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Abstract 

This study analysed co-operative members’ willingness to pay (WTP) for health insurance. The social capital theory 
was adopted to analyse the mediation role of trust issues on other variables determining co-operative members’ WTP 
for health insurance. A single Contingent Valuation Method (CVM) was used to elicit and estimate the amount co-
operative members that were willing to pay for health insurance. The Partial Least Square Structural Equation Mod-
elling (PLS-SEM) was used to analyse variables affecting co-operative members’ WTP for health insurance. Findings 
indicated that most co-operative members were willing to pay for health insurance. Further, except for price, trust 
issues fully and partially mediate quality attributes and access criteria, respectively, when it comes to WTP for health 
insurance. Firm trust is required among co-operators, management, health insurers, and health facilities in order to 
increase WTP for health insurance among co-operative members.
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Introduction
Globally, health insurance is financed either by the gov-
ernment or individuals or sometimes by both [62]. Con-
ventionally, health insurance financed by the government 
aims at maximising social welfare and ensuring equity 
in utilising healthcare services [62, 95]. However, such 
governments’ goals are constrained by inadequate fiscal 
space for health and priority gaps [96, 98]. This forces 

individuals to look for alternative health insurance 
financing strategies to fill gaps left by the government. 
Individuals often opt for private health insurance or out-
of-pocket expenditure to finance their healthcare needs. 
However, Balqis-Ali et  al. [10] and Sekhri and Savedoff 
[80] posit that inequalities characterise private health 
insurance strategies available for individuals and, in most 
cases, increase exclusions gaps.

As a result of the above handicaps in health insurance 
financing, more than 50% of the global health expendi-
ture, which amounts to more than USD 7.3 trillion annu-
ally, is from out-of-pocket [96]. This is not preferred as 
high out-of-pocket expenditures result in financial hard-
ship, causing millions of individuals, particularly those 
in the informal sector, to receive incomplete cures and 
give up on needed health care. Also, most individuals are 
pushed into extreme poverty and death [6, 34, 93]. Any 
government does not desire this situation. Thus, govern-
ments worldwide have been trying to implement initia-
tives to reduce out-of-pocket expenditures and increase 
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the number of individuals with health insurance [6, 
41]. One  of recommended initiative involves co-opting 
member-based organisations such as co-operatives to 
supplement government initiatives to accelerate health 
insurance financing across populations.

Co-operative institutions have been regarded as a 
platform  for all aspects of development throughout the 
globe [40]. These institutions play a significant role in 
poverty reduction strategies in such aspects as financial 
inclusion, education and training, agriculture, and social 
protection, among others [15, 57, 94]. Within this con-
text, co-operative institutions also stem as one of the key 
players in facilitating and accelerating health insurance 
coverage for most individuals [41, 42]. The literature, 
including Seudiband and Amadu [81] and Bastagli [12], 
shows that the formation and operations of co-operatives 
accommodate and offer access to social health insurance 
to individuals neglected and denied by other formal insti-
tutions. Hence, countries across the globe are sensitising 
people to willingly subscribe to health insurance under 
co-operative institutions to mitigate health challenges 
and their related costs in an attempt to attain universal 
health insurance coverage [6, 41, 98]. Yet, the response is 
still low in most developing economies, most populations 
are not utilising health insurance services. This necessi-
tates finding why individuals are not willingly paying or 
subscribing to health insurance initiatives, particularly 
the voluntary health insurance schemes operated in co-
operative institutions.

In Tanzania, the government, through the National 
Health Insurance Fund (NHIF), created a unique vol-
untary health insurance scheme for co-operative 
members, namely “Ushirika Afya” in Kiswahili. The 
“Ushirika Afya” is a voluntary health insurance scheme 
designed to serve co-operative members who have no 
formal and conventional access to health insurance 
[90]. For other individuals employed in the formal sec-
tor, health insurance is mandatory for all workers. Pre-
miums are remitted directly to insurance schemes or 
companies as employers deduct from their salaries [41]. 
The “Ushirika Afya” scheme was primarily designed 
for workers in the agricultural sector to serve mem-
bers of agricultural and marketing co-operative socie-
ties (AMCOS). However, members of other forms of 
co-operatives can also join the scheme. “Ushirika Afya” 
acts as a supplementary scheme for co-operative mem-
bers employed in the formal sector and has a statutory 
health insurance cover. Therefore, the “Ushirika Afya” 
scheme has become one of the best platform for health 
insurance inclusion for individuals statutorily excluded 
from accessing health insurance. While the scheme 
plays an essential role in facilitating health insur-
ance, there have been limited empirical investigations 

showing the extent to which co-operative members and 
other individuals have utilised such a platform and will-
ingly paid for it.

Health insurance under the “Ushirika Afya” scheme 
is relatively cheaper than other schemes. Under this 
scheme, each co-operative member and their spouse vol-
untarily pay an annual premium of TZS 76,800/- (approx-
imately USD 33) and TZS 50,400/-(approximately USD 
22) for children under the age of 21 years. Also, banks in 
Tanzania, such as NMB Bank PLC, CRDB Bank PLC, and 
Tanzania Commercial Bank (TCB), offer free-interest 
health insurance loans to co-operative members to cover 
the above-stated premium costs. This is an opportunity 
for most individuals, particularly co-operative members, 
to increase enrolment in the scheme to expand health 
insurance coverage in Tanzania. Yet, large segments of 
the population, including co-operative members, still 
use out-of-pocket expenditures to address health needs 
[48, 87]. Statistics show that only 32% of individuals have 
been accessing health insurance services in the country 
by 2019, whereby the NHIF covered 8%, while 23% by 
Community Health Fund (CHF) and the remaining (1%) 
by private insurers [31, 91, 48]. However, statistics in 
2022 indicate that the total Tanzania population covered 
by health insurance declined to about 15%, of which CHF 
coverage decreased to about 5.4%, and NHIF remained 
at 8%. In contrast, private insurers increased coverage to 
about 2% [91]. This leaves about 85% of Tanzania’s popu-
lation without health insurance coverage [92]. This has 
led to challenges such as partial treatment, postponed 
medical care, and catastrophic health expenditure in case 
of illness and health eventualities [6, 92, 93]. The ques-
tion under this situation is whether the opportunities 
presented in the “Ushirika Afya” scheme have stimulated 
willingness to pay for health insurance among co-opera-
tive members.

Since it is a voluntary scheme, willingness to pay for 
“Ushirika Afya” depends on the evaluated participation 
benefits among co-operative members. Also, as the rea-
sons for the low willingness to pay for the mentioned 
scheme are unknown, recent evidence suggests that the 
quality of services, access criteria, and pricing are likely 
to be among the cause [6, 7, 18, 45, 59, 93]. Additionally, 
Campbell [16], Fenenga et  al. [33], and Shan et  al. [82] 
suggest that how individuals trust the actors involved in 
the health insurance scheme can dictate and control their 
relationships and abilities in actions concerning willing-
ness to pay for health insurance. So far, however, there is 
little discussion on whether quality attributes, price and 
access criteria relating to health insurance services affect 
co-operative members’ willingness to pay for health 
insurance, “Ushirika Afya” in particular.
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Moreover, the social capital theory postulate that trust 
issues can intervene and jeopardise individuals’ effec-
tive decision-making regarding taking part willingly in 
various community interventions, particularly health 
insurance. However, whether trust issues intervene in co-
operative members’ willingness to pay for health insur-
ance given the presence of other factors (in this case, 
price, quality attributes and access criteria) is yet to be 
studied. In this regard, a need emerges to undertake this 
study on co-operative members’ willingness to pay for the 
health insurance scheme designed for them. This study 
findings are expected to bring new understanding to the 
scheme designers on areas for improvement and add to 
the body of knowledge in health insurance operations. 
This will significantly contribute towards issues that 
limit the realisation of universal health insurance cover-
age in Tanzania. Otherwise, the scheme will slowly incur 
natural death for not achieving the desired outcomes and 
leave the targeted group uncovered with health insur-
ance. Hence, unimproved health, low level of production 
among co-operators and subsequently country’s under-
development in all aspects.

Literature review
Willingness to pay for health insurance
Willingness to pay for health insurance is a proxy meas-
ure of cost–benefit trade-offs and hence, a significant 
factor for variations in using health services across popu-
lations [35]. Researchers have investigated contributing 
factors that pose challenges for willingness to pay for 
health insurance schemes to most individuals to avoid 
out-of-pocket expenses for their health needs. Miti et al. 
[59] and Amani et al. [6] believe that price is among the 
key factors preventing individuals’ willingness to pay for 
health insurance. In health insurance literature, price 
connotes the premium the insured should pay the insurer 
(insurance company) to be covered [6]. From the basic 
principle of demand and supply, other things remain-
ing constant, the higher the price, the lower the quan-
tity demanded, and vice versa. Therefore, as the amount 
of money one needs to pay for insurance premiums 
increases, the willingness to pay for those individuals 
decreases [44, 59].

Moreover, studies such as Arkorful et al. [7], Pahlevan 
Sharif et al. [66], Ebrahim et al. [29], Minyihun et al. [58], 
Biggeri et al. [13], Lee [53], Dror et al. [26], Panda et al. 
[67] and Adebayo et  al. [1] argue that quality attributes 
for both insurers and health facilities affect willingness 
to pay for health insurance among individuals. Quality 
is considered to be the efforts by health insurers to pre-
serve health and, in case of sickness or injury, to revive 
health safely and efficiently through the work of health 
care experts, institutions, and combined delivery systems 

[26, 53]. In line with that, Biggeri et al. [13] and Adebayo 
et  al. [1] believe that quality should be guaranteed and 
effectively met in accepted standards for health insurance 
to be efficient. This means quality is positively related to 
willingness to pay for health services, particularly health 
insurance [7, 29, 66]. Impliedly, higher quality of health 
facilities and insurance providers increases individuals’ 
willingness to pay for health insurance. Higher quality 
services increase individuals’ confidence in the service 
received and health assurance in case of illness.

Likewise, studies by Chiwire et al. [21], Ebrahim et al. 
[29], Duku et  al. [28], and Kusi et  al. [52] asserts that 
access is another factor that is likely to influence an 
individual’s willingness to pay for health insurance. For 
Duku et  al. [28], access is attributed to equity and easi-
ness among individuals in getting health and health care 
services as reflected in such aspects as location and dis-
tance of health facilities. Similarly, Kusi et  al. [52] add 
that access is reflected in such terms as finding compe-
tent healthcare providers willing and able to serve indi-
viduals in a near and convenient locality. This is to say, as 
more individuals are given and open to access to health 
facilities, they will likely increase their willingness to pay 
for health insurance [21, 29]. Thus, any deprivation and 
barriers to access to health facilities for insured and unin-
sured individuals may result in less willingness to pay for 
health insurance. This is because access barriers prevent 
individuals from effectively managing and taking charge 
of their health and well-being.

However, other studies such as Arkorful et  al. [7], 
Chiwire et al. [21], Miti et al. [59], Amani et al. [6], and 
Minyihun et  al. [58] mentioning just a few assumed 
uninterrupted relationships between price, quality and 
access among others as to willingness to pay for health 
insurance. These studies claimed a linear and direct 
relationship exists between price, quality, and access 
as to willingness to pay for health insurance. This claim 
seems inadequate since the process through which these 
variables affect willingness to pay for health insurance 
might be interrupted by other variables. There is a need 
to introduce an intermediating variable to explain the 
relationship among these variables better [99]. Thus, this 
study introduces trust issues as a mediator variable to 
explain this relationship.

Also,  the literature reveals that trust is likely to medi-
ate other factors regarding individuals’ willingness to 
pay for health insurance [5, 34, 70, 99]. This indicates 
that trust forms the basis for measuring perceived infor-
mation, acts, and dealings. Also, Sutter and Kocher [84] 
claim that trust determines information’s worthiness and 
truthiness in making and shaping individuals’ decisions. 
Therefore, it is common to understand that trust guides 
decisions to pay for health insurance willingly. Similarly, 
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trust between and among individuals, systems, institu-
tions, and the service receiver is the key to successful 
intervention, particularly in health insurance [36, 55, 77].

A great deal of previous research into health insur-
ance has focused on individuals stating the link between 
price, quality of services, access criteria, and trust on 
willingness to pay for it. The extent to which this link 
holds among co-operative members regarding health 
insurance, “Ushirika Afya” in particular is still unclear. 
To establish such clarity, this study chains to this area of 
research by analysing co-operative members’ willingness 
to pay for health insurance.

Theoretical framework of the study
The social capital theory
This study is governed by the social capital theory (SCT). 
Proponents of the SCT argue that elements of social con-
nection and ties govern interactions and provide genera-
tive benefits among individuals, groups, and community 
members [22, 73, 74, 78, 83]. Such interactions can be 
affected by such elements as the level of trust, solidar-
ity, and reciprocity amongst individuals within the group 
or community [61, 74]. These elements dictate bonding 
and regulate one’s capabilities for decision-making and 
participation in social issues for equitable enjoyment of 
expected benefits [25, 30, 32, 33, 50]. Further, such ele-
ments can emanate as individual attributes [43, 72] or 
external forces (group attributes) [47], or as both indi-
vidual and group attributes [71] when comes to affecting 
and influencing the decision. This study confines itself to 
one central SCT element, trust. Trust is analysed to see 
how it dictates and regulates bonding and capabilities 
as to willingness to pay for health insurance among co-
operative members. The adoption of the trust element 
is based on Putnam’s [73] argument that social capital is 
fundamentally the degree of trust between individuals 
that facilitates their actions and collaborations for mutual 
gain.

In Tanzania, co-operatives have gone through different 
apogees. At a time, co-operatives were very strong, and 
several initiatives through these institutions were suc-
cessful. Also, there was a time when co-operatives lost 
their direction due to various reasons such as malprac-
tices and embezzlement among leaders. This is when co-
operative members were marginalised and lost trust and 
hope. However, in the 1980s, co-operative revived and 
gained its lost glory. Following that revival, co-operatives 
have been assigned responsibilities and are used to speed 
economic development and improve members’ welfare. 
One of the signed responsibilities is facilitating health 
insurance delivery through various schemes to its mem-
bers who do not access it in conventional ways.

Based on the dynamics that co-operatives have gone 
through, the assumption is that members of co-oper-
atives are likely to lose trust in their institutions and 
among themselves. In that regard, using social capital 
theory with an element of trust is appropriate for this 
study. So we think for the co-operatives to be a vehicle to 
accelerate health insurance through these schemes, social 
capital is significant. The assumption is that if individu-
als trust each other and their institution, they are likely 
to increase their willingness to pay for health insurance 
through schemes such as “Ushirika Afya”. Further stud-
ies in insurance affirm that social capital elements, trust 
in particular, increase willingness to pay and enrolment 
in health insurance given that other factors such as price, 
quality, access, and other benefits are in order [16, 33, 37, 
101]. Hence, this study uses SCT to explain how trust 
issues will likely influence and control co-operative mem-
bers’ relationships concerning health insurance. Also, 
SCT explains abilities regarding willingness to pay for 
health insurance, particularly “Ushirika Afya” and other 
health schemes meant for co-operative members.

Hypotheses development and conceptual framework
Price
The literature pinpoints price as a proxy measure of an 
individual’s ability to pay for financial services, particu-
larly health insurance. They argue that price affects the 
ability of these individuals to join and renew and triggers 
dropout in many voluntary health insurance schemes [44, 
59]. Also, price is an exclusion driver for the majority to 
willingly pay for health insurance across countries [44, 
59, 63, 67]. Price influences and affects decisions for will-
ingness to pay for health insurance by allowing individu-
als to analyse the perceived cost–benefit of the service. 
Thus, it is likely that whenever the price is in favour, the 
willingness to pay will be higher and vice versa. However, 
this is only known to the general public and individuals. 
Whether the same is likely to happen for co-operative 
members when it comes to paying for health insurance 
willingly is yet to be studied. Hence, this study hypoth-
esises the following:

H1  Price has a negative relationship with willingness to 
pay for health insurance among co-operative members.

Quality
Literature indicates that the quality of the insurer and the 
health service provider determines individuals’ willing-
ness to pay for health insurance. Few to mention, the will-
ingness to pay for micro-health insurance among rural 
and poor people [26], community-based health insurance 
[75], co-operatives health insurance [3, 4], and mutual 
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health organisations [88]. Willingness to pay is stimulated 
when people are satisfied with the service quality [2, 7]. 
It creates a sense of confidence about the diagnosis and 
treatments individuals receive.

Also, quality attributes are related to the dropout or 
continued membership in terms of premium payments 
or contributions to voluntary health insurance schemes 
[6, 19, 26, 58, 60, 79]. Here, quality attributes make indi-
viduals compare the amount and costs paid for health 
insurance and actual services received to justify if it is 
a fair deed. Any variations between the expected and 
actual quality of services form the basis for terminating 
the health insurance contract. Yet, of all this empirical 
evidence, little is known about whether quality attributes 
influence willingness to pay for health insurance among 
co-operative members. Thus, the following hypothesis is 
proposed:

H2  Quality of the service by insurers is positively 
related to willingness to pay for health insurance among 
co-operative members.

Access
It is also advocated that the insured’s access to the ser-
vice location determines willingness to pay for insurance 
services among individuals [2, 28, 46]. Unlimited admit-
tance to various health centres, forms and types is likely 
to influence willingness to pay for health insurance [6, 28, 
52, 58]. Inclusion or exclusion criteria on access to either 
public/government or private hospitals and specialised 
clinics where the insured are accepted for treatments 
influence decisions on willingness to pay for health insur-
ance [6, 58, 59, 86]. This is because it increases confi-
dence and guarantees the insured to get services without 
any exclusion criteria in all areas. Thus, any barriers to 
access, such as long distance to the health facility, denial 
of some services for the insured, and restrictions on the 
frequency of using insurance cards per day, are expected 
to reduce the willingness to pay for health insurance 
among individuals. However, to what extent and direc-
tion access affects willingness to pay for health insurance 
among co-operative members is still opaque to fill. It is 
therefore hypothesised that:

H3  Access criteria are negatively related to co-operative 
members’ willingness to pay for health insurance.

Trust
Studies reveal that individuals do not trust and are not 
willingly paying for the existing health insurance sys-
tems. They fear losing their money in terms of annual 

insurance premiums, especially when they do not get sick 
[54]. Further, they hesitate to contribute such premiums 
to an organisation and individuals unfamiliar with them 
and have no relationship with them due to trust issues 
[79]. Lack of trust among individuals in the institutions 
or schemes offering insurance services results in low 
demand or minute response in contributions because 
premiums are paid in advance and benefits are received 
in the future [54, 76, 99]. Nonetheless, firm trust in ser-
vice delivery increases individuals’ response to willingly 
pay and participate in health insurance regardless of its 
prevailing conditions [11, 49].

To revive trust and increase willingness to pay and par-
ticipate in health insurance for those who are statutorily 
negated, governments and other key players have thought 
of and adopted co-operatives as a channel to deliver for-
mal health insurance [100]. It is assumed that co-oper-
atives’ formation process and operations resemble the 
traditional way of helping each other in case of contin-
gencies. Co-operative principles, values, and practices 
give a sense of trust to one another and any initiative that 
can be brought into it from outside. Nonetheless, it is 
the best source for financing health insurance and health 
care for household members [94, 100]. More precisely, 
trust is anticipated to positively affect the willingness to 
pay for health insurance when attributed to other fac-
tors like quality, price, and access to insurance services [5, 
34]. Probably, the higher the trust, the more the willing-
ness to pay for health insurance [8, 29]. However, to the 
researcher’s knowledge, limited studies have been con-
ducted to justify whether trust issues have anything to do 
with the willingness to pay for health insurance among 
co-operative members. This has led to the formulation of 
the hypothesis that:

H4  Trust issues have a negative relationship with will-
ingness to pay for health insurance among co-operative 
members

Hypothesised mediation effect of trust on willingness to pay
Trust issues are expected to intervene in the relation-
ships between price, quality and access and willingness 
to pay for health insurance among co-operative mem-
bers. By starting with price, in most cases, the insured 
pay a certain premium when trust in the insurer 
prevails. The prevailing trust among the insured in 
the health insurance schemes or companies makes 
them continue to pay for health insurance willingly 
[99]. However, the ability to pay insurance prices 
may be affected by the variability in individuals’ (in 
this case, co-operative members) trust in the insur-
ers and management of co-operatives, that in turn, 
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affect willingness to pay for health insurance [5, 8]. 
The assumption is that regardless of the co-operative 
members’ ability to pay the premium set, if they mis-
trust “Ushirika Afya” operations in various dimensions 
such as leadership, fund management and alike, they 
will not willingly pay for the scheme. Therefore, we 
hypothesise that,

H5  Trust issues mediate the effect of price on co-opera-
tive members’ willingness to pay for health insurance.

As for quality, dependable quality attributes increase 
individuals’ trust in the services they receive, increas-
ing their willingness to pay for the health insurance 
scheme [29, 64]. Quality raises individuals’ trust in 
aspects such as preserving and reviving health safely 
and efficiently through the available delivery systems 
accepting health insurance [53]. However, regardless 
of the quality of services, if members have trust issues, 
their desire and willingness to pay for health insurance 
are also affected [29, 69, 101]. Based on the SCT affir-
mation, co-operative members’ decision to willingly 
pay for the “Ushirika Afya” is expected not only on the 
scheme’s quality but also on their trust, which deter-
mines bonding among each other and the management 
of the scheme. Thus, this study hypothesises that,

H6  Trust issues mediate the effect of quality on will-
ingness to pay for health insurance among co-operative 
members.

Despite the insured’s convenient access to health 
facilities determining their willingness to pay for insur-
ance [28, 52, 59], they always prefer accessing health 
facilities that they trust [49, 79]. Overall, unlimited 
access to health facilities among the insured increases 
their confidence and guarantees them to get needed 
and preferred health services [59]. This increases indi-
viduals’ willingness to pay for health insurance [58]. 
However, there is a need to assess whether trust issues 
intervene in co-operative members’ willingness to pay 
for “Ushirika Afya” health insurance in given condi-
tions for access. Therefore, it is hypothesised that,

H7  Trust issues mediate the effect of access criteria 
on co-operative members’ willingness to pay for health 
insurance.

Based on the above hypotheses and by showing the 
relationship among the variables, the study is concep-
tualised as under: -

Methodology
Study design
Quantitative method research was adopted to meas-
ure the relationship between the independent variables 
(price, quality, access and trust) and the dependent 
variable (willingness to pay) mediated by trust. A cross-
sectional survey design was used in this study. The 
design enabled the collection and analysis of data on 
the variations in independent variables to the depend-
ent variable at a single point in time. Kilimanjaro and 
Arusha regions were selected to give out respond-
ents for the study representing other regions of Tan-
zania where health insurance has been introduced 
in co-operatives. The area was selected because of its 
outstanding history of co-operatives movements and 
practices. Arumeru and Moshi Districts were selected 
from the selected regions because co-operatives suit-
ing this study’s demands were available. The co-oper-
atives selected were Aranga AMCOS, Mrimbo Uuwo 
AMCOS, Marangu East AMCOS, Kikarola SACCOS, 
and Mamba South AMCOS. The co-operatives selected 
in the area comprise diverse members with differ-
ent abilities relating to pricing, quality, access, and 
trust regarding willingness to pay for health insurance. 
Moreover, the selected co-operatives are currently or 
have been incorporated into health insurance opera-
tions by health insurance providers.

Data collection instruments
The questionnaires were developed using a five-point 
Likert scale ranging from strongly disagree (1) to 
strongly agree (5) to collect opinions on the influence 
of independent variables (price, quality, and access) on 
the dependent variable (willingness to pay for health 
insurance (“Ushirika Afya”)) when mediated by trust 
issues. The study adopted the Five-point Likert scale 
because the respondents involved in the study were not 
considerably exposed to the Likert scale measurement. 
Hence, the scale enabled them to make fine distinctions 
among variables parameters, increasing the poten-
tial for information gain [51, 68]. The development of 
questionnaires for this study was inspired and adapted 
from other previous studies. Then, it was refined and 
customised to suit the requirements of this study. 
The items for the price construct were adopted from 
the work of Sweeney and Soutar [85]. Moreover, the 
items for the trust issues construct were adapted from 
Boateng and Narteh [14], while items for the access 
criteria construct were modified from the study of Liu 
et  al. [54]. Likewise, Lee [53] and Urbach et  al. [89] 
inspired the formation of items for the quality attrib-
utes construct regarding health insurance services.
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Data collection and analysis procedures
Before the data collection, a pilot study was conducted 
to test respondents’ understanding and relevance of 
questions. The pilot involved a sample of 50 respond-
ents, who accounted for 10% of the total sample size 
for the study. After pilot testing, alterations were made 
to the questions to reflect and fit respondents under-
standing so as to be effective in collecting sufficient 
and relevant information. Such modifications included 
changing the terms and language that were irrelevant 
to the respondents’ level of understanding. Also, some 
variables were dropped because they were irrelevant to 
the co-operative members’ context.

A total of 550 responses were randomly collected 
from co-operative members to form the base of analysis 
in the study between August 2019 and December 2020. 
Data collection took a longer time than usual because 
of the COVID-19 pandemic. Due to the pandemic, local 
government authorities and co-operative leaders hesi-
tated to permit data collection, and co-operative mem-
bers were uncertain about participating in the study.

Hair et  al. [39] recommend addressing issues of 
missing data and sceptical responses prior data analy-
sis stage. They further state that in partial least square 
structural equation modelling (PLS-SEM), a 10 times 
rule of thumb, that is, 10 times the largest number of 
formative indicators used to measure a single con-
struct, can be used to determine the appropriate sam-
ple size for the analysis in the study. Since a single 
formative construct with the largest number of indica-
tors had 4 indicators, 40 respondents were adequate for 
analysis in this study. However, from the 550 collected 
responses, 53 responses were dropped after checking 
for missing values and suspicious responses. Finally, 
497 questionnaires were fit, sufficient, and good enough 
for quality structural equation model analysis, as Wolf 
et al. [97] and Comrey and Lee [23] recommended.

A single Contingent Valuation Method (CVM) was 
used to elicit and estimate the amount co-operative 
members that were willing to pay for the “Ushirika 
Afya” scheme. Respondents were given four ranges 
to choose from about the amount they would pay for 
health insurance. CVM is a widely and commonly 
adopted survey-based technique to estimate individu-
als’ WTP for a product not conventionally traded in 
the marketplace [24, 27]. In the insurance sector, CVM 
involves surveying the target populations’ responses 
to the maximum price they would be willing to pay for 
hypothetical insurance products after being enlight-
ened about their benefits [27]. The technique was 
adopted because it allowed the researcher to get direct 
and explicit financial risk trade-offs of the respondents 
about the nature, depth, and monetary implications of 

the amounts on the table [9, 56] for the “Ushirika Afya” 
insurance product.

Moreover, PLS-SEM is adopted to analyse vari-
ables that affect co-operative members’ willingness to 
pay for health insurance. The model is used to deter-
mine the extent of variables relationships and structural 
model association in this study, as commended by Hair 
et  al. [38]. PLS-SEM is adopted because it allows a dis-
tribution-free variance and gives maximum explained 
variance [65]. Further, PLS-SEM is suggested when eval-
uating formatively measured complex models with limit-
ing effects on both observed and latent indicators, as it is 
for this study [39, 65].

Findings and discussion
This segment presents the findings and discussion of the 
study. The first section discusses the descriptive findings 
of the study. A discussion of the measurement model, the 
structural model, and hypothesis testing follows. In the 
sections below, the phrase “willingness to pay for health 
insurance” is used to imply “willingness to pay for “Ush-
irika Afya” Scheme and other health insurance schemes/
packages targeting co-operative members.”

Descriptive findings
Out of the 497 respondents who correctly and duly com-
pleted questionnaires, findings indicate that, on average, 
the number of family members was 5, while on average, 
each family had 3 dependants. The findings also indicated 
that the average age of the respondents was 50 years. Fur-
thermore, findings indicated that 69% of the respondents 
were males while 31% were females. Findings also indi-
cated that 84.7% of the respondents were married, 9.9% 
were single, 0.8% were divorced, and 4.6% were widowed. 
Additionally, it was found that 18.3% of respondents 
were government employees, 19.9% were private sec-
tor employees, 61.2% were self-employed, and 0.6% were 
unemployed. Out of 497 respondents, 492 were willing to 
pay for health insurance, while 5 were not, as shown in 
Table 1.

Also, this study intended to analyse if co-operative 
members were willing to pay above or below the prices 
offered by health insurance funds or companies. Cur-
rently, the NHIF charges an annual premium of TZS 
76,800/- for each co-operative member and their depend-
ents (Spouse and parents) and TZS 50,400/- for children 
below 18 years. They all receive the same service cover-
age in accredited health facilities. On the other hand, 
private health insurance companies charge annual pre-
miums ranging from TZS 30,000/- (approximately USD 
13) to TZS 220,000/- (approximately USD 94) per indi-
vidual, with varied healthcare service cover based on the 
premium paid. Most members who were willing to pay 
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for health insurance in this study (430 = 87.4%) (Table 1) 
were willing to pay the exact and relatively above the pre-
vailing prices. However, this was for the members ben-
efiting or integrated with the NHIF in the “Ushirika Afya” 
Scheme. Nonetheless, about 12.6% (62) of the respond-
ents, particularly those insured by private health insur-
ance companies, were reluctant to continue paying the 
current price and were willing to pay relatively below the 
prevailing prices.

Based on the “arm’s length transactions” tradition, the 
findings indicate that most members receive relatively 
fair service for the price paid. Thus, additional prices 
should reflect further improvements in the quality of the 
services and more access to the facilities and services 
offered by respective schemes.

Formative measurement model
In PLS-SEM, either a reflective or formative measure-
ment model can be adopted. This study adopted a forma-
tive measurement model to analyse the mediation effect 
of trust on willingness to pay for health insurance. The 
model was formatively measured because each indi-
cator explicitly captured the construct’s domain [39]. 
Thus, convergent validity, collinearity between indica-
tors, significance, and relevance of outer weights were 
to be determined. In assessing convergent validity, a 
correlation of above 0.70 in the formative indicator con-
struct is appropriate [20, 39]. As can be seen in Table 2, 

redundancy analyses of the formatively measured con-
structs Price, Quality, Access, and Trust generated scores 
of 0.917, 0.761, 0.829, and 0.783, respectively. Thus, all of 
the constructs conform to convergent validity.

Hair et  al. [39] recommend looking at the variance 
inflation factor (VIF) as a proxy measure of collinearity 
among indicators. A VIF of less than 5 for an indicator 
indicates no potential collinearity among indicators [39]. 
The findings for the collinearity test are shown in Table 2, 
where all indicators have a VIF of less than 5. Thus, there 
is no potential threat of collinearity among formative 
constructs that might affect the estimation and evalu-
ation of the structural model on willingness to pay for 
health insurance.

Next was the evaluation of the indicators’ outer weight, 
outer loading significance, and relevance. The assessment 
intends to measure indicators’ exclusive significance and 
relevance in specifying contents and explaining the con-
structs [39]. Table  3 shows formatively measured con-
structs findings indicating variables’ estimates for outer 
weights, outer loadings, t values, and p values, together 
with confidence intervals obtained by the percentile 
method (BCa). The rule of thumb is that formative indi-
cators’ outer weights should be significant at ρ < 0.05, or 
the formative indicators’ outer loading value > 0.5 so as to 
be kept for analysis, otherwise removed [17, 39].

In Table  3 above, the outer weights estimates for the 
formative indicators have ρ < 0.05 or the outer load-
ing value > 0.5. Therefore, with all the indicators having 
met the threshold, hence are kept in the model since 

Table 1  Descriptive findings

Variable Willingness to pay for health insurance

Yes (n = 492; 98.99%) No 
(n = 5; 
1.01%)Pay current price Yes (n = 430;87.4% No 

(n = 62; 
12.6%)

Gender N(497)

  Male 342 (69%)

  Female 155 (31%)

Marital status

  Married 421 (84.7%)

  Others 76 (15.3%)

Employment/Occupation 
Status

  Government employee 94 (18.3%)

  Private sector employee 99 (19.9%)

  Self-employed 304 (61.2%)

Average age 50 years

Average household size 5

Average number of depend-
ants in the household

3

Table 2  Convergent validity and collinearity statistics

Formative constructs Convergent 
validity

Formative indicator VIF

Price 0.917 WTPHinsPrc1 1.194

WTPHinsPrc2 1.004

WTPHinsPrc3 1.193

Quality attributes 0.761 WTPHinsQlty1 1.063

WTPHinsQlty2 1.220

WTPHinsQlty3 1.241

WTPHinsQlty4 1.176

Access criteria 0.829 WTPHinsAcs1 1.057

WTPHinsAcs2 1.163

WTPHinsAcs3 1.185

Trust issues 0.783 CoopMembTrsPHins1 1.034

CoopMembTrsPHins2 1.064

CoopMembTrsPHins3 1.101

CoopMembTrsPHins4 1.047

WTP 0.945 WTP1 1.047

WTP2 1.025
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they significantly inform the key constructs of the study, 
that is, price, quality attributes, access criteria, and trust 
issues as far as willingness to pay for health insurance is 
concerned.

Structural model measurement
Structural model measurement involves the analysis of 
the total effects of each exogenous construct price, qual-
ity attributes, access criteria, and trust issues to exhibit 
its relationships to the endogenous formative construct, 
which is the willingness to pay for health insurance. 

Further, specific indirect effects were measured to assess 
the meditation role of trust issues on the willingness to 
pay for health insurance among co-operative members. 
Tables 4 and 5 show the results of hypothesis testing after 
the PLS-SEM algorithm analyses of the interactions stip-
ulated in the conceptual model (Fig. 1).

Analysis was performed to assess the role of price on 
willingness to pay for health insurance among co-oper-
ative members. The findings (Table  4) revealed that the 
price of health insurance in terms of premium paid sig-
nificantly negatively impacts willingness to pay (H1: 

Table 3  Formative constructs outer weights significance testing result

Relationship Outer weights Outer loadings T statistics 97.5% BCa C.I P values Significance

Trst1-> TRUST 0.557 0.609 5.198 0.344, 0.770 0.000 Yes

Trst2-> TRUST 0.160 0.529 1.916  − 0.010, 0.321 0.055 No

Trst3-> TRUST 0.359 0.572 5.237 0.234, 0.498 0.000 Yes

Trst3-> TRUST 0.550 0.649 7.033 0.414, 0.715 0.000 Yes

WTP1- > WTP 0.089 0.509 1.415  − 0.033, 0.217 0.157 No

WTP2-> WTP  − 0.237  − 0.634 2.234  − 0.533, − 0.017 0.013 Yes

Acs1-> ACC​ 0.283 0.467 3.362 0.095, 0.430 0.001 Yes

Acs2-> ACC​  − 0.062 0.518 0.845  − 0.211, 0.076 0.398 No

Acs3-> ACC​ 0.917 0.955 17.410 0.816, 1.021 0.000 Yes

Prc1-> PR 0.022  − 0.522 0.460  − 0.279, 0.113 0.645 No

Prc2—> PR 0.512 0.518 1.248  − 0.850, 0.970 0.212 No

Prc3-> PR  − 0.185  − 0.189 1.998  − 0.650, − 0.162 0.046 Yes

Qlty1-> QLTY_ 0.131 0.281 2.003  − 0.006, 0.257 0.045 Yes

Qlty2-> QLTY_ 0.397 0.718 5.489 0.254, 0.535 0.000 Yes

Qlty3-> QLTY_ 0.630 0.862 8.431 0.489, 0.779 0.000 Yes

Qlty4-> QLTY_ 0.225 0.544 3.711 0.103, 0.341 0.000 Yes

Table 4  Total effects

Relationship Hypotheses Β Standard 
deviation

T statistics P values

PR-> TRUST  − 0.245 0.225 1.091 0.276

PR-> WTP H1  − 0.122 0.053 2.311 0.021

QLTY_-> TRUST 0.302 0.083 3.644 0.000

QLTY_-> WTP H2 0.118 0.062 1.895 0.058

ACC-> TRUST 0.245 0.051 4.794 0.000

ACC-> WTP H3 0.136 0.053 2.552 0.011

TRUST-> WTP H4  − 0.233 0.072 3.228 0.001

Table 5  Specific indirect effects

Relationship Hypotheses Β Standard deviation T statistics P values

QLTY_-> TRUST-> WTP H5  − 0.070 0.035 2.021 0.043

PR-> TRUST-> WTP H6 0.057 0.052 1.100 0.271

ACC-> TRUST-> WTP H7  − 0.057 0.021 2.699 0.007

Access Criteria

Quality 
Attributes Trust

Willingness 
to Pay

Price
H1

H5

H6

H7

H4

H3

H2

Fig. 1  Conceptual framework of this study
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β =  − 0.122 t = 2.311 ρ = 0.021). Hence, H1 is accepted; 
that is, the price has a negative relationship with will-
ingness to pay for health insurance among co-operative 
members. From the findings, as health insurance prices 
increase by 1 unit, co-operative members’ willingness to 
pay decreases by more than 12% and vice versa. These 
findings are in line with the studies by Miti et  al. [59], 
Amani et al. [6], and Jofre-Bonet and Kamara [44], who 
found that a higher premium for health insurance leads 
to a lower willingness to pay. Since price acts as a proxy 
measure of co-operative members’ ability to pay, its 
increase jeopardises their willingness to pay for health 
insurance. Also, a price increase reduces the number of 
members who renew their membership, triggering drop-
out from health insurance schemes among co-operative 
members. However, the free interest health insurance 
loan given by banks (NMB, CRDB, and TCB) reduced the 
burden of finding the money to cover the premium costs 
and stimulated willingness to pay for “Ushiraka Afya” 
among co-operative members.

Also, this study assessed the role of health insurance 
quality attributes on willingness to pay for health insur-
ance among co-operatives members. Surprisingly, the 
findings (Table  4) revealed that the quality attributes of 
the health insurance provider and health facilities have 
no significant impact on willingness to pay (H2: β = 0.118, 
t = 1.895, ρ = 0.058). Hence, we fail to accept H2 as quality 
attributes does not positively relate to the willingness to 
pay for health insurance among co-operative members. 
This shows that the relationship between quality and 
willingness to pay is insignificant. This means co-oper-
ative members’ willingness to pay for health insurance 
remains unchanged as to variations in the quality attrib-
utes of health insurance services. This finding contradicts 
previous studies’ findings (e.g. [3, 4, 6 and 19] that qual-
ity influences willingness to pay and continued member-
ship in health insurance schemes. The implication of this 
study findings is that co-operative members does not 
consider quality attributes as one of the stimulants for 
their willingness to pay for health insurance. Possibly, 
the current quality attributes of the health insurance and 
health facilities reflect what is expected of the amount or 
costs paid for insurance cover. However, these findings 
might indicate that something beyond quality attributes 
(e.g. Trust) is needed to stimulate and increase their will-
ingness to pay for health insurance.

Further, this study analysed the influence of access 
criteria on willingness to pay for health insurance 
among members of co-operatives. The findings (Table  
4) revealed that access criteria significantly positively 
impact willingness to pay (H3: β = 0.136, t = 2.552, 
ρ = 0.011). This shows that the relationship between 
access criteria and willingness to pay for health insurance 

is positive. Hence, we fail to accept H3 that access crite-
ria are negatively related to willingness to pay for health 
insurance among co-operative members. As insurers and 
health facilities vary access criteria by 1 unit, willingness 
to pay varies by 13.6% in response to such variations in 
access criteria. This finding concurs with studies such as 
Amani et al. [6], Minyihun et al. [58], Duku et al. [28], and 
Kusi et al. [52]. They claimed that unrestricted entry and 
convenient access to several types and forms of health 
facilities would likely influence willingness to pay for 
health insurance. This implies that willingness to pay for 
health insurance increases when co-operative members 
have more access without exclusions criteria to health 
facilities. This is to say the willingness to pay for health 
insurance rises when the insured co-operative members 
have confidence and guaranteed access to nearby public/
government or private hospitals and specialised clinics 
without restriction and limited frequency of using insur-
ance cards per day.

On the other hand, analysis was performed to assess 
the sole role of trust issues on willingness to pay for 
health insurance. The findings (Table  4) revealed that 
trust issues significantly negatively impact willingness 
to pay (H4: β =  − 0.233, t = 3.228, ρ = 0.001). This shows 
that the relationship between trust issues and willingness 
to pay for health insurance is negative. When trust issues 
increase among co-operative members to the actors of 
health insurance by 1 unit, willingness to pay decreases 
by 23.3%, and vice versa. Thus, we fail to reject H4 as the 
findings indicate that trust issues negatively affect co-
operative members’ willingness to pay for health insur-
ance. A negative relationship between trust issues and 
willingness to pay for health insurance was also reported 
by Zein et al. [99], Liu et al. [54], Fenenga et al. [33] and 
Shan et al. [82]. Based on these findings, we believe that 
trust predicts and can mediate other variables towards 
willingness to pay for health insurance among co-opera-
tive members. When co-operative members trust health 
insurance providers, health facilities and their manage-
ment, they will be more willing to pay for health insur-
ance. Contrary to that, any negative variation in the 
degree of trust among co-operative members to the 
insurers and health facilities can impair patronage and 
sustainability of the health insurance scheme.

Mediation analysis
Having analysed the significance of total effects in the 
model, the specific indirect effects were then analysed to 
test the mediation role of trust issues on willingness to 
pay for health insurance among co-operative members.

The analysis was performed to assess the mediating 
role of trust issues in the linkage between price and will-
ingness to pay for health insurance. Despite the findings 
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(Table  4) revealing the total effect of price on willing-
ness to pay to be significant, the inclusion of mediating 
variable (Trust issues) in analysing the impact of price 
on willingness to pay became insignificant (Table 5) (H6: 
β = 0.057, t = 1.100, ρ = 0.271). This shows that trust 
issues do not mediate the relationship between price 
and willingness to pay because the total effect and spe-
cific indirect effect were insignificant. Thus, we fail to 
accept H6. This means trust issues do not mediate the 
effect of price on willingness to pay for health insurance 
among co-operative members. These findings contradict 
Alhassan [5] and Attia and Price [8] who concludes that 
despite the ability to pay for the existing price, variabil-
ity in members’ trust affects their willingness to pay for 
health insurance. This study findings reflect that will-
ingness to pay for health insurance is not affected by 
how co-operative members trust the insurers and health 
facilities but rather by their ability to pay the premiums 
for the service. The findings might imply that if co-oper-
ative members cannot afford to pay the premium for the 
health insurance, their trust issues cannot be related to 
their willingness to pay for it. Moreover, these findings 
can be attributed to the free of interest health insurance 
loans given to co-operative members to cover the cost of 
premium. Since the loan is given without interest and it is 
paid by the bank direct to the health insurance provider, 
they might not subject such payments with their trust 
issues on the respective schemes.

However, the relationship between quality and willing-
ness to pay in the presence of a mediator reveals differ-
ent findings. When mediation analysis was performed 
to assess the mediating role of trust issues in the link-
age between quality attributes and willingness to pay 
for health insurance, the findings were significant (H5: 
β =  − 0.070, t = 2.021, ρ = 0.043). With the inclusion of 
mediating variable (Trust issues), the impacts of quality 
on willingness to pay became significant; that is, trust 
issues negatively and significantly mediates the effect 
of quality on willingness to pay for health insurance 
among co-operative members. Hence, we fail to reject 
H5. This shows trust issues fully mediate the relationship 
between quality and willingness to pay for health insur-
ance because the total effect (Table 4) was insignificant, 
while the specific indirect effect (Table  5) became sig-
nificant. This finding implies that co-operative members’ 
satisfaction with quality attributes of the health insur-
ance provider and health facilities alone cannot serve as a 
determinant to increase their willingness to pay for health 
insurance. This implies that an increased willingness to 
pay for health insurance among co-operative members 
depends on how they enjoy and appreciate the qual-
ity of health insurance services and how they trust the 
schemes. Furthermore, these findings shows that for the 

co-operative members to willingly pay for health insur-
ance of a given quality attribute, trust issues concerning 
the health facilities, staff, and medical equipment used 
to serve them should be minimal. These findings concur 
with other studies on quality influence on the willing-
ness and intention to pay and use health insurance. Such 
studies are Arkorful et al. [7], Ebrahim et al. [29], and Phe 
Goursat and Pellerano [69]. They found that in the pres-
ence of trust, quality factors positively influence individ-
uals’ willingness to use and pay for health insurance.

This study also analysed the mediating role of trust 
issues in the linkage between access criteria and willing-
ness to pay for health insurance. The findings (Table  5) 
revealed that the total effect of access criteria on willing-
ness to pay was significant (Table 4) (β = 0.136, t = 2.552, 
ρ = 0.011). With the inclusion of mediating variable 
(Trust issues), the impact of access on willingness to pay 
also became significant (Table 4) (H7: β = 0.193, t = 3.504, 
ρ = 0.000). This shows that trust issues partially mediate 
the relationship between access criteria and willingness 
to pay for health insurance because both the total and 
specific indirect effects become significant. Hence, H7 is 
accepted as trust issues mediate the effect of access on 
willingness to pay for health insurance among co-oper-
ative members. Such a relationship was also reported 
by scholars, including Ebrahim et  al. [29], Alhassan [5], 
Fenny et  al. [34], and Attia and Price [8]. Thus, favour-
able access criteria alone do not fully guarantee an 
increased willingness to pay for health insurance. Co-
operative members also need to trust individuals or insti-
tutions offering health insurance and health services for 
them to increase their willingness to pay. Whenever co-
operative members incline trust issues with the opera-
tions of the health insurance scheme or management of 
their co-operatives, their willingness to pay is likely to 
decline regardless of the access criteria that are in place. 
This indicates that despite having unrestricted or biased 
access, they should not fear being serviced by unfamil-
iar individuals or institutions for them to pay for health 
insurance willingly. On the other hand, given the access 
criteria, when co-operative members fully trust the 
health insurance system and co-operative management, 
their willingness to pay for health insurance is more likely 
to increase.

Theoretical implications, conclusion, 
and recommendations
Theoretical implications of the study
The findings of this study hypothesise two interesting 
theoretical inferences for scholars. First, even though 
social capital theory hypothetically emphasises trust to 
mediate the relationship between price and willingness 
to pay, this study’s findings contradict with the theory 
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as trust issues had no role to the co-operative mem-
bers’ context. However, price negatively and significantly 
influences co-operative members’ willingness to pay for 
health insurance. The second implication of the study 
is the absence of a direct relationship between quality 
attributes and willingness to pay for health insurance 
in the structural model. At the same time, mediation 
analysis incorporating trust issues revealed a relation-
ship between quality attributes and willingness to pay for 
health insurance. This supports the social capital theory 
as trust issues among co-operative members proved to 
dictate and regulate bonding and capabilities as to will-
ingness to pay for health insurance. The implication is 
that the degree of trust among and between co-operative 
members facilitates their actions and collaborations as to 
their willingness to pay for health insurance. Thus, when-
ever individual co-operative members or groups of mem-
bers incline a huge trust in health insurance actors, they 
will expect health insurance services to be of reasonable 
quality with minimum barriers to access to pay for it at a 
given price willingly.

Conclusion and recommendations
Overall, co-operative members are willing to pay for 
health insurance at the current price and even at a rela-
tively higher price, given that they trust the scheme and 
barriers to access are moderate. On the contrary, in the 
absence of trust as the mediator, quality attributes do not 
influence willingness to pay for health insurance among 
co-operative members. Also, the study findings indicate 
that except for price, trust issues fully and partially medi-
ate quality attributes and access criteria, respectively, 
as to willingness to pay for health insurance among co-
operative members.

For this, willingness to pay for health insurance is 
affected by trust issues relating to health insurance qual-
ity attributes and access criteria among co-operative 
members. Hence, for an increased willingness to pay 
for health insurance among co-operative members, firm 
trust is needed among co-operators, management, health 
insurers, and health facilities. Also, for this to work, co-
operative leaders in corroboration with health insur-
ance providers and health facilities must strive to ensure 
appropriate and acceptable quality of health insurance 
packages and services of the health facilities accredited to 
serve the insured.

Similarly, reduced barriers, guaranteed access to 
nearby health facilities, and the frequency of insurance 
card usage per day were also related to an increased 
willingness to pay for health insurance among co-oper-
ative members. Thus, health insurance operators must 
devise mechanisms in place that intend to create more 
room for insured co-operative members and other 

individuals to access health services smoothly and con-
veniently. Implementing the above will contribute sig-
nificantly to the initiatives towards realising universal 
health insurance coverage in Tanzania.

Limitations of the study
Despite the study’s significant contribution to practi-
cal and theoretical aspects regarding willingness to pay 
for health insurance, the base for analysis resides only 
on co-operative members. Thus, one should generalise 
this study’s findings cautiously as the idea of willingness 
to pay for health insurance cuts across diverse popula-
tions. Yet, the stated limitation does not nullify the sig-
nificance of this study findings and its contribution to 
the literature on health insurance. The study is a base 
for future empirical studies investigating the willing-
ness to pay for health insurance in Tanzania.

Abbreviations
AMCOS	� Agricultural and marketing co-operative societies
BCa	� Bias corrected and accelerated
CHF	� Community health fund
COVID-19	� Coronavirus disease 2019
CVM	� Contingent valuation method
ILO	� International labour organisation
NHIF	� National health insurance fund
PLC	� Public limited company
PLS-SEM	� Partial least square structural equation modelling
SACCOS	� Savings and credits co-operative societies
SCT	� Social capital theory
TCB	� Tanzania commercial bank
TZS	� Tanzania shillings
URT​	� United Republic of Tanzania
USD	� United States dollar
VIF	� Variance inflation factor
WHO	� World Health Organization

Acknowledgements
Not applicable.

Author contributions
PGN was involved in the whole process of writing the manuscript under 
the guidance of FAN and SMLS. All authors read and approved submission 
of the manuscript for publication. All authors read and approved the final 
manuscript.

Funding
Not applicable.

Availability of data and materials
Data are available upon request.

Declarations

Ethics approval and consent to participate
All participants involved in this study provided informed consent

Consent for publication
Not applicable

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



Page 13 of 15Nzowa et al. Future Business Journal            (2023) 9:18 	

Received: 11 October 2022   Accepted: 6 March 2023

References
	 1.	 Adebayo EF, Uthman OA, Wiysonge CS, Stern EA, Lamont KT, 

Ataguba JE (2015) A systematic review of factors that affect uptake of 
community-based health insurance in low-income and middle-income 
countries. BMC Health Serv Res 15(1):543

	 2.	 Alatinga K, Fielmua N (2011) The impact of mutual health insurance 
scheme on access and quality of health care in Northern Ghana: the 
case of kassena-nankana east scheme. J Sustain Develop 4(5):124–138

	 3.	 Aldosari M, Ibrahim Y, Manab NBA, Al-matari EM, Alotaibi EA (2016) 
Linking cooperative health insurance service characteristics to expatri-
ates’ satisfaction: mediating role of customer knowledge. Int Rev Manag 
Mark 6(4):1013–1019

	 4.	 Alharbi MF (2017) An empirical analysis of customer satisfaction with 
co-operative health insurance in Saudi Arabia: the role of customer 
knowledge, service characteristics, and national culture. Int J Health Sci 
Res 7(11):234–246

	 5.	 Alhassan YN (2018) Effect of informal financial support for health care 
on health Insurance uptake: evidence from a mixed-methods study 
in Tamale metropolis of northern Ghana. Int J Health Plann Manage 
33(4):e930–e943

	 6.	 Amani PJ, Tungu M, Hurtig A-K, Kiwara AD, Frumence G, San Sebastián 
M (2020) Responsiveness of health care services towards the elderly in 
Tanzania: does health insurance make a difference? A cross-sectional 
study. Int J Equ Health. https://​doi.​org/​10.​1186/​s12939-​020-​01270-9

	 7.	 Arkorful VE, Lugu BK, Hammond A, Basiru I, Afriyie FA, Mohajan B (2021) 
Examining quality, value, satisfaction and trust dimensions: an empiri-
cal lens to understand health insurance systems actual usage. Public 
Organiz Rev 21(3):471–489

	 8.	 Attia H, Price W (2017) Arab Pension Systems Trends, Challenges and 
Options for Reforms, World Bank, Washington

	 9.	 Baker R, Donaldson C, Mason H, Jones-Lee M (2014) Willingness to pay 
for health. Encyclopedia of health economics. Elsevier, Armsterdam, pp 
495–501

	 10.	 Balqis-Ali NZ, Anis-Syakira J, Fun WH, Sararaks S (2021) Private health 
insurance in Malaysia: who is left behind? Asia Pac J Public Health 
33(8):861–869

	 11.	 Banerjee VA, Duflo E (2013) Poor Economics, Vol. 53, No. 9, BS Public 
Affairs, New York

	 12.	 Bastagli F (2013) Feasibility of social protection schemes in developing 
countries. Briefing. Brussels: Directorate B, Policy Department, Directo-
rate General for External Policies of the EU

	 13.	 Biggeri M, Nannini M, Putoto G (2018) Assessing the feasibility of 
community health insurance in Uganda: a mixed-methods exploratory 
analysis. Soc Sci Med 200:145–155

	 14.	 Boateng SL, Narteh B (2016) Online relationship marketing and affec-
tive customer commitment – The mediating role of trust. J Finan Serv 
Market 21(2):127–140

	 15.	 Burchi F, Roscioli F (2022) Can integrated social protection programmes 
affect social cohesion? Mixed-methods evidence from Malawi. Eur J 
Dev Res 34:1240–1263

	 16.	 Campbell C (2020) Social capital, social movements and global public 
health: fighting for health-enabling contexts in marginalised settings. 
Soc Sci Med (1982) 257:112153

	 17.	 Cenfetelli RT, Bassellier G (2009) Interpretation of formative measure-
ment in information systems research. MIS Q 33:689–708

	 18.	 Chaiyesh T (2022) Consumers’ willingness to pay for healthiness, quality 
and carbon footprint reduction of bagged rice. Global Bus Rev. https://​
doi.​org/​10.​1177/​09721​50922​11207​75

	 19.	 Cheno RW, Tchabo W, Tchamy J (2021) Willingness to join and pay 
for community-based health insurance and associated determinants 
among urban households of Cameroon: case of Douala and Yaounde. 
Heliyon 7(3):e06507

	 20.	 Chin WW (1998) The partial least squares approach to structural equa-
tion modeling. In: Marcoulides GA (ed) Modern methods for business 
research. Erlbaum, Mahwah, NJ, pp 295–358

	 21.	 Chiwire P, Evers SM, Mahomed H, Hiligsmann M (2021) Willingness 
to pay for primary health care at public facilities in the Western Cape 
Province, Cape Town, South Africa. J Med Econ 24(1):162–172

	 22.	 Coleman JS (1990) Foundations of social theory. Belknap Press of 
Harvard University Press, Cambridge/London

	 23.	 Comrey AL, Lee HB (1992) A first course in factor analysis (2nd Ed.). 
Lawrence Erlbaum Associates, Inc

	 24.	 Carson RT (2001) Resources and environment: contingent valuation. 
International encyclopedia of the social & behavioral sciences. Elsevier, 
Armsterdam, pp 13272–13275

	 25.	 Donfouet HPP, Makaudze E, Mahieu P-A, Malin E (2011) The deter-
minants of the willingness-to-pay for community-based prepay-
ment scheme in rural Cameroon. Int J Health Care Finance Econ 
11(3):209–220

	 26.	 Dror DM, Hossain SAS, Majumdar A, Pérez Koehlmoos TL, John D, Panda 
PK (2016) What factors affect voluntary uptake of community-based 
health insurance schemes in low- and middle-income countries? A 
systematic review and meta-analysis. PLoS ONE 11(8):e0160479

	 27.	 Dror DM (2014) Health microinsurance programs in developing 
countries. Encyclopedia of health economics. Elsevier, Armsterdam, pp 
412–421

	 28.	 Duku SKO, Nketiah-Amponsah E, Janssens W, Pradhan M (2018) Percep-
tions of healthcare quality in Ghana: Does health insurance status 
matter? PLoS ONE 13(1):e0190911

	 29.	 Ebrahim K, Yonas F, Kaso M (2019) Willingness of community to enroll 
in community based health insurance and associated factors at house-
hold Level in Siraro District, West Arsi Zone, Ethiopia. J Public Health 
Epidemiol 11(6):137–144

	 30.	 Ehsan A, Klaas HS, Bastianen A, Spini D (2019) Social capital and health: 
a systematic review of systematic reviews. SSM Popul Health 8:100425

	 31.	 Embrey M, Mbwasi R, Shekalaghe E, Liana J, Kimatta S, Ignace G, Dillip 
A, Hafner T (2021) National health insurance fund’s relationship to retail 
drug outlets: a Tanzania case study. J Pharmac Policy Practice 14(1):21

	 32.	 Eriksson M (2011) Social capital and health–implications for health 
promotion. Glob Health Action 4:5611

	 33.	 Fenenga CJ, Buzasi K, Arhinful DK, Duku SKO, Ogink A, Poortinga W 
(2018) Health insurance and social capital in Ghana: a cluster ran-
domised controlled trial. Global Health Res Policy. https://​doi.​org/​10.​
1186/​s41256-​018-​0090-y

	 34.	 Fenny AP, Yates R, Thompson R (2018) Social health insurance schemes 
in Africa leave out the poor. Int Health 10(1):1–3

	 35.	 Folland S, Goodman AC, Stano M (2016) The economics of health and 
health care: pearson new international edition. Routledge, Oxfordshire

	 36.	 Gilson L (2003) Trust and the development of health care as a social 
institution. Soc Sci Med 56(7):1453–1468

	 37.	 Granovetter MS (2005) The impact of social structure on economic 
outcomes. J Econ Perspect 19(1):33–50

	 38.	 Hair JFJ, Ringle CM, Sarstedt M (2011) PLS-SEM: indeed a silver bullet. J 
Market Theory Practice 19(2):139–152

	 39.	 Hair JFJ, Hult GTM, Ringle CM, Sarstedt M (2017) A primer on partial 
least squares structural equation modeling (PLS-SEM), 2nd edn. Sage, 
Thousand Oaks, CA

	 40.	 Henrÿ H, Schimmel C (2011) Co-operatives for people-centred rural 
development. ILO, Geneva

	 41.	 ILO. (2021) World Social Protection Report 2020–22: Social Protection at 
the Crossroads –in Pursuit of a Better Future. Geneva

	 42.	 ILO. (2017) Social protection for older women and men. Fighting 
poverty through pension systems. In: World social protection report 
2017–19: universal social protection to achieve the sustainable devel-
opment goals. Geneva. ILO

	 43.	 Islam MK, Merlo J, Kawachi I, Lindström M, Gerdtham UG (2006) Social 
capital and health: does egalitarianism matter? A literature review. Int J 
Equity Health 5(1):3

	 44.	 Jofre-Bonet M, Kamara J (2018) Willingness to pay for health insurance 
in the informal sector of Sierra Leone. PLoS ONE 13(5):e0189915

	 45.	 Júnior DSG, Soares EJO, de Oliveira LAB, de Medeiros DD (2021) Deter-
minants of quality of health insurance services in Brazil. J Health Manag 
23(3):401–413

https://doi.org/10.1186/s12939-020-01270-9
https://doi.org/10.1177/09721509221120775
https://doi.org/10.1177/09721509221120775
https://doi.org/10.1186/s41256-018-0090-y
https://doi.org/10.1186/s41256-018-0090-y


Page 14 of 15Nzowa et al. Future Business Journal            (2023) 9:18 

	 46.	 Kansra P, Gill HS (2017) Role of perceptions in health insurance buying 
behaviour of workers employed in informal sector of India. Glob Bus 
Rev 18(1):250–266

	 47.	 Kawachi I, Berkman LF (2014) Social capital, social cohesion, and health. 
Social Epidemiol 2:290–319

	 48.	 Kigume R, Maluka S (2021) The failure of community-based health 
insurance schemes in Tanzania: opening the black box of the imple-
mentation process. BMC Health Serv Res 21(1):646

	 49.	 Kim J, Braun B, Williams AD (2013) Understanding health insurance 
literacy: a literature review. Fam Consum Sci Res J 42(1):3–13

	 50.	 Ko H, Kim H, Yoon CG, Kim CY (2018) Social capital as a key determinant 
of willingness to join community-based health insurance: a household 
survey in Nepal. Public Health 160:52–61

	 51.	 Krosnick JA, Presser S (2010) Question and questionnaire design. In: 
Wright JD, Marsden PV (eds) Handbook of survey research. Emerald 
Group Publishing Ltd, Bingley, pp 263–314

	 52.	 Kusi A, Fenny A, Arhinful DK, Asante FA, Parmar D (2018) Determinants 
of enrolment in the NHIS for women in Ghana – a cross sectional study. 
Int J Soc Econ 45(9):1318–1334

	 53.	 Lee D (2017) HEALTHQUAL: a multi-item scale for assessing healthcare 
service quality. Serv Bus 11(3):491–516

	 54.	 Liu X, Tang Y, Ge J, Miranda MJ (2019) Does experience with natural dis-
asters affect willingness-to-pay for weather index insurance? evidence 
from China. Int J Disaster Risk Red 33:33–43

	 55.	 Malerba D (2022) The effects of social protection and social cohesion 
on the acceptability of climate change mitigation policies: what do we 
(not) know in the context of low- and middle-income countries? Eur J 
Dev Res 34:1358–1382

	 56.	 Mathiyazaghan K (1998) Willingness to pay for rural health insurance 
through community participation in India. Int J Health Plann Manage 
13(1):47–67

	 57.	 Mchomvu A, Tangaraza F, Maghimbi S (2002) Co-operatives and social 
protection in Tanzania. J Soc Dev Afr 17(2):29–44

	 58.	 Minyihun A, Gebregziabher MG, Gelaw YA (2019) Willingness to pay 
for community-based health insurance and associated factors among 
rural households of Bugna District Northeast Ethiopia. BMC Res Notes 
12(1):55

	 59.	 Miti JJ, Perkio M, Metteri A, Atkins S (2021) Factors associated with 
willingness to pay for health insurance and pension scheme among 
informal economy workers in low- and middle-income countries: a 
systematic review. Int J Soc Econ 48(1):17–37

	 60.	 Mladovsky P (2014) Why do people drop out of community-based 
health insurance? Findings from an exploratory household survey in 
Senegal. Soc Sci Med 107:78–88

	 61.	 Moore S, Kawachi I (2017) Twenty years of social capital and health 
research: a glossary. J Epidemiol Community Health 71(5):513–517

	 62.	 Nosratnejad S, Rashidian A, Sari AA, Moradi N (2017) Willingness to Pay 
for Complementary Health Care Insurance in Iran. Iran J Public Health, 
46(9 SE-Original Article(s)). https://​ijph.​tums.​ac.​ir/​index.​php/​ijph/​artic​le/​
view/​10998

	 63.	 Nsiah-Boateng E, Aikins M (2013) Performance assessment of Ga district 
mutual health insurance scheme, Greater Accra Region, Ghana. Value 
Health Reg Issues 2(2):300–305

	 64.	 Odeyemi IA (2014) Community-based health insurance programmes 
and the national health insurance scheme of Nigeria: challenges to 
uptake and integration. Int J Equity Health 13(1):20

	 65.	 Pahlevan Sharif S, Sharif Nia H (2018) Structural equation modeling with 
AMOS. Tehran, Iran, Artin Teb

	 66.	 Pahlevan Sharif S, Naghavi N, Ong FS, Sharif Nia H, Waheed H (2021) 
Health insurance satisfaction, financial burden, locus of control and 
quality of life of cancer patients: a moderated mediation model. Int J 
Soc Econ 48(4):513–530

	 67.	 Panda PK, Dror DM, Hossain S, Majumdar A, Pérez Koehlmoos TL, John 
D (2016) Factors affecting uptake of voluntary and community-based 
health insurance schemes in low- and middle-income countries? A 
systematic review and meta-analysis. PLoS ONE 11(8):184

	 68.	 Paulhus DL (1991) Measurement and control of response bias. In: Rob-
inson JP, Shaver PR, Wrightsman LS (eds) Measures of personality and 
social psychological attitudes. Academic Press, San Diego, pp 17–59

	 69.	 Phe Goursat M, Pellerano L (2016) Extension of social protection to 
workers in the informal economy in zambia: lessons learnt from field 

research on domestic workers, small scale farmers and construction 
workers. International Labour Organization, Geneva

	 70.	 Poan R, Merizka VE, Komalasari F (2021) The importance of trust factor 
in the intentions to purchase Islamic insurance (takaful) in Indonesia. J 
Islamic Market. https://​doi.​org/​10.​1108/​JIMA-​01-​2021-​0026

	 71.	 Porta DD (2015) Social movements in times of austerity: bringing 
capitalism back into protest analysis. Wiley, Hoboken

	 72.	 Portes A (1998) Social capital: Its origins and applications in modern 
sociology. Ann Rev Sociol 24(1):1–24

	 73.	 Putnam RD (1993) The prosperous community. Am Prospect 
4(13):35–42

	 74.	 Putnam RD (2000) Bowling alone: the collapse and revival of American 
community. Simon and Schuster, New York

	 75.	 Ranson MK, Sinha T, Gandhi F, Jayswal R, Mills AJ (2006) Helping mem-
bers of a community-based health insurance scheme access quality 
inpatient care through development of a preferred provider system in 
rural Gujarat. Natl Med J India 19(5):274–282

	 76.	 Roy NC, Roy NG (2020) Life insurance industry agent’s attrition: a game 
changer for insurance business. Glob Bus Rev 23(2):426–439

	 77.	 Saita E, Zuliani C, Tramontano M, Bonanno GA (2016) Trust or distrust 
toward healthcare services: breast screening in the north and south of 
Italy. World Fut 72(5–6):254–265

	 78.	 Savage J, Kanazawa S (2002) Social capital, crime, and human nature. J 
Contemp Crim Justice 18(2):188–211

	 79.	 Schneider P (2005) Trust in micro-health insurance: an exploratory 
study in Rwanda. Soc Sci Med 61(7):1430–1438

	 80.	 Sekhri N, Savedoff W (2005) Private health insurance: implications for 
developing countries. Bull World Health Organ 83(2):127–134

	 81.	 Seudiband EN, Amadu IA (2020) Community banking services and the 
fight against poverty in Ghana: could this be the panacea for sustain-
able community development? EJBMR, Eur J Business Manag Res. 
https://​doi.​org/​10.​24018/​ejbmr.​2020.5.​4.​291

	 82.	 Shan L, Li Y, Ding D, Wu Q, Liu C, Jiao M, Hao Y, Han Y, Gao L, Hao J, Wang 
L, Xu W, Ren J (2016) Patient satisfaction with hospital inpatient care: 
Effects of trust, medical insurance and perceived quality of care. PLoS 
ONE 11(10):1–18

	 83.	 Sommerfeld J, Sanon M, Kouyate B, Sauerborn R (2002) Informal 
risk-sharing arrangements (IRSAs) in rural Burkina Faso: lessons for the 
development of community-based insurance (CHI). Int J Health Plann 
Manag 17:147–163

	 84.	 Sutter M, Kocher MG (2007) Trust and trustworthiness across different 
age groups. Games Econom Behav 59(2):364–382

	 85.	 Sweeney JC, Soutar GN (2001) Consumer perceived value: the develop-
ment of a multiple item scale. J Retail 77(2):203–220

	 86.	 Thomas KT, Sakthivel R (2015) Retail participation in health insurance: a 
model of consumer preferences. Glob Bus Rev 16(6):997–1011

	 87.	 Tungu M, Amani PJ, Hurtig A-K, Dennis Kiwara A, Mwangu M, Lind-
holm L, San Sebastiån M (2020) Does health insurance contribute 
to improved utilisation of health care services for the elderly in rural 
Tanzania? A cross-sectional study. Global Health Action 13(1):1841962

	 88.	 Turcotte-Tremblay A-M, Haddad S, Yacoubou I, Fournier P (2012) Map-
ping of initiatives to increase membership in mutual health organisa-
tions in Benin. Int J Equity Health 11(1):74

	 89.	 Urbach N, Smolnik S, Riempp G (2010) An empirical investigation of 
employee portal success. J Strateg Inf Syst 19(3):184–206

	 90.	 URT. (2001) The Community Health Fund Act, 2001. Government 
Printer. Dar es Salaam

	 91.	 URT. (2022) Explanations on frequently asked questions by citizens 
through media and social networks about universal health insurance 
bill. For public consumption. 1st Edition. Ministry of Finance. Dodoma. 
Available at https://​www.​moh.​go.​tz/​stora​ge/​app/​uploa​ds/​public/​634/​
2e5/​a84/​6342e​5a846​47158​13121​11.​pdf

	 92.	 Wajanga B, Kim CY, Peck RN, Bartlett J, Mabula D, Juma A, Muiruri C 
(2022) Is lack of health insurance a predictor of worsening of heart fail-
ure among adult patients attending referral hospitals in Northwestern 
Tanzania? PLoS ONE 17(3):e0264352

	 93.	 Wang J, Zhu H, Liu H et al (2020) Can the reform of integrating health 
insurance reduce inequity in catastrophic health expenditure? Evidence 
from China. Int J Equity Health 19(1):49

https://ijph.tums.ac.ir/index.php/ijph/article/view/10998
https://ijph.tums.ac.ir/index.php/ijph/article/view/10998
https://doi.org/10.1108/JIMA-01-2021-0026
https://doi.org/10.24018/ejbmr.2020.5.4.291
https://www.moh.go.tz/storage/app/uploads/public/634/2e5/a84/6342e5a846471581312111.pdf
https://www.moh.go.tz/storage/app/uploads/public/634/2e5/a84/6342e5a846471581312111.pdf


Page 15 of 15Nzowa et al. Future Business Journal            (2023) 9:18 	

	 94.	 Wanyama FO (2014) Co-operatives and the Sustainable Development 
Goals: A Contribution to the Post-2015 Development Debate. A Policy Brief, 
ICA-ILO

	 95.	 WHO. (2016) Global strategy on human resources for health: workforce 
2030. Geneva: World Health Organization. Retrieved from http://​apps.​
who.​int/​iris/​bitst​ream/​10665/​250368/​1/​97892​41511​131- eng.pdf

	 96.	 WHO. (2021) Monitoring universal health coverage - WHO. Retrieved 
from https://​www.​who.​int/​data/​monit​oring-​unive​rsal-​health-​cover​age

	 97.	 Wolf EJ, Harrington KM, Clark SL, Miller MW (2013) Sample size require-
ments for structural equation models: an evaluation of power, bias, and 
solution propriety. Educ Psychol Measur 73:913–934

	 98.	 World Bank (2019) World development report 2019: the changing 
nature of work. World Bank, Washington, DC

	 99.	 Zein RA, Putri NK, Ridlo IA (2020) Do justice and trust affect accept-
ability of Indonesian social health insurance policy? Int J Health Govern 
25(1):78–92

	100.	 Zeng Y, Li J, Yuan Z, Fang Y (2019) The effect of China’s new co-operative 
medical scheme on health expenditures among the rural elderly. Int J 
Equity Health 18(1):27

	101.	 Zhang L, Wang H, Wang L, Hsiao W (2006) Social capital and farmer’s 
willingness-to-join a newly established community-based health insur-
ance in rural China. Health Policy 76(2):233–242

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

http://apps.who.int/iris/bitstream/10665/250368/1/9789241511131
http://apps.who.int/iris/bitstream/10665/250368/1/9789241511131
https://www.who.int/data/monitoring-universal-health-coverage

	Mediation effect of trust on willingness to pay for health insurance among co-operative members in Tanzania
	Abstract 
	Introduction
	Literature review
	Willingness to pay for health insurance
	Theoretical framework of the study
	The social capital theory

	Hypotheses development and conceptual framework
	Price
	Quality
	Access
	Trust
	Hypothesised mediation effect of trust on willingness to pay


	Methodology
	Study design
	Data collection instruments
	Data collection and analysis procedures

	Findings and discussion
	Descriptive findings
	Formative measurement model
	Structural model measurement
	Mediation analysis

	Theoretical implications, conclusion, and recommendations
	Theoretical implications of the study
	Conclusion and recommendations
	Limitations of the study

	Acknowledgements
	References


