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Abstract

Background: Health insurance is a crucial pathway towards the
achievement of universal health coverage. In Tanzania, health-
financing reforms are underway to speed up universal health
coverage in the informal sector. Despite improved Community Health
Fund (iCHF) rollout, iCHF enrolment remains a challenge in the
informal sector. This study aimed to explore the perspectives of local
women food vendors (LWFV) and Bodaboda (motorcycle taxi) drivers
on factors that challenge and facilitate their enrolment in iCHF.
Methods: A qualitative study was conducted in Morogoro Municipality
through in-depth interviews with LWFV (n=24) and Bodaboda drivers
(n=26), and two focus group discussions with LWFV (n=8) and
Bodaboda drivers (n=8). Theory of planned behaviour (TPB) constructs
(attitude, subjective norms, and perceived control) provided a
framework for the study and informed a thematic analysis focusing on
the barriers and facilitators of iCHF enrolment.

Results: The views of LWFV and Bodaboda drivers on factors that
influence iCHF enrolment converged. Three main barriers emerged:
lack of knowledge about the iCHF (attitude); negative views from
friends and families (subjective norms); and inability to overcome
challenges, such as the quality and range of health services available
to iCHF members and iCHF not being accepted at non-government
facilities (perceived control). A number of facilitators were identified,
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including opinions that enrolling to iCHF made good financial sense
(attitude), encouragement from already-enrolled friends and relatives
(subjective norms) and the belief that enrolment payment is
affordable (perceived control).

Conclusions: Results suggest that positive attitudes supported by
perceived control and encouragement from significant others could
potentially motivate LWFV and Bodaboda drivers to enroll in iCHF.
However, more targeted information about the scheme is needed for
individuals in the informal sector. There is also a need to ensure that
quality health services are available, including coverage for non-
communicable diseases (NCDs), and that non-government facilities
accept iCHF.
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health insurance, iCHF, enrolment, informal sector, local women food
vendors, Bodaboda drivers, facilitators, barriers
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Introduction

In 2005, the World Health Assembly called for universal health
coverage and defined it as securing access to adequate health
care for all at an affordable price!. Half of the world’s popu-
lation cannot afford essential health services’. Each year,
around 150 million people suffer from financial catastrophe such
as unemployment, selling of land and other properties, mean-
ing they are unable to meet their needs; of these 150 million,100
million end up in poverty due to high out-of- pocket expenses
for health care services®.

Most low and middle-income countries (LMICs) in Sub-
Saharan Africa (SSA) have embarked on health system reforms
aimed at achieving universal health coverage to ensure the
whole population, including those working in the informal sec-
tor, has access to good quality health services through pre-paid
financing®. The objective of universal health coverage is
also reflected in the UN Sustainable Development Goal 3:
“to ensure healthy lives and promote well-being for all at all
ages™. Health insurance schemes have been implemented in sev-
eral LMICs to reduce high out-of-pocket expenses for health
care services among their members through raising revenue,
pooling funds, and purchasing services®.

Since becoming independent in 1961, Tanzania has been mak-
ing efforts to ensure high quality, accessible and affordable
health services for all citizens. Many reforms, including the
introduction of cost-sharing in 1993, have been made to the
health system financing structure’. Under the cost-sharing
policy, everyone with the ability to pay is required to contrib-
ute to the cost of health services, except specific groups, such as
children under five and the elderly, who are exempt. The intro-
duction of cost-sharing was followed by the establishment of
prepayment schemes, starting with the Community Health
Fund (CHF), which was piloted from 1996 in one district
before a national CHF law was enacted five years later. The
National Health Insurance Fund (NHIF) was also established
in 1999 for government employees®. From 2001, CHF was
implemented at the level of the community (where it also tar-
geted people working in the informal business sector’) before
it was reformed into the improved Community Health Fund
(iCHF) in 2010. The iCHF is a voluntary health insurance scheme
meant to compliment the NHIF, characterized by community
members pooling funds to offset the cost of healthcare’.

Prepayment health financing schemes in Tanzania are constantly
challenged by low uptake, low coverage and sustainability
issues'?; for example, the coverage of the iCHF is only 25%
nationally'!. Previous studies of the CHF and iCHF indi-
cate that the amount and timing of annual payments, the abil-
ity of the health insurance schemes to sustain service provision,
accessibility of facilities, marketing and promotion strate-
gies are among the factors influencing iCHF utilization in
Tanzania'>'7. Those with low income, including people work-
ing in the informal sector, have a limited capacity to afford
enrolment into health insurance schemes. This group also has
poor resilience to cope with health care needs during emergen-
cies or shocks'®, the latter including heart attacks and serious
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injury or illness. Thus, iCHF enrolment among those work-
ing in the informal sector is crucial, as informal workers are
also exposed to risky environments for contracting diseases or
acquiring disabilities. However, little research on the fac-
tors that impede and facilitate uptake of iCHF insurance has
targeted people working in the informal sector, such as local
women food vendors (LWFV) and Bodaboda (motorcycle taxi)
drivers.

This study aims to address this knowledge gap by investigat-
ing the barriers and facilitators to iCHF enrolment among
LWFV and Bodaboda drivers in one district, Morogoro Munici-
pality, Tanzania. As Tanzania is moving towards a single
(mandatory) health insurance scheme’, this study will help
policymakers make informed choices and evidence-based
decisions to support equity in access to health insurance and
thus achieve universal health coverage.

Methods

Design

A qualitative study was used to identify the barriers and
facilitators to iCHF enrolment among LWFV and Bodaboda
drivers living in Morogoro Municipality!”. Data were col-
lected via semi-structured in-depth interviews (IDIs) and focus
group discussions (FGDs). In qualitative research, multiple
methods of data collection are a recognized way of ensur-
ing the robustness of the findings (i.e., through triangulation)®.
All IDIs were completed before the FGDs and emerging find-
ings from the IDIs informed the FGD guide. The theory of
planned behaviour (TPB) informed the construction of the
topic guides for both the IDIs and FGDs*. TPB is a social
psychological theory often applied in studies of health
decision-making behaviors'>?, and suggests that behavioral
intention is influenced by three main constructs: attitude, sub-
jective norms and perceived behavioral control. In the current
study, individual positive or negative opinions (attitude), the
influence of significant others in behavior practices and choices
(subjective norms), and personal belief in one’s ability to over-
come barriers to engaging in the recommended behavior
practices (perceived control) were explored to understand the
barriers and facilitators of enrolment in iCHF among LWFV
and Bodaboda drivers (Figure 1).

Setting

Data collection was conducted between July 2020 and
September 2020 in thirteen wards of Morogoro Municipal-
ity. The town has a population of 315,866% and was among the
first regions to adopt iCHF in Tanzania in 2016. The Munici-
pality is the headquarters of the Morogoro region where
most of the administrative and socio-economic activities are
implemented. The main types of employment opportunities
in the Municipality are transportation, small-scale animal and
bird keeping and other small businesses, which include LWFV
and Bodaboda drivers. The population of the Municipal-
ity is heterogeneous with representation from almost all
tribes across Tanzania; however, the main ethnic group is
Waluguru®. Health facilities range from local dispensaries
and health centers to the regional referral hospital®'.
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iCHF
Positive or
Subjective norms towards negative Enrolment into the iCHF
enrolment in iCHF > intention and — among LWFV and
Bodaboda drivers

willingness to
enroll

Perceived control towards
enrolment in iCHF

I

Overall study objective

To investigate barriers and facilitators to health insurance (iCHF) enrolment among local women food vendors
(LWFV) and Bodaboda drivers working in Morogoro Municipality

Figure 1. Conceptual framework of the assessment of factors that influence enrolment in health insurance.

Participants’ selection and recruitment

Purposive sampling was used to select 50 IDI participants
(n=24 women and n=26 men), and 16 participants (n=8 women
and n=8 men) for two FGDs. All women were LWFV and
all men were Bodaboda drivers. The IDIs participants were
selected from 13 out of the 29 wards in the Municipality, while
FGD participants were selected from one of the 13 IDI wards.
Our selection criteria ensured that single and married people
of working age (18-59 years) were included. We also sampled
both people who were enrolled and not enrolled in the iCHF.
All participants were recruited on a face-to-face modal-
ity with the help of local government leaders, and LWFV and
Bodaboda driver leaders. Before recruitment, leaders were
informed about the purpose of the study and selection criteria
to inform their approaches to potential participants.

Data collection

Two different, but matched topic guides (one for LWFV and one
for Bodaboda drivers), containing semi-structured questions
and probes based on TPB constructs were used to conduct
the interviews. Participant characteristics were collected at
the start of the IDI or FGD. Before fieldwork, the IDI guides
were piloted in one of the selected wards by the principal inves-
tigator (EA), and adaptations were made. The interviews
were conducted by EA. At the time of this study, EA held a
bachelor’s degree in sociology, and was pursuing a Master
of Science in Public Health Research and worked as a Social
Welfare Officer at Morogoro District Council, where he

had also supervised the iCHF scheme from 2016 to 2018.
The general assumption of the interviewer was, based on the
TPB, that attitudes, subjective norms and perceived control
may influence enrolment into iCHF. The specific assump-
tions were that factors such as lack of awareness, poor income,
and poor health care at facilities may hinder enrolment into
iCHF among individuals working in the informal sector.
To improve interactions and avoid potential gender hierar-
chies, we held separate FGDs for men and women. All IDIs and
FGDs were conducted in Kiswahili language in private
locations that were chosen by the participants as conven-
ient relative to their place of work. The IDIs were conducted
until information saturation was achieved and no new insights
emerged. Both the interviews and FGDs took about 30
to 35 minutes, while field notes were taken during the sessions.
All IDIs and FGDs were recorded digitally with participant
consent.

Data analysis

The audio recordings were transcribed verbatim. EA initially
read each transcript line-by-line to gain an initial impres-
sion of the insights that emerged from participants’ narratives.
A deductive approach was used to identify themes based
on TPB constructs (Attitudes towards iCHF enrolment; the
influence of subjective and other social norms on iCHF enrol-
ment; and perceived control of enrolment into the iCHF). An
inductive approach was used to identify strategies that might
be used to improve LWFV and Bodaboda drivers’ enrolment
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into the iCHF. An open coding framework was developed
by EA and, with support from SM, the codes were grouped
into barriers and facilitators of iCHF enrolment (Figure 1)
and strategies to promote enrolment of LWFV and Bodaboda
drivers into the iCHF. All data were analyzed in Kiswahili
language. Themes were compared between LWFV and
Bodaboda drivers. Four people who had participated in the
IDIs (one man, one woman) and FGDs (one man, one woman)
checked the themes for accuracy®.

Ethical approval and consent to participate
The study was reviewed and approved by the Ifakara Health
Institute ethics committee (approval number IHI/IRB/No:
30-2020). All participants provided written informed consent.
Participants were assured confidentiality and informed about
their right to withdraw from the study at any time.

Results

A total of 66 people (34 males and 32 females) participated
in the study. As Table 1 shows, their age ranged from 18 to 59
years and most (66%) had at least a primary-level education.
About one-third had attended secondary education. Only a
few participants (24%) were enrolled in iCHF. The major-
ity were married with one to five children. More than
half were Christians and had lived in the study area for
more than two years.

Barriers to enrolment in the iCHF

The analysis revealed several barriers to iCHF enrolment in rela-
tion to the TPB constructs of attitude, subjective norms and
perceived control, most of which were common among LWFV
and Bodaboda drivers. These barriers are explored in detail
in the following sections.

Lack of knowledge about the iCHF. An important attitudinal
barrier reported by participants (particularly those who were not
insured) was the view that there was limited awareness of the
iCHF scheme among informal workers. Both LWFV and
Bodaboda drivers highlighted that a lack of information
about the scheme, including where to enroll, how to enroll
and the cost of enrolment, prevented some people from
signing up, even when they were motivated and encouraged by
others to do so.

“There is a lack of knowledge among most of us
about this scheme [iICHF]. Some of us have money
but we do not understand well about health insurance.
We have not been provided with enough educa-
tion, so it will be difficult for us to join” [IDI 07,
LWFV, uninsured]

“The community motivates me to enroll in iCHF
but what makes me not to enroll is that I don’t
know where to go for enrolment [..] [FGD 05,
Bodaboda driver, uninsured].

This knowledge deficit was felt to be largely due to the
fact that iCHF providers overlooked informal workers like
LWFV and Bodaboda drivers when it came to information
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Table 1. Summary of participant characteristics (IDIs
N=50, FGDs N=16); IDIs: in-depth interviews, FGDs: focus
group discussions.

Participant IDIs FGDs %
Characteristics (N) % (N)

Sex

Male 26 520 8 50.0

Female 24 48.0 8 50.0
Age

18-25 8 16.0 B 18.8

26-35 22 440 7 43.7

36-45 13 26.0 4 25.0

45-59 7 14.0 2 12.5
Education

Never attended school 0 0.0 0 0.0

Primary level 33 66.0 9 56.3

Secondary level 15 300 7 43.7

Higher level 2 4.0 0 0.0
Other employment

With other occupation 19 380 6 37.5

Without other occupation 31 620 10 62.5
Health insurance status

Insured 12 240 4 25.0

Not insured 38 76.0 12 75.0
Marital status

Married 30 60.0 10 62.5

Divorced 1 2.0 1 6.3

Widowed 2 4.0 1 6.2

Never married 17 340 4 25.0
Number of children

0 8 6.0 3 8.8

1-2 20 40.0 6 37.5

3-5 19 80 5 31.2

>5 3 >60 2 12.5
Religion

Christian 29 58.0 10 62.5

Muslim 21 420 6 37.5
Time living in area

<1 year 8 16.0 3 18.8

2-5years 12 240 4 25.0

5-10 years 16 320 5 31.2

>10 years 14 280 4 25.0

campaigns. As one Bodaboda driver explained, there was a
widespread view that more should be done about targeting
iCHF promotion materials to informal workers.

“...we [Bodaboda drivers] have not been given edu-
cation about that insurance, so it is difficult to enroll
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themselves in the insurance [iICHF]. If one would
have received the education or knows the benefits and
the risk [of not enrolling in iCHF] they would have
enrolled themselves” [FGD 01, Bodaboda driver,
uninsured|

Another attitudinal barrier identified by participants was the
fact that for some people, iCHF was seen as a low priority in
relation to financial decision-making. One LWFV explained
that despite having sufficient income, some people choose to
spend their money on other things, rather than health insurance.

“What I see is carelessness in decision making. A
local woman food vendor cannot fail to get thirty
thousand shillings per year. So, it is carelessness in
decision making! We are used to being careless but
if we’re motivated, we can enroll. Someone may
have a good income but keeps saying ‘I will go’
and then she ignores it.” [IDI 39, LWFV, uninsured]

Negative views from friends and families. Such reluctance to
enroll may in part reflect negative subjective norms towards the
iCHFE. Some participants described how stories from friends
and family members, including poor quality of health care,
had put them off enrolling in the iCHF scheme. For example,
one LWFV said she had heard that health facilities withheld
some treatment options from iCHF patients.

“Our friends and relatives have been uninspired to
enroll in the health insurance due to the nature of
care provided to those enrolled. They [friends and
relatives] told us that those with iCHF cards get
disturbance in getting specific health care such as
drugs. Sometimes they’re told their insurance does
not cover all the services” [IDI 17, LWFV, uninsured]

Inability to overcome challenges. Three contextual and
structural barriers that were viewed as being beyond the
personal control of participants were also reported. First, fur-
ther concerns around quality of health care emerged because
iCHF was only accepted in government health facilities. As
one LWFV complained, this meant that the (perceived) bet-
ter health services in local private facilities were not available
to iCHF holders.

“iCHF insurance is not accepted in private hospi-
tals and you find that these facilities are close to us,
they also provide good services, but people don’t go
there because their services are expensive and they
don’t accept these small insurances [iCHF]. This
discourages us... and it is beyond our capacity. It
is the government that needs to solve this” [IDI 03,
LWFV, uninsured]

A second issue raised was the fact that the iCHF does not
cover treatment for mnon-communicable diseases (NCDs).
One LWFV, who already had insurance, complained it was
unfair that she still had to pay for treatment for her heart
disease.

AAS Open Research 2021, 4:45 Last updated: 16 MAY 2022

“That insurance [iICHF] does not these
diseases like diabetes and hypertension. I am also
a victim of chronic diseases and heart problems but
when I go to the hospital with an insurance card the
only help that 1 get is just registration and doctor
consultation, and I need to pay for the rest. When I
take a doctor’s drug sheet to the pharmacy, 1 don’t
get even a single drug, so 1 go to buy outside the
hospital...the  government should work on this”

[FGD 10, LWFV, insured]

cover

A third barrier reported by Bodaboda drivers was that the
‘on-demand’ nature of their work made it hard for them to go
to iCHF offices during opening hours. They further stressed
that their long working days (from early morning through
the night) made it almost impossible for them to enroll in the
scheme, but one suggested that this problem might be overcome
if iCHF providers were able to come to their place of work.

“l can say that for us, Bodaboda drivers, time is a
problem. I can’t leave my job to go for enrolment!
I wish they [iCHF registrars] would be going to all
places where we park our motorcycles, just like how
you are doing now and tell them what to do for enrol-
ment and enroll them at their stations” [IDI 21,
Bodaboda driver, uninsured]

Facilitators to enrolment in iCHF

The main barriers to enrolment in iCHF identified by partici-
pants therefore included lack of knowledge about the schemes
available, negative stories about iCHF from friends and family,
concerns over the quality of health care and the services avail-
able, and lack of accessibility. However, many participants,
particularly those who were insured, were also able to iden-
tify factors that might facilitate iCHF uptake locally. These
are now explored in relation to the three TPB constructs.

Value for money. Participants who were already insured exhib-
ited an extremely positive attitude towards the iCHF. Many
felt that enrolling made good financial sense. One Bodaboda
driver described how the iCHF helped people get the healthcare
they needed when they did not have ready access to cash.

“There are many benefits [...] whenever you face
health problems, you do not need to wait until the next
day or to find money, you simply visit a facility and
get instant service at low costs” [IDI 14, Bodaboda
driver, insured]

Interestingly, some people drew parallels between the iCHF
and a savings scheme. One Bodaboda driver told how he
viewed it as a way of investing money in his health.

“Health insurance [iCHF] is something good!
Those who introduced it thought very well because
you can have something [money] today and tomor-
row you do not have it. So, it acts like savings for
your health since health is vital in human life”
[IDI 41, Bodaboda driver, insured]
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The same driver described how the upfront investment gave
him peace of mind in knowing he would be able to access
any health services he required as and when he needed them.

“Benefits are many; first, you are ensured of your
health safety at all times, second, even when you
have no money, you can access treatment easily at
hospital” [IDI 41, Bodaboda driver, insured]

Importantly, most insured participants suggested that the annual
payment was well within many people’s personal capacity to
pay. For example, one LWVF described her iCHF as excel-
lent value for money, and suggested that it was something
everyone should consider.

“In my opinion,... thirty thousand shillings [13
USD] is a very small amount to support health care
[iCHF] for the whole year for more than five people
[in the family]. Imagine you and your children-a
total of six! This is affordable for someone with a low
income. Even for me, a local woman food vendor.
The affordability of the iCHF surpasses all other
challenges associated with the iCHF. Sometimes it
is only stubbornness that makes people not to join
the insurance” [IDI 03, LWFV, insured]

Encouragement from already-enrolled friends and relatives.
In contrast to the negative subjective norms noted by some
participants in relation to iCHF, other participants described the
enthusiasm of friends and relatives who were already enrolled
in the scheme. It was clear from the accounts given that these
recommendations from trusted people could be extremely
persuasive.

“...the way I see them [friends and relatives], their
response is very positive. The response is there
and it also motivates us to join the scheme! But
just like I told you earlier, we are not aware of
where to start or end although people desire that
thing [enrolling to insurance] very much” [IDI 05,
Bodaboda driver, uninsured]

“l see that the response of friends and relatives in
Jjoining the scheme [iCHF] is high. The response is
there, a big one! which also encourages me to join the
scheme” [IDI 32, LWFV, uninsured].

Finally, despite the concerns about the quality of healthcare
available to iCHF holders raised by some participants with-
out insurance in the previous section, one LWFV who had been
enrolled in iCHF for some years expressed her satisfaction
with the treatment she had received through the scheme.

“Truly, health insurance [iCHF] is super! Person-
ally, it is now about seven years since we were insured,
and when we get any [health] problem, we simply go
to any good hospital in town just with bus fare and get
attended well. So, I see it is very beneficial” [IDI 07,
LWFYV, insured]

AAS Open Research 2021, 4:45 Last updated: 16 MAY 2022

Promoting uptake of iCHF

As well as making iCHF enrolment more accessible to infor-
mal workers (as reported above), in order to encourage more
widespread iCHF uptake, participants were clear that more
initiatives were needed to promote the benefits and afford-
ability of the scheme. Some called on iCHF providers to run
targeted awareness-raising events locally:

“They should try their best to conduct seminars. They
should go to public gatherings and educate people
on health insurance. Income is not a problem to some
people, they lack the knowledge” [IDI 27, LWFV,
uninsured]

However, others felt that the quality and range of health
care and health facilities available to iCHF holders would
have to be improved to persuade people to enroll.

“What'’s important is to improve iCHF services at
the facilities because people are getting discour-
aged by the current situation. The government should
set special units, care providers and drugs for the
iICHF members” [FGD 14, LWFV, insured]

Importantly, participants called for transparency within the
iCHF system. Some stressed the importance of having a
robust monitoring and evaluation framework to quality-assure
iCHF implementation and delivery of health care to insured
patients within local health facilities. A Bodaboda driver sug-
gested that one way of doing this might involve representa-
tives from the iCHF providers performing regular spot checks
to assess the scheme’s operation at each facility.

“l advise them [iCHF implementers] to make
Sfollow-up of health insurance operations so as to know
how things are implemented. That is to see if iCHF is
properly utilized as required or it is provided as
intended, because one can go to the health facility and
find nothing and he has already paid for insurance”
[IDI 25, Bodaboda driver, uninsured]

Discussion

This study aimed to explore the perspectives of LWFV and
Bodaboda (motorcycle taxi) drivers on factors that challenge
and facilitate their enrolment in iCHF. The main barriers iden-
tified included: lack of knowledge about the iCHF (attitude);
negative views from friends and families (subjective norms);
and inability to overcome challenges such as the (poor) qual-
ity and (limited) range of health care services available to iCHF
members, and inability to access iCHF enrolment (perceived
control). The main facilitators included views that iCHF
enrolment made good financial sense (attitude) and was afford-
able (perceived control), and encouragement from already-
enrolled friends and relatives (subjective norms).

This study suggests that iCHF has gained recognition among
LWFV and Bodaboda drivers despite some implementation
challenges. Many LWFV and Bodaboda drivers appeared to
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appreciate the benefits of the scheme, which is an impor-
tant motivational factor for enrolment and re-enrolment. Our
findings are consistent with previous studies from Ethio-
pia reporting that health insurance was viewed as better than
out-of-pocket payments for health care®3. Likewise in Kenya,
health insurance was perceived to have many advantages,
such as providing financial protection to members and making
them feel at ease when their relatives were in hospitals®; and a
study from Ghana revealed that community members saw the
National Health Insurance Scheme (NHIS) as a form of
protection from potentially catastrophic healthcare payments®.

The current study suggests that despite some negative opin-
ions, many people who are already enrolled in the iCHF are
extremely positive about it and that recommendations from
trusted people could motivate LWFV and Bodaboda driv-
ers to sign up. This finding is consistent with a study in Ghana’’
which revealed that close relatives positively influenced enrol-
ment and re-enrolment in the National Health Insurance Scheme
(NHIS). Likewise, research in rural Uganda reported that hav-
ing a neighbor enrolled in a Community Based Health Insur-
ance (CBHI) scheme increased the likelihood of membership
renewal®®. Involving those already enrolled in the scheme to
describe their experiences during awareness campaigns may
therefore help to promote iCHF uptake among informal work-
ers. On the other hand, if relatives, friends and neighbours have a
negative view of the iCHF, this may adversely impact enrolment.

An important barrier to iCHF enrolment among LWFV and
Bodaboda drivers appeared to be low knowledge about the
iCHF scheme, including where and how to enroll, and the
cost of enrolment. Limited information about iCHF implemen-
tation represents a missed opportunity towards achieving uni-
versal health coverage in Tanzania since this may deter informal
sector workers from joining the scheme, even when, as partici-
pants who were already enrolled made it clear, the annual pay-
ments are affordable. These findings are consistent with a study
from Ghana where some community members said that
they had not heard of any scheme operating in their area®.
Similarly, in rural South-western Uganda, households with
limited access to information such as how much they need
to pay, had a higher likelihood of not enrolling or renewing
their health insurance membership than those who were better
informed®. Other studies from Ethiopia also suggested a posi-
tive association between information and enrolment/re-enrolment
in health insurance schemes®°.

Our study found that perceptions of poor quality and lim-
ited health care options for iCHF members can demotivate
people to enroll. This is consistent with a systematic review
of health insurance in LMICs which indicated that poor
satisfaction with health services dissuaded people from join-
ing schemes and led to discontinuation of memberships*'. Lack
of coverage of NCDs emerged as a particular concern, and
other research has found that people are motivated to enroll
when a health insurance includes NCD coverage®. These
findings are important as universal health coverage aims to
ensure access to health care for all people regardless of their
socio-economic backgrounds and health condition, and iCHF
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is one way to provide this. A systematic review reported that
good quality health services can attract more vulnerable people
to enroll in health insurance*'. Therefore, concerns among infor-
mal sectors workers about the quality and coverage of the
services available will impede optimal use of health insurance
schemes and the achievement of better health for all in Tanzania.

In addition to improving the quality of health care available,
other suggestions to increase iCHF enrolment among LWFV
and Bodaboda drivers included running local awareness-raising
campaigns and bringing the enrolment procedures to their
places of work. A study in Southern Nigeria provided similar
recommendations that enrolment can be improved through
awareness-raising and bringing enrolment services to the
people*”. Enhancing monitoring of how iCHF is being
implemented at health facilities was also recommended by
participants, which echoes a study in Kenya reporting that
health insurance providers should be able to demonstrate proper
financial management and monitoring of healthcare services®.

This study had a number of strengths. These included the
high number of interviews conducted to ensure data satura-
tion was achieved, the purposive sampling strategy adopted to
provide diversity of perspectives, and the use of both IDIs and
FGDs and participant checking to ensure the findings were
robust. However, one important limitation was that the study
was only conducted in one setting, Morogoro Municipality,
meaning the findings may not be generalizable to other (and
particularly rural) settings.

Conclusions

The study suggests that an overall positive attitude towards
iCHF, recognition of the benefits of iCHF and encouragement
from significant others, could support enrolment among informal
sector workers in Tanzania. However, awareness-raising
campaigns targeting LWFV and Bodaboda drivers (includ-
ing the experiences of local role models) and initiatives to make
enrolment easily accessible to them are required to improve
their uptake of iCHF. There is also a need to ensure that good
quality health care is available to iCHF members, which includes
extending coverage to include NCDs and non-government
health facilities.
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Data availability

Underlying data

The Institutional Review Board (IRB) of the Ifakara Health
Institute does not allow the transcript data from the in-depth
interviews or the focus group discussions to be made publicly
available, due to the fact that policy for data circulation has to
be signed. Interested researchers should contact the corre-
sponding author or irb-submission@ihi.or.tz. Data access will
be granted under the following conditions: (i) signing the data
sharing agreement; (ii) waiver of the informed consents by
the IRB if the justifications are considered to be ethically and
scientifically sound, since the consent forms clearly stated that
the participants’ data would not be shared outside the Institute.

Extended data

Figshare: Barriers and facilitators to health insurance enrol-
ment among people working in the informal sector in Morogoro,
Tanzania, https://doi.org/10.6084/m9.figshare.15161349%.

References

AAS Open Research 2021, 4:45 Last updated: 16 MAY 2022

This project contains the following extended data:

- IDI questions for local women food vendors
- IDI questions for Bodaboda drivers
- FGD Guide for local women food vendors
- FGD Guide for Bodaboda drivers
Data are available under the terms of the Creative Commons

Zero “No rights reserved” data waiver (CCO 1.0 Public domain
dedication).

Acknowledgements

We extend our heartfelt thanks to the study participants in
Morogoro Municipality for their readiness to deliver informa-
tion concerning their willingness to enroll in health insurance.
Many thanks to the Municipal Executive Director and local
leaders at Morogoro Municipal Council for their coopera-
tion in implementing the study. We profoundly acknowledge
Mr. Amon Exavery of Pact Tanzania for providing useful inputs
to the manuscript. We also appreciate the work of Dr. Bilal
Aziz of the Ifakara Health Institute in editing the manuscript.

1. McIntyre D, Garshong B, Mtei G, et al.: Beyond fragmentation and towards
universal coverage: insights from Ghana, South Africa and the United
Republic of Tanzania. Bull World Health Organ. 2008; 86(11): 871-876.
PubMed Abstract | Publisher Full Text | Free Full Text

2. Half the world lacks access to essential health services - UN-backed report.
UN News. (accessed Jan. 27, 2021).
Reference Source

3. Mekonen AM, Gebregziabher MG, Teferra AS: The effect of community
based health insurance on catastrophic health expenditure in Northeast
Ethiopia: A cross sectional study. PLoS One. 2018; 13(10): e0205972.
PubMed Abstract | Publisher Full Text | Free Full Text

4. Abiiro GA, Mbera GB, de Allegri M: Gaps in universal health coverage in
Malawi: A qualitative study in rural communities. BVIC Health Serv Res. 2014;
14(1): 234.
PubMed Abstract | Publisher Full Text | Free Full Text

5. UN: Sustainable Development Goals post 2015. July 2013, 2015.
Reference Source

6. Mills A: Health Care Systems in Low- and Middle-Income Countries. N Eng/ /
Med. 2014; 370(6): 552-557.
PubMed Abstract | Publisher Full Text

7. Health Financing. (accessed Feb. 03, 2021).
Reference Source

8. Kapologwe NA, Kalolo A, Kibusi SM, et al.: Understanding the implementation
of Direct Health Facility Financing and its effect on health system
performance in Tanzania: A non-controlled before and after mixed method
study protocol. Health Res Policy Syst. 2019; 17(1): 11.

PubMed Abstract | Publisher Full Text | Free Full Text

9. Mtei G: Direct Health Facility Financing as a practical approach for
strengthening strategic purchasing in Tanzania. iHEA Financ Univers Heal
Cover SIG. 2019.

Reference Source

10. Mtei G, Mullingan JA: Community health funds in Tanzania: A literature
review. (Ifakara Health Institute, Dar es Salaam). 2007.
Reference Source

11.  URT: Embassy of Switzerland in Tanzania HEALTH FINANCING Mid Term
Review of the Health Sector Strategic Plan IV 2015-2020. 2019.
Reference Source

12.  Lekashingo LD: Exploring The Effects of User Fees, Quality of Care and
Utilization of Health Services on Enrolment in Community Health Fund,
Bagamoyo District, Tanzania. 2012.

Reference Source

13.  Kamuzora P, Gilson L: Factors influencing implementation of the
Community Health Fund in Tanzania. Health Policy Plan. 2007; 22(2): 95-102.
PubMed Abstract | Publisher Full Text

14. Kalolo A, Gautier L, Radermacher R, et al.: Implementation of the redesigned
Community Health Fund in the Dodoma region of Tanzania: A qualitative
study of views from rural communities. IntJ Health Plann Manage. 2018;
33(1): 121-135.

PubMed Abstract | Publisher Full Text

15.  Kapologwe NA, Kagaruki GB, Kalolo A, et al.: Barriers and facilitators to
enrollment and re-enrollment into the community health funds/Tiba Kwa
Kadi (CHF/TIKA) in Tanzania: a cross-sectional inquiry on the effects of
socio-demographic factors and social marketing strategies. BMC Health Serv
Res. 2017; 17(1): 308.

PubMed Abstract | Publisher Full Text | Free Full Text

16. Kajala V: Community Health Fund Enrolment Determinants the Case of
Mvomero District. 2015.

Reference Source

17.  Mulligan J, Mtei G: Community Health Funds in Tanzania: A literature
review. 2014.

18.  Mnally LP, Peter L: Determinants of health insurance participation among
informal sector workers in rural Tanzania. 2013; Accessed: Sep. 17, 2019.
Reference Source

19. Stebbins CRA: Exploratory research in the social sciences: what is
exploration? 2014; 2-18.

20. Tolley EE, Ulin PR, Mack N, et al.: Qualitative Methods in Public Health: A
Field Guide for Applied Research, 2nd Edition. Wiley. (accessed Jun. 26, 2021).
Reference Source

21.  Ajzen I: The theory of planned behavior. Organ Behav Hum Decis Process. 1991;
50(2): 179-211.

Publisher Full Text

22. Lien N, Lytle LA, Komro KA: Applying theory of planned behavior to fruit
and vegetable consumption of young adolescents. Am J Health Promot. 2002;
16(4): 189-197.

PubMed Abstract | Publisher Full Text

Page 9 of 13


mailto:irb-submission@ihi.or.tz
https://doi.org/10.6084/m9.figshare.15161349
http://www.ncbi.nlm.nih.gov/pubmed/19030693
http://dx.doi.org/10.2471/blt.08.053413
http://www.ncbi.nlm.nih.gov/pmc/articles/2649570
https://news.un.org/en/story/2017/12/639272-half-world-lacks-access-essential-health-services-un-backed-report
http://www.ncbi.nlm.nih.gov/pubmed/30335838
http://dx.doi.org/10.1371/journal.pone.0205972
http://www.ncbi.nlm.nih.gov/pmc/articles/6193712
http://www.ncbi.nlm.nih.gov/pubmed/24884788
http://dx.doi.org/10.1186/1472-6963-14-234
http://www.ncbi.nlm.nih.gov/pmc/articles/4051374
https://sustainabledevelopment.un.org/post2015
http://www.ncbi.nlm.nih.gov/pubmed/24499213
http://dx.doi.org/10.1056/NEJMra1110897
https://www.who.int/health-topics/health-financing#tab=tab_1
http://www.ncbi.nlm.nih.gov/pubmed/30700308
http://dx.doi.org/10.1186/s12961-018-0400-3
http://www.ncbi.nlm.nih.gov/pmc/articles/6354343
https://slideplayer.com/slide/17503810/
http://www.crehs.lshtm.ac.uk/downloads/publications/Community health funds in Tanzania.pdf
http://www.tzdpg.or.tz/fileadmin/documents/dpg_internal/dpg_working_groups_clusters/cluster_2/health/JAHSR_2019/HSSP_IV_MTR_Main_Report.pdf
http://dspace.muhas.ac.tz:8080/xmlui/handle/123456789/605
http://www.ncbi.nlm.nih.gov/pubmed/17299023
http://dx.doi.org/10.1093/heapol/czm001
http://www.ncbi.nlm.nih.gov/pubmed/28066918
http://dx.doi.org/10.1002/hpm.2403
http://www.ncbi.nlm.nih.gov/pubmed/28449712
http://dx.doi.org/10.1186/s12913-017-2250-z
http://www.ncbi.nlm.nih.gov/pmc/articles/5408418
https://www.semanticscholar.org/paper/Community-health-fund-enrolment-determinants,-the-Kajala/5621704459905f72de15173afb20d6a86e508098
https://citeseerx.ist.psu.edu/viewdoc/download?doi=10.1.1.864.8299&rep=rep1&type=pdf
https://www.wiley.com/en-us/Qualitative+Methods+in+Public+Health%3A+A+Field+Guide+for+Applied+Research%2C+2nd+Edition-p-9781118834503
http://dx.doi.org/10.1016/0749-5978(91)90020-T
http://www.ncbi.nlm.nih.gov/pubmed/11913324
http://dx.doi.org/10.4278/0890-1171-16.4.189

23.

24,

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

Bremset G, Berg OK: Three-dimensional microhabitat use by young
pool-dwelling Atlantic salmon and brown trout. Anim Behav. 1999; 58(5):
1047-1059.

PubMed Abstract | Publisher Full Text

Bissonnette MM, Contento IR: Adolescents’ Perspectives and Food Choice
Behaviors in Terms of the Environmental Impacts of Food Production
Practices: Application of a Psychosocial Model. / Nutr Educ. 2001; 33(2):
72-82.

PubMed Abstract | Publisher Full Text

Dennison CM, Shepherd R: Adolescent food choice: an application of the
Theory of Planned Behaviour. / Hum Nutr Diet. 1995; 8(1): 9-23.

Publisher Full Text

Liou D, Contento IR: Usefulness of psychosocial theory variables in
explaining fat-related dietary behavior in Chinese Americans: Association
with degree of acculturation. / Nutr Educ. 2001; 33(6): 322-331.

PubMed Abstract | Publisher Full Text

Gummeson L, Jonsson I, Conner M: Predicting intentions and behaviour of
Swedish 10-16-year-olds at breakfast. Food Qual Prefer. 1997; 8(4): 297-306.
Publisher Full Text

Mtenga SM, Exavery A, Kakoko D, et al.: Social cognitive determinants of HIV
voluntary counselling and testing uptake among married individuals in
Dar es Salaam Tanzania: Theory of Planned Behaviour (TPB). BMC Public
Health. 2015; 15: 213.

PubMed Abstract | Publisher Full Text | Free Full Text

URT The United republic of Tanzania: National Beaural of Statistics: 2012
Population and Housing Census Population Distribution by Administrative
areas. Natl Bur Stat Minist Financ. 2013; 177-180.

Reference Source

History | Morogoro Municipal Council. (accessed Oct. 13, 2020).
Reference Source

Morogoro region socio-economic profile.
Reference Source

Birt L, Scott S, Cavers D, et al.: Member Checking: A Tool to Enhance

Trustworthiness or Merely a Nod to Validation? Qual Health Res. 2016; 26(13):

1802-1811.
PubMed Abstract | Publisher Full Text

Gidey MT, Gebretekle GB, Hogan ME, et al.: Willingness to pay for social
health insurance and its determinants among public servants in Mekelle
City, Northern Ethiopia: a mixed methods study. Cost Eff Resour Alloc. 2019;
17:2.

PubMed Abstract | Publisher Full Text | Free Full Text

Mitiku Kebede K, Geberetsadik SM: Household satisfaction with community-
based health insurance scheme and associated factors in piloted Sheko

35.

36.

37.

38.

39.

40.

41.

42.

43.

AAS Open Research 2021, 4:45 Last updated: 16 MAY 2022

district; Southwest Ethiopia. PLoS One. 2019; 14(5): e0216411.
PubMed Abstract | Publisher Full Text | Free Full Text

Mulupi S, Kirigia D, Chuma J: Community perceptions of health insurance
and their preferred design features: implications for the design of universal
health coverage reforms in Kenya. BMC Health Serv Res. 2013; 13: 474.
PubMed Abstract | Publisher Full Text | Free Full Text

Kotoh AM, Aryeetey GC, van der Geest S: Factors That Influence Enrolment
and Retention in Ghana’' National Health Insurance Scheme. Int J Health
Policy Manag. 2018; 7(5): 443-454.

PubMed Abstract | Publisher Full Text | Free Full Text

Jehu-Appiah C, Aryeetey G, Agyepong I, et al.: Household perceptions and
their implications for enroliment in the National Health Insurance Scheme
in Ghana. Health Policy Plan. 2012; 27(3): 222-233.

PubMed Abstract | Publisher Full Text

Nshakira-Rukundo E, Mussa EC, Nshakira N, et al.: Determinants of Enrolment
and Renewing of Community-Based Health Insurance in Households With
Under-5 Children in Rural South-Western Uganda. Int J Health Policy Manag.
2019; 8(10): 593-606.

PubMed Abstract | Publisher Full Text | Free Full Text

Nageso D, Tefera K, Gutema K: Enrollment in community based health
insurance program and the associated factors among households in
Boricha district, Sidama Zone, Southern Ethiopia; a cross-sectional study.
PLoS One. 2020; 15(6): €0234028.

PubMed Abstract | Publisher Full Text | Free Full Text

Mirach TH, Demissie GD, Biks GA: Determinants of community-based health
insurance implementation in west Gojjam zone, Northwest Ethiopia: a
community based cross sectional study design. BVMC Health Serv Res. 2019;
19(1): 544.

PubMed Abstract | Publisher Full Text | Free Full Text

Fadlallah R, El-Jardali F, Hemadi N, et al.: Barriers and facilitators to
implementation, uptake and sustainability of community-based health
insurance schemes in low- and middle-income countries: a systematic
review. Int | Equity Health. 2018; 17(1): 13.

PubMed Abstract | Publisher Full Text | Free Full Text

Omotowo IB, Ezeoke UE, Obi IE, et al.: Household Perceptions, Willingness to
Pay, Benefit Package Preferences, Health System Readiness for National
Health Insurance Scheme in Southern Nigeria. Health (Irvine. Calif). 2016;
8(14): 1630-1644.

Publisher Full Text

Abraham E, Mtenga S: Barriers and facilitators to health insurance
enrolment among people working in the informal sector in Morogoro,
Tanzania. figshare. Dataset. 2021.
http://www.doi.org/10.6084/m9.figshare.15161349.v1

Page 10 of 13


http://www.ncbi.nlm.nih.gov/pubmed/10564607
http://dx.doi.org/10.1006/anbe.1999.1218
http://www.ncbi.nlm.nih.gov/pubmed/12031187
http://dx.doi.org/10.1016/s1499-4046(06)60170-x
http://dx.doi.org/10.1111/j.1365-277X.1995.tb00292.x
http://www.ncbi.nlm.nih.gov/pubmed/12031170
http://dx.doi.org/10.1016/s1499-4046(06)60354-0
http://dx.doi.org/10.1016/S0950-3293(97)00013-X
http://www.ncbi.nlm.nih.gov/pubmed/25885001
http://dx.doi.org/10.1186/s12889-015-1545-4
http://www.ncbi.nlm.nih.gov/pmc/articles/4355471
https://www.nbs.go.tz/index.php/en/census-surveys/population-and-housing-census/162-2012-phcpopulation-distribution-by-administrative-areas
http://morogoromc.go.tz/history
https://www.yumpu.com/en/document/read/40611245/morogoro-region-socio-economic-profile-tanzania-online-gateway
http://www.ncbi.nlm.nih.gov/pubmed/27340178
http://dx.doi.org/10.1177/1049732316654870
http://www.ncbi.nlm.nih.gov/pubmed/30675133
http://dx.doi.org/10.1186/s12962-019-0171-x
http://www.ncbi.nlm.nih.gov/pmc/articles/6332701
http://www.ncbi.nlm.nih.gov/pubmed/31083706
http://dx.doi.org/10.1371/journal.pone.0216411
http://www.ncbi.nlm.nih.gov/pmc/articles/6513074
http://www.ncbi.nlm.nih.gov/pubmed/24219335
http://dx.doi.org/10.1186/1472-6963-13-474
http://www.ncbi.nlm.nih.gov/pmc/articles/3842821
http://www.ncbi.nlm.nih.gov/pubmed/29764108
http://dx.doi.org/10.15171/ijhpm.2017.117
http://www.ncbi.nlm.nih.gov/pmc/articles/5953527
http://www.ncbi.nlm.nih.gov/pubmed/21504981
http://dx.doi.org/10.1093/heapol/czr032
http://www.ncbi.nlm.nih.gov/pubmed/31657186
http://dx.doi.org/10.15171/ijhpm.2019.49
http://www.ncbi.nlm.nih.gov/pmc/articles/6819630
http://www.ncbi.nlm.nih.gov/pubmed/32484840
http://dx.doi.org/10.1371/journal.pone.0234028
http://www.ncbi.nlm.nih.gov/pmc/articles/7266314
http://www.ncbi.nlm.nih.gov/pubmed/31375108
http://dx.doi.org/10.1186/s12913-019-4363-z
http://www.ncbi.nlm.nih.gov/pmc/articles/6679527
http://www.ncbi.nlm.nih.gov/pubmed/29378585
http://dx.doi.org/10.1186/s12939-018-0721-4
http://www.ncbi.nlm.nih.gov/pmc/articles/5789675
http://dx.doi.org/10.4236/health.2016.814159
http://www.doi.org/10.6084/m9.figshare.15161349.v1

Open Research Africa

AAS Open Research 2021, 4:45 Last updated: 16 MAY 2022

Open Peer Review

Current Peer Review Status: ¢

Reviewer Report 01 October 2021

https://doi.org/10.21956/aasopenres.14413.r28872

© 2021 Suchman L. This is an open access peer review report distributed under the terms of the Creative
Commons Attribution License, which permits unrestricted use, distribution, and reproduction in any medium,
provided the original work is properly cited.

? Lauren Suchman
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Introduction

o You note that SDG 3 is “to ensure healthy lives,” but you might want to note that SDG 3.8
specifically calls for UHC.

> The literature review provides helpful context, but could benefit from some exploration of
the literature on similar initiatives outside of Tanzania. For example, Kenya has
implemented an NHIF scheme that specifically targets the informal sector - what have the
opportunities and challenges been there? How successful has a community-based
insurance scheme been in other countries similar to Tanzania? What kinds of challenges
have countries like Ghana, with the continent’s longest-running national health insurance

scheme, faced when trying to provide health insurance coverage for their entire population?
Methods

Design
o Inthe U.S., we would interpret the phrase “significant others” as romantic partners.

So, you might want to re-phrase this here and in the Conclusion as well if you expect
a U.S. audience at all.

o Data collection
Please provide a high-level overview of the structure and content of the guides (i.e.
section titles) and examples of some of the questions that were asked
How did you know saturation was achieved while conducting data collection? Was
analysis simultaneous with data collection?

Results
o You say that participants had a lack of “awareness” about the iCHF scheme, but then say
they have a lack of “information.” If they lack awareness, this suggests to me that they don't

know about the scheme at all, but I think you mean they lack information regarding where
and how to enroll.

Negative views from friends and family
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o It would be helpful to have more information here. I would suggest summarizing
common themes that come up when people say they have heard bad things from
others so the reader knows what kinds of complaints are circulating. It would also be
helpful to have some more contextual information here. What do the participants
themselves think of these complaints? What makes them seem believable or
especially relevant? In other words, why would these complaints seem like a good
reason to forego health insurance?

o Inability to overcome challenges
> I'm not sure that your point about NCDs works because the quote you use is from a
woman who is insured. So, even though she complains that she can't use her iCHF
coverage for her heart disease, this isn't a barrier to enrollment for her because she is
still enrolled. Did others say they hadn't enrolled because they were concerned that
NCDs weren't covered, or is this more of a challenge for those who are already in the
system?
Discussion
This section provides a nice overview of key findings and an engagement with relevant
literature, but it would be nice to have some discussion of how policymakers might act on
your findings, particularly in the case of barriers you have identified. For example, in the
Results section you quote a Bodaboda driver who suggests more sensitization for himself
and his fellow drivers. You mention a study from Nigeria below, but it would be nice to have
more information on what this program looked like. How is sensitization best done? What
makes a good campaign successful? How might other concerns about quality and limited
coverage be addressed?
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