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Abstract

This paper examines the perceptions and demankefath insurance services offered under NHIF schieme
Tanzania. It examines the perceptions of civil aats, the factors influencing perceptions and timealications
to the demand for health insurance services. Thdystised a cross sectional survey design whictwatio
collection of data in a particular place at oncd wiithin a short time. A sample of 250 civil sertafrom two
strata (secondary school teachers and NationaltAbffice of Tanzania (NAOT) employees constitutibgy7
and 133 respectively) was obtained using stratif@dlom sampling technique. The study used dea@ipnhd
econometric techniques to analyse the data. Thétseadicate that age, marital status and educdimve an
influence on the perceptions of the quality of teaervices. Furthermore, sex, education and distavere
found to influence the perceptions on the availgbdf health services. For the demand for heattsurance
services, age, sex, education, waiting time andgmion on the quality of health services were tbum be
significant. Moreover, the findings show that madtthe respondents (75.6 percent) reported pooltthea
services offered under NHIF scheme. This means nitajof the civil servants in Tanzania receive tefely
poor health services at the accredited healthitiasil The study recommends a review of the Act 8399 that
established NHIF scheme in order to make civil apty enjoy the freedom of choosing the health arse
scheme of their test. It is imperative for the snbdo improve the quality of health services readen order to
encourage new entrants and preserve customerdtyoyae services offered should be not only imgtiand
attractive but also should meet the customers’ ie€d achieve this, the scheme should allow alteatited
health facilities with the capacity (in terms oftbhanaterial and human resources) to offer the sesvio NHIF
customers.

Keywords: Health Insurance Services, civil servants, gualfthealth services, employees’ perceptions, deiman
for health insurance service

1.0 Introduction

Financing health services have been provided bemowents in a number of countries in the World. Ewsv,
constrained governments’ budgets for health, loenemic growth and low organisational capacity aeosis
challenges in many developing countries (CarrirQ30To address challenges many low and middlenico
countries have reformed their health care systemardvide the effective financial risk protectioor fall by
introducing health insurance (Dalinjong and Lad@x]2). National health care insurance programs rdifth in
terms of how the money is collected, and in ways $krvices are provided. In countries such as Ganad
payment is made by the government directly fromréasenue. The collection is administered by govesmmin
France a similar system of compulsory contributians made, but the collection is administered hy-mafit
organisations set up for the purpose. This is knawnhe United States as single-payer health cahe
provision of services may be through either publal privately owned health care providers (Baraigéen and
Sauerborn, 2002). Other countries are largely fdrige contributions by employers and employees ¢krgiss
funds. With these programs, funds come from neithergovernment nor direct private payments. Tistesn
operates in countries such as German and Belgitnesel funds are usually not for profit institutions solely
for the benefit of their members. Usually chardz#gion is a matter of degree: systems are mixdhase three
sources of funds (private, employer-employee cbutidns, and national/sub-national taxes) (Barnigka and
Sauerborn, 2002).

African experience explores the different financiagangements tried in Ghana, Tanzania, and Ugahda.
introduces new scholarship on post-colonial healihe strategies in Africa, especially during a decaf
market-oriented healthcare reforms. Specificaltyattempts to explain why in nearly all African cures,
“Demands from international donors for increasditiehcy and competition are leading governmentpl&y a
smaller role in providing health care” (Quaye, 2DIthe 1990s have accurately been described atettade of
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market reforms in health care in the West and B&#ta. As for Africa, in the first decade of thdst century, a
confluence of forces has changed the nature otttezak financing in unprecedented ways. While amenfof

cost sharing (user fees), has been used extensivelyrica, the nature of its use and its type eflhcare
financing have differed across the continent. Séfiecan countries have depended on community hezdtie

financing schemes such as those in Tanzania angakent relatively little is known about the histaf this or

other social health care insurance as a finandirsgegy in Africa. Both Tanzania and Ghana havatinaly

short history of using social government healtturasce as a financing option. As for Uganda, itsdoet

currently have any social health insurance in platthough its feasibility is being explored (Qua2610).

In Tanzania, National Health Insurance Fund (NHH-|a scheme that provides for health servicesivib c
servants and other customers. The scheme wasigstablvhen the Parliament passed a bill that reguitto
the National health insurance Act (Act 8 of 1999R({T, 1999). Kutzin (1997) said that, health inseeis the
provision of health services which guarantees gu#lealth care to its members. It is a self finagcsocial
insurance which provides security backup in casgaiess risk of her members. The health insuranoedes
two basic things, namely access to effective headtie services when needed and effective proteofiéamily
income and assets from the financial costs of esipermedical care. The system aims at protectiagiéifare
of individuals who fall sick having no cash to play treatments. The connotation as to why NHIF wabe
established in Tanzania can be reflected from thentty’'s economic position in the 1993 in which edke
Government introduced cost sharing at district filap Moreover, in most African countries, hedltsurance
received much attention over the past decades duéhd stagnant economies to finance health care.
Governments could no longer honour their commitntemirovide free health care for all by relying general
taxation and donor support (Chomi, 2007). Socialtheinsurance is usually financed through taxeswr
contributions from both employer and employees ((@aand James, 2004). In Tanzania, the establishwfen
the National health insurance Act No 8 of 1999 méadmandatory for all civil servants to join thenfil
Furthermore, employees were required to contriB&teof their basic salary and the employer to cbatg 3%
of the employees’ basic salary to the fund eachtimonaking a total contribution of 6% of the empdeg’ basic
salary. The deduction is mandatory regardless adther the customer and his family members get Hadtin
services from the fund. Contributions of social Itteservices are based on the ability to pay arzksg to
services depends on need (Chomi, 2007).

Since NHIF is a mandatory scheme for civil servdahtsigh some of them would not be ready to joif they
were at liberty to decide joining or not. This @arficularly due to the challenges of double paymemd other
challenges the fund faces. The Gurdian Newspaperaig 2005 Pg. 6 reported that some teachers were
threatened to take the NHIF to the court if it wbabntinue deducting their salaries while they weregetting
health services from the fund. A report from Chatha Walimu Tanzania (CWT) in Kwimba district safobt
teachers wanted to withdraw from contributing te fnd because it had not benefited them. Kwimbstriot
CWT report reveals that, a total of 1320 teachaysesl to oppose further contributions. The teacheashed

this decision having realized that NHIF has hadvedofailure to offer to them proper treatment whkay
visited the hospitals, health centres, and dispersaccredited by NHIF. “This is a gross injustiour salaries
are being deducted but we don'’t get proper treatirtae report revealed (Kaumbwa, 2008).

The Daily News Paper-May"s 2003 reported NHIF members from Singida and Daaloeyions claiming of
doctors assigned to attend workers under NHIF selhesrbeing rarely available. Clamours are also oomior
nurses and other medical personnel embarrassirentgtworkers in remote areas despite monthly ctéstu of
cash to cater for medical requirements. Moreover vtorkers had reported the matter to the releaatitorities
but the situation did not change (Kaumbwa, 20083jitd Newspaper-February, 2005 reported that, thefC
Medical Officer from the Ministry of Health revedi¢hat they understood there was shortage of Haaltlities
to serve NHIF members. The officer added that detite efforts must be taken by the relevant authsrio
ensure there is adequate supply of drugs. Thesadsés problems of bad attitude among some healtvicger
providers towards the members as they use bad dgegwhen providing health services to them (Kaumbwa
2008). Although NHIF scheme do not offer freedomtfee customers to claim for the money spent irotion-
accredited health facilities in an attempt to skifee still barriers of health facilities where digervants should
be treated exist. This has an impact on the oériéants perceptions towards the scheme services.

1.2 Statement of the Problem

Customers do have some feelings about the goodleeprior to consumption and after consuming iteTh
feelings can be in the form of perceptions. Undeding civil servants perceptions on the healtlvises
offered under health insurance scheme and the -sacioomic factors influencing the perception isgoéat
importance to customer and policy makers. For its#ta policy makers need to recognize perceptions as
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potential barriers or enablers to enrolment and the need to invest in understanding them in thegign of
interventions to stimulate enrolment (Appiah et 2011). The perceptions on the health insuranpgces can
be explained better by the Cognitive DissonanceoMh@CDT) which was developed in 1957 by Leon Fegdti.
The theory explains that the feelings of discomfgrtcustomers result from holding two conflictinglibfs. It
postulates that when people are exposed to vapimgicts or services; they tend to have a newtrdinfy about
the product or service regarding its performandereeconsuming it. After consuming the product/smyone
gains an experience of the product/service consuriiédt experience is called performance. When the
performance of the product/services consumed isehithan or is to the level of expectation of thetomer; it
results to positive dissonance (satisfaction), h@wneif the expected performance is low, it restdtsiegative
dissonance (dissatisfaction) (Festinger, 1957). iRstance, when a person joins health insurancenseh
thinking that the scheme is helpful, unfortunatelge finds the scheme doesn’'t meet his/her expeatatcan
result to a feeling of hunger to the customer

In Tanzania for example, the implementation of NHifheme is confronted with many challenges sirge it
establishment in 2001. They include shortages ofidmuresources, medicine, medical supplies and dsdign
equipment. Again, majority of the people in the mioy including the NHIF customers are not awarethaf
services offered by the scheme (Humba, 20These challenges affect the actual and potentisioouers’
demand for health insurance. For that case, lagkwafreness about the services offered by the schib¢he
peoples’ demand for the insurance services dugrtorance of the benefits of joining the scheme. filneger
feeling noted before, refers to a situation of digentment that a person experiences upon faibngéet the
expectations. When customers receive poor heaittices at the accredited health facilities, it nmalteem
unhappy about the insurance scheme. Mwakisu (2808)Kaumbwa (2008) show that poor services deli/ere
under NHIF scheme reduce the demand for NHIF sesvaanong civil servants. It should be noted thiates
the establishment of NHIF scheme in 2001 as a miandacheme to all civil servants, the scheme degri
them freedom to choose the health insurance of thst to join. However, little information is knovabout the
civil servants’ perceptions on their membershipNiHIF scheme and the socio-economic factors influepc
perceptions of civil servant on health servicesmfl under NHIF scheme. Additionally, less is ustisrd
regarding the implications of the perceptions ofilcservants for the demand for health insuranawises
among civil servants. Therefore, the present study set to examine the civil servants’ perceptiamsiealth
services offered under NHIF scheme and what woeldheir demand for NHIF services if they were given
freedom to choose the health insurance scheménto jo

1.3 Objectives of the Study
The general objective of the study was to examireperceptions of civil servants on health serviofésred
under NHIF schemes and their implications on theated for health insurance services specifically ghugly
focused on the following objectives

i. To examine the perceptions of civil servants onhsalth services offered under the NHIF scheme

ii. To determine the kind of factors that affect thecpptions of civil servants on the services prodide
under the NHIF Scheme

2.0 Literature Review

2.1. Demand for Health Insurance

Feldstein (1988) defined demand for health insuwraasthe quantity of insurance cover an individsiatilling

to purchase at different premiums. Decision to je@alth insurance is defined as a choice that dividual
takes to register the health insurance (Hottod2®8R For the purpose of this paper, demand foitlhea
insurance refers to the willingness of the custotogoin the insurance scheme. Besides the twoselacision
to join and demand for health insurance can be sgrdnymously since the two terms indicate an idial’s
need to purchase health insurance services.

2.1 Perception on Health Services

Alrubaiee and Alkaa’'ida (2011) define perceptiontmalth services as the outcome of the evaluationess,
whereby the customer compares his/her expectatidthsthe services he/she has received i.e. he/stetpe
perceived services against the expected service
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2.2 Theories for the Demand for Health Care

2.2.1The Andersen Behavioural Model of Demand for ealth Care

Andersen’s behavioural model was first developed 988 to help in explaining the differences in asco
health services in the United States of Americaagavongthip, 2001) as cited in Chiremba, 2013k odel

is the most widely used analytical model to explagalth care utilisation behaviour. The model giees
overview of relevant social determinants for deniagdhealth care services. The theoretical framework
describes the process of health care utilisatiom esusal interaction of three different levelsahhare societal,
health care system (programme factors) and indatidaterminants (Chiremba, 2013).

The societal and system determinants are postutatedluence individual determinants which in tutimectly
influence the use of health care services. Thestmdleterminants include the current state of kadge as well
as peoples’ attitude and beliefs about health dndss. The system factors include structures anidites
through which health care and health educationpeogided. For example, system factors would comstke
availability of information, education and commuation (IEC) activities in a village to educate pleopn
health care services (Sunil, Zottarelli and Rajara600). The organisation component of the systertoffac
addresses how services are delivered to peopleanddn need. These factors include distance tondaest
health facility and access to health care work&tsirémba, 2013). Andersen and Newman (1995) arthats
the theoretical framework establish that the irdlil’s decision to demand health care servicesfumetion of
three factors namely the predisposing, enablingresedi factors. These factors are explained below

2.2.1.1 Predisposing Factors

The model suggests that certain factors predispesple towards health care service utilisation.s€hictors
influence an individual to seek health care sesii¢®r instance, the demographic characteristick as age,
sex and marital status as well as past illness haaye an influence on the demand for health careicesr
(Andersen and Newman, 1995). Since female are mameerned with taking care of sick people and céiidn
the household they are more likely to take up hesédtrvices. The social structure factors such asagibn,
family size, occupation and race are also imporfaeidisposing factors. Nevertheless, beliefs, \walard
knowledge about health and medical care servicesaffact the demand for health care services.

2.2.1.2 Enabling Factors

Enabling conditions make health service resourcadlable to an individual. Even if an individual yné&e
predisposed to the use of health care servicese sneans must be available for him or her to doAsmérsen
and Newman, 1974). These factors include both iddal and household resources (income and health
insurance). The availability of the health carevisess is also an enabling factor. Attributes of dmnmunity

like the location in which people live are impoitaince they indicate geographic proximity to tloeirse of
care as well as local attitudes about health camgces.

2.2.1.3 Need Factors

The need for a service (illness) is perhaps thet nmportant factor which influences health careviser
utilisation. In line with Chiremba (2013), even lithe existence of predisposing and enabling fadtw
individual seeking health care services must géiliceive the need for health care before seekifgperception
of illness is necessary for the use of health sargices. The need for care may be perceived binthieidual
and reflected in reported symptoms or disabilitysjauch days are those during which the individsiainable
to do what he usually does be that work, go to schake care of the house, or play with other dreih
(Andersen and Newman, 1995). Old people tend te hbgir immunity lower than the youth, making them
prone to iliness. Thus, aged individuals will hawere demand for health care services. Married iddals also
have more chances of reporting sickness in thethé&adility most especially when they have childesrd other
people in their households than non married onexindg more need for health services, aged and edarri
couple become prompted to utilize more health ses/iThe perception on the quality of health sesviwill be
negative or positive depending on the situatiothatfacility whether or not the services meet tlegpectations.

2.2.2 The New Theory for Demand of Health Insurance

The new theory of demand for health insurance waslighed by Nyman in 2003, with the objective of
addressing the challenges observed in the convlsibeory. The theory asserts that consumers deimaaith
insurance in order to obtain a transfer of incomwnf the healthy if she/he were to become ill. Tihicome
transfer allows the ill consumer to purchase moeglinal care and more consumer goods and serviees th
he/she would purchase without it. Sometimes thisrme transfer allows the ill consumer to purchaselioal
care that would otherwise be unaffordable. Nymayues that the demand for health insurance is diffieen
the access it provides to medical care, which ggasrmore utility than does the income spent omjums.
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Nyman contends that insurance buyers do not nebd @&specially risk averse. Furthermore, the theoggests
that voluntary purchase of health insurance makesconsumer better off (Nyman, 2003). Even with the
availability of health insurance in the place, asvaass of individuals about the health insuranéenjrtant for

it can influence their decision to purchase hegdiurance. People with knowledge about health arste are
more likely to demand health insurance servicex@spared to people without knowledge about health
insurance.

This theory meets the requirement of the preseitystio explain the dependent variable under sthityvever,

it does not present some perceptions that heatiramce customers have toward the scheme. Moretneze
are some controversies with the new theory of dehf@anhealth insurance as developed by Nyman (200&)
example, the theory rejects Pauly’s (1968) modethef welfare consequences of insurance that payff
reducing the price. On that ground, the study astbfiie new theory of demand for health insurancegalvith

the Andersen and Newman Framework in order thath bloe independent and dependent variables of the
present study find a foundation. It is thereforaportant to use the two theories together becaaske ef them
has a contribution to the study that is usefuhd¢ompletion of the study

2.3 Review of Empirical Literature

Mwakisu (2005) examined the perceived quality ddltiecare services in Dar es Salaam municipal ltalspi
The aim was to compare the perceptions on qualityealth care services between clients using wses &nd
the National health insurance fund clients. Thalifigs for the study indicate that provider-clienteractions
was perceived to be good, with a higher proportibNHIF clients (93.6%) compared to clients payusgr fees
(88.3%) reporting to have spent adequate consuttdiine with the prescriber (p<0.05). Moreover, ony of
the clients the study reveals were satisfied withghysical state of buildings and attitude of thealorkers (i.e.
85.1% of user fees versus 86% of NHIF) at the itéedl that they had attended. Findings further aétleat drug
availability was perceived to be a problem. Howetke level of satisfaction with quality of healthre was
high. Bhat and Jain (2006) used the probit modeh@first dependent variable and Heckman 2-stagie
second dependent variable to examine the factfestafg the demand for private health insurance micro
insurance scheme in India.. The result showed itft@tme, age, knowledge about insurance and peocepti
regarding future healthcare expenditure are théofacwhich were found to affect the purchase oflthea
insurance scheme.

Ibrahim (2008) investigated the patients’ satistactwith health services at Indra Gandhi Memoriakpital.
The study obtained a sample of the research respiaf 251 by a statistical formula based on atif&d
sampling technique. The findings revel that, 76.68patients were dissatisfied with out of pocketdinal
services financing whereas 23.5% were satisfiedaREng the quality of health care services suctuadity of
instruments, examination of patients, competencgaators and the way pharmacist dispensed drug2%sl4f
the patients were highly satisfied and 55.8% ofepés were dissatisfied. On the extent of paymémntdealth
services that was based on four categories pripatgnent schemes, government payment schemes and
insurance payment schemes and others (private iaegimms), of all these only private payment schdrad
high percentage of satisfaction compared to otl&msilarly, Kaumbwa (2008) analysed perceptionhaf tivil
servants on the health scheme provided by the htimsurance Fund. Results show that responsigeoies
staff in providing services, supportive languagettod health care givers to patients, and skillssefvice
providers have positive impact to the customerstg@gtion on NHIF services. The findings of the stadso
revealed that customers were not satisfied withathiging time before they were attended by serpiaaviders
and services offered by the scheme

On the other hand, Giesbert, Steiner and Bendigil(Phvestigated the participation in micro lifesimance and
the use of other financial services in Ghana. Hsellts revealed thaaccination, sex, age, education, asset and
remittance influence positively the decision toetalp micro life insurance. This finding was shairethe study

of Papanikolaou and Zygiaris (2012) that testeditibernal consistency and applicability of ServiQeality
(SERVQUAL) in primary health care centres in Greetbe results showed that, age, gender, levels of
education and empathy were significantly affectihg perceptions on health services quality. Abuhaka
Regupathi, Aljunid and Omar (2012), also invesggafactors that affect the individual demand foaltre
insurance in Malaysia. The result showed that iredewel, age, gender, race-religion, educationllewd risk
attitude affected the decision to purchase heaidurance for salaried individuals while for nonasid
individuals race-religion, education level, maristhtus and out-of-pocket affected the decisiopuachase
health insurance. This was also echoed by IbokZR0h their study on factors affecting health iresce
consumption in Akwa Ibom State. The results revealat access to health insurance information, atibut,
age, marital status, sex, family size, occupatiod encome had positive influence to the demandhfealth
insurance while religion had negative influencemiini, Ettarh, Warren and Bellows (2014), used divaxiate
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logistic regressiorto examine the determinants associated with héadilrance ownership among women in

Kenya. The study shows that being employed in tnmél sector, being married, exposure to the masdian
having secondary education or higher, residinganseholds in the middle or rich wealth index categoand
residing in a female-headed household were assdciwith having health insurance. However, region
residence was associated with a lower likelihootanfing insurance coverage. Women residing in @etar =
0.4; p < 0.01) and North Eastern (or = 0.1; p  @fovinces were less likely to be insured compdcetheir
counterparts in Nairobi province.

2.4 Conceptual Framework

At the individual level, community and country lé¥ealth insurance scheme is important for it pdesi health
services even at times its customers do not haveeynim hand to pay for health services. It takes cd family
health, thus contributing to the growth of the doys economy. However, there are factors influagccivil

servants’ perceptions toward the demand for NHivises that need to be investigated.

The factors and perceptions constitute the indegreingariables in one hand and on the other hanckpgons
and the demand for health insurance services totesthe dependent variables. The factors influepdiemand
for health insurance services that the presentysagpted are demographic factors such as agersxal
status and education level of civil servants. GtHactors include distance to the accredited hdatiities, size
of the family, waiting time and frequency of visitthe accredited health facilities. These factdfact the civil
servants perceptions on the services offered byNthd- scheme. Independent variables also compiiéete
perceptions on health services.

Figure 1: The Research’s Conceptual Frame work

The Public Servants
satisfaction/dissatisfact

Socio-Economic on of health insurance
Factors

Demographic factors,
Frequency of visit to A

the accredited
hospitals, Civil servants perception$
Size of the family, on health services Demand for
Distance to the health insurance
accredited health
facilities

Waiting time

A 4
\ 4

Source: Self conceptualizatio(R015)

Note: ——»  Stands for relationship investigated i $tudy
________ » Stands for relationship not investigated inghely
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2.5.1 Factors Affecting Civil Servants’ Perception®n Health Services

The socio-economic factors affecting perceptionhealth services among individuals are age, sexjtahar
status, education and distance to the accreditaidhhacilities. The section addresses specifiectdje number
two of the study

People using NHIF services are of varied age; theng, youth and adults. The researcher assumeddhiis
have more counts of visits to the accredited hdaltlities than youth. This is mainly due to thekposure to
ill-health risks than do the youth. As ageing setthe body immune system tend to decrease. Therefdder
people are also more exposed to ill-health risksusTolder individuals having more visits to the radited
health facilities are more exposed to understapdntiture of health services offered. Alrubaiee Alkda’ida
(2011) argue that, aged individuals perceive paditithe quality of health care.

Hypothesis 1: There is a positive relationship between oldeivitiials and perception on the health services
offered.

As compared to men, women have more need for healttices. This is because the women physiology and
body make is complex than men. For example, wonnem lgjrth while men do not. This is one area sugiggs

the difference in health needs among the two sekemetheless, men and women have varied family
responsibilities. Men are the breadwinners of tfainilies but women are care givers for childred ather sick
members of the family. Moreover, the women phygadal make up and their vulnerability to ill-risksnd to
influence their perception on health services padit. Sendino, Castillon, Banegas and Artalejo0@) argue
that, women receive home medical visit and medicatiore frequently than their men counterpart.

Hypothesis 2: Women have positive perception on health sendgsempared to their men counterpart.

Education enriches people to understand how thanggonducted in various settings including thdthesector.
Health facilities differ in the way and kind of dagi their day to day activities. Some offer goodvieess, and
some offer poor services. People with high edunateel tend to set high standards of quality sthet if the

services offered do not meet their expectationslead to negative perception. However, if the smvimeet
their expectations their perceptions will be pesiti Alrubaiee and Alkaa’ida (2011) argue thatjvitthals with

higher levels of education perceive positively gulity of the health care.

Hypothesis 3: There is a positive relationship between individuaith higher education and perception on
health services.

Married individuals visit health facilities more efjuently than unmarried individuals because; marrie

individual's partners tend to persuade them tozetihealth services when sick (Esmailnasab, Haaskehz

Rezaeian and Barkhordari, 2014). This result toriedrindividuals to get more exposed to the hesdtvices

offered at health facilities and being able to saté the health services. Again; Alrubaiee and &ika (2011)

argue that, married individuals perceive the hegdtfe quality positively as compared to unmarrietividuals.

Hypothesis 4: Married individuals have positive perception oe thealth services.

Moreover; distance to health services facilities ba influence on the perceptions on health sesvidethe
facility is easily accessible and is closer to thestomer, the individual will more likely utilizehé scheme
services at the place, most especially if the sesvare available. Awoyemi, Obayelu and Opaluwa 12@eveal
that, as the distance increases from the healilitizs; the people perceive negatively on the mew offered.

Hypothesis 5: There is a negative relationship between distaaucd civil servants perception on the health
services.

2.5.2 Civil Servants’ Perceptions and Demand for eialth Insurance Services

This section addresses perceptions of civil sesvanthealth services offered under NHIF schemeciipe
objective number one and three of the study areezddd.

Perceptions have an influence on the customersaddnfor health insurance services. For example,n€ho
(2007) revealed that, respondents were complaiugyit lack of medicine in the hospitals and thaytivere to
buy medicine somewhere else. Nevertheless, Ibré20®8) argued that sanitation and clean environrmetite
medical facilities encourage people to accessheaeltvices at that facility
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Hypothesis 6: There is a positive relationship between cust@neerception on health services and demand for
health insurance services

2.5.3 Factors Affecting Demand for Health Insurance

The socio-economic factors such as age, sex, ratés and education are addressed. Otherszr®fihe
family, frequency of visit; waiting time and distanto the accredited health facility are also astld here. The
section addresses specific objective number three

Age is a factor that has an influence on the custodemand for health insurance. As individuals aidtand
ageing set in, the chances for illness and beitagketd by diseases increase. This is because theifnnune
system declines. Thus, young people don't find westifor health insurance than do adults. Hotto@89§)
argues that; young people believe that they aréthyeand don’t find motives for insurance coveragegain,
Kimani et al. (2014) reported that the likelihooflhealth insurance ownership tends to rise with dge to
increase in financial security with age which imtincreases the ability to purchase health insgaolicy

Hypothesis 7: There is a positive relationship between age efréspondent and demand for health insurance
scheme services.

Sex is another factor affecting demand for heaiuiance scheme. When compared women and memris te
of health services requirements women have moreaddnthan do men. The women’s physiology is more
complex than men suggesting more ill risks to tloenen. Hottordze (2008) revealed that, women asgaszs

for children and other sick members of the housthobupled with their vulnerability and physiologianake

up are likely to have positive attitude towardsuiasce decisions than do their male counterpaitaaKi et al.
(2014) suggest that, women residing in female-hedaeiseholds were more likely to be insured conthb&we
their counterparts in male-headed households.

Hypothesis 8: Women are more likely to demand health insurahaa then

Again, marital status is a factor influencing dehdor health insurance scheme. Unmatrried indivisialg not
have many family responsibilities as opposed to rtizeried couple. This encourages married indivisiual
purchase health insurance cover so that they gesition to get health services as the need a&ag/ere and
Chiaraah (2014) report that; married couples areenlikely to utilize health insurance than unmatrie
individuals.

Hypothesis 9: Married couple are more likely to demand heatiburance than unmarried ones.

Moreover, education is another factor, which hasfinence on the demand for health insurance sehemong
customers. Educated people are most positionedhderstand the fund and be able to weigh the marits
demerits of joining or not joining an insurance estie. Sekyere and Chiaraah (2014) support this aguby
pointing out that people with higher levels of ealiien demanded health insurance on the groundhegthad a
better understanding of the scheme.

Hypothesis 10: Individuals with high education are more likelydemand health insurance services.

Size of the family as a factor also has its impacthe demand for health insurance services. Whesize of
the family becomes large, possibilities of ill-hbabccurrences in the family increase; this camarege the
customers to demand health insurance coveragepsdhlize the benefit of the scheme. The highemtmber
of children in the household the more the demandéalth insurance (Bhat and Jain, 2006)

Hypothesis 11: There is a positive relationship between sizehef family and demand for health insurance
services.

The NHIF scheme customers’ number of visit to theredited health facilities in a year poses an B&pee
about the health services offered under the sch&hase who visit the accredited health facilitiesesal times,
are more positioned to know much better the qualfthealth care services offered under NHIF schéme
those who do not. In such case, those who visguieeatly accredited health facilities will find thesurance
useful than those who rarely use the scheme’sthealvices. Sekyere and Chiaraah (2014) report pleaiple
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who frequently visit their doctors for medical atien are more likely to ensure than those whot \ise
hospitals in a fewer counts in a year

Hypothesis 12: There is a positive relationship between the feaguy of visit to the accredited health facilities
and demand for health insurance services.

Moreover, accessibility of health services fa@ktihas an influence on the demand for health insaraervices.
If the facility is easily accessible and is closerthe customer, can influence utilization of seeg most
especially if the services offered are of good ipalThe accessibility of health facilities can lixgked to the
number of accredited health facilities. When theg many in the area it increases the accessilbfitthe

facilities. Chiremba (2013) notes that, accessjbdf health services increases the demand fottheate.

Hypothesis 13: There is a negative relationship between distatocéhe accredited health facilities and the
demand for health insurance services.

Waiting time at the accredited health facilitiessp® an impact on the demand for health insuransécses.
When customers spend longer time at the accretaatih facility before getting treated it negatwaifluences

the customers’ demand for health insurance servisedersen and Newman framework (1995) asserts that,
accessibility of medical care is perceived to iasee as the waiting time decreases. The study bykidwa
(2005) reports that, long waiting time at the matifacility was one reason for customer dissatisfac Again,
Osei et al. (2015) found that waiting time had gaiie relationship with the demand for health cawvices.

Hypothesis 14: There is a negative relationship between waittimge and the demand for health insurance
services.

3. Research Methodology

The present study was conducted among teachergmon#oni District in selected secondary schools eind
servants at National Audit Office headquarters ar Bs Salaam. Kinondoni is located in Dar es Salagtmmeen
Latitude 6° 47' 0" South and between Longitude B8°0" East of Greenwhich. The Municipality is tered

by the Indian Ocean to the North East, llala Myratito the South, Bagamoyo district to the Nortlibaka
district to the West and Kisarawe district to treuth WestKinondoni municipality effectively cover an area of
537.44 kA, out of this are 410.576 Kiis covered by dry land and111.698%rovered by wateand population

of 1,083,913 according to national census of 20@2 estimates for 2012 is around 1,775,049. The lptipn
density is estimated at 3,302 persons per squbmmdier. The total population for Dar es Salaad, 854, 541
citizens.The population selected is expected to have infGomaich due to its heterogeneity. The populatdn
this study was all civil servants (200 civil sertgnof NAOT head office and 166 teachers from fhedected
secondary schools in Kinondoni district, in Dar@asaam. The study aimed to collect information frtma
respondents in the study area on their perceptinriealth services they get from the NHIF schemselecting

a sampling technique we used stratified random Bagpechnique. Civil servants were paced in two strata
namely civil servants at NAOT and civil servantssiecondary schools in Kinondoni district. Moreoviare
schools were purposively selected from 48 schaolsimnondoni. The sample size in each stratum wasioéd

by using a statistical formula. In each stratumperrandom sampling was used to obtain the sanipie.
decision to use stratified random sampling techmiguas based on the fact that the population was
heterogeneous i.e. civil servants at NAOT and ilected secondary schools. Simple random sampling wa
employed because every member had an equal chmbeestlected.

3.1Validity and Reliability of the Research Instrunments

Before going to collect data at the research hierésearcher conducted a pilot study on the imetnti for data
collection. A pilot study was conducted to 20 rexgents at NAOT head office. The objective of thetmtudy
was to pre-test the research questionnaires. Téwepting helped the researcher to refine the ite@hish were
unclear to the respondents.

3.2 Factor Analysis

Factor analysis is a set of techniques for deteéngithe extent to which variables that are relatad be
grouped together so that they can be treated ascombined variables rather than as a series ofratpa
variables (Mutula, 2015). Factor analysis is useddtermine the responses to a set of items ussasure a
particular concept can be grouped together to fmroverall index of the concept (Duncan, 2003).

The study has five perception variables affectimg demand for health insurance services. Respondeste
asked to give their responses in a five point tikeale ranging from strong disagree, somehow tegageutral,
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agree and strongly agree. The data collected csetperceptions were subjected to factor analysextact
variables or attributes of perceptions of civihaets influencing demand for health insurance sesvi

Upon running the principal-component factor, twotdas (that is factor 1 and factor 2) met the respient of
having Eigen value greater than 1 and were retaagetlis shown in Table 3.1

Table 3.1: Results of Factor Analysis

Factor Eigenvalue Difference Proportion Cumulkativ
Factor 1 1.28384 0.18686 0.2568 0.2568
Factor 2 1.09698 0.12614 0.2194 0.4762
Factor 3 0.97085 0.09804 0.1942 0.6703
Factor 4 0.87280 0.09728 0.1746 0.8449
Factor 5 0.77553 - 0.1551 1.0000

Source: STATA output

Each item is correlated with or loads on each fadbe higher the factor loading, the strongehes ¢orrelation
between factors and the item. Statistical literatuaries in its acceptable threshold of factor ilogdhowever,
0.3 has been generally accepted as an appropaigatdoading (Kline, 2014). Therefore for the pose of this
study, factor loading above 0.3 considered hightegibeen accepted.

From Table 3.2, items Perce2 (perception on cleass of the environment), Motiv (motivation of resgent
on having special desk for NHIF customers in ewargredited health facility) and Aware (awarenesshef
respondent on the health services offered e.grdétny services like examination of specimens ansaltation
services) fall under factor 1 and it was labellesdp&rceptions on the availability of health sersicdfered
(Percav). Furthermore, items Percel (perceptioguatity of health care offered) and Perce3 (peroapdf the
respondent on behaviour and attitude of the hezdtle personnel at the health facility) falls unféstor 2 and
was labelled as perception on quality of healtlises offered (Percqu). These two new variableewlee ones
used in the regression analysis.

Table 3.2: Factor Loading and Unique Variances

Variable Factor 1 Factor 2 Uniqueness
Percel 0.3093 0.5852 0.5619
Perce2 -0.4445 -0.3960 0.6456
Perce3 -0.2431 0.7291 0.4094
Motiv 0.6381 -0.2562 0.5272
Aware 0.7241 -0.0226 0.4751

Source: STATA output

3.3 Variables and Measurements
The following is a list of variables that were cuesed to study the perceptions of civil servantshealth
services offered under health insurance scheméhandmplications on demand for health insuranervises.

3.3.1 Dependent Variable

The dependent variables are perception on avafiabfl health services, perception on quality oaltie services
and the civil servants’ demand for health insurasengices.
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3.3.2 Independent Variables

The independent variables were categorized into gwaups which are factors affecting demand for theal
insurance services and civil servants’ perceptionshealth services. Factors influencing demandhfeaith
insurance services consisted of age, gender, fnafdtus, and education level, size of the fanfilgguency of
visit to the accredited healthy facility, distartcethe accredited health facility and waiting tin@vil servants’
perceptions influencing demand for health insuraseevices consisted of perceptions on quality ddlthe
services and perception on availability of headthvices offered at the accredited health facilities

3.4 Data Analysis

The present study used multiple regression andreddprobit models to analyze data by using computer
software such as Statistical Package for Soci@rgeis (SPSS) version 20 and STATA version 11. Riatsen

of the research findings was done through desoripiti the text format, through graphical, charédlés and
pictorial.

3.4.1 Models and Estimation Techniques

The study employed two different regression analys@mely, multiple regression and ordered probitiet®
depending on the nature of the dependent varidble.dependent variables were perception on qualibealth
services, perception on the availability of heakhvices and demand for health insurance services.

3.4.2 Demand for Health Insurance Services

The study employed ordered probit model. This madess developed by Aitchison and Silvey 1957 and was
brought into social sciences by McKelvey and Zaadin1975. The ordered probit and logit modelsused for
analysing models with categorical dependent vagiallodelling polychotomous dependant variables nnsgy
ordered probit or logit model. These two methodivarat the same conclusion (Borooah, 2002).

Ordered probit model is a type of regression inclvtthe dependent variable has more than two outs@nd
very often these outcomes are ordinal in naturat th they cannot be expressed on an interval .s€ale
example in survey-type research the response agelikart type scale, such as strongly agree, sdraeagree,
neither agree nor disagree, disagree and stronghgike. Here there are five possible responseghwh
evidently can be ordered in a natural way and @areuse ordered probit model to analyze the dataid®an
and McKinnon, 2003). Using the ordered probit motted probability of each category is estimated.

The dependant variable for this study was the denian health insurance services which was basethen
willingness of the civil servants to join the fuifdNHIF scheme is made a free fund for civil senvanhe
researcher asked a question in which the respamsesin form of a likert scale such as “I would faith the
fund” “I am not sure if | would join or not” and fould join the fund”.

The ordered probit model is usually motivated Iatant (unobserved) variable framework
The general specification is

y =XB+¢
Where y* is a latent (unobservable) variable measuringwiitlengness to join the fund of the™" respondent ;
X, is a vector of factors affecting demand and cieilvants’ perceptionf3 are the parameters of the model

and &; is a random terrwhich is assumed to be normally distributed wittoze@ean and unit variance.
Interval decision rule:
Yy, =1if y* < W, (for respondent who would not join the fund)

Yy, =2if Yy < yi* < U, (for a respondent who would join or not)

Yy, =3if yi* > U, (for a respondent who would join the fund)

The threshold valuest{, 4,) are unknown parameters to be estimated fith The parameters of the model
are estimated by the method of maximum likeliho®blde current study, the respondents have their otemsity
of feelings, which depends on certain measurals®fa X and certain unobservable factarin principle, they
could respond to the questionnaire with their owrnfyasked to do so. Given only, say, three possioigwers,
they choose the cell that most closely represéeis bwn feelings on the question
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3.4.3 Perceptions on Quality and Availability of Halth Services

Multiple regression models were used to analyze aat perceptions on quality and availability of Itea
services offered using Ordinary Least Square (OeShniques. The reason for using OLS in this resjpes
analysis is because it minimizes the residual sfisqaares of the estimated parameters. The mulliipdar

regression models are used to study the relatiprisdtiveen a dependent variable and two or moreertient
variables (Green 2003). It is used when the vafudependent variable is predicted based on thearmmore

explanatory variables especially when the variabtese linear relationship.

Guijarati (2004) argues that, under multiple regogssnodel; the assumptions of Classical Linear Begpn
Model (CLRM) should hold. These are;
0] The multiple regression model is linear in paramsete

Y =B+ BX + BXs + 4
Y is linear in parameters; however, Y and Xs mayoelinear
(if) Zero mean value of error terth). Given the value of Xs, the expected value of camerror term is

zero, that is:

E H = Ofor each valud
“x)

(iif) Zero covariance (cov) between error teffrand each X values, that is;

Covy, X, ) = coys, X ) =0

(iv) The variance of error term is homoscedasticitst ib:

var(y )= 8°
(v) No autocorrelation between the disturbances. Gargntwo X- valuesX; and Xj (i z J) the

correlation between any twgy, and //; (i # j)is zero, that is:

Hok, _
Co{ %wxjj_o

Therefore, basing on the assumptions above, tiraatstd econometric model for perception on qualtiealth
services can be derived as:

Percqu= g, + S, Age+ S, dsex+ G, dmarrit + 5,dEd + S,dEd, + SdEd, + +[,Size
+ Bydist+ 14

The estimation econometric model for perceptioingoressive health services offered is:

Percav= f3, + B,Age+ B,dsex+ B,dmarrit+ B,dEd, + BdEd, + B,dEd, + B,size+ SBydist+ L,
Where;

Percqu= Perception on quality of health services

Percav= Perception on the availability of health servicésred
dsex=Dummy variable of sex
dmarrit = Dummy variable of marital status

dEd,_,; = Dummy variable of education
Freq =Frequency of visit at the accredited health facilit

Size = Size of the family
dist =Distance to the accredited health facilities

M = Disturbance term

B, = Partial coefficients of explanatory variables
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3.4.4 Test for Multicollinearity

Multicollinearity refers to the situation where thds either an exact or approximately exact linetationship
or correlation among the independent variables. ddressequences associated with multicollinearity attee
standard error of the coefficients would be vergéathus, increasing the probability of type twooes (failing
to reject the null hypothesis). Another consequgmadect multicollinearity is that the OLS of estition will

not run (Gujarat, 2004).

Multicollinearity test was conducted by using ctatien coefficient matrix in ordered probit modehda
Variance Inflating Factor (VIF) in multiple regréss models.

VIF = where 22 is the coefficient of correlation between Xnd X%. As a rule of thumb, if the

2
—I'" 23

VIF of a variable exceeds 10, that variable is gaide highly collinear (Gujarati, 2004). Howevéwy the
correlation coefficient matrix, with absolute vasuef correlation coefficient near to unity in therelation
matrix indicate the presence of multicollinearifpghi, 2012).

Furthermore, for the qualitative explanatory valéabused, the dummy variables introduced were bgssne
than the categories of the variables. This was dioreder to avoid from falling into the dummy \aie trap
because by including the full set of the dummy alsles, one may end up with a perfect linear refdbetween
the set of dummies and the constant (Green, 2003).

3.4.5 Test for Heteroscedasticity

The existence of heteroscedasticity means the gggxmopf homoscedasticity or constant variancehef érror
term of the CLRM is violated. When heteroscedatstioccurs the OLS estimators are no longer minimum
variance or efficient, that is, they are not BLUBeét Linear Unbiased Estimator). The BLUE estinmimre
provided by the method of weighted least squaregai@t, 2004). Due to variations arising from tlse wf the
variables such as age, frequency of visit, distataceéhe accredited health facility and waiting tintae
researcher suspected that there might be the pnobfeheteroscedasticity. To overcome the probldme, t
numeric variables were transformed into naturalatdgm in the OLS regression analysis. Moreoveg th
standard errors were adjusted for heteroscedgdtigitnaking them robust standard error.

3.4.6 Test for the Fitness of the Model
In order to test the fitness of the overall modietest was used to test whether explanatory vasabéve joint
effect on dependent variables. F-test is given by:

ES
E= /Qf/if _ ES k-1

) RS/Séif RS n-k

Where,

ESS=Explained Sum of Squares

RSS=Residual Sum of Squares

df =Degree of freedom

N =Number of observation

K = Number of parameters

To test hypothesis; null hypothesis: Iﬁl = ,82 = ,Bk =0 that is all slope coefficients are simultaneousze

versus alternative hypothesis (not all slope coieffits are simultaneous zero). Hf> Fa(k —1), (n— k),
reject null hypothesis; alternatively if the p-valof F is low H is rejected (Gujarati, 2004).

4.0 Presentation of the Findings

4.1 Descriptive Statistics

4.1.1 Demand for Health Insurance Services

The dependent variable of this study is the denfantiealth insurance services. The respondents asked if
the NHIF scheme was a free fund in which civil seitg were free to decide joining or not. The respsrwere
as follows, 10.4% of the respondents said they evgaih the scheme, 14.0% of the respondents saig were
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not sure if they would join or not and 75.6% of ttespondents said they would not join the schente T
responses are summarized in Table 4.1.

Table 4.1: Willingness to Join NHIF Scheme

Frequency Percent
I would join the fund 26 10.4
| am not sure if | would join the fund or not 35 14
I would not join the fund 189 75.6
Total 250 100

Source: Field Data (2016)

This shows that, majority (more than 75%) of theilervants are not in favor of the fund; only ttileir
membership is on the ground that the scheme isralaary to all civil servants. Had there been admm of
choice such that a civil servant is at liberty tmase the fund of his/her own test. The findingswsthat 75.6%
of the civil servants would not be members of NHIF.

4.1.2 Respondents Characteristics

In order to come up with a clear understandinghef perceptions and factors influencing demand &alth
insurance services among the civil servants, theareher divided the respondents in the categofiage, sex,
marital status, education level and the numberepieddant in the family of a civil servant who immamber of
NHIF scheme (size of the family). This necessitatkd researcher to get acquainted with the group of
respondents who were more informed of the topicustudy.

4.1.2.1 Sex of Respondents

Sex of the respondents was used in order to urahelrdhe relationship between sex and the demanidefalth
insurance services.

Figure 4.1: Sex of the Respondents

m Male

W Female

Source: Field Data (2016)
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As it can be seen in the Figure 448 % of the respondents were male and 52 % weraléerfrom the
presented data above the proportion of male andléem almost the same in the present study. Howdlve
results of analysis show that females are bit mihay males.

4.1.2.2 Age of the Respondents

The findings show that, 12.4 % of the total respomnig were of the age between 20 to 29, 64.4% ladde
between 30 to 39, and 18.4 % of the entire respurskmple were of the age between 40 to 49. Resmtsmd
aged between 50 and 59 constituted 4.8 % of th@lsam

Table 4.2: Age of the Respondents

Age group Number of respondents Percentage
20-29 31 12.4
30-39 161 64.4
40-49 46 18.4
50-59 12 4.8
Total 250 100

Source: Field Data (2016)
4.1.2.3 Marital Status of the Respondent

Of the total respondents of the study, 74% wererigthr24% were single and 2.0 % were widowed. Aype
we can draw out of this information is that marriadividuals in this study have more views than ammed
individuals.

Figure 4.2: Marital Status of the Respondents

e
mEimnele

= Widoswed

Source: Field Data (2016)
4.1.2.4 Education Levels of the Respondents

The results of analysis show that, 1% of the redpots had college certificate education, 7% hadbdip
education, 71% had bachelor degree or equivaladt2a% had master degree education.

This show that the respondents were educated erntoughderstand the questions asked and could deasi
and views about the present study in a mannerctratasily be understood by the researcher.
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Figure 4.3 Education Level of the Respondents

i Collene comtificale
= Lhip o
= Baclvelor degree or Equavalent

= hlavte Dremree

T

Source: Field Data (2016)
4.1.2.5 Size of the Family of the Respondents

Table 4.3 shows that, 24.4% of the respondents Bawebelow dependants, 66% have 6 to 10 dependandts
9.6% of the respondents said they have 10 or attependants.

Table 4.3: Size of the Family of the Respondents

Size Frequency Percentage
5 or below 61 24.4
6-10 165 66
10 or above 24 9.6
Total 250 100

Source: Field Data (2016)

Generally the respondents were not satisfied wighrtumber of the dependants that currently the Nitlicy
allows to get health services under the coveragbeofund. As it can be seen in the Table 4.4 réspondents
were of the opinion that the number of the depetsdém be treated under NHIF scheme coverage shmald
increased.

Table 4.4: Recommended Number of Dependants

Size Frequency Percent
1-5 5 2
6-10 232 92.8
11-15 10 4

16 or above 3 1.2
Total 250 100

Source: Field Data (2016)
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The finding reveal that, 2% of the respondentsiaravor of need for the number of dependants td lte 5;
92.8 % suggested the number of dependants to lme 1®;t 4% of the respondents wanted the number of
dependants to be 11 to 15 and 1.2% wanted the mumlibe 16 or above. The results pattern on thebeurof
dependants indicates that majority of the respotsdeetommend the number of dependants to be ireteas
This implies that civil servants are not in favauth five dependents who are beneficiaries of tinedfas the
policy provides to the present.

Respondents raised some comments on the numbepehdants to be increased. Some of these comments a
given here under.

Person Q said “it is injustice to limit to 5 depeards who benefit from NHIF health service coverabe; fund
must revise its policy to allow at least 10 depemiga

Another respondent R said

The social setting in which we live in is somewdahplex, we in Africa have extended families
in which case we live with our grand sons and daeighsome of whom have their parents died
of HIV AIDS and they have no one to care for th€Ehese people need health care services just
like our biological children. | am suggesting tiéiHIF should extend the coverage to at least 9
dependants

Person S said thatsthce the deduction from the employee’s salarpisecon a monthly base and that it is true
we don't seek treatment every month; NHIF fund khaot find it difficult to increase the numberd#pendant

to at least 20".With these comments it is evident that civil setgaare of the opinion to increase the number of
dependants.

4.1.2.6 Frequency of Visit to the Accredited Healtlracility

The study solicited information about the numbettiofes the civil servants visited at the accrediteghlth
facilities in a year. Table 4.5 shows that, on agerrespondents said they go to the accreditethiaallities

for health services 5 times in a year. The minimfueguency is 1 time and the maximum frequency bé&idg
times of visit.

Results show that, the extent of civil servantagidNHIF services is still low; this may be dueuarious
reasons like good health conditions of the membedstheir dependants or setbacks that exist, makembers

of the fund not motivated to access the NHIF sewicSome of these setbacks can be limited number of
accredited health facilities as it has been redealghis study, problems related to long queuthataccredited
health facilities and bureaucratic procedures ¢t in the facilities.

Here we learn that, for NHIF to attract more coses, the fund needs to be truly a services offerin
organization rather than being a profit making ortee presence of many setbacks reflects that the iginot a
service offering but a profit making organizatidris gives a bad image of the fund to its custom8tgh
perception is evident in the words of a respondenihe study who said I'don’t like NHIF because they just
spend our money for their own good rather than emtrating on improving services to their customehng
medicine we get are poor, agdu have to wait long before you can get services”.

Another respondent saidk lon’t find a motive to use my NHIF card since tleeradited health facility is very
far from my area of residentyaid respondent P. Another respondent Saidhe accredited health facility
medical doctors don’t prescribe good medicine tollNEustomers; | think these are the directivestaf tund
management but when | pay by out of pocket | amyawgiven good medicind®erson Y reported.

Table 4.5: Frequency of Visit at the Accredited Halth Facilities

Minimum Maximum Mean Std. Deviation

1 50 5.18 5.270

Source: Field Data (2016)
4.1.2.7 Distance to the Accredited Health Facility

The respondents were asked to reveal the disthegenid to move to get health services at the ditetehealth
facilities. The findings show that, 66.8% of thependents are within 1 to 10 kilometers to the edited health
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facility, 21.2% have to travel 11 to 20 kilometéosthe accredited health facilities and 9.6% of rsgpondents
are located 21 to 30 kilometers to the accreditslth facilities and 2.4% of the respondents argaweel 31or
above from the accredited health facilities.

Table 4.6: Distance to the Health Facility

Distance (Km) Number of respondents Percentage
1-10 167 66.8
11-20 53 21.2
21-30 24 9.6
3lor above 6 2.4
Total 250 100

Source: Field Data (2016)

This suggest that, majority of the respondentsil(servants) are located far away from their horieegs to the
accredited health facilities. This in turn can effthe people to access health services as theythayo a long
distance to access the service.

A respondent Y said

In the area | live in there are dispensaries andmhacies but they are not accredited. So if
we are to get treatments using NHIF cards we haveavel 18 km to the accredited health
facility. To me this is embarrassing, this makehaelly use NHIF services.

4.1.2.8 Waiting Time

Results show that, respondents who had to wait #dmurs to 12 hours constitute 1.6% of the respots] and
60% of the entire respondents said they waited detw2 to 8 hours. Nevertheless, 38.4% of the rekgpus
said they have to wait for services in the acceetitealth facilities for 1hour or less.

Table 4.7: Waiting time at the Health Facility

Waiting time (HRS) Number of respondent Percentage
lhour or less 96 38.4
2-8 150 60
9-12 4 1.6
Total 250 100

Source: Field Data (2016)

The waiting time before civil servants get meditaatment at the accredited health facilities isegally longer
as it can be seen in the findings. These resuétscansistent with the results of the reviewed diteres. For
example Mwakisu (2005) established that clientsewadrthe opinion that the time spent at the hefaltilities

was longer resulting to customer dissatisfactidmese findings suggest that as the waiting time reefetting
medical treatment become higher, results to custgrdessatisfaction and in the context of the pnéestudy the
demand for health insurance services among theseriants will decrease.
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4.2 Perceptions on the Health Services Offered undBIHIF

4.2.1 Perception Regarding to the Quality of HealttServices

As regard the quality of health services, this gtadnsidered aspect such as availability of medicmedical
supplies and equipment and the availability of theabrkers such as doctors, nurses and laboratchnicians.

The respondents were asked to rate the qualityeo$érvices they received in a five point scaléld4d.8 shows
that, 42.4% of the respondents strongly disagredd twe quality of health services offered by tleeradited
health facilities, 20% of the respondents someh@agteed, 8% were neutral, while 24% agreed an®# 5.6
strongly agreed. Therefore, the result indicated the majority of the respondents were not in faweith the
quality of health services rendered at the acaeddiealth facilities.

Table 4.8: Perceptions on Quality of Health Service

Response Frequency Percent
Strongly disagree 106 42.4
Somehow disagree 50 20
Not sure 20 8
Agree 60 24
Strongly Agree 14 5.6
Total 250 100

Source: Field data (2016).

Here are some of the respondents’ views on theitgual health they get from the accredited heakhvies
they visit.

Respondent W said;The accredited health facilities dispensaries aedlth centers in particular do not have
enough medical care givérdHe added thatrformally there are long queue in the accreditedltimeacility such
that it discourages one to get services up front

It was also mentioned that, only few health faieifithave a special desk where NHIF customers desadtealth
services. They even mentioned that The Agha-Khaithhéacilities have specialized medical care givear
NHIF customers only, which is not a common in othealth facilities. So it makes it difficult forvdi servants
to get services at the facility. Person D mentiotied“Priorities is given to the customers who pay bslcar
out-of-pocket"when you go to the health facility with your NH¢&rd you will have to wait long but those with
cash are saved quickly than you do, she added.

0] Availability of Medicine in the Accredited Health Facilities.

From the Table 4.9, it is shown that 18.4% of thepondents said there is enough medicine; 26.4%eof
respondents said the medicine availability is samelenough, but 54.0% of the respondents said tleere
shortage of medicine whereas 1.2% of the respoademorted that there is no medicine at all. Witbse
findings 55.6% of the respondents are of the vibat the accredited health facilities have a probkgm
medicine, this implies that the quality of healémgces offered in the facilities are poor.
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Table 4.9: Views on the Availability of Medicine

Response Frequency Percent
There is enough medicine 46 18.4
There is considerable enough medicine 66 26.4
There is shortage supply of medicine 135 54
There is no medicine at all 3 1.2
Total 250 100

Source: Field data (2016)

(ii) Availability of Medical Equipments at the Accredited Health Facilities

Again the findings on the availability of medicajugpments in the accredited health facilities whespondents
visit reveal that, 43.6% they strongly said thexand medical equipments, 16.4% said there is nipawants,

and 12.8% were not sure whether the accreditedhhtzddilities had enough medical equipments or ©18t6%

of the respondents said the equipments in the ditede health facilities are available and 7.6% bé t
respondents strongly agreed that the health fiasilihey visit have medical equipments. This shtias 60% of

the respondents said the health facilities theyedsdid not have medical equipment. Since theaedpnts have
their residence in different areas and locationsah be explained that, NHIF has not reached widisd centres
to ensure that all the required equipment and naédigoplies are available. This reflects poor dqyalf services
offered.

The results of the present study concur with thelystoy Chomi (2007) who reported that, drug avalitgb
together with medical supplies and equipments araspect of quality and they influence servicesvdgl. In
her study medical supplies like gauze, cotton, eatggwere available most of the time in the hefaltilities but
due to the increased demand; scarcity of drugsapglies was reported to be increasing

Table 4.10: Views on the Availability of Medical Egiipment

Response Frequency Percent
Strongly disagree 109 43.6
Disagree 41 16.4
Not sure 32 12.8
Agree 49 19.6
Strongly agree 19 7.6
Total 250 100

Source: Field Data (2016

(iii) Presence of Enough and Competent Health care Persuel
The findings show that, 30.0% of the responderd&ated that there was no enough and competernthhesaie
givers in the accredited health facilities; 21.6%6tlee respondents indicated that there was coraidemo

enough and competent health personnel in the atetldaealth facilities; and 20.8% said they weré swe of
whether or not there were enough and competenthheaile givers in the accredited health facilitidewever;

110



Journal of Economics and Sustainable Development www.iiste.org
ISSN 2222-1700 (Paper) ISSN 2222-2855 (Online) 5-'—.i.l
Vol.8, No.9, 2017 IIS E

13.2% said there is enough and competent healthgiaers whereas 14.4% indicated presence of enandh
competent health care givers.

Table 4.11: Views on the Availability of Health Pesonnel

Response Frequency Percent
Strongly disagree 75 30
Somehow disagree 54 21.6
Not sure 52 20.8
Agree 33 13.2
Strongly Agree 36 14.4
Total 250 100

Source: Field Data (2016)

These findings mean that, some of the accreditaltrhéacilities have enough and competent health gavers.
The later has an impact in the delivery of goodlityuaervices to the customers but also a good rerrol the
accredited health facilities do not have enough aadhpetent health care givers like doctors, nuemed
laboratory technicians thereby affecting the qualftservices they offer to their customers.

4.2.2 Perception Regarding Cleanliness of the Envdinment

As it can be seen in Table 4.12, 58.8% of the nedpots said the environment was not clean, 17.6%hef
respondents said the environment was somehow @edn5.2% of the respondents were not sure if the
environment was clean or not. However, 13.6 ofréspondents said the health facilities were chrah4.8%

of the respondents said the environment of theediterd health facilities were very clean. This eefs that
some of the health facilities have their environtieapt neat and clean but some have their prerdisgs We

can say majority perceive the environment of theredited health facilities to be dirty. Dirty enmirment are
not good premises for offering health services bseait can discourage customers to access healtices at a
place.

Table 4.12: Views on the Cleanliness of the Healtfacility

Response Frequency Percent
Strongly disagree 99 39.6
Somehow disagree 44 17.6
Not sure 19 7.6
Agree 76 30.4
Strongly agree 12 4.8
Total 250 100

Source: Field data (2016)

4.2.3 Perceptions on Behavior and Attitude of the ealth Care Personnel

Respondents were interrogated to reveal their péose on the behaviours and attitude of the healihe

personnel in the health facilities they had visitdBout 54.0 % of the respondents said the health givers

were not polite, 26.8% said the health care persiomare somehow polite and 3.2% of the respondeete not

sure. However, 11.6% of the respondents said takhheare personnel were polite and 4.0% of thpaedents
said the health care givers were very polite. Hegesee that, there is a mix up of personnel inateredited
health facilities. Some health facilities have mohealth care givers who attract patients to gatth services at
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the place. Other health facilities have rude hea#tte givers who repel some of the customers. [tikeas
reported by one respondetit dispensary N the health staff there are notiting at all, they use harsh
language when talking to patients, | only go th@remergency since the place is nearby my placesidence
she reported.

Table 4.13: Views on the Behaviours of Health Car&ivers

Response Frequency Percent
Strongly disagree 135 54
Somehow disagree 61 24.4
Not sure 8 3.2
Agree 31 12.4
Strongly agree 15 6
Total 250 100

Source: Field data (2016)

4.2.4 Awareness of the Health Services Offered

The study solicited information about awarenesthefhealth services offered at the accredited ndatilities
under NHIF scheme. The services include laborateryices and consultations. About 78.4% of thearedpnts
were aware of the health services offered, 13.2%e wet sure and 8.4% of the respondents were nateasn
the health services offered at the accredited inéadtlities. This information suggests that, asgle understand
the health services offered at the health facdjtithey will be influenced negatively or positiveigwards
accessing health services i.e. consultation sesvitedicine, laboratory services among othersidfgerceived
services are good they will encourage the cliemtsontinually use the health facility and if the\sees are poor
they will discourage the clients from visiting thealth facility for medical services.

Table 4.14: Awareness of Health Services Offered

Response Frequency Percent
Aware 196 78.4
Not sure 33 13.2
Not aware 21 8.4
Total 250 100

Source: Field Data (2016)

4.2.5 Motivation to Join or Remain in NHIF Scheme

The study interested to know what motivates custsrt@join and/or remain in the NHIF scheme. Resjgaois
were asked if having a special desk in the acadditealth facilities could motivate them join arenain
members of the fund. Here under are the findingsTiable 4.15

Table 4.15: Motivation to Join or Remain in NHIF Sthheme

Response Frequency Percent
Strongly agree 155 62
Agree 66 26.4
Neutral 10 4
Disagree 9 3.6
Strongly disagree 10 4
Total 250 100

Source: Field Data (2016)
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Table 4.15 shows that, 62.0% of the respondemadly agreed that having a special desk in evecyedited
health facility will entice many civil servants foin the scheme and/or remain members, 26.4% of the
respondents agreed and 4.0% of the respondentsneetal. But 3.6% of the respondents said theyewet in
favour that having a special desk in all facilitiasthe country can motivate civil servants to jtie scheme.
Moreover, 4.0% of the respondents strongly saidemee of a special desk cannot motivate the custotne
join the fund and/or remain members of the schehtthough, the NHIF scheme is mandatory, these figdi
show that if civil servants were to choose joingrgnot joining the scheme, majority could requhie presence

of a special desk in every accredited health taedli

4.3 Econometric Analysis

The study estimated the multiple regression moietgder to determine the effects of socio-econofaators
on the civil servants’ perceptions on quality anditability of health services offered under NHI€heme. In
the first place the socio-economic factors wereasged against perception on quality of healthisesvas
dependent variable. Also these factors were reggeissthe second model with perception on the abdity of
health services as the dependent variable. Furtitesnthe study employed ordered probit model ireord
determine the effects of socio-economic factors aivil servants’ perceptions on the demand for theal
insurance services.

4.3.1 Factors Affecting Perceptions on Quality andvailability of Health Services

The study employed multiple regression analysiagi€)LS techniques to estimate factors affectinggation
of the respondents on quality and availability etlth services offered at the accredited healthitfas. The
purpose of using OLS techniques was to analyzdaitters affecting civil servants’ perceptions oe thealth
services offered under NHIF scheme.

4.3.1.1 Test for Multicollinearity

Before running the model, the study conducted diomllinearity test to see whether the explanateayiables
have strong relationship. VIF and pairwise coriefatwere used to test for the problem of multicwkrity
among explanatory variables used in the multiptgession models and the ordered probit model ré¢ispbe
Multicollinearity is considered not a serious peabl when VIF does not exceed 10 for multiple regoess
model (Gujarati, 2004). For ordered probit modalues of correlation coefficient in its absolutent® unity in
the correlation matrix indicate the presence of tiwnllinearity (Joshi, 2012). The results for thestt of
multicollinearity shows that the VIF value was l¢san 10 for multiple regression model indicatingserious
multicollinearity as shown in Table 4.16. Furtinere, for ordered probit model the findings showttthe
highest value of the pairwise correlation is 0.438plying no indication of higher degree of muttiinearity
between the independent variables as shown in Babé

Table 4.16: Results of Multicollinearity

Variable VIF 1VIF
Bachelor degree 1.35 0.741
Diploma 1.29 0.774
Marital status 1.25 0.800
Age 1.23 0.815
College certificate 1.09 0.914
Size of the family 1.06 0.941
Sex 1.05 0.950
Mean VIF 1.19

Source: STATA output

4.3.1.2 Fitness of the Model

F-test was used to test whether explanatory vasabave joint effect on dependent variables inntbelel. To
test hypothesis; null hypothesis:Hill slope coefficients are simultaneous zero wgiadternative hypothesis;H
not all slope coefficients are simultaneous zerall Nypothesis is rejected if the p-value of Fasvl(Gujarati,
2004).
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Table 4.17: Fitness of the Model

Dependent variable: Perception oDependent variable: Perception on the

quality of health services availability of health services
Prob > F 0.0000 0.0000
R-squared 0.1214 0.0923

Given the results null hypothesis is rejected atlfo level of significance since the p-value i00@as shown
in Table 4.17. This indicates that the model is fit

Table 4.18: Perceptions on Quality and Availabilityof Health Services

Variable Dependent variable: Perception ddependent variable: Perception on the

quality of health services availability of health services
Coeff. Robust P>|t| Coeff. Robust std P>|t|
std error error

LnAge -0.755** 0.347 0.030 -0.419 0.401 0.296

Sex -0.119 0.124 0.342 -0.229* 0.123 0.064

Marital status ~ -0.492***  0.168 0.004 0.148 0.144 3@

College 1.416***  0.192 0.000 -0.868***  0.326 0.008

certificate

Diploma 0.481** 0.189 0.011 0.516** 0.258 0.047

Bachelor 0.271* 0.142 0.057 0.592**  0.149 0.000

degree

Ln Size of the 0.042 0.153 0.773 -0.122 0.114 0.286

family

Ln Distance 0.0124 0.061 0.839 0.102* 0.057 0.077

Const 2.802** 2.16 0.032 1.413 1.00 0.320

Source: STATA output
Key: *** significant at 1%, ** significant at 5% ah* significant at 10%

The results in Table 4.18 show that, the coeffisesf age of the respondents are negatively relaidabth
perceptions on quality of health services and eratvailability of health services offered at theradited health
facilities. The study reveals that, age of the oasients is statistically significant at the 5% lesksignificance
in perception on quality of health services, bsignificant in the model of the analysis of thegagtions of the
availability of health services. Moreover, the fimgs show that, as the number of years of respdridereases
by lyear on average, perception on quality of hesdtrvices drops by 0.0076 unit scale, other fach&ing
constant.

The coefficients of sex are negatively related dthiperception on quality of health services anailability of
health services offered. Moreover, the findingsvshioat sex is significant at the 10% level of sfgraince on
perception on the availability of health servicelwever, the findings show that sex of a respondgmot
significant on perception on quality of health see¢. Furthermore, the negative coefficients of vhaable
show that the perception of male respondents, éname, is lower by about 0.1 and 0.2 in quality availability
of health services, respectively, as comparedrt@le counterpart, other factors being constant.

The estimated coefficients of marital status sugtiest, married respondents perceive quality oftheservices
as negative whereas the availability of health isessoffered as positive. The results of analyhiswsthat,
marital status has statistically significant redatiwith perception on quality of health servicelret 1% level of
significance, but insignificant relation with peneed availability of health services offered at thecredited
health facilities. Moreover, the findings reveahitfor married respondent, perception on qualityheélth
service is lower by 0.494 as compared to unmarrespondents. Furthermore, the findings show that th
perception on the availability of health servicenigher by 0.144 as compared to unmarried respdruokaris
peribus.
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The effect of education was analyzed at four levelmely college certificate, diploma, bachelor éegand
master degree by using dummy variables. The firgdgigpw that, levels of education are statisticsiliyificant
on perception in both quality and availability oédith services. The results show that, responderits
certificate, diploma and bachelor degree are $italy significant at the 1%, 5%, 10% and 5%, 10B% on
quality and availability of health services respagy. However, the coefficients show the decreggattern on
perception on quality of health services. The figdi reveal that perception of quality of healthviees is higher
by 1.419, 0.47, 0.267 for respondents with collegdificates, diploma and bachelor degrees respaygtias
compared to respondents with master degree. Howtheresults of perceptions on the availabilityhefilth
services do not show a systematic pattern. Thanfysdshow that, the perception on availability efalth
services is less by 0.84 when a respondent hasgeotlertificate as compared to a respondent witenéevel.
However, the perception on availability of healdgrvices is higher by 0.43 and 0.56 for respondevita

diploma and bachelor degree, respectively, as coedp# respondents with master level of educatither
factors being constant. Regarding the size of ameilf, the results show that the variable is ngh#icant to
both perceptions on quality of health services awailability of health services offered. Howevére tpositive
coefficients show the positive relationship betwdenfamily size and perception of health services.

The findings show that, the coefficient of distatoethe accredited health facility is positive astdtistically
significant at the 10% level of significance forpeption on availability of health services. Howewhe study
reveals that the variable is not statistically gigant in perception on quality of health servicé#oreover, the
positive coefficients show that 1% increase in kanf the accredited heath facility on average l¢éadscrease
in perception by 0.012% and 0.1% in quality andilatdity of health services respectively, othectfars being
constant.

4.3.2 Demand for Health Insurance Services

To analyze factors and civil servants’ perceptionsdemand for health insurance services, the stagyloyed
ordered probit model. Table 4.19 presents restdts fan ordered probit model where the dependeiablaris
an ordered categorical variable with three resppmsth a value of 1 indicating the decision nojdim the fund
while a value of 3 representing the decision ta jbie fund.

Furthermore, the marginal effects have been estinti assess how the influencing factors and peorep
predict individual’s choices to demand NHIF schafmeot mandatory. The marginal effects give thecpatage
change in the probability of a success in respemsepercent change in the explanatory variablas. marginal
effects in the estimation are presented for thaevaf 3 which is “the willingness to join the NHs€heme if not
mandatory”. The marginal effects results are showhable 4.19

Table 4.19: Ordered Probit Results for Demand for Halth Insurance Services

Ordered probit regression Number of obs = 250
LR é{12) =42.00
Prokch? = 0.0000

Log likelihood = -159.52896 PseudoR =0.1163
Variables Coeff. Std error Bz| Marginal effects (dy/dx)
Age 1.521** 0.078 0.011 0.199**
Sex -0.590%*** 0.027 0.004  -0.077***
Marital status -0.321 0.039 0.228 -0.047
College certificate 1.143 0.279 0.295 0.292
Diploma 1.434** 0.155 0.014 0.381*
Bachelor degree 0.941*** 0.027 0.000 0.096**
Size of the family 0.128 0.026 0.517 0.017
Distance 0.041 0.012 0.666 0.005
Waiting time -0.256** 0.016 0.031 -0.003**
Frequency -0.143 0.017 0.275 -0.019
Perception on quality 0.167* 0.013 0.098 0.022*
Perception on availability of
health services 0.039 0.0122 0.673 0.005
/cutl -7.432
lcut2 -6.778

Source: STATA output
Key: *** significant at 1%, ** significant at 5% ah* significant at 10%
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4.3.2.1 Model Fit
The goodness of fit was measured by the likelihadie chi-square of 36.30 with 12 degrees of freegdoeseudo
R? of 0.0557. However P-value is (0.0000) which methas the model fit at 1 % level of significant.

4.3.2.2 Effects of Socio-economic Factors and HealBervices Perceptions on Demand for Health
Insurance Services

The results show that the age of the respondestaisstically significant at the 5% level of sigodnce.
Nevertheless, age has positive effects on the deérf@nhealth insurance services. This implies thatthe
respondent age increased by one year, an indivisid&l.9% more likely to demand health insuranceises.
Nevertheless, the study finds that marital stagisi@ a significant factor to the demand for NHH¥vices.
However, being married has negative effects onpttobability of demanding NHIF services as compaied
being unmarried.

Findings also show that the level of college ciedik is insignificant; however, diploma and baohalegree
levels of education are significant at the 5% aPal lgvel of significance respectively. Neverthelessllege
certificate, diploma and bachelor degree levelgdifcation have positive effects on the demandherNHIF
services. This implies that respondents with c&llegrtificate are 29.2% points more likely to dechdNHIF
services as compared to respondents with mastaeeleglowever, respondents with diploma and bachelor
degree are 38.1% and 9.6% points more likely to alemNHIF services respectively as compared to
respondents with master degree.

Sex is a significant factor to the demand for NIdBfvices at the 1% level of significance. The firgdi show
that; being male are less likely to demand for NE&vices. This implies that a family which is heddby male
is 7.7% points less likely to demand NHIF serviascompared to female. Women are responsible &odaie
of children under and other sick people since caildunder five years are more prone to sicknessréefbre,
they are more likely join the scheme in order tbrgedical cover than do their male counterpart.

With regard to size of the family, the study shavat the size of the family has no significant uieihce on
demand for NHIF services. However, size of the farhas positive effects on the demand for NHIF g&y.
This suggests that as the number of householdasesg the household is more likely to demand Nldtvises.
It could be that, since medical services are cdsity given free of charge) the increase in the lmemof people
in the family result to high curative costs in family, thereby, increasing the likelihood for demdafor health
insurance. Furthermore, the study shows that distéom the accredited health facilities is notiraftuencing
factor on the demand for NHIF services.

The analysis of the relationship between waitimgetiand demand for NHIF services suggests thatvéitng

time is statistically significant at the 5% levdlgignificance. The variable has a negative sigiggesting that
an increase in waiting time reduces the likelihobdemanding NHIF services. More specifically, las wvaiting
time increases by one hour, the probability of desitag NHIF services decreases by 0.3% ceteris pgrib

The findings show that, perception on quality ofllie services has an influence on the demand fotFNH
services at the 10% level of significance. The wtadows that, respondents with negative percepioithe
quality of health services offered at the accrefitealth facilities are 2.2% less likely to demaitdiF services.
However, the study shows that, perception on tlelahility of health services has no significanfiuence on
the demand for NHIF services.

5.0 Discussion of the Findings

5.1 Factors Affecting Perceptions on Quality and Azilability of Health Services

In the analysis of perceptions on quality and almlity of health services; age, sex, marital stafevel of
education and distance to the accredited healtlititze were found significant. This part addresseecific
objective number 2 and hypothesis number 1 to 5

The findings indicated that, age of the respondgntificantly influences the perceptions of civdrgants on the
quality of health services provided under NHIF sobe The result has shown that, age is negativédyed to
perception on quality of health services; implythgt, aged individuals have negative perceptiothenquality
of health services offered at the accredited hdalthities. This is because, aged individuals hhigh risk of
illness due to their low body immunity, hence, téodvisit health facilities for medical treatmeméeduently,
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exposing them to know more about the services erdil. Boraschi et al. (2013) confirm that, with goeople
produce fewer naive T cells, which make them ldds #o combat new health threats. Thus, aged iddais
need good quality of health services to deal wahlth threats. Andersen and Newman theory (1985firm
that, aged people require better quality healthrises. The negative relationship indicates thatdbality of
health services obtained at the accredited headlitfes in the area of the study is poor. Howetke result is
not in line with the prior expectation of the studyhe prior expectation was; aged individuals hpusitive
perception on quality of health services. Also tesult is inconsistent to Devoe et al. (2009) thaed people
perceive quality of health care services rendeteldeahospital positively.

Regarding the marital status of the individualg, tasults have shown that the variable has sigmifieffect on
the perception of quality of health services. Timelihgs have shown that married couple perceiveghiieely
the quality of health services offered at the aditeel health facility as compared to unmarried.sTikipossibly
due to the fact that married individuals are infloed by their partners to use more health servites result,
they get more awareness of the health servicesedffat the accredited health facilities. This imfugive the
married individuals a chance to rate the qualithedlth services offered at the accredited healtilities. The
evaluation informs on the quality of health sersicdfered being good or poor. Thus, the negatiletiomship
between married individuals and perception confinat the health services offered in the area afysare of
poor quality. However, the results do not suppbe prior expectation of the study that; marriedivithhals
perceive positively the health services. Also, tasults are inconsistent with Alrubaiee and Alkda’'(2011)
that, married couple perceive positively the quadit health services as compared to unmarried.

As expected, sex of the civil servants, is positimel significantly influencing perception on theagability of
health services. The findings reveal that femalegee the availability of health services posilveThis is
because, female are more responsible in taking afaifee sick in households and they are more vallerto
disease than men resulting to seeking more health services. Laroche (2000) and Sendino et aD6R0
confirm that, women have positive perceptions omltheservices and consult health professionals more
frequently than do men.

Education is statistically significant with posgivelationship to the perception on quality andilakdity of

health services. The result has shown that, indal&l with college certificate, diploma and bachealegree
levels of education have higher perception on thedity of health services than individuals with nesidegree
level of education. This implies that, individualith low levels of education (college certificatéploma and
bachelor degree), tend to set lower standards ailahility and quality of services due to low awagss on
what package they are supposed to get at thetieiliin line with Papanikolaou and Zygiaris (201tt)e
findings of this study confirm that, people witwl@ducation are reluctant to be strict on servagvered by
staff at the hospitals resulting to have positigecpption on health services. The results do umpart the prior
expectation of the study that individual with higbucation levels have positive perception on thalityuof

health services. It was expected that individuaith igh education level value more the quality hefalth
services as they have a better understanding of thieahealth facilities offer to their customersggan, the
results are inconsistent with Alrubaiee and Alkda’'(2011) who report that, individuals with highevels of
education tend to perceive the health care quadisjtively.

With regard to distance to the accredited healthity, the findings have shown that the variabées Isignificant
effect on the perceptions regarding the availabdithealth services. The study shows that as itartte to the
accredited health facility increase; perceptioritenavailability of health services rises. Thipdssible because,
in the area of study, some health facilities egpth centres and district hospitals, with the ciypdo offer
diagnostic services (CT scan and MRI), readingsgissand some medicine were prohibited by NHIFreeht®
offer such services. This eventually, makes théviddals to travel to regional and referral hosisitaehere the
services are rendered. However, the results arariote with the prior expectation of the studwaththere is a
negative relationship between distance and pememtn availability of health services. Again, tlesults are
inconsistent with Awoyemi et al. (2011) that, indivals perceive health services to be availablthatnear
health facilities.

5.2 Effects of Socio-economic Factors and Health iS&es Perceptions on Demand for Health Insurance
Services

In the analysis of demand for NHIF services, ags, $evels of education, waiting time and perceptim

quality of health services were found to be sigaifit. This part addresses specific objective nurbhkmerd 3 and
hypothesis numbers 6 to14

117



Journal of Economics and Sustainable Development www.iiste.org
ISSN 2222-1700 (Paper) ISSN 2222-2855 (Online) ﬁ-l—i.l
Vol.8, No.9, 2017 IIS E

The present study aimed to investigate the impéioat of the civil servants’ perceptions on the dedhéor
health insurance services. The findings have shitvah age is significant influencing the demand liealth
insurance services. As age increases, an individualore likely to demand health insurance serviddss is
because; age comes with a sense of responsibifjtyfinancing education for the children, provisiohfood,
clothing and shelter. Such responsibilities makedagdividuals to demand health insurance seniitesder to
reduce expenses by paying by out-of-pocket whersH arises. The result supports the prior expectaf the
study that, age is positively related to the demfanchealth insurance. The findings are in linelwitndersen
and Newman theory (1995) that, aged people are tialy to demand health care services. Moreovae, t
results confirm the findings reported by Kimana&{2014), Hottodze (2008), Giesbert et al. (20149k (2012)
and Mhere (2013)

As expected, sex is positive and significantly etifeg the demand for health insurance services. fiffugngs
reveal that; females are more likely to demand Ng#Fvices. This is because; females unlike thelesnare so
sensitive to risks because of their homely and erbtiresponsibilities. The results are in line whesbert et al
(2011) and Kimani et al. (2014) who confirm thatnaen are more likely to be insured because of their
vulnerability and physiological make up. Furthermothe findings are in line with Andersen and Newma
theory (1995Wwhich asserts that female individuals demand megdth care than their male counterparts.

The findings show that, individuals with master &g level of education are less likely to demandlthe
insurance services. This is probably because, ichais with master degree level are more awarehen t
availability and quality of health services offeratithe accredited health facilities, due to bemgpisitive to
understand on what health services they are suggosget. This suggest that; poor health serviiesed at the
accredited health facilities make them less likelydemand health insurance services in the arstudfy. The
results suggest that, if the NHIF scheme was natdary, probably, individuals with master degrke®! of
education would be less likely to demand its s@wicHowever, the results do not support the mripectation
of the study that, people with high education amenrlikely to demand health insurance servicesewike, the
finding are inconsistent with Sekyere and Chiar§2®l4) and Abubakar et al. (2012) who reported, that
respondents with higher levels of education hadend@mand for health insurance. In addition, Nymaw n
theory (2003) asserts that, people with knowledgeut health insurance are more likely to demandtinea
insurance.

Regarding the waiting time, the results show thia¢ variable has significant effect on demand fotlfRN
services. The findings of the study have shown, thsithe waiting time increases, individuals ass lékely to
demand health insurance. This is because, longngditme before getting medical treatment is asged with
long queue due to large number of people using Ntdifels in the accredited health facilities. Theiltssare in
line with prior expectation of the study that théseegative relationship between waiting time dadand for
health insurance services. In line with Osei e(2015), the findings of this study have confirntbdt, waiting
time had a negative relationship with the demand Health care services. Moreover, the findings have
confirmed the expectation of the Andersen and Newfmamework (1995) which asserts that, accessihbilft
medical care is perceived to increase as the wditine decreases.

The findings have shown that, perception on qualfthealth services has significant effects todbenand for
NHIF services. The findings reveals that, individuaith negative perception on the quality of hieaervices
offered at the accredited health facilities ares lidsely to demand health insurance services. Thidies that,
the quality of health services determine the demaindealth insurance services. The results sugperiprior
expectation of the study that; perception on quaiit health services have positive effect on thenaied for
health insurance services. Closely related to teegmt study, Kaumbwa (2008) observed that, ifqtneity of
health services offered at the accredited healthitfas is poor with no enough facilities; custarmere not
contented with the services.

6.0 Conclusion and Recommendations

This study concludes that, the majority of civihants in the study area are not satisfied witlr tmembership

to NHIF scheme. This feeling is a result of pooaltie services delivered under the scheme. Baseth®n
findings of the present study, most (75.6%) respotslinvolved in the study revealed that the ses/ibey get
under the scheme are poor. As they clearly inditateéhe findings, they would not have joined tiegramme

if joining NHIF had not been a mandatory schematfiercivil servant. The study recommends the foilauy
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A review of National health insurance Act (Act 81899) that established NHIF scheme to give freedorang
civil servants of the health insurance scheme . johis will place NHIF scheme in competition witther
health insurance schemes. When there is competiiganizations tend to deliver good services to the
customers.

It is imperative for the scheme to improve the ligpeof health services rendered in order to enager
customers to remain and others join freely. Theises offered should be not only inviting and attiae but

also should meet the customers’ need. To achigsettte scheme should allow all accredited healtilifies

with the capacity (in terms of both material andniam resources) to offer the services to NHIF custsm
Currently, some diagnostic services like MRI and €€&n are not delivered in some health facilities health
centres and district hospitals. Also some mediciae only be given to the patients after seekingngsion

from NHIF. In addition, for married couple who dreth civil servants the number of beneficiariebéceight.

7.0 Limitations and Areas for Further Study

The study manifests one major limitation, basedhanlocation where the study was conducted. Thaysias
conducted in Dar es Salaam which is urban areareTimay be a difference in the availability and gyabf
services offered in urban and rural areas. Thesetls a need to conduct a similar study in rurgds which can
serve the purpose to compare the state of affairban and in rural areas. Also, similar study barconducted
to compare health services offered under NHIF sehand other health insurance schemes like Jullag
among others.

REFERENCES

Abubakar, A., Regupathi, A., Aljunid, S. M. and Omisl. A. (2012). Factors affecting Demand for Iridival
Health Insurance in MalaysiBMC Public Health12(2012):A10

Adam, J. and Kamuzora, F. (200®esearch methods for Business and Social stuMiesogoro, Tanzania:
Mzumbe Book Project

Aitchison, J. and Silvey, S. (1957). The Generéiliraof Probit Analysis to the Case of Multiple Resses,
Biometrika,44, pp.131-40

Alrubaiee, L. and Alkaa'ida, F. (2011). The medigteffect of Patient satisfaction in the PatieR&x'ceptions of
Healthcare Quality: Patient trust relationshipternational Journal of Marketing Studiegpl.
3,No. 1

Andersen, R. M. and Newman, J. F. (1995). Revigitire Behavioural Model and Access to Medical Cdoes
it matter?Journal of Health Social Behavio@6(March):1-10

Andersen, R.M. and Newman, J.F. (1974). Societdlladividual Determinants of Medical Care Utilizati in
the United Statedvlilbank Memorial Fund Quarterly-Health and Sociebl (1):95-124

Appiah, J. C., Aryeetey, G., Agyepong, |., Spaanaiitd Baltussen R. (2011). Household perceptiodstlagir
implications for enrolment in the National Healtislrance Scheme in Ghartéealth Policy
and Planning2011, 1-12 UK; Oxford University Press

Awoyemi, T. T., Obayelu, O. A. and Opaluwa, H.2011). Effect of Distance on Utilization of Heal@are
Services in Rural Kogi State, NigerilaHum Ecal Vol. 35(1): 1-9

Béarnighausen, T. and Sauerborn, R. (2002).0One kdndnd eighteen years of the German Health Inseranc
System: Are there any lessons for middle-and loeomme countriesSocial science and
Medicine Cambridge University Press 54 (10):1559-1587.

Bhat, R. and Jain, N. (2006jactors affecting the demand for insurance in armicealth insurance scheme
W.P. N0.2006-07-02 Indian Institute of Managemehtn&bab 38015 India, pp 1-29

Boraschi, D., Aguado, M. T., Dutel, C., Goronady,Louis, J., Loebenstein, B. G., Rappuoli, R. @nadice G.
D. (2013). The Gracefully Aging Immune Syste®e,. Transl. Med,185ps8

Borooah, V.K. (2002)Logit and probit:Ordered and multinomial models, California, Sagblieations, Inc.

119



Journal of Economics and Sustainable Development www.iiste.org
ISSN 2222-1700 (Paper) ISSN 2222-2855 (Online) ﬁ-l—i.l
Vol.8, No.9, 2017 IIS E

Carrin, G. (2003)Community based Health Insurance Schemes in Ddaugla@puntries Facts, problems and
perspectives. Discussion Paper No 1-2003, WHO, @ene

Carrin, G. and James, C. (200Reading Universal coverage via Social health InsgeKey design features
in the transition period. Health Financing Polisgue Paper: Geneva; WHO

Chiremba, T. (2013). Determinants of demand forlthesare Services in Rural Zimbabwe, A Case of taiki
District, Masvingo Province, Unpublished Master idegdissertation, University of Zimbabwe

Chomi, N. E. (2007). Service Providers’ perceptafrthe Quality and Accessibility of health serviaasder
Social Health Insurance in Dar-Es-Salaam, Unpubtisklaster’'s degree thesis, Arusha Nelson
Mandera Memorial University

Dalinjong, P. and Laar, A. S. (2012). The natiohahlth insurance scheme: Perceptions and expesiefce
health care providers and clients in two distrat&hanaHealth Economics Revie2d12 2-13

Davidson, R. and MacKinnon, G. J. (200Bronometric theories and metho@xford, Oxford University Press

Devoe, J. E., Wallace, L. S&and Fryer, G. E. (2009Patient age influences perceptions about Health car
communicationHealth Services Researttol. 41, No. 2

Duncan, C. (2003 Advanced quantitative data analysiS,edition, GBR, McGraw-Hill

Esmailnasab, N., Hassanzadeh, J. Rezaeian, S. aktidsdari, M. (2014). Use of health care serviaed
associated factors among wombanian J Publ HealthVol. 43, No. 1 pp. 70-78

Feldstein, P.J. (1988jealth care Economic3rd Edition; New York, John Willey & Sons

Festinger, L. (19574 theory of cognitive dissonanddSA, Row, Peterson

Giesbert, L., Steiner, S. and Bendig, M. (2011)tiBigation in micro life insurance and the use ather
financial services in Ghandournal of Risk and Insurancepl. 78 No 1, 7-35

Greene, W. H. (2003conometric analysisyew York, MacMillan Publishing Company
Guijarati, D. N. (2004)Basic Econometri¢si” edition, New York McGraw-Hill Companies

Hottordze, R. A. (2008). Decision to Enrol or Natlealth Insurance Scheme: Evidence from North Tiong
District in Ghana, Unpublished master degree diggen, Institute of Social Studies, The
Hague, Netherlands

Humba, E. (2011)Pioneering social Health Insurance in Tanzanighe Case of National Health Insurance,
Dar-Es-Salaam

Ibok, 1. N. (2012). Socio-economic and demogramigterminants of Health Insurance consumpt@anadian
Social Sciengevol. 8 No.5, pp. 58-64.

Ibrahim, A. (2008). Patient satisfaction with hbakervices at Out Patient Department of Indra Giandh
Memorial Hospital, Male’ Maldives, Unpublished Mastlegree dissertation, India: University
of Mahidol

Joshi, H. (2012)Multicollinearity diagnostics in statistical modigly and remedies to deal with it using SAS
Session SP07-Cytel Statistical Software & ServieetsLtd, Pune, India

Kaumbwa, T. (2008). An examination of civil sernvapierception on Health Insurance services in Tdaz#&n
case of the National Health Insurance Fund, Unpbbti Master degree dissertation, Mzumbe
University

Kimani, J. K., Ettarh, R., Warren, C. and BelloBs,(2014). Determinants of health insurance owripramong
women in Kenya: Evidence from the 2008-09 Kenya atgaphic and health survey,
International Journal for Equity in HealtR014, 13:27

Kline, P. (2014)An easy guide to factor analysi$ew York, Routledge

Kombo, D. K. and TrompD. L. A. (2006).Proposal and thesis writingAn introduction, Nairobi, Pauline
Publications Africa

Kutzin, J. (1997)Health insurance for formal sector in Africxes but,” Geneva World Health Organization
Papers

Laroche, M. (2000). Health status and health sesvigtilization of Canada’s Immigrant and Non-Imnaigr
PopulationsCanadian Public Policy/ol. 25, No 1

McKelvey, R. and Zavoina, W. (1975). A Statistiddbdel for the Analysis of Ordinal Level Dependent
Variables Journal of Mathematical Sociologypl.4 pp.103-120

120



Journal of Economics and Sustainable Development www.iiste.org
ISSN 2222-1700 (Paper) ISSN 2222-2855 (Online) ﬁ-l—i.l
Vol.8, No.9, 2017 IIS E

Mhere, F. (2013). Health insurance determinantZimbabwe: A case of Gweru Urbaipurnal of Applied
Business and Economie®l. 14 No.2 pp. 62-79

Msabila, D. T. and Stephen, G. N. (201Bpwards effective researching and dissertation ingijt Research
proposal and Dissertation writin@rinciple and Practice Nyambari Nyangwine Publishers,
Kumekucha street, Dar es Salaam, Tanzania.

Mutula, M. S. (2015). Factors affecting perceptiamsl attitudes of Nurses towards the use of ICPatient
Care in Kwa Zulu Natal Province, South AfricBhe African Journal of Information Systems,
Vol. 8 No.1

Mwakisu, J. A. (2005). Perceived Quality of Heatthre Services in Dar es Salaam Municipal hospitals:
Comparison between Clients using User Fees andiNdtHealth Insurance Fund. Unpublished
Master degree dissertation. Dar es Salaam: UntyesEDar es Salaam

Nyman, A. J. (2003)The theory of demand for health insurand&, Stanford University Press

Osei, B., Kunawotor, M. E. and Anane, E. (2015)tdbminants of Health Care Demand in Ghana using the
Ordered Probit Model Analysidnternational Journal of Business and Economicsdaech
Vol. 3, No. 6 pp. 259-265

Panchal, N. (2013). Customer’s perception towarealti Insurance: An empirical study in Bardoi andridivi
Region; Uka Tarsadia Universityndian Journal of Applied Researc¥ipl. 3 no.4; 62-64

Papanikolaou, V. and Zygiaris, S. (2012). Servigality perceptions in primary health care centre§&reece,
Health Expectationsl?, pp. 197-207

Pauly, M. V. (1968). The Economics of Moral HazatdimmentAmerican Economic Reviey8: 531-537

Quaye, R. (2004) “Paying for Health Services intEafsica: A Research Note.Social Theoryand Health,
Vol.2 pp.94-105

Quaye, R. (2010)Balancing Public and Private Care Systeriihe Sub Saharan Experience, USA, University
Press of America

Sekyere, O. E. and Chiaraah, A. (2014). Demandiéaith Insurance in Ghana: What factors influence
enrollment?American Journal of Public Health Researstal. 2, No. 1 pp. 27-35

Sendino, A. R., Castillén, P. G., Banegas, J. R. Aralejo, F. R. (2006). Gender differences in thiéization
of health-care services among the older adult @ of Spain,BMC Public Health,
Vol.6:155

Singh, H., Haqg, E. D. andlustapha, N. (1999). Patients’ perceptions andsfeatiion with health care
professionals at primary care facilities in Trirddand TobagoBulletin of the World Health
Organization Vol. 77, No. 4 pp. 356-360

Sunil, T.S., Zottarelli, L. K. and Rajaram, S. (B00Do individual and Program Factors matter inutibzation
of maternal care services in rural India? A thdoa¢tapproachJournal of Human Resources,
Vol. 28 pp. 838- 862

United Republic of Tanzania. (199%ational Health Insurance Act, 1999 (Act 8 of 1999)

World Bank. (1997)Sector Strategy for HNRNVashington DC. World Bank

Yamane, T. (1967)Statistical An introductory analysis"2edition, New York, Haper and Row

Yin, R. (1994) Application of Case Study Researéipplied Social Methods Series, Sage Newbury Park

121



Journal of Economics and Sustainable Development
ISSN 2222-1700 (Paper) ISSN 2222-2855 (Online)
Vol.8, No.9, 2017

www.iiste.org

ISt

Appendix 1
Table 4.20 Results of Correlation Coefficient Matix
Age Sex Marital| dEducal| dEduca?2 dEduca3Family | Distance| Waiting | Frequency | Perception| Percav
p
size time of visit
Age 1
Sex 0.042¢ 1
Marital 0.387¢ - 1
0.1655
dEducal 0.137: - 0.064¢ 1
0.0332
dEduca2 - - 0.021¢ -0.030° 1
0.0056 | 0.0840
dEduca3 - 0.076: | -0.175: -0171¢€ -0.4337 1
0.1661
Family size | 0.033( | 0.028: | 0.085: -0.160¢ -0.123¢ 0.003¢ 1
Distance - 0.131¢ | -0.086¢ 0.024¢ -0.169¢ -0.014¢ 0.096° 1
0.0557
Waiting 0.05€0 - 0.103¢ 0.072¢ -0.044¢ 0.040( 0.078¢ 0.328¢ 1
. 0.1541
time
Frequency | 0.080¢ - 0.309( -0.130¢ -0.1227 -0.089. 0.078: 0.042¢ -0.093] 1
. 0.0702
ofvisit
Perception - - -0.264¢ 0.096¢ 0.60¢ 0.097¢ -0.042: 0.014 0.063¢ -0.103( 1
0.2174 | 0.0333
Percav - - -0.0107 | -0.134¢ 0.019: 0.218: -0.0497 0.061: -0.016¢ 0.039: -0.000( 1
0.1198 | 0.1027
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