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ABSTRACT: This study acknowledges that the NHIF has a significant role in providing access to quality health care services,
reducing household health spending, and ensuring access to quality essential health care services, all of which anticipate universal
health coverage. The purpose of this study was to analyze the role of the NHIF in obtaining universal health coverage. The study
used a quantitative research approach, with Bugando Medical Centre serving as the study site and NHIF patients treated at the
hospital serving as the study population. For sample selection, a simple random sampling procedure was applied, with 260 samples
taken from the research population of 822 using Krejcie and Morgan (1970). The data was obtained using a closed-ended
questionnaire and analyzed using descriptive statistics, correlation analysis, multiple regression analysis, and ANOVA using the
Statistical Package for Social Science (SPSS Version 23.0). According to the findings, the NHIF's contribution to providing access to
quality health care services, reducing household health spending, and ensuring access to quality essential health care services
strongly predicts attainment of Universal Health Coverage (UHC). This study suggests that the NHIF helps to achieve universal
health coverage; however, more work is needed to reduce household health expenditures and provide access to quality essential
health care services. In order to have a sustainable pooling mechanism, this study strongly recommends that the NHIF crosssubsidize the poor and focus coverage of persons in the informal economy.
Keywords: Universal health coverage, access to health care services, minimization of household expenditure on health, access to
essential medicines and vaccines

INTRODUCTION
Tanzania approved the United Nations (UN) global
development goals known as the Sustainable
Development Goals (SDGs) in September 2015. (SDGs).
After the Millennium Development Goals expired, the
Sustainable Development Goals were established. The
Sustainable Development Goals include 169 targets that
must be met by 2030. These goals aimed to address
concerns that the MDGs had overlooked, such as
unsustainable
consumption
patterns,
inequality,
environmental degradation, and a lack of institutional
capacity (Murusuri, 2016). The Sustainable Development
Goals (SDGs) are a set of exclusive tools designed
primarily for mediators, technical support teams, and

other actors involved in defining a universal, integrated,
and transformative set of global goals and targets for
sustainable development, as well as the political
declaration on the Post-2015 Development Agenda. It is
a tool for doing a thorough evaluation of national targets
that are mainstreamed in order to accomplish global
objectives (UNDP, 2016). Transforming our world: the
2030 Agenda for Sustainable Development, goal 3 is
about “Good health and well-being”, in order to achieve
this target, UN proposed some targets, in which this
study is concerned about target 3.8 which is about
achieving universal health coverage. The target is by
2030 “Achieve universal health coverage for all, including
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financial risk protection, access to quality essential health
care services, and access to safe, effective, high-quality,
and cheap necessary medications and vaccinations,"
says the report.
One critical component of Universal Health Coverage
(UHC) is the establishment of a long-term health finance
structure in order to attain health for all (Lee et al., 2018).
Tanzania's government intends to implement a single
health insurance program in order to eliminate
fragmentation of health insurance coverage, offer a
minimum benefits package for all, boost health
resources, and improve health spending efficiency
(Maluka, 2013). The proper steps for accomplishing this
have already begun, including the creation of a law and
the public revelation of the government's intention in front
of the National Assembly. Meanwhile, the National Health
Insurance Fund (NHIF) and the Improved Community
Health Fund (iCHF) are available to help with the
country's health-financing issues. NHIF is primarily
regarded as a health insurance fund for persons in the
formal sector, particularly government employees, while
people in the informal sector have also been enrolled
(Kumaranayake et al., 2000). In Tanzania, the NHIF
remains the most powerful health insurance fund, and its
role to achieving UHC is highly valued. Even as the
country moves closer to having a single health insurance
fund, the NHIF is seen as making a significant
contribution. For example, Lee et al. (2018) emphasized
that NHIF has amassed substantial reserves; thus, as
Tanzania moves toward UHC, CHF may be partially
funded by NHIF. Using Bugando Medical Centre as an
example, this study highlighted the significance of the
National Health Insurance Fund (NHIF) in providing
coverage of critical health services and decreasing
household health costs.
Tanzania is one of the developing economies with a
demographic window of opportunity, but it has been
struggling with a twin burden of diseases for many years.
Despite tremendous progress in the country's health
status in recent years, challenges remain due to high
household health expenditure as well as issues with
urban-rural and interstate inequities. Although some
national systems are successful, they lack the capacity to
provide and sustain universal health coverage. To
achieve UHC, long-term health finance mechanisms as
well as financial protection through national health
packages would be required.
The problem that this study attempts to solve is the
persistent challenge of creating a sustainable health
financing structure that may assist Tanzania achieve
universal health coverage. For example, concerns such
as fragmentation of health insurance coverage, which
promotes inequity in access to health care services, have
been identified and attributed to Tanzania's lack of a
single health insurance program (Frumence et al., 2017).
Tanzania now has two types of public health insurance

funds: The National Health Insurance Fund (NHIF) and
the Improved Community Health Fund (ICHF).
Furthermore, private health insurance funds, such as
Strategies Insurance and AAR Insurance, are accessible
in Tanzania (Lee et al., 2018). The NHIF covers the
majority of persons in the official sector, such as civil
servants, whereas the ICHF covers the majority of people
in the informal sector. Given the majority of NHIF
beneficiaries' occupational positions and the lack of
pooling mechanisms with the rest of the population, it is
unlikely that NHIF will directly contribute to inadequate
coverage or cross-subsidize the poor. Mujinja and Kida
(2014) This position begs the question of how the NHIF
can help to attain SDG 3 (Good health and well-being)
target 3.8. (achieve universal health coverage). Because
there is little empirical evidence on the importance of the
NHIF as a public health insurance fund to obtaining
universal health care, this study will fill that gap. The
current study looked at the role of the National Health
Insurance Fund (NHIF) in providing access to critical
health services and lowering household health-care
costs. This study was important because it contributed to
policy development, provided baseline knowledge for
future studies and academic initiatives, and provided
empirical evidence valuable in enhancing NHIF service
provision toward UHC accomplishment. This study is also
important in terms of practice since the information
obtained will be valuable for NHIF in determining the
extent to which the insurance plan contributes to UHC
accomplishment. This will reveal areas of weakness that
require improvement in the provision of health care
services, vaccines, and medicines, as well as the
reduction of household health spending.

Literature review
The concept of universal health coverage
UHC is a method of ensuring that all citizens have access
to inexpensive and appropriate health care. Tanzania, a
developing country, faces the problem of illness burden
owing to communicable and noncommunicable diseases,
necessitating a national focus on achieving UHC. There
is a prevalent phenomenon in the country that involves
an existing disparity in access to health care services
between rural and urban regions. Programs to remedy
this condition have been launched, yet they are unable to
attain UHC.
To accomplish UHC, effective health funding systems
that promote community access to health care services,
basic medicines, and minimal household health spending
should be in place. The importance of raising community
knowledge about the need of being insured cannot be
overstated, as health insurance has been shown to make
a significant contribution to the achievement of UHC (Lee
et al., 2018).
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Adoption of a Universal Health Coverage (UHC)
framework has been a top objective for both
industrialized and developing countries, as it is critical to
improving population health (WHO, 2010). As Gwatkin
and Ergo (2011), Cotlear et al. (2015), and Wagstaff et al.
(2019) noted, empirical evidence is required to monitor
countries' advancements as well as establishing
databases that portray their current national problems.
On a global and national basis, universal health care
coverage is currently gaining a lot of attention. The best
balance of funding choices is still being contested,
particularly in terms of protecting unemployed people.
The World Health Organization's 2010 World Health
Report and the World Health Assembly's 2011 World
Health Assembly both emphasized the need of achieving
health for all by ensuring that all people have access to
health care services that they can afford, with a focus on
equity and solidarity.
The major goal of universal coverage is to ensure that
everyone has access to high-quality prevention,
promotion, treatment, and rehabilitation health services
without jeopardizing their financial well-being. Various
countries, such as South Africa and India, have launched
universal health coverage initiatives, which are currently
being implemented in their respective countries (National
Department of Health, 2011).

The concept of health insurance
Health insurance facilitate long-term local savings
mobilization to finance long-term plans on health
including building health facility infrastructures like
hospitals and installation of specialized diagnostic
facilities like MRI, Digital x-rays and CT Scan. Through
health insurance, people can make prepayments for
health care services including surgical services before
illness emergency occur. Contributions to the covered
individual can be made in a variety of ways. One way is
that the insured person pays for health services using out
of pocket payment and being reimbursed later or the
insured person pay directly to the provider. The provider
in health insurance includes hospital, health care worker,
laboratory, pharmacy and so on, while the insured is a
health insurance beneficiary being covered by any health
insurance provider.
Prior to 1990, health care in Tanzania was funded fully
by the government using tax collected funds and
exemptions for all Tanzanians. This gained prominence
after the 1967’s Arusha Declaration, the policy of selfreliance where it was highly emphasized that the
community should use its own collective resources to
finance their important social needs including health
needs. It was the beginning of a series of health-care
changes aimed at improving health for all in which all
people regardless their level of income has access to
important health services especially the people in rural

settings and the poor (Hyden, 1980). In 1977, the
government prevented all profit oriented health care
providers which most of them were privately owned and
took the responsibility to provide health care services for
free (Kolstad and Lindkvist 2013).
However, due to the introduction of the Structural
Adjustment Policy (SAP) in the 1980s. Due to the
increase of cost associated with health and diminishing
level of economy, sharing health costs between the
government and the community was inevitable (IMF and
World Bank, 2000). In which in the early 1990s the
government left free services and adopted cost sharing
system. User fee system was introduced by the
government in 1993 as a cost sharing strategy in order to
have mixed contributions towards access to health care
services (MoHSW, 2003).
The user fee policy was implemented in phases, phase
one, two, three and four, in which phase one targeted
patients from grade one and two. Phase two covered
patients in grade three which include those accessing
services from regional and referral hospitals. On the side
of grade three, it was implemented to patients in district
hospital including in and out patients. About phase four,
this was implemented to dispensaries available in villages
and clinics in rural areas. As instructed by the health
minister in the year 1996 that even if user fee is being
adopted but services like child and maternal health
should not be charged. Therefore, children under 5 years
and pregnant mothers as well as people with chronic
diseases such as AIDS, cholera, meningitis and diabetic
were exempted (MoHSW, 2003).

National health insurance fund
This insurance scheme began its operations in 2001 after
being established in 1999. All central and municipal
government employees, as well as up to five family
members, are now covered. The NHIF has had
continuous growth in membership since its creation, with
overall membership rising from 164,708 in 2001/02 to
248,818 in 2005 (Kiwara and Minja, (2006). This
insurance scheme provides comprehensive benefit
package which covers both inpatient services and
outpatient services.
This includes more advanced health care services such
as specialized surgery, optical services, orthopedics and
pharmaceuticals. NHIF covers only 7% of the population
in the country.
In 2016–2017, the government contributed around 12%
of government health spending to the NHIF, which
included 3 percent employer matching for civil officials
and 6.25 percent of police officers' salaries. According to
data from the 2015–2016 Demographic and Health
Survey (DHS), the NHIF mostly benefits the top 40% of
earners, albeit these figures do not include retirees, who
are more likely to be poor.
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Overview of sustainable development goals
Sustainable Development Goals were established
following the expiry of millennium development goals
(MDGs). Most of MDGs were not yet achieved during the
introduction of SDGs. Less achievement of MDGs by the
year 2015 were due to lack of regular follow ups and
nations were not cooperative in providing regular reports
on implementation status at a national level (UNDP,
2016). Therefore, an end of MDGs necessitated
introduction of SDGs in order to continue with the
progress and address the weaknesses experienced in
the implementation MDGs (Kivelege, 2015).
Previously, all UN member states were required to
achieve 8 goals which were regarded as Millennium
Development Goals by 2015. Sustainable Development
Goals (SDGs) were technically considered as a
replacement of MDGs, which were extended to a number
of 17 goals to be achieved by all UN member states in 5
years from 2915 to2030 (Figure 1). These newly formed
goals clearly clarify an update with the agenda on
transforming the world (Bryan, 2015).
These global SDGs are supported by different plans at
national level and regional level. This initiation was
introduced in order to ensure that these goals are
supported with tangible implementation plans for positive
achievements. For instance, African Union has
established Agenda 2063. This shall overcome the
weaknesses experienced during the implementation of
MDGs. The national and regional development goals
were established in order to align with SDGs and not to
start something new which have no alignment with the
global direction (Clos, 2016).

Achieving SDGs highly depends on achieving the
targets set, as applied in the former global development
goals (MDGs). These targets are technically considered
as goals’ achievement indicators. The SDGs were broken
into 169 targets which were given to UN member states
to implement with the support from UN. SDGs indicators
as country-based, country centered and country-focused,
therefore, the country can choose targets to adopt
(UNDP, 2016).

Sustainable development goal 3-good health and
well-being
Good health and well-being is among the SDGs set to be
achieved by 2030. In order to achieve this goal, a total of
9 targets were reached, which as far as this study is
concerned, we set to investigate the contribution of NHIF
in attaining target 3.8-universal health coverage.
Target 3.8 states that; by 2030
"Achieve universal health coverage for all, including
financial risk protection, access to quality essential health
care services, and access to safe, effective, high-quality,
and cheap necessary medications and vaccinations,"
says the report.
Theoretical framework
This study was by socio-economic theory which was
developed by Hsiao in 1995 (Hsiao and Shaw, 2007). In
his theory, the author incorporated social theory and
expected utility theory concepts. For instance, Hsiao
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argues that social capital levels can be applied in to
determine or predict voluntary acceptance of risk sharing
for health. Voluntary risk sharing can easily emerge in
cohesive communities which consider or realize the
benefits of pooling in order to create supportive
environment for health insurance scheme operate. This
implies that it becomes too difficult for health insurance
scheme to work in communities which are less socially
cohesive. According to the author, China is an
appropriate example of a successful cohesive community
as the assumptions of this theory have been evident.
Trust among the people entering risk sharing agreement
is vast important as some people may be afraid to enter
into such agreement due to the negative implications due
to negative actions of other individuals. Also, the nature
of people involved can predict emergence of voluntary
risk sharing, for instance if most of people involved in risk
sharing agreement have a tendency of risk averse, it
becomes difficult for him/her to pool money with others.
Other people desire to maintain reputation, people like
this are very difficult to accept risk sharing agreement.

Relevance of social economic theory to the study
This paper is studying the contribution of NHIF in
achieving Universal Health Coverage (UHC). In order to
attain UHC it is vast important to create a financing
mechanism that could attain health for all, meaning that
all people have access to health care services regardless
their differences in economic status and health
conditions. In this context, socio-economic theory is
relevant to this study as it defines unity or solidarity as a
key towards promoting risk sharing among people
through health insurance in order to attain health for all.
By motivating people to forgo the fact of the extent of
service utilization and choose unity among the
community in order to help people in need opens a way
towards attainment of UHC. This is because people with
different economic status and health conditions will be
willing to support cost sharing mechanism by enrolling to
NHIF and other health insurance schemes available in
the country.

Health care financing policy
In this study, one of the most crucial components of a
functional health system is health care financing.
According to WHO (2000), health-care financing is made
up of three parts: income collection, risk pooling, and
purchasing. In recent years, the government has
committed to responding with a process of establishing a
health finance policy in response to a growing demand
for everyone to have access to high-quality, affordable
treatment (Hyden, 1980). Proper health-care financing
ensures that people not only have access to, but also

use, health-care services when they are required. A wellrun health-financing system also impacts whether or not
health-care services are available (Carrin and Chris,
2005). As a result of this acknowledgement, WHO
member states pledged in 2005 to improving their health
funding systems so that everyone has access to services
and does not face financial hardship in paying for them.
In effect, achieving this aim is a step toward universal
health coverage (WHO, 2010). Supporting health
services can be done in a variety of ways. They include
general taxation systems used to fund government
expenditures and ministries of health; donor assistance
earmarked specifically for health projects; charitable
donations to private voluntary health providers, such as
church missions Health insurance, user fees, and user
fees In reaction to financial restrictions, many countries
introduced or increased user fees for public amenities
while also aiming to reduce government dependency,
such as in health-care budgeting (World Health Report,
2000). The implementation of a user charge was a critical
policy response to the health-care financing dilemma. It
could have enhanced the quality of public health
services, benefiting the poor who mostly use them.
Furthermore, the user fees may have allowed the
government to transfer funds to more important projects,
such as cost-effective preventive treatments.

Empirical literature review
In recent past, scholars have focused their emphasis on
the field of health economics, particularly health system
financing. For example, the studies such as that of
O'Donnell et al. (2008) which was conducted in Tanzania,
and other African countries such as South Africa and
Ghana have looked at the progressivity of health-care
finance and catastrophic health-care payments. This
study revealed that the out of pocket spending were
regressive, government spending through tax collected is
progressive and the total financing mechanisms in all
three countries including Tanzania, South Africa and
Ghana was progressive. The study revealed that out of
pocket system is not favorable in developing countries
like Tanzania, South Arica and Ghana as people in these
countries are poor they can hardly afford the costs
associated with health. The rich individuals are not
affected by out of pocket system as the can afford the
expenses but, it was highly recommended that the poor
should have a proper way of being covered including
community based insurance schemes. The study
revealed that health insurance remains to be the best
option of health financing in developing countries as not
all the population is in position to pay user fees set by the
government as well as private health facilities.
Wang et al, (2018) conducted a study entitled
“Progressive pathway to Universal Health Coverage in
Tanzania: A call for preferential resource allocation
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targeting the poor”. This study revealed health financing
in Tanzania is still reluctant to public budget as the poor
highly depends on public budget. This study has
established that in order to bridge the gap available
between people with different levels of income especially
the poor and non-poor, it is highly important to design
mechanism that cross subsidize the poor for instance
health exemptions.
Mtei and Mulligan, (2007) undertook a study of
Tanzania's health-financing system, focusing on the
implications for fairness and social health insurance.
According to the report, there is a discrepancy in defining
who pays for and who benefits from health care in the
United States. The findings indicated that tax funds highly
dominate health financing in Tanzania as the population
especially and special groups highly depends on public
budget, however there is still a question on who paying
the taxes and who is benefiting from health care services
which have been financed by tax funds. The study
revealed that out of pocket expenditure are too heavy to
the community which has not been covered by any health
insurance scheme. Therefore, the study recommended
that health insurance is a good health financing options
which serves people from health burden of household
expenditure on health.
Kuwawenaruwa and Borgi, (2012) in their study
revealed that Community Health Fund (CHF) is seen as
the main way of attaining universal coverage for all.
However, the performance of CHF is questionable as still
there is less community participation, lack of drugs in
health centers and poor use of collected revenue. All
these threated the contribution of CHF in achieving UHC,
great potential has been shown by NHIF due to its
comprehensive package which covers most of necessary
health care services and medicines.
Macha et al. (2014) revealed that NHIF members
receive a subsidy which substantially exceeds the annual
per capita spending on health. This makes it more
potential health insurance scheme however; it brings
about inequality especially for people who have been
enrolled to other insurance schemes such as CHF.
According to this study, these equity concerns highly
amplify the need to have a single health insurance
scheme in order to address the inequality available
between NHIF members and CHF members as well as
those who use out of pocket payments.
Lee et al. (2018) in their study revealed in Tanzania,
there is no wide range of inter-schemes cross
subsidization which highly contributes to huge
fragmented risk pools. The NHIF is able to crosssubsidize the poor and non-poor, but the only crosssubsidization mechanism dominated in Tanzania is
subsidization through tax financing or government
budget. The amount of tax collected in the country is still
low, hence the study recommended the use of other
mechanisms for cross-subsidization such as interschemes subsidization especially NHIF and CHF cross-

subsidization.
Kumburu, (2015) explored the factors affecting
accessibility to health care services and challenges in
health care delivery by NHIF in Tanzania. The study
revealed that NHIF has great contribution to health
financing in Tanzania as its package is comprehensive,
most of important health care services such as doctors’
appointment, hospitalization plus specialized services
such as specialized surgery and diagnostic test like MRI
are covered. However, the findings also indicated that
NHIF take long time to reimburse health providers such
as hospitals, pharmacies and laboratory in contrast to
their policy (Within 60 working days) of the day the
complaint was filed. Some of the NHIF benefits and
package services that are intended to be delivered to
NHIF members are not being provided, according to the
report. The findings revealed that NHIF members
experience a number of obstacles, including poor quality
health care, a lengthy registration process, and most
health facilities favor customers who pay cash over NHIF
members.

Conceptual framework
This study was guided by the conceptual framework
illustrated in (Figure 2). The conceptual relationship
between the study's independent variables and
dependent variable is depicted in this section. According
to Lee et al. (2018), universal health coverage can be
attained through provision of quality essential healthcare
services, minimization of household expenditure and
provision of quality essential medicines and vaccines.
The purpose of this study is to evaluate the role of the
National Health Insurance Fund (NHIF) in providing
access to high-quality essential health-care services,
reducing family health-care spending, and ensuring
access to high-quality necessary medicines and
vaccinations.

METHODOLOGY
Quantitative approach was adopted in carrying out this
study. In this context, quantitative data was collected and
analyzed using quantitative techniques of data collection
and analysis. The study was conducted at Bugando
Medical Centre, the area was the right choice for this
study because it is the potential referral hospital and
subscribed by NHIF. In this study, members of NHIF
treated at Bugando Medical Centre were included as the
study population in order to assess the fund's contribution
in ensuring that its beneficiaries have access to highquality health-care services. vaccines and medicines and
in minimizing their household expenditure on health.
Krejcie and Morgan, (1970) table was used to determine
appropriate sample size for this study.
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Figure 2: Conceptual framework

For a study population of 822 patients, the appropriate
sample size for this study was 260 respondents (Krejcie
and Morgan, 1970). Simple random sampling technique
was used in sample selection. Names of patients
specifically NHIF members were written in pieces of
papers and shuffled, then 260 pieces of papers were
selected as representatives. In this study, structured or
closed-ended questionnaires were used to collect data
concerning the contribution of NHIF in attaining UHC
from the sampled patients. Questionnaires were
administered by the researcher in order to ensure validity
in data collection. This was the suitable method for the
study because it is less costly and enabled the
researcher to collect data in a short period of time. The
researcher run descriptive statistics and multiple
regression through SPSS to describe and conform if the
NHIF's role in providing access to high-quality health-care
services, vaccines, and medicines, as well as reducing
household health-care spending, has an impact on
achieving Universal Health Coverage.

Demographic profile
In this study, majority of respondents (36.5%) were aged
between 51 and 60 years old followed by those aged
between 40 and 50. More than half of respondents
(56.9%) were female and the rest were male
respondents. More than half of respondents (62.7%)
were public servants followed by employees in private
sector. Furthermore, almost half of respondents (48.5%)
were married followed by those who are single. Table 1
presents the findings on characteristics of respondents.

RESULTS AND DISCUSSION
This part presents the results analyzed using descriptive
statistics and multiple regression analysis. The results
depict the contribution of NHIF in providing access to
quality essential healthcare services, minimizing
household expenditure on health and providing access to
essential medicines and vaccines. This part winds up
with multiple regression analysis on the influence of
access to healthcare services, cost of health services and
access to essential medicines and vaccines on
attainment of UHC.
Descriptive statistics results
Contribution of NHIF in providing access to quality
essential healthcare services
Descriptive statistics findings indicated that majority of
respondents (41.2%) agreed that they have access to
doctors’ appointment. More than quarter of respondents
(36.5%) strongly agreed to have access to medical test
services and 37.7% of respondents strongly agreed to
have access to hospitalization services. Majority of
respondents (24.2%) agreed that they have access to
specialized services, followed closely by those who
disagreed (23.1%) to have access to specialized
services. The findings also indicated that majority of
respondents (27.7%) disagreed to have access to
surgery services while more respondents (42.3%)
disagreed on the statement “there is no long waiting
hours for service”. Furthermore, majority of respondents
disagreed (32.3%) on the statement “I receive more
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Variable
Age

Variable categories
18-28
29-39
40-50
51-60
Female
Male
Entrepreneur
Farmer
Public servant
Employed in private sector
Single
Married
Cohabiting
Divorced
Widow
None
1-2 children
3-5 children
More than 5 children

Gender
Occupation

Marital status

Number of children

Frequencies
27
66
72
95
148
112
34
12
163
51
58
126
37
21
18
17
54
128
61

Percentage
10.4
25.4
27.7
36.5
56.9
43.1
13.1
4.6
62.7
19.6
22.3
48.5
14.2
8.1
6.9
6.5
20.8
49.2
23.5

Table 2: Contribution of NHIF in providing access to quality essential healthcare services (n=260).
Statements
I have access to doctor’s appointment services
I have access to medical test services
I have access to hospitalization services
I have access to specialized services
I have access to surgery services
There is no long waiting hours for service
I receive more attention from health care workers

Strongly Disagree
F
%
5
1.9
2
0.8
6
2.3
28
10.8
31
11.9
56
21.5
49
18.8

attention from health care workers”. Table 2 presents
these findings in details.

Contribution of NHIF
expenditure on health

in

minimizing

household

The findings through descriptive statistics on the
contribution of NHIF in minimizing household expenditure
on health indicated that majority of respondents (36.5%)
agreed that NHIF minimizes household expenditure on
health. On the side of NHIF premium, majority of
respondents (31.5%) of respondents disagreed that the
premium is affordable even for individuals with low level
of income. About additional costs for NHIF members, the
findings indicated that majority of respondents (30.0%)
disagreed on the statement “there is no additional costs
in accessing health care services among NHIF patients”.
The findings also indicated that majority of respondents
(35.8%) disagreed on the statement “there is no
additional cost in accessing essential medicines and
vaccines among NHIF patients”.
Furthermore, the
findings obtained through questionnaire indicated that

Disagree
F
%
14
5.4
28 10.8
43 16.5
60 23.1
72 27.7
110 42.3
84 32.3

Neutral
F
%
36 13.8
46 17.7
20 7.7
51 19.6
49 18.8
39 15.0
21 8.1

Agree
F
%
107 41.2
89 34.2
93 35.8
63 24.2
64 24.6
41 15.8
58 22.3

Strongly Agree
F
%
98
37.7
95
36.5
98
37.7
58
22.3
44
16.9
14
5.4
48
18.5

majority of respondents (43.1%) disagreed that NHIF
contributes directly to the coverage of the poor (Table 3).
Consistent with the findings of Lee et al. (2018) who
revealed that there is a doubt that NHIF contributes to the
coverage of poor as it seems that NHIF has been
designed for public servants who contributes from
salaries.

Contribution of NHIF in ensuring access to quality
essential medicines and vaccines
Descriptive statistics findings indicated that majority of
respondents (33.8%) disagreed on the statement “NHIF
patients receive essential medicines as prescribed by the
doctor in health facilities”. The findings also indicated that
majority of respondents (28.8%) disagreed that NHIF
patients receive essential medicines in health facilities.
Furthermore, majority of respondents (30.4%) disagreed
on the statement “Medicines and vaccines provided to
NHIF patients have the same quality like the ones given
to out of pocket patients”. Table 4 presents these findings
in details.
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Table 4: Contribution of NHIF in ensuring access to quality essential medicines and vaccines.
Statements

NHIF patients receive essential medicines as
prescribed by the doctor in health facilities
NHIF patients receive essential vaccines in health
facilities
Medicines and vaccines provided to NHIF patients
have the same quality like the ones given to out of
pocket patients

Strongly
Disagree
F
%
62
23.8

Disagree

Neutral

Agree

Strongly Agree

F
88

%
33.8

F
53

%
20.4

F
38

%
14.6

F
19

%
7.3

53

20.4

75

28.8

60

23.1

50

19.2

22

8.5

44

16.9

79

30.4

35

13.5

53

20.4

49

18.8

Table 5: Multiple regression analysis results
Unstandardized CoefficientsStandardized Coefficients T Sig. Collinearity Statistics
B
Std. Error
Beta
Tolerance
VIF
(Constant)
1.197
0.196
6.099.000
Access to healthcare services
0.177
0.084
0.148
2.092.037
0.438
2.284
st of health services
0.255
0.074
0.234
3.470.001
0.479
2.089
Access to medicines and vaccines
0.347
0.065
0.366
5.308.000
0.458
2.182

Model

Multiple regression analysis results
Three variables were considered in order to determine
the contribution of NHIF in attainment of universal health
coverage. These variables include access to health care
services, cost of health services and access to medicines
and vaccines through NHIF. Multiple regression analysis
results are as presented as follows:

0.001) (Table 5). This implies that minimization of
household expenditure on health predicts attainment of
universal health coverage with the aid of NHIF. This is in
line with the findings of Macha et al. (2014) which
indicated that minimization of household expenditure on
health is vital towards attainment of universal health
coverage.

The influence of access to health care services on
attainment of UHC

The influence of access to essential medicines and
vaccines on UHC

Multiple regression analysis results indicated that NHIF’s
contribution in providing access to quality essential health
care services have positive significant influence on
attainment of Universal Health Coverage (β= 0.148, t=
2.092, p = 0.037) (Table 5). This implies that NHIF has a
potential to attain universal health coverage as its
contribution in creating access to health care services
among its members is great. These findings concur with
the findings of Lee et al. (2018) which revealed that
access to quality health care services is one among the
important predictors of UHC.

Multiple regression analysis results indicated that NHIF’
contribution in ensuring access to quality essential
medicines and vaccines has significant positive influence
on attainment of universal health coverage (β= 0.366, t=
5.308, p = 0.000) (Table 5). This is in line with the
findings of Wang et al, (2018) who revealed that access
to quality essential medicines and vaccines is among the
important predictors of UHC.

The influence of
attainment of UHC

cost

of

health

services

on

Multiple regression analysis results indicated that NHIF’s
contribution in minimizing household expenditure on
health has significant positive influence on attainment of
universal health coverage (β= 0.234, t= 3.470, p =

Conclusion
This study concludes that NHIF has enormous
contribution on attaining UHC as its contribution in
improving access to quality to quality essential health
care services is big. NHIF also has contribution towards
minimization of household expenditure on health and
access to important medicines and vaccines. However, a
lot is yet to be done in maximization of household
expenditure on health especially through improving
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coverage of the poor and ensuring access to quality
essential medicines and vaccines.

Recommendations
This
study
has
recommendations:

reached

to

the

following

NHIF should improve coverage of the poor through
subsidies as household expenditure on health is huge,
coverage of the poor will bring about equality and
minimize household expenditure on health.
NHIF should improve their service package in order to
overcome the problem of additional expenses incurred by
NHIF when some services such as surgery and
medicines are not covered by NHIF.
NHIF should conduct massive awareness programs in
order to motivate people engaged in informal sector apply
for NHIF membership in order to bridge a gap available
between employees in public as well as public sectors on
the side and self-employed personnel in another side in
NHIF enrollment.
NHIF should improve access and the quality of medicines
provided under NHIF coverage. This will improve the
quality of service provided by NHIF and minimize
household expenditure on health as it will minimize
additional cost in accessing medicines for NHIF patients.

Area for further study
This study suggests several areas for further study in
order to add information in the existing knowledge about
the contribution of NHIF is attaining universal health
coverage. This study recommends a study on the
contribution of NHIF in covering the poor and people from
informal sectors as NHIF is still predominant to the
coverage of public servants. In addition, other interested
researchers can conduct this study at primary health care
including dispensaries and health care as this study used
a big referral hospital of Bugando Medical Centre as a
case study.
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