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Abstract

Community Health Fund (CHF) is one among health insurance schemes found in Tanzania. It
was established in 1996 with the aim of improving the health of people who work in informal
sectors. However, since its formulation, it has not performed well; the majority of HHs are
not members, and some members are withdrawing from the scheme. The overall objective
was to assess the attitude of community members towards the importance of CHF for health
security. Specifically, the paper assesses the attitude towards CHF interventions among
members and non-members of CHF and compares the attitude between members and
non-members of CHF on health security. Cross sectional research design was used in this
study. Simple random sampling technique using the lottery method was employed to select
354 respondents. Data were collected using a household questionnaire survey, Focus Group
Discussions guide, Key Informant Interviews checklist and documents’ reviews. Descriptive
statistics, inferential statistics and content analysis were used to analyze the data. The
findings show that CHF has inclusive benefits to its members as it covers costs of health
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treatment rather than paying money every time they attend medical treatments. Furthermore,
the attitude towards CHF among members and non-members was accounted for 9.3% and
51.9 negative, 2.3% and 4.1 neutral and 88.4 and 44.0 positive. This indicates that the
majority of people in the study area had a positive attitude towards CHF services. Thus, the
study concludes that a great proportion of members of CHF in Kalambo District have positive
attitude towards CHF intervention while the majority of non-members have negative attitude
towards CHF intervention because they were not aware of it due to lack of knowledge. It is
recommended that the government should mainstream CHF intervention to all communities
so that non-members can join the scheme and hence get better health services. Also, the
study recommends that the CHF service providers should put more emphasis on sensitising
communities against negative attitudes from non-members of CHF.

Keywords: community attitude, community health, community health fund
1. Introduction

The Community Health Fund (CHF) is one of the social security funds found in Tanzania.
Social security is the protection provided to individuals and households to ensure access to
healthcare and to guarantee income security when the one concerned is in a position of
income stoppage in case like sickness, injury at work place, maternity, invalidity, old age,
unemployment, or loss of a breadwinner (ILO, 2018). Morestin (2009) reports that
improvement of access to healthcare services is provided through health insurance schemes.
Different countries have used different mechanisms on how they promote health security
systems. Globally, there are sixteen countries that have promoted better healthcare systems
(Martin, 2017). These are Luxembourg, Singapore, Switzerland, Netherlands, Sweden,
Germany, Belgium, Newzealand, Norway, France (Europe), Hongkong, Japan (Asia), Israel,
Qatar (Middle East), Australia, and Canada (North America). The experience shows that
European countries promoted health care systems such that their people’s life expectancies
are relatively high compared to the rest of the countries in the world (Martin, 2017). The
adoption of Community Health Insurance depends much on community attitudes on
particular types of insurance as reported by Chingonikaya et al. (2018) that attitude may
influence the behaviour change of someone as it is a relatively enduring organization of
beliefs, and behavioural tendencies towards socially significant objects, groups, events or
symbols.

In Sub Saharan Africa (SSA), negative attitudes have been a barrier towards health insurance
membership (Carapinha et al., 2010). Households use savings, assets, procured loans or
borrowings from family and friends to cope with high out-of-pocket payments (Carapinha et
al., 2010). Approximately, 30% of households in 15 SSA countries are financing their health
care by borrowing or selling their assets (Carapinha et al., 2010). Out-of-pocket payments
can lead to impoverishment when households do not have ability to pay. This can probably
cause difficulties to households joining health insurance schemes. Rwanda was among the
countries in SSA which were doing well in the Community Health Insurance Scheme since it
was introduced in 1999 as mentioned by Chemouni B. (2018) that was doing well on
Community Health Insurance (CHI). Some of the reasons for good performance were the
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people’s positive perception on community health insurance schemes, members being invited
in scheme’s general assembly where they interact with the administrative councils of the
scheme and discuss needs, concerns and suggestions for CHI improvements. In Tanzania, the
Government was the major provider of health services from 1961 to 1991 under the socialist
ideology (URT, 2008). Private healthcare services providers were actually banned in 1977
under the Private Hospitals (Regulation) Act (URT, 1977). In the 1990s, there were health
sector reforms which started to improve the quality of health care services and introduced
cost sharing of health services. CHF was introduced in 1996 and was piloted in Tabora
Region, specifically in Igunga District, and later it was extended to other districts (Macha et
al., 2015). In Kalambo District Council, CHF was introduced in 2012 after formulation of
Kalambo District Council that formerly was a part of Sumbawanga District Council.

A\\ MacrOthlnk Journal of Public Administration and Governance

Different scholars have studied various attitudes of the people towards the CHF (Chatama,
2007; Ekman, 2004; Lekashingo, 2012; Turkson, 2009). On another side, constraints in
operationalization of the funds have been found in different studies (Musau, 2004; Msuya et
al., 2004; URT, 2006; Waheke, 2015), particularly contributions of the fund to community
health security (Chee et al., 2002 and WHO, 2003). There is a negative attitude reported by
Chatama (2007) that CHF members do wait longer to be attended at the health facilities as
compared to non-members, but on another side, Ekman (2004) reported that non-CHF
members perceived that CHF members were attended first before those paying user fees.
However, it is not clear whether operationalization and policies governing CHF are positively
impacted to the beneficiaries™ satisfaction in the study area. The funds are still poorly
operating; this probably requires other studies to be conducted as this study looks into the
attitudes of the community towards the CHF which have been inadequately addressed by
previous studies in Tanzania and particularly in the study area (Ekman, 2004; Turkson, 2009;
Waheke, 2015; URT, 2006; WHO, 2003). The overall objective of this paper was to assess the
attitude of community members towards the importance of CHF for health security in
Kalambo District. Specifically, the paper aimed at assessing the attitude towards CHF
interventions among members and non-members of CHF, comparing the attitude between
members and non-members of CHF in the area of study and tested the hypothesis that
attitudes towards CHF is not significantly different between beneficiaries and
non-beneficiaries of CHF interventions.

In order for the fund to operate effectively, there is a need for active member-ship, good
management and good health facilities (HPSS, 2018). Several studies that have been
conducted show that some members are withdrawing from the scheme (Msuya et al., 2004;
Mtei and Mulligan, 2007; Marwa et al., 2013). Despite the importance of CHF as it is
described in CHF Act No.1 of 2001, this targets members to have access to reliable and
effective health care by creating a sustainable financial mechanism (URT, 2001). Many
studies have been conducted and come up with alternatives for strengthening various health
security funds but they have not helped (Martin, 2017; WHO, 2015; URT, 2008; URT, 2003;
Marwa et al., 2013). However, little information is available on community attitude towards
CHF in the study area. Therefore, the study on which this paper is based conducted to bridge
the research gap so as to inform various stakeholders such as Government officials, health
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sectors, policy makers, community members and non-members of CHF, NGOs, and Donors
responsible for the same topic.

Theoretically, the study adopted a Social Cognitive Theory (SCT), (Bandura, 1997) as cited
by Glanz et al. (2002). It tells about evaluating people’s behavioural change, which depends
on environment, people and behaviour, these factors are constantly influencing each other.
People and behavior represent the situation in which members of the society live.
Environment refers to the factors that can affect a person’s behaviour; these are physical and
social environment. For this study, SCT reflects how CHF members can acquire and maintain
attitudes, be it positive or negative/accept or reject some ideas related to health service
provision resulting to health security whenever imposed to them by health providers, where
the majority of HHs in study area was found to be positive against CHF services. Social
environment includes community relationships to CHF, while physical environment includes
distances from the households to places where health services are provided, household
income and quality of health services. The situation refers to the cognitive or mental
representations (people’s perception) on health security that may affect a person’s behaviour
positively or negatively towards CHF.

Conceptually, the outcome shows that attitude which contains knowledge, awareness and
perception of communities towards CHF health security influences the households’
environments including social environment such as community relationship to CHF, and
physical environment like distance from household to health services providers, household
income and quality of health services to CHF membership for health security. These
outcomes which determine the health security, affect households behaviour positively or
negatively towards CHF.

2. Methodology

The study on which this paper is based was conducted in Kalambo District Council. Kalambo
is one among the four districts of Rukwa Region in Tanzania. It was officially established on
23" December 2012 as a result of split of the Sumbawanga District Council, and its
administrative head quarter is Matai town. It is located in the Southern Highlands and lies
between latitudes 8°54° and 8°15° South and longitudes between 31°12°and 31° 51° East. The
district is bordered by Zambia in the South and Songwe Region (Momba District) in the
South-east. It also borders with Lake Tanganyika in the South-west, Nkasi District in the
West, Sumbawanga District Council and Sumbawanga Municipal Council to the North.
Kalambo District Council is estimated to have 4,715 km?, of which 504 km? is water and
4,211km? is land area. The reason for choosing Kalambo District was based on economic
activities whereby the majority of dwellers are employed in informal sector which is the main
target of CHF for its coverage (URT, 2004). The main economic activities are crop farming,
livestock keeping, fishing, trading and bee keeping. Also, Kalambo District is one among
districts with few CHF numbers basing on HSSP 111 targets as well as one among districts in
Rukwa Region where only 7.5% of the population is covered, while in Singida Region 54.4%
are covered and in Mbeya Region, 43.0% are covered with the CHF (UTR, 2015).

The study employed a cross-sectional research design in order to collect multiple cases in a
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single point of time (Bailey, 1998). The design is considered to be appropriate to provide an
image of the current situation in a specific time (Ellsberge and Heise, 2005). Five (5) wards
were targeted whereby in each ward one village was purposively selected based on
potentiality in respective economic activitties (URT, 2004). The selected wards and villages
were Msanzi (Msanzi Kati village), Matai (Singiwe village), Mkowe (Mbuza village),
Kisumba (Kasote village) and Kasanga (Kasang village) their economic activities were crop
farming, trading, livestock keeping, bee keeping and fishing activities. The population of the
study were members and non-members of CHF. The unit of analysis was a household, and the
sampling unit for this study was a household head for CHF members and non-members. Each
village had varied numbers of members and non-members of CHF (Table 1.0). The sampling
frame for members of CHF was obtained from a list of names registered at the dispensary of
each village with the assistance of a clinical officer. While for non-members the sampling
frame was a list of names of all households at 5 villages obtained with the assistance of
village leaders. Simple random sampling by using the lottery method was used to select the
sample from the lists of names selected from each village. The sample size was 354
respondents. 86 respondents were members of CHF interventions and 268 were non-members.
This was based to the fact that CHF members were very few as compared to non-members in
the study area (Table 1.0). The sample size was determined by using Yamane's (1973) as
cited by Israel (2013) as follows

N

TN’

= 3060/1+3060 (0.05)* = 354.

Where: n is the sample size, and N is the population. In this study, N was the estimated
number of households in five selected villages. Since there were few CHF members while the
great interest of the research was in them, simple stratified sampling was used to select equal
numbers of CHF members and non-members.

Table 1. Number of sampled households in each study village

Ward Village Total Sampled households CHF members CHF non-members
households (n) (n)
Msanzi Msanzi kati 599 599/3060*354 = 69 20 49
Matai Singiwe 300 300/3060*354 = 35 8 27
Mkowe  Mbuza 564 564 /3060*354 = 65 11 54
Kisumba Kasote 500 500/3060*354 = 58 14 44
Kasanga Kasanga 1097 1097/3060*354 = 127 33 94
Total 3060 354 86 268

Data collection involved primary data; a questionnaire survey was used to collect data from
the respondents. The types of information that were targeted here were based on community’s
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perceptions towards CHF. Key Informant Interviews (KllIs) and Focus Group Discussions
(FGDs) were used as the main methods for collecting qualitative data. A checklist was used to
gather information from Klls which involved those who worked with CHF such as District
Commissioner (DC), District Medical Officer (DMO), Clinical Officers (COs), Nurses, Ward
Executive Officers (WEQOs), Ward Community Development Officers and Village Executive
Officers (VEOs). The type of information that was collected in this method was based on
HHs levels of awareness concerning the existence of CHF. A focus group interview guide was
used in discussion to gather information from 6-12 FGDs participants which in each
discussion session. A total of ten FGDs were conducted in the study area. The gathered
information was used to provide additional and detailed community’s attitude towards CHF.
Participants who were considered in FGDs were those who worked in informal sectors which
are the targeted group of CHF. Gender balance was another factor that was considered for
FGDs whereby equal numbers of men and women were selected. Qualitative data were
analysed using content analysis approach. These are data obtained from FGDs and Kills.
Therefore, by means of content analysis method, the data collected through verbal
discussions were analysed in details whereby recorded discussions were broken down into
smallest meaningful units of information.

Attitude of community members towards CHF was measured by using a Likert scale.
Statements with positive and negative connotations were formulated and included in the
questionnaire. Respondents’ responses were recorded as strongly agree, agree, undecided,
disagree and strongly disagree. The scale has been found to be an effective technique for the
measurement of attitudes (Likert, 1932). The five (5) - points Likert scale were assigned
numbers as follows: (5 = strongly agree, 4 = agree, 3 = undecided, 2 = disagree and 1 =
strongly disagree). The responses from all the statements were combined to create a
measurement of an Attitudinal Scale (AS). The AS is a single variable used to represent
cumulative perception of attitude (Likert, 1932). Statements favourable to the construct were
positively worded, while unfavourable statements used negative connotation. Then numerical
values for the response’s options were reversed when calculating the overall score. Higher
values indicated positive attitude disposition of favourably attitude towards CHF, implying
that the respondent was supporting CHF interventions. While low values indicated negative
attitude (i.e. unfavourable response) towards CHF, implying that the respondents were not
supporting CHF interventions.

The overall scores on the Likert scale were categorized into positive, neutral and negative
attitudes of community members towards CHF. The highest possible score was calculated by
multiplying 18 statements by 5 points to get 90 points, while the middle point was calculated
by multiplying 18 statements by 3 points to get 54 points, and the lowest possible score was
calculated by multiplying 18 statements by 1 point to get 18 points. Therefore, 54 was the
cut-off point and stood for neutral attitude. Hence, scores from 18 to 53 on the overall scores
were considered as negative attitude, while 55 to 90 stood for positive attitude.

A Mann Whitney U test was used to test the hypothesis that attitudes towards CHF against
local community members are significantly different between members and non-members of
CHF interventions (p<0.05). The test was ideal because the technique is appropriate to test
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for differences between two independent groups (Pallant, 2007). The test is the alternative of
the t-test for independent samples and also it analyses differences in the positions of ordinal
dependent variables in two independent groups (Nachar, 2008).

3. Results and Discussion

The findings presented in Table 2 indicate respondents’ opinions about the importance of a
Community Health Fund (CHF) for health security. Respondents were required to show their
attitude towards CHF by indicating their degree of agreement with 18 statements about CHF
intervention in the area of study. The majority of the respondents (in which 90.7% of
members and 43.3% of non-members of CHF) agreed with the statement that CHF have
comprehensive benefit package to its members. The results are in line with the CHF Act No.
1 of 2001 which targeted the health improvements to CHF members (URT 2001). On the
other side, the majority of respondents (66.3% members and 41.8% non-members of CHF)
agreed on the statement that there is a minimum payment out of pocket for health services
expenditure to CHF members. These findings imply that CHF has wide-ranging benefits to its
members in relation to health issues since the health aspect is a core component of human
capital and assists to cover health treatment in time a member has no money. This is similar
to findings of a study by Mulupi et al. (2013) who studied on community perceptions of
health insurance and their preferred design features: implications for the design of universal
health coverage reforms in Kenyans where by it was found that people preferred a
comprehensive benefit package that included inpatient and outpatient care with no
Co-payments.

Table 2. Respondents™ attitudes toward CHF heath security (n = 354)

Statements Disagree (%) Neutral (%) Agree (%)
M  N-M M N-M M N-M
CHF has a comprehensive benefit package to its members 81 153 1.2 414 90.7 433

CHF supplies enough medicine to its members according to 326 269 58 332 616 39.9
requirements

There is lack of choice for health services to CHF members 41.9 38.8 35 351 547 26.1

There is a minimum payment out of pocket for health services 29.1 321 47 261 66.3 418
expenditure to CHF members

CHF increases accessibility of health services to the 105 340 0.0 362 895 29.9
individuals

CHF helps to improve the quality of the health services 140 317 23 369 837 313

CHF is just a means for its planners to steal money from poor 62.8 48.1 151 347 221 172
people

People paying user fees have better access to health servicesin  11.6 29.1 81 36.2 80.2 347
their areas

People paying user fees are more satisfied with the care given 128 302 47 336 826 36.2
People paying user fees have better health outcome 116 29.9 12 377 872 325
CHF provides assurance of health services when one getssick 105 25,7 23 321 87.2 4.2

CHF members enjoy quality services compared to 81 261 221 399 698 34.0
non-members
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CHF members have better relationship with health care 58 235 140 366 80.2 39.9
providers

CHF is for the poor and those working in rural areas and/ or 4.7 75 47 134 907 791
the informal sector

People drop from CHF because it’s too costly 407 27.6 209 250 384 474
People are not interested in CHF because once they get sick, 62.8 813 27.9 14.9 9.3 3.7
they are cured with local medicine

People are not interested in CHF because once they get sick, 64.0 825 29.1 14.2 70 34
they are cured by faith and prayers.

People are satisfied with the health services which are funded 8.1 168 58 437 86.0 39.6
by CHF

Note: Figures in (%) represent respondent’s opinion, M=member of CHF, N-M=
Non-member of CHF

However, from FGD at Kasote village it argued that:

...having access to health services through CHF has many benefits including giving
women ample time to do other activities as they are enabled to take care of sick
people... (FGD at Kasote Village, 17" December, 2018).

This finding indicates that, because women are assigned the role of taking care of sick people,
children and elderly, then being secured to health services through CHF means it facilitates
the role taken by women and therefore they will not be involved in such role; instead they
will engage themselves in other activites such as enterpeneurship. The study findings, also,
revealed that the majority of respondents (61.6% of members and 39.9% of non-members)
agreed with the statement that CHF supplies enough medicine to its members according to
requirements. Also, 54.7% of members and 26.1% of non-members agreed that there is lack
of choice for health services to CHF members. This was evidenced in Klls at Kasanga village
who said:

“...The challenge we are facing as CHF members is the limitations of health
services by CHF card; we are allowed to use it at only one dispensary which is found
in our village. If it happens there is no medicine, the card cannot assist to acquire
such medicine from the any other dispensary...” (Klls at Kasanga Village, 18"
December 2018).

Furthermore, the results show that majority of respondents (89.5% of members and 29.9% of
non-members) agreed on the statement that CHF increases accessibility of health services to
individuals beacause even if it happen that there is no medicine at the dispensary, atleast sick
people do get advice from clinical officers on sickness concerned. Likewise, for the statement
which stated that CHF helps to improve the quality of the health services, the majority of the
respondents (83.7% of members and 31.3% of non-members) agreed.

The findings indicate that the majority of the respondents (80.2% of members and 34.7% of
non-members) agreed with the statement that people paying user fees have better access to
health services in their areas. On the other hand, the majority of the respondents (82.6% of
members and 36.2% of non-members) agreed with the statement that people paying user fees
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are more satisfied with the care given; particularly on that, the majority of the respondents
(87.2% of members and 32.5% of non-members) agreed with the statement that people
paying user fees have better health outcomes. This is because people paying user fees are not
CHF members; therefore, they are free to get health treatment at any dispensary, be it private
or public as they pay direct from the pockets. This is in line with a study by Chatama (2007),
who reported that CHF members do wait longer to be attended at health facilities as
compared to non-members because non-members can shift to other health facilities while
CHF members are limited to particular dispensaries. This was also evidenced in an FGD at
Singiwe Village the participants agree as follows:

. In order to get good health services, money is more important than CHF
membership, because, with money you can access health services wherever you get
sick, while with a CHF card, you must go to the dispensary that you were registered
for, in order to be freated... (FGD at Singiwe Village, 13" December, 2018).

The study results indicate that the majority of the respondents (87.2% of members and 4.2%
of non-members) agreed with the statement that CHF provides assurance of health services
when one get sick. This is supported by information from an FGD at Mbuza village which
was provided by FGD discussants that:

...The health services which we get together with our dependents as supported by
CHF are better with less cost. One day when our fellow and his son were sick they
used a CHF card to get medical treatment rather than using money from his pocket.
This has motivated us to renew our CHF membership... (Mbuza village, FGD on, 11"
December, 2018).

This qualitative information indicates that beneficiaries of the scheme are motivated to use
the CHF services. This implies that CHF members who have already benefited from the
scheme are much aware of CHF health services as compared to non-members, and they are
likely to renew their membership after its expiry.

The results indicated that the majority of the respondents (69.8% of members and 34.0% of
non-members) agreed with the statement which stated that CHF members enjoy quality
services compared to non-members. This is in line with a study by Ekman (2004) who
reported that non-CHF members perceived that CHF members were attended first before
those who were paying user fees. The results indicate that the majority of respondents (80.2%
of members and 39.9% of non-members) agreed with the statement that CHF members have
better relationship with health care providers, and 90.7% of members and 79.1% of
non-members respondents agreed with the statement that CHF is for the poor and those
working in rural areas and/ or the informal sector. This was supported by one key informant
at Mbuza village who said that:

“... The majority of CHF members are poor people who cannot manage the costs of
taravelling to Sumbawanga for treatments. That is why when rich people get sick
normally go to Sumbawanga town for health services...” (KII at Mbuza village
Dispensary, on 13" December, 2018).
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Furthermore, the findings show that the majority of the respondents(62.8% of members and
48.1% of non-members) disagreed with the statement that, CHF is just a means for its
planners to steal money from poor people, and 62.8% of members and 81.3% of
non-members disagreed with the statement that people are not interested in CHF because
once they get sick they are cured by local medicines, Also, 64.0% of members and 82.5% of
non-members disagreed with the statement that people are not interested in CHF because
once they get sick they are cured by their faith and prayers. These statements were
constructed in an unfavourable approach; therefore, disagreeing them means they turn into
favourable statements. In so doing, these findings indicate that CHF is not a means for its
planners to steal money for poor people. People are interested with CHF because once they
get sick, they are not cured by local medicine. Lastly, people are interested in CHF because
once they get sick, they are not cured by only faith and prayers. This implies that people in
the study area have a trust in CHF health security provision. Studies conducted by Waheke,
(2015), Kajala (2015), and Winani (2015), found that the majority of people who joined CHF
didnot believe in traditional healing. In line with this, information from FGDs from Kasanga
villages revealed that:

...Since we joined CHF we have been cured by medicine from dispensaries. If it
happens there is no medicine at least we do get advice from clinical officers on where
we can go for further solution of that case instead of going to witch doctors... (FGD
at Kasanga villages, 18"December, 2018).

3.2 General Attitude of Respondents Towards the Importance of CHF on Health Security

The study findings indicated that the overall attitude of community members about the
importance of a CHF for health security was positive among members of CHF (88.37%)
while among non-members attitude towards CHF was negative (51.87%) (Table 3.) These
results indicate that the majority of members of CHF upheld positive attitude towards CHF
interventions compared to their counterparts. The differences in attitude between members
and non-members of CHF interventions could be a result of initiatives done by the
government, CHF service providers and dispensaries (through their staff) via dissemination
of information about the importance of CHF to members. On the other hand, negative attitude
among non-members could have been contributed by their unawareness and lack of
information on CHF. These findings imply that health services have proved success among
CHF members, and non-members see it as worthless because they are unaware about the
importance of CHF for the security of their health. Similar to this study findings, Jembere
(2018) who researched on attitude of rural households towards Community Based Health
Insurance (CBHI) in Northeast Ethiopia, the Case of Tehuledere District found that the
majority of households had positive attitude towards CBHI scheme. Also, other scholars have
found that community members who are registered to CHF tend to realize more benefits
compared to unregisterd ones (Chatama, 2007; Lekashingo, 2012). Moreover, Kivelege (2015)
who conducted his study in Morogoro District on Community Health Fund and Quality
Health Services found similar results that the majority (50.8%) of non-members of CHF had
unfavourable attitude towards CHF interventions.
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Table 3. Overall Scores of attitude level for CHF members and non-members

Level of scores CHF members CHF Non-members Total

n % n % N %
Negative 18-53 8 9.3 139 51.87 147 41.53
Neutral 54 2 2.33 11 41 13 3.67
Positive 55-90 76 88.37 118 44.03 194 54.8
Total 86 100 268 100 354 100

Likewise, participants from FGDs in Mbuza and Kasote villages pointed out that members of
CHF get more health secures in comparison to non-members; they agreed as follows:

...members of CHF have more access to health services and therefore have more
health security than non-members of CHF ... (FGD at Mbuza and Kasote villages, 14"
and 17" December, 2018).

This finding has an implication to CHF service providers on changing perception of
community towards CHF interventions. Members of CHF become much aware on the
benefits provided by CHF because they are closely attached to the services while it is difficult
for non-members to know about CHF as they do not get any benefits from the fund. Ndomba
et al. (2019) argued that majority of people who were not CHF members were not well aware
with the benefits of the scheme.

3.3 Differences in Respondents™ Attitude Towards CHF Among Members and Non-Members
of CHF

Mann-Whitney U test was conducted to test the difference in attitude towards CHF between
members and non-members of CHF interventions. The results revealed significant (p<0.05)
difference in mean rank scores of 238.02 and 158.02 report also the Mann-Whitney U
coefficient for members and non-members of CHF interventions respectively (Table 4). Thus
the hypothesis that members and non-members of CHF interventions are likely to differ in
their attitude towards CHF is confirmed.

Table 4. Community attitude towards CHF members and non-members on CHF health
security (n=354)

Respondents n Mean rank Mann-Whitney U z p-Value
Members 86 238.02 6319.000 -7.213 0.000
Non-members 268 158.02

Higher mean ranks for members of CHF interventions signify respondents’ positive attitude
towards wrong myths that favour non-members towards CHF interventions (Table 4). This
was evidenced by all FGDs in the study area when it came to the point of discussion on the
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impact of CHF health services to its members; the arguments were that it is performing well,
a point which was supported by both members and non-members of CHF. In Kasanga village,
one household head supported the point by saying that:

“...I’m not a CHF member due to financial problems, but the benefits that are in
CHF package are well known to me, and any time if I will get money for CHF
contribution, 1 will do so...” (household head at Kasanga villages, 18"December,
2018).

The qualitative information above proves that some of people in the study area are aware of
the CHF existence. One of the main reasons for not being members is lack of income for
contributing to CHF so that they can qualify to be members. This is in line with URT (2001)
which states that households to qualify for CHF should contribute the amounts that have been
arranged by district councils concerned. On the other side, one key informant from Singiwe
village, while supporting the point above, said:

“... some of people at this village are aware of CHF existence and would like to be
members because they know the benefits of it, but the barrier is financial problems. So,
they do ask if possible, to make contributions of valuable things like maize, or beans,
or eggs and other things instead of cash payments, in order to qualify for the
membership. These suggestions were submitted to officials concerned, but the answers
delayed until foday...” (KII at Singiwe village, on, 13"™ December, 2018).

The qualitative statement above justifies the demand of CHF to targeted groups of people
who work in the informal sector. They have introduced a number of alternatives that can
qualify them for membership. This reflects findings of a study by Chee et al. (2002) which
revealed that CHF is important for local community health security that majority of them are
low income earners and are most vulnerable to diseases. Then, Government should extend
valuable items like crops in regions that depends them as a product of their main economic
activities to be contributed instead of money in the study area.

4. Conclusions and Recommendations

The study concludes that the majority of households in the study area are not CHF members
as members and non-members were 24.3% and 75.7% respectively. This is due to lack of
awareness of CHF existence and lack of money for contributing to CHF membership. Though,
from these points, a greater proportion of members of CHF had positive attitude towards
CHF health security while majority of non-members had negative attitude on that. It is also
concluded that, there is a great number of non-members of CHF as compared to Members.
This indicates that majority of households in study area are not aware of the existence of CHF.
As a result, they have positive attitude to CHF because already they know and enjoy the
benefits of it. On other side, non-members had negative attitudes on CHF as they had never
engaged with CHF to observe its benefits. It is further concluded that institutions in forcing
CHF policy have not played well their role that can result into increasing awareness of CHF
existence to targeted communities which may increase the number of CHF members.

Thus, this study recommends that the government of Tanzania should mainstream CHF
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intervention to all communities so that many people can benefit from the health services and
hence be health secures. It is also recommended that, contributions of valuable things that are
owned by people in the study area like maize, beans and other crops should be accepted as
payment for the CHF membership because the majority of people in the study area are
farmers. CHF service providers should put more emphasis on sensitising communities about
existing wrong attitude that exists from non-members of CHF which causes it not to be
accepted. Furthermore, the study recommends that institutions, in forcing the CHF policy,
should lay down strategies for creating awareness for the majority of households to join CHF.
Furthermore, studies need to be conducted with this topic in order to capture comparative
information from areas where CHF is operating poorly to those where is operating well
because, this study was done in one area. Finally, the study recommends that there is a need
for other studies questionnaire to be filled by most of female in households, because they are
the ones who take duty of caring sick people in the family, they may tell what is needed for
CHF improvements.
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