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ABSTRACT 
 

Introduction; 

In developing countries, lower-income households use their income to pay for healthcare 

services, which has contributed to many families remaining poor. Therefore, community-

based health insurance schemes were targeted to help these households to help them to 

afford healthcare services even if they didn’t have income at that time.  

Purpose; 

The purpose of this study was to analyze health facility, community, and related 

governmental factors that led to the proper functioning of the improved Community Health 

Fund scheme in Ubungo Municipality in Tanzania. 

Methodology; 

A cross-sectional descriptive study was conducted using online questionnaires distributed 

among healthcare providers and community members using public-owned health facilities 

in the Ubungo Municipal Council area between October and November 2021. A Chi-square 

test was used to analyze the data. 

Results; 

Results have shown there was statistically significant (x2=15.697, df=2, n=174, p=0.000) 

between the health facility level with adequate availability of healthcare providers. 

Likewise, it was statistically significant (x2=17.527, df=2, n=174, p=0.000) between 

education level and medical supplies/equipment availability in a health facility. And on the 

community, it was statistically significant (x2=14.559, df=2, n=199, p=0.001) between 

income level with satisfaction with the iCHF scheme at a health facility.  

On community-related factors, it was shown that income level was statistically significant 

(x2=12.075, df=2, n=199, p=0.000) between with involvement of local leaders in iCHF 

implementation. Also, it was statistically significant (x2=16.922, df=2, n=199, p=0.000) 

between income level with community behavior/culture towards iCHF. The occupation 
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was statistically substantial (x2=48.726, df=2, n=199, p=0.000) with the involvement of 

local leaders in iCHF implementation iCHF.  

Governmental related factors It was statistically significant between income (x2=21.818, 

df=2, n=199, p=0.000) and iCHF membership size and (x2=18.676, df=2, n=199, p=0.000) 

and iCHF premium. Also, on occupation (x2=19.086, df=2, n=199, p=0.001 was 

statistically significant with iCHF premium and statistically significant (x2=21.289, df=2, 

n=199, p=0.000) with iCHF membership size. 

Conclusion; 

If the quality of health service under the iCHF scheme increases, people are willing to pay 

for the premium the government will allocate and reduce challenges like the preference of 

user fee scheme over iCHF, problems faced by the enrollment officers, and inadequate 

iCHF premium membership size. 

 

Keywords: Improved Community Health Fund (iCHF), Ubungo Municipality, healthcare 

providers, community. 
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CHAPTER ONE: INTRODUCTION 
 

1.Background 
 

Health finance in Low-Income Countries (LIC) comes from different sources, including 

government budgets, out-of-pocket funds from communities, and external aids from high-

income countries (Borghi, Makawia, and Kuwawenaruwa, 2015; Vrijburg and Hernández-

Peña, 2020). Out of pocket funds are direct payments made by the households to healthcare 

services. They vary depending on household size, health insurance, and chronic disease in 

the family (Attia-Konan et al., 2019). Most of these Low-Income countries’ out-of-pocket 

expenditure was large and created a problem for community access to healthcare services. 

For example, in 2018, in lower-middle-income countries, including Tanzania out of pocket 

expenditure accounted for 42%, which means the community had to pay healthcare directly 

from their pocket and social health insurance accounted for only 7% (Vrijburg and 

Hernández-Peña, 2020). The same year in comparison to high-income countries, the health 

budget is financed by social health insurance funds accounted for 22%, and it had 21% out-

of-pocket expenditure (Vrijburg and Hernández-Peña, 2020). In WHO Universal Health 

Coverage (UHC) report, the out-of-pocket spending of African countries’ households was 

mainly spent on medicine and medical supplies. Also, it exceeded the limit which was set 

Universal Health Coverage (UHC) Sustainable Development Goal (SDG) indicator 3.8.2, 

which said the out of expenditure pocket should not exceed 25% (WHO, 2019). 

 

According to Abuja Declaration, each nation must spend 15% of its budget on health; 

Tanzania spent only 8% of the budget on health. It also spent only 46 USD as health per 

capita and 7.3% of its GDP on health goods and services compared to 10% of Rwanda in 

2014/15 (EANNASO, 2015). Therefore, it has led many households to use many resources 

to acquire healthcare. In Tanzania, payments made by the families directly on healthcare 

costs accounted for 26% in the year 2014/15 since Tanzania is still struggling to finance all 

its health budget from its resources, and it still depends on an external source, which 
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accounts for 37% of total health budget (Wang et al., 2018). According to UHC, 

Sustainable Development Goal (SDG) indicator 3.8.1 focuses on coverage of essential 

health services including reproductive, maternal, newborn, and child health; infectious 

diseases; non-communicable diseases, and service capacity and access. In this indicator, 

Tanzania achieved coverage of only 39%. (WHO, 2018). Therefore, the government 

decided to expand coverage from this data, especially to the general and disadvantaged 

population. 

 

The iCHF is a community-based voluntary insurance program formed in 2001. Its purpose 

was to target the informal population that cannot join the National Health Insurance Fund 

(NHIF), which targets government employees and private ones, which is only 7% of the 

population (MOHCDGEC, 2019). It covers the family with up to 8 children who can join 

at the lowest level government healthcare levels called dispensaries in Tanzania, middle 

class (health centers in Tanzania), and district hospitals for between 12 USD and 65 USD 

per year depending on the council are residing. In addition, members benefit from 

outpatient care and referral system to the district or zonal hospitals. And this is a matching 

grant contributed by the central government, local government, and iCHF members (Borghi, 

Makawia, and Kuwawenaruwa, 2015). 

 

In 2015 Government of Tanzania targeted to meet 30% of the population covered by CHF. 

But at that time, it covered only 16.4%. In 2016 Government of Tanzania had to make 

changes in CHF to increase enrollment and quality of health service provided under the 

scheme. They made changes in enrollment, premium, amount, premium collection 

mechanisms, and purchasing arrangement. The government of Tanzania even improved the 

name form only from CHF to and called it Improved CHF (iCHF) (Asantemungu and 

Maluka, 2021). In 2018 after the reforms, the coverage for iCHF has increased to 25% of 

the population with 13 million beneficiaries and even unable to reach the 2015 government 

target (MOHCDGEC, 2019). 



3 
 

 

From the above studies, iCHF has faced many challenges in healthcare provision, 

government ability to finance the scheme, community ability to pay the premium, and 

involvement. In a study in the Mtwara region in Tanzania, it was found that healthcare 

facility factors like the absence of medicines and medical supplies cause the dropout of the 

members in iCHF membership (Ndomba, 2019). Also, the study revealed community 

factors such as community involvement was low and caused not having enough knowledge 

on the scheme (Ndomba, 2019). Also, government challenges like poor supervision of 

health facilities by District Health authorities and mismanagement of iCHF funds led to 

insufficient enrolment of CHF members in various Local Government Authorities 

(Mpambije, 2017). 

 

They included governmental and community challenges in a study conducted in Songea 

District in Tanzania. An inadequate CHF benefit package was a problem since the package 

couldn’t cover referral and primary surgery services (Waheke, 2015). The community is 

ready to pay for the benefits package if it will cover more services and if the quality of 

health provided under the scheme will increase (Kagaigai et al., 2021). Also, the critical 

community factor was that the community joined the iCHF scheme if they had large 

households, including children and elders. According to this study, this was due to the 

perceived risk of care-seeking (Macha et al., 2014). 

 

From the studies, iCHF implementation is faced with many challenges. Therefore, there 

was a need to survey the Ubungo Municipality in Dar-es-salaam region, Tanzania, since 

similar challenges also face the iCHF implementation in the area. These challenges target 

important stakeholders in iCHF implementation, which are government, healthcare 

providers, and the community. So, this study will help the government in the area improve 

iCHF implementation at the healthcare level and make sure the community is satisfied with 

the scheme. These factors are essential for improving the scheme in healthcare delivery 
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and community. This research was conducted in the area since the Dar-es-salaam region is 

a significant contributor to the Gross Domestic Product in Tanzania and is still not doing 

well in the iCHF enrolment and coverage compared to the other areas (MOHCDGEC, 

2019). 

 

2. Purpose 

The purpose of this study was to analyze factors that led to the proper functioning of the 

improved Community Health Fund scheme in Ubungo Municipality in Tanzania since the 

enrollment is low compared to other regions in Tanzania. The findings in the research will 

increase the enrolment in the municipal and improve the quality of health under the scheme. 

 

3. Research Question 

Is there a relationship between health facility, community, and government-related factors 

to iCHF implementation in Ubungo Municipality, Dar-es-salaam Region Tanzania? 

4. Hypothesis 

Health facility, community, and government-related factors do not affect iCHF 

implementation in Ubungo Municipality, Dar-es-salaam Region Tanzania. 

5. Study Objectives 

The study’s main objective was to assess health facility, community, and government-

related factors affecting iCHF implementation in Ubungo Municipality, Dar-es-salaam, 

Region, Tanzania. 

1. To assess health facility-related factors affecting iCHF implementation in Ubungo 

Municipality Dar-es-salaam Region, Tanzania 

2. To assess community-related factors affecting iCHF implementation in Ubungo 

Municipality Dar-es-salaam Region, Tanzania 
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3. To assess government-related factors affecting iCHF implementation in Ubungo 

Municipality Dar-es-salaam Region, Tanzania 

6. Definitions 

6.1. Community Health Fund 

It is a community-based voluntary insurance program focusing on the informal community 

in Tanzania. Families with up to 8 children can join at the lowest level government 

healthcare dispensaries, health centers, and district hospitals for between Tshs 30000(12 

USD) Tshs 150,000(65 USD) per year. In addition, members will benefit from outpatient 

care and referral system to district or zonal hospitals. There are matching grants contributed 

by the central government, local government, and CHF members (Borghi, Makawia, and 

Kuwawenaruwa, 2015). 

6.2. Community Based Health Insurance (CBHI) 

The mechanism process at the local population level involves the pooling of health risks 

with common features/goals. Membership premiums are formed on the same level 

(population-based) and are from different people’s health status/risks. Accessibility to 

benefits is connected after contributing and in most times, is not mandatory (Mathauer et 

al., 2017). 

6.3. Health Insurance 

Health insurance is a type of insurance that entails the part/whole of the risk of someone 

incurring medical expenses. The insurance agency will estimate the overall risk of health 

risk and health system costs over the more significant risk pool and develop a routine 

finance system such as a monthly premium or a cut from salaries (Pekerti et al., 2017). 

6.4 National Health Insurance Fund (NHIF)  

NHIF started in 2001. This fund was meant to provide services only to government workers, 

but currently, it can enroll workers in the private sector in Tanzania. NHIF collects 3% 

from monthly salaries of public sector employees while the government adds an extra 3% 

https://en.wikipedia.org/wiki/Insurance
https://en.wikipedia.org/wiki/Health_risk
https://en.wikipedia.org/wiki/Health_risk
https://en.wikipedia.org/wiki/Health_system
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on their behalf as an employer. The public sector employee’s family is his wife and no 

more than four dependent children below 21 years of age (Amu et al., 2018). 
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CHAPTER TWO: LITERATURE REVIEW 
 

2.1. Overview 

Community Health Fund started in 1996 in Tanzania as a pilot study and then was rolled 

out all over the country. Despite working for several years, it was working to the 

government’s ambition since the enrolment was low and coverage was not quite impressive. 

So in 2018 Government of Tanzania reformed CHF and made it under the National Health 

Insurance Fund Management since the CHF was under Local Government Authorities. 

They did this reform to improve enrollment and coverage of members. On enrolment, 

enrolment officers did changes on registering new members instead of at health facilities.  

The premium was determined centrally, not at the district level. Funds were pooled at the 

regional level and administered by Regional Administrative Officer, not at the health 

facility level. Health facilities are reimbursed after giving service to a patient (service fee) 

instead of having no clear boundary between the purchaser and payment model. ICHF 

members were entitled to further healthcare service to regional health facilities, while it 

was district discretion for members to access regional health facilities. It is shown in Table 

1. 

Table 1: Reforms in CHF by Government of Tanzania 
Component Old CHF iCHF 

Enrolment Enrolment was conducted at 

the health facility level by 

health care workers. 

Enrolment and registration is done 

in the 

community by enrolment officers 

who are coming from the 

community and 

paid 10% of the collection. 

Premium 

amount 

 

Amount was determined by 

districts and varied in different 

districts. It starts from TZS 

5,000 to 30,000. 

Annual premium is TZS 30,000 

across the country. The 

amount is determined centrally. 
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Premium 

collection 

mechanisms 

Funds were collected at each 

health facility level and 

entered in District CHF 

account. 

Funds are pooled at the 

Regional level and managed 

by the Regional Administrative 

Secretary (RAS). 

Purchasing 

arrangements 

 

No separation between the 

provider of services 

and the purchaser.  

Provider payment is largely 

input-based rather than output-

based and there’s 

potential for conflicting 

incentives in the multitude of 

payment systems used. 

Health facilities are reimbursed 

for services provided to the 

iCHF members (fee per service). 

Benefit 

packages 

and 

portability of 

the services 

CHF members were allowed to 

access health services at the 

primary health care facilities 

within their areas without 

further copayment. 

Referral services to the district 

level were at the discretion of 

the districts. 

iCHF members can access primary 

health care services at the 

dispensaries and referral services in 

the  

regional referral hospitals 

without further co-payment. 

 

2.2. Health Related Facility Factors 
 

Health-related facilities include lack/presence of drugs, equipment, facility environment, 

healthcare providers attitudes/behavior, and patient waiting times. Other health facility 

factors include human resource management factors, which involve motivation and 

incentives (Fadlallah et al., 2018). Study in India has shown that poor services from the 

healthcare providers had led to the drop out of members who were  
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registered with community health insurance (Salvi and Chakravarty, 2014). Apart from the 

healthcare provider perspective study in Burkina Faso focused on the CBHI scheme, the 

scheme couldn’t cope with the financial burden. That is because it could not cover the cost 

of drugs at the facility level, and even it was not even able to cover the essential cleaning 

and medicines supplies. In addition, the scheme couldn’t afford incentives to workers, and 

its reimbursing service fee system was not working well (Robyn et al., 2014). 

This study is significant since it showed how the CBHI scheme couldn’t keep pace with 

these critical health-related facility factors like pharmacy stockouts and healthcare provider 

incentives. It was supported by two systematic review studies that also focus on health-

related facility factors like poor quality of care, including long waiting times among users, 

and poor healthcare attitudes that led to poor uptake of the CBHI scheme (Adebayo et al., 

2015). Second systematic analysis carried on different studies showed that health facility-

related factors like unavailability of prescribed medicines and diagnostics were a problem. 

Also, healthcare providers’ attitudes on CBHI were not good, leading to patient 

dissatisfaction and long queues (Dror et al., 2016). The same study in Rwanda showed that 

long waiting times and poor adherence to health delivery harmed CBHI enrolment 

(Mukangendo et al., 2018). All of the above studies have highlighted that CBHI had 

difficulty providing medicines and equipment and was unable to provide incentives to 

healthcare providers. But there is a significant study conducted in Ethiopia that was able to 

show health-related factors, which include the availability of medicines and medical 

supplies in the hospitals, have increased the intake of CBHI enrollment and re-enrollment 

(Shigute et al., 2020).    

A study done in Tanzania has revealed that health facility-related factors like poor types of 

equipment, laboratory reagents, and drugs, together with poor interpersonal relationship 

among healthcare providers, has led to a decrease in CBHI uptake (Kamuzora and Gilson, 

2007). It was supported by another study in Tanzania that highlighted the lack of human 

resources in health facilities, which led to dissatisfaction among CHF members (Marwa et 

al., 2013). Quality of health care is still a problem, and it shows that CHF was not able to 
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provide the health service required by the community. It led to a dropout of members in 

the various regions in Tanzania. They said the health care service was only on primary 

healthcare facilities, district hospitals, and selected regional hospitals, and it was not of 

good quality (Kigume and Maluka, 2021). 

2.3. Community Related Factors 

Community-related factors include how the citizens are involved in implementing the 

scheme and the culture/norms of that community (Fadlallah et al., 2018). A study in 

Ethiopia showed that people older than 50 years were less likely to drop out of Community 

Health based Insurance (CBHI) since it is normal for them to experience illness shortly 

(Eseta, Lemma, and Geta, 2020). Community involvement, including CBHI informal 

meetings such as local saving credit meetings conducted in Northwestern Ethiopia, showed 

positive enrolment of CBHI members (Atafu and Kwon, 2018). However, distance from 

the community residents to the health facility led to poor enrolment of the members to the 

CBHI scheme (Dror et al., 2016). In Tanzania, involvement of community and religion led 

to increasing enrolment of iCHF, and this study showed that if they were involved before 

the scheme, iCHF members would join, especially if they were fully informed about the 

scheme (Kapologwe et al., 2017). It is supported by another study in Dodoma, Tanzania, 

where enrolment of members of iCHF improved after community leaders’ involvement. 

The district authorities made sure that all local leaders were registered with the scheme and 

sensitized them on its importance to the local community (Ajuaye et al., 2019). All of the 

studies illustrated that community and religious leaders are essential in the sustainability of 

any community health insurance scheme if they are fully involved from the beginning and 

well informed on the benefits of the scheme. 

2.4. Governmental Related Factors 

Governmental-related factors include management &administrative structure, package 

content, size, and membership criteria (Fadlallah et al., 2018). For example, a study in 

Ghana among urban dwellers showed unaffordability of the premium was a significant 

factor for the dropout of the health insurance schemes. And the dropout was typical among 
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low-income earners and people with low education backgrounds (Atinga, Abiiro, and 

Kuganab-Lem, 2015). A similar study in South-Western Ethiopia study illustrated that 

communities were not satisfied with the CBHI package, which caused the dropout of the 

scheme (Eseta, Lemma, and Geta, 2020). In Morogoro District, Tanzania, the study was 

conducted, which illustrated that lack of good leadership at the facility level, and poor 

referral systems for patients in the health facilities led to low enrolment of iCHF members 

(Kivelege, 2015). Another study in Dodoma, Tanzania, found that lengthy administrative 

procedures in the iCHF in acquiring reimbursement and health facility providers prefer to 

use more user fee schemes for healthcare provision in their health facilities. It was seen as 

a facilitator in their work (Kalolo et al., 2015). It is also supported by another study in 

Tanzania where an incentive was given on one council as an on-call allowance from user 

fee. The facilitator and motivated staff to work hard compared to another committee that 

used iCHF funds where the health care was less motivated (Renggli et al., 2019). In all 

studies above, it pointed out that government factors like management/administrative of 

scheme and affordable package play an essential role in implementation and sustainability 

of Community Health Insurance scheme. 

The literature review showed a need to see iCHF implementation in different ways and 

must include all factors (governmental, community, and health facility) and see all the 

stakeholders are included. For example, in the iCHF coverage, Dar-es-salaam coverage is 

low, with 10% coverage with Ubungo Municipality, which is part of the regions. But, on 

the other hand, Dodoma and Morogoro region with 25% and 24% coverage exceeds the 

Dar-es-salaam region despite the developed Dar-es-salaam region, which is more affluent 

than another region (MOHCDGEC, 2019). So, there is a need to research Ubungo 

Municipality to see if they can improve these factors in healthcare settings and how these 

can be combined with community and government-related factors in improving healthcare 

service in the region and increasing iCHF coverage. 
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CHAPTER THREE: CONCEPTUAL FRAMEWORK 

 

Factors affecting iCHF implementation can be grouped according to the following criteria; 

i. Health facility-related factors include human resources management issues like 

incentives and training, facility-related factors such as the presence of medical types of 

equipment/devices and environmental sanitation, iCHF marketing, and promotion 

strategies. 

ii. Government-related factors include iCHF membership premium, iCHF membership size, 

number of enrollment officers for registration, and other government support. 

iii. Community-related factors, including culture/norms of the community and community 

involvement in decision-making concerning iCHF. 

This framework was adopted from (Fadlallah et al., 2018). 
 

Outcome 

 

 

 

 

 

Factors 

 

 Figure 1: Conceptual Framework 
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CHAPTER FOUR: METHODOLOGY 
 

4.1. Study Design   
 

 We used a quantitative approach using a descriptive cross-sectional design to collect data 

in a targeted population registered with iCHF around the catchment area in all 21 health 

facilities and health care providers working in 17 dispensaries, three health centers, and 1 

District hospital in Ubungo Municipality. 

4.2. Participants  

 The target populations of this study were two. The first one was healthcare providers in 

the Ubungo Health care providers facilities, including medical doctors or assistant medical 

officers or clinical officers (depending on the level of a health facility is working), nurses, 

hospital administrators, social welfare officers. The other target population would be a 

community that is receivers of the iCHF scheme. (Single person or family comprises of 

children). 

 4.2.1. Inclusion and Exclusion Criteria 

The inclusion criteria were as follows:  

· Healthcare providers (clinical staff) working in public health facilities where iCHF is 

accepted in the study area. 

· Social welfare officers working in study area public health facilities where iCHF is 

accepted. 

· Community which is served with iCHF scheme. (she/he was supposed to be a single 

person, head of the family, a spouse, or children who are active CHF members).  

The exclusion criteria were as below: 

· Healthcare providers (clinical staff) working in private health facilities and the zonal 

hospital where iCHF isn’t accepted in the study area. 

· Community which is not served with iCHF scheme.  

4.2.2. Sample Size Estimation        
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• There are several principles for estimating effective sample sizes. I will use Yamane 

1967:86 formula to estimate sample size (Adam, 2020). 

n = N / (1 + N) e^2 n= corrected sample size, N = population size, and e =   Margin of 

error (MoE), e = 0.05.Population size (N)= number of healthcare providers facilities in the 

Ubungo Municipality Council, which was 318 healthcare providers. (UMC, 2016)  n=204 

was the sample size for the study for the first group. (Healthcare providers) 

For the second group the iCHF members for the N will be 440 members (UMC, 2021) (16 

health facilities with total number of 440 members) and the same formula will be used n = 

N / (1 + N) e^2 n= corrected sample size, N = population size, and e = Margin of error 

(MoE), e = 0.05. 

Sample size n=209 members for the second group (iCHF members) 

4.3. Sampling  

4.3.1 Study area        

The study was conducted in Ubungo District (Figure 2), Dar- es- Salaam region in Tanzania. 

Ubungo District is an urban area having a population of 1,043,549 people. The district 

covers a total surface area of 210 square kilometers, and it has 91 streets (lowest level of 

administrative area) and 14 wards (middle administrative area before district). The district 

has 135 functions health facilities, where 21 of them are public-owned health facilities and 

others are privately owned. These 21 public-owned health facilities provide improved 

Community Health Fund services (UMC, 2016). 

4.3.2 Sampling method 

We used the purposive/convenient sampling method for the community who visited the 16 

healthcare facilities where the iCHF scheme is conducted to reach the sample size 

calculated. Conveniently 13 members of iCHF were selected in each facility to participate 

in the study. 

We used a simple random method to select healthcare facilities where we set 16 healthcare 

facilities among 21 public health facilities in Ubungo Municipality Council (UMC, 2021). 
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We used the cluster sampling method to select several healthcare providers in the study. 

In each healthcare facility, conveniently, we chose 13 healthcare to participate in the 

studies. 

 

 

Figure 2: Map of Ubungo District (Accessed 25/11/2020  
Source: Google. https://doi.org/10.1371/journal.pone.0247421.g001) 
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4.3.2 Sampling method 

We used the Purposive and Convenient sampling method for the community who visited 

the 16 healthcare facilities where the iCHF scheme is conducted to reach the sample size 

calculated. Conveniently 13 members of iCHF were selected in each facility to participate 

in the study. 

We used a simple random method to select healthcare facilities where we set 16 healthcare 

facilities among 21 public health facilities in Ubungo Municipality Council (UMC, 2021). 

We used the cluster sampling method to select several healthcare providers in the study. In 

each healthcare facility, conveniently, we chose 13 healthcare to participate in the studies. 

4.4. Measures and Variables 

A structured questionnaire was used to collect data, and it used both online and written 

questionnaires. The study has two questionnaires for healthcare providers and the other for 

the community registered with iCHF. 

4.4.1. General Characteristics 

The general characteristics of participants consisted will be divided into two categories:1) 

Health care providers 2) Community which is served with the iCHF scheme. 

(She/he was supposed to be ahead of the family, a spouse, or an active CHF member).  

Healthcare will include general characteristics like sex, designation, a facility he/she is 

working, and age, while for the community, age, occupation, family size, and sex. 

 4.4.2 Factor  

We adopted the design and content of both online questionnaires from the literature of work 

conducted in the area of factors affecting CBHI (Abdilwohab et al., 2021) 

 The healthcare providers questionnaire had three parts: the first part gathered information 

about the participants’ demographic characteristics (Table 2). The second part 

(Independent variables) contained closed-ended questions about health facility-related, 

governmental and community-related factors. Finally, the third part contains closed-ended 

questions with the iCHF implementation questions (Dependent variables). The closed 
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questions were measured by the Likert Scale (5 degrees); 5= strongly agree, 4= agree, 

3=neutral, 2= disagree, and 1= strongly disagree.  

In health-related factors, questions asked were based on human resources planning and 

management, including questions on healthcare staff in the facility, workload, 

motivation/incentives, training, questions. Also, they include facility-related factors like 

the presence of medicines and equipment in the facility, water & sanitation facilities, 

patient waiting time, and general cleanliness.  

Other questions on social and marketing strategies about iCHF include whether they have 

a budget for the design and if the process is made a priority in management meetings. In 

addition, community-related factors were asked, including how far your home is from the 

health facility, how the community/religion leaders are involved in the iCHF process, and 

community somewhat receives medical care if they are iCHF members. In addition, 

government-related factors include questions on iCHF reimbursement and data 

management system efficiency, challenges faced by iCHF registration officers, supervision 

on iCHF activities by District/Regional authorities, and preference of user fee over iCHF 

scheme. Finally, the third part of the questionnaire had an iCHF implementation question, 

which explained effective of the iCHF scheme on improving healthcare delivery in the 

facility.    

The community questionnaire has also contained three parts. The first part gathered 

information about the participants’ demographic characteristics (Table 3), presence of 

chronic illness person in the family, presence of 60 years old member in the family. The 

second part (Independent variables) contains closed-ended questions about health facility-

related, governmental, and community-related factors. Finally, the third part (Dependent 

variables) contains closed-ended questions about iCHF implementation. The closed 

questions were measured by the Likert Scale (5 degrees); 5= strongly agree, 4= agree, 

3=neutral, 2= disagree, and 1= strongly disagree.  
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 In health facility-related factors, questions were based on the number of healthcare staff 

in the facility, healthcare attitudes, presence of drugs/medicines in the facility, the referral 

system is efficient, and the presence of enough water and sanitation facilities. In addition, 

the marketing and promotional activities are conducted and if they receive immediate 

care.  

Community-related factors were asked how the community/religion leaders are involved 

in the iCHF process and community behavior/culture towards iCHF. Government-related 

factors include questions on the presence of iCHF registration officers and CHF 

premium/membership size. The third part of the questionnaire had an iCHF implementation 

question which satisfied with health care delivered under iCHF. A pilot test on reliability 

on all closed-ended questions was conducted on both questionnaires before data collection 

started.   

We did a reliability test on independent variables on a community questionnaire. The 

Cronbach Alpha was 0.785(out of 25 questions in the Community survey). And this implied 

questions in the community survey passed a reliable test. We did the validity test on 25 

questions, and obtained values exceeded the critical value, which was 0.423(value obtained 

from 20 Two-Tailed DF 95% CI), and this shows the questions in the survey are valid. 

 

We did reliability on independent variables on healthcare providers’ questionnaires. The 

Cronbach Alpha is 0.707(out of 27 questions in the survey). And when this implied 

questions in healthcare providers survey passed reliable test. We did the validity test on 17 

questions, and obtained values exceeded the critical value, which was 0.360(value obtained 

from 20 Two-Tailed DF 95% CI), and this shows the questions in the survey are valid. 
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Table 2: Socio Demographic Factors (Healthcare Providers) 
Characteristic Sub-item 

Level of facility District Hospital (1) Health Centre/Dispensaries (2) 

Age 18-39(1) 40-61(2) 

Gender Male (1) Female (2) 

Job / Professional Doctor/Assistant Medical Officer/Clinical Officer (1) Nursing 

Officer/Assistant NO and others (2  

Level of Education Certificate (1) Diploma/Advanced Diploma (2) Bachelor (3) 

Masters (4) 

  

Table 3: Socio Demographic Factors (Community) 
Characteristic Sub-item 

Age 18-28(1) 29-39 (2) 40-50(3)  

Gender Male (1) Female (2)   

Marital status Single (1) Married with one spouse (2) 

Separated/divorced (3) Widowed (4)    

Number of households 

members  

1-5(1)3-5(2)  

Household members enrolled in 

iCHF 

1-5(1)5- 8(2)  

Occupation Office worker/Employed (1) Business (2)  

Place of residence Group A (1) Group B (2) Group C (3) Group D (4) 

out of municipality (5) 
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Education status University/College level (1) Primary/Secondary level 

(2) l   

Level of income High income level (1) Low income level (2)    

Presence of chronic disease in a 

family 

Yes (1) No (2)    

Presence of family member 

above 60 years old 

Yes (1) No (2)    

 

  

4.5. Data Collection  

Primary Data was collected online using google forms and physical visits for those 

who couldn’t use google forms. It was conducted between 24th October to 2nd November 

2021. Trained research assistants visited the healthcare facilities and shared written 

questionnaires with the healthcare providers and community who could fill online google 

forms. Research assistants were trained before data collection on google forms and written 

questionnaires. It was conducted on 23rd October 2021. After the respondents filled the 

online questionnaires, the data was collected on a spreadsheet and then analyzed 

  4.6. Data Analysis   

Data analysis was performed using SPSS 25.0 after downloading from google forms 

through excel sheets. Descriptive analysis was used to find standard deviations frequencies 

and mean of the respondent’s social demographic data. Chi-square test was used to test 

how all independent variables (socio-demographical factors) are related to the dependent 

variables (factors affecting iCHF implementation) on each healthcare provider and 

community group. The statistical significance was set top-value < .05. The 95% Confidence 

Interval was significantly accepted. 
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4.7. Ethical Clearance 

We obtained a permission letter from the Municipal Council District Medical Officer to 

conduct the research. A researcher explained the aim and objectives of the study to the 

healthcare providers and community before the questionnaire. We gave a consent form to 

healthcare providers and the community to inform them about the voluntary participation 

in the study, their right to withdraw from the study at any time without penalty, participants’ 

right to freedom of choice expression, anonymity, and confidentiality during the study. 
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CHAPTER FIVE: RESULTS 
 

Questionnaires were distributed to healthcare providers where 174 responded 30 didn’t 

respond size required, which is 85% response rate. Questionnaires for the community who 

used iCHF and 199 people responded, and ten did not respond, so almost 95% response 

rate. 

5.1. Sociodemographic Characteristics 

Area of residence include people living outside Ubungo Municipal Council with 

29%(n=58), people living in Group C (Ubungo,Kimara.Saranga) 25.1%(n=50) people 

living in Group A(Mbezi,Kwembe,Kibamba) with 23.6%(n=47), people living in Group D 

(Manzese,Makuburi,Sinza)12.6% (n=25) and minority live Group B 

(Mburahati,Mabibo,Makurumla) with 9.5%(19).The community registered with iCHF 

responded yes, they have family members over 60 years old with 54.8%(n=109) and 

45.2%(n=90) with no that they don’t have family members over 60 years old. In addition, 

the community responded yes, they have a family with chronic illness were 32.7%(n=65), 

and with no, they don’t have a family member with chronic disease were 67.3%. 

 

Table 4-1: Social Demographics Characteristics (Healthcare Providers)                     
                                                                                                                                              N=174 

Items Categories Frequency % Mean±SD 
Level of health 
facility 

District hospital 42 24.1  

Health centres / Dispensaries 132 75.9 

Age 18-39 97 55.8 2.4±0.7 

40-61 77 44.2 
Gender Male 52 29.9  

Female 122 70.1 

Professional Doctors 77 44.3  

Nurses and others 97 55.7 
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Education level Certificate 34 19.7  

Diploma 103 59.5 

 

Table 4-2: Social Demographics Characteristics (Community)  
N=199 

Item Categories Frequency % Mean±SD 

Age 18-28 41 20.6 2.1±0.7 

29-50 158 79.4 

Gender Male 105 52.8  

Female 94 47.2 

Marital Status Single 45 22.7  

Married 153 77.4 

Family Size 1-4 118 59.3  

5-8  81 40.7 1.5±0.63 

Occupation Office worker 111 55.8  

Business  88 44.2 

Education level University/College level 135 67.8  

Primary/Secondary level  64 32.2  

Income level High Income level 5 2.5  

Low Income level 194 97.5  

Enrolled member with iCHF 1-4 174 87.4 1.1±0.4 

5-8 24 12.1 

 
 

5.2. Health Facility Related Factors Affecting iCHF Scheme 

Findings showed that it was statistically significant (x2=15.697, df=2, n=174, p=0.000) 

between the level of health facility with adequate availability of healthcare providers as 

62.1% of health workers working in health centers and dispensaries agree that there were 

enough workers in the health facilities as shown in the table in Table 5. 
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 The level of healthcare professionals was statistically significant (x2=12.5665, df=2, 

n=174, p=0.000) with an efficient referral system under the iCHF scheme as 88.7% of 

nurses and others agree that the referral system is working well under the iCHF scheme. 

Furthermore, it was statistically significant (x2=17.527, df=2, n=174, p=0.000) between 

education level and medical supplies/equipment availability in a health facility. As 73% of 

healthcare with diploma level agree that there is enough medical supplies and equipment 

in the facilities.  

It was statistically significant (x2=28.62, df=2, n=174, p=0.000) between education level 

with satisfaction with the iCHF scheme in a health facility. As 91.2% of healthcare with 

diploma level agree that there were satisfied with the iCHF scheme in their facility. 

Education level was statistically significant (x2=44.508, df=2, n=199, p=0.000) with the 

availability of medical supplies/equipment in a health facility as 87.5% of community 

members with primary/secondary level agree that there were enough medical 

supplies/equipment in the health facilities. 

The education level (x2=38.99, df=2, n=199, p=0.000) was statistically significant with the 

availability of healthcare providers in a health facility as 55% of community members with 

university-level education agree that there were enough healthcare providers in the health 

facilities. Education level (x2=36.99, df=2, n=199, p=0.000) was also statistically 

significant with an efficient referral system under the iCHF scheme as 59% of community 

members with university-level education agree that the referral system is working well. 

Lastly, education level was statistically significant (x2=31.492, df=2, n=199, p=0.000) with 

awareness and promotion strategies on iCHF in the community. As 55% of community 

members with university-level education agree that awareness and promotion strategies on 

iCHF are conducted in the community 

 

Findings show that it was statistically significant (x2=19.447, df=2, n=199, p=0.000) 

between income level with the availability of medical supplies/equipment in a health 

facility. As 34.7% of community members with high-income groups disagree that there 
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were enough medical supplies/equipment in the health facilities. It was also statistically 

significant (x2=25.299, df=2, n=199, p=0.000) between income level with an Efficient 

referral system under the iCHF scheme as 70.9% of community members with low-income 

groups agree that the referral system was working well.  

It was statistically significant (x2=17.602, df=2, n=199, p=0.000) between income level 

with awareness and promotion strategies on iCHF in the community. As 83% of 

community members with low-income groups agree, we conducted awareness and 

promotion strategies on iCHF in the community. Furthermore, income level was also 

statistically significant (x2 =14.559, df=2, n=199, p=0.001) with the satisfaction of the 

iCHF scheme at a health facility as 89% of community members with low-income levels 

agree that they are satisfied with the iCHF scheme in a health facility. Furthermore, 

findings show that it was statistically significant (x2=15.95, df=4, n=199, p=0.003) between 

age with the presence of awareness and promotion strategies on iCHF in the community as 

46% of community members with age 29 and 39 years old agree that there were awareness 

and promotion strategies on iCHF conducted in the community. 

Findings show that it was statistically significant (x2=51.682, df=2, n=199, p=0.000) 

between occupation with the availability of medical supplies/equipment in a health facility 

as 81.5% of community members with business agree that there were enough medical 

supplies/equipment in the health facilities. Also, it was statistically significant (x2=43.59, 

df=2, n=199, p=0.000) between occupation and healthcare providers’ availability in a 

health facility as 81.8% of community members with business agree that there were enough 

healthcare providers in the health facilities.  

It was statistically significant (x2=52.868, df=2, n=199, p=0.000) between occupations with 

an efficient referral system under the iCHF scheme as 76% of community members with 

business agree that the referral system is working well. The occupation was also 

statistically significant (x2=37., df=2, n=199, p=0.000) with awareness and promotion 

strategies on iCHF in the community as 47.8% of community members who are having 
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business agree that awareness and promotion strategies on iCHF are conducted in the 

community. 

Table 5: Health facility Related Factors Affecting iCHF Scheme among Healthcare 
Providers and Community 

                                                                                                                                  N=199 (n, %) 

        Health facility related factors 

         Availability of medical supplies/equipment       x2 Cramer’s V Sig 

Factor Categories Agree  Neutral  Disagree     

Education 
level 

Diploma 
level 

100(73.0)  15(10.9) 22(16.1) 17.527 0.318 0.000 

Bachelor 
level 

14(38.9) 5(13.9) 17(47.2)      

University 
level 

51(37.8) 40(29.6) 44(32.6) 44.508 0.473 0.000 

Primary/ 

Secondary 
level 

56(87.5) 1(1.6) 7(10.9)    

Income level High 
income 
level 

Low 
income 
level 

24(33.3) 

83(65.4) 

23(31.9) 

18(14.2) 

25(34.7) 

26(20.5) 

19.447 0.313 0.000 

Occupation Employed 
workers 

Business 

and others 

35(59.7) 

72(81.8) 

37(33.3) 

4(4.5) 

39(35.1) 

12(13.6) 

51.682 0.51 0.000 
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                                        Availability of healthcare providers in Health facility 

Factor            Categories Agree  Neutral  Disagree      x2 Cramer’s V Sig 

Level of 

health facility 

District 

Hospital 

16(23.7) 0(0.0) 26(61.9) 15.697 0.3 0.000 

 Health 

centers/ 

Dispensary 

82(62.1) 11(8.3) 39(29.5)    

Education 
level 

University 
level 

55(40.7) 37(27.4) 43(31.9) 38.99 0.443 0.000 

 Primary/ 

Secondary 
level                          

56(87.5) 2(3.1) 6(9.4)    

Occupation Employed 

workers 

39(35.1) 33(29.7) 39(35.1) 43.59 0.468 0.000 

 Business 

and others 

72(81.8) 6(6.8) 10(11.4)    

Efficiency referral system under iCHF scheme 

Factor           Categories Agree  Neutral  Disagree  x2 Cramer’s V Sig 

Healthcare 
Professionals 

Doctors 62(80.5) 4(5.2)  14(13.0) 12.567 0.27 0.002 

 Nurses and 
other 
workers 

86(88.7) 10(10.3)   1(1.0)    

Education 
level 

University 
level 

59(43.7) 45(33.3)   31(23) 36.99 0.431 0.000 

 Primary/ 

Secondary 
level 

57(89.1) 3(4.7)   4(6.3)    
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Income level High 

income 

level 

26(36.1) 30(41.7) 16(22.2) 25.299 0.357 0.000 

 Low 

income 

level 

90(70.9) 18(14.2) 19(15)    

Occupation Employed 

workers 

40(36) 44(39.6) 27(24.3) 52.868 0.515 0.000 

 Business 

and others 

76(51.3) 4(21.2) 8(9.1)    

                                    Presence of Awareness and promotion strategies on iCHF scheme 

Factor             Categories Agree  Neutral  Disagree  x2 Cramer’s V Sig 

Education 
level 

University 
level 

55(40.7) 27(20.0) 53(39.3)      31.492 0.398 0.000 

 Primary/ 

Secondary 
level 

53(82.8) 2(3.1) 9(14.1)    

Income level High 

income 

level 

25(34.7) 16(22.2) 31(43.1) 17.602 0.297 0.000 

 Low 

income 

level 

83(65.4) 13(10.2) 31(24.4)    

Age   18-28 23(56.1) 9.8(4.0) 14(34.1) 15.95 0.2 0.003 

29-39 46(44.2) 16(15.4) 42(40.4)    

40-90 39(72.2) 9(16.7) 6(11.1)    



29 
 

 

 

 

 

 

 

 

Occupation Employed 

workers 

39(35.1) 25(22.5) 47(42.3) 37.904 0.436 0.000 

 Business 

and others 

69(47.8) 4(4.5) 15(17.0)    

                                     Satisfaction with iCHF scheme at health facility 

Factor             Categories Agree  Neutral Disagree    x2 Cramer’s V Sig 

Education 
level 

Diploma level 125(91.2) 7(5.16) 5(3.6) 28.62 0.407 0.000 

 Bachelor level 22(61) 2(1.9) 12(33.3)    

 University 
level 

65(48.1) 23(17) 47(34.8) 28.8 0.38 0.000 

 Primary/Secon
dary level 

56(38.9) 1(1.6) 7(10.9)    

Income 
level 

High income 
level 

32(43.8) 15(20.8) 25(34.7) 14.559 0.27 0.001 

  Low income 
level 

89(70.1) 9(7.1) 29(22.8)    

Occupation Employed 
workers 

49(44.1) 23(20.7) 39(35.1) 32.988 0.407 0.000 

 

 Business 
and others 

72(5.2) 1(1.1) 15(23.9)    



30 
 

 

5.3. Community Related Factors Affecting iCHF Scheme 
 

It was statistically significant (x2=46.026, df=2, n=199, p=0.000) between education level 

and involvement of local leaders as 59% of community members with secondary or primary 

level education agree that community leaders were involved in iCHF implementation. In 

addition, education level was statistically significant (x2=16.65, df=2, n=199, p=0.000) 

with community behavior/culture towards iCHF as 41% of community members with 

secondary or primary level education agree that community seeks to register with iCHF 

after they had an illness (Table 6). 

It was statistically significant (x2=12.075, df=2, n=199, p=0.000) between income level 

and local leaders’ involvement in iCHF implementation. As 85% of community members 

with low-income levels agreed, local leaders were involved in iCHF implementation. 

Income level was statistically significant (x2=16.922, df=2, n=199, p=0.000) with 

community behaviour/culture towards iCHF. As 72% of community members with low-

income levels agree that that community seeks to register with iCHF after an illness. 

It was statistically significant (x2=17.944, df=4, n=199, p=0.001) between age with 

involvement of local leaders in iCHF implementation in the community as 74.1% of 

community members with age 40 and 90 years old agree that there was the involvement of 

local leaders in iCHF implementation in the community. 

 

It was statistically significant (x2=48.726, df=2, n=199, p=0.000) between occupation and 

involvement of local leaders in iCHF implementation iCHF. As 85.2% of community 

members with business agree that community leaders are involved in iCHF implementation. 

Occupation was also statistically significant (x2=16.536, df=2, n=199, p=0.000) with 

community behaviour/culture towards iCHF. As 61.4% of community members with 

business agree that the community seeks to register with iCHF after they had an illness. 
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Table 6: Community Related Factors Affecting iCHF among Healthcare Providers 
and Community  

N=199 (n,%)  

 

 

 

 

                         Community related factors 

                  Involvement of local leaders in iCHF scheme   

Factor Categories Agree Neutral Disagree x2 Cramer’s V Sig 

Education 

level 

University level 56(41.5) 34(25.2) 45(33.3) 46.026 0.481 0.000 

Primary/Secondary 

level 

59(92.2) 1(1.6) 4(6.3)    

Income level High income level 30(41.7) 18(25) 24(33.3) 12.075 0.246 0.000 

Low income level 85(66.9) 17(13.4) 25(19.7)    

Age 18-28 27(65.9) 3(7.3) 11(26.8) 17.944 0.212 0.001 

29-39 48(46.2) 22(21.2) 34(32.7)    

40-90 40(74.1) 10(18.5) 4(11.1)    

Occupation Employed workers 40(64.1) 30(19.5) 41(36.9) 48.726 0.495 0.000 

Business and 

others 

75(85.2) 5(5.7) 8(9.1)    

Community behaviour/Culture towards iCHF scheme 

Factor Categories Agree Neutral Disagree x2 Cramer’s V Sig 

Education 

level 

University level  51(37.8) 18(13.3) 66(48.9) 16.65 0.289 0.000 

Primary/Secondary 

level 

41(64.1) 0(0.0) 23(35.9)    

Income level High income level 20(33.3) 6.5(15.3) 41(56.9) 16.922 0.292 0.000 

 Low income level 72(58.7) 7(11.5) 48(37.8)    

Occupation Employed workers 38(34.2) 15(13.5) 58(52.3) 16.356 0.288 0.000 

 Business and 

others 

54(61.4) 3(3.4) 31(35.2)    
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5.4. Government Related Factors Affecting iCHF Scheme 
 

It was statistically significant (x2=14.013, df=2, n=199, p=0.001) between education level 

and iCHF premium. As 50% of community members with university-level education agree, 

iCHF premium is affordable. Education level was also statistically significant (x2=14.013, 

df=2, n=199, p=0.000) with iCHF membership size. As 54% of community members with 

university-level education disagree, iCHF membership is accepted. Education level was 

statistically significant (x2=57.673, df=2, n=199, p=0.000) with the availability of 

enrolment officers for iCHF. As 50% of community members with university-level 

education disagree that enrolment officers are enough in the community to register new 

members. (Table 7). 

 

It was statistically significant (x2=25.439, df=2, n=199, p=0.000) between income level 

and enrolment officers’ availability for iCHF. As 82% of community members with low-

income levels agree that they were enrolment officers in the community. Income level was 

statistically significant (x2=21.818, df=2, n=199, p=0.000) with iCHF membership size. 

As 75% of community members with low-income levels disagree with iCHF membership 

size. Lastly income was statistically significant (x2=18.676, df=2, n=199, p=0.000) with 

iCHF premium. As 68% of community members with low-income levels agree that the 

iCHF premium is affordable.  

It was statistically significant (x2=19.086, df=2, n=199, p=0.001) between occupation and 

iCHF premium. As 61.4% of community members with business agree that iCHF premium 

is affordable. Occupation was statistically significant (x2=21.289, df=2, n=199, p=0.000) 

between and iCHF membership size. As 65.9% of community members with business 

disagree that iCHF membership is accepted. Lastly, occupation was statistically significant 

(x2=67.748, df=2, n=199, p=0.000) with the availability of enrolment officers for iCHF as 

45.8% of community members with business agree that enrolment officers are enough in 

the community for registration of new members. 
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Table 7: Government Related Factors Affecting iCHF among Healthcare Providers 
and Community                                                                                                                   
                                                                                                              N=199(n,%) 

Governmental related factors 
iCHF premium   

Factor Categories Agree         Neutral             Disagree      x2 Cramer V Sig 

Education 
level University level 50(37.0) 39(28.9) 46(34.1) 14.013 0.265 0.001 

  
Primary/ 

40(62.5) 6(9.4) 18(28.1)    
Secondary level 

Income 
level 
  

High Income level  22(30.6)  28(38.9)  22(30.6)  18.676  0.306  0.000  

Low income level  68(53.5)  17(28.7)  42(33.1)        

Occupation Employed workers 36(32.4) 35(35.1) 40(36.0) 19.086 0.310 0.000 

  Business and 
others 54(61.4) 10(11.4) 24(27.3)       

iCHF membership size 

Factor Categories Agree          Neutral                   Disagree        x2 Cramer V Sig 
Education 
level University level 50(37.0) 31(23.0) 54(40.0) 20.329 0.320 0.000 

  
Primary/ 

19(29.7) 1(1.6) 44(68.8)    
Secondary level 

Income 
level High Income level 27(37.5) 22(30.6) 23(31.9) 21.818 0.331 0.000 

  Low income level 42(33.1) 10(7.9) 75(59.1)       

Occupation Employed workers 44(39.6) 27(24.3) 40(36.0) 21.289 0.327 0.000 

  Business and 
others 25(28.4)    5(5.7) 58(65.9)  
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Availability of Enrolment officers for iCHF scheme 

Factor Categories Agree n          Neutral                Disagree      x2 Cramer V Sig 
Education 
level University level 56(41.5) 34(25.2) 45(33.3) 46.026 0.481 0.000 

  Primary/Secondary 
level 59(92.2) 1(1.6) 4(6.3)       

Income 
level High Income level 21(29.2) 24(33.3) 27(37.5) 25.439 0.358 0.000 

  Low income level 21(92.2) 15(11.9) 29(23.0)       

Occupation Employed workers 82(65.1) 37(33.6) 44(40.0) 67.748 0.585 0.000 

  Business and 
others 74(45.8) 2(2.3) 12(13.6)       
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CHAPTER SIX: DISCUSSION 
 

6.1. Health Facility Factors Affecting iCHF Scheme 
 

Findings showed that it was statistically significant between the health facility level where 

healthcare providers were working with adequate availability of healthcare providers. It is 

supported by research done in Iramba and Liwale Districts in Tanzania, where human 

resources influenced the excellent performance of the iCHF scheme in the Iramba District 

(Joseph and Maluka, 2017).  

It was statistically significant between education level among healthcare providers with 

availability of medical supplies/equipment in a health facility. The data supported that the 

presence of medicine/medical supplies in the facility has improved the quality of iCHF 

provided. It is supported by the study conducted in Ethiopia, which shows the presence of 

medicine/medical supplies increased the enrollment of CBHI in health care facilities 

(Shigute et al., 2020). 

The level of healthcare professionals was statistically significant with an efficient referral 

system under the iCHF scheme. Several studies (Kivelege, 2015) (Kigume and Maluka, 

2021) in Tanzania where these systems weren’t working well acted as barriers to the 

scheme to work well. User fee was preferred more than iCHF scheme despite this study 

majority agreed on the functioning of iCHF scheme. 

It was statistically significant between education and income level of community members 

with the availability of medical supplies/equipment in a health facility, availability of 

healthcare providers, and awareness and promotion strategies on iCHF in the community. 

 Community members responded that iCHF is working well, but studies in Ethiopia oppose 

this finding. The study showed that the community perceived poor healthcare quality under 

Community health Insurance due to unavailability of medicines/medical supplies, long 

waiting times, and inadequate health providers (Abdilwohab et al., 2021). In Tanzania also 

some studies oppose these findings since poor quality of health was caused by lack of 
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healthcare providers, long waiting time, and lack of drugs. (Kamuzora and Gilson, 2007; 

Marwa et al., 2013). 

Even this suggested the iCHF wasn’t working well. It was a failure in three areas: 

Kinondoni Municipality, Iringa, and Kibaha Districts since there was frequent stock out 

due to insufficient funds from the iCHF scheme (Kigume and Maluka, 2021). 

But studies in Gojam Zone Western Ethiopia (Mirach, Demissie, and Biks, 2019) support 

the presence of this finding of quality of care (i.e., availability of drugs, healthcare 

providers, and less time to see a doctor) which was effective under Community Health 

Insurances significantly increases enrolment. 

Awareness and promotion strategies were statistically significant with age, education, and 

income level of community members. It is consistent with studies in Northwestern Ethiopia, 

where awareness of Community Health Insurance increases awareness (Atafu and Kwon, 

2018). In Tanzania, studies by (Kapologwe et al., 2017) and recently by (Modest, Ngowi, 

and Katalambula, 2021) in three Dodoma districts showed that community awareness is 

higher. Still, it did not guarantee high enrolment since different factors may differ in urban 

and rural settings. 

6.2. Community Related Factors Affecting iCHF Scheme 

The involvement of local/religious leaders from the community was statistically significant 

with age, education, and income level of community members. It is consistent with a study 

conducted in Northwest Ethiopia where community meetings on saving and credit 

contributed significantly to the implementation of Community Health Insurance (Atafu and 

Kwon, 2018). In another study in Southern Ethiopia, community leaders played a crucial 

part in enrolling and implementing community-based health insurance. (Abdilwohab et al., 

2021) 

A study in Tanzania (Kapologwe et al., 2017) showed they mostly collected information 

for iCHF to citizens from local leaders. Other methods were lagging, including health 

facility sensitization. It is supported by another study in Dodoma, Tanzania, where 

implementation of the iCHF scheme improved after community leaders were involved. The 
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district authorities ensured that all local leaders were registered with the scheme and 

sensitized them its importance to the local community (Ajuaye et al., 2019). 

Community behavior was registered person to iCHF after the illness was statistically 

significant with age, education, and income level of community members. It is consistent 

with studies in Northern Ethiopia (Workneh, Biks, and Woreta, 2017), where people joined 

the CHBI after someone had an illness. However, it can make resources not shared equally 

since sick people will frequently attend the health facilities, which may cause an adverse 

effect. 

6.3. Governmental Related Factors Affecting iCHF Scheme 

Findings showed the income and education level was significant with iCHF premium and 

iCHF package membership size. Studies in Northwest (Mirach, Demissie, and Biks, 2019) 

and Southwest Ethiopia (Eseta, Lemma, and Geta, 2020) are consistent with these study 

findings the premium was acceptable by the community as long it can provide quality 

healthcare under the scheme. If the package does not meet the expectation, they can quit 

the CHF membership. But the study in Rwanda opposes this study’s findings since the 

change in premium may cause low enrollment, especially in rural areas (Mukangendo et 

al., 2018). In addition, it may contribute to the difference in income between urban and 

rural areas. 

A Tanzania study by (Kigume and Maluka, 2021) is consistent with the findings that the 

iCHF package was low in three Districts and was caused by the poor quality of service and 

the low enrolment. But another study by (Renggli et al., 2019) oppose these study findings. 

The iCHF premium was influenced by a user fee, where people who are not members of 

the CHF scheme prefer it since the quality of the service is good, and it can afford any 

members to get the benefit. 

6.4. Limitations of the Study 

During the research process, the researcher has found several limitations, which include; 

1. Some healthcare facilities could not be reached due to transport and financial problems. 
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2. Use of google forms was a challenge, especially for the people who are not familiar with 

this method, and it may lead to low participation and unable to reach the required sample 

size. 

6.5. Future Research 

1. Qualitative study is needed to explore more on Community Health Fund governmental 

factors and see how we can improve the scheme in Ubungo Municipal Council since 

willingness to pay for the premium among the community is good and how to increase 

premium membership size. Also, on community factors, especially community awareness 

on scheme especially when a family member has an illness. 

2. Qualitative study is needed to explore more Community Health Fund challenges such as 

healthcare providers’ preference of user fee over iCHF and challenges (low payment and 

unfriendly working environment) faced by enrolment officers who registered as new iCHF 

members. 
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CHAPTER SEVEN: CONCLUSIONS AND SUGGESTIONS 
 

7.1. Conclusions  
 

We researched factors affecting iCHF in Ubungo Municipality Council health facilities in 

the community and healthcare providers. It showed that health facility-related factors such 

as availability of medicine and less waiting time to see medical personnel positively 

contributed to the quality-of-life health service. 

 Community factors like the involvement of leaders in iCHF implementation contribute 

positively to the improvement of iCHF in the council. Still, the challenge is community 

behavior towards the scheme, primarily registering members after someone has an illness. 

It has to be addressed.  

On related governmental factors, challenges like healthcare providers, preference on a user 

fee, iCHF premium membership size, and challenges (poor incentives and unfriendly 

working environment) faced are addressed by all stakeholders to improve iCHF. 

7.2. Suggestions 
 

1. Central government creates compulsory single health insurance to increase coverage and 

enrollment. 

2. Ubungo Municipal Council management needs to improve the quality of healthcare 

services at health facilities so that enrolment may increase since the willingness of the 

community to pay for healthcare services under iCHF is high when services are of good 

quality. 

3. Government of Tanzania to review the iCHF premium membership size to be suitable 

for members, especially in urban areas, and improve awareness campaigns, especially on 

joining the scheme before someone has an illness.  
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Appendix 3: Questionnaire for Healthcare Providers 
 

English/Swahili language 
Number  Questions  Options  

1. What level of health facility you are working? 

(Ngazi gani ya kituo cha kutolea huduma za afya 

unafanya kazi) 

1.District Hospital 

2.Health Centre 

3.Dispensaries 

4. WEO office/Municipal level-(Ofisi ya Afisa 

Mtendaji wa Kata/Ngazi ya Manispaa) 

1. What is your age? (Una umri gani) 1.18-28 

2.29-39 

3.40-50 

4.51-61 

2.  What is your gender? (Je wewe ni jinsia gani)  Male 

 Female  

3. What is your job/professional(Je wewe ni mtaalamu 

wa nini/kazi yako) 

 1.Doctor/AMO/CO(Daktari) 

 2.NO/ANO(Muuguzi) 

 3.Health Secretary/Administrator (Katibu wa Afya) 

 4.Social Welfare Officer (Afisa Ustawi wa Jamii) 

 5.Laboratory Scientist/Laboratory 

personnel(Mtaalamu wa Maabara) 

 6.Environmental Health Officer/Assintant 

EHO/HA(Afisa Afya Mazingira) 

 7.Pharmacist (Mfamasia/Mfamasia msaidizi) 

 8.Other (Mhasibu/Afisa Ugavi n.k) 

4. What is your level of Education (Una kiwango gani 

cha Elimu) 

1. Certificate (astashahada) 

2. Diploma/Advanced Diploma 
Diploma(stashahada) 

3.Bachelor (Stashahada ya Juu)) 

4.Masters (Shahada ya Uzamili/Umahiri) 
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5  Hospital/health centre/dispensary having enough 

healthcare providers to serve iCHF clients 

(Hospitali/kituo cha afya/zahanati unachofanyia 

kazi kina watumishi wa kutosha kwa ajili ya kutoa 

huduma wa wagonjwa wanaoutumia Bima ya Afya 

ya Jamii(CHF iliyoboreshwa) 

1.   Strongly disagree 

2.   Disagree 

3.   Unsure 

4.   Agree 

5.   Strongly agree 

6.  The iCHF clients add burden on your current work 

schedule? (Wagonjwa wanaotumia Bima ya Afya 

ya Jamii(CHF iliyoboreshwa)wanakufanya ufanye 

kazi zaidi  kuliko kazi yako ya kila siku ya 

kuhudumia wagonjwa ambao hawatumii Bima ya 

Afya ya Jamii) 

1.   Strongly disagree 

2.   Disagree 

3.   Unsure 

4.   Agree 

5.   Strongly agree 

7. You are motivated by your employer to serve iCHF 

clients (Unapata motisha yoyote kutoka kwa 

Mwajiri unapohudumia wagonjwa wanaotumia 

Bima ya Afya ya Jamii(CHF iliyoboreshwa)) 

1.   Strongly disagree 

2.   Disagree 

3.   Unsure 

4.   Agree 

5.   Strongly agree 

8. You get regular training(biannual) related to iCHF 

implementation( Unapata mafunzo ya mara kwa 

mara(baada ya miezi 6) kuhusu utoaji huduma ya 

afya kupitia Bima ya Afya ya Jamii(CHF 

iliyoboreshwa)) 

1.   Strongly disagree 

2.   Disagree 

3.   Unsure 

4.   Agree 

5.   Strongly agree 

9. Hospital/health centre/dispensary have enough 

medical supplies/equipment to serve iCHF clients 

(Hospitali/kituo cha afya/zahanati unachofanyia 

kazi kina dawa na vitendea kazi vya kutosha 

kuhudumia wagonjwa wanaotumia Bima ya Afya 

ya Jamii(CHF iliyoboreshwa) 

1.   Strongly disagree 

2.   Disagree 

3.   Unsure 

4.   Agree 

5.   Strongly agree 

10. The hospital/health centre/dispensary maintain high 

level of cleanliness/hygiene standards in all areas 

inside and outside (Hospitali/kituo cha 

afya/zahanati unachofanyia kazi kina mazingira safi 

na yanayoridhisha ndani na nje ya 

kituo/hospitali/zahanati) 

1.   Strongly disagree 

2.   Disagree 

3.   Unsure 

4.   Agree 

5.   Strongly agree 
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11. The hospital/health centre/dispensary have enough 

functioning toilets for staff and patients and 

handwashing stations in point of care 

(Hospitali/kituo cha afya/zahanati unachofanyia 

kazi kina vyoo vya kutosha na sehemu ya kunawia 

mikono kwa ajili ya watumishi na wagonjwa) 

1.   Strongly disagree 

2.   Disagree 

3.   Unsure 

4.   Agree 

5.   Strongly agree 

12. The iCHF clients spend much time on que before 

attended in your hospital/health centre/dispensary 

(Wagonjwa wanaotumia Bima ya Afya ya 

Jamii(CHF iliyoboreshwa wanatumia muda mrefu 

katika foleni kwa ajili ya kupata huduma) 

1.   Strongly disagree 

2.   Disagree 

3.   Unsure 

4.   Agree 

5.   Strongly agree 

13.  Awareness and promotion strategies on iCHF your 

hospital/health centre/dispensary (Hospitali/kituo 

cha afya/zahanati unayofanyia kazi inafanya 

uelimishaji kwa umma juu ya Bima ya Afya ya 

Jamii(CHF iliyoboreshwa) 

1.   Strongly disagree 

2.   Disagree 

3.   Unsure 

4.   Agree 

5.   Strongly agree 

14. The Hospital/health centre/dispensary discuss iCHF 

marketing and promotion strategies at management 

meeting at facility level (Hospitali/kituo cha 

afya/zahanati unayofanyia kazi huwa wanajadili 

suala la utoaji wa elimu kwa wananchi kuhusu 

Bima ya Afya ya Jamii katika vikao vyenu vya 

kawaida vya menejimenti ya 

kituo/zahanati/hospitali) 

1.   Strongly disagree 

2.   Disagree 

3.   Unsure 

4.   Agree 

5.   Strongly agree 

15. 

 

 

 

 

The Hospital/health centre/dispensary set aside 

funds for iCHF marketing and promotion strategies 

at facility level. (Hospitali/kituo cha afya/zahanati 

huwa wanatenga bajeti kwa shughuli za utoaji wa 

elimu kwa umma juu ya Bima ya Afya ya 

Jamii(CHF iliyoboreshwa)) 

1.   Strongly disagree 

2.   Disagree 

3.   Unsure 

4.   Agree 

5.   Strongly agree 
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16. iCHF clients live far from your hospital/health 

centre/dispensary (over 5kms)(Wagonjwa 

wanaotumia Bima ya Afya ya Jamii(CHF 

iliyoboreshwa) wanatoka mbali na kituo 

/zahanati/hospitali hii(zaidi ya km 5) 

1.   Strongly disagree 

2.   Disagree 

3.   Unsure 

4.   Agree 

5.   Strongly agree 
 

17. 

 

iCHF clients of all age groups receive equal and fair 

service in your hospital/health centre/dispensary 

(Wagonjwa/wateja wanaotumia iCHF 

wanahudumiwa sawa bila kujali umri wao au 

kigezo kingine chochote/kikwazo kingine 

chochote) 

1. Strongly disagree 

2. Disagree 

3. Unsure 

4. Agree 

 5. Strongly agree 

18. The hospital/health centre/dispensary work together 

with local /religious leaders on implementation of 

iCHF activities(Hospitali/Kituo cha Afya/Zahanati 

inashirikiana na viongozi wa serikali au viongozi 

wa dini katika sehemu ambapo kituo chenu kipo 

kuhusu masuala mbali mbali ya iCHF) 

1.   Strongly disagree 

2.   Disagree 

3.   Unsure 

4.   Agree 

5.   Strongly agree 

19. Your hospital/health centre/dispensary iCHF data 

management system working effeciently (Mfumo 

wa kieletroniki/mtandao wa Bima ya Afya ya Jamii  

wa hospitali/kituo cha afya/zahanati unafanya kazi 

vizuri) 

1.   Strongly disagree 

2.   Disagree 

3.   Unsure 

4.   Agree 

5.   Strongly agree 

20. Poor incentives and unfriendly working 

environment are the main challenges faced by 

enrolment officers in your health facility 

(Changamoto hizi kubwa mbili ambazo 

zinawakabili wale maafisa waandikishaji wa Bima 

ya Afya ya Jamii ambazo ni maslahi duni na 

mazingira ya kazi yasiyoridhisha) 

1.   Strongly disagree 

2.   Disagree 

3.   Unsure 

4.   Agree 

5.   Strongly agree 
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Appendix 4: Questionnaire for Community Members 
English/Swahili language 

Number  Questions  Options  

1 What is your age? 1.18-28 

2.29-39 

3.40-50 

4.51-61 

5.62-71 

6.72-80 

2 What is your gender? (Je wewe ni jinsia gani) 1.Male 

 2.Female  

3 What is your current marital status? (Hali yako 
ya ndoa ikoje) 

 1.Single 

 2.Married with one spouse 

 3.Separated/divorced 

 4.Widowed  

4 How many members live in your household? 
(Mko wangapi katika familia yako) 

1.1-5 

2.3-5 

3.5-10 

4.10-20 

5. How many household members are enrolled in 
CHF? (Watu wangapi katika familia yako 
wamejiunga na Bima ya Afya ya Jamii) 

1.1-5 

2.3-5 

3.5-10 

4.10-20 

5 What is your occupation? (Kazi yako ni nini) 1.Office worker 

 2.Business 

 3.Farmer 

 4.Pastoralist 

 5.Others(specify)_____________ 

6 What is your current educational status? (Je una 
elimu gani) 

 1.University/College level 

 2.Secondary level 

 3.Primary level 

 4.Others 
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7 What is your level of income? (kiwango cha 
mapato ni kipi) 

1.   High income level (Kipato cha juu-zaidi ya 

milion 4 kwa mwezi) 

2.   Middle income level (Kipato cha kati -kuanzia  

milion 1 mpaka milioni 3 kwa mwezi) 

3.   Low-income level (Kipato-chini ya milioni 1 

kwa mwezi) 

8. Do you have a family member having chronic 
disease? (Je! Una mwanafamilia aliye na 
ugonjwa sugu ?) 

1.  Yes 

2.  No 

9. Do you have a family member above 60 years 
old? (Je! Una mwanafamilia aliye na zaidi ya 
miaka 60?) 

1.  Yes 

2.  No 

10. Drugs are prescribed under the iCHF scheme in 
this health facility (Upatikanaji wa dawa 
unaridhisha kupitia Bima ya Afya ya Jamii(CHF 
iliyoboreshwa) baada ya kupata matibabu katika 
kituo hiki) 

1.Strongly disagree 

2.Disagree 

3.Unsure 

4.Agree 

5.Strongly agree 

11. The iCHF health care providers are friendly and 
respectful (Watumishi wa afya wa kituo hiki au 
wa zahanati hii au wa hospitali hii 
wanaohudumia kupitia Bima ya Afya ya 
Jamii(CHF iliyoboreshwa) wanahudumia kwa 
heshima na kwa urafiki) 

1.Strongly disagree 

2.Disagree 

3.Unsure 

4.Agree 

5.Strongly agree 

12. The health facility has enough healthcare 
providers to provide iCHF service (Watumishi 
wa kituo hiki au zahanati hii au hospitali hii 
wanaohudumia kupitia Bima ya Afya ya 
Jamii(CHF iliyoboreshwa) wako wa kutosha) 

1.Strongly disagree 

2.Disagree 

3.Unsure 

4.Agree 

5.Strongly agree 

13. The iCHF scheme referral services adequate 
(Huduma ya rufaa inayotolewa na Bima ya Afya 
ya Jamii(CHF iliyoboreshwa) katika hospitali hii 
au kituo hiki au zahanati hii inakuridhisha) 

1. Strongly disagree 

2. Disagree 

3. Unsure 

4. Agree  
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5. Strongly agree  

14. The health facility has enough toilet and an 
overall clean environment (Hospitali hii au kituo 
hiki cha afya au zahanati hii ina vyoo vya kutosha 
kwa ajili ya wagonjwa na watumishi na 
mazingira yake yanaridhisha) 

1. Strongly disagree 

2. Disagree 

3. Unsure 

4. Agree  

5. Strongly agree 

15. The distance from your residence/home is far 
(over 5 kms) from health facility (Umbali  kutoka 
hospitali hii au kituo cha afya au zahanati hii 
mpaka nyumbani ni mbali  (zaidi ya kilomita 5) 

1. Strongly disagree 

2. Disagree 

3. Unsure 

4. Agree  

5. Strongly agree 

16. The iCHF awareness and promotional campaigns 
given to community are adequate (Elimu kwa 
jamii kuhusu Bima ya Afya ya Jamii(CHF 
iliyoboreshwa) imetolewa vya kutosha) 

1. Strongly disagree 

2. Disagree 

3. Unsure 

4. Agree  

5. Strongly agree  

17. You are satisfied with the immediate care 
received at the health facility (Umeridhika na 
huduma ya afya kupitia zahanati au kituo cha 
afya au hospitali hii kupitia Bima ya Afya ya 
Jamii(CHF iliyoboreshwa) 

1. Strongly disagree 

2. Disagree 

3. Neutral 

4. Agree  

5 Strongly agree 
18. The available enrolment officers are sufficient in 

my area (Kuna maafisa wa kutosha 
wanaondikisha Bima ya Afya ya Jamii(CHF 
Iliyoboreshwa) katika eneo lako) 

1. Strongly disagree 

2. Disagree 

3. Neutral 

4. Agree  

5 Strongly agree 

19.   The iCHF premium is adequate to cover 
healthcare provided in this 
hospital/dispensary/health centre(Malipo ya 
mwaka ya Bima ya Afya ya Jamii(CHF 
iliyoboreshwa yanatosha kugharimia huduma ya 
afya inayotolewa katika hospitali/zahanati/kituo 
cha afya hii) 

1. Strongly disagree 

2. Disagree 

3. Neutral 

4. Agree  



54 
 

5 Strongly agree 

20. The iCHF membership membership size is 
adequate cover healthcare provided in this 
hospital/dispensary/health centre(Umeridhika na 
idadi ya wananchama ambayo ya Bima ya Afya 
ya Jamii(CHF iliyoboreshwa) inaweza 
kuwapatia matibabu) 

1. Strongly disagree 

2. Disagree 

3. Neutral 

4. Agree  

5 Strongly agree 

21. The involvement of the local leaders/religious in 
iCHF implementation and promotion activities is 
adequate (Huduma ya Bima ya Afya ya 
Jamii(CHF iliyoboreshwa) imeshirikisha jamii 
hasa viongozi wa kijamii na kidini katika utoaji 
elimu ya kujiunga na huduma hii) 

1. Strongly disagree 

2. Disagree 

3. Neutral 

4. Agree  

5. Strongly agree       

22.  Registration of iCHF was done after illness in 
your family or anybody which you are related 
(Usajili wa huduma ya Bima ya Afya ya 
Jamii(CHF iliyoboreshwa) ulifanyika baada ya 
mtu katika familia yako kuumwa au ndugu au 
rafiki yako kuumwa) 

1. Strongly disagree 

2. Disagree 

3. Neutral 

4. Agree  

5. Strongly agree       

23. The health care services provided by your health 
facility under iCHF scheme are adequate 
(Umeridhika na huduma za afya kutokana na 
Bima ya Afya ya Jamii(CHF iliyoboreshwa)) 

1.Strongly disagree 

2.Disagree 

3.Unsure 

4.Agree 

5.Strongly agree 

                 

 

 

 

 

 


