated the services to be very good, 23.3% rated good, 15% rated services as excellent, 10% rated bad and 3.3 % had a worse experience with the services. Most of the respondents were satisfied with the health services as they were of great quality. This owed much to the quality of medication, responsiveness of personnel and safety of the services. From these findings, it can be concluded that, it can be proved beyond doubt that, services given by CHF are of good quality since only 13.3% of the respondents were not satisfied with the CHF services 

4.4.2 Degree of Safety

This section presents findings on degree of safety for CHF patients.  Safety of medical services is an important quality variable of health insurance. The researcher was therefore interested to know the degree of safety for CHF patients and its responsiveness in providing the sick with drugs and medical equipments to the sick. Findings are presented in the Table 4.8:

Table 10.8: Satisfaction with Safety

	Responses
	Frequency
	Percent

	Valid
	Excellent
	11
	18.3

	
	Very Good
	34
	56.7

	
	Good
	8
	13.3

	
	Bad
	5
	8.3

	
	Worse
	2
	3.3

	
	Total
	60
	100.0


Source: Field Survey (2021)
Findings indicated that majority of respondents who were 83.3% were satisfied with the availability of drugs and medical services and the rest of 11.6 were not satisfied. In their responses, 56.7% of the respondents indicated the availability to be very good, 18.3% said the availability was excellent, 13.3% rated good and the remaining 8.3% and 3.3% indicated the availability as bad and worse respectively. Safety of respondent’s health and as determined by various attributed of service quality might have seemed to be so high given the commitment of the government and its workers to provide quality services for the citizens. From these findings, it can be noted that, the government objective to distribute drugs and medical equipments was very effective. This owed much too several issues including CHF good management, commitment of its staff and willingness of its members to contribute to the fund. It can there be concluded that, the customers were satisfied with the safety of medical services and their health.
Since a significant number of respondents said there is shortage of drugs (11.6%) in health facilities it implies that, there were payment of out-of-pocket money from patients to buy medicine. This is consistent with findings of Chee, (2013) in Hanang district that indicated that, one reason why there is low enrolment in was the unavailability of medicine which made patients pay out of their pockets.
4.4.3 Opportunity to Undergo Laboratory Tests

This question tested the degree to which tangible dimension of service quality as provided by CHF contributed to health status of citizens in Chemba district. Therefore, the researcher was interested in knowing if CHF provided respondents the opportunity to undergo laboratory tests for their diseases’ diagnosis. Findings on adequacy of laboratory tests is summarized in the Table 4.9.
Table 11.9: Adequacy of Laboratory Equipment

	Response
	Frequency
	Percent

	Valid
	Yes
	34
	56.7

	
	No
	26
	43.3

	
	Total
	60
	100.0


Source: Field Survey (2021)
Findings indicated that, majority of respondents (56.7%) underwent laboratory tests while the rest of 43.3% did not undergo laboratory tests. Findings have shown that, just above the average of patients underwent laboratory tests. The situation may be contributed by several factors including the nature of diseases which did not require a patient to undergo laboratory tests. Given the current situation of district hospitals and health centers, laboratory equipments and even professionals   is not a problem. It therefore follows that; a lot of the respondents did not undergo laboratory tests to diagnose their diseases. It can therefore be concluded that, just above the average of patients did undergo laboratory tests.
Though majority of the respondents were happy with the health services as shown in table 8, yet this percentage of patients that did not get essential drugs and laboratory tests is alarming. As for the later, the implication is that, most people are prescribed with medicine without laboratory tests. This is medically unprofessional. It means a great deal of people is prescribed drugs that do not confer with their sickness.  Some studies have indicated that, though the government is willing to procure medicine and provides funds for the same, the MSD either deliberately fails to disburse medicine and medical equipments or distributes them lately (Msuya, 2014).

4.4.4 Satisfaction with CHF Package 

This section presents findings on satisfaction with CHF package. In order to measure the degree to which respondents were on average satisfied with whole CHF package and services as a whole. Findings are indicated in the table below:

Table 12.10: Patients’ Satisfaction with the Whole Fund Services

	
	Frequency
	Percent

	Valid
	Yes
	48
	80.0

	
	No
	12
	20.0

	
	Total
	60
	100.0


Source: Field Survey (2021)
Findings indicated that, majority of respondents (80%) said they were satisfied with the whole CHF package while the rest of 20% of the respondents said they were not satisfied with the whole CHF package and services. A greater percentage of the respondents were satisfied with CHF package. This means that, given the user-friendly fees and quality of services being good in its various dimensions, contributed to having a compressive package. It can therefore be concluded that, CHF insurance, provided a comprehensive package to its customers. 
4.4.5 CHF and Waiting Times 

This section presents answers to the question on waiting times for CHF insurance services. Waiting times, tests the responsive dimension of service quality. Responsiveness refers to the quickness service personnel can respondent to a service call. This includes issue of punctuality, discrimination and bureaucratic red tape in service provision. Therefore, the researcher was interested to know if waiting times was an obstacle in getting services covered under CHF.  Findings are found in the Table 4.11:

Table 13.11: CHF and Waiting Times

	Responses 
	Frequency
	Percent

	Valid


	Highly agree
	5
	8.3

	
	Agree
	10
	16.7

	
	Neutral
	9
	15.0

	
	Disagree
	36
	60.0

	
	Total
	60
	100.0


Source: Field Survey (2021)
Findings indicated that, majority of respondents (60%) disagreed that waiting time was an obstacle to getting their services, 16.7% agreed, 15% were neutral, and the rest of 8.3% highly agreed. Factors that might have contributed to greater percentage of respondents being dissatisfied with waiting times might be that, the medical staff were just lazy. This is a culture for most medical staff in Tanzania. It can be concluded that, responsiveness of staff overseeing the services of CHF is not very effective and needs some improvements in this area. 
Overall, on average these findings indicate existence of delays in services provided. The implication of this is that, patients tend to be dissatisfied with the services and seek alternative treatment means. One of the bureaucratic barriers is the policy which states that, when patients are registered in a particular health facility, they should not shift to another one until a registration year passes (MoH, 1913). This makes patient’s despair leading to low patients enrolments. Another problem leading to low health staff responsiveness especially in rural areas is lack of staff motivation and understaffing (Dominick and Kurowsky, 2015).

4.4.6 Treatment of CHF Patients by Medical Personnel 

This section tests the physical evidence of service quality, as patients judge the manner in which they are being treated. According to Parasumaran Model (1985), staff competency is the ability of workers to use knowledge acquired in class and from their personal environment to execute their tasks effectively and diligently. The section aimed to find out the effectiveness of CHF services in terms of personnel competence, empathy and safely of servants.  Therefore, the researcher was interested to know the treatment of CHF patients by medical personnel. Findings on use of bad language to patients are reflected in the Table 4.12.
Table 14.12: Existence of Bad Language 

	Response
	Frequency
	Percent

	Valid
	Highly agree
	16
	26.7

	
	Agree
	9
	15.0

	
	Neutral
	10
	16.7

	
	Disagree
	25
	41.7

	
	Total
	60
	100.0


Source: Field Survey (2021)
Findings indicated that majority of the respondents who were 41.7% were not satisfied with the language used. The other respondents who were 26.7% highly agreed, 16.7% were neutral and minority of the respondents who were 15% agreed that bad language exits. There may be some reasons why a significant percentage of people agreed that bad language exists. It has been a custom in the history of medication for medical personnel to have bad language. However, this behavior has significantly been reduced in the 5th phase government. It can be concluded that, bad language on average exists in health centers served by CHF.
Findings indicated that 41% of all respondents said that, bad language exists. The implication of this is that, medical staff lacked customer care knowledge. It is apparent that, while they might have got sound technical medical knowledge customer care might have been the problem. Bad language is a more frequent problem in Tanzanian medical facilities. Bad language problem by medical personnel is also attributed by low medical personnel work morale, (Dominick and Kurowsky, 2015

4.4.7 Extent to which CHF Covers Medical Costs

This section answers the question on medical costs of respondents. It explains if CHF charges patients extra funds apart from those charged by CHF. Therefore, the researcher was interested to know how adequately CHF covered for medical costs of its customers. In this regard, respondents were asked to rate the extent to which they though they paid extra cash from their pockets to pay for medical costs on top of CHF cots. Findings on coverage of costs are reflected in the Table 4.13.
Table 15.13: Pay Extra Costs

	Responses
	Frequency
	Percent

	Valid
	Highly agree
	16
	26.7

	
	Agree
	34
	56.7

	
	Neutral
	2
	3.3

	
	Disagree
	8
	13.3

	
	Total
	60
	100.0


Source: Field Survey (2021)
Findings indicated a great deal of patients (83.4%) paid extra money from their pockets where, 26.7% of all respondents highly agreed that they paid extra money from their pockets, 56.7% of the respondents agreed, only 13.3%. of all respondents remained disagreed and the rest of 3.3% remained neutral. Paying extra costs, out of the pockets is an indication that, CHF is does not cover all medication needed by the patients. This means customers are told to pay for medicine and other hospital services. Also, CHF does not cover for high costs diagnosis such as MRI. It can be concluded, CHF simply covered in part cots for patients but majority of funding for their health comes from their own efforts. 
4.4.8 Discrimination in Provision of Services

The researcher was interested to know if there is discrimination in provision of services to community members. Findings on the degree of discrimination are reflected as in shown in Table 4.14.

Table 16.14: Patients’ Discrimination

	Responses
	Frequency
	Percent

	Valid
	Highly agree
	3
	5.0

	
	Agree
	14
	23.3

	
	Neutral
	3
	5.0

	
	Disagree
	40
	56.7

	
	Total
	60
	100.0


Source: Field Survey (2021)
Findings indicated that, 56.7% of the respondents disagreed that discrimination exits and the rest of 28.3% of all respondents agreed that discrimination exits. Other respondents who were 23.3% agreed that discrimination exists, 5% highly agreed and the rest of 5% were neutral. Discrimination exists in a form of favoritisms such as in waiting times, or giving priority to some patients. However, this is against health services policy. It can be concluded that, on average, discrimination in provision of health services exists in health facilities saved. 
4.5 Challenges for Community Health Fund in Health Care Services Provision 
This section deals with objective three. It provides challenges of CHF in health care provision in Chemba district in Dodoma region. It presents various challenges such as luck of funds, bureaucratic red tapes, tries to find out if there is assurance for CHF services, adequacy of medical supplies and if there is less motivated labour force or not.

4.5.1 Availability of Sufficient Funds 

This section presents challenge of lack of funds or not. Therefore, researcher was interested in knowing if lack of funds was an obstacle to joining CHF. Findings are found in the Table 4.15:

Table 17.15: Lack of Fund to Join CHF

	
	Frequency
	Percent

	Valid
	Highly agree
	4
	6.7

	
	Agree
	7
	11.7

	
	Disagree
	49
	81.7

	
	Total
	60
	100.0


Source: Field Survey (2021)
Findings indicated that, majority of respondents (81.7%) disagreed that lack of funding was an obstacle to joining the fund and 18.4% of the respondents said lack of funding was not an obstacle. Among those who agreed 11.7% agree that it was an obstacle and 6.7% of the respondents highly agreed that it was an obstacle.  The findings reflect the keenness of the fund in managing funds for the people. This in turn indicates availability of quality services. It can therefore be concluded that, CHF insurance has enough and comprehensive funding.
4.5.2 Bureaucratic Barriers and Red Tape

This section presents on bureaucratic red tape challenge. The researcher was interested to know if there was bureaucratic barriers and red tape in the provision of services by the fund. A finding on the existence of bureaucracy and bureaucratic red tapes is found below:

Table 18.16: Bureaucracy in CHF Services 

	
	Frequency
	Percent

	Valid
	Highly agree
	13
	21.7

	
	Agree
	33
	55.0

	
	Neutral
	1
	1.7

	
	Disagree
	13
	21.7

	
	Total
	60
	100.0


Source: Field Survey (2021)
Findings indicated that, majority of the respondents who were 76.7% agreed that there is bureaucracy in provision of services by CHF, where 55% agree that there were bureaucratic barriers and red tape, 21.7% said they highly agree there were some bureaucratic barriers, and the rest of 21.7 % of the respondents disagreed that there were any bureaucratic barriers and red tape in acquiring the services. Bureaucratic red tape is part of government institutions practices. Most of government staff in Tanzania lacks a sense of accountability. It is not surprising to see it in hospitals. This form of bureaucracy started right from the time of application for the health insurance to provision of services in hospitals, dispensaries and health centers. It can be concluded that, there was bureaucratic red tape in provision of health services. 
As far as in-depth interview findings are concerned, it was noted that, enrolment to CHF was not optimal in Chemba district. As for this reason its respondents were asked what should be done to increase enrolment of poor people into the fund and enjoy its services. There are various reasons given for CHF to increase its customer base. These included improving CHF health services quality; entry amount should be increased from Tzs. 30,000 to Tzs. 50,000 in order to increase health services and that there should be not segregation for patients using an insurance fund card since there money goes to the CHF directly when they join the scheme.
Others said, the scope for diseases to be under the insurance scheme should be increased in order to treat many patients and satisfy the health needs of many customers. It was also noted that, ward dispensaries and health centers which are of great proximity to patients do not have appealing qualities. As such it was suggested that, in order to rectify the situation these hospitals should be given special attention for quality improvement. 

Another challenge noted in the provision of health services under the Community Heath Fund was the low enrollment of people to community health fund. Among reasons given by respondents for this situation was low community mobilization, community illusion that and if you pay Tzs for CHF enrolment is as if you are giving charity to the government, lack of referrals to other hospitals for if you pay in a particular hospital or health center you have got to be treated in the same. Furthermore, another reason for failure to enroll is the lack of the required amount to join the scheme. This while some relatively rich families were of the opinion that the amount should be increased to improve service quality, it was paradoxical that some objected. 
This implies that, the objective of the government, TASAF and CHF in realizing the poor population gets access to medical services has not been realized.  These findings are relevant to the findings of Shaw (2013) which indicated that, in most districts of Tanzania, only 3% of expected customers were enrolled out of the 35% expected percent. A lot of literatures have been written reasons leading to poor enrolment of citizen community members to the CHF. These include lower user fees of up Tzs (Chee, 2013) and some districts pay too high for CHF, for example in Karagwe district, those paying Tzs.15,000/= were told to pay Tzs. 30,000/= (Mhina, 2015). Other reasons included, low income and income unreliability, low community sensitization, non coverage of referral care, drugs unavailability, poor staffing and attitude, inadequate service provision and broad exception policies (Mwendo, 2014, MoH, 2013). All of these problems need to be solved if enrollment is to increase. 
A major solution advanced for poor enrolment problem was community education on the benefits for joining the CHF. This education could be delivered in political or government meeting, community meetings and in houses of prayer gathering. The education could enlighten the people on the value of money they pay and the benefits community CHF and the government aimed poor people to achieve. Community education could also impart entrepreneurial skills to the poor people such poultry projects and sell just a single hen for CHF contribution. The famous sell single hen and join CHF campaign initiated by a former Singida region commissioner which led to massive amounts of patients to join the scheme, could be copied and pasted in Chemba district. 
In order to test the satisfaction that respondents had on physical evidence aspect of service quality, the researcher had asked respondents if there were any problems during the provision of services associated with CHF services. Findings revealed that, there was a series of problems associated with the services of the CHF which included lack of medicine in health facilities. It was the revealed that, while the government could set aside funds for the purpose, the MSD could either delay or deliberately fail to procure medicine and medical equipments. It was also revealed that, thought CHF policy does not refer a patient to another health facility from which he was registered; most of dispensaries do not have laboratory testing equipments. Thus, while those who are not under the services of the CHF are referred to other health facilities for testing, those under the services of the CHF remain with their sufferings or creatively decide to go to other hospitals for testing to save their lives. 
To solve the above problems a call was given to for the government and CHF to be committed in the provision of quality health services to the poor communities in Tanzania. The government should make sure that medical laboratory equipments are installed in dispensaries and health centers.
4.5.3 Assurance 

This section presents on assurance challenge. The researcher was interested to know if CHF provided assurance to the sick if one fell sick. Findings of truism of extra pays are reflected in Figure 4.9ː
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Figure 11.9: Assurance

Sourceː Field Survey (2021)
Findings indicated that, majority of the respondents who were 82% perceived that, CHF provided assurance to the sick people when they fell sick and the rest of 18% said no. These findings were attributed to the fact that, the 5th phase government of Tanzania is committed to providing health services including increase of health budget from 31 billion to over 200 billion and increased construction of health centers in district. While the former has enabled availability of medical equipments and medicines hospitals in district the later has led to availability of wide array of services in the hospitals including hospitalization and operative services. It can be concluded that, CHF provided health assurance when people were sick. 
4.5.4 Comprehensive CHF Package

This section presents on compressive CHF package challenge. The researcher was interested in knowing if provision of a compressive package for CHF was a challenge as indicated in the Figure 4.10:
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Figure 12.10: Comprehensive CHF Package

Source: Field Survey (2021)
Findings revealed that, majority of the respondents who were 49 (82%) said that, provision of a comprehensive package at CHF was not a problem. Out of the 49 (82%) respondents, 30 (50%) respondents disagreed that, there is no comprehensive package at CHF, 19 (32%) respondents disagreed, 9 (15%) respondents agreed that there is no comprehensive health services package at CHF and the rest of 2 (3%) respondents stayed neutral. Presence of comprehensive package is attributed commitment of the 5th phase government to serve the Wanachi of Tanzania. The government has built health facilities and supplies enough medicine in them. It can be concluded that, there was compressive CHF package in Chemba district CHF health facilities.
4.5.3 Adequacy of Medical Supplies

This section presents on adequacy of medical supplies challenge. The researcher was also interested in knowing if there are inadequate medical supplies in hospitals saved   by CHF. These findings are reflected in the figure 4.11:
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Figure 13.11: Adequacy of Medical Supplies

Source: Field Survey (2021)
Findings revealed that, majority of the who were 67% disagreed that, there was inadequate medical supplies at the hospital. The other respondents who were 20% agreed that there were adequate medical supplies, 11% highly disagreed and only 2% stayed neutral. Again, these findings are attributed to the 5th phase government commitment in providing health services to the sick from findings in the figure above, it can be concluded that, medical supplies were available in CHF funded health facilities in Chemba district.
4.5.4 Motivation for Labour Force
This section presents on motivation as a challenge. The researcher was interested in knowing if there were less motivated and inadequate health service providers. These findings are found are reflected in Figure 4.12.
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Figure 14.12: Motivation for Labour Force

Source: Field Survey (2021)
Findings revealed that, majority of respondents who were 58% disagreed that, there were less motivated and inadequate health service providers. In their responses 50% disagreed, 42% disagreed and 8% highly disagreed. The rest of the respondents however agreed that, there are less motivated and inadequate health service providers. This means that, there is a challenge of availability of health workers in hospitals served by CHF. Being less motivated is a problem of many government workers. Partly the problem may be attributed to less motivation given to these workers. For example, the government of Tanzania has not increased salaries for its workers since 2015. It can be concluded that, there was a problem of less motivated and inadequate labour force in the health facilities served by CHF.

4.5.5 Is their Lack of Nearby Health Facilities
This section presents on nearby health facilities challenge. The researcher was interested in knowing if there is lack of nearby health facilities that are served by CHF among citizens of Chemba district. Findings on availability of nearby facilities are reflected in the Figure 4.13:
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Figure 15.13: Nearby Facilities

Source: Field Survey (2021)
Findings revealed that 39 (65%) respondents disagreed that there were nearby facilities, 18% disagreed, 12% highly agreed and the rest of 5% disagreed. In the past five years health facilities availability was a great problem, but the fifth phase government has built a district hospital and health centers in some wards in the district, there by alleviating the problem. From the above figure, it can be concluded that, health facilities were nearby to the citizen.
CHAPTER FIVE

DISCUSSION OF FINDINGS

5.1 Introduction

This section gives the implication of findings found from this study. Apart from giving the implication of findings, the study compares findings of this study with findings of other researchers too. The discussion is based on both research objectives and theoretical models used in this study.

5.2 The contribution of Community Health Fund in Health Care Services Provision among Poor Families

Overall findings of this study indicated that despite the obstacles facing the implementation of the CHF in Chemba district, the health fund had far more contributions to the community well being than not. This was proved by fact that majority of the respondents enrolled at least 6 members which was the maximum number for family member enrolment. Yet about 90% of the respondents said the services of the CHF were useful to them. 

The implication of these findings is that, though the services were useful, it does not mean the CHF services was the best to these communities. Rather, they were useful because of poverty level of the respondents and the fact that, exception policy implementation in the medical sector in the 5th phases government is not as conducive as it was in the past presidential regimes. Now a days even the under five years of age and the old people are compelled to contribute for medical costs. This implies that, there are not alternatives for most poor people to access medication. As such they have to depend on such health schemes as the CHF to save their live. This is contrary to some studies that reported that, some community members escaped the services of the CHF because of exception policies (Mwendo,2001, MOH, 2003 and Mhina, 2005).

This is consistent with theories that, CHF services make people depend on its services. In this regard people access the services in large numbers, ultimately leading their perceived health service or satisfaction. It was also found that, the CHF was able to save the lives of some people in Chemba district, where 36.7% of the respondents agreed that, they had at least one of their family members saved by the fund. This is a high achievement of the fund since saving lives of people to this extent is a great excitement. This was also a good indication since not all patients were sick to the point of death. 

This finding implies that, CHF is very useful to the Tanzania community and that, health systems connected to the fund need to improve. As far as theory is concerned, safety of people concerned is connected to the safely dimension of the Parasumaran model (1985). The findings of this study therefore, indicate that, to a great extent, CHF makes the community safe health wise though health of members can further be improved. Some studies have indicated that, the purchase of health supplies and equipments such as microscopes by CHF have reduced drug shortage and increased laboratory tests hence saving the lives of many people (Jettings et al; 2004 and Masau, 2004).

5.3 To Examine the Quality of Community Health Fund Services in Tanzania

This is the area in which Parasumaram Model (1985) was used. Overall, respondents consented that, the services given by the CHF in Chemba district were of good qualities, though there were a lot of shortcomings in provision of the services as it will be seen in the discussion of challenges later on. Let’s discuss the Parasuman, (1985) dimensions of service as applied on this inquiry one before the other:
5.3.1 Safety

Findings indicated that, 14% of the respondents said drug availability is worse and bout 44% of the respondents said they did not undergo laboratory tests.  Though majority of the respondents were happy with the services, yet this percentage of patients that did not get essential drugs and laboratory tests is alarming. As for the later, the implication is that, most people are prescribed with medicine without laboratory tests. This is medically unprofessional. It means a great deal of people is prescribed drugs that do not confer with their sickness.  Some studies have indicated that, though the government is willing to procure medicine and provides funds for the same, the MSD some either deliberately fails to disburse medicine and medical equipments or distributes them lately (Msuya, 2004).

Shortage of drugs in health facilities implies out of pocket money from patients to buy medicine. The findings of indicated that, one reason why there is low enrolment in (Chee, 2002) in Hanang district was the availability of medicine which made patients pay out of there pockets.

5.3.2 Responsiveness

Responsiveness is referring to the quickness service personnel can respondent to a service call. This includes issue of punctuality, discrimination and bureaucratic red tape in service provision. Findings of this research indicated that majority of respondents (75%) objected that waiting time was a problem in service provision, 30% said discrimination in service provision exists and 80% said there are bureaucratic barriers and red tape in services provision. 
Overall, on average these findings indicate existence of delays in services provided. The implication of this is that, patients tend to be dissatisfied with the services and seek alternative treatment means. One of the bureaucratic barriers is the policy which states that, when patients are registered in a particular health facility, they should not shift to another one until a registration year passes (MOH, 1999). This makes patient’s despair leading to low patients’ enrolments. Another problem leading to low health staff responsiveness especially in rural areas is lack of staff motivation and understaffing (Dominick and Kurowsky, 2005).

5.3.3 Staff Competency

According to Parasumaran Model (1985), staff competency is the ability of workers to use knowledge acquired in class and from their personal environment to execute their tasks effectively and diligently. Findings indicated that 41% of all respondents said that, bad language exists. The implication of this is that, medical staff lacked customer care knowledge. It is apparent that, while they might have got sound technical medical knowledge customer care might have been the problem. Bad language is a more frequent problem in Tanzanian medical facilities. Bad language problem by medical personnel is also attributed by low medical personnel work morale, (Dominick and Kurowsky, 2005).
5.4 Challenges and Solution for Community Health Fund

This section discusses the challenges facing CHF in provision of services, though some of the challenges have already been discussed. One of the areas highly researched for CHF in Tanzania and in the world in general is the challenges and solutions facing the fund. One of greater challenge facing the fund is poor enrollment of customers. This implies that, the objective of the government, TASSAF and CHF in realizing the poor population gets access to medical services has not been realized. These findings are relevant to the findings of Show (2002) which indicated that, in most districts of Tanzania, only 3% of expected customers were enrolled out of the 35% expected percent.
A lot of literatures have been written reasons leading to poor enrolment of citizen community members to the CHF. These include lower user fees of up Tzs (Chee, 2002) and some districts pay too high for CHF, for example in Karagwe district, those paying Tzs.15,000/= were told to pay Tzs. 30,000/= (Mhina, 2005). Other reasons included, low income and income unreliability, low community sensitization, non-coverage of referral care, drugs unavailability, poor staffing and attitude, inadequate service provision and broad exception policies (Mwendo, 2001, MoH, 2003). All of these problems need to be solved if enrollment is to increase.

CHAPTER SIX

CONCLUSSSIONS AND RECOMMENDATIONS

6.1 Introduction
This chapter provides the summary, conclusions and recommendations for this inquiry. It further provides areas for further research as well as addressing the study limitations.
6.2 Summary

Since the establishment of CHF in 2021, the fund has ensured millions of Tanzanians in provision health care. However, there have been a lot of challenges inclusion poor CHF services qualities and low community enrolment. This has necessitated this inquiry to assess the service quality provided by CHF in Chemba district and to finding out the challenges and solutions for the challenges. The implication of this is that, the study is primarily evaluative and would provide feedback to the government, the CHF and TASSAF on the state of CHF services, its challenges and suggested solutions. 

One of the strengths of this study is the use of Service Quality Dimensions Model (Parasumaran, 1985). This was helpful in guiding the inquiry on service quality such as patient’s health safety, insurance safety (coverage adequacy) staff responsiveness (such as quickness to provide a service) and staff competence such as soundness of medical knowledge and customer care. The nature of responses which were qualitative and quantitative were useful in providing research vigor and robust results, hence achieving validity for the results. The study selected only those respondents who were members of the CHF for quantitative research. This approach had some strength and weaknesses. 
In the former the technique was useful in responses that on contributions of the CHF to the community and perception of service quality and customer satisfaction with the CHF services. The assumption for this sampling strategy was that, in order to perceive a service quality, you must have tested or consumed it. In the later there were questions such ‘why low community enrolment to CHF’ that would have been satisfactorily answered by those who failed to enroll. This weakness was partly covered by qualitative interviewee respondents, who were community dealers hence more conversant with the community problems’ causes.   
6.3 Conclusions

Establishment of the CHF has to help to solve heath problems of poor people in Tanzania. Had it not been its establishment, given the state of cost sharing in health sector, many people could not have afforded medical costs leading to consequent disabilities and deaths. The high level of disability causes increased dependence on social support which in turn incapacitates the government’s ability to provide social services.
Despite the fact that CHF insurance has helped to solve health problems for poor communities in Tanzania, the service quality related to CHF insurance remains just above average. Enrolment targets by CHF have not yet been realized. This is contributed by several factors such low and inconsistent community incomes, lack of proper education and community sensitization. 
The lack of community sensitization leads to high level of unawareness about the benefits of health insurance funds. When citizens do not know the benefits, the results is low level of enrolment to the fund which lead to the fund lacking sufficient funds to finance health services hence poor performance. 
6.4 Recommendations

This study gives policy and further studies recommendations

6.4.1 Policy Recommendations

The MoHSW needs to make a follow-up on the implementation of CHF. It requires regular checks to find out the resources if the resources given to the CHF are fully utilized. There should be cooperation between CHF and workers of MoHSW to ensure that service quality is improved in health facilities saved by the CHF.  The service quality should include but not limited to availability of drugs, medical equipments and supplies and laboratory tests; presence of good customer care for patients and reduction of bureaucratic barriers and red tapes in the course of service provision.

The MoHSW and other stakeholders should subsidize costs paid by CHF members so as to improve the quality of health services. Alternatively, contributions from members should be classified so that, those members who are capable to pay above Tzs. 30,000/= should be able to pay more. This will enable to improve service quality and enhance CHF member retention.

6.4.2 Recommendations for Further Studies 

This study recommends a study on factors affecting the acceptance of CHF insurance scheme by private and religious health facilities. Currently most of these institutions do not accept CHF insurance card. The significance of this study is that, its findings may provide solutions for incorporating CHF insurance scheme into these services and hence improve service quality under its umbrella. 

6.4.3 Study Limitations 

This study is limited to community health fund (CHF) Tanzania only. In addition, the study is confined in Chemba District in Dodoma region. The sample size was small hence difficulty to generalize. The studied variables could have been more linked to theory as most were derived from empirical literature. There were some methodological limitations in this study, where it was difficult to sample from the population of all poor families in the district. Given the nature of data sought, the researcher only sampled out of the poor families served by the CHF. 
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APPENDCES

Appendix I: Survey Panel Questionnaire

My name is My name is Emarynziana Peter Mtega; a Masters student from Open University of Tanzania. This questionnaire is on the effectiveness of CHF services to poor families of Chemba district. As one of the beneficiaries for this service, you are asked to respond to questions outlined in this questionnaire. Get assured that, confidentiality is assured for your responses. 
Section A:  Kindly put √ where appropriate

1. Social-Demographic characteristics
1. What is your sex? 

a) Male

b) Female

2. What is your age group? 

     a) 0-30 years 
  

      b) 31 and above 


3. Marital status of the respondents

a) Single

b) Married

c) Separated

d) Divorced

e) Widowed

4. Educational level of the respondents

a) None

b) Primary

c) Secondary

d) Diploma

e) Bachelor Degree

f) Others specify………………………………

SECTION B: Contribution of CHF in health Services provision.  Kindly put √ where appropriate

4. How many members are saved by CHF in your family?

a) 1 -6 members 

b) More than 6 family members

5 Do you think CHF was helpful in treating your family members?

a) Yes

b) No

5.  Can you rate the extent to which do you think CHF services have been useful to your family?

  A) Very Useful   b) Useful     c) Not useful     d) Not useful at all    

6. Dou you think CHF saved at least one member of your family from the danger of death

         a) Yes                                    b) No

7 In what kind of health facility are you saved by CHF​?

	S/N
	Health facility
	Put √ where appropriate

	a
	Dispensary
	

	b
	Health center
	

	c
	District Hospital
	

	d
	Referral Hospital
	

	c
	Pharmacy
	

	d
	Other
	


8. Kindly put 1 of you accept any statement below and 2 if you do not accept the statement

	S/N
	Statement
	Yes =1
	No=2

	1
	CHF fulfils my health needs
	
	

	2
	CHF has improve health services for me/my family
	
	

	3
	CHF has increased access to health service for me/ my family
	
	

	4
	CHF enables effective health services delivery for me/my family
	
	

	5
	CHF fees are cheap
	
	

	6
	CHF is a means for its planner to steal money from poor people
	
	


SECTION C: Examination of CHF Service Quality. Kindly put √ where appropriate

7. What is your perception on the general quality of CHF services?

a) Excellent           b) Very good   c) Good d) Bad   c) Worse

8. Do CHF accepting facilities provide laboratory tests

a) Yes               b) No

9.  Are you satisfied with whole CHF package?

                    a) Yes    b) No   

10) In a Likert scale of 1-5 rate the extent to which you agree with the following sentences in which 1 is highly agree and E Highly disagree

	S/N
	Statement
	1
	2
	3
	4
	5

	1
	There is lack of funding in CHF funded facilities
	
	
	
	
	

	2
	There are bureaucratic barriers in CHF funded facilities
	
	
	
	
	

	3
	Waiting times is a problem in health facilities served by CHF
	
	
	
	
	

	4
	Bad language exists in CHF accepting health Facilities
	
	
	
	
	

	5
	Sometimes I pay extra money out of your pocket to finance your health needs apart from CHF coverage
	
	
	
	
	

	6
	exists discrimination in CHF accredited health facilities
	
	
	
	
	

	7
	CHF provides assurance of health services when one is sick
	
	
	
	
	


Section D:  Challenges Facing Community Health Fund in Health Care Services Provision among Poor Families in Tanzania. Using likert scale 1- 5 in which 1 is highly agree and 5 highly disagree, rate the extent to which CHF applies Kindly put √ where appropriate

	S/N
	Statement
	1
	2
	3
	4
	5

	1
	CHF has no comprehensive benefit package
	
	
	
	
	

	2
	There are inadequate medical supplies at CHF served health facilities
	
	
	
	
	

	3
	There are inadequate and less motivated health service providers at CHF facilities
	
	
	
	
	

	4
	There is lack of local and nearby health facilities served by CHF
	
	
	
	
	

	5
	There is lack of health service providers in CHF health facilities
	
	
	
	
	

	6
	Paying extra money apart from CHF fees is a common practice
	
	
	
	
	


Appendices II: Interview Checklist

1. Dou think CHF member enrolment is optimal? If not, what should be done to achieve this goal?

2. What is your perception on CHF enrolment number? If you think the number is low, what is the solution to increase enrolment number?

3. What is your perception on the quality of CHF in provision of health care services?
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ACCESSIBILITY TO HEALTH SERVICES





FINANCING HEALTH CARE
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