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Abstract 

Background: In low- and middle-income countries, too, public–private partnerships in health insurance schemes 
are crucial for improving access to health services. Problems in the public supply chain of medicines often lead to 
medicine stock-outs which then negatively influence enrolment in and satisfaction with health insurance schemes. 
To address this challenge, the government of Tanzania embarked on a redesign of the Community Health Fund (CHF) 
and established a Prime Vendor System (Jazia PVS). Informal and rural population groups, however, rely heavily on 
another public–private partnership, the Accredited Drug Dispensing Outlets (ADDOs). This study takes up this public 
demand and explores the potentials, pitfalls, and modalities for linking the improved CHF (iCHF) with ADDOs.

Methods: This was a qualitative exploratory study employing different methods of data collection: in-depth inter-
views, focus group discussions, and document reviews.

Results: Study participants saw a great potential for linking ADDOs with iCHF, following continuous community 
complaints about medicine stock-out challenges at public health facilities, a situation that also affects the healthcare 
staff’s working environment. The Jazia PVS was said to have improved the situation of medicine availability at public 
health facilities, although not fully measuring up to the challenge. Study participants thought linking ADDOs with 
the iCHF would not only improve access to medicine but also increase member enrolment in the scheme. The main 
pitfalls that may threaten this linkage include the high price of medicines at ADDOs that cannot be accommodated 
within the iCHF payment model and inadequate digital skills relevant for communication between iCHF and ADDOs. 
Participants recommended linking ADDOs with the iCHF by piloting the connection with a few ADDOs meeting the 
selected criteria, while applying similar modalities for linking private retail outlets with the National Health Insurance 
Fund (NHIF).

Conclusions: As the government of Tanzania is moving toward the Single National Health Insurance Fund, there is a 
great opportunity to link the iCHF with ADDOs, building on established connections between the NHIF and ADDOs 
and the lessons learnt from the Jazia PVS. This study provides insights into the relevance of expanding public–private 
partnership in health insurance schemes in low- and middle-income countries.
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Background
In line with the Millennium Development Goals, many 
low- and middle-income countries have initiated micro 
health insurance (MHI) schemes [1]. The common goal 
of MHI is to target people working in the informal sec-
tor who are excluded from or not served by other health 
insurances. In Sub-Saharan Africa [2], too, MHI schemes 
have been introduced to strengthen social health protec-
tion and reduce health-related costs incurred by out-of-
pocket health expenditure among people who are not 
formally employed and constitute the majority of the 
population.

In 2001, Tanzania introduced a voluntary Commu-
nity Health Fund (CHF) targeting people working in 
the informal sector to complement the National Health 
Insurance Fund (NHIF) which became mandatory for 
all civil servants in the same year [3–5]. Like other MHI 
schemes, the Tanzanian CHF has repeatedly been found 
to attain enrolment rates which rarely exceed 10% [6, 7]. 
Reported reasons for low enrolment include poor partici-
pation of potential beneficiaries during the design of the 
scheme, lack of trust between the involved actors, weak 
management of the schemes, limited benefit packages, 
poor quality of care, and especially frequent stock-outs of 
medicines at health facilities [8–12].

As part of the Health Sector Strategic Plan IV to reach 
universal health coverage by 2020 under the Sustainable 
Development Goals, the Tanzanian government thor-
oughly reassessed the initial CHF approach to transform 
and upscale it into a national health insurance scheme for 
the informal sector. The Swiss–Tanzanian Corporation 
(2020) contributed to this endeavour through re-design-
ing and piloting the CHF in the Dodoma and later in 
the Shinyanga and Morogoro regions within the frame-
work of the Health Promotion and System Strengthening 
(HPSS) project from 2010 to 2023.1 The HPSS contrib-
uted important design features to the “improved CHF” 
(CHF Iliyoboreshwa) that began rolling out nationally in 
2018.

Key features of the improved CHF (iCHF) include: a 
purchaser–provider split; mobile phone enrolment and 
payment in the communities; an extended benefit pack-
age; access to all government health services through a 
referral system; mixed provider payment (capitation and 

performance-based); and an IT-based Insurance Man-
agement Information System [12, 13].

The HPSS project also supported another initiative 
to address a key problem of the “old” CHF: the inad-
equate government supply of medicines in public health 
facilities through the Medical Stores Department. The 
Dodoma regional administration and local government 
developed and tested the Jazia Prime Vendor System 
(Jazia PVS), using a public–private partnership approach 
[14]. Jazia PVS enables public health facilities to supple-
ment medicines and supplies that are out of stock at the 
Medical Stores Department by purchasing them from 
a single, known vendor per region, guided by transpar-
ent and efficient procurement procedures, and includ-
ing a number of accountability mechanisms [15]. After a 
successful pilot in the Dodoma region (since 2014) and 
expanded testing in the Shinyanga and Morogoro regions 
(since 2016), the government rolled out the Jazia PVS in 
all regions of Tanzania in 2018 [14].

This paper explores the links between the iCHF and 
another public–private partnership aimed at increas-
ing access to medicine in Tanzania, the retail drug 
outlets known as Accredited Drug Dispensing Out-
lets (ADDOs) or Duka la Dawa Muhimu (“essential 
drug stores” in Kiswahili). The government first intro-
duced the ADDO programme in 2003 with the aim of 
improving access to affordable, quality medicine and 
pharmaceutical services in rural and underserved areas 
with few or no registered pharmacies [16, 17]. The 
accreditation of retail drug outlets was based on the 
standards set out by the Ministry of Health and Social 
Welfare and the Tanzania Food and Drug Authority, 
and involved owner and dispenser training, updating 
the list of essential medicines and criteria for register-
ing the outlets [17]. After a successful test phase, the 
government began rolling out the ADDO programme 
across Tanzania in 2006. Up to now, the programme has 
trained 20,000 dispensers, and the number of ADDOs 
(14,045) now exceeds the number of public and private 
health facilities (8000) at all levels of care in the coun-
try [18–20]. Several studies have documented the role 
of ADDOs in improving access to medicine and as a 
first resort to care in rural as well as urban settings [17, 
18]. ADDOs can sell over-the-counter medicines and 
a limited list of prescription drugs, such as commonly 
prescribed antibiotics [20]. ADDOs also serve as a plat-
form for a number of public health interventions, such 
as disease case identification and referral, and in the 
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1 The HPSS project was funded by the Swiss Agency for Development and 
Cooperation and implemented by the Swiss Tropical and Public Health Insti-
tute.
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integrated management of childhood illnesses [17]. The 
Pharmacy Council of Tanzania regulates the ADDO 
programme, with dispenser training institutionalized at 
various zonal training institutes in the country.

The importance of including the private sector in 
health insurance systems has been recognized as a move 
toward complementing public sector efforts in improving 
access to health services [20–23]. In Tanzania, the NHIF 
incorporated private pharmacies in the year 2000 [24]. 
It did so to address rural client demand, because 60% of 
civil servants are teachers who often live in rural areas 
with no pharmacies [20]. The iCHF, however, continues 
to focus on the public health system. As Tanzania is on 
the way toward UHC and combining iCHF, NHIF, and 
smaller insurance schemes in a Single National Health 
Insurance [25], this paper argues that it is high time to 
explore potential ways and prospects of linking ADDOs 
with the iCHF. This study thus explores potentials, pit-
falls, and modalities of linking the iCHF with ADDOs 
from diverse stakeholders’ points of view.

Methods
This was a qualitative exploratory study employing dif-
ferent methods of data collection; in-depth interviews, 
focus group discussions, and document reviews. We 
conducted interviews on iCHF at different levels of 
policy making and implementation, private pharmacies 
and other relevant stakeholders (see Table 1). The study 
was inspired by the principles of grounded theory [26]. 
We interpreted data as we collected it in the field and 
used insights gained in the process to revise the inter-
view guides on an ongoing basis.

Study area
Geographically, the study area covers villages in the 
Morogoro region in South Western Tanzania. In admin-
istrative terms, it was carried out in three rural districts 
and one town council (Kilombero, Ulanga, Malinyi and 
Ifakara town council). Morogoro is one of the three 
regions in which the Swiss–Tanzanian Corporation 
tested the iCHF, while the ADDO programme has been 
implemented in this region for more than 10 years. To 
understand the broader view on the prospect of linking 
ADDOs with the iCHF, the study team also interviewed 
experts in Dodoma and Dar es Salaam (Tanzania) and 
Basel (Switzerland). The study was nested within the 
larger and independent research project “Participation 
in Social Health Protection” [27], funded by the Swiss 
National Science Foundation (SNSF) from 2017 to 2021.

Research team and reflexivity
Although the research team was already familiar with the 
Swiss–Tanzanian Corporation and especially the Swiss 
Tropical and Public Health Institute implementing the 
HPSS project, this qualitative study has grown out of pre-
liminary insights gained during the independent SNSF 
research project. Field research conducted with the local 
NGO KV-HELP in villages of the Morogoro region (BO, 
IM, MR) clearly indicated that the majority of people 
frequently use ADDOs and wish for a closer collabora-
tion between the iCHF and ADDOs. The team jointly 
designed this sub-study to explore the pros and cons of 
such a collaboration more systematically.

Two team members (AD and VS) led the data collec-
tion for this sub-study. They recruited and trained four 

Table 1 Participants included in the study

No of informants Data 
collection 
method

National level MoHCDGEC 1 IDI

Pharmacy Council 1 IDI

NHIF 1 IDI

District/Council level District health officials 19 IDI

iCHF staff 4 IDI

Health facility staff 4 IDI

Ward/Village level Government officials 14 IDI

iCHF enrolment officers 37 IDI and FGD

Health facility governing committee 32 FGD

ADDO owners/dispensers 26 IDI

Active iCHF members 3 IDI

Non-active iCHF members 3 IDI

Total 145
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research assistants with experience in conducting quali-
tative research. All of them were fluent in Kiswahili, the 
lingua franca spoken in the area, and none of them was 
involved in the implementation of the iCHF. After each 
assistant had conducted two pilot interviews, the field 
team reviewed the data collection process and adapted 
the interview guides. Supported by local authorities and 
the KV-HELP team member (IM), they then selected 
study participants, explained the purpose of the study, 
sought their informed consent, and conducted the inter-
views. None of the participants approached refused to 
take part in the study.

Study design and sampling
A constructivism paradigm [28] informs this qualitative 
study: it is based on the assumption that people construct 
much of what they learn through experience. The study 
leverages the constructivism perspective to explore the 
potentials and pitfalls for linking ADDO with the iCHF, 
based on diverse stakeholders’ experiences and reflec-
tions on such experiences. The study uses systematic, 
non-probability sampling. This type of sampling is not 
meant to select a random or representative sample from 
a population. It is purposeful, because it identifies catego-
ries of actors at all levels of the administrative structure 
(i.e., national, regional, district, ward, and village levels), 
who have different stakes in the study topic and thus 
allow for an exploration of diverse points of view (see 
Table 1). Sampling further followed the saturation prin-
ciple [29], which means that sampling continued until no 
new information emerged from the responses.

Data collection procedures
Data collection was carried out from October to Decem-
ber 2019. The main data collection methods were in-
depth interviews (IDIs) and focus group discussions 
(FGDs), using a guide with four-question-sequences 
(starting with a main question, and then asking ques-
tions to follow up on the answer, to probe to clarify and 
to prompt if necessary). The study team conducted the 
IDIs at the workplace or home of the participants, the 
FGDs at district or village offices. The IDIs involved one 
research assistant/team leader and the respective partici-
pant, while two research team members conducted the 
FGDs with 10 to 12 participants. Most IDIs did not take 
more than 1 h to complete, the FGDs 1 h and 30 min. All 
IDIs and FGDs were audio-recorded, but the interview-
ers also took notes on key issues. All audio-records were 
transcribed verbatim, and the most relevant passages 
translated into English. The two authors also carried out 
a document review of district materials, particularly with 
regard to trends in iCHF membership from 2016 to 2019.

Data management and analysis
Recorded interviews were transcribed verbatim by 
research assistants supporting the team in data collec-
tion, and checked for accuracy by research team mem-
bers (AD, VS and IM). Transcripts were then translated 
from Kiswahili into English by professional translators 
and checked for accuracy by the two authors (AD and 
VS). The first step toward data management and analysis 
involved team members (AD, VS, and BO) who familiar-
ized themselves with the translated data. Ten transcripts 
were coded independently by three study team members 
(AD and two research assistants), taking into account 
newly emerging topics. The codes were developed using 
NVivo (Version 12+) computer assisted, qualitative data 
analysis software. The lists of codes were then reviewed 
by all three research team members (AD, VS, and BO), 
before agreeing on the final codes. The two research 
assistants and two research team members (AD and BO) 
coded the remaining transcripts. The final codebook 
was then grouped into themes and approved by all team 
members (AD, VS, IM, AK and BO). The data analysis 
was triangulated between different data collection meth-
ods, while the interpretation was made in joint discus-
sions among all co-authors.

Findings
As indicated in Table 1, the study sample covered partici-
pants from the national, district, ward, and village levels. 
Study findings are presented in the four main categories 
i) medicine availability and the need to link the iCHF 
with ADDOs, (ii) stakeholders’ views on the potentials 
of linking ADDOs with the iCHF, iii) stakeholders’ views 
on the pitfalls of linking ADDOs with the iCHF, and iv) 
potential modalities of linking ADDOs with the iCHF.

Medicine availability at health facilities and the need 
to link iCHF and ADDO
All stakeholder groups acknowledged an improvement 
in medicine availability at public health facilities. Study 
participants at the council level associated this improve-
ment with the Jazia PVS that allows health facilities to 
order medicine from prime vendors. However, they also 
pointed out that the challenge of medicine shortages still 
prevails for various reasons.

“……yes the situation has improved, you cannot com-
pare the situation now and in previous years, but 
again patients still suffer from medicine stock-outs, 
taking an example of our facilities, the workload is 
high, you may order medicine from MSD [Medical 
Stores Department] which you think may take you a 
month or more, but within two weeks the medicines 
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may be finished, and when you order medicines, it is 
not that tomorrow you will receive the same, it may 
take two weeks, sometimes even three, so in between 
when patients don’t receive medicines, they com-
plain a lot.” (District health official, Kilombero)

Responding to probes into the opportunity of prime 
vendors supporting health facilities during stock-out 
times, the district official explained;

“…the process is still the same, a prime vendor is 
opted when facilities are out of stock, but the chal-
lenge here are the processes; for the health facility to 
order from a prime vendor, MSD has to provide a 
stock-out note, saying that I don’t have this particu-
lar medicine you ordered, sometimes the MSD fails 
to provide an out-of-stock notification, something 
that impacts on stock-out timeline as we can’t go to 
a prime vendor unless it is a big emergency.” (District 
health official, Ulanga)

Health facility staff mentioned medicine stock-outs 
when talking about the size of the population that is 
served by health facilities. They pointed out that the 
majority of patients at health centres are children under 
the age of five, pregnant women, and elderly who are 
exempt from paying for health care. In one of the health 
centres in the town council, for example, the health facil-
ity responsible reported conducting almost 24 deliveries 
on a daily basis, including C-sections, services that are 
exempted by policy but deplete the stock of medicines, 
and he continued:

“I don’t get anything here, if those exempted were 
at least paying for iCHF, there would be something 
coming to assist the facility, but we end up dispens-
ing almost all medicines to those who are exempted 
because they are the ones who experience illness fre-
quently, so because of this we are always out of stock” 
(Health facility staff, Ifakara town council)

Ward and village level stakeholders, particularly the 
Health Facility Governing Committee which is responsi-
ble for designing and monitoring health developments in 
their respective localities, shifted the perspective to the 
experience of those who are ill and visit health facilities. 
They pointed out that iCHF beneficiaries may receive a 
diagnosis and prescription, only to be told that medicines 
are out of stock when they reach the dispensing window:

“You know people are joining the improved CHF 
with hopes that they do not need to purchase medi-
cine at drug outlets, but not all medicines that iCHF 
members are entitled to at health facilities are avail-
able; when you reach the dispensing window, the 
dispenser writes OS, meaning out of stock; out of 

stock has become a virus that will bring down iCHF 
efforts” (Health Facility Governing Committee, Kil-
ombero)

Health facility staff also commented on the users’ expe-
rience but claimed that the majority of iCHF beneficiaries 
were not aware of their insurance coverage, thinking that 
they could access all services and medicines at any public 
health facility through iCHF membership. The medical 
staff, however, had to conform to the national standard 
treatment guidelines that regulate what services can be 
provided by whom at which level of the healthcare sys-
tem. The iCHF staff raised similar points and emphasized 
that the iCHF was contractually bound to only reimburse 
the facility for prescriptions that followed the guidelines 
to ensure quality of care.

Enrolment officers of the iCHF also noted that the 
situation of medicine availability has improved at health 
facilities but observed that medicine stock-outs still 
deterred some people from signing up with the scheme. 
They often heard people saying, “what does iCHF mem-
bership help if you still have to buy medicine out of 
pocket.” Another common statement was: “Even when 
you get a diagnosis worth a million shillings, when there 
are no medicines, the diagnosis is worthless.”

Communities in all study districts expressed their 
views on the need to link the iCHF with ADDOs to 
ensure improved access to medicine. Shortage of medi-
cines at health facilities was among the main reasons 
cited by non-active iCHF beneficiaries for not renewing 
their membership, and more importantly, the majority 
preferred to use ADDOs, because they were easily acces-
sible, in geographical as well as social terms. Linking 
ADDOs with the iCHF was an initiative regarded as vital, 
not only to complement services at health facilities but 
also to strengthen the iCHF scheme by improving access 
to care and medicine for its beneficiaries.

Potentials for linking ADDOs with the iCHF
The interview partner at the Pharmacy Council, which 
represents national level stakeholders and oversees the 
ADDO programme countrywide, considered it as quite 
obvious that linking the iCHF with ADDOs has great 
potential:

“…there is a big potential for linking the iCHF with 
ADDOs; first, ADDO dispensers are well trained in 
disease management, moreover, ADDOs have been 
a platform for a number of health interventions 
aimed at improving access to care and medicines, a 
number of ADDOs in the country are already linked 
with the NHIF, why not with the iCHF?” (Pharmacy 
Council, Dodoma)
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Study participants from the district level also recog-
nized the potential and were aware of links between 
ADDOs and the NHIF. CHF coordinators, district medi-
cal officers (DMOs), and health facility staff in particular 
thought linking ADDOs with the iCHF would improve 
their work environment as this would increase access 
to medicine, reduce community complaints on short-
age of medicines at health facilities, and boost mem-
bership enrolment in their respective districts. iCHF 
district coordinators argued that extending the services 
of ADDOs to iCHF members would complement govern-
ment efforts to improve access to medicines.

The town council iCHF coordinator underlined this 
point by citing an example. Some private health facili-
ties in the town council had been linked with the iCHF, 
an initiative that was spearheaded by the council health 
teams. Two private health facilities were reported to have 
served iCHF beneficiaries for almost a year, and a faith-
based referral hospital has now been providing services 
for almost 3 years:

“Yes, if we managed to link the iCHF with private 
health facilities like the hospital of a faith-based 
organization catering to the whole Morogoro region, 
then this can also be done with ADDOs. Of course, 
we had some challenges with private facilities but 
these could have been solved earlier if each party 
understands what is in the contract between the 
two, but I think there is big promise in this; what is 
needed is to see how this can best be done” (iCHF 
staff, Ifakara town council)

At the ADDO level, differences were noted between 
owners and dispensers. Owners’ thoughts were geared to 
business and profit, that is, improving business by serving 
more customers. Dispensers emphasized the recognition 
of the ADDO cadre as important health providers, some-
thing that would improve community trust in the outlets.

Enrolment officers viewed the connection in two ways. 
First, as an initiative that could bring more members to 
join the iCHF, aware that access to medicines had been 
extended to ADDOs; second, as an income generator 
for themselves, since, for each member enrolled, they 
retained 10 per cent of the premium.

Both active and inactive iCHF beneficiaries believed 
that linking the two would improve their access to medi-
cine, knowing that in case medicines were out of stock 
at public primary health facilities, they could still be 
accessed through ADDOs. Inactive beneficiaries believed 
that more members would join the scheme if this option 
was offered. They pointed out that young, healthy, and 
busy people often preferred ADDOs to avoid the long 
queues of mothers and children at primary health facili-
ties. In addition, the ADDOs were modern (ya kisasa in 

Kiswahili), with attractive premises and services run by 
local entrepreneurs.

Pitfalls of linking the iCHF with ADDOs
A number of pitfalls in linking the iCHF with ADDOs 
were also mentioned. At the national level, study partici-
pants expressed their concerns that linking the two may 
overwhelm the newly established iCHF management 
during the ongoing national rollout. Related to this, and 
highlighted by study participants, is the fact that HPSS 
and the government have invested a lot into the Jazia 
PVS as a way of improving medicine availability at health 
facilities; it is, therefore, important to first monitor PVS 
progress before thinking about complementing the pub-
lic medicine supply chain with an additional public–pri-
vate partnership. This was also mentioned by council 
health staff in the study area.

Another potential downside mentioned by both 
national and district council participants concerns price 
differences for medicines between the iCHF, which serves 
public facilities, and ADDOs that operate on a business 
model. It was said that ADDOs as private, profit-oriented 
enterprises sold their medicines and other commodi-
ties at higher prices and especially for branded products 
compared to public health facilities under the iCHF:

“For example, under iCHF the price for a Fragil tab-
let is 20 Tsh, but the same tablet is sold at ADDOs 
at a price of 50 Tsh; it is not easy for ADDOs to 
accept a lower price because they would not make 
any profit out of it.” (District health official, Malinyi)

The above view was also supported by ADDO dispens-
ers who gave the example that Amoxicillin capsules are 
sold at 2000 Tsh for a single dose at health facilities, while 
the same medicine is purchased at 3000 Tsh at ADDOs. 
ADDO dispensers maintained that the government 
should subsidize the price of medicines for ADDOs, or 
they should be allowed to purchase medicines from the 
same source as health facilities, something that may help 
ADDOs to not operate at a loss when attending to iCHF 
beneficiaries. The last point was supported by district 
health teams:

“Perhaps ADDOs should be supported in this, they 
should be allowed to purchase medicines at selected 
prime vendors, for example, where the selling price is 
low, in this way they would be in a position to serve 
iCHF members.” (iCHF staff, Ulanga)

Reflecting on the challenges experienced with the 
affiliation with private health facilities, iCHF coordina-
tors thought that the use of digital technology might be 
an obstacle hindering successful collaboration between 
ADDOs and the iCHF. An example was provided for 
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private health facilities that had contracts with the iCHF 
to provide services to clients. The iCHF scheme uses 
a digital Insurance Management Information System 
(IMIS) to manage membership enrolments and renewals, 
to process claims and provider payments, and other man-
agement tasks. When a client visits a health facility, the 
IMIS helps to distinguish active from non-active iCHF 
membership. Private health facility staff received training 
on how to scan iCHF customers before providing treat-
ment. Because they lacked experience with the technol-
ogy, most of the private health facility staff did not scan 
the iCHF beneficiaries before treating them, leading to 
the provision of services to non-active iCHF members 
and to misunderstandings between the respective facili-
ties and iCHF district offices. Competence in the use 
of IMIS technology was, therefore, regarded as vital to 
ensure successful implementation of the link-up.

The limited list of medicines was another reported 
pitfall. This was emphasized by district pharmacists say-
ing that the list of medicines at ADDOs had not been 
updated since 2015, leaving the outlets with a narrow 
range of authorized medicines. With the changing epi-
demiology of diseases and drug resistance, district phar-
macists thought that it was important that the Pharmacy 
Council kept the list of medicines updated. An example 
was given referring to NHIF that are linked to phar-
macies; pharmacies are said to have an extended list of 
medicines and may cater for more health conditions than 
ADDOs. The limited ADDO list of medicines was, there-
fore, seen as a pitfall preventing improved access to med-
icines for iCHF beneficiaries.

Potential modalities for linking ADDOs with the iCHF
Different viewpoints were noted concerning the 
modality relevant to linking the iCHF with the ADDO 
scheme. Two modalities mentioned by study partici-
pants included (1) district-based and (2) village-based 
arrangements. The majority of district level partici-
pants, also supported by some of their national coun-
terparts, particularly the Pharmacy Council (PC) office, 
thought the initiative should commence at the iCHF 
district offices. The iCHF officials would be required to 
present the matter to the PC, which is in charge of all 
the ADDOs in the country. Once the idea was accepted 
by the PC, the iCHF official would again need to pre-
sent the plan for linking the two to the District Execu-
tive Director, who would forward the idea to the DMO. 
From the DMO, the matter would be presented back to 
the iCHF offices and the district pharmacist. The iCHF 
coordinator and the district pharmacist would need 
to approach ADDO owners, discuss and agree upon 
guidelines for the provision of services under the iCHF 

as well as the payment modalities, and sign a contract 
regarding iCHF service provision at ADDOs.

Another option for a district-based arrangement 
would be to use the district advisory committee meet-
ings as a platform. They are conducted twice a year 
under the auspices of the Regional Administrative Sec-
retary’s office; from there the idea would be passed on 
to the Regional Commissioner and then on to the Presi-
dent’s Office Regional Administration and Local Gov-
ernment (PO-RALG) for implementation.

Other district participants were of the view that link-
ing ADDOs with the iCHF should be an initiative that 
started at the village level and then move up to the dis-
trict level. It was said that the idea should first be dis-
cussed in village committee meetings, then raised to 
the ward level and then on to the councils, and later 
be presented to the district commissioner who would 
have the last say and could propose that the initiative 
be implemented in his/her district. This could then be 
concluded with contract arrangements between inter-
ested ADDOs and the respective iCHF offices in the 
districts.

ADDO owners and dispensers supported the modali-
ties presented above and added that outlet owners are 
among the important stakeholders regarding the initia-
tive of linking the iCHF with ADDOs. This was men-
tioned, because, in some districts, owners have their 
own associations and structures, and conduct regular 
meetings in this capacity. This means that if the initia-
tive is discussed within and blessed by the association, 
it would be more likely to succeed. For example, if the 
two are linked, the role of an ADDO owners’ associa-
tion would be to follow up with iCHF coordinators in 
case ADDOs who have served iCHF customers are not 
paid on time. While this applies to the situation in a 
city council, ADDO owners’ associations in rural dis-
tricts were reported to be weaker and thus not play a 
significant role in supporting such a link-up.

Probing more into the setup, study participants 
at national and council levels pointed out that link-
ing ADDOs with the iCHF should start with a limited 
number of ADDOs in the districts, namely, such with 
larger capital resources, an extensive range of medi-
cines, and a solid number of patients on daily basis. 
This is because ADDO owners are more likely to accept 
the price of medicine set by the iCHF if they frequently 
receive patients in their outlets, achieve profit on a daily 
basis, and can rely on frequent orders for medicines.

“It is important that we pilot this, I suggest that we 
first choose ADDOs that have substantial capital 
because this would mean a continuous provision 
of services to iCHF beneficiaries, even when reim-
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bursements from iCHF are delayed” (District CHF 
coordinator, Ifakara town council)

Some ADDO dispensers proposed that one ADDO 
in each ward should be linked with the iCHF to attain 
wider access to medicines. This was also supported by 
ADDO owners, maintaining that ADDOs have longer 
opening hours than health facilities, and once a patient 
has a prescription from a health facility, he/she can 
access ADDO services at their preferred time.

The study was interested in exploring the modal-
ity of payment to ADDOs willing to join the iCHF. 
District level participants, particularly coordinators, 
proposed that the process should follow existing proce-
dures as currently done between NHIF and ADDOs. It 
was said that ADDOs would need to list their monthly 
expenditure and submit it to an iCHF office. Once 
the documents are reviewed and found to be correct, 
the payment is carried out using the provided ADDO 
account. Among the concerns expressed by district offi-
cials to ensure a successful implementation of the plan 
is to make sure that ADDOs receive payment for ser-
vices provided to iCHF members on time.

“It may be a challenge in the beginning, but the 
important thing is for the ADDO dispenser to 
receive payment on time, even if it is only a small 
amount of money; it should be transferred to the 
ADDO owner’s account on time to ensure that he 
can run his business smoothly and continue serv-
ing clients with no hitches” (District health official, 
Malinyi)

Another consideration highlighted by iCHF district 
officials is the potential use of technology to link data 
of outlets with the iCHF digital system. This was said to 
improve transparency, monitor medicine dispensing at 
outlets, and smooth reimbursement processes.

The study explored envisioned roles for each stake-
holder involved in the linking of ADDOs with the iCHF. 
To ensure successful linkage and implementation, study 
participants reported playing various roles as follows;

• The iCHF district coordinators’ role would involve 
cross-checking with the ADDO dispensers to con-
firm whether the medicines dispensed to iCHF 
members were correct and in accordance with what 
is written in the prescriptions.

• The district pharmacist role would be to make sure 
that ADDO dispensers stock recommended medi-
cines and adhere to the premises and treatment 
standards.

• The ADDO owners and dispensers’ role would be 
to adhere to what is agreed upon in the contract 

between them and iCHF authorities and provide 
services according to what is expected of them.

• An iCHF supervisor was said to have the role of com-
municating with ADDO dispensers to understand 
the challenges they faced when attending to patients 
and trying to solve those challenges through com-
munity sensitization activities. They also envisioned 
communicating with iCHF beneficiaries and trying 
to understand and solve problems experienced by 
iCHF customers at the outlets.

All study participants emphasized that in all steps of 
initiating the link-ups, the following people/authorities 
should be involved: iCHF offices at district and national 
levels, district pharmacists, the Tanzania Food and Drug 
Authority, the Pharmacy Council, regional pharmacists, 
district medical officers, ADDO owners, ADDO own-
ers’ associations, lawyers, as well as ward and villages 
authorities. These were said to have the direct and indi-
rect responsibility of ensuring that the link-up was imple-
mented successfully.

Discussion
This study explored the potential, pitfalls, and modalities 
of linking the iCHF with ADDOs as a way of improving 
access to medicine and reducing out-of-pocket expendi-
ture by insurance beneficiaries. Inclusion of the private 
sector in the CHF was envisioned to complement the 
public sector’s efforts to improve access to medicine and 
care among CHF beneficiaries, beginning in 2001 [30–
32], but efforts in this direction remained limited. This 
study was triggered by the public demand for linking the 
iCHF with ADDOs, since “public primary health facilities 
prescribe medicines, ADDOs dispense them”, as a com-
mon saying goes.

Study participants acknowledged that the Jazia PVS 
has contributed toward an improvement in medicine 
availability at health facilities in the country. This find-
ing is well-supported by [14, 15], indicating an increase 
in the availability of tracer medicines (from an average 
of 69% in 2014 to 94% in 2018) at public health facilities 
in Dodoma, where the Jazia PVS was piloted. However, 
all stakeholder groups in our study reported that medi-
cine stock-outs are still common in public health facili-
ties. This finding tallies with results of a medicine audit 
assessment carried out in the same year as this study, 
showing that only 10 per cent of sampled primary health 
facilities had ten essential tracer medicines in stock for 
12 months in 2019 [33].

While there is clear evidence of medicine stock-outs in 
2019, community complaints on medicine shortages at 
health facilities may also reflect unrealistic expectations 
concerning iCHF benefit packages. This point was raised 
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by health facility staff and may be partially explained by 
iCHF communication strategies. In sensitization meet-
ings and even on the official website, people are told that 
CHF members “will have access to all medical services 
in accordance with the referral procedure at all levels of 
government service centers” (http:// www. chf- iliyo bores 
hwa. or. tz/ en/ chf- benefi t- packa ge). However, without a 
detailed explanation of the referral procedure, this state-
ment can easily lead to inflated expectations.

All stakeholder groups saw great potential in linking 
the iCHF with ADDOs. The Pharmacy Council viewed 
ADDOs as a useful platform to improve access to medi-
cine due to its wider coverage in the country, skilled 
dispensers, and the fact that some ADDOs are already 
linked with the NHIF. The incorporation of ADDOs as 
private drug outlets into the NHIF is well-elaborated by 
[20]. Already in 2000, stock-outs of medicines at public 
health facilities led to the inclusion of ADDOs into the 
NHIF, and since then, a number of ADDOs have been 
serving NHIF clients across the country, thus comple-
menting public health service provision.

The professional group (i-CHF coordinators, DMO, 
and health facility staff) thought that joining the two 
would improve their work environment, as community 
complaints regarding medicine stock-outs at health facil-
ities would decrease, and more members would join the 
scheme, resulting in an increased enrolment and a better 
functioning of the iCHF. As observed during the inter-
views, aspiration and personal commitment are key to 
ensure the success of initiatives. The town council iCHF 
coordinator was aware of the links between the NHIF and 
pharmacies/ADDOs and tried to spearhead similar initi-
atives by linking the iCHF with private health facilities in 
her council to increase service coverage. ADDO owners, 
dispensers, enrolment officers as well as active and inac-
tive iCHF beneficiaries expressed the potential of linking 
the iCHF with ADDOs for the sake of improving access 
to medicine and complementary services at public health 
facilities. iCHF enrolment officers in particular expressed 
how the affiliation could financially benefit them but also 
increase community enrolment in the scheme.

While acknowledging the importance of linking the 
iCHF with ADDOs, study participants also highlighted 
some of the pitfalls of such an arrangement. Leaders at 
the national level pointed out the recent investments 
made in establishing the Jazia PVS. Piloting and scaling 
up the prime vendor model presented many organiza-
tional challenges, both to implementers and to the health 
workforce [14]. This is of course also true of the iCHF. To 
integrate the ADDO programme would require an addi-
tional, concerted effort, but it could build on the expe-
rience of the Jazia PVS initiative and the linking of the 
NHIF and ADDOs.

A second pitfall identified in this study refers to the 
different pricing mechanisms for medicines between 
the iCHF and ADDOs. Unlike the NHIF, the iCHF uses 
a capitation rather than a fee-for-service reimbursement 
model. Moreover, ADDOs charge higher prices than 
public health facilities, because they are operating on a 
profit basis. The price difference was also mentioned as 
a barrier for a successful affiliation of ADDOs and the 
NHIF, since ADDO owners considered NHIF prices 
being below the market price and feared ending up dis-
pensing medicines on a loss basis [20]. Related to this is 
the limited list of medicines ADDOs are allowed to sell. 
According to district pharmacists, this list has not been 
updated since 2015 and no longer complies with the 
standard treatment guidelines. ADDOs can thus only 
supplement a limited range of medicines if they are out 
of stock at primary health facilities [20], but even so they 
provide a valuable back-up service [12, 34].

A third pitfall pointed out by study participants were 
inadequate digital skills. The iCHF uses the IMIS as a 
special digital health solution to facilitate transactions, 
linking customers through the iCHF administration 
with public health care facilities [35]. From a technologi-
cal point of view, private health care providers including 
ADDOs can be easily integrated into the IMIS, but if they 
are not sufficiently trained and supervised, this may cause 
practical problems, as past experiences of iCHF coordi-
nators have shown. As discussed by Obrist et al. (in pro-
gress), aspirations toward the use of digital tools may not 
translate into practice. Private health facilities linked to 
the iCHF in one of the study districts did not, although 
trained, use scanners to identify active beneficiaries 
before providing service, something that contributed to 
misunderstandings and breaches of contract between 
the two parties. Moreover, although not mentioned by 
study participants, the use of electronic health records 
(i.e., personal data) for purchasing-related tasks, such as 
claims management and other analytics, raises questions 
as to data security and data protection based on legisla-
tion and informed consent [36].

Further pitfalls not mentioned in our study are fraud 
and medicine safety. As discussed in the study by [20], 
health facility staff may pretend that a medicine is out of 
stock and refer patients to drug retail outlets they own 
or collaborate with, or dispensers in health facilities or 
ADDOs may make errors when issuing prescriptions.

Village and district-based modalities were mentioned 
as a potential to ensure that the link-up of iCHF and 
ADDOs happens. Leveraging the experiences of linkage 
between the iCHF and private health facilities, NHIF and 
private retail outlets, and particularly the use of contrac-
tual agreements, all study stakeholders acknowledged the 
necessity of linking iCHF with ADDOs. Private health 

http://www.chf-iliyoboreshwa.or.tz/en/chf-benefit-package
http://www.chf-iliyoboreshwa.or.tz/en/chf-benefit-package
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facilities providing services to iCHF clients were reported 
to have signed binding agreements between the two par-
ties. Among other things, the agreements spell out the 
various services iCHF beneficiaries are entitled to at the 
respective health facilities, but also the steps that health 
facilities need to take before offering services to clients. 
Learning from the contractual agreements between 
ADDO and the NHIF, national standard treatment guide-
lines are part of the contractual agreement, ensuring 
proper payment modalities between the two parties [20]. 
Similar approaches are emphasized by [37], highlighting 
the relevance of service agreements between public and 
private providers as a way of complementing and improv-
ing access to health services.

Based on stakeholders’ views and ongoing medi-
cine stock-out challenges at health facilities, this study 
sees high potential for joining iCHF and drug outlets 
to improve the availability of medicine among scheme 
beneficiaries and increase iCHF coverage. Study partici-
pants at all levels, enrolment officers, active and inactive 
iCHF beneficiaries all acknowledged the relevance of 
ADDOs in increasing access to medicine, envisioning 
more enrolment if the scheme is linked with the drug 
outlets. ADDOs have been recognized for their value 
in improving access to essential medicine, particularly 
in underserved areas [17, 38], where the majority of 
CHF beneficiaries live. The iCHF has great potential to 
improve coverage by incorporating ADDOs in service 
provision [20].

The feasible modality for linking up the iCHF and 
ADDO as suggested by a majority of study participants is 
for the process to start at district/council offices. Respon-
sible iCHF officials need to define criteria for ADDOs 
interested in joining the scheme and present the plan to 
the Pharmacy Council before involving other authorities 
at district level to authorize the plan. Learning from the 
experiences of linking up retail outlets and NHIF [20], 
there is need to form an iCHF accreditation commit-
tee at district level to defines requirements for ADDOs 
interested in joining the insurance scheme. There should 
also be contracts and agreements between iCHF district 
offices and ADDOs that define, among other things, 
guidelines for services provision and reimbursement 
modalities, and pilot the initiative with a few ADDOs, 
generate learning experiences and assess the feasibility of 
the approach.

Some of the key pitfalls when joining the two schemes, 
particularly the price of medicines at ADDOs, could be 
mitigated by leveraging the experience of retail out-
lets and NHIF, respective district officials set medicine 
reimbursement per market survey, and an assessment of 
other relevant criteria [20] to allow ADDOs to operate 
on a profit basis. Such an initiative requires a proactive 

approach and commitment, acknowledging that a similar 
modality of linking the iCHF with private health facilities 
in one of the study districts was initiated by the respec-
tive district officials. The Tanzania Medicine and Medi-
cal Device Authority (TMDA), which oversees ADDO 
operations in the country, does not have a scheduled plan 
to update a list of medicines at ADDOs, bring together 
TMDA, iCHF authorities, and the Pharmacy Council, 
and to establish a plan around regular updates of lists of 
medicines at retail outlets that could improve access to 
medicines for insurance beneficiaries [20].

The Tanzania digital health strategy 2019–2024 [39] 
embraces the application of digital health technologies to 
improve the quality of care and management of human 
and financial resources. A successful linking of the iCHF 
with the ADDO scheme would require the use of digital 
technologies and the Insurance Management Informa-
tion System (IMIS) to improve communication between 
the two parties, track health facility medicine stocks, and 
prescription practices [20].

Conclusions
The iCHF has never been able to fully resolve the prob-
lem of low engagement owing to frequent medicine stock 
outs at health facilities. While the Jazia PVS initiative has 
improved the situation of medicine availability at health 
facilities, stock-outs are still common. As the government 
of Tanzania is moving toward the Single National Health 
Insurance Fund, there is a great opportunity to link the 
iCHF with ADDOs to ensure broad access to medicine, 
considering the widespread presence of ADDOs in the 
country. District health teams, particularly iCHF coordi-
nators, have a crucial role to initiate the link-up by pilot-
ing an approach with a few selected ADDOs. The Jazia 
PVS and NHIF/private retail outlet linkage provides a 
good and informative model of joining ADDOs with the 
iCHF. These findings are of more general relevance for 
expanding public–private partnerships in health insur-
ance schemes in low- and middle-income countries.

Abbreviations
ADDO: Accredited Drug Dispensing Outlets; CHF: Community Health Fund; 
iCHF: Improved Community Health Fund; MHI: Micro Health Insurance; NHIF: 
National Health Insurance Fund; PVS: Prime Vendor System.

Acknowledgements
The authors wish to thank all study participants who took part in this study, 
from village to national level. We also acknowledge the support of KV-
HELP staff who assisted in introducing the study team to the various study 
participants.

Author contributions
AD participated in the supervision of the data collection, analysed the data, 
drafted and finalized the manuscript. VS, IM, and MR contributed to the study 
design, data collection, and discussion of the manuscript. AK participated in 
the design of the study and contributed to the manuscript. BO contributed to 



Page 11 of 12Dillip et al. Journal of Pharmaceutical Policy and Practice          (2022) 15:106  

the design of the study, data analyses, coordination of the study, and drafting 
and discussion of the manuscript. All authors read and approved the final 
manuscript.

Funding
This study was funded by the Swiss National Science Foundation.

Availability of data and materials
Copies of the interview guides, transcripts, and audio data are available from 
the first author.

Declarations

Ethics approval and consent to participate
Ethical clearance was sought from the National Institute for Medical Research, 
(NIMR/HQ/R.8a/Vol. IX/2482). District authorities, where data collection took 
place were informed through formal letters and phone calls. An informa-
tion sheet about the study was drawn up in Kiswahili, explaining the study 
rationale, the participant’s rights and access to data. Written consent was 
obtained from participants prior to the interview. Measures were taken to 
ensure privacy, respect, and dignity of all participants as indicated in the study 
information sheet.

Consent for publication
Consent for publication was obtained from the study participants through 
signed consent forms and the Tanzania National Institute for Medical Research.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Apotheker Consultancy (T) Limited, Health Access Initiative, Dar es Salaam, 
Tanzania. 2 Department of Public Health, St Francis University College of Health 
and Allied Sciences, Ifakara, Tanzania. 3 Kilombero Valley Health and Livelihood 
Promotion, Ifakara, Tanzania. 4 Social Science Department, University of Basel, 
Basel, Switzerland. 5 Anthropology Unit, University of Dar es Salaam, Dar es 
Salaam, Tanzania. 

Received: 16 March 2022   Accepted: 17 December 2022

References
 1. Habib SS, Perveen S, Khuwaja HMA. The role of micro health insurance in 

providing financial risk protection in developing countries—a systematic 
review. BMC Public Health. 2016;16(1):281. https:// doi. org/ 10. 1186/ 
s12889- 016- 2937-9.

 2. Rösner HJ, Leppert G, Ouedraogo L-M, Degens P. Handbook of Micro 
Health Insurance in Africa. LIT Verlag Münster; 2012, p. 457. https:// play. 
google. com/ store/ books/ detai ls? id= 73tUO z0sAz 4C.

 3. Macha J, Harris B, Garshong B, Ataguba JE, Akazili J, Kuwawenaruwa A, 
et al. Factors influencing the burden of health care financing and the 
distribution of health care benefits in Ghana, Tanzania and South Africa. 
Health Policy Plan. 2012. https:// doi. org/ 10. 1093/ heapol/ czs024.

 4. Mtei G, Mulligan J, Others. Community health funds in Tanzania: a litera-
ture review. Ifakara Health Research and Development Centre, Ifakara. 
2007; http:// www. crehs. lshtm. ac. uk/ downl oads/ publi catio ns/ Commu 
nity% 20hea lth% 20fun ds% 20in% 20Tan zania. pdf.

 5. Borghi J, Maluka S, Kuwawenaruwa A, Makawia S, Tantau J, Mtei G, et al. 
Promoting universal financial protection: a case study of new manage-
ment of community health insurance in Tanzania. Health Res Policy Syst. 
2013. https:// doi. org/ 10. 1186/ 1478- 4505- 11- 21.

 6. Kamuzora P, Gilson L. Factors influencing implementation of the Com-
munity Health Fund in Tanzania. Health Policy Plan. 2007. https:// doi. org/ 
10. 1093/ heapol/ czm001.

 7. Stoermer M, Radermacher R, Vanderhyden M. Transforming community 
health funds in Tanzania into viable social health insurance schemes : the 
challenges ahead. Bull/Medicus Mundi Schweiz. 2011;20:22–8.

 8. Mtei GJ, Mulligan J-A, Palmer N, Kamuzora P, Ally M, Mills A. An Assess-
ment of the Health Financing System in Tanzania: Implications for Equity 
and Social Health Insurance: Report on Shield Work Package 1. 2007. 
https:// papers. ssrn. com/ abstr act- 993421. Accessed 21 Oct 2021.

 9. Kalolo A, Radermacher R, Stoermer M, Meshack M, De Allegri M. Factors 
affecting adoption, implementation fidelity, and sustainability of the 
Redesigned Community Health Fund in Tanzania: a mixed methods pro-
tocol for process evaluation in the Dodoma region. Glob Health Action. 
2015;15(8):29648. https:// doi. org/ 10. 3402/ gha. v8. 29648.

 10. Kapologwe NA, Kagaruki GB, Kalolo A, Ally M, Shao A, Meshack M, et al. 
Barriers and facilitators to enrollment and re-enrollment into the commu-
nity health funds/Tiba Kwa Kadi (CHF/TIKA) in Tanzania: a cross-sectional 
inquiry on the effects of socio-demographic factors and social marketing 
strategies. BMC Health Serv Res. 2017;17(1):308. https:// doi. org/ 10. 1186/ 
s12913- 017- 2250-z.

 11. Renggli S, Mayumana I, Mshana C, Mboya D, Kessy F, Tediosi F, et al. Look-
ing at the bigger picture: how the wider health financing context affects 
the implementation of the Tanzanian Community Health Funds. Health 
Policy Plan. 2019. https:// doi. org/ 10. 1093/ heapol/ czy091.

 12. Kalolo A, Gautier L, Radermacher R, Stoermer M, Jahn A, Meshack M, 
et al. Implementation of the redesigned Community Health Fund in the 
Dodoma region of Tanzania: a qualitative study of views from rural com-
munities. Int J Health Plann Manage. 2018;33(1):121–35. https:// doi. org/ 
10. 1002/ hpm. 2403.

 13. Swiss-Tanzania cooperation: Health Promotion and System Strengthen-
ing project (HPSS). https:// issuu. com/ commu nicat ions. swiss tph/ docs/ 
hpss_ broch ure. Accessed 22 Oct 2021.

 14. Wiedenmayer K, Mbwasi R, Mfuko W, Mpuya E, Charles J, Chilunda F, 
et al. Jazia prime vendor system- a public-private partnership to improve 
medicine availability in Tanzania: from pilot to scale. J Pharm Policy Pract. 
2019. https:// doi. org/ 10. 1186/ s40545- 019- 0163-4.

 15. Kuwawenaruwa A, Tediosi F, Obrist B, Metta E, Chiluda F, Wiedenmayer K, 
et al. The role of accountability in the performance of Jazia prime vendor 
system in Tanzania. J Pharm Policy Pract. 2020;13(1):25. https:// doi. org/ 10. 
1186/ s40545- 020- 00220-8.

 16. Tanzania Food and Drugs Authority (TFDA). Guidelines for establishing 
and operating accredited drug dispensing outlets. Dar es Salaam: TFDA; 
2009.

 17. Rutta E, Liana J, Embrey M, Johnson K, Kimatta S, Valimba R, et al. Accred-
iting retail drug shops to strengthen Tanzania’s public health system: an 
ADDO case study. J Pharm Policy Pract. 2015. https:// doi. org/ 10. 1186/ 
s40545- 015- 0044-4.

 18. Dillip A, Embrey M, Shekalaghe E, Ross-Degnan D, Vialle-Valentin C, 
Kimatta S, et al. What motivates antibiotic dispensing in accredited drug 
dispensing outlets in Tanzania? A qualitative study. Antimicrob Resist 
Infect Control. 2015. https:// doi. org/ 10. 1186/ s13756- 015- 0073-4.

 19. Embrey M, Vialle-Valentin C, Dillip A, Kihiyo B, Mbwasi R, Semali IA, 
et al. Understanding the role of accredited drug dispensing outlets in 
Tanzania’s health system. PLoS ONE. 2016. https:// doi. org/ 10. 1371/ journ 
al. pone. 01643 32.

 20. Embrey M, Mbwasi R, Shekalaghe E, Liana J, Kimatta S, Ignace G, et al. 
National Health Insurance Fund’s relationship to retail drug outlets: a 
Tanzania case study. J Pharm Policy Pract. 2021;14(1):21. https:// doi. org/ 
10. 1186/ s40545- 021- 00303-0.

 21. Lagomarsino G, Garabrant A, Adyas A, Muga R, Otoo N. Moving towards 
universal health coverage: health insurance reforms in nine developing 
countries in Africa and Asia. Lancet. 2012;380(9845):933–43. https:// doi. 
org/ 10. 1016/ S0140- 6736(12) 61147-7.

 22. Shah NM, Brieger WR, Peters DH. Can interventions improve health 
services from informal private providers in low and middle-income 
countries?: a comprehensive review of the literature. Health Policy Plan. 
2011;26(4):275–87. https:// doi. org/ 10. 1093/ heapol/ czq074.

 23. Maluka S. Contracting out non-state providers to provide primary health-
care services in Tanzania: perceptions of stakeholders. Int J Health Policy 
Manag. 2018. https:// doi. org/ 10. 15171/ ijhpm. 2018. 46.

 24. Ministry Of Health, Community Development, Gender, Elderly and 
Children. Improved CHF Design Document. MOHCDGEC. Dar es Salaam: 
Government of Tanzania; 2018.

 25. Mamdani M, Kweka H, Binyaruka P, Ramesh M, Kapologwe N, Hutchinson 
E, et al. Strengthening accountability for better health outcomes through 
understanding health-system bottlenecks: insights from Tanzania. 2018. 

https://doi.org/10.1186/s12889-016-2937-9
https://doi.org/10.1186/s12889-016-2937-9
https://play.google.com/store/books/details?id=73tUOz0sAz4C
https://play.google.com/store/books/details?id=73tUOz0sAz4C
https://doi.org/10.1093/heapol/czs024
http://www.crehs.lshtm.ac.uk/downloads/publications/Community%20health%20funds%20in%20Tanzania.pdf
http://www.crehs.lshtm.ac.uk/downloads/publications/Community%20health%20funds%20in%20Tanzania.pdf
https://doi.org/10.1186/1478-4505-11-21
https://doi.org/10.1093/heapol/czm001
https://doi.org/10.1093/heapol/czm001
https://papers.ssrn.com/abstract-993421
https://doi.org/10.3402/gha.v8.29648
https://doi.org/10.1186/s12913-017-2250-z
https://doi.org/10.1186/s12913-017-2250-z
https://doi.org/10.1093/heapol/czy091
https://doi.org/10.1002/hpm.2403
https://doi.org/10.1002/hpm.2403
https://issuu.com/communications.swisstph/docs/hpss_brochure
https://issuu.com/communications.swisstph/docs/hpss_brochure
https://doi.org/10.1186/s40545-019-0163-4
https://doi.org/10.1186/s40545-020-00220-8
https://doi.org/10.1186/s40545-020-00220-8
https://doi.org/10.1186/s40545-015-0044-4
https://doi.org/10.1186/s40545-015-0044-4
https://doi.org/10.1186/s13756-015-0073-4
https://doi.org/10.1371/journal.pone.0164332
https://doi.org/10.1371/journal.pone.0164332
https://doi.org/10.1186/s40545-021-00303-0
https://doi.org/10.1186/s40545-021-00303-0
https://doi.org/10.1016/S0140-6736(12)61147-7
https://doi.org/10.1016/S0140-6736(12)61147-7
https://doi.org/10.1093/heapol/czq074
https://doi.org/10.15171/ijhpm.2018.46


Page 12 of 12Dillip et al. Journal of Pharmaceutical Policy and Practice          (2022) 15:106 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

https:// resea rchon line. lshtm. ac. uk/ id/ eprint/ 46599 09/. Accessed 21 Oct 
2021.

 26. Strauss A, Corbin J. Grounded theory methodology: An overview. In: Den-
zin NK, editor. Handbook of qualitative research. 1994, p. 273–85. https:// 
psycn et. apa. org/ fullt ext/ 1994- 98625- 016. pdf.

 27. Obrist. Toward digital participation? The work of aspiration in improving 
the Community Health Fund in Tanzania.

 28. Cupchik G. Constructivist realism: An ontology that encompasses 
positivist and constructivist approaches to the social sciences. In: Forum 
Qualitative Sozialforschung/Forum: Qualitative Social Research. 2001. 
https:// www. quali tative- resea rch. net/ index. php/ fqs/ artic le/ view/ 968/ 
2112% 26amp% 3Bgt% 3B. Acesso.

 29. Tuckett AG. Qualitative research sampling: the very real complexities. 
Nurse Res. 2004;12(1):47–61. https:// doi. org/ 10. 7748/ nr2004. 07. 12.1. 47. 
c5930.

 30. Shirima RM. The community health fund in Tanzania. In: Sustainable 
Health Care Financing in Southern Africa Papers From an EDI Health 
Policy Seminar Held in Johannesburg, South Africa, June 1996. 1996. p. 
109–16.

 31. Munishi G. Constraints to scaling up health interventions: Country case 
study: Tanzania. CMH Working Paper Series No. WG5: 16; 2001.

 32. United Republic of Tanzania 2001, The community Health Fund Act, 2001. 
Dar es Salaam: Clecky of the National Assembly,Government Printer; 
2001.

 33. United Republic of Tanzania. Independent Verification of Health Service 
Results Supported by the Health Basket Fund and the Strengthening of 
Primary Health Care for Results Programme for 2019/2020. Ministry of 
Finance and Planning Internal Auditor General’s Division; 2020.

 34. Maluka S, Asantemungu R. An assessment of the implementation of 
the re-structured community health fund in Gairo District in Tanzania. 
Research Square. Research Square; 2020. https:// www. resea rchsq uare. 
com/ artic le/ rs- 126142/ latest. pdf.

 35. Cooperation ST. Achieving Universal Health Coverage (UHC). https:// 
issuu. com/ commu nicat ions. swiss tph/ docs/ hpss_ broch ure_ achie ving_ 
unive rsal_ health.

 36. Olu O, Muneene D, Bataringaya JE, Nahimana M-R, Ba H, Turgeon Y, et al. 
How can digital health technologies contribute to sustainable attainment 
of universal health coverage in Africa? A perspective. Front Public Health. 
2019;15:7. https:// doi. org/ 10. 3389/ fpubh. 2019. 00341.

 37. Maluka S, Chitama D, Dungumaro E, Masawe C, Rao K, Shroff Z. Contract-
ing-out primary health care services in Tanzania towards UHC: how policy 
processes and context influence policy design and implementation. Int J 
Equity Health. 2018. https:// doi. org/ 10. 1186/ s12939- 018- 0835-8.

 38. Chalker JC, Vialle-Valentin C, Liana J, Mbwasi R, Semali IA, Kihiyo B, 
et al. What roles do accredited drug dispensing outlets in Tanzania 
play in facilitating access to antimicrobials? Results of a multi-method 
analysis. Antimicrob Resist Infect Control. 2015. https:// doi. org/ 10. 1186/ 
s13756- 015- 0075-2.

 39. Ministry of Health, Community Development, Gender, Elderly and Chil-
dren (MoHCDGEC). Digital Health Strategy. 2019–2024.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://researchonline.lshtm.ac.uk/id/eprint/4659909/
https://psycnet.apa.org/fulltext/1994-98625-016.pdf
https://psycnet.apa.org/fulltext/1994-98625-016.pdf
https://www.qualitative-research.net/index.php/fqs/article/view/968/2112%26amp%3Bgt%3B.Acesso
https://www.qualitative-research.net/index.php/fqs/article/view/968/2112%26amp%3Bgt%3B.Acesso
https://doi.org/10.7748/nr2004.07.12.1.47.c5930
https://doi.org/10.7748/nr2004.07.12.1.47.c5930
https://www.researchsquare.com/article/rs-126142/latest.pdf
https://www.researchsquare.com/article/rs-126142/latest.pdf
https://issuu.com/communications.swisstph/docs/hpss_brochure_achieving_universal_health
https://issuu.com/communications.swisstph/docs/hpss_brochure_achieving_universal_health
https://issuu.com/communications.swisstph/docs/hpss_brochure_achieving_universal_health
https://doi.org/10.3389/fpubh.2019.00341
https://doi.org/10.1186/s12939-018-0835-8
https://doi.org/10.1186/s13756-015-0075-2
https://doi.org/10.1186/s13756-015-0075-2

	Linking the Community Health Fund with Accredited Drug Dispensing Outlets in Tanzania: exploring potentials, pitfalls, and modalities
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Study area
	Research team and reflexivity
	Study design and sampling
	Data collection procedures
	Data management and analysis
	Findings
	Medicine availability at health facilities and the need to link iCHF and ADDO
	Potentials for linking ADDOs with the iCHF
	Pitfalls of linking the iCHF with ADDOs
	Potential modalities for linking ADDOs with the iCHF

	Discussion
	Conclusions
	Acknowledgements
	References


