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PREFACE 
 

Section 28 of the Public Audit Act, CAP 418 [R.E. 
2021] gives mandate to the Controller and 
Auditor General to carry out Performance Audit 
(Value-for-Money Audit) to establish the 
economy, efficiency and effectiveness of any 
expenditure or use of resources in the Ministries, 
Departments and Agencies (MDAs), Local 
Government Authorities (LGAs) and Public 
Authorities and Other Bodies which involves 
enquiring, examining, investigating and 

reporting, as deemed necessary under the circumstances. 
 
I have the honour to submit to Her Excellency, the President of the United 
Republic of Tanzania, Hon. Dr. Samia Suluhu Hassan, and through her to the 
Parliament of the United Republic of Tanzania, the Performance Audit 
Report on the Controls of Payments Made by NHIF to Accredited Healthcare 
Facilities.  
 
The report contains findings, conclusions, and recommendations that are 
directed to the National Health Insurance Fund. 
  
The National Health Insurance Fund had the opportunity to scrutinize the 
factual contents of the report and comment on it. I wish to acknowledge 
that discussions with the National Health Insurance Fund have been useful 
and constructive. 
 
My Office will carry out a follow-up audit at an appropriate time regarding 
actions taken by the National Health Insurance Fund in implementing the 
recommendations given in this report. 
  
In completing the audit assignment, I subjected the draft report to a critical 
review of subject matter experts, namely Dr. Amani Anaeli, Lecturer from 
Muhimbili University of Health and Allied Sciences and Mr. Kuki Gasper 
Tarimo, a Health Financing Advisor who came up with useful inputs for the 
improvement of this report.  
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The report was prepared by Mr. Bhourat Kombo (Team Leader), Mr. Gerald 
A. Nduye and Ms. Ndimwaga Shitindi (Team Members) under the supervision 
and guidance of Ms. Mariam F. Chikwindo (Chief External Auditor), Mr. 
James G. Pilly (Assistant Auditor General) and Mr. George C. Haule (Deputy 
Auditor General). 
  
I would like to thank my staff for their commitment in preparing this report. 
I also acknowledge the audited entities for their cooperation with my 
Office, which facilitated the timely completion of the audit.  
 
 
 
 
 
Charles E. Kichere 
Controller and Auditor General  
United Republic of Tanzania 
March, 2023 
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EXECUTIVE SUMMARY 

Background of the Audit 
 

The National Health Insurance Fund (NHIF) is a Social Health Insurance 
Institution established under the National Health Insurance Act, Cap 395 
with the main objective of ensuring accessibility of healthcare services to 
people.  
  
Among other functions, the Fund is responsible for accreditation of 
healthcare facilities and processing their claims. As of December 2021, the 
number of accredited healthcare facilities was 8,869. The ownership of the 
accredited facilities included Faith Based Organizations (9%), Government 
(71%), and Private (20%)1. On the other hand, NHIF’s membership coverage 
stood at 4,734,388, equivalent to 8% of Tanzanian population by December 
2021.  
 
As at June 2022, the Fund had 11 benefit packages that were offered to its 
beneficiaries through accredited healthcare facilities both in Tanzania 
mainland and Zanzibar. Benefits were offered to beneficiaries as per 
Standard Treatment Guidelines issued by the Ministry of Health and 
adhering to the NHIF regulations.  
  
In recent years, NHIF has invested in various interventions to improve its 
operations including automation of payment systems (e-claim system) and 
online registration2. 
  
The main audited entity was the National Health Insurance Fund (NHIF) 
which is responsible for the provision of health insurance services to 
facilitate accessibility of quality health services to its beneficiaries. In 
particular, the Fund is responsible for processing payments of claims from 
healthcare facilities.  

 

 

                                                           
1 NHIF AFYA NJEMA, March 2022, Edition No. 18 

2 First Quarter Performance Report For the Financial Year 2018-19 

 

 

xi 

Controller and Auditor General  

 

The audit aimed at assessing whether the NHIF has set adequate control 
mechanisms on processing payments of claims from healthcare facilities to 
ensure that they are authentic, correct and complete. Specifically, the 
audit focused on the following: processing of claims after the provision of 
healthcare services to the entitled beneficiaries, control mechanisms at 
NHIF to ensure authentic claims are approved for payment, remedial actions 
taken as a result of malpractices conducted by healthcare providers and 
performance evaluation of NHIF on processing and payment of claims. The 
study covered a period of three financial years from 2019/20 to 2021/22.  

The following is the summary of major audit findings, conclusion and 
recommendations developed from this performance audit. 
 
Main Audit Findings 

a) Existence of Unauthentic Claims and Incorrect Payments 
 
Anti-Fraud Reports for the period from 2019/20 to 2021/22 noted existence 
of unauthentic and incorrect claims raised from healthcare facilities.  Out 
of a total of TZS 1.71 trillion paid to the healthcare facilities in the last 
three financial years from 2019/20 to 2021/22, TZS 14.46 billion was paid 
for unauthentic and incorrect claims. The Audit noted that, for the period 
under review there was an increase of unauthentic and incorrect claims 
from TZS 4.32 billion in the financial year 2019/20, TZS 4.55 billion in the 
financial year 2020/21 and TZS 5.59 billion in the financial year 2021/22. 

Existence of unauthentic and incorrect payments of claims were noted at 
different levels of healthcare facilities. For instance, review of Anti-fraud 
reports and On-site Verification reports for the period from 2019/20 to 
2021/22 showed that Zonal and Regional Referrals, District Hospitals and 
Specialized Clinics had unauthentic and incorrect payments of more than 
TZS 2 billion. 

Similarly, unauthentic and incorrect payments of claims were noted at 
various ownership categories of healthcare facilities. The Audit noted that 
private owned healthcare facilities had high amounts of paid unauthentic 
claims compared to Government and Faith Based Organizations. This is 
evidenced by the fact that more than TZS 10.39 billion were paid to the 
Private healthcare facilities for the period from 2019/20 to 2021/22 
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LIST OF ABBREVIATIONS AND ACRONYMS 
CAG - Controller and Auditor General 

CEA - Chief External Auditor 

CMIS - Claim Management Information System 

e-GA - e-Government Authority  

eHMIS  -         Electronic Health Management Information Systems 

FBOs - Faith Based Organisations 

FIFO - First In First Out 

HCF - Healthcare Facilities 

HDU - High Dependency Unit 

HSSP  - Health Sector Strategic Plan 

ICT - Information Communication Technology 

ICU - Intensive Care Unit 

JKCI - Jakaya Kikwete Cardiac Institute 

M&E - Monitoring and Evaluation 

MCT - Medical Council of Tanganyika  

NAOT - National Audit of Tanzania 

NHIF - National Health Insurance Fund 

PA - Performance Audit 

PCCB - Prevention and Combating of Corruption Bureau (PCCB) 

PSO - Pharmaceutical Services Officer  

QSO - Quality Assurance Officer 

RM - Regional Manager 

SDGs - Sustainable Development Goals  

STG - Standard Treatment Guideline 

TZS - Tanzania Shilling 

VNR - Voluntary National Review 
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The audit aimed at assessing whether the NHIF has set adequate control 
mechanisms on processing payments of claims from healthcare facilities to 
ensure that they are authentic, correct and complete. Specifically, the 
audit focused on the following: processing of claims after the provision of 
healthcare services to the entitled beneficiaries, control mechanisms at 
NHIF to ensure authentic claims are approved for payment, remedial actions 
taken as a result of malpractices conducted by healthcare providers and 
performance evaluation of NHIF on processing and payment of claims. The 
study covered a period of three financial years from 2019/20 to 2021/22.  

The following is the summary of major audit findings, conclusion and 
recommendations developed from this performance audit. 
 
Main Audit Findings 

a) Existence of Unauthentic Claims and Incorrect Payments 
 
Anti-Fraud Reports for the period from 2019/20 to 2021/22 noted existence 
of unauthentic and incorrect claims raised from healthcare facilities.  Out 
of a total of TZS 1.71 trillion paid to the healthcare facilities in the last 
three financial years from 2019/20 to 2021/22, TZS 14.46 billion was paid 
for unauthentic and incorrect claims. The Audit noted that, for the period 
under review there was an increase of unauthentic and incorrect claims 
from TZS 4.32 billion in the financial year 2019/20, TZS 4.55 billion in the 
financial year 2020/21 and TZS 5.59 billion in the financial year 2021/22. 

Existence of unauthentic and incorrect payments of claims were noted at 
different levels of healthcare facilities. For instance, review of Anti-fraud 
reports and On-site Verification reports for the period from 2019/20 to 
2021/22 showed that Zonal and Regional Referrals, District Hospitals and 
Specialized Clinics had unauthentic and incorrect payments of more than 
TZS 2 billion. 

Similarly, unauthentic and incorrect payments of claims were noted at 
various ownership categories of healthcare facilities. The Audit noted that 
private owned healthcare facilities had high amounts of paid unauthentic 
claims compared to Government and Faith Based Organizations. This is 
evidenced by the fact that more than TZS 10.39 billion were paid to the 
Private healthcare facilities for the period from 2019/20 to 2021/22 
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of a total of TZS 1.71 trillion paid to the healthcare facilities in the last 
three financial years from 2019/20 to 2021/22, TZS 14.46 billion was paid 
for unauthentic and incorrect claims. The Audit noted that, for the period 
under review there was an increase of unauthentic and incorrect claims 
from TZS 4.32 billion in the financial year 2019/20, TZS 4.55 billion in the 
financial year 2020/21 and TZS 5.59 billion in the financial year 2021/22. 

Existence of unauthentic and incorrect payments of claims were noted at 
different levels of healthcare facilities. For instance, review of Anti-fraud 
reports and On-site Verification reports for the period from 2019/20 to 
2021/22 showed that Zonal and Regional Referrals, District Hospitals and 
Specialized Clinics had unauthentic and incorrect payments of more than 
TZS 2 billion. 

Similarly, unauthentic and incorrect payments of claims were noted at 
various ownership categories of healthcare facilities. The Audit noted that 
private owned healthcare facilities had high amounts of paid unauthentic 
claims compared to Government and Faith Based Organizations. This is 
evidenced by the fact that more than TZS 10.39 billion were paid to the 
Private healthcare facilities for the period from 2019/20 to 2021/22 
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compared to TZS 2.49 billion and TZS 1.58 billion paid to the Faith Based 
Organizations and Government healthcare facilities respectively. 

The existence of unauthentic and incorrect claims was noted to be 
associated with malpractices during identification and registration of 
patients, consultation services, investigation and diagnostic procedures, 
dispensing processes and non-adherence to Standard Treatment Guidelines. 

b) NHIF Did Not Ensure Healthcare Facilities Adhere to Standard 
Treatment Guidelines (STG) and Contractual Agreements During the 
Provision of Services to Entitled Beneficiaries 

 
The Audit noted various efforts which were implemented by NHIF to ensure 
healthcare facilities adhere to the Standard Treatment Guidelines and 
Contractual Agreements during the provision of services to entitled 
beneficiaries. The noted efforts included a review of Quality Assurance and 
Claims Manuals in the financial year 2020/21. Since June 2021, NHIF took 
full time medical surveillance in 13 Hospitals. Furthermore, the Fund 
empowered regional offices to deploy Quality Assurance Officers by adding 
more Doctors to assist in the medical surveillance.  

However, the Audit noted weaknesses which indicated that NHIF did not 
adequately ensure healthcare facilities adhered to the established Standard 
Treatment Guidelines and Contractual Agreements during the provision of 
healthcare services to NHIF beneficiaries as detailed below: 

100% of the Visited 131 Healthcare Facilities Did Not Adhere to 
Standard Treatment Guidelines and Contractual Agreements 

The Audit noted that, for the period under review, 100% of 131 visited 
healthcare facilities in Mwanza, Mbeya and Dodoma regions did not adhere 
to Standard Treatment Guidelines.  

This was caused by inadequate enforcement of contractual agreements and 
related guidelines issued to the healthcare facilities. For instance, the Audit 
noted absence of Risk Registers that would have supported conducting of 
effective verification and supportive supervision as required in section 4.2 
of the Quality Assurance Manual, 2021. 
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Non-adherence to Standard Treatment Guidelines by healthcare facilities 
may result into financial losses to the Fund. For instance, the Audit noted 
unrecovered unauthentic claims amounted to TZS 157 million which were 
identified through onsite verifications conducted during the period under 
review in Mbeya, Mwanza and Dodoma Regions. 

The existence of unauthentic and incorrect claims was noted to be 
associated with malpractices during identification and registration of 
patients; consultation services; investigation and diagnostic procedures; 
dispensing process; and non-adherence to Standard Treatment Guidelines.  
It was further noted that the main causes were inadequate adherence to 
standard treatment guidelines and contractual agreement; inadequate 
existing control mechanisms; failure to adequately take remedial action on 
unauthentic claims; and inadequate performance evaluation. 

Weaknesses on Pricing of the NHIF Packages  

Review of the Price Market Research (2021), Standards, and Supplementary 
Packages showed that, the existing prices were not reviewed for more than 
six years. That creates variations between the market and actual prices 
charged by the Fund to healthcare facilities. 

It was further noted that, during the year 2021, NHIF conducted market 
survey which aimed at measuring market prices of the medicines in order to 
update NHIF prices in line with the prevailing market prices of the selected 
medicines. However, the survey did not cover other medical services in NHIF 
benefit packages such as consultation, diagnostics, medical examinations, 
surgery and other procedures.  

The result of the market survey showed that, the 2016 pricelist which was in 
use was expensive compared to the market prices in the financial year 
2018/19. The Audit noted that, the Fund paid TZS 100.79 billion in the 
financial year 2018/19 instead of TZS 93.9 billion if the prevailing market 
prices would have been used. This would have cut the cost for those items 
by TZS 6.84 billion which is equivalent to seven percent.  

The Audit noted that, the significant variation between the market price and 
NHIF pricelist was caused by lack of review of benefit packages in order to 
reflect current market conditions. 
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The audit aimed at assessing whether the NHIF has set adequate control 
mechanisms on processing payments of claims from healthcare facilities to 
ensure that they are authentic, correct and complete. Specifically, the 
audit focused on the following: processing of claims after the provision of 
healthcare services to the entitled beneficiaries, control mechanisms at 
NHIF to ensure authentic claims are approved for payment, remedial actions 
taken as a result of malpractices conducted by healthcare providers and 
performance evaluation of NHIF on processing and payment of claims. The 
study covered a period of three financial years from 2019/20 to 2021/22.  

The following is the summary of major audit findings, conclusion and 
recommendations developed from this performance audit. 
 
Main Audit Findings 

a) Existence of Unauthentic Claims and Incorrect Payments 
 
Anti-Fraud Reports for the period from 2019/20 to 2021/22 noted existence 
of unauthentic and incorrect claims raised from healthcare facilities.  Out 
of a total of TZS 1.71 trillion paid to the healthcare facilities in the last 
three financial years from 2019/20 to 2021/22, TZS 14.46 billion was paid 
for unauthentic and incorrect claims. The Audit noted that, for the period 
under review there was an increase of unauthentic and incorrect claims 
from TZS 4.32 billion in the financial year 2019/20, TZS 4.55 billion in the 
financial year 2020/21 and TZS 5.59 billion in the financial year 2021/22. 

Existence of unauthentic and incorrect payments of claims were noted at 
different levels of healthcare facilities. For instance, review of Anti-fraud 
reports and On-site Verification reports for the period from 2019/20 to 
2021/22 showed that Zonal and Regional Referrals, District Hospitals and 
Specialized Clinics had unauthentic and incorrect payments of more than 
TZS 2 billion. 

Similarly, unauthentic and incorrect payments of claims were noted at 
various ownership categories of healthcare facilities. The Audit noted that 
private owned healthcare facilities had high amounts of paid unauthentic 
claims compared to Government and Faith Based Organizations. This is 
evidenced by the fact that more than TZS 10.39 billion were paid to the 
Private healthcare facilities for the period from 2019/20 to 2021/22 
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compared to TZS 2.49 billion and TZS 1.58 billion paid to the Faith Based 
Organizations and Government healthcare facilities respectively. 

The existence of unauthentic and incorrect claims was noted to be 
associated with malpractices during identification and registration of 
patients, consultation services, investigation and diagnostic procedures, 
dispensing processes and non-adherence to Standard Treatment Guidelines. 

b) NHIF Did Not Ensure Healthcare Facilities Adhere to Standard 
Treatment Guidelines (STG) and Contractual Agreements During the 
Provision of Services to Entitled Beneficiaries 

 
The Audit noted various efforts which were implemented by NHIF to ensure 
healthcare facilities adhere to the Standard Treatment Guidelines and 
Contractual Agreements during the provision of services to entitled 
beneficiaries. The noted efforts included a review of Quality Assurance and 
Claims Manuals in the financial year 2020/21. Since June 2021, NHIF took 
full time medical surveillance in 13 Hospitals. Furthermore, the Fund 
empowered regional offices to deploy Quality Assurance Officers by adding 
more Doctors to assist in the medical surveillance.  

However, the Audit noted weaknesses which indicated that NHIF did not 
adequately ensure healthcare facilities adhered to the established Standard 
Treatment Guidelines and Contractual Agreements during the provision of 
healthcare services to NHIF beneficiaries as detailed below: 

100% of the Visited 131 Healthcare Facilities Did Not Adhere to 
Standard Treatment Guidelines and Contractual Agreements 

The Audit noted that, for the period under review, 100% of 131 visited 
healthcare facilities in Mwanza, Mbeya and Dodoma regions did not adhere 
to Standard Treatment Guidelines.  

This was caused by inadequate enforcement of contractual agreements and 
related guidelines issued to the healthcare facilities. For instance, the Audit 
noted absence of Risk Registers that would have supported conducting of 
effective verification and supportive supervision as required in section 4.2 
of the Quality Assurance Manual, 2021. 
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Non-adherence to Standard Treatment Guidelines by healthcare facilities 
may result into financial losses to the Fund. For instance, the Audit noted 
unrecovered unauthentic claims amounted to TZS 157 million which were 
identified through onsite verifications conducted during the period under 
review in Mbeya, Mwanza and Dodoma Regions. 

The existence of unauthentic and incorrect claims was noted to be 
associated with malpractices during identification and registration of 
patients; consultation services; investigation and diagnostic procedures; 
dispensing process; and non-adherence to Standard Treatment Guidelines.  
It was further noted that the main causes were inadequate adherence to 
standard treatment guidelines and contractual agreement; inadequate 
existing control mechanisms; failure to adequately take remedial action on 
unauthentic claims; and inadequate performance evaluation. 

Weaknesses on Pricing of the NHIF Packages  

Review of the Price Market Research (2021), Standards, and Supplementary 
Packages showed that, the existing prices were not reviewed for more than 
six years. That creates variations between the market and actual prices 
charged by the Fund to healthcare facilities. 

It was further noted that, during the year 2021, NHIF conducted market 
survey which aimed at measuring market prices of the medicines in order to 
update NHIF prices in line with the prevailing market prices of the selected 
medicines. However, the survey did not cover other medical services in NHIF 
benefit packages such as consultation, diagnostics, medical examinations, 
surgery and other procedures.  

The result of the market survey showed that, the 2016 pricelist which was in 
use was expensive compared to the market prices in the financial year 
2018/19. The Audit noted that, the Fund paid TZS 100.79 billion in the 
financial year 2018/19 instead of TZS 93.9 billion if the prevailing market 
prices would have been used. This would have cut the cost for those items 
by TZS 6.84 billion which is equivalent to seven percent.  

The Audit noted that, the significant variation between the market price and 
NHIF pricelist was caused by lack of review of benefit packages in order to 
reflect current market conditions. 
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by TZS 6.84 billion which is equivalent to seven percent.  

The Audit noted that, the significant variation between the market price and 
NHIF pricelist was caused by lack of review of benefit packages in order to 
reflect current market conditions. 
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Due to significant variation between the market price and NHIF pricelist of 
2016, the Fund lost money, a loss which was caused by overpayments due to 
using 2016 NHIF pricelist. For the period from 2019/20 to 2021/22, the Fund 
could have saved TZS 11.06 billion on the paid claims to the healthcare 
facilities, if market prices were adopted for 20 selected medicines and 
anticancer medicines. 

Healthcare Facilities Did Not Manage and Maintain True and Proper 
Patients’ Records at All Points of Services 

For the financial years 2019/20 to 2021/22, the Audit noted inadequate 
record keeping on provided services at healthcare facilities. This was 
observed during the fraud investigation which disclosed missing documents, 
improper handling and record keeping of patient case notes, ghost records 
for justification of fictitious claims, false stock of medicines and dispensing 
records. Healthcare facilities with inadequacy of records keeping on 
provided services ranged from 11% to 28% per annum. 

The Audit noted that, the cause for inadequate management and 
maintenance of proper records was lack of clear contractual consequences 
on non-compliance with the requirement for keeping medical records by 
service providers.  

Unavailability of records at various points of services led to inconsistency of 
information between the submitted claims from healthcare facilities and 
actual services provided, which may create room for payments for services 
that were not provided.  

c) Control Mechanisms at NHIF do not Ensure Claims Processed and Paid 
to Healthcare Facilities are Authentic and Accurate 

 
In June 2021, NHIF reviewed the benefit package and submitted proposals 
to the Ministry of Health in its efforts towards ensuring sufficient control 
mechanisms for processed claims are in place. Furthermore, the Fund in 
collaboration with law enforcement organs such as Police and PCCB jointly 
undertook fraud investigations when deemed necessary. In order to address 
recommendations issued through fraud investigations, NHIF requested 
professional Boards through letters with Ref. Nos. CAG.143/191/01/259-02 
and CAG.143/191/01A/49 to take disciplinary actions to staff who 
committed malpractices when providing healthcare services to NHIF 
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beneficiaries. Despite the noted efforts, the following weaknesses were 
observed during the Audit: 
 
Membership Verification and Authorization at Healthcare Facilities was 
Not Adequately Conducted  
 
It was noted that, membership verification and authorization at healthcare 
facilities was inadequately conducted because: most of the features in the 
NHIF membership cards were insufficient to support identification and 
verification of beneficiaries during the provision of services; and there were 
beneficiaries who accessed healthcare services using initials as signatures. 
Further, the Audit noted that, ineligible patients who were not registered 
members accessed dialysis services from certified healthcare facilities. 
 
This was caused by the failure of the Claim Management Information System 
and Health Information Systems used by the facilities to capture important 
beneficiary’s information such as signatures, fingerprints and photos of 
beneficiaries which may help in the identification of beneficiaries. This 
shortcoming may provide loopholes to patients or service providers to 
misuse the cards which could result in NHIF reimbursing money to service 
providers for services which were not provided to the beneficiaries. This 
will ultimately lead into financial losses to the Fund. 

Unfavourable Claim Processing Aging 
 
Annual Performance Report for the financial year 2021/22 indicated that, 
the NHIF recorded an average of 62 days claims aging to all 30 regions. 
Compared to a similar period in the past financial year where the average 
aging was 57 days.  This could be interpreted as an increase of eight 
percent on the number of days for processing claims. Furthermore, for the 
sampled regions, claims aging were ranging from 34 days to 73 days, 
whereas Dodoma and Mwanza recorded claims aging above set targets. 
 
The long claims aging was attributed to a number of factors including: 
suspension of claims by Quality Assurance Officers in regional offices due to 
various reasons hence recording high aging in regional offices; claims with 
fraudulent indicators hence taking longer time to process and verify; and 
shortage of staff in regional offices while there was an increase in the 
number of claims including supplementary claims.  
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beneficiaries. Despite the noted efforts, the following weaknesses were 
observed during the Audit: 
 
Membership Verification and Authorization at Healthcare Facilities was 
Not Adequately Conducted  
 
It was noted that, membership verification and authorization at healthcare 
facilities was inadequately conducted because: most of the features in the 
NHIF membership cards were insufficient to support identification and 
verification of beneficiaries during the provision of services; and there were 
beneficiaries who accessed healthcare services using initials as signatures. 
Further, the Audit noted that, ineligible patients who were not registered 
members accessed dialysis services from certified healthcare facilities. 
 
This was caused by the failure of the Claim Management Information System 
and Health Information Systems used by the facilities to capture important 
beneficiary’s information such as signatures, fingerprints and photos of 
beneficiaries which may help in the identification of beneficiaries. This 
shortcoming may provide loopholes to patients or service providers to 
misuse the cards which could result in NHIF reimbursing money to service 
providers for services which were not provided to the beneficiaries. This 
will ultimately lead into financial losses to the Fund. 

Unfavourable Claim Processing Aging 
 
Annual Performance Report for the financial year 2021/22 indicated that, 
the NHIF recorded an average of 62 days claims aging to all 30 regions. 
Compared to a similar period in the past financial year where the average 
aging was 57 days.  This could be interpreted as an increase of eight 
percent on the number of days for processing claims. Furthermore, for the 
sampled regions, claims aging were ranging from 34 days to 73 days, 
whereas Dodoma and Mwanza recorded claims aging above set targets. 
 
The long claims aging was attributed to a number of factors including: 
suspension of claims by Quality Assurance Officers in regional offices due to 
various reasons hence recording high aging in regional offices; claims with 
fraudulent indicators hence taking longer time to process and verify; and 
shortage of staff in regional offices while there was an increase in the 
number of claims including supplementary claims.  
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Late processing of claims affects the cash flow of healthcare facilities that 
would have enabled them to run their facilities efficiently and hence deliver 
quality services to NHIF beneficiaries. 

Claim Information Management System Did Not Ensure Claims Processed 
were Authentic and Correct 
 
The review of Claim Management Information System noted various 
weaknesses which indicated that the system used did not ensure processed 
claims were authentic and correct as explained. The system did not assign 
Quality Assurance Officers the role to establish delays on claims submitted 
by healthcare facilities, which made Quality Assurance Officers to rely only 
on notices which were sent by healthcare facilities to NHIF when they failed 
to submit claim on time. This condition was caused by lack of regular 
reviews of the Claim Management Information System. As a result, it was 
difficult for the Quality Assurance Officers to carry out monitoring and 
enforce compliance to NHIF requirements that require healthcare facilities 
to submit claims online within 24 hours after the provision of health services 
to NHIF beneficiaries. It was however noted by the Audit that, the 
submitted online claims by healthcare facilities did not show results of the 
medical investigations. 
 
The Audit noted that, claims/folios which were submitted online lacked 
results of the investigations taken when patients were receiving healthcare 
services. The submitted claims/folios only attached form 2 (a) and (b) and 
case notes. This condition led to Quality Assurance Officers adopting a 
manual mode of operation when processing claims/folios, which resulted 
into delays in processing claims.  

d) Inadequate Remedial Actions Taken by NHIF on Unauthentic Claims 
Submitted by Healthcare Facilities 

 
The Audit noted various weaknesses regarding remedial actions taken by 
NHIF on the submitted unauthentic claims by services providers. Despite 
taking various efforts on recovering unauthentic claims identified through 
onsite verifications and fraud investigations, the Audit noted that recovery 
of the unauthentic claims was not adequately done. This is because the 
Annual Performance Reports, Anti-fraud Reports, Onsite Verification 
Reports and Loan/Fraud/Verification Recovery Schedule as at December, 
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2022 noted that fraud cases amounting to TZS 7.72 billion were not 
recovered. 

Furthermore, the Audit noted that, inadequate measures were taken 
against staff involved in malpractices. It was noted that, 146 staff from 
both NHIF and healthcare facilities were involved in fraudulent activities. 
To deal with these staff, Anti-fraud Unit reported 19 NHIF Officials involved 
in fraudulent activities to the NHIF Disciplinary Committees/Investigation 
Committee for proceedings. On the other hand, the Unit reported 129 staff 
from healthcare facilities to the Ministry of Health and their professional 
boards. Out of the 19 staff from NHIF, it was noted that 12 staff were 
dismissed from work, two staff were given warning letters, and one staff 
was temporarily suspended.  

However, with regard to the remaining four staff, there was no evidence 
provided to show the disciplinary measures taken against them. Further, 
there were no actions taken against the other reported staff from 
healthcare facilities by their Disciplinary/Investigation Committees, the 
Ministry of Health and professional boards. 

e) Inadequate Performance Evaluation Regarding Processing and 
Payment of Claims from Healthcare Facilities 

 
In order to guide and enhance monitoring and evaluation of the NHIF 
activities, during the financial year 2020/21, the Fund planned to develop 
an M&E framework. The Audit noted that, performance evaluation regarding 
processing and payment of claims from healthcare facilities were 
inadequately conducted due to observed anomalies as highlighted below: 
 
Delay in Developing the M&E Framework to Ensure Improvements in 
Processing Claims for the Period from July 2019 to June 2022 
 
The Audit found that, the Fund did not manage to develop monitoring and 
evaluation framework for two consecutive financial years (2020/21 and 
2021/22) despite the activity being included in the NHIF Annual Action 
Plans.  
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boards. Out of the 19 staff from NHIF, it was noted that 12 staff were 
dismissed from work, two staff were given warning letters, and one staff 
was temporarily suspended.  

However, with regard to the remaining four staff, there was no evidence 
provided to show the disciplinary measures taken against them. Further, 
there were no actions taken against the other reported staff from 
healthcare facilities by their Disciplinary/Investigation Committees, the 
Ministry of Health and professional boards. 

e) Inadequate Performance Evaluation Regarding Processing and 
Payment of Claims from Healthcare Facilities 

 
In order to guide and enhance monitoring and evaluation of the NHIF 
activities, during the financial year 2020/21, the Fund planned to develop 
an M&E framework. The Audit noted that, performance evaluation regarding 
processing and payment of claims from healthcare facilities were 
inadequately conducted due to observed anomalies as highlighted below: 
 
Delay in Developing the M&E Framework to Ensure Improvements in 
Processing Claims for the Period from July 2019 to June 2022 
 
The Audit found that, the Fund did not manage to develop monitoring and 
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2021/22) despite the activity being included in the NHIF Annual Action 
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The reason for the failure to develop M&E framework was a late issuance of 
a new project and program guideline by the Ministry of Finance and 
Planning whose framework finalization was extended to the financial 
2022/23. Thus, the postponement of the activity to the next financial year 
2022/23 was due to overlapping of activities. This implies that 
establishment of monitoring and evaluation framework was not given high 
priority, that is why it has been postponed twice i.e., for the financial years 
2020/21 and 2021/22. However, the M&E Framework was finalized in 
December 2022, which was a delay of more than two years.  

Key Performance Indicators for Monitoring Claims Processing Activities 
were not Adequately Achieved 

The Fund set key performance indicators which are used for monitoring the 
performance of planned activities related to processing of claims. This 
includes reduction of staff fraud activities, decrease of fraud cases and 
increasing satisfaction of beneficiaries with NHIF services. However, the 
Audit noted persistence involvement of staff in fraud cases and fraudulent 
practices to healthcare facilities. 

For instance, the Fund conducted anti - fraud investigations, both 
preventive and detective, to the healthcare facilities suspected of 
malpractices and found that a total of 301 facilities defrauded the fund 
during services provision. Whereas, 117 were found in the financial year 
2019/20, 112 were found in the financial year 2020/21 and 72 in the 
financial year 2021/22. 
 
Audit Conclusion 
 
The Audit recognizes the efforts made by the National Health Insurance 
Fund (NHIF) towards improving the control of payments made to healthcare 
facilities for the purpose of ensuring continuity in accessibility of healthcare 
services to people. These efforts include: verification and authorization of 
NHIF beneficiaries before they access healthcare services; conducting 
supportive supervision; onsite claims verifications, clinical audit and 
advocacy; ensuring healthcare facilities charge agreed price and 
maintaining true and proper patients’ records. 

 

 

 

xix 

Controller and Auditor General  

 

However, more interventions are still needed to further improve the control 
of payments made by NHIF to accredited healthcare facilities. This is 
because, based on the findings, the National Health Insurance Fund (NHIF) 
has not adequately managed the control of payments made to accredited 
healthcare facilities.  

This was evidenced through the payments made for unauthentic and 
incorrect claims which were raised from all levels of healthcare facilities 
and ownership categories. The Audit further indicated that, for the period 
under review, there was an increasing trend of unauthentic and incorrect 
claims.  

All stages of provision of healthcare services were noted to be associated 
with unauthentic and incorrect claims which include: identification and 
registration of patients; consultation services; investigation and diagnostic 
procedures; and dispensing processes.  

Generally, the Audit concluded that, inadequate control of payments by 
NHIF to accredited healthcare facilities is associated with: inadequate 
adherence to standard treatment guidelines and contractual agreement 
during the provision of health insurance services to the entitled 
beneficiaries;  failure of existing control mechanisms at NHIF to adequately 
ensure claims processed and paid were authentic, correct and complete; 
failure to timely take remedial actions on unauthentic claims in order to 
reduce financial losses; and  inadequate performance evaluation. 

Audit Recommendations 
 
Adherence to Standard Treatment Guidelines and Contractual Agreement  
 
In order to ensure healthcare facilities adhere to STG and contractual 
agreements during the provision of health insurance services to the entitled 
beneficiaries, NHIF should: 
 

1. Set and implement strong and cost effective controls for 
beneficiaries verification and authorization at health facilities to 
ensure genuine NHIF beneficiaries are obtaining health services; and 
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However, more interventions are still needed to further improve the control 
of payments made by NHIF to accredited healthcare facilities. This is 
because, based on the findings, the National Health Insurance Fund (NHIF) 
has not adequately managed the control of payments made to accredited 
healthcare facilities.  

This was evidenced through the payments made for unauthentic and 
incorrect claims which were raised from all levels of healthcare facilities 
and ownership categories. The Audit further indicated that, for the period 
under review, there was an increasing trend of unauthentic and incorrect 
claims.  

All stages of provision of healthcare services were noted to be associated 
with unauthentic and incorrect claims which include: identification and 
registration of patients; consultation services; investigation and diagnostic 
procedures; and dispensing processes.  

Generally, the Audit concluded that, inadequate control of payments by 
NHIF to accredited healthcare facilities is associated with: inadequate 
adherence to standard treatment guidelines and contractual agreement 
during the provision of health insurance services to the entitled 
beneficiaries;  failure of existing control mechanisms at NHIF to adequately 
ensure claims processed and paid were authentic, correct and complete; 
failure to timely take remedial actions on unauthentic claims in order to 
reduce financial losses; and  inadequate performance evaluation. 

Audit Recommendations 
 
Adherence to Standard Treatment Guidelines and Contractual Agreement  
 
In order to ensure healthcare facilities adhere to STG and contractual 
agreements during the provision of health insurance services to the entitled 
beneficiaries, NHIF should: 
 

1. Set and implement strong and cost effective controls for 
beneficiaries verification and authorization at health facilities to 
ensure genuine NHIF beneficiaries are obtaining health services; and 
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Control Mechanisms on Claims Processed and Paid  

In order to improve the existing control mechanisms on claims processed 
and paid so as to ensure payments made were authentic and correct, NHIF 
should: 

1. Carry out regular reviews of price schedules for all items to reflect 
current market situation; and 
 

2. Set control mechanisms which will ensure claims/folios are 
submitted for processing on real time upon service delivery. 

 
Remedial Actions on Unauthentic Claims in order to Reduce Financial 
Losses 

In order to reduce financial losses based on malpractices conducted by 
healthcare facilities and staff, NHIF should: 

1. Collaborate with the Ministry of health and other key stakeholders 
(such as Police, PCCB and Professional bodies) to take appropriate 
actions to staff and healthcare facilities involved in fraudulent 
activities during provision of health insurance services; and  
 

2. Strengthen recovery mechanisms that will ensure the stated amounts 
were recovered from the healthcare facilities with malpractices. 

 
Performance Evaluation of NHIF on Processing Payments of Claims  

In order to enhance periodic conduct of Performance evaluation on 
processing payments of claims from healthcare facilities, NHIF should: 

1. Ensure upgrade of ICT systems and make sure the systems are used 
by the healthcare facilities throughout provision of healthcare 
services; and  
 

2. Collaborate with e-GA to certify ICT systems used by the healthcare 
facilities. 
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CHAPTER ONE 
 

INTRODUCTION 
1.1 Background  
 
The National Health Insurance Fund (NHIF) is a Social Health Insurance 
Institution established under the National Health Insurance Act, CAP 395 
with the main objective of ensuring accessibility of health care services to 
people. The Fund considers health insurance as a societal affair rather than 
an individual need and thus operates under the principles of risk sharing and 
social solidarity among members3.  
 
Despite the compulsory enrolment arrangement to public servants, the Fund 
has expanded its coverage to include other groups like councillors, private 
companies, education institutions, private individuals, children under the 
age of 18, farmers in cooperatives as well as organized registered groups 
like Machinga and Bodaboda groups. The Fund is also administering the 
Bunge Health Insurance Scheme and covers Members of the Zanzibar House 
of Representatives4. 

Among other functions, the Fund is responsible for accreditation of 
healthcare facilities and processing their claims. As at June, 2022 the Fund 
had 11 benefits package that were being offered to its beneficiaries through 
accredited healthcare facilities countrywide. Benefits are offered to 
beneficiaries as per Standard Treatment Guidelines issued by the Ministry of 
Health alongside the Fund`s regulations. The package includes: - 
Consultation; Medicines and medical supplies; medical Investigations; 
Surgical Services; Inpatient Care Services including ICU and HDU; and 
Physiotherapy and rehabilitation service. It also includes Eye and Optical 
Services; Spectacles; Dental and Oral health Services; Retirees Health 
Benefits; and Medical/Orthopaedic Appliances5.  
Further, in recent years the fund has initiated various efforts to improve its 
operations such as automation of payment systems (e-claim system) and 
online registration6.  

                                                           
3 The Challenges Facing the Operation of the National Health Insurance (NHIF) The Case of 
Tanzania, 2013 

4 Ibid 

5 Home | National Health Insurance Fund (nhif.or.tz) 
6 First Quarter Performance Report For the Financial Year 2018-19 
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like Machinga and Bodaboda groups. The Fund is also administering the 
Bunge Health Insurance Scheme and covers Members of the Zanzibar House 
of Representatives4. 

Among other functions, the Fund is responsible for accreditation of 
healthcare facilities and processing their claims. As at June, 2022 the Fund 
had 11 benefits package that were being offered to its beneficiaries through 
accredited healthcare facilities countrywide. Benefits are offered to 
beneficiaries as per Standard Treatment Guidelines issued by the Ministry of 
Health alongside the Fund`s regulations. The package includes: - 
Consultation; Medicines and medical supplies; medical Investigations; 
Surgical Services; Inpatient Care Services including ICU and HDU; and 
Physiotherapy and rehabilitation service. It also includes Eye and Optical 
Services; Spectacles; Dental and Oral health Services; Retirees Health 
Benefits; and Medical/Orthopaedic Appliances5.  
Further, in recent years the fund has initiated various efforts to improve its 
operations such as automation of payment systems (e-claim system) and 
online registration6.  
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As of December 2021, number of accredited healthcare facilities was 8,869. 
The ownership of healthcare facilities includes Faith Based, Government, 
and Private which represent 9%, 71%, and 20% of all accredited facilities 
respectively7. On the other hand, NHIF’s membership coverage stood at 
4,734,388, equivalent to 8% of Tanzania population. Further, during 
financial year 2020/21, a total of TZS 551.51 billion was claimed by 
healthcare facilities out of which the amount paid was TZS 515 billion. This 
implied that 6.6% of the claims was rejected8.  
 
1.2  Motivation for the Audit 
 
The Audit was motivated by indications of performance weaknesses in 
controls of payments that needed attention in order to improve 
management of health insurance services. Below are the problem 
indicators: 
 

a) Significant Rejections of Medical Insurance Claims by NHIF  
 

Through Annual Performance Report and Audited Financial Statement of 
NHIF for the period 2015/16 to 2017/18 it was noted that, significant 
amounts were rejected from claims lodged by accredited healthcare 
facilities in the country. Table 1.1 shows the extent of claims rejected by 
NHIF. 

Table 1.1: Claims Rejected by NHIF 
Financial 
Year 

Amount Claimed 
(In billion TZS)  

Amount Paid 
(In billion TZS) 

Amount Rejected 
(In billion TZS) 

% of 
Rejected 
Amount 

2015/16 218.6 209.7 8.9 4 
2016/17 282.8 263.5 19.3 7 
2017/18 414.0 371.0 43.0 10 

Source: Annual Implementation Reports (2015/16-2017/18) 

 
Further, review of CAG Annual General Report for Public Authorities of 
March 2022 revealed that, during the financial year 2020/21 Muhimbili 
National Hospital and Jakaya Kikwete Cardiac Institute (JKCI) lodged claims 
to NHIF amounting to TZS 55.53 billion. Out of which claims amounting to 

                                                           
7 NHIF AFYA NJEMA, March 2022, Edition No. 18 
8 Annual Performance Report, 2020/21 
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TZS 3.87 billion (7%) were rejected by NHIF, while in 2019/20 the rejected 
amount was TZS 3.13 billion (4%).  

 
The reasons for rejections include: calculation errors, missing details of 
services claimed to be provided after verification of claims, improper 
coding of disease, double claiming, proven cases of fraud, no/invalid NHIF 
approval letter, no/invalid authorization number, no/invalid clinician or 
patient signature, non-adherence to NHIF pricing, non-adherence to 
Standard Treatment Guideline (STG), not in NHIF benefit package, over 
utilization of prescribed item, overprescribing, invalid/no seal of health 
facility on form 2C/2E and long hospital admission without notification. 

 
b) Deficiencies in Systems and Operational Controls 

 
NHIF AFYA NJEMA, June 2020, Edition No. 14 revealed NHIF targeted to take 
serious measures to entities and beneficiaries who indulge in forgery so as 
to access benefits/health services. NHIF targeted to ensure payments to 
healthcare providers were in line with the health services provided by 
healthcare facilities. However, it was noted that some healthcare providers 
charged beneficiaries’ extra money for services that were covered by NHIF. 
On top of that, it was noted that non-members accessed health services to 
accredited healthcare facilities by using cards of NHIF members.  
 
Further, it was noted that some employers tend to pay for ghost employers 
who are closely related to employer so as to allow such relatives to access 
health services. It was further established that some employees tend to 
forge document related to dependents in order to access services. 

 
Review of the CAG Annual General Report for Public Authorities of March 
2020 indicated that a total of 21,042 active NHIF cards received medical 
services with claims totalling to TZS 1.78 billion but their principal members 
had not made any contributions. A total of 104,729 over-age dependants 
(with age above 18 years) received medical services with claims totalling to 
TZS 15.17 billion. A total of 4,441 revoked memberships also received 
medical services with claims totalling to TZS 202 million. Further, it was 
noted that there were 8,672 members registered as retirees who were in 
reality below the minimum retirement age of 55 years as at the beginning of 
the financial year 2018/19 with claims totalling to TZS 2.88 billion.  
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TZS 3.87 billion (7%) were rejected by NHIF, while in 2019/20 the rejected 
amount was TZS 3.13 billion (4%).  

 
The reasons for rejections include: calculation errors, missing details of 
services claimed to be provided after verification of claims, improper 
coding of disease, double claiming, proven cases of fraud, no/invalid NHIF 
approval letter, no/invalid authorization number, no/invalid clinician or 
patient signature, non-adherence to NHIF pricing, non-adherence to 
Standard Treatment Guideline (STG), not in NHIF benefit package, over 
utilization of prescribed item, overprescribing, invalid/no seal of health 
facility on form 2C/2E and long hospital admission without notification. 

 
b) Deficiencies in Systems and Operational Controls 

 
NHIF AFYA NJEMA, June 2020, Edition No. 14 revealed NHIF targeted to take 
serious measures to entities and beneficiaries who indulge in forgery so as 
to access benefits/health services. NHIF targeted to ensure payments to 
healthcare providers were in line with the health services provided by 
healthcare facilities. However, it was noted that some healthcare providers 
charged beneficiaries’ extra money for services that were covered by NHIF. 
On top of that, it was noted that non-members accessed health services to 
accredited healthcare facilities by using cards of NHIF members.  
 
Further, it was noted that some employers tend to pay for ghost employers 
who are closely related to employer so as to allow such relatives to access 
health services. It was further established that some employees tend to 
forge document related to dependents in order to access services. 
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reality below the minimum retirement age of 55 years as at the beginning of 
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Offering medical services to ineligible members is contrary to the 
requirements of Compliance Manuals and may result in material financial 
loss to the Fund leading to its inability to serve its members.  

 
This was attributed by weaknesses on validation process at the health 
facilities, processes that were specifically designed to ensure inactive cards 
are identified and members are not provided with service until such time 
their membership status is in good standing. 

 
c)  Priority Area of Sustainable Development Goals (SDGs) 

 
This audit undertaking is directly supporting SGD goal number three of the 
17 goals of the United Nations which advocates “Good Health and Well-
being”. This goal is geared towards ensuring healthy lives and promotes 
well-being for all at all ages.  
 
Specifically, the goal targeted to achieve the following results; reduce the 
global maternity ratio to less than 70 per 100,000; End preventable deaths 
of newborns and children under 5 years of age with all countries aiming to 
reduce neonatal mortality to at least as low as 12 per 1,000 live birth; 
Reduce under 5 mortality to at least as low as 25 per 1,000 live births; End 
the Epidemics of AIDS, Tuberculosis, malaria and neglected tropical diseases 
and combat hepatitis, water-borne diseases and other communicable 
diseases. The Fund also target to achieve universal health coverage, 
including financial risk protection, access to quality essential health-care 
services and access to safe, effective, quality and affordable essential 
medicines and vaccines for all.  
 
Therefore, inadequate accreditation and controls of payments to healthcare 
facilities may result into unsatisfactory provision of health care services 
which may consequently affect the successful attainment of this goal. 

Based on the above problem indicators and challenges, the Controller and 
Auditor General decided to carry-out a performance audit on the controls of 
payments made by NHIF to accredited healthcare facilities.  
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1.3 Design of the Audit  
 
1.3.1 Audit Objective  

The main objective of the audit was to assess whether the National Health 
Insurance Fund (NHIF) has set adequate control mechanisms on processing 
payments of claims of healthcare facilities to ensure that they are 
authentic, correct and complete.  

Specifically, the audit assessed whether: 

1) NHIF ensure healthcare facilities adhered to standard treatment 
guidelines and contractual agreement during the provision of health 
insurance services to the entitled beneficiaries; 

2) The existing control mechanisms at NHIF ensure claims processed 
and paid were authentic, correct and complete;  

3) Remedial actions were timely taken on unauthentic claims in order 
to reduce financial losses; and 

4) Performance evaluation of NHIF on processing payments on claims 
from Healthcare Facilities was periodically conducted. 

In order to address the audit objective and its specific objectives above, 
five main audit questions which were supported by sub-questions were 
developed. Appendix 2 presents the audit questions and their respective 
sub-questions. 

1.3.2 Scope of the Audit 

The main audited entity was the National Health Insurance Fund (NHIF) 
which is responsible for provision of health insurance services and facilitate 
accessibility of quality health services to its beneficiaries. In particular, the 
Fund is responsible for processing payment of claims from healthcare 
facilities. 
 
Specifically, the audit focused on processing of claims after the provision of 
health services to the entitled beneficiaries. In this aspect the audit focused 
on established standards on clinical conditions, diagnostic criteria, non- 
pharmacological, medicines of choice for the medical condition and 
important prescribing information. On the other hand the audit covered on 
adherence of agreed price schedule and maintenance of true and proper 
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patients’ records in all points of service in accordance with the guidelines 
provided by the Ministry responsible for health. 
 
The audit covered control mechanisms at NHIF to ensure authentic claims 
are approved for payment. In this aspect, issues such as identification and 
authorization of beneficiaries, segregation of duties and quality check of 
claims were assessed.  
 
Further, the audit focused on remedial actions taken due to malpractices 
conducted by healthcare providers. Whereas, issues such as recovery 
mechanisms, reconciliation and adjustments of doubtful claims were 
assessed. Moreover, the audit focused on performance evaluation on 
processing and payment of claims with a view to assess data sharing, 
monitoring and evaluation of the claims. 
 
Moreover, the audit focused on performance evaluation of NHIF on 
processing and payment of claims. In this aspect, key performance 
indicators were assessed. Also, capturing data at real time during provision 
of health services was covered. 
 
The audit covered all categories of healthcare facilities namely national, 
zonal, regional, district, dispensary, health center, accredited pharmacy, 
and specialized clinic. The audit also covered all stages of provision of 
healthcare services from registration, consultation, investigation, 
pharmacy, admission and discharge. Further, the audit covered all 
categories of claims raised after provision of healthcare services. Moreover, 
the audit covered both Government, faith based and private healthcare 
facilities in the selected regions.  
 
The audit covered a period of three financial years 2019/20 to 2021/22. The 
period has been chosen because it was during this period through which 
various efforts were implemented by NHIF such as online claim submission, 
the Fund migration to ERMS system and e-Office.  
 
1.3.3 Audit Criteria 

The assessment criteria were drawn from various sources which give NHIF 
mandate to perform their respective functions. Therefore, the following 
assessment criteria were used to assess the performance of the NHIF: 
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(a) Processed Claims are Authentic, Correct and Complete 
 
Section 3 of the Claim Management Manual, 2021 requires the Fund to 
scrutinise, authenticate and pay claims for services which have been done 
at healthcare facilities and NHIF offices. Also, clause 11.2 of the Template 
Contract between NHIF and Service Provider requires the Fund to effect 
payment of all genuine claims arising from services rendered to members 
and beneficiaries within 60 days from the date of submission. 
 

(b) Adherence to Standard Treatment Guidelines and Contractual 
Agreements by Healthcare Facilities 

 
According to Section 2(b) of the Claim Management Manual, 2021 requires 
certified health service providers to provide quality services to the entitled 
beneficiaries in accordance with the Standard Treatment Guidelines (STG) 
and basic standards for health facilities as set by the Ministry responsible 
for Health matters and Service Agreement. 
 
Section 4.3 of the Quality Assurance Manual, 2021 requires checking 
whether the treatment given to NHIF beneficiaries adhered to the Standard 
Treatment Guidelines (STG). Further, Section 16(1) of the National Health 
Insurance Fund Act, 2015 requires health services benefits granted to a 
beneficiary shall be the inpatient hospital care fee consisting of a fixed sum 
determined by board and outpatient care consisting of medicine in generic 
prescription in accordance with the national essential medicine list unless 
an explicit exception is granted by the Fund. 

Part II of Standard Treatment Guidelines, 2021 requires that, during the 
provision of health services the practitioners are required to observe clinical 
conditions, diagnosis criteria, non- pharmacological, medicines of choice 
(and alternatives) for the medical condition, important prescribing 
information such as dose, duration, contraindications, side effects, 
warnings, medicine interactions and the referral criteria. 
 
Moreover, Clause 12.1 of the Template Contract between NHIF and Service 
Provider requires the Fund to pay the Service Provider for the services 
rendered in conformity with the acceptable treatment guidelines, terms 
and conditions of the Agreement and according to the agreed rates/price. 
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and paid were authentic, correct and complete;  

3) Remedial actions were timely taken on unauthentic claims in order 
to reduce financial losses; and 

4) Performance evaluation of NHIF on processing payments on claims 
from Healthcare Facilities was periodically conducted. 

In order to address the audit objective and its specific objectives above, 
five main audit questions which were supported by sub-questions were 
developed. Appendix 2 presents the audit questions and their respective 
sub-questions. 

1.3.2 Scope of the Audit 

The main audited entity was the National Health Insurance Fund (NHIF) 
which is responsible for provision of health insurance services and facilitate 
accessibility of quality health services to its beneficiaries. In particular, the 
Fund is responsible for processing payment of claims from healthcare 
facilities. 
 
Specifically, the audit focused on processing of claims after the provision of 
health services to the entitled beneficiaries. In this aspect the audit focused 
on established standards on clinical conditions, diagnostic criteria, non- 
pharmacological, medicines of choice for the medical condition and 
important prescribing information. On the other hand the audit covered on 
adherence of agreed price schedule and maintenance of true and proper 
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patients’ records in all points of service in accordance with the guidelines 
provided by the Ministry responsible for health. 
 
The audit covered control mechanisms at NHIF to ensure authentic claims 
are approved for payment. In this aspect, issues such as identification and 
authorization of beneficiaries, segregation of duties and quality check of 
claims were assessed.  
 
Further, the audit focused on remedial actions taken due to malpractices 
conducted by healthcare providers. Whereas, issues such as recovery 
mechanisms, reconciliation and adjustments of doubtful claims were 
assessed. Moreover, the audit focused on performance evaluation on 
processing and payment of claims with a view to assess data sharing, 
monitoring and evaluation of the claims. 
 
Moreover, the audit focused on performance evaluation of NHIF on 
processing and payment of claims. In this aspect, key performance 
indicators were assessed. Also, capturing data at real time during provision 
of health services was covered. 
 
The audit covered all categories of healthcare facilities namely national, 
zonal, regional, district, dispensary, health center, accredited pharmacy, 
and specialized clinic. The audit also covered all stages of provision of 
healthcare services from registration, consultation, investigation, 
pharmacy, admission and discharge. Further, the audit covered all 
categories of claims raised after provision of healthcare services. Moreover, 
the audit covered both Government, faith based and private healthcare 
facilities in the selected regions.  
 
The audit covered a period of three financial years 2019/20 to 2021/22. The 
period has been chosen because it was during this period through which 
various efforts were implemented by NHIF such as online claim submission, 
the Fund migration to ERMS system and e-Office.  
 
1.3.3 Audit Criteria 

The assessment criteria were drawn from various sources which give NHIF 
mandate to perform their respective functions. Therefore, the following 
assessment criteria were used to assess the performance of the NHIF: 
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(a) Processed Claims are Authentic, Correct and Complete 
 
Section 3 of the Claim Management Manual, 2021 requires the Fund to 
scrutinise, authenticate and pay claims for services which have been done 
at healthcare facilities and NHIF offices. Also, clause 11.2 of the Template 
Contract between NHIF and Service Provider requires the Fund to effect 
payment of all genuine claims arising from services rendered to members 
and beneficiaries within 60 days from the date of submission. 
 

(b) Adherence to Standard Treatment Guidelines and Contractual 
Agreements by Healthcare Facilities 

 
According to Section 2(b) of the Claim Management Manual, 2021 requires 
certified health service providers to provide quality services to the entitled 
beneficiaries in accordance with the Standard Treatment Guidelines (STG) 
and basic standards for health facilities as set by the Ministry responsible 
for Health matters and Service Agreement. 
 
Section 4.3 of the Quality Assurance Manual, 2021 requires checking 
whether the treatment given to NHIF beneficiaries adhered to the Standard 
Treatment Guidelines (STG). Further, Section 16(1) of the National Health 
Insurance Fund Act, 2015 requires health services benefits granted to a 
beneficiary shall be the inpatient hospital care fee consisting of a fixed sum 
determined by board and outpatient care consisting of medicine in generic 
prescription in accordance with the national essential medicine list unless 
an explicit exception is granted by the Fund. 

Part II of Standard Treatment Guidelines, 2021 requires that, during the 
provision of health services the practitioners are required to observe clinical 
conditions, diagnosis criteria, non- pharmacological, medicines of choice 
(and alternatives) for the medical condition, important prescribing 
information such as dose, duration, contraindications, side effects, 
warnings, medicine interactions and the referral criteria. 
 
Moreover, Clause 12.1 of the Template Contract between NHIF and Service 
Provider requires the Fund to pay the Service Provider for the services 
rendered in conformity with the acceptable treatment guidelines, terms 
and conditions of the Agreement and according to the agreed rates/price. 
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(c) Presence Control Mechanisms to Ensure Claims Processed and 
Paid to Healthcare Facilities are Authentic and Accurate 

 
According to Section 2.6.2 of the Claims Management Manual 2021 requires 
service providers to verify membership card presented by a patient prior 
access to medical service which can be done through online verification 
system or short message service as directed by the Fund.  

Section 3.4.9 of the Claims Management Manual, 2021 requires beneficiaries 
to physically show their IDs to the providers who will identify and treat the 
actual beneficiary portrayed on the photograph.  

Service Providers have to do the following before submitting claims to the 
Fund’s offices otherwise the claim forms will be rejected forthwith. The key 
certification practices include:  

a) Signatures by the member or beneficiary will have to be put at the 
completion of obtaining services, and not before; 

b) Illiterate beneficiary’s thumbprint will be accepted, in case of a 
child, quadriplegic, mental derangement or, an authentic 
guardian’s signature will be accepted, but it should be clearly 
spelled out as ‘Guardian’; and  

c) Initials will not be accepted as signatures. 

Further, Section 4.3.3 of the Quality Assurance Manual, 2021 requires claims 
submitted to be quality checked before making payment. Also, Section 5.7 
of the Quality Assurance Manual, 2021 requires the Fund to Station NHIF 
staff in the selected facilities to carry out medical surveillance and verifying 
the services offered to NHIF members. 

Whereas, Section 2(b) of the Claim Management Manual, 2021 requires the 
certified health service provider to verify membership status of beneficiary 
through verification of card and personal presenting to health facility 
seeking medical services. Section 2.1.2 of the Claim Management Manual, 
2021 requires, the Quality Assurance Officers not to verify a claim that they 
themselves have processed. 

Clause 11.46 of the Template Contract between NHIF and Service Provider 
requires, service provider to submit online claims within twenty-four hours 
after attending the beneficiary of the Fund. 
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Moreover, according to the Strategic Plan (2020/21-2024/25), the Fund 
intends to reduce the average claims aging from 50 days to 30 days by June 
2022.  

(d) Measures to Improve Payment Process of Benefit Claims 
 

According to Section 4.3.7 of the Quality Assurance Manual, 2021 requires 
the claims disputes to be subjected to reconciliation processes should not 
exceed three (3) months from the time when the Fund’s decision (for action 
to be reconciled) was effected. Also, Section 5.7 of the Quality Assurance 
Manual, 2021 requires the Fund to set measures to address increase in acts 
of fraud, wastes and misuse of services among unethical service providers 
and NHIF beneficiaries. Further, Section 4.4.2 of the Quality Assurance 
Manual, 2021 states that, onsite claim verification acts as one of controls 
for mitigating submission of fraudulent or unauthentic claims intentions 
among providers. Similarly, Section 4.4.1 of the Quality Assurance Manual, 
2021 requires necessary adjustments should be done and allotted amount 
shall be either recovered by the Fund or refunded to the healthcare 
facilities. 

Further, Clause 11.14 of the Template Contract between NHIF and Service 
Provider requires NHIF to notify the service provider in case of delay on 
claims reimbursement. Clause 23 of the Template Contract between NHIF 
and Service Provider states that, acts of the fraud stipulated in the contract 
may result into rejection of claims, termination of contract or lead the Fund 
to seek legal remedy. 
 

(e) Performance Evaluation on Processing and Payment of Claims 
from Healthcare Facilities 

 
According to Section 27 of the National Health Insurance Fund Act, CAP 395 
[R.E 2015] requires the Fund to enter into contract with healthcare provider 
to ensure monitoring mechanisms to safeguard against; over-utilization of 
health care services; under-utilization of healthcare services; unnecessary 
diagnostic and therapeutic procedures and intervention; irrational 
medication and prescription and inappropriate referral practices.  
 
Section 14 (a) of the Section 27 of the National Health Insurance Fund Act, 
CAP 395 [R.E 2015] requires the membership to the fund shall cease where 
one of the following circumstances occurs: Death, termination of 
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(c) Presence Control Mechanisms to Ensure Claims Processed and 
Paid to Healthcare Facilities are Authentic and Accurate 

 
According to Section 2.6.2 of the Claims Management Manual 2021 requires 
service providers to verify membership card presented by a patient prior 
access to medical service which can be done through online verification 
system or short message service as directed by the Fund.  

Section 3.4.9 of the Claims Management Manual, 2021 requires beneficiaries 
to physically show their IDs to the providers who will identify and treat the 
actual beneficiary portrayed on the photograph.  

Service Providers have to do the following before submitting claims to the 
Fund’s offices otherwise the claim forms will be rejected forthwith. The key 
certification practices include:  

a) Signatures by the member or beneficiary will have to be put at the 
completion of obtaining services, and not before; 

b) Illiterate beneficiary’s thumbprint will be accepted, in case of a 
child, quadriplegic, mental derangement or, an authentic 
guardian’s signature will be accepted, but it should be clearly 
spelled out as ‘Guardian’; and  

c) Initials will not be accepted as signatures. 

Further, Section 4.3.3 of the Quality Assurance Manual, 2021 requires claims 
submitted to be quality checked before making payment. Also, Section 5.7 
of the Quality Assurance Manual, 2021 requires the Fund to Station NHIF 
staff in the selected facilities to carry out medical surveillance and verifying 
the services offered to NHIF members. 

Whereas, Section 2(b) of the Claim Management Manual, 2021 requires the 
certified health service provider to verify membership status of beneficiary 
through verification of card and personal presenting to health facility 
seeking medical services. Section 2.1.2 of the Claim Management Manual, 
2021 requires, the Quality Assurance Officers not to verify a claim that they 
themselves have processed. 

Clause 11.46 of the Template Contract between NHIF and Service Provider 
requires, service provider to submit online claims within twenty-four hours 
after attending the beneficiary of the Fund. 
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Moreover, according to the Strategic Plan (2020/21-2024/25), the Fund 
intends to reduce the average claims aging from 50 days to 30 days by June 
2022.  

(d) Measures to Improve Payment Process of Benefit Claims 
 

According to Section 4.3.7 of the Quality Assurance Manual, 2021 requires 
the claims disputes to be subjected to reconciliation processes should not 
exceed three (3) months from the time when the Fund’s decision (for action 
to be reconciled) was effected. Also, Section 5.7 of the Quality Assurance 
Manual, 2021 requires the Fund to set measures to address increase in acts 
of fraud, wastes and misuse of services among unethical service providers 
and NHIF beneficiaries. Further, Section 4.4.2 of the Quality Assurance 
Manual, 2021 states that, onsite claim verification acts as one of controls 
for mitigating submission of fraudulent or unauthentic claims intentions 
among providers. Similarly, Section 4.4.1 of the Quality Assurance Manual, 
2021 requires necessary adjustments should be done and allotted amount 
shall be either recovered by the Fund or refunded to the healthcare 
facilities. 

Further, Clause 11.14 of the Template Contract between NHIF and Service 
Provider requires NHIF to notify the service provider in case of delay on 
claims reimbursement. Clause 23 of the Template Contract between NHIF 
and Service Provider states that, acts of the fraud stipulated in the contract 
may result into rejection of claims, termination of contract or lead the Fund 
to seek legal remedy. 
 

(e) Performance Evaluation on Processing and Payment of Claims 
from Healthcare Facilities 

 
According to Section 27 of the National Health Insurance Fund Act, CAP 395 
[R.E 2015] requires the Fund to enter into contract with healthcare provider 
to ensure monitoring mechanisms to safeguard against; over-utilization of 
health care services; under-utilization of healthcare services; unnecessary 
diagnostic and therapeutic procedures and intervention; irrational 
medication and prescription and inappropriate referral practices.  
 
Section 14 (a) of the Section 27 of the National Health Insurance Fund Act, 
CAP 395 [R.E 2015] requires the membership to the fund shall cease where 
one of the following circumstances occurs: Death, termination of 
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Moreover, according to the Strategic Plan (2020/21-2024/25), the Fund 
intends to reduce the average claims aging from 50 days to 30 days by June 
2022.  

(d) Measures to Improve Payment Process of Benefit Claims 
 

According to Section 4.3.7 of the Quality Assurance Manual, 2021 requires 
the claims disputes to be subjected to reconciliation processes should not 
exceed three (3) months from the time when the Fund’s decision (for action 
to be reconciled) was effected. Also, Section 5.7 of the Quality Assurance 
Manual, 2021 requires the Fund to set measures to address increase in acts 
of fraud, wastes and misuse of services among unethical service providers 
and NHIF beneficiaries. Further, Section 4.4.2 of the Quality Assurance 
Manual, 2021 states that, onsite claim verification acts as one of controls 
for mitigating submission of fraudulent or unauthentic claims intentions 
among providers. Similarly, Section 4.4.1 of the Quality Assurance Manual, 
2021 requires necessary adjustments should be done and allotted amount 
shall be either recovered by the Fund or refunded to the healthcare 
facilities. 

Further, Clause 11.14 of the Template Contract between NHIF and Service 
Provider requires NHIF to notify the service provider in case of delay on 
claims reimbursement. Clause 23 of the Template Contract between NHIF 
and Service Provider states that, acts of the fraud stipulated in the contract 
may result into rejection of claims, termination of contract or lead the Fund 
to seek legal remedy. 
 

(e) Performance Evaluation on Processing and Payment of Claims 
from Healthcare Facilities 

 
According to Section 27 of the National Health Insurance Fund Act, CAP 395 
[R.E 2015] requires the Fund to enter into contract with healthcare provider 
to ensure monitoring mechanisms to safeguard against; over-utilization of 
health care services; under-utilization of healthcare services; unnecessary 
diagnostic and therapeutic procedures and intervention; irrational 
medication and prescription and inappropriate referral practices.  
 
Section 14 (a) of the Section 27 of the National Health Insurance Fund Act, 
CAP 395 [R.E 2015] requires the membership to the fund shall cease where 
one of the following circumstances occurs: Death, termination of 
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employment, failure to contribute to the Fund for three consecutive months 
and any other circumstances which in the opinion of the board shall be 
considered as factor for cessation of membership. 
 
Clause 11.46 of the Template Contract between NHIF and Service Provider 
requires, Service Provider to submit a monthly report at the end of the 
month in not less than seven days of the following month. Further, Clause 
12.4 of the same Contract Template requires the service provider to submit 
dully filled in claim forms 2A or any claim form approved by the Fund within 
(30) thirty days from the last date of service, with a monthly report (NHIF 6 
form) detailing the types of the services rendered including a list of the 
names of all attended beneficiaries during that period.  
 
Further, Section 3.3.3 of Anti-Fraud Policy, 2018 requires the Fund to 
develop an ICT system to enable the Management to detect fraud just in 
time. 
 
1.4 Sampling, Methods for Data Collection and Analysis 
 
Below are the detailed explanations for sampling techniques, methods for 
data collection and analysis used during the audit: 
 
1.4.1 Sampling Techniques  
 
In assessing the controls of payment of claims, the audit team used both 
cluster and purposive sampling methods to select Regions and healthcare 
facilities which were covered during the audit.  
 
The selection process was guided by the following factors: 

a) Amount of claims processed and paid; 
b) Coverage of all categories of healthcare facilities; and  
c) Ownership of healthcare facilities. 

 
a) Amount of Claim Processed and Paid 

 
NHIF Regional Offices were selected based on claims paid which were 
clustered into three categories based on the amount of claims paid namely; 
High (3), Medium (2) and Low (1). Low interval ranges from TZS 0 – 49 
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billion, Medium ranges from TZS 50 to 99 billion and High ranges from TZS 
100 to 149 billion as indicated in Appendix 3A.  

 
NHIF Regional Offices with highest, medium and lowest claims paid were 
covered during the audit in order to assess functionality of the established 
controls on processing and payment of claims raised in the respective 
regions.  
 
b) Coverage of All Categories of Healthcare Facilities 

 
The audit team selected NHIF Regional Offices with availability of 
categories of healthcare facilities namely, National, Zonal, Regional, 
District, Dispensary, Health Center, Pharmacy and Specialized Clinic as 
indicated in Appendix 3B.  
In this factor, the selection of NHIF Regional Offices was based on 
availability of maximum number of categories of healthcare facilities.  
 
c) Ownership of Healthcare Facilities 

 
Further, the audit team considered the ownership of healthcare facilities 
such as Government owned healthcare facilities, Private owned healthcare 
facilities and Faith Based owned healthcare facilities in the selection of 
NHIF regional offices. The audit team selected the offices which covered all 
type of ownership of healthcare facilities as indicated in Appendix 3C. 
 
The selection included Zanzibar due to the fact that, provision of health 
insurance is a union matter, whereas a region from Zanzibar with highest 
claims paid was selected.  
 
Table 1.2 presents the selected regions based on consolidated factors 
namely, amount of claims processed and paid; coverage of all categories of 
healthcare facilities; and ownership of healthcare facilities. 
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Moreover, according to the Strategic Plan (2020/21-2024/25), the Fund 
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billion, Medium ranges from TZS 50 to 99 billion and High ranges from TZS 
100 to 149 billion as indicated in Appendix 3A.  

 
NHIF Regional Offices with highest, medium and lowest claims paid were 
covered during the audit in order to assess functionality of the established 
controls on processing and payment of claims raised in the respective 
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Table 1.2: Selection of Regions 

Region Claims 
Ranking 

Availability 
of 8 

Categories 
of HCF 

Availability 
of all 

Categories 
of 

ownership 

Total  

Selected 
Region 

(Highest 
Amount of 

Claims) 
Ilala 3 8 3 14  

Ilala (Dar es 
Salaam) Kinondoni 3 8 3 14 

Mwanza 2 7 3 12  
Mwanza Kilimanjaro 1 8 3 12 

Mbeya 1 7 3 11  
 

Mbeya 
Arusha 1 7 3 11 
Mtwara 1 7 3 11 
Geita 1 7 3 11 
Temeke 1 7 3 11 
Dodoma 1 6 3 10  

 
 
 
 
 
 
 
 

Dodoma 

Manyara 1 6 3 10 
Tanga 1 6 3 10 
Singida 1 6 3 10 
Tabora 1 6 3 10 
Katavi 1 6 3 10 
Kigoma 1 6 3 10 
Iringa 1 6 3 10 
Ruvuma 1 6 3 10 
Njombe 1 6 3 10 
Songwe 1 6 3 10 
Lindi 1 6 3 10 
Kagera 1 6 3 10 
Mara 1 6 3 10 
Shinyanga 1 6 3 10 
Rukwa 1 6 3 10 
Simiyu 1 6 3 10 
Morogoro 1 6 3 10 
Pwani 1 6 3 10 
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Region Claims 
Ranking 

Availability 
of 8 

Categories 
of HCF 

Availability 
of all 

Categories 
of 

ownership 

Total  

Selected 
Region 

(Highest 
Amount of 

Claims) 
Zanzibar 
(Unguja) 1 8 3 12  

 
 

Zanzibar 
(Unguja) 

Kaskazini 
Pemba 1 6 3 10 

Kusini 
Pemba 1 6 3 10 

Source: Auditor’s analysis from the Claims Processed and Paid, categories of HCF and 
Ownership of HCF (2022) 

 
From Table 1.2, the selected NHIF Regional Offices included Ilala (Dar es 
Salaam), Mwanza, Mbeya, Dodoma and Unguja. 
 
1.4.2 Methods for Data Collection 
 
Both qualitative and quantitative data were collected so as to provide a 
strong and convincing evidence on the controls on payment of claims. The 
team used two methods to collect data from NHIF and healthcare facilities. 
These methods include Interviews and documents review as explained 
below: 
 
a) Documents Review 
 
Various documents regarding processing and payment of claims at NHIF and 
healthcare facilities were reviewed. Documents related to quality 
assurance, verification, fraud investigation, payment documents, 
adjustment and reconciliation, and membership were reviewed with a view 
of identifying performance problems and respective root causes. The 
documents reviewed were from NHIF Headquarter, NHIF Regional Offices 
and healthcare facilities. Moreover, those reviewed documents were the 
ones generated during the period from 2019/20 to 2021/22. Appendix 4 
shows various documents that were reviewed during the audit. 
 
b)  Interviews 
 
Interviews were conducted with officials from NHIF and healthcare facilities 
for the purposes of obtaining relevant information regarding processing and 
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billion, Medium ranges from TZS 50 to 99 billion and High ranges from TZS 
100 to 149 billion as indicated in Appendix 3A.  

 
NHIF Regional Offices with highest, medium and lowest claims paid were 
covered during the audit in order to assess functionality of the established 
controls on processing and payment of claims raised in the respective 
regions.  
 
b) Coverage of All Categories of Healthcare Facilities 

 
The audit team selected NHIF Regional Offices with availability of 
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Further, the audit team considered the ownership of healthcare facilities 
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insurance is a union matter, whereas a region from Zanzibar with highest 
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Table 1.2: Selection of Regions 

Region Claims 
Ranking 

Availability 
of 8 

Categories 
of HCF 

Availability 
of all 

Categories 
of 

ownership 

Total  

Selected 
Region 

(Highest 
Amount of 

Claims) 
Ilala 3 8 3 14  

Ilala (Dar es 
Salaam) Kinondoni 3 8 3 14 

Mwanza 2 7 3 12  
Mwanza Kilimanjaro 1 8 3 12 

Mbeya 1 7 3 11  
 

Mbeya 
Arusha 1 7 3 11 
Mtwara 1 7 3 11 
Geita 1 7 3 11 
Temeke 1 7 3 11 
Dodoma 1 6 3 10  

 
 
 
 
 
 
 
 

Dodoma 

Manyara 1 6 3 10 
Tanga 1 6 3 10 
Singida 1 6 3 10 
Tabora 1 6 3 10 
Katavi 1 6 3 10 
Kigoma 1 6 3 10 
Iringa 1 6 3 10 
Ruvuma 1 6 3 10 
Njombe 1 6 3 10 
Songwe 1 6 3 10 
Lindi 1 6 3 10 
Kagera 1 6 3 10 
Mara 1 6 3 10 
Shinyanga 1 6 3 10 
Rukwa 1 6 3 10 
Simiyu 1 6 3 10 
Morogoro 1 6 3 10 
Pwani 1 6 3 10 
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Region Claims 
Ranking 

Availability 
of 8 

Categories 
of HCF 

Availability 
of all 

Categories 
of 

ownership 

Total  

Selected 
Region 

(Highest 
Amount of 

Claims) 
Zanzibar 
(Unguja) 1 8 3 12  

 
 

Zanzibar 
(Unguja) 

Kaskazini 
Pemba 1 6 3 10 

Kusini 
Pemba 1 6 3 10 

Source: Auditor’s analysis from the Claims Processed and Paid, categories of HCF and 
Ownership of HCF (2022) 
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information obtained through documents reviews. During interviews 
different officials from NHIF Headquarter, NHIF Regional Offices and 
healthcare facilities were interviewed. The main officials that were 
interviewed include Claim Manager, Quality Assurance Manager, Regional 
Managers, Anti-fraud Manager, ICT Officers, Medical Officers, Pharmacists, 
and Laboratory Technicians. These officials were from different levels of 
management. Appendix 5 shows list of officials interviewed during the 
audit. 
 
1.4.3 Data Analysis Methods 

Quantitative data collected through interviews and documents review were 
analyzed using excel spreadsheet.  
 
Quantitative data were analysed by organizing, summarizing and compiling 
using different statistical methods for data computations. The analysed 
data were then presented in tables and graphs. 
 
Qualitative data were organized and categorized based on the audit 
objectives. The analysis included categorization of cases, events, 
explanations, which were then grouped under the pre-existing themes to 
form a concrete audit evidence. The existing evidence from the collected 
data was then used to develop conclusion for this report. 
 
To answer the question of why and how, the collected qualitative data 
through interviews and documents reviewed were coded in numerical 
format. This involved entering interview into a spreadsheet format for 
analysis. Simple pie-charts graphs and tables were used to describe and 
compare the proportion under each main theme.  
 
1.5 Data Validation Process 
 
The management of National Health Insurance Fund was given the 
opportunity to go through the draft report and comment on the facts, 
figures and information presented. This procedure allowed National Health 
Insurance Fund to confirm on the accuracy of the figures used and 
information being presented so as to improve on the content of the report 
and its validity. 
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The management of the National Health Insurance Fund confirmed on the 
accuracy of the information presented in this report and their comments 
and responses are shown in Appendix 1.  
 
Furthermore, the information was cross-checked and discussed with experts 
so as to further ensure validation of the information obtained. 

1.6 Standards Used for the Audit 
 
The audit was conducted in accordance with the International Standards for 
Supreme Audit Institutions (ISSAIs) on Performance Auditing issued by the 
International Organization of Supreme Audit Institutions (INTOSAI). The 
standards require the Supreme Audit Institution (SAI) to plan and perform 
the Audit so as to obtain sufficient and appropriate audit evidence as well 
as provide a reasonable basis for findings and conclusions based on audit 
objective(s)9.  
 
1.7 Structure of the Audit Report 

The subsequent Chapters of this report cover the following: 
 

 

                                                           
9The International Standards of Supreme Audit Institutions (ISSAI) are benchmarks for auditing public 
entities. They are developed by the International Organization of Supreme Audit Institutions (INTOSAI), 
which is a worldwide affiliation of governmental entities. The INTOSAI’s members are the Chief Financial 
Controllers, Comptrollers, or Auditor General Offices of nations. 
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information obtained through documents reviews. During interviews 
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healthcare facilities were interviewed. The main officials that were 
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and Laboratory Technicians. These officials were from different levels of 
management. Appendix 5 shows list of officials interviewed during the 
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1.4.3 Data Analysis Methods 

Quantitative data collected through interviews and documents review were 
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Quantitative data were analysed by organizing, summarizing and compiling 
using different statistical methods for data computations. The analysed 
data were then presented in tables and graphs. 
 
Qualitative data were organized and categorized based on the audit 
objectives. The analysis included categorization of cases, events, 
explanations, which were then grouped under the pre-existing themes to 
form a concrete audit evidence. The existing evidence from the collected 
data was then used to develop conclusion for this report. 
 
To answer the question of why and how, the collected qualitative data 
through interviews and documents reviewed were coded in numerical 
format. This involved entering interview into a spreadsheet format for 
analysis. Simple pie-charts graphs and tables were used to describe and 
compare the proportion under each main theme.  
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opportunity to go through the draft report and comment on the facts, 
figures and information presented. This procedure allowed National Health 
Insurance Fund to confirm on the accuracy of the figures used and 
information being presented so as to improve on the content of the report 
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The management of the National Health Insurance Fund confirmed on the 
accuracy of the information presented in this report and their comments 
and responses are shown in Appendix 1.  
 
Furthermore, the information was cross-checked and discussed with experts 
so as to further ensure validation of the information obtained. 

1.6 Standards Used for the Audit 
 
The audit was conducted in accordance with the International Standards for 
Supreme Audit Institutions (ISSAIs) on Performance Auditing issued by the 
International Organization of Supreme Audit Institutions (INTOSAI). The 
standards require the Supreme Audit Institution (SAI) to plan and perform 
the Audit so as to obtain sufficient and appropriate audit evidence as well 
as provide a reasonable basis for findings and conclusions based on audit 
objective(s)9.  
 
1.7 Structure of the Audit Report 

The subsequent Chapters of this report cover the following: 
 

 

                                                           
9The International Standards of Supreme Audit Institutions (ISSAI) are benchmarks for auditing public 
entities. They are developed by the International Organization of Supreme Audit Institutions (INTOSAI), 
which is a worldwide affiliation of governmental entities. The INTOSAI’s members are the Chief Financial 
Controllers, Comptrollers, or Auditor General Offices of nations. 
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The management of the National Health Insurance Fund confirmed on the 
accuracy of the information presented in this report and their comments 
and responses are shown in Appendix 1.  
 
Furthermore, the information was cross-checked and discussed with experts 
so as to further ensure validation of the information obtained. 

1.6 Standards Used for the Audit 
 
The audit was conducted in accordance with the International Standards for 
Supreme Audit Institutions (ISSAIs) on Performance Auditing issued by the 
International Organization of Supreme Audit Institutions (INTOSAI). The 
standards require the Supreme Audit Institution (SAI) to plan and perform 
the Audit so as to obtain sufficient and appropriate audit evidence as well 
as provide a reasonable basis for findings and conclusions based on audit 
objective(s)9.  
 
1.7 Structure of the Audit Report 

The subsequent Chapters of this report cover the following: 
 

 

                                                           
9The International Standards of Supreme Audit Institutions (ISSAI) are benchmarks for auditing public 
entities. They are developed by the International Organization of Supreme Audit Institutions (INTOSAI), 
which is a worldwide affiliation of governmental entities. The INTOSAI’s members are the Chief Financial 
Controllers, Comptrollers, or Auditor General Offices of nations. 
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CHAPTER TWO 
SYSTEM FOR MANAGING PAYMENTS TO ACCREDITED HEALTHCARE 

FACILITIES  

2.1 Introduction 
 
This chapter presents NHIF systems for managing claims made by healthcare 
facilities. It covers policies and laws governing provision of health insurance 
in particular claim processing. Further, it covers the functions and 
obligations of the key players and processes in relation to claim processing.  
 
2.2 Policies, Strategies, Guideline and Governing Laws on the Managing 

Claims Made by Accredited Healthcare Facilities  

There are Policies, Strategies and Governing Laws which govern the systems 
for managing claims made by accredited healthcare facilities as follows; 

2.2.1 Policies 

There are four Policy documents that were used to establish the controls in 
place on the Payments made by NHIF to accredited healthcare facilities as 
highlighted below;  

The National Health Policy, 2007 
 
During 1970s and 1980s economic recession adversely affected the provision 
of health care services. As a result, the Health Sector experienced 
inadequate allocation of resources leading to deterioration of health care 
services. In addressing this shortfall, the Government in its reform process, 
introduced Cost-Sharing in 1993 and thereafter, other financing options such 
as Community Health Fund and National Health Insurance were introduced. 
 
Health Policy in Tanzania aimed to improve the health and well-being of all 
Tanzanians with a focus on those most at risk, and to encourage the health 
system to be more responsive to the needs of the people. The Policy 
targeted to facilitate the provision of equitable, quality and affordable 
basic health services, which are gender sensitive and sustainable, delivered 
for the purpose of achieving improved health status. 
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Further, the policy required establishment of a mechanism to ensure 
medical protection of employees in the formal sector. Both private and 
public Health Insurance Schemes will continue to be encouraged to develop 
health Insurance schemes. However, the Government will continue to 
develop policy guidelines for developing different types of Health Insurance 
Schemes. 

The Anti-Fraud Policy, 2018 
 
The Anti-Fraud Policy intends to guide the Fund to put in place preventive 
and mitigation measures against all possible fraud in the Fund across all 
core and supportive business lines.  
 
Therefore, the Policy ensures that the Fund has a zero tolerable level 
towards fraudulent malpractices; and is taking an aggressive stance against 
health insurance fraud by undertaking sensitization programs to all 
stakeholders on the negative impacts of fraud. Also, through this policy the 
Fund intends to pursue fraudulent cases in the courts of law for all who 
committed fraudulent practices. 

The Whistle Blowing Policy, 2018 

 
The Policy intends to address matters relating to misconduct of employees 
of the Fund or its related parties. It is designed to enable employees of the 
Fund and other interested parties to raise their concerns and disclose 
information which is believed to show prevalence of malpractice.  
 
The National Health Insurance Fund (NHIF) aimed to promote a sound 
corporate culture of the highest standards of legal and ethical conduct. The 
policy requires the highest ethical standards to be exhibited in all business 
processes, management oversight and controls. In addition, the Fund 
targeted to nurture an environment in which violations, circumventions or 
bypassing of these standards, are without fear reported for investigation 
and for corrective action. 

The Information and Communication Technology Policy, 2019 
 

This Policy provides the highest level of ICT directives for NHIF. The main 
purpose of this Policy is to ensure that NHIF’s ICT related investment, 
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The management of the National Health Insurance Fund confirmed on the 
accuracy of the information presented in this report and their comments 
and responses are shown in Appendix 1.  
 
Furthermore, the information was cross-checked and discussed with experts 
so as to further ensure validation of the information obtained. 
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standards require the Supreme Audit Institution (SAI) to plan and perform 
the Audit so as to obtain sufficient and appropriate audit evidence as well 
as provide a reasonable basis for findings and conclusions based on audit 
objective(s)9.  
 
1.7 Structure of the Audit Report 

The subsequent Chapters of this report cover the following: 
 

 

                                                           
9The International Standards of Supreme Audit Institutions (ISSAI) are benchmarks for auditing public 
entities. They are developed by the International Organization of Supreme Audit Institutions (INTOSAI), 
which is a worldwide affiliation of governmental entities. The INTOSAI’s members are the Chief Financial 
Controllers, Comptrollers, or Auditor General Offices of nations. 
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Further, the policy required establishment of a mechanism to ensure 
medical protection of employees in the formal sector. Both private and 
public Health Insurance Schemes will continue to be encouraged to develop 
health Insurance schemes. However, the Government will continue to 
develop policy guidelines for developing different types of Health Insurance 
Schemes. 

The Anti-Fraud Policy, 2018 
 
The Anti-Fraud Policy intends to guide the Fund to put in place preventive 
and mitigation measures against all possible fraud in the Fund across all 
core and supportive business lines.  
 
Therefore, the Policy ensures that the Fund has a zero tolerable level 
towards fraudulent malpractices; and is taking an aggressive stance against 
health insurance fraud by undertaking sensitization programs to all 
stakeholders on the negative impacts of fraud. Also, through this policy the 
Fund intends to pursue fraudulent cases in the courts of law for all who 
committed fraudulent practices. 

The Whistle Blowing Policy, 2018 

 
The Policy intends to address matters relating to misconduct of employees 
of the Fund or its related parties. It is designed to enable employees of the 
Fund and other interested parties to raise their concerns and disclose 
information which is believed to show prevalence of malpractice.  
 
The National Health Insurance Fund (NHIF) aimed to promote a sound 
corporate culture of the highest standards of legal and ethical conduct. The 
policy requires the highest ethical standards to be exhibited in all business 
processes, management oversight and controls. In addition, the Fund 
targeted to nurture an environment in which violations, circumventions or 
bypassing of these standards, are without fear reported for investigation 
and for corrective action. 

The Information and Communication Technology Policy, 2019 
 

This Policy provides the highest level of ICT directives for NHIF. The main 
purpose of this Policy is to ensure that NHIF’s ICT related investment, 
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Further, the policy required establishment of a mechanism to ensure 
medical protection of employees in the formal sector. Both private and 
public Health Insurance Schemes will continue to be encouraged to develop 
health Insurance schemes. However, the Government will continue to 
develop policy guidelines for developing different types of Health Insurance 
Schemes. 

The Anti-Fraud Policy, 2018 
 
The Anti-Fraud Policy intends to guide the Fund to put in place preventive 
and mitigation measures against all possible fraud in the Fund across all 
core and supportive business lines.  
 
Therefore, the Policy ensures that the Fund has a zero tolerable level 
towards fraudulent malpractices; and is taking an aggressive stance against 
health insurance fraud by undertaking sensitization programs to all 
stakeholders on the negative impacts of fraud. Also, through this policy the 
Fund intends to pursue fraudulent cases in the courts of law for all who 
committed fraudulent practices. 

The Whistle Blowing Policy, 2018 

 
The Policy intends to address matters relating to misconduct of employees 
of the Fund or its related parties. It is designed to enable employees of the 
Fund and other interested parties to raise their concerns and disclose 
information which is believed to show prevalence of malpractice.  
 
The National Health Insurance Fund (NHIF) aimed to promote a sound 
corporate culture of the highest standards of legal and ethical conduct. The 
policy requires the highest ethical standards to be exhibited in all business 
processes, management oversight and controls. In addition, the Fund 
targeted to nurture an environment in which violations, circumventions or 
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The Information and Communication Technology Policy, 2019 
 

This Policy provides the highest level of ICT directives for NHIF. The main 
purpose of this Policy is to ensure that NHIF’s ICT related investment, 

 

 

18 

 

Controller and Auditor General 

operations and maintenance processes and usage are well directed. The 
specific objectives of this policy are: 
 

a) To ensure ICT governance is an integral part of the institutional 
governance; 

b) ICT service provision are in line with NHIF’s business requirements; 
c) All the institution information resources and service are well 

secured using appropriate controls; and 
d) To ensure the members of the institution use ICT facilities and 

services in an appropriate and responsible manner and to ensure 
that other persons do not misuse those ICT facilities and services. 

2.2.2 Governing Laws and Regulations 

The National Health Insurance Fund Act, Cap 395 [R.E. 2015]  
 
The Act gives mandate to the National Health Insurance Fund to 
administering the scheme and formulating and promulgating policies for 
sound administration of the scheme.  
 
It further, establishes monitoring mechanism where the Fund enters into a 
contract with each healthcare facilities to safeguard against; over-
utilization of health care services; under-utilization of healthcare services; 
unnecessary diagnostic and therapeutic procedures and intervention; 
irrational medication and prescription and inappropriate referral practices.  
 
According to the Act, the fund may deny or reduce the payment of claims 
which are false or incorrect or when the claimant fails without justifiable 
causes to comply with the rules or regulations pertaining to payment of 
claims. 
In addition, the Act explain that a healthcare has to take part in programs 
of quality assurance utilization review and technology assessment. This will 
ensure the quality healthcare services is delivered in accordance with the 
standards specified by the Ministry from time to time; acquisition and use of 
scarce and expensive medical technology and equipment are in consonance 
with actual needs and standards of medical practice; and the performance 
of medical procedure and administration of medicine are appropriate and 
consistent with accepted standards of medical practice and ethics. 
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2.2.3 Strategies 
 
NHIF’s Five Years Strategic Plan 2015/16 to 2019/20 

The Strategy is an ambitious and broad-ranging plan focusing mainly on the 
need for the Fund to Abe steered in a direction that will achieve universal 
coverage in the country. The priority areas are achieving targeted 
membership base, fraud and cost containment, business automation and 
quality improvement, risk management and public education. 

Table 2.1: Summary of Objectives, Rationale, Strategy and Targets of 
NHIF’s Medium Strategic Plan from 2015/16 to 2019/20 

Objective Rationale Strategies Target 

To increase 
membership 
coverage 

The Fund aimed 
at ensuring that at 
least half of the 
Tanzanian 
population enjoys 
health insurance 
services hence 
getting easy 
access to health 
services and to 
reduce the burden 
facing the society 
in financing health 
services. 

 Intensify 
recruitment of 
prospective 
members, 
organized groups 
and employers. 
 

 Enhance public 
education 
awareness of the 
Fund. 

6,814,153 
beneficiaries 
registered by 2020 

To improve 
accessibility and 
quality of services 
to beneficiaries 
and providers by 
June, 2020 

ensure that the 
Fund has a wide 
network of 
certified facilities 
providing quality 
services to 
members and 
beneficiaries of 
the Fund 

 Undertake 
strategic 
accreditation of 
health facilities 

 Improve quality 
assurance 
functions 
(reimbursement 
rate, supportive 
supervision, 
health facility 
surveillance, 
claims processing 
audit and pre-
accreditation 
inspection) 

 Accredit at least 
60% of the 
available 
facilities 

 Number of 
Inspection to 
facilities 100% 

To increase 
efficiency of 
claims 

Ensure that health 
service providers 
are reimbursed 

 Ensure e-claim 
system is rolled 
over to all 

 Average of 30 
days 
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Further, the policy required establishment of a mechanism to ensure 
medical protection of employees in the formal sector. Both private and 
public Health Insurance Schemes will continue to be encouraged to develop 
health Insurance schemes. However, the Government will continue to 
develop policy guidelines for developing different types of Health Insurance 
Schemes. 

The Anti-Fraud Policy, 2018 
 
The Anti-Fraud Policy intends to guide the Fund to put in place preventive 
and mitigation measures against all possible fraud in the Fund across all 
core and supportive business lines.  
 
Therefore, the Policy ensures that the Fund has a zero tolerable level 
towards fraudulent malpractices; and is taking an aggressive stance against 
health insurance fraud by undertaking sensitization programs to all 
stakeholders on the negative impacts of fraud. Also, through this policy the 
Fund intends to pursue fraudulent cases in the courts of law for all who 
committed fraudulent practices. 

The Whistle Blowing Policy, 2018 

 
The Policy intends to address matters relating to misconduct of employees 
of the Fund or its related parties. It is designed to enable employees of the 
Fund and other interested parties to raise their concerns and disclose 
information which is believed to show prevalence of malpractice.  
 
The National Health Insurance Fund (NHIF) aimed to promote a sound 
corporate culture of the highest standards of legal and ethical conduct. The 
policy requires the highest ethical standards to be exhibited in all business 
processes, management oversight and controls. In addition, the Fund 
targeted to nurture an environment in which violations, circumventions or 
bypassing of these standards, are without fear reported for investigation 
and for corrective action. 

The Information and Communication Technology Policy, 2019 
 

This Policy provides the highest level of ICT directives for NHIF. The main 
purpose of this Policy is to ensure that NHIF’s ICT related investment, 
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operations and maintenance processes and usage are well directed. The 
specific objectives of this policy are: 
 

a) To ensure ICT governance is an integral part of the institutional 
governance; 

b) ICT service provision are in line with NHIF’s business requirements; 
c) All the institution information resources and service are well 

secured using appropriate controls; and 
d) To ensure the members of the institution use ICT facilities and 

services in an appropriate and responsible manner and to ensure 
that other persons do not misuse those ICT facilities and services. 

2.2.2 Governing Laws and Regulations 

The National Health Insurance Fund Act, Cap 395 [R.E. 2015]  
 
The Act gives mandate to the National Health Insurance Fund to 
administering the scheme and formulating and promulgating policies for 
sound administration of the scheme.  
 
It further, establishes monitoring mechanism where the Fund enters into a 
contract with each healthcare facilities to safeguard against; over-
utilization of health care services; under-utilization of healthcare services; 
unnecessary diagnostic and therapeutic procedures and intervention; 
irrational medication and prescription and inappropriate referral practices.  
 
According to the Act, the fund may deny or reduce the payment of claims 
which are false or incorrect or when the claimant fails without justifiable 
causes to comply with the rules or regulations pertaining to payment of 
claims. 
In addition, the Act explain that a healthcare has to take part in programs 
of quality assurance utilization review and technology assessment. This will 
ensure the quality healthcare services is delivered in accordance with the 
standards specified by the Ministry from time to time; acquisition and use of 
scarce and expensive medical technology and equipment are in consonance 
with actual needs and standards of medical practice; and the performance 
of medical procedure and administration of medicine are appropriate and 
consistent with accepted standards of medical practice and ethics. 
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2.2.3 Strategies 
 
NHIF’s Five Years Strategic Plan 2015/16 to 2019/20 

The Strategy is an ambitious and broad-ranging plan focusing mainly on the 
need for the Fund to Abe steered in a direction that will achieve universal 
coverage in the country. The priority areas are achieving targeted 
membership base, fraud and cost containment, business automation and 
quality improvement, risk management and public education. 

Table 2.1: Summary of Objectives, Rationale, Strategy and Targets of 
NHIF’s Medium Strategic Plan from 2015/16 to 2019/20 

Objective Rationale Strategies Target 

To increase 
membership 
coverage 

The Fund aimed 
at ensuring that at 
least half of the 
Tanzanian 
population enjoys 
health insurance 
services hence 
getting easy 
access to health 
services and to 
reduce the burden 
facing the society 
in financing health 
services. 

 Intensify 
recruitment of 
prospective 
members, 
organized groups 
and employers. 
 

 Enhance public 
education 
awareness of the 
Fund. 

6,814,153 
beneficiaries 
registered by 2020 

To improve 
accessibility and 
quality of services 
to beneficiaries 
and providers by 
June, 2020 

ensure that the 
Fund has a wide 
network of 
certified facilities 
providing quality 
services to 
members and 
beneficiaries of 
the Fund 

 Undertake 
strategic 
accreditation of 
health facilities 

 Improve quality 
assurance 
functions 
(reimbursement 
rate, supportive 
supervision, 
health facility 
surveillance, 
claims processing 
audit and pre-
accreditation 
inspection) 

 Accredit at least 
60% of the 
available 
facilities 

 Number of 
Inspection to 
facilities 100% 

To increase 
efficiency of 
claims 

Ensure that health 
service providers 
are reimbursed 

 Ensure e-claim 
system is rolled 
over to all 

 Average of 30 
days 
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Objective Rationale Strategies Target 

reimbursement 
from average 
ageing of 70 days 
to 30 days by 
June, 2020 

timely for them to 
run their facilities 
for and enable 
them to deliver 
quality services to 
NHIF 
beneficiaries. 

facilities with 
supporting 
infrastructure 
 

 Improve 
knowledge of 
system’s usage 
by all users 
responsible in 
the claim 
processes chain 
and providers; 
and 

 
 Ensure efficient 

claims 
processing. 

 All facilities 
submit claims 
through e-claims 

 
 All facilities 

equivalent to 
National, Zonal 
and Regional 
Referral Hospital 
paid through e-
payment 

To re-engineer 
the Fund’s 
business processes 
and automation 
by June, 2020 

Ensure that 
business functions 
of the Fund are 
ultimately 
improved and 
therefore 
impacting service 
provision to 
members. 

 Revamping of the 
identifications 
system 
 

 Enhance ICT 
usage in all 
Funds support 
operations 

 New IDs with 
improved 
security features 
in place 
 

 Number of 
Service Providers 
linked with NHIF 
Service Portals 

Source: NHIF’s Strategic Plan (2015/16-2019/20) 

NHIF’s Medium Term Strategic Plan for the Period from 2020/21 to 
2024/25 

The Five Years Strategic Plan maps out the strategic direction for enhancing 
Fund’s responsibility of formulating and implementing its objectives. It 
focuses on the functions of the Fund as the main implementer of health 
insurance in the country. 
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Table 2.2: Summary of Objectives, Rationale, Strategy and Targets of 
NHIF’s Medium Strategic Plan from 2020/21 to 2024/25 

Objective Rationale Strategy Target 

Membership 
Coverage of the 
Fund Expanded 

The Fund is 
entrusted to 
providing the 
community with 
access to health 
services through a 
social health 
insurance scheme 

Intensifying 
members 
recruitment in all 
sectors 

 9,590,000 
beneficiaries 
registered by 2025 
 

 80% of members 
retained annually by 
June 2025 

Access and 
quality of 
services 
provided 
enhanced 

The Fund prioritizes 
the interests of its 
beneficiaries who 
expect to receive 
quality health 
services when they 
visit health facilities 
and the Fund as 
well. 

 Enhance 
members access 
to services 
 

 Enhance usage of 
technology in 
service provision 

 

 Claims aging 
reduced to 30 days 
by June, 2025 
 

 Online claims 
submission rolled 
out to all facilities 
above dispensary 
level by June, 2025 

Revenue 
collection and 
Fund’s 
sustainability 
enhanced 

The Fund has to 
ensure its 
sustainability so that 
it continues serving 
the current 
beneficiaries and the 
future generations 

Strengthening 
fraud deterrence 
measures 

 

Enhancing risk 
management 

 Fraudulent practices 
during utilization of 
the Fund’s services 
reduced by June, 
2025 
 

 Membership 
verification scaled 
up to all certified 
health facilities by 
June 2025 

Source: NHIF’s Strategic Plan of (2020/21-2024/25) 

2.2.4 Standard Treatment Guidelines of 2021 
 
The Standard Treatment Guidelines (STG) provides standardized guidance to 
health professionals on diagnosis and treatments. STG are systematically 
developed statements to assist practitioners/prescribers in making decisions 
about appropriate treatment for specific clinical conditions. The statements 
contain information on: clinical conditions, diagnosis criteria, non- 
pharmacological, medicines of choice (and alternatives) for the medical 
condition, important prescribing information—dose, duration, 
contraindications, side effects, warnings, medicine interactions and the 
referral criteria. 
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facing the society 
in financing health 
services. 

 Intensify 
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 Improve quality 
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functions 
(reimbursement 
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health facility 
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 Number of 
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are reimbursed 
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system is rolled 
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 Average of 30 
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Objective Rationale Strategies Target 
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ageing of 70 days 
to 30 days by 
June, 2020 

timely for them to 
run their facilities 
for and enable 
them to deliver 
quality services to 
NHIF 
beneficiaries. 

facilities with 
supporting 
infrastructure 
 

 Improve 
knowledge of 
system’s usage 
by all users 
responsible in 
the claim 
processes chain 
and providers; 
and 

 
 Ensure efficient 

claims 
processing. 

 All facilities 
submit claims 
through e-claims 

 
 All facilities 

equivalent to 
National, Zonal 
and Regional 
Referral Hospital 
paid through e-
payment 

To re-engineer 
the Fund’s 
business processes 
and automation 
by June, 2020 

Ensure that 
business functions 
of the Fund are 
ultimately 
improved and 
therefore 
impacting service 
provision to 
members. 

 Revamping of the 
identifications 
system 
 

 Enhance ICT 
usage in all 
Funds support 
operations 

 New IDs with 
improved 
security features 
in place 
 

 Number of 
Service Providers 
linked with NHIF 
Service Portals 

Source: NHIF’s Strategic Plan (2015/16-2019/20) 

NHIF’s Medium Term Strategic Plan for the Period from 2020/21 to 
2024/25 

The Five Years Strategic Plan maps out the strategic direction for enhancing 
Fund’s responsibility of formulating and implementing its objectives. It 
focuses on the functions of the Fund as the main implementer of health 
insurance in the country. 
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Table 2.2: Summary of Objectives, Rationale, Strategy and Targets of 
NHIF’s Medium Strategic Plan from 2020/21 to 2024/25 

Objective Rationale Strategy Target 

Membership 
Coverage of the 
Fund Expanded 

The Fund is 
entrusted to 
providing the 
community with 
access to health 
services through a 
social health 
insurance scheme 

Intensifying 
members 
recruitment in all 
sectors 

 9,590,000 
beneficiaries 
registered by 2025 
 

 80% of members 
retained annually by 
June 2025 

Access and 
quality of 
services 
provided 
enhanced 

The Fund prioritizes 
the interests of its 
beneficiaries who 
expect to receive 
quality health 
services when they 
visit health facilities 
and the Fund as 
well. 

 Enhance 
members access 
to services 
 

 Enhance usage of 
technology in 
service provision 

 

 Claims aging 
reduced to 30 days 
by June, 2025 
 

 Online claims 
submission rolled 
out to all facilities 
above dispensary 
level by June, 2025 

Revenue 
collection and 
Fund’s 
sustainability 
enhanced 

The Fund has to 
ensure its 
sustainability so that 
it continues serving 
the current 
beneficiaries and the 
future generations 

Strengthening 
fraud deterrence 
measures 

 

Enhancing risk 
management 

 Fraudulent practices 
during utilization of 
the Fund’s services 
reduced by June, 
2025 
 

 Membership 
verification scaled 
up to all certified 
health facilities by 
June 2025 

Source: NHIF’s Strategic Plan of (2020/21-2024/25) 

2.2.4 Standard Treatment Guidelines of 2021 
 
The Standard Treatment Guidelines (STG) provides standardized guidance to 
health professionals on diagnosis and treatments. STG are systematically 
developed statements to assist practitioners/prescribers in making decisions 
about appropriate treatment for specific clinical conditions. The statements 
contain information on: clinical conditions, diagnosis criteria, non- 
pharmacological, medicines of choice (and alternatives) for the medical 
condition, important prescribing information—dose, duration, 
contraindications, side effects, warnings, medicine interactions and the 
referral criteria. 



 

 

21 

 

Controller and Auditor General 

Table 2.2: Summary of Objectives, Rationale, Strategy and Targets of 
NHIF’s Medium Strategic Plan from 2020/21 to 2024/25 

Objective Rationale Strategy Target 

Membership 
Coverage of the 
Fund Expanded 

The Fund is 
entrusted to 
providing the 
community with 
access to health 
services through a 
social health 
insurance scheme 

Intensifying 
members 
recruitment in all 
sectors 

 9,590,000 
beneficiaries 
registered by 2025 
 

 80% of members 
retained annually by 
June 2025 

Access and 
quality of 
services 
provided 
enhanced 

The Fund prioritizes 
the interests of its 
beneficiaries who 
expect to receive 
quality health 
services when they 
visit health facilities 
and the Fund as 
well. 

 Enhance 
members access 
to services 
 

 Enhance usage of 
technology in 
service provision 

 

 Claims aging 
reduced to 30 days 
by June, 2025 
 

 Online claims 
submission rolled 
out to all facilities 
above dispensary 
level by June, 2025 

Revenue 
collection and 
Fund’s 
sustainability 
enhanced 

The Fund has to 
ensure its 
sustainability so that 
it continues serving 
the current 
beneficiaries and the 
future generations 

Strengthening 
fraud deterrence 
measures 

 

Enhancing risk 
management 

 Fraudulent practices 
during utilization of 
the Fund’s services 
reduced by June, 
2025 
 

 Membership 
verification scaled 
up to all certified 
health facilities by 
June 2025 

Source: NHIF’s Strategic Plan of (2020/21-2024/25) 

2.2.4 Standard Treatment Guidelines of 2021 
 
The Standard Treatment Guidelines (STG) provides standardized guidance to 
health professionals on diagnosis and treatments. STG are systematically 
developed statements to assist practitioners/prescribers in making decisions 
about appropriate treatment for specific clinical conditions. The statements 
contain information on: clinical conditions, diagnosis criteria, non- 
pharmacological, medicines of choice (and alternatives) for the medical 
condition, important prescribing information—dose, duration, 
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2.3 Key Players and their Roles in Managing Claims  

2.3.1 The National Health Insurance Fund 
 

The National Health Insurance Fund is an important player in Governments 
strategies towards the achievement of Universal Health Coverage (UHC). 
The Fund’s main functions derived from its mandate are to; 
 

a) Register members and issue identity cards to beneficiaries; 
b) Certify heath service providers and provide a broader network of 

health facilities;  
c) Undertake quality assurance processes;  
d) Collect monthly and periodic contributions;  
e) Process and reimburse health service providers claims; and 
f) Provide health insurance education to the public. 

 
Specifically, in managing service agreement between the Fund and Service 
Provider, the Fund has to perform the following obligations: 
 

a) Identify all members by giving them NHIF identification cards or 
temporary identity cards thereby enabling the service provider to 
provide services to beneficiaries; 

b) Effect payment of all genuine claims arising from services rendered 
to members and beneficiaries within 60 days from the date of 
submission; 

c) Provide operational tools and prescribed forms referred in this 
agreement which shall be used to fill in data for supporting claim 
submitted; 

d) Conduct inspection, supervision, on verification and fraud 
investigation with or without prior information and report its findings 
to the ministry responsible for health and other relevant authorities  
were deemed necessary; 

e) Facilitate installation of Fund’s information and communication 
systems at the facility; 

f) Report to relevant authorities in case of misconduct, malpractice of 
fraud; and 

g) Notify the service provider in case of delay on claims reimbursement  
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2.3.2 Healthcare Facilities 
 

In managing service agreement, the Healthcare Facility as service provider 
has to perform the following obligations: 
 

a) Provide medical services as per Standard Treatment Guideline and 
other guidelines and protocols which may be issued by the Ministry 
from time to time; 

b) Make effective use of the Fund’s installed information and 
communication systems in claims processing; 

c) Provide service to eligible beneficiaries who have been properly 
identified by the Fund; 

d) Submit claim forms in an orderly manner by arranging and assigning 
folio numbers serially; 

e) Submit to the Fund genuine claims on monthly basis, the claim forms 
should be submitted within thirty days of the succeeding month; 

f) Ensure that beneficiaries sign NHIF claim form 2A&B acknowledging 
receipt of health care services after receiving the service and not 
otherwise; 

g) Prevent possible commission of fraud and inform the Fund on any 
matter that require intervention; 

h) Manage and maintain true and proper patient’s records in all points 
of service in accordance with the guidelines provided by the Ministry 
responsible for health; 

i) Ensure all claims forms are filled by attending registered medical 
practitioners and not otherwise; 

j) Not to prescribe medicines or services which are not in the current 
price schedule; and 

k) Submit claims electronically and required to de-ploy e-claims system 
provided by the Fund or through own hospital management 
information system. 

2.2.3 Beneficiaries 
 

Beneficiaries are obliged to; 
 

a) Present Valid Membership Card or NHIF Identification Letter while 
accessing medical services at a certified health facility; 

b) Adhere to service access procedures set by the certified health 
facility; 
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2.3.2 Healthcare Facilities 
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c) Sign claim forms (physical and electronic) to certify receipt of claimed 
medical services; 

d) Avoid moral hazard and abuse of medical services; and 
e) Report to the Fund any malpractices observed at the Facility. 

2.4 Processes for Managing Claims Made by Healthcare Facilities 

 
In managing claims from healthcare facilities there are two stages involved 
namely; claims management at healthcare facilities; and claim management 
at the Fund. 

2.4.1 Claim Management at Healthcare Facilities 

 
The Fund has predefined procedures that the facility has to follow prior to 
and during provision of medical services to its beneficiaries. These 
procedures are: 
 

a) Identification of Members 
 

A healthcare facility has to make sure that, the person accessing medical 
service through NHIF has a valid NHIF identification card which shows proof 
of membership and entitlement of benefits under the scheme. The Fund has 
provided a mechanism, through the use of ICT to verify and authorize valid 
member. Only claims for valid members shall be reimbursed by the Fund. 

 

b) Provision of Services  
 

Certified service providers are obliged to provide quality medical services as 
stipulated in the service agreement between the Fund and the certified 
facility. Moreover, the service provider is required to provide service in 
accordance with the Standard Treatment Guideline and other guidelines 
offered by the Ministry of Health. After accessing health services, patients 
are obliged to sign NHIF Forms (physical or electronic forms) in order to 
certify that they have received the services filled in the claim form. 

 

c) Compilation and Submission of Claims 
 

After provision of medical services to a valid NHIF beneficiary, the service 
provider through appointed Claims Officers compile and submit respective 
claims to the Fund for payment process. Respective claims may be 
submitted in the following ways: 
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(i) Submission of Physical Claim Forms 
 

In the course and after provision of services, the officials responsible for 
identification of beneficiaries at the certified health service providers is 
required to dully fill in NHIF claims form (2A, & B, 2C, 2E, 6 and 6A); and to 
make sure that the forms have been signed by the health facility stamp. 
Only authentic claims should be prepared and submitted to the Fund for 
payment process. Claims Officers at the certified service provider are 
required to compile claims on a monthly basis and submit to the Fund. The 
claims should be submitted to the Fund within 60 days from the date of 
service provision. 
 

(ii) Online Claim Submission 
 

An electronic claim is a paperless patient claim form generated by 
computer software that is transmitted electronically over to the Fund for 
processing and payment of claims. The claims Officer from the certified 
service provider is required to submit electronically on a daily basis or as 
per agreement between the Fund and the facility, after completion of 
patient’s management (completion patient visits). 

2.4.2 Processing of Claims at the Fund Offices 
 

Processing of claim is a multistage cascaded activities executed in a 
conveyor belt manner that involves staff of different cadres, departments 
and locations. This chain of processing was set to ensure that before 
payment, the submitted claims are checked for authenticity, correctness 
and completeness to avoid loss of funds by paying unjustified claims. 
Furthermore, as stipulated in NHIF Act, claims have to be paid within 60 
days. First In First Out (FIFO) mode of priority in processing of claims should 
be enforced. There are eight stages that a claim has to pass through before 
and after payments, these are: 
 

a) Claims Registration 
 

This is the initial stage whereby claims lodged by claims officer from the 
certified healthcare service providers are acknowledged by the Fund. 
Registration of Claims files at the Fund is the role of staff of claims cadre. 
This stage involves registration of claims details into the physical register 
and assigning of claims batch number, into the Claims Management 
Information System (CMIS) before being moved into the next steps. 
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2.3.2 Healthcare Facilities 
 

In managing service agreement, the Healthcare Facility as service provider 
has to perform the following obligations: 
 

a) Provide medical services as per Standard Treatment Guideline and 
other guidelines and protocols which may be issued by the Ministry 
from time to time; 

b) Make effective use of the Fund’s installed information and 
communication systems in claims processing; 

c) Provide service to eligible beneficiaries who have been properly 
identified by the Fund; 

d) Submit claim forms in an orderly manner by arranging and assigning 
folio numbers serially; 

e) Submit to the Fund genuine claims on monthly basis, the claim forms 
should be submitted within thirty days of the succeeding month; 

f) Ensure that beneficiaries sign NHIF claim form 2A&B acknowledging 
receipt of health care services after receiving the service and not 
otherwise; 

g) Prevent possible commission of fraud and inform the Fund on any 
matter that require intervention; 

h) Manage and maintain true and proper patient’s records in all points 
of service in accordance with the guidelines provided by the Ministry 
responsible for health; 

i) Ensure all claims forms are filled by attending registered medical 
practitioners and not otherwise; 

j) Not to prescribe medicines or services which are not in the current 
price schedule; and 

k) Submit claims electronically and required to de-ploy e-claims system 
provided by the Fund or through own hospital management 
information system. 

2.2.3 Beneficiaries 
 

Beneficiaries are obliged to; 
 

a) Present Valid Membership Card or NHIF Identification Letter while 
accessing medical services at a certified health facility; 

b) Adhere to service access procedures set by the certified health 
facility; 
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c) Sign claim forms (physical and electronic) to certify receipt of claimed 
medical services; 

d) Avoid moral hazard and abuse of medical services; and 
e) Report to the Fund any malpractices observed at the Facility. 

2.4 Processes for Managing Claims Made by Healthcare Facilities 
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An electronic claim is a paperless patient claim form generated by 
computer software that is transmitted electronically over to the Fund for 
processing and payment of claims. The claims Officer from the certified 
service provider is required to submit electronically on a daily basis or as 
per agreement between the Fund and the facility, after completion of 
patient’s management (completion patient visits). 

2.4.2 Processing of Claims at the Fund Offices 
 

Processing of claim is a multistage cascaded activities executed in a 
conveyor belt manner that involves staff of different cadres, departments 
and locations. This chain of processing was set to ensure that before 
payment, the submitted claims are checked for authenticity, correctness 
and completeness to avoid loss of funds by paying unjustified claims. 
Furthermore, as stipulated in NHIF Act, claims have to be paid within 60 
days. First In First Out (FIFO) mode of priority in processing of claims should 
be enforced. There are eight stages that a claim has to pass through before 
and after payments, these are: 
 

a) Claims Registration 
 

This is the initial stage whereby claims lodged by claims officer from the 
certified healthcare service providers are acknowledged by the Fund. 
Registration of Claims files at the Fund is the role of staff of claims cadre. 
This stage involves registration of claims details into the physical register 
and assigning of claims batch number, into the Claims Management 
Information System (CMIS) before being moved into the next steps. 
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For online submitted claims, at the end of the month after the claims batch 
has been closed and moved the online workflow to the normal claims 
register, the CMIS automates the process of claims receipt and forwarding 
them to subsequent stage. 

 

b) Data Verification 
 

This is the stage whereby e-claim presented data are uploaded into CMIS, 
all information in the claim forms for non-medical issues shall be checked 
and verified. All claims processing procedures and FIFO system shall be 
adhered to be monitored through CMIS. A data entrant/claim officer is 
required to process a minimum of 1,500 folios per working day or otherwise 
as directed by Director responsible for Medical Services. 

 
On the other hand, verification also is done on daily basis through the online 
submission of claims which the Fund has introduced. Through this system 
facility submits to the Fund respective claims folio on daily basis through 
the established communication platform. Where claims data are analyzed 
and then transferred to the normal claim window for further payment 
process. 
 

c) Uploading e-claim data and Checking Claims Data 
 

This stage is very crucial, as it finally determine what will ultimately be 
paid in by the Fund, after processing of the claim. It mainly involves 
checking of data which have been entered by the data entrant or service 
provider versus the physical form. Registration of all incoming claims to the 
claims unit should be supervised by Claims officer.  
 
This stage involves overseeing whether there has been adherence to the set 
standards in claims processing in the previous stage. The Claims Officer 
processing the claim ensures that meaningful and comprehensive 
notes/minutes are written on the salient findings of the particular claim in 
the system. Claim Officers/Claims Assistant Officers and Data entrants 
should process a minimum of 1,500 folios per working day. 

 
d) Quality Assurance 

 
This is a core stage whereby major decisions are made on what is to be paid 
by the Fund for a particular claim. Inserting reasons for deduction or 
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adjustments and rejections were done by Quality Assurance Staff in the 
respective folio, as well as the corresponding amount through CMIS.  

 
This stage mainly involves checking whether the treatment given to 
beneficiaries followed the set guidelines and standards, as well as to ensure 
that NHIF benefit package has been adhered to and non-adherence lead to 
rejection/adjustments to the claimed services. Quality Assurance staff 
processing the claim ensures that meaningful and comprehensive notes or 
minutes are written on the salient findings of the Particular claim.  
 

e) Claims Verification 
 

This is a process of validating claims with the intention of authenticating 
where there are anomalies by Quality Assurance and Claims Officer. It is a 
second eye as a gate-keeper in the quality assurance system before 
payment of the claims. It aims at confirming whether the submitted claims 
are genuine for the medical services rendered to NHIF beneficiaries. Claims 
verification is conducted to all folios in a claim, after quality assurance 
stage. This is done during claim processing (first and second verification) 
and after claim has been paid which is referred to as post claim 
verification. 

 

Claims that have the recommended payable amounts higher than the 
regional threshold were subjected to further verification at the Funds Head 
Office.  

 

f) Preparation and Recommendation 
 

1. Preparation 
 

This stage is supervised by claims officer or a responsible officer before 
payment is made and the following must be taken into consideration; 

a) Check authorization status 
b) Check claims trend including any indications of fraud 
c) Observe non-contributing and unregistered beneficiaries 
d) Deducting monthly loan recovery amount, fraud and any 

other deductions 
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adjustments and rejections were done by Quality Assurance Staff in the 
respective folio, as well as the corresponding amount through CMIS.  
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beneficiaries followed the set guidelines and standards, as well as to ensure 
that NHIF benefit package has been adhered to and non-adherence lead to 
rejection/adjustments to the claimed services. Quality Assurance staff 
processing the claim ensures that meaningful and comprehensive notes or 
minutes are written on the salient findings of the Particular claim.  
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This is a process of validating claims with the intention of authenticating 
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second eye as a gate-keeper in the quality assurance system before 
payment of the claims. It aims at confirming whether the submitted claims 
are genuine for the medical services rendered to NHIF beneficiaries. Claims 
verification is conducted to all folios in a claim, after quality assurance 
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and after claim has been paid which is referred to as post claim 
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Office.  
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2. Recommendation 
 

This stage is supervised by quality assurance officer or a responsible officer 
before payment and the following must be taken into consideration; 

 
a) Determining the NHIF actual computation amount 
b) Any amount to be paid that exceeds the claimed amount 

should have a detailed explanation 
c) Overall analysis of claims including checking for tendencies of 

over-utilization of services 
d) The officers should write proper minutes to any salient 

features observed 
 

3. Payment Approval 
 

This stage involves overall assessment (scan-checking) of the claim and 
authentication of the amount to be paid. It also implies that the claim has 
to be assessed whether all stages were followed as required before 
recommending/ approving a claim. Levels set have to be adhered to. In 
addition, any officer acting in a position has to declare the title when 
recommending or approving a claim that is not in/her level. It should be 
noted that, the approving authority bears the full accountability for the 
amount approved. The Director General may from time to time upon 
recommendations and requirements, review and vary the approval levels as 
need arises. 
  

4. Payment Processing (Accounts) and Closing 
 

This is a precursor stage before actual cheque is prepared. It also involves 
authentication of payments. Depending on the amount to be paid and or 
administrative arrangements, vouchers are prepared in the Account Units. 
Any prepared voucher has to pass through different levels of 
recommendation and approved by the authorized officer or Director General 
before payments are affected. Thereafter, the officer prints and attaches 
analysis of approved sheet and claims history to the respective claims file. 
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5. Payment Advice 
 

Payment advisory note shall be prepared during the exit point of a claim. It 
involves informing the healthcare providers on the essential details of 
payment via letters or electronic notification. 
 
Figure 2.1 presents claim processing pathway from Facility level up to NHIF 
level as indicated below.  
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Figure 2. 1: Claim Processing Pathway 

CLAIMS PROCESSING                         
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Source: Auditors’ Analysis on the Claims Processing Pathway (2022) 

Figure 2.1 provides general procedures to be followed during claim 
processing. At every level, these claim processing procedures explain what 
is supposed to be done as per laws, regulations, service agreement, and 
quality assurance manual. 
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2.5 Levels of Healthcare Facilities 

The audit covered all eight level of Healthcare Facilities as registered by 
the Ministry of Health and Public Health Accreditation Board. These levels 
include: National Hospital, Zonal Hospital, Regional Hospital, District 
Hospital, Health Center, Dispensary, Specialized Clinics (Polyclinic) and 
Pharmacy.  

2.6 Resources Employed during Payment of Claims Management to 
Accredited Healthcare Facilities  

 
In order to ensure implementation of the above highlighted activities, NHIF 
uses both human and financial resources to execute the planned activities. 
 
Financial Resources 
 
NHIF makes valid payments to healthcare facilities based on the health 
services provided to beneficiaries who contributed to the Fund. The 
Contribution collected from beneficiaries and benefits paid to healthcare 
facilities for the past 3 years were summarized as shown below; 
 
Table 2.3: Contribution Collected and Benefits Paid between 2019/20 to 

2021/22 (Amount in Billion TZS) 
Financial 
Year 

Contributions Collection  Benefits Payments 
Budgeted Actual Budgeted Actual 

2019/20 476 467 457 499 
2020/21 528 489 521 540 
2021/22 559 552 540 674 
Total 1,563 1,508 1,518 1,713 

Source: Annual Implementation Report (2019/20-2021/22) 
  
NHIF paid benefits expenses to beneficiaries based on the contributions 
received. Table 2.3 shows that, benefit paid exceeded the contributions 
income in all three financial years. The benefits expenses exceeded 
contribution income by TZS 32 billion, TZS 51 billion and TZS 122 billion in 
financial year 2019/20, 2020/21 and 2021/22 respectively. 
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the Ministry of Health and Public Health Accreditation Board. These levels 
include: National Hospital, Zonal Hospital, Regional Hospital, District 
Hospital, Health Center, Dispensary, Specialized Clinics (Polyclinic) and 
Pharmacy.  

2.6 Resources Employed during Payment of Claims Management to 
Accredited Healthcare Facilities  

 
In order to ensure implementation of the above highlighted activities, NHIF 
uses both human and financial resources to execute the planned activities. 
 
Financial Resources 
 
NHIF makes valid payments to healthcare facilities based on the health 
services provided to beneficiaries who contributed to the Fund. The 
Contribution collected from beneficiaries and benefits paid to healthcare 
facilities for the past 3 years were summarized as shown below; 
 
Table 2.3: Contribution Collected and Benefits Paid between 2019/20 to 

2021/22 (Amount in Billion TZS) 
Financial 
Year 

Contributions Collection  Benefits Payments 
Budgeted Actual Budgeted Actual 

2019/20 476 467 457 499 
2020/21 528 489 521 540 
2021/22 559 552 540 674 
Total 1,563 1,508 1,518 1,713 

Source: Annual Implementation Report (2019/20-2021/22) 
  
NHIF paid benefits expenses to beneficiaries based on the contributions 
received. Table 2.3 shows that, benefit paid exceeded the contributions 
income in all three financial years. The benefits expenses exceeded 
contribution income by TZS 32 billion, TZS 51 billion and TZS 122 billion in 
financial year 2019/20, 2020/21 and 2021/22 respectively. 
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Human Resource  
 
For the Period ending on June 2022, the Fund had 692 staff out of which 180 
staff were stationed at Head Office and 512 in regional offices as shown in 
Table 2.4 below.  

Table 2.4: Staff allocated at NHIF Head Quarter and Regional Offices 

Office 
Financial 
Year  

No. of Required 
Human 

Resources  

No. of Available 
Human 

Resources 
% of 

Deficit 
NHIF HQ 2019/20 180 181 - 

2020/21 180 179 0.5 
2021/22 180 180 0 

NHIF 
Regional 
Offices 

2019/20 510 485 4.9 
2020/21 520 519 0.2 
2021/22 522 512 1.9 

Source: Human Resource Status for the period (2019/20-2021/22) 
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CHAPTER THREE 

 
AUDIT FINDINGS 

3.1 Introduction 
This chapter presents audit findings regarding performance of National 
Health Insurance Fund on controls of payments made to accredit Healthcare 
Facilities.  

The findings covered aspects such as: overall picture of claims processing; 
the extent NHIF ensured healthcare facilities adhere to Standard Treatment 
Guideline (STG) and contractual agreements during the provision of health 
services to the NHIF beneficiaries; effectiveness of existing control 
mechanisms at NHIF and healthcare facilities; remedial actions taken on 
unauthentic claims; and performance evaluation of NHIF on processing 
payments on claims from Healthcare Facilities. 

3.2 Existence of Unauthentic Claims and Incorrect Payments 
Section 3 of the Claim Management Manual, 2021 requires the Fund to 
scrutinise, authenticate and pay claims for services which have been done 
at healthcare facilities and NHIF offices. Also, clause 11.2 of the Template 
Contract between NHIF and Service Provider requires the Fund to effect 
payment of all genuine claims arising from services rendered to members 
and beneficiaries within 60 days from the date of submission. 
 
Review of Anti-Fraud Reports for the period covered from 2019/20 to 
2021/22 noted existence of unauthentic and incorrect claims raised from 
healthcare facilities.  

Review of NHIF Financial Statements for the period from 2019/20 to 
2020/21 showed that, a total of TZS 1.71 trillion was paid to the Healthcare 
Facilities in the last three financial years from 2019/20 to 2021/22. 
Whereas, review of Anti-Fraud Reports covered from 2019/20 to 2021/22 
noted that TZS 14.46 billion out of TZS 1.71 trillion was due to unauthentic 
and incorrect claims. However, it was noted that NHIF established recovery 
mechanism in place to ensure recovery of TZS 14.46 billion.  

Table 3.1 provides analysis on the amount that were reimbursed to 
Healthcare Facilities and amount that was due to unauthentic and 
incorrect. 
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CHAPTER THREE 

 
AUDIT FINDINGS 

3.1 Introduction 
This chapter presents audit findings regarding performance of National 
Health Insurance Fund on controls of payments made to accredit Healthcare 
Facilities.  

The findings covered aspects such as: overall picture of claims processing; 
the extent NHIF ensured healthcare facilities adhere to Standard Treatment 
Guideline (STG) and contractual agreements during the provision of health 
services to the NHIF beneficiaries; effectiveness of existing control 
mechanisms at NHIF and healthcare facilities; remedial actions taken on 
unauthentic claims; and performance evaluation of NHIF on processing 
payments on claims from Healthcare Facilities. 

3.2 Existence of Unauthentic Claims and Incorrect Payments 
Section 3 of the Claim Management Manual, 2021 requires the Fund to 
scrutinise, authenticate and pay claims for services which have been done 
at healthcare facilities and NHIF offices. Also, clause 11.2 of the Template 
Contract between NHIF and Service Provider requires the Fund to effect 
payment of all genuine claims arising from services rendered to members 
and beneficiaries within 60 days from the date of submission. 
 
Review of Anti-Fraud Reports for the period covered from 2019/20 to 
2021/22 noted existence of unauthentic and incorrect claims raised from 
healthcare facilities.  

Review of NHIF Financial Statements for the period from 2019/20 to 
2020/21 showed that, a total of TZS 1.71 trillion was paid to the Healthcare 
Facilities in the last three financial years from 2019/20 to 2021/22. 
Whereas, review of Anti-Fraud Reports covered from 2019/20 to 2021/22 
noted that TZS 14.46 billion out of TZS 1.71 trillion was due to unauthentic 
and incorrect claims. However, it was noted that NHIF established recovery 
mechanism in place to ensure recovery of TZS 14.46 billion.  

Table 3.1 provides analysis on the amount that were reimbursed to 
Healthcare Facilities and amount that was due to unauthentic and 
incorrect. 
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2021/22 noted existence of unauthentic and incorrect claims raised from 
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Review of NHIF Financial Statements for the period from 2019/20 to 
2020/21 showed that, a total of TZS 1.71 trillion was paid to the Healthcare 
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noted that TZS 14.46 billion out of TZS 1.71 trillion was due to unauthentic 
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Healthcare Facilities and amount that was due to unauthentic and 
incorrect. 
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Table 3.1: Unauthentic and Incorrect Payments made to HCF from 
2019/20 to 2021/22 

Financial Year Total Amount Paid to 
Healthcare Facilities 

(In Million TZS) 

Unauthentic and 
Incorrect Payments 
made 

(In Million TZS ) 

Percentage 
 

(%) 

2019/20 499,414.32 4,319.10 0.86 
2020/21 540,550.50 4,551.26 0.84 
2021/22 674,254.93 5,594.56 0.83 

Source: Auditors’ Analysis from Audited Financial Statements and Anti-Fraud Reports for 
the Period (2019/20-2021/22) 

Analysis from Table 3.1 above shows that, during the period under review 
there was a gradual increase of unauthentic and incorrect claims from TZS 
4.32 billion in 2019/20 to TZS 5.59 billion in 2021/22. However, on 
percentage basis, there was a decrease from 0.86% in 2019/20 to 0.83% in 
2021/22. 

The existence of unauthentic and incorrect payments made to healthcare 
facilities was caused by submission of physical claims which delayed up to 
60 days from the date of provision of services, this attracts additional and 
substitution of investigation or medicines provided. Also, it was caused by 
inadequate installation of online claims submission system (which allow 
submission of claims within 24 hours). Audit noted that online claim system 
was installed in only 153 out of 8,073 healthcare facilities, which is less 
than three percent of total healthcare facilities contracted by NHIF.  

Payment of unauthentic claims was noted at all levels of healthcare 
facilities and ownership categories as further described below: 

3.2.1 Noted Unauthentic and Incorrect Payments of Claims at Different 
Levels of Healthcare Facilities 

Review of Anti-fraud Reports for the period from 2019/20 to 2021/22 
showed that Specialized Clinics, Regional, District and Zonal hospitals were 
noted to have unauthentic and incorrect payments of more than TZS 2 
billion. The noted unauthentic and incorrect payments at specialized Clinic, 
Regional hospital, Zonal hospital and District hospital were TZS 3.52 billion, 
TZS 3.18 billion, TZS 2.95 billion and TZS 2.74 billion respectively.  

Table 3.2 shows the extent of unauthentic and incorrect payments made to 
all levels of healthcare facilities. 
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Table 3.2: Unauthentic Claims and Paid to all levels of Healthcare 
Facilities (Amount in Million TZS) 

Financial 
Year 

Natio
nal 

 

Zonal 

 

Region
al 

 

Distric
t 

Disp
ensa
ry 

Heal
th 

Cent
er 

Pharm
acy 

Specia
lized 
Clinic 
(Polycl
inic) 

2019/20 0 192 2,188 381 61 360 62 1,072 

2020/21 0 789 162 2,030 25 295 188 1,060 

2021/22 339 1,969 831 334 18 123 593 1,384 

Total 339 2,951 3182 2,746 105 778 844 3,516 

Source: Auditors’ Analysis from Anti-Fraud Reports (2019/20-2021/22) 

Analysis from Table 3.2 showed that unauthentic claims were observed in 
all levels of healthcare facilities for the period from financial year 2019/20 
to 2021/22. Also, it was noted that for the period from financial year 
2019/20 to 2021/22 Specialized clinics were paid high amounts of 
unauthentic claims followed by Regional, Zonal and District hospitals.  

Table 3.2 further shows increase of unauthentic claims in Zonal Hospitals, 
Pharmacy and National hospital; and fluctuating trends in Regional 
hospitals, District hospitals and Specialized clinic. For the case of 
Dispensaries and Healthcare centres it was noted that unauthentic 
payments were decreasing.  

Figure 3.1 provides an analysis on the percentage of total unauthentic 
claims paid in healthcare facilities for the period from 2019/20 to 2021/22. 
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Pharmacy and National hospital; and fluctuating trends in Regional 
hospitals, District hospitals and Specialized clinic. For the case of 
Dispensaries and Healthcare centres it was noted that unauthentic 
payments were decreasing.  

Figure 3.1 provides an analysis on the percentage of total unauthentic 
claims paid in healthcare facilities for the period from 2019/20 to 2021/22. 
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Figure 3.1: Percentage of Total Unauthentic Claims Paid to all levels of 
Healthcare Facilities 

 
Source: Anti-Fraud Reports and Post Verification Reports from (2019/20-2021/22) 

Analysis from Figure 3.1 showed Specialized Clinics are submitting high 
amount in unauthentic claims to NHIF followed by Zonal Hospitals and 
Regional Hospitals. It was noted that Specialized Clinics have high amounts 
of unauthentic claims because the amount of claims submitted and paid 
were normally higher compared to other levels which attracted the need for 
onsite verification regularly. 

Audit further noted that, the reason for decrease of unauthentic claims at 
Dispensaries and Healthcare centres was due to decrease in number of such 
facilities that committed malpractices from 2019/20 to 2021/22. 

3.2.2 Noted Unauthentic and Incorrect Payment of Claims at Various 
Ownership Categories of Healthcare Facilities 

Further analysis was done to establish payments of unauthentic claims at 
different categories of ownership i.e. Government, private and Faith Based 
Organizations (FBOs) healthcare facilities. Audit noted that private owned 
healthcare facilities had high amounts of paid unauthentic claims compared 
to government and FBOs. More than TZS 10.38 billion were paid to Private 
Healthcare Facilities for the period from 2019/20 to 2021/22. Amount of 
unauthentic claims paid to Faith Based Organization and Government 
healthcare facilities was TZS 2.49 billion and TZS 1.57 billion respectively as 
shown in Table 3.3. 
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Table 3. 3: Unauthentic Payments to Government, Private and FBOs 
Healthcare Facilities 

Financial Year Government 
(Million TZS) 

Private 
(Million TZS) 

FBO 
(In Million TZS) 

2019/20 475.51 2,497.34 1,346.29 
2020/21 188.83 4,024.95 337.62 
2021/22 912.78 3,866.98 814.44 
Total 1,577.12 10,389.27 2,498.35 

Source: Auditors’ Analysis from Anti-Fraud Reports (2019/20-2021/22) 

Table 3.3 shows that NHIF processed and paid higher unauthentic claims to 
private healthcare facilities compared to Faith Based healthcare facilities 
and Government healthcare facilities. 

Additionally, the cumulative percentage of unauthentic and incorrect 
payments that were paid to the Private, Government and Faith Based 
Organization healthcare facilities were 72%, 17% and 11% respectively as 
shown in Figure 3.2.  

Figure 3.2: Unauthentic Payments Based on the Ownership Category of 
Healthcare Facilities 

 
 Source: Auditors’ Analysis from Anti-Fraud Reports (2019/20-2021/22) 

 
Figure 3.2 shows that, private healthcare facilities contributed the highest 
percent of loss to the Fund because they claimed and were paid 72% of 
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Figure 3.1: Percentage of Total Unauthentic Claims Paid to all levels of 
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Source: Anti-Fraud Reports and Post Verification Reports from (2019/20-2021/22) 

Analysis from Figure 3.1 showed Specialized Clinics are submitting high 
amount in unauthentic claims to NHIF followed by Zonal Hospitals and 
Regional Hospitals. It was noted that Specialized Clinics have high amounts 
of unauthentic claims because the amount of claims submitted and paid 
were normally higher compared to other levels which attracted the need for 
onsite verification regularly. 
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to government and FBOs. More than TZS 10.38 billion were paid to Private 
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Table 3. 3: Unauthentic Payments to Government, Private and FBOs 
Healthcare Facilities 

Financial Year Government 
(Million TZS) 

Private 
(Million TZS) 

FBO 
(In Million TZS) 

2019/20 475.51 2,497.34 1,346.29 
2020/21 188.83 4,024.95 337.62 
2021/22 912.78 3,866.98 814.44 
Total 1,577.12 10,389.27 2,498.35 

Source: Auditors’ Analysis from Anti-Fraud Reports (2019/20-2021/22) 

Table 3.3 shows that NHIF processed and paid higher unauthentic claims to 
private healthcare facilities compared to Faith Based healthcare facilities 
and Government healthcare facilities. 

Additionally, the cumulative percentage of unauthentic and incorrect 
payments that were paid to the Private, Government and Faith Based 
Organization healthcare facilities were 72%, 17% and 11% respectively as 
shown in Figure 3.2.  
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unauthentic and incorrect amount compared to Faith Based Organization 
healthcare facilities and government healthcare facilities. 

The existence of unauthentic and incorrect claims was noted to be 
associated with malpractices during identification and registration of 
patients; consultation services; investigation and diagnostic procedures; 
dispensing process; and non-adherence to Standard Treatment Guidelines. 

For instance, the audit team noted that, out of TZS 14.46 billion of 
unauthentic and incorrect claims paid, TZS 2.38 billion equivalent to 16% 
originated from weakness during identification and verification of 
beneficiaries; TZS 877 million equivalent to six percent was caused by 
weaknesses from consultation services; TZS 6.78 billion equivalent to 47% 
was caused by weaknesses from investigation and diagnostic procedures; 
TZS 2.36 billion equivalent to 16% was noted during dispensing of medicines; 
and TZS 2.04 billion equivalent to 15% from non-adherence to Standard 
Treatment Guideline by healthcare facilities.  

Table 3.4 shows the extent and percentage of malpractices conducted by 
healthcare facilities contracted by NHIF to provide healthcare services to its 
beneficiaries.  

Table 3. 4: Extent of Malpractices Conducted by Healthcare Facilities 
and Related Amount of Fund (2019/20 -2021/22) 

Category of Malpractices 
Amount 

(In Million TZS) 
Percentage 

(%) 
Identification and Verification of the 
Registered Patients 2,383 16 
Consultation Services 877 6 
Investigation and Diagnostic Procedures 6,786 47 
Dispensing of Medicines 2,369 16 
Adherence to Standard Treatment Guideline 
(STG) 2,047 15 
Total 14,465 100 

Source: Auditors’ Analysis from Anti-Fraud Reports (2019/20-2021/22) 

Analysis from Table 3.4 shows that, the high level of malpractices was 
attributed to investigation and diagnostic procedures, identification and 
verification of the registered patients and dispensing of medicines. Such 
malpractices were highly caused by addition of un-provided medicines or 
tests and substitution of medicines and tests that were claimed by staff 
from unfaithful healthcare facilities. 
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Below are detailed explanations on unauthentic payment made due to 
malpractices that were based on identification and registration of Patients; 
Consultation Services; Investigation and Diagnostic Procedures; Dispensing 
Process; and Non adherence to Standard Treatment Guidelines and 
Contractual Agreements.  

(a) Unauthentic Claims Paid due to Inadequate Verification of NHIF 
Beneficiaries’ during the Registration for Health Services  

Despite the fact that, NHIF used biometric verification for members who 
accessed health service for dialysis beneficiaries before accessing services; 
the audit noted misuse of NHIF Cards as non-beneficiaries were using NHIF 
cards to access health services. 

The misuse of the NHIF cards were noted to be attributed to collusion 
between unfaithful attendants at the various healthcare facilities and NHIF 
beneficiaries, and inadequate mechanisms to identify true NHIF 
beneficiaries’ prior to accessing health services.  

Weaknesses on adequate identification and verification of genuine 
beneficiaries during registration contributed to payment of unauthentic 
claims to healthcare facilities amounting to TZS 2.4 billion as indicated in 
Table 3.5. 

Table 3. 5: Unauthentic Claims Paid Related to Weaknesses on 
Identification and Registration of Patients 

Financial 
Year 

Total Unauthentic and 
Incorrect Payments 
made during the year 

(In Million TZS) 

Unauthentic and Incorrect 
related to Identification 

and Registration of 
Patients 

(In Million TZS) 

Percentage 
(%) 

2019/20 4,319.11 97.55 2 
2020/21 4,551.26 537.01 12 
2021/22 5,594.55 1,748.83 31 

Source: Anti-Fraud Reports and Post Verification Reports (2019/20-2021/22) 

Analysis from Table 3.5 shows that, there was general increase in 
malpractices related to incorrect identification and registration of patients 
from two percent of the total unauthentic and incorrect payments made 
during the year 2019/20 to 31% in 2021/22.  
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unauthentic and incorrect amount compared to Faith Based Organization 
healthcare facilities and government healthcare facilities. 
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associated with malpractices during identification and registration of 
patients; consultation services; investigation and diagnostic procedures; 
dispensing process; and non-adherence to Standard Treatment Guidelines. 

For instance, the audit team noted that, out of TZS 14.46 billion of 
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originated from weakness during identification and verification of 
beneficiaries; TZS 877 million equivalent to six percent was caused by 
weaknesses from consultation services; TZS 6.78 billion equivalent to 47% 
was caused by weaknesses from investigation and diagnostic procedures; 
TZS 2.36 billion equivalent to 16% was noted during dispensing of medicines; 
and TZS 2.04 billion equivalent to 15% from non-adherence to Standard 
Treatment Guideline by healthcare facilities.  

Table 3.4 shows the extent and percentage of malpractices conducted by 
healthcare facilities contracted by NHIF to provide healthcare services to its 
beneficiaries.  
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Analysis from Table 3.4 shows that, the high level of malpractices was 
attributed to investigation and diagnostic procedures, identification and 
verification of the registered patients and dispensing of medicines. Such 
malpractices were highly caused by addition of un-provided medicines or 
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Below are detailed explanations on unauthentic payment made due to 
malpractices that were based on identification and registration of Patients; 
Consultation Services; Investigation and Diagnostic Procedures; Dispensing 
Process; and Non adherence to Standard Treatment Guidelines and 
Contractual Agreements.  

(a) Unauthentic Claims Paid due to Inadequate Verification of NHIF 
Beneficiaries’ during the Registration for Health Services  

Despite the fact that, NHIF used biometric verification for members who 
accessed health service for dialysis beneficiaries before accessing services; 
the audit noted misuse of NHIF Cards as non-beneficiaries were using NHIF 
cards to access health services. 

The misuse of the NHIF cards were noted to be attributed to collusion 
between unfaithful attendants at the various healthcare facilities and NHIF 
beneficiaries, and inadequate mechanisms to identify true NHIF 
beneficiaries’ prior to accessing health services.  

Weaknesses on adequate identification and verification of genuine 
beneficiaries during registration contributed to payment of unauthentic 
claims to healthcare facilities amounting to TZS 2.4 billion as indicated in 
Table 3.5. 

Table 3. 5: Unauthentic Claims Paid Related to Weaknesses on 
Identification and Registration of Patients 

Financial 
Year 

Total Unauthentic and 
Incorrect Payments 
made during the year 

(In Million TZS) 

Unauthentic and Incorrect 
related to Identification 

and Registration of 
Patients 

(In Million TZS) 

Percentage 
(%) 

2019/20 4,319.11 97.55 2 
2020/21 4,551.26 537.01 12 
2021/22 5,594.55 1,748.83 31 

Source: Anti-Fraud Reports and Post Verification Reports (2019/20-2021/22) 

Analysis from Table 3.5 shows that, there was general increase in 
malpractices related to incorrect identification and registration of patients 
from two percent of the total unauthentic and incorrect payments made 
during the year 2019/20 to 31% in 2021/22.  
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Below are detailed explanations on unauthentic payment made due to 
malpractices that were based on identification and registration of Patients; 
Consultation Services; Investigation and Diagnostic Procedures; Dispensing 
Process; and Non adherence to Standard Treatment Guidelines and 
Contractual Agreements.  

(a) Unauthentic Claims Paid due to Inadequate Verification of NHIF 
Beneficiaries’ during the Registration for Health Services  

Despite the fact that, NHIF used biometric verification for members who 
accessed health service for dialysis beneficiaries before accessing services; 
the audit noted misuse of NHIF Cards as non-beneficiaries were using NHIF 
cards to access health services. 

The misuse of the NHIF cards were noted to be attributed to collusion 
between unfaithful attendants at the various healthcare facilities and NHIF 
beneficiaries, and inadequate mechanisms to identify true NHIF 
beneficiaries’ prior to accessing health services.  

Weaknesses on adequate identification and verification of genuine 
beneficiaries during registration contributed to payment of unauthentic 
claims to healthcare facilities amounting to TZS 2.4 billion as indicated in 
Table 3.5. 

Table 3. 5: Unauthentic Claims Paid Related to Weaknesses on 
Identification and Registration of Patients 

Financial 
Year 

Total Unauthentic and 
Incorrect Payments 
made during the year 

(In Million TZS) 

Unauthentic and Incorrect 
related to Identification 

and Registration of 
Patients 

(In Million TZS) 

Percentage 
(%) 

2019/20 4,319.11 97.55 2 
2020/21 4,551.26 537.01 12 
2021/22 5,594.55 1,748.83 31 

Source: Anti-Fraud Reports and Post Verification Reports (2019/20-2021/22) 

Analysis from Table 3.5 shows that, there was general increase in 
malpractices related to incorrect identification and registration of patients 
from two percent of the total unauthentic and incorrect payments made 
during the year 2019/20 to 31% in 2021/22.  
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It was noted that, under this category pharmacies were highly involved in 
payment of unauthentic claims because, in case of unavailability of 
dispensed medicines, patients were referred to pharmacies to collect 
medicines. Table 3.6 shows unauthentic claims paid because of the 
weaknesses on identification and registration for various levels of 
healthcare facilities. 

Table 3. 6: Unauthentic Claims Paid Related to Weaknesses on 
Identification and Registration of Patients based on level of Healthcare 

Facilities (Amount in Million TZS) 

Financial 
Year 

Nationa
l Zonal Regional Distric

t 

Disp
ens
ary 

Health 
Center 

Pharma
cy 

Speciali
zed 

Clinic 

2019/20 
- -  0.074 43.48 - - 54.00  - 

2020/21 
- 251.88  84.20 2.75 - 1.25 187.57  9.36 

2021/22 
51.48 563.18 335.76 25.42 - 25.25 584.61 163.11 

TOTAL 
51.48 815.06 420.03 71.64 - 26.50 826.18 172.48 

Source: Auditors’ Analysis from Anti-Fraud Reports from 2019/20 to 2021/22 

Table 3.6 shows that zonal hospitals were highly paid unauthentic claims 
related to weaknesses on identification and registration of NHIF 
beneficiaries for the period from 2019/20 to 2021/22. 
 
However, the audit noted that, in July 2022, the use of form 2C was 
prohibited by the Ministry of Health. This form was the main cause on the 
unauthentic claims paid related to weaknesses on identification and 
registration of patients. 
 
Furthermore, private owned healthcare facilities were noted to have more 
malpractices compared to Government and FBOs healthcare facilities as 
shown in Table 3.7. This is because unauthentic claims paid to private 
healthcare facilities stood at 64% while government and FBO’s, has 23% and 
13% of noted unauthentic claims.  
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Table 3. 7: Unauthentic Claims Paid Related to Weaknesses on 
Identification and Registration of Patients based on Ownership of 

Healthcare Facilities (Amount in Million TZS) 
Financial Year Government HCF Private HCF FBO HCF 
2019/20    43.07   54.07    0.41 
2020/21    98.80  151.43   286.79 
2021/22    419.60  1,315.73    13.50 
Total    561.47  1,521.23   300.70 

Source: Auditors’ Analysis from Anti-Fraud Reports (2019/20-2021/22) 

(b) Unauthentic Claims Paid due to Overbilling of Consultation 
Services  

The audit noted up-coding of clinician qualifications during provision of 
consultation services to NHIF beneficiaries and claims paid for exaggerated 
consultation services. For instance, the audit noted that, Healthcare 
facilities claimed consultation fee for Specialist consultations while NHIF 
beneficiaries were attended by general practitioners (GPs). Further, general 
practitioners’ consultation services were claimed while the beneficiaries 
were attended by clinical officers and consultations provided by unqualified 
staff.  
 

Table 3.8 presents analysis of unauthentic claims paid due to anomalies 
related to consultation services. 
 

Table 3.8: Unauthentic Claims Paid due to Anomalies related to 
Consultation Services (In TZS) 

Noted Anomalies Claimed 
Amount in 
2019/20 

Claimed 
Amount in 
2020/21 

Claimed 
Amount in 
2021/22 

Specialist consultations 
provided by General 
Practitioners 

347,568,130 72,218,000 39,728,000 

Consultation fees charged for 
Clinical Officer while provided 
by health practitioner 

0 0 34,355,990 

General practitioner 
consultations provided by 
Assistant Medical Officers 

2,299,000 0 13,456,190 

Un-provided Consultation 
Services  

0 647,000 0 
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Below are detailed explanations on unauthentic payment made due to 
malpractices that were based on identification and registration of Patients; 
Consultation Services; Investigation and Diagnostic Procedures; Dispensing 
Process; and Non adherence to Standard Treatment Guidelines and 
Contractual Agreements.  

(a) Unauthentic Claims Paid due to Inadequate Verification of NHIF 
Beneficiaries’ during the Registration for Health Services  

Despite the fact that, NHIF used biometric verification for members who 
accessed health service for dialysis beneficiaries before accessing services; 
the audit noted misuse of NHIF Cards as non-beneficiaries were using NHIF 
cards to access health services. 

The misuse of the NHIF cards were noted to be attributed to collusion 
between unfaithful attendants at the various healthcare facilities and NHIF 
beneficiaries, and inadequate mechanisms to identify true NHIF 
beneficiaries’ prior to accessing health services.  

Weaknesses on adequate identification and verification of genuine 
beneficiaries during registration contributed to payment of unauthentic 
claims to healthcare facilities amounting to TZS 2.4 billion as indicated in 
Table 3.5. 

Table 3. 5: Unauthentic Claims Paid Related to Weaknesses on 
Identification and Registration of Patients 

Financial 
Year 

Total Unauthentic and 
Incorrect Payments 
made during the year 

(In Million TZS) 

Unauthentic and Incorrect 
related to Identification 

and Registration of 
Patients 

(In Million TZS) 

Percentage 
(%) 

2019/20 4,319.11 97.55 2 
2020/21 4,551.26 537.01 12 
2021/22 5,594.55 1,748.83 31 

Source: Anti-Fraud Reports and Post Verification Reports (2019/20-2021/22) 

Analysis from Table 3.5 shows that, there was general increase in 
malpractices related to incorrect identification and registration of patients 
from two percent of the total unauthentic and incorrect payments made 
during the year 2019/20 to 31% in 2021/22.  
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It was noted that, under this category pharmacies were highly involved in 
payment of unauthentic claims because, in case of unavailability of 
dispensed medicines, patients were referred to pharmacies to collect 
medicines. Table 3.6 shows unauthentic claims paid because of the 
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Table 3.6 shows that zonal hospitals were highly paid unauthentic claims 
related to weaknesses on identification and registration of NHIF 
beneficiaries for the period from 2019/20 to 2021/22. 
 
However, the audit noted that, in July 2022, the use of form 2C was 
prohibited by the Ministry of Health. This form was the main cause on the 
unauthentic claims paid related to weaknesses on identification and 
registration of patients. 
 
Furthermore, private owned healthcare facilities were noted to have more 
malpractices compared to Government and FBOs healthcare facilities as 
shown in Table 3.7. This is because unauthentic claims paid to private 
healthcare facilities stood at 64% while government and FBO’s, has 23% and 
13% of noted unauthentic claims.  
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Table 3. 7: Unauthentic Claims Paid Related to Weaknesses on 
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(b) Unauthentic Claims Paid due to Overbilling of Consultation 
Services  

The audit noted up-coding of clinician qualifications during provision of 
consultation services to NHIF beneficiaries and claims paid for exaggerated 
consultation services. For instance, the audit noted that, Healthcare 
facilities claimed consultation fee for Specialist consultations while NHIF 
beneficiaries were attended by general practitioners (GPs). Further, general 
practitioners’ consultation services were claimed while the beneficiaries 
were attended by clinical officers and consultations provided by unqualified 
staff.  
 

Table 3.8 presents analysis of unauthentic claims paid due to anomalies 
related to consultation services. 
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beneficiaries were attended by general practitioners (GPs). Further, general 
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Table 3.8 presents analysis of unauthentic claims paid due to anomalies 
related to consultation services. 
 

Table 3.8: Unauthentic Claims Paid due to Anomalies related to 
Consultation Services (In TZS) 

Noted Anomalies Claimed 
Amount in 
2019/20 

Claimed 
Amount in 
2020/21 

Claimed 
Amount in 
2021/22 

Specialist consultations 
provided by General 
Practitioners 

347,568,130 72,218,000 39,728,000 
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General practitioner 
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Noted Anomalies Claimed 
Amount in 
2019/20 

Claimed 
Amount in 
2020/21 

Claimed 
Amount in 
2021/22 

Consultations provided by 
wrong clinician qualification 

0 376,730,394 2,159,000 

Claims Paid for Consultations 
while patients attended for 
drug re-fill  

0 1,167,500 0 

Total 349,867,130 450,762,894 77,146,830 
Source: Auditors’ Analysis from Anti-Fraud Reports (2019/20-2021/22) 

Analysis from Table 3.8 shows that, for the period under review TZS 877 
million were paid due to anomalies related to consultation services. In the 
financial year 2019/20 about 99% of unauthentic claimed paid were 
related to specialist consultations being provided by general 
practitioners, while in financial year 2020/21 about 84% of unauthentic 
claimed paid were related to consultation services being provided by 
unqualified staff. Also Table 3.8 shows there was significant decrease of 
amount claimed related to consultation services anomalies from TZS 349 
million in financial year 2019/20 to TZS 77 million in financial year 
2021/22. 

Further it was noted that different levels of healthcare facilities were 
involved in payments of unauthentic claims which were related to 
weaknesses of consultation services as indicated in Table 3.9. 

Table 3. 9: Unauthentic Claims Paid Related to weaknesses on 
Consultation Services based on level of Healthcare Facilities 

(Amount in Million TZS) 
Financial 
Year 

Natio
nal Zonal Regional District 

Dispe
nsary 

Health 
Center 

Phar
macy 

Specializ
ed Clinic 

2019/20 0 0 171.65 4.25 0 8.42 0 165.55 

2020/21 0 2.16 0.46 249.06 0 181.82 0 17.26 

2021/22 1 9.03 11.72 16.87 2.16 33.16 0 3.17 

Total 1 11.19 183.85 270.18 2.16 223.4 0 185.97 
Source: Auditors’ Analysis from Anti-Fraud Reports (2019/20-2021/22) 

Analysis from Table 3.9 noted that, there was decrease in malpractices 
related to consultation services where in financial years 2019/20 and 
2021/22 unauthentic claims paid were TZS 349 million and TZS 77 million 
respectively. Also, it was noted that there was increase in unauthentic 
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claimed to national level, zonal level and dispensary level as shown in 
Table 3.9. 

Further, based on the level of ownership of healthcare facilities it was 
noted that, private hospitals were involved more in malpractices related 
to consultation services whereby it accounted for 85%; followed by FBO’s 
healthcare facilities which accounted for 14% and Government healthcare 
facilities which accounted for one percent. 

(c) Unauthentic Claims Paid for Investigation and Diagnostic 
Procedures which were not Provided 

The audit noted that healthcare facilities claimed investigations and 
diagnostic procedures which were not provided to NHIF beneficiaries and 
substitution of tests. For the period from 2019/20 to 2021/22 paid 
unauthentic claims related to investigation and diagnostic procedures was 
TZS 6.80 billion as shown in Table 3.10. 

Table 3. 10: Paid Unauthentic Claim Related to Investigation and 
Diagnostic Procedures 

Financial Year Additional of Tests 
(TZS) 

Substitution of 
Tests (TZS) 

Total 
(TZS) 

2019/20 2,009,386,368 152,580,000 2,161,966,368 
2020/21 2,104,134,340 201,218,100 2,305,352,440 
2021/22 1,873,782,365 451,488,720 2,332,718,905 

Source: Auditors’ Analysis from Anti-Fraud Reports (2019/20-2021/22) 

From Table 3.10 it was noted that 88% of claimed unauthentic payments 
were from additional tests which were not performed to NHIF 
beneficiaries. Also, 12% of the unauthentic claims originated from 
substitution of tests.  

(d) Unauthentic Claims Paid for Medicines which were not Dispensed  

The audit noted healthcare facilities claimed medicines which were not 
provided to NHIF beneficiaries. Also, healthcare facilities dispensed 
medicines to NHIF beneficiaries which were not in NHIF packages. Table 
3.11 provides analysis on the identified paid claims for additional and 
substituted medicines for the period from 2019/20 to 2021/22. 
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Table 3. 7: Unauthentic Claims Paid Related to Weaknesses on 
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(b) Unauthentic Claims Paid due to Overbilling of Consultation 
Services  

The audit noted up-coding of clinician qualifications during provision of 
consultation services to NHIF beneficiaries and claims paid for exaggerated 
consultation services. For instance, the audit noted that, Healthcare 
facilities claimed consultation fee for Specialist consultations while NHIF 
beneficiaries were attended by general practitioners (GPs). Further, general 
practitioners’ consultation services were claimed while the beneficiaries 
were attended by clinical officers and consultations provided by unqualified 
staff.  
 

Table 3.8 presents analysis of unauthentic claims paid due to anomalies 
related to consultation services. 
 

Table 3.8: Unauthentic Claims Paid due to Anomalies related to 
Consultation Services (In TZS) 

Noted Anomalies Claimed 
Amount in 
2019/20 

Claimed 
Amount in 
2020/21 

Claimed 
Amount in 
2021/22 

Specialist consultations 
provided by General 
Practitioners 

347,568,130 72,218,000 39,728,000 

Consultation fees charged for 
Clinical Officer while provided 
by health practitioner 

0 0 34,355,990 

General practitioner 
consultations provided by 
Assistant Medical Officers 

2,299,000 0 13,456,190 

Un-provided Consultation 
Services  

0 647,000 0 
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Noted Anomalies Claimed 
Amount in 
2019/20 

Claimed 
Amount in 
2020/21 

Claimed 
Amount in 
2021/22 

Consultations provided by 
wrong clinician qualification 

0 376,730,394 2,159,000 

Claims Paid for Consultations 
while patients attended for 
drug re-fill  

0 1,167,500 0 

Total 349,867,130 450,762,894 77,146,830 
Source: Auditors’ Analysis from Anti-Fraud Reports (2019/20-2021/22) 

Analysis from Table 3.8 shows that, for the period under review TZS 877 
million were paid due to anomalies related to consultation services. In the 
financial year 2019/20 about 99% of unauthentic claimed paid were 
related to specialist consultations being provided by general 
practitioners, while in financial year 2020/21 about 84% of unauthentic 
claimed paid were related to consultation services being provided by 
unqualified staff. Also Table 3.8 shows there was significant decrease of 
amount claimed related to consultation services anomalies from TZS 349 
million in financial year 2019/20 to TZS 77 million in financial year 
2021/22. 

Further it was noted that different levels of healthcare facilities were 
involved in payments of unauthentic claims which were related to 
weaknesses of consultation services as indicated in Table 3.9. 

Table 3. 9: Unauthentic Claims Paid Related to weaknesses on 
Consultation Services based on level of Healthcare Facilities 

(Amount in Million TZS) 
Financial 
Year 

Natio
nal Zonal Regional District 

Dispe
nsary 

Health 
Center 

Phar
macy 

Specializ
ed Clinic 

2019/20 0 0 171.65 4.25 0 8.42 0 165.55 

2020/21 0 2.16 0.46 249.06 0 181.82 0 17.26 

2021/22 1 9.03 11.72 16.87 2.16 33.16 0 3.17 

Total 1 11.19 183.85 270.18 2.16 223.4 0 185.97 
Source: Auditors’ Analysis from Anti-Fraud Reports (2019/20-2021/22) 

Analysis from Table 3.9 noted that, there was decrease in malpractices 
related to consultation services where in financial years 2019/20 and 
2021/22 unauthentic claims paid were TZS 349 million and TZS 77 million 
respectively. Also, it was noted that there was increase in unauthentic 
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claimed to national level, zonal level and dispensary level as shown in 
Table 3.9. 

Further, based on the level of ownership of healthcare facilities it was 
noted that, private hospitals were involved more in malpractices related 
to consultation services whereby it accounted for 85%; followed by FBO’s 
healthcare facilities which accounted for 14% and Government healthcare 
facilities which accounted for one percent. 

(c) Unauthentic Claims Paid for Investigation and Diagnostic 
Procedures which were not Provided 

The audit noted that healthcare facilities claimed investigations and 
diagnostic procedures which were not provided to NHIF beneficiaries and 
substitution of tests. For the period from 2019/20 to 2021/22 paid 
unauthentic claims related to investigation and diagnostic procedures was 
TZS 6.80 billion as shown in Table 3.10. 

Table 3. 10: Paid Unauthentic Claim Related to Investigation and 
Diagnostic Procedures 

Financial Year Additional of Tests 
(TZS) 

Substitution of 
Tests (TZS) 

Total 
(TZS) 

2019/20 2,009,386,368 152,580,000 2,161,966,368 
2020/21 2,104,134,340 201,218,100 2,305,352,440 
2021/22 1,873,782,365 451,488,720 2,332,718,905 

Source: Auditors’ Analysis from Anti-Fraud Reports (2019/20-2021/22) 

From Table 3.10 it was noted that 88% of claimed unauthentic payments 
were from additional tests which were not performed to NHIF 
beneficiaries. Also, 12% of the unauthentic claims originated from 
substitution of tests.  

(d) Unauthentic Claims Paid for Medicines which were not Dispensed  

The audit noted healthcare facilities claimed medicines which were not 
provided to NHIF beneficiaries. Also, healthcare facilities dispensed 
medicines to NHIF beneficiaries which were not in NHIF packages. Table 
3.11 provides analysis on the identified paid claims for additional and 
substituted medicines for the period from 2019/20 to 2021/22. 
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Table 3.11: Unauthentic Claims Paid related to Dispensed Medicines to 
NHIF beneficiaries 

Financial 
Year 

Additional claimed 
medicines 

(TZS) 

Substitution 
claimed medicines 

(TZS) 

Total 
(TZS) 

2019/20 745,392,230 399,255,810 1,144,648,040 
2020/21 350,981,295 52,020,000 403,001,295 
2021/22 802,307,958 20,016,000 822,323,958 

Source: Auditors’ Analysis from Anti-Fraud Reports (2019/20-2021/22) 

From Table 3.11 it was noted that 80% of claimed unauthentic payments 
were caused by adding medicines to NHIF beneficiaries forms while those 
medicines were not provided to respectives beneficiries. 20% of claimed 
unauthentic payments resulted from substitution of medicines i.e 
healthcare facilities claimed for medicines that were in the NHIF packages 
while the dispensed medicines were not from the packages. 

 
(e) Unauthentic Claims Paid due to Non adherence to Standard 

Treatment Guidelines (STG) 

The audit noted that healthacre facilities did not adhere to STG when 
providing health services during the period under review. The common non 
adherence to STG included billing dosage of Heligo Kits. Also, widal tests 
done without adhering to government circular; Brucella tests done without 
adhering to manufacturer’s Guideline; and Prescription of medicines above 
authorized level. 

For the period from 2019/20 to 2021/22 it was noted that NHIF paid a total 
of TZS 2.04 billion to heathcare facilities which did not adhere to Standard 
Treatment Guideline. Whereas, TZS 566.11 million, TZS 855.12 million and 
TZS 627.35 million were paid in financial years 2019/20, 2020/21 and 
2021/22 respectively. 

Non adherence to Standard Treatment Guidelines by healthcare facilities 
was mainly observed in medical investigations as well as dispensing of 
medicines to NHIF beneficiaries. 

In relation to level of healthcare facilities, districts and regional hospitals 
were noted to be highly involved in payments of unauthentic claims related 
to weaknesses in non-adherence to STG as highlighted in Table 3.12. 
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Table 3. 12: Unauthentic Claims Paid Related to Non-adherence to STG 
Based on level of Healthcare Facilities 

(Amount in Million TZS) 
Financial 
Year 

Nati
onal Zonal 

Region
al District 

Dispe
nsary 

Health 
Center 

Phar
macy 

Specialized 
Clinic 

2019/20 0 0 366.7 74.98 10.38 7.15 0 105.91 

2020/21      -   173.62       2.14  
     

643.00         -  
         

7.25         -           39.65  

2021/22 0 224.54 159.55 142.42 0.29 8.67 0 62.49 

Total 0 398.16 528.39 860.4 10.67 23.07 0 237.16 
Source: Auditors’ Analysis from Anti-Fraud Reports from (2019/20-2021/22) 

Table 3.12 shows that District hospitals had highly paid unauthentic claims 
related to non-adherence of STG compared to other level of healthcare 
facilities for the period from 2019/20 to 2021/22. 

Furthermore audit noted that, private healthcare facilities were more 
involved in non-compliance with STG as it accounted for 67% of total claims 
paid. This was followed by FBO’s healthcare facilities which account for 29% 
while Government healthcare facilities account for five percent. 

3.2.3 Consequences of the Malpractices Conducted by Healthcare 
Facilities 

The above analysis on unauthentic claims paid to the healthcare facilities at 
different levels may result into financial loss to the Fund. Review of Fraud 
Reports for the period from 2019/20 to 2020/21 revealed that, there was 
gradual increase in unauthentic claims paid to healthcare facilities from TZS 
4.31 billion to TZS 5.59 billion. Whereas, a total of TZS 14.46 billion was 
paid to healthcare facilities which may result into financial loss to the Fund 
if it will not be recovered accordingly. Eventually it will affect sustainability 
of the Fund. Figure 3.3 shows the anticipated financial loss for the Fund. 
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The audit noted healthcare facilities claimed medicines which were not 
provided to NHIF beneficiaries. Also, healthcare facilities dispensed 
medicines to NHIF beneficiaries which were not in NHIF packages. Table 
3.11 provides analysis on the identified paid claims for additional and 
substituted medicines for the period from 2019/20 to 2021/22. 

 

 

 

44 

 

Controller and Auditor General 

Table 3.11: Unauthentic Claims Paid related to Dispensed Medicines to 
NHIF beneficiaries 

Financial 
Year 

Additional claimed 
medicines 

(TZS) 

Substitution 
claimed medicines 

(TZS) 

Total 
(TZS) 

2019/20 745,392,230 399,255,810 1,144,648,040 
2020/21 350,981,295 52,020,000 403,001,295 
2021/22 802,307,958 20,016,000 822,323,958 

Source: Auditors’ Analysis from Anti-Fraud Reports (2019/20-2021/22) 

From Table 3.11 it was noted that 80% of claimed unauthentic payments 
were caused by adding medicines to NHIF beneficiaries forms while those 
medicines were not provided to respectives beneficiries. 20% of claimed 
unauthentic payments resulted from substitution of medicines i.e 
healthcare facilities claimed for medicines that were in the NHIF packages 
while the dispensed medicines were not from the packages. 

 
(e) Unauthentic Claims Paid due to Non adherence to Standard 

Treatment Guidelines (STG) 

The audit noted that healthacre facilities did not adhere to STG when 
providing health services during the period under review. The common non 
adherence to STG included billing dosage of Heligo Kits. Also, widal tests 
done without adhering to government circular; Brucella tests done without 
adhering to manufacturer’s Guideline; and Prescription of medicines above 
authorized level. 

For the period from 2019/20 to 2021/22 it was noted that NHIF paid a total 
of TZS 2.04 billion to heathcare facilities which did not adhere to Standard 
Treatment Guideline. Whereas, TZS 566.11 million, TZS 855.12 million and 
TZS 627.35 million were paid in financial years 2019/20, 2020/21 and 
2021/22 respectively. 

Non adherence to Standard Treatment Guidelines by healthcare facilities 
was mainly observed in medical investigations as well as dispensing of 
medicines to NHIF beneficiaries. 

In relation to level of healthcare facilities, districts and regional hospitals 
were noted to be highly involved in payments of unauthentic claims related 
to weaknesses in non-adherence to STG as highlighted in Table 3.12. 
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Table 3. 12: Unauthentic Claims Paid Related to Non-adherence to STG 
Based on level of Healthcare Facilities 

(Amount in Million TZS) 
Financial 
Year 

Nati
onal Zonal 

Region
al District 

Dispe
nsary 

Health 
Center 

Phar
macy 

Specialized 
Clinic 

2019/20 0 0 366.7 74.98 10.38 7.15 0 105.91 

2020/21      -   173.62       2.14  
     

643.00         -  
         

7.25         -           39.65  

2021/22 0 224.54 159.55 142.42 0.29 8.67 0 62.49 

Total 0 398.16 528.39 860.4 10.67 23.07 0 237.16 
Source: Auditors’ Analysis from Anti-Fraud Reports from (2019/20-2021/22) 

Table 3.12 shows that District hospitals had highly paid unauthentic claims 
related to non-adherence of STG compared to other level of healthcare 
facilities for the period from 2019/20 to 2021/22. 

Furthermore audit noted that, private healthcare facilities were more 
involved in non-compliance with STG as it accounted for 67% of total claims 
paid. This was followed by FBO’s healthcare facilities which account for 29% 
while Government healthcare facilities account for five percent. 

3.2.3 Consequences of the Malpractices Conducted by Healthcare 
Facilities 

The above analysis on unauthentic claims paid to the healthcare facilities at 
different levels may result into financial loss to the Fund. Review of Fraud 
Reports for the period from 2019/20 to 2020/21 revealed that, there was 
gradual increase in unauthentic claims paid to healthcare facilities from TZS 
4.31 billion to TZS 5.59 billion. Whereas, a total of TZS 14.46 billion was 
paid to healthcare facilities which may result into financial loss to the Fund 
if it will not be recovered accordingly. Eventually it will affect sustainability 
of the Fund. Figure 3.3 shows the anticipated financial loss for the Fund. 
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Figure 3. 3: Anticipated Financial Loss of the Fund due to Malpractices 
by Healthcare Facilities  

 
Source: Auditor’s Analysis of Unauthentic Claims Paid to HCF of December (2022) 

The audit further noted that, existence of unauthentic and incorrect claims 
was mainly caused by: 

(a) Inadequate adherence to standard treatment guidelines and 
contractual agreements by healthcare facilities during the provision 
of health insurance services to the entitled beneficiaries; 

(b) Inadequate existing control mechanisms at NHIF to ensure claims 
processed and paid were authentic, correct and complete;  

(c) Remedial actions were not taken on unauthentic claims in order to 
reduce financial losses; and 

(d) Inadequate monitoring and evaluation of claims processing. 

These are further detailed below: 

3.3 Healthcare Facilities Did Not Adhere to STG and Contractual 
Agreements During the Provision of Healthcare Services 

Various efforts were made to ensure compliance with STG and contractual 
agreements such as conducting supportive supervision, onsite claims 
verifications, clinical audit and advocacy; ensuring healthcare facilities 
charge agreed price; and maintaining true and proper patients’ records.  
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However, the audit noted weaknesses which indicated that NHIF did not 
adequately ensure healthcare facilities were adhering to the established 
STG and contractual agreements during provision of healthcare services to 
NHIF beneficiaries as highlighted below: 

3.3.1 100% of the Visited Healthcare Facilities Did Not Adhere to STG 
and Contractual Agreements 

Section 2(b) of the Claim Management Manual, 2021 requires certified 
health service providers to provide quality services to the entitled 
beneficiaries in accordance with the Standard Treatment Guidelines (STG) 
and basic standards for health facilities as set by the Ministry responsible 
for Health matters and Service Agreement. 
 
Interview held with NHIF management noted that, the Fund enforce 
adherence of STG by healthcare facilities through conduct of supportive 
supervision; certification and recertification inspection; advocacy; pre and 
post verification of claims; and claim processing.  

Review of Post Verification Reports for the period from 2019/202 to 
2020/21 indicated that, for the period under review 100% of 131 visited 
healthcare facilities based on the number of onsite verifications case in 
Mwanza, Mbeya and Dodoma regions did not adhere to STG as indicated in 
Table 3.13. 

Also, review of Anti-Fraud Reports for the period between 2019/20 to 
2021/22, noted the existence of healthcare facilities which did not adhere 
to STG and contractual agreements as detailed in section 3.2.2(2) of this 
report.  

Table 3. 13: Visited Healthcare Facilities Did Not Adhere to STG 
Region 2019/20 2020/21 2021/22 
Dodoma 0 11 62 
Mwanza 0 7 17 
Mbeya 0 16 18 

Source: Post Verification Reports (2019/20-2021/22) 

Table 3.13 shows that, high number of healthcare facilities which did not 
adhered to STG were noted in financial year 2021/22 in Dodoma Region.  

This was caused by inadequate enforcement of contractual agreements and 
related guidelines issued to the healthcare facilities. For instance, audit 
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paid. This was followed by FBO’s healthcare facilities which account for 29% 
while Government healthcare facilities account for five percent. 
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The above analysis on unauthentic claims paid to the healthcare facilities at 
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gradual increase in unauthentic claims paid to healthcare facilities from TZS 
4.31 billion to TZS 5.59 billion. Whereas, a total of TZS 14.46 billion was 
paid to healthcare facilities which may result into financial loss to the Fund 
if it will not be recovered accordingly. Eventually it will affect sustainability 
of the Fund. Figure 3.3 shows the anticipated financial loss for the Fund. 

 
 
 
 
 
 
 
 
 
 

 

 

46 

 

Controller and Auditor General 

Figure 3. 3: Anticipated Financial Loss of the Fund due to Malpractices 
by Healthcare Facilities  

 
Source: Auditor’s Analysis of Unauthentic Claims Paid to HCF of December (2022) 

The audit further noted that, existence of unauthentic and incorrect claims 
was mainly caused by: 

(a) Inadequate adherence to standard treatment guidelines and 
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However, the audit noted weaknesses which indicated that NHIF did not 
adequately ensure healthcare facilities were adhering to the established 
STG and contractual agreements during provision of healthcare services to 
NHIF beneficiaries as highlighted below: 

3.3.1 100% of the Visited Healthcare Facilities Did Not Adhere to STG 
and Contractual Agreements 

Section 2(b) of the Claim Management Manual, 2021 requires certified 
health service providers to provide quality services to the entitled 
beneficiaries in accordance with the Standard Treatment Guidelines (STG) 
and basic standards for health facilities as set by the Ministry responsible 
for Health matters and Service Agreement. 
 
Interview held with NHIF management noted that, the Fund enforce 
adherence of STG by healthcare facilities through conduct of supportive 
supervision; certification and recertification inspection; advocacy; pre and 
post verification of claims; and claim processing.  

Review of Post Verification Reports for the period from 2019/202 to 
2020/21 indicated that, for the period under review 100% of 131 visited 
healthcare facilities based on the number of onsite verifications case in 
Mwanza, Mbeya and Dodoma regions did not adhere to STG as indicated in 
Table 3.13. 

Also, review of Anti-Fraud Reports for the period between 2019/20 to 
2021/22, noted the existence of healthcare facilities which did not adhere 
to STG and contractual agreements as detailed in section 3.2.2(2) of this 
report.  

Table 3. 13: Visited Healthcare Facilities Did Not Adhere to STG 
Region 2019/20 2020/21 2021/22 
Dodoma 0 11 62 
Mwanza 0 7 17 
Mbeya 0 16 18 

Source: Post Verification Reports (2019/20-2021/22) 

Table 3.13 shows that, high number of healthcare facilities which did not 
adhered to STG were noted in financial year 2021/22 in Dodoma Region.  

This was caused by inadequate enforcement of contractual agreements and 
related guidelines issued to the healthcare facilities. For instance, audit 



 

 

47 

 

Controller and Auditor General 

However, the audit noted weaknesses which indicated that NHIF did not 
adequately ensure healthcare facilities were adhering to the established 
STG and contractual agreements during provision of healthcare services to 
NHIF beneficiaries as highlighted below: 

3.3.1 100% of the Visited Healthcare Facilities Did Not Adhere to STG 
and Contractual Agreements 

Section 2(b) of the Claim Management Manual, 2021 requires certified 
health service providers to provide quality services to the entitled 
beneficiaries in accordance with the Standard Treatment Guidelines (STG) 
and basic standards for health facilities as set by the Ministry responsible 
for Health matters and Service Agreement. 
 
Interview held with NHIF management noted that, the Fund enforce 
adherence of STG by healthcare facilities through conduct of supportive 
supervision; certification and recertification inspection; advocacy; pre and 
post verification of claims; and claim processing.  

Review of Post Verification Reports for the period from 2019/202 to 
2020/21 indicated that, for the period under review 100% of 131 visited 
healthcare facilities based on the number of onsite verifications case in 
Mwanza, Mbeya and Dodoma regions did not adhere to STG as indicated in 
Table 3.13. 

Also, review of Anti-Fraud Reports for the period between 2019/20 to 
2021/22, noted the existence of healthcare facilities which did not adhere 
to STG and contractual agreements as detailed in section 3.2.2(2) of this 
report.  

Table 3. 13: Visited Healthcare Facilities Did Not Adhere to STG 
Region 2019/20 2020/21 2021/22 
Dodoma 0 11 62 
Mwanza 0 7 17 
Mbeya 0 16 18 

Source: Post Verification Reports (2019/20-2021/22) 

Table 3.13 shows that, high number of healthcare facilities which did not 
adhered to STG were noted in financial year 2021/22 in Dodoma Region.  

This was caused by inadequate enforcement of contractual agreements and 
related guidelines issued to the healthcare facilities. For instance, audit 

 

 

48 

 

Controller and Auditor General 

noted absence of risk registers that would support effective conduct of 
verification and supportive supervision as required in section 4.2 of Quality 
Assurance Manual, 2021. Also, in the visited regions it was noted that, the 
number of healthcare facilities planned and covered by NHIF during 
supportive supervision, and post verification exercises were less than 10% of 
all registered facilities in visited regions.  

Non-adherence to STG by healthcare facilities may resulted into financial 
losses to the Fund. For instance, audit noted unrecovered unauthentic 
claims which were identified through onsite verifications conducted during 
the period under review in Mbeya, Mwanza and Dodoma as shown in Table 
3.14. 
 
Table 3. 14: Unrecovered Unauthentic Claims Identified through Onsite 

Verifications 

Region Unrecovered Amount 
(In TZS) 

Mbeya 69,518,206.67 
Mwanza 61,302,549.62 
Dodoma 26,697,960.09 
Total 157,518,716.38 

Source: Onsite verification Reports for the period (2019/20-2021/22) 

Table 3.14 above shows that Mbeya Region has high unrecovered 
unauthentic claims. This was caused by inadequate follow up by respective 
NHIF Regional Office to ensure the fund that was supposed to be deducted 
were effected to the respective healthcare facilities based on conducted 
onsite verification. 

3.3.2 Weaknesses on Pricing of the NHIF Packages  

NHIF established controls on prices in the Claim Management Information 
System (CMIS) whereby each item was coded before processed and 
indicative price appear automatically on the item to be paid according to 
the particular benefit packages and level of HCF.  

Section 5.4.1 of Quality Assurance Manual, 2020 requires the Health Service 
Committee to review benefits package after every three (3) years or when 
there are other directives from the Management, Board of Directors or 
Ministry of Health. Also the committee is required to carry out ad hoc 
review of any component of the Benefits Package as and when needed. 
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Also, the manual requires the price schedules for services such as medicines 
and medical consumables, investigations, medical and surgical procedures, 
admission and other health care services to be frequently reviewed, 
regulated or enhanced in the period to be defined by the Fund’s 
Management. The review should go in line with the market forces, 
beneficiary demands, state of the art medical developments and discoveries 
as well as the Fund’s capability to pay as determined by periodic actuarial 
assessment and valuations. 

Despite the controls set in the CMIS regarding prices, review of the Price 
Market Research (2021), standards, and supplementary packages showed 
that, the existing prices were not reviewed for more than 6 years. This gap 
created variations between market and actual prices charged by the Fund 
to healthcare facilities. 

Audit noted that, during 2021, NHIF conducted market survey which aimed 
at measuring market prices of the medicine in order to update NHIF prices in 
line with the prevailing market prices of the selected medicines. However, 
the survey did not cover other medical services in NHIF benefit package such 
as consultation, diagnostic examinations, surgery and procedures.  

The result of the market survey showed that, the 2016 pricelist which was in 
use, led the Fund to pay TZS 100.79 billion in the financial year 2018/19 
instead of TZS 93.9 billion if the prevailing market prices would have been 
used. This would cut the cost for those items by TZS 6.84 billion equivalent 
to seven percent.  

Audit further noted that, by using 2016 pricelist the Fund paid TZS 111.10 
billion for a similar list of medicines in 2019/20. However, if the prevailing 
market prices were adopted, the Fund would cut benefit cost by 8.6 billion, 
equivalent to eight percent by paying only TZS 102.50 billion.  

Further review of NHIF Pricelist of 2016 and Market Survey Report of 2021 
indicated significant variation between prices which ranged from -25% to 
149% as indicated in Table 3.15.  
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However, the audit noted weaknesses which indicated that NHIF did not 
adequately ensure healthcare facilities were adhering to the established 
STG and contractual agreements during provision of healthcare services to 
NHIF beneficiaries as highlighted below: 

3.3.1 100% of the Visited Healthcare Facilities Did Not Adhere to STG 
and Contractual Agreements 

Section 2(b) of the Claim Management Manual, 2021 requires certified 
health service providers to provide quality services to the entitled 
beneficiaries in accordance with the Standard Treatment Guidelines (STG) 
and basic standards for health facilities as set by the Ministry responsible 
for Health matters and Service Agreement. 
 
Interview held with NHIF management noted that, the Fund enforce 
adherence of STG by healthcare facilities through conduct of supportive 
supervision; certification and recertification inspection; advocacy; pre and 
post verification of claims; and claim processing.  

Review of Post Verification Reports for the period from 2019/202 to 
2020/21 indicated that, for the period under review 100% of 131 visited 
healthcare facilities based on the number of onsite verifications case in 
Mwanza, Mbeya and Dodoma regions did not adhere to STG as indicated in 
Table 3.13. 

Also, review of Anti-Fraud Reports for the period between 2019/20 to 
2021/22, noted the existence of healthcare facilities which did not adhere 
to STG and contractual agreements as detailed in section 3.2.2(2) of this 
report.  

Table 3. 13: Visited Healthcare Facilities Did Not Adhere to STG 
Region 2019/20 2020/21 2021/22 
Dodoma 0 11 62 
Mwanza 0 7 17 
Mbeya 0 16 18 

Source: Post Verification Reports (2019/20-2021/22) 

Table 3.13 shows that, high number of healthcare facilities which did not 
adhered to STG were noted in financial year 2021/22 in Dodoma Region.  

This was caused by inadequate enforcement of contractual agreements and 
related guidelines issued to the healthcare facilities. For instance, audit 
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noted absence of risk registers that would support effective conduct of 
verification and supportive supervision as required in section 4.2 of Quality 
Assurance Manual, 2021. Also, in the visited regions it was noted that, the 
number of healthcare facilities planned and covered by NHIF during 
supportive supervision, and post verification exercises were less than 10% of 
all registered facilities in visited regions.  

Non-adherence to STG by healthcare facilities may resulted into financial 
losses to the Fund. For instance, audit noted unrecovered unauthentic 
claims which were identified through onsite verifications conducted during 
the period under review in Mbeya, Mwanza and Dodoma as shown in Table 
3.14. 
 
Table 3. 14: Unrecovered Unauthentic Claims Identified through Onsite 

Verifications 

Region Unrecovered Amount 
(In TZS) 

Mbeya 69,518,206.67 
Mwanza 61,302,549.62 
Dodoma 26,697,960.09 
Total 157,518,716.38 

Source: Onsite verification Reports for the period (2019/20-2021/22) 

Table 3.14 above shows that Mbeya Region has high unrecovered 
unauthentic claims. This was caused by inadequate follow up by respective 
NHIF Regional Office to ensure the fund that was supposed to be deducted 
were effected to the respective healthcare facilities based on conducted 
onsite verification. 

3.3.2 Weaknesses on Pricing of the NHIF Packages  

NHIF established controls on prices in the Claim Management Information 
System (CMIS) whereby each item was coded before processed and 
indicative price appear automatically on the item to be paid according to 
the particular benefit packages and level of HCF.  

Section 5.4.1 of Quality Assurance Manual, 2020 requires the Health Service 
Committee to review benefits package after every three (3) years or when 
there are other directives from the Management, Board of Directors or 
Ministry of Health. Also the committee is required to carry out ad hoc 
review of any component of the Benefits Package as and when needed. 
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Also, the manual requires the price schedules for services such as medicines 
and medical consumables, investigations, medical and surgical procedures, 
admission and other health care services to be frequently reviewed, 
regulated or enhanced in the period to be defined by the Fund’s 
Management. The review should go in line with the market forces, 
beneficiary demands, state of the art medical developments and discoveries 
as well as the Fund’s capability to pay as determined by periodic actuarial 
assessment and valuations. 

Despite the controls set in the CMIS regarding prices, review of the Price 
Market Research (2021), standards, and supplementary packages showed 
that, the existing prices were not reviewed for more than 6 years. This gap 
created variations between market and actual prices charged by the Fund 
to healthcare facilities. 

Audit noted that, during 2021, NHIF conducted market survey which aimed 
at measuring market prices of the medicine in order to update NHIF prices in 
line with the prevailing market prices of the selected medicines. However, 
the survey did not cover other medical services in NHIF benefit package such 
as consultation, diagnostic examinations, surgery and procedures.  

The result of the market survey showed that, the 2016 pricelist which was in 
use, led the Fund to pay TZS 100.79 billion in the financial year 2018/19 
instead of TZS 93.9 billion if the prevailing market prices would have been 
used. This would cut the cost for those items by TZS 6.84 billion equivalent 
to seven percent.  

Audit further noted that, by using 2016 pricelist the Fund paid TZS 111.10 
billion for a similar list of medicines in 2019/20. However, if the prevailing 
market prices were adopted, the Fund would cut benefit cost by 8.6 billion, 
equivalent to eight percent by paying only TZS 102.50 billion.  

Further review of NHIF Pricelist of 2016 and Market Survey Report of 2021 
indicated significant variation between prices which ranged from -25% to 
149% as indicated in Table 3.15.  
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Also, the manual requires the price schedules for services such as medicines 
and medical consumables, investigations, medical and surgical procedures, 
admission and other health care services to be frequently reviewed, 
regulated or enhanced in the period to be defined by the Fund’s 
Management. The review should go in line with the market forces, 
beneficiary demands, state of the art medical developments and discoveries 
as well as the Fund’s capability to pay as determined by periodic actuarial 
assessment and valuations. 

Despite the controls set in the CMIS regarding prices, review of the Price 
Market Research (2021), standards, and supplementary packages showed 
that, the existing prices were not reviewed for more than 6 years. This gap 
created variations between market and actual prices charged by the Fund 
to healthcare facilities. 

Audit noted that, during 2021, NHIF conducted market survey which aimed 
at measuring market prices of the medicine in order to update NHIF prices in 
line with the prevailing market prices of the selected medicines. However, 
the survey did not cover other medical services in NHIF benefit package such 
as consultation, diagnostic examinations, surgery and procedures.  

The result of the market survey showed that, the 2016 pricelist which was in 
use, led the Fund to pay TZS 100.79 billion in the financial year 2018/19 
instead of TZS 93.9 billion if the prevailing market prices would have been 
used. This would cut the cost for those items by TZS 6.84 billion equivalent 
to seven percent.  

Audit further noted that, by using 2016 pricelist the Fund paid TZS 111.10 
billion for a similar list of medicines in 2019/20. However, if the prevailing 
market prices were adopted, the Fund would cut benefit cost by 8.6 billion, 
equivalent to eight percent by paying only TZS 102.50 billion.  

Further review of NHIF Pricelist of 2016 and Market Survey Report of 2021 
indicated significant variation between prices which ranged from -25% to 
149% as indicated in Table 3.15.  
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Table 3. 15: Price Comparison on Median Retail Prices and NHIF Prices of 
2016 for NHIF Top 20 Most Utilized Medicines 

Generic name 

Strength 
(edit 

according
ly) 

Dosage 
form(ed

it 
accordi
ngly) 

Median ( 
Retail) 

(A) 

NHIF 2016 
(B) 

Differen
ce 

(NHIF 
2016/ 

Retail)[
C=(A-
B)/A] 

Erythropoietin/Nano
kine/Epo/Wepox 4,000 IU Inj 26,500 66,000 149% 

Atorvastatin Solid 
Oral Dosage Form 20mg Tabs 500 800 60% 

Trustuzumab/Hercep
tin 150mg Inj 1,835,000 2,930,000 60% 

Pregabalin Solid Oral 
Dosage Form 75mg Caps 1,000 1,350 35% 

Rabeprazole Solid 
Oral Dosage Form 20mg Tabs 800 1,000 25% 

Amoxycillin + 
Clavulanic Acid Solid 
Oral Dosage Form 

500mg + 
125mg Tabs 1,000 1,250 25%  

Telmisartan + 
Hydrochlorothiazide 
Solid Oral Dosage 
Form 

80mg + 
12.5mg Tabs 975 1,200 23% 

Ketoprofen Cream Or 
Gel 30gm Cream/

gel 10,000 12,000 20% 

Amlodipine Solid 
Oral Dosage Form 10mg Tabs 300 350 17% 

Bevazicumab/Avasti
n 

Injection: 
100mg 

Vial/Am
pule 1,155,000 1,300,000 13% 

Ferrous And Folic 
Acid Solid Oral 
Dosage Form 

200mg+ 
5mg 
Tablet 

Tabs 100 90 -11% 

Clarythromycin + 
Tinidazole + 
Lansoprazole Solid 
Oral Dosage Form 

250mg/50
0mg/30m
g 

Tabs 881 952 8% 

Hydrochlorthiazide + 
Losartan Solid Oral 
Dosage Form 

12.5mg + 
50mg Tabs 700 750 7% 

Metformin + 
Glimipride Solid Oral 
Dosage Form 

500mg + 
2mg Tabs 950 1,000 5% 

Ampicillin + 
Cloxacillin Solid Oral 
Dosage Form 

250mg + 
250mg Caps 200 190 -5% 

Cough Mixture 100ml/12 Solution 3,000 2,600 -13% 
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Generic name 

Strength 
(edit 

according
ly) 

Dosage 
form(ed

it 
accordi
ngly) 

Median ( 
Retail) 

(A) 

NHIF 2016 
(B) 

Differen
ce 

(NHIF 
2016/ 

Retail)[
C=(A-
B)/A] 

Solution 5ml 

Ceftriaxone 1000mg Injectio
n 3,000 2,500 -17% 

Vitamin B1, B6, B12, 
Folic Acid Solid Oral 
Dosage Form 

150mg Caps 600 500 -17% 

Glucosamin + 
Chondrioting Solid 
Oral Dosage Form 

20mg Caps 1,000 750 -25% 

Source: Market Survey Report (2021) 

Furthermore, the results of the market survey which was focused on prices 
for collected sample of anticancer medicines indicated that out of the seven 
collected samples of anticancer medicines, NHIF prices were higher than the 
prevailing market prices in six anticancer medicines (refer to Table 3.16 
below). Table further shows that, NHIF prices of 2016 for three anticancer 
medicines were on average above market prices by 55%.  

Table 3. 16: Variation between NHIF Prices of 2016 and Prevailing 
Market Prices for Anticancer Medicines 

Generic 
name 

Strength 
(edit 

accordingly) 

Dosage 
form(edit 
accordingl

y) 

NHIF 
2016 (A) 

Market 
Prices 

(Median 
Price) (B) 

Variation 
(NHIF 2016 
Prices/Mark

et 
Prices)[C=(B

-A)/B] 

Docetaxel Injection: 
120mg Vial/Am

pule 
574,300 200,000 187% 

Rituximab Injection: 
500mg/ml Vial/Am

pule 
4,230,000 2,000,000 112% 

Anastrazole 10mg Tablet 8,000 4,333 85% 

5-
Fluorouracil 

Injection: 
250mg Vial/Am

pule 
3,500 3,000 17% 

Bevazicumab
/Avastin 

Injection: 
100mg Vial/Am

pule 
1,300,000 1,155,000 13% 

Rituximab Injection: 
100mg/ml Vial/Am

pule 
846,000 787,500 7% 
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Also, the manual requires the price schedules for services such as medicines 
and medical consumables, investigations, medical and surgical procedures, 
admission and other health care services to be frequently reviewed, 
regulated or enhanced in the period to be defined by the Fund’s 
Management. The review should go in line with the market forces, 
beneficiary demands, state of the art medical developments and discoveries 
as well as the Fund’s capability to pay as determined by periodic actuarial 
assessment and valuations. 

Despite the controls set in the CMIS regarding prices, review of the Price 
Market Research (2021), standards, and supplementary packages showed 
that, the existing prices were not reviewed for more than 6 years. This gap 
created variations between market and actual prices charged by the Fund 
to healthcare facilities. 

Audit noted that, during 2021, NHIF conducted market survey which aimed 
at measuring market prices of the medicine in order to update NHIF prices in 
line with the prevailing market prices of the selected medicines. However, 
the survey did not cover other medical services in NHIF benefit package such 
as consultation, diagnostic examinations, surgery and procedures.  

The result of the market survey showed that, the 2016 pricelist which was in 
use, led the Fund to pay TZS 100.79 billion in the financial year 2018/19 
instead of TZS 93.9 billion if the prevailing market prices would have been 
used. This would cut the cost for those items by TZS 6.84 billion equivalent 
to seven percent.  

Audit further noted that, by using 2016 pricelist the Fund paid TZS 111.10 
billion for a similar list of medicines in 2019/20. However, if the prevailing 
market prices were adopted, the Fund would cut benefit cost by 8.6 billion, 
equivalent to eight percent by paying only TZS 102.50 billion.  

Further review of NHIF Pricelist of 2016 and Market Survey Report of 2021 
indicated significant variation between prices which ranged from -25% to 
149% as indicated in Table 3.15.  
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Table 3. 15: Price Comparison on Median Retail Prices and NHIF Prices of 
2016 for NHIF Top 20 Most Utilized Medicines 

Generic name 

Strength 
(edit 

according
ly) 

Dosage 
form(ed

it 
accordi
ngly) 

Median ( 
Retail) 

(A) 

NHIF 2016 
(B) 

Differen
ce 

(NHIF 
2016/ 

Retail)[
C=(A-
B)/A] 

Erythropoietin/Nano
kine/Epo/Wepox 4,000 IU Inj 26,500 66,000 149% 

Atorvastatin Solid 
Oral Dosage Form 20mg Tabs 500 800 60% 

Trustuzumab/Hercep
tin 150mg Inj 1,835,000 2,930,000 60% 

Pregabalin Solid Oral 
Dosage Form 75mg Caps 1,000 1,350 35% 

Rabeprazole Solid 
Oral Dosage Form 20mg Tabs 800 1,000 25% 

Amoxycillin + 
Clavulanic Acid Solid 
Oral Dosage Form 

500mg + 
125mg Tabs 1,000 1,250 25%  

Telmisartan + 
Hydrochlorothiazide 
Solid Oral Dosage 
Form 

80mg + 
12.5mg Tabs 975 1,200 23% 

Ketoprofen Cream Or 
Gel 30gm Cream/

gel 10,000 12,000 20% 

Amlodipine Solid 
Oral Dosage Form 10mg Tabs 300 350 17% 

Bevazicumab/Avasti
n 

Injection: 
100mg 

Vial/Am
pule 1,155,000 1,300,000 13% 

Ferrous And Folic 
Acid Solid Oral 
Dosage Form 

200mg+ 
5mg 
Tablet 

Tabs 100 90 -11% 

Clarythromycin + 
Tinidazole + 
Lansoprazole Solid 
Oral Dosage Form 

250mg/50
0mg/30m
g 

Tabs 881 952 8% 

Hydrochlorthiazide + 
Losartan Solid Oral 
Dosage Form 

12.5mg + 
50mg Tabs 700 750 7% 

Metformin + 
Glimipride Solid Oral 
Dosage Form 

500mg + 
2mg Tabs 950 1,000 5% 

Ampicillin + 
Cloxacillin Solid Oral 
Dosage Form 

250mg + 
250mg Caps 200 190 -5% 

Cough Mixture 100ml/12 Solution 3,000 2,600 -13% 
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Generic name 

Strength 
(edit 

according
ly) 

Dosage 
form(ed

it 
accordi
ngly) 

Median ( 
Retail) 

(A) 

NHIF 2016 
(B) 

Differen
ce 

(NHIF 
2016/ 

Retail)[
C=(A-
B)/A] 

Solution 5ml 

Ceftriaxone 1000mg Injectio
n 3,000 2,500 -17% 

Vitamin B1, B6, B12, 
Folic Acid Solid Oral 
Dosage Form 

150mg Caps 600 500 -17% 

Glucosamin + 
Chondrioting Solid 
Oral Dosage Form 

20mg Caps 1,000 750 -25% 

Source: Market Survey Report (2021) 

Furthermore, the results of the market survey which was focused on prices 
for collected sample of anticancer medicines indicated that out of the seven 
collected samples of anticancer medicines, NHIF prices were higher than the 
prevailing market prices in six anticancer medicines (refer to Table 3.16 
below). Table further shows that, NHIF prices of 2016 for three anticancer 
medicines were on average above market prices by 55%.  

Table 3. 16: Variation between NHIF Prices of 2016 and Prevailing 
Market Prices for Anticancer Medicines 

Generic 
name 

Strength 
(edit 

accordingly) 

Dosage 
form(edit 
accordingl

y) 

NHIF 
2016 (A) 

Market 
Prices 

(Median 
Price) (B) 

Variation 
(NHIF 2016 
Prices/Mark

et 
Prices)[C=(B

-A)/B] 

Docetaxel Injection: 
120mg Vial/Am

pule 
574,300 200,000 187% 

Rituximab Injection: 
500mg/ml Vial/Am

pule 
4,230,000 2,000,000 112% 

Anastrazole 10mg Tablet 8,000 4,333 85% 

5-
Fluorouracil 

Injection: 
250mg Vial/Am

pule 
3,500 3,000 17% 

Bevazicumab
/Avastin 

Injection: 
100mg Vial/Am

pule 
1,300,000 1,155,000 13% 

Rituximab Injection: 
100mg/ml Vial/Am

pule 
846,000 787,500 7% 
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Generic name 

Strength 
(edit 

according
ly) 

Dosage 
form(ed

it 
accordi
ngly) 

Median ( 
Retail) 

(A) 

NHIF 2016 
(B) 

Differen
ce 

(NHIF 
2016/ 

Retail)[
C=(A-
B)/A] 

Solution 5ml 

Ceftriaxone 1000mg Injectio
n 3,000 2,500 -17% 

Vitamin B1, B6, B12, 
Folic Acid Solid Oral 
Dosage Form 

150mg Caps 600 500 -17% 

Glucosamin + 
Chondrioting Solid 
Oral Dosage Form 

20mg Caps 1,000 750 -25% 

Source: Market Survey Report (2021) 

Furthermore, the results of the market survey which was focused on prices 
for collected sample of anticancer medicines indicated that out of the seven 
collected samples of anticancer medicines, NHIF prices were higher than the 
prevailing market prices in six anticancer medicines (refer to Table 3.16 
below). Table further shows that, NHIF prices of 2016 for three anticancer 
medicines were on average above market prices by 55%.  

Table 3. 16: Variation between NHIF Prices of 2016 and Prevailing 
Market Prices for Anticancer Medicines 

Generic 
name 

Strength 
(edit 

accordingly) 

Dosage 
form(edit 
accordingl

y) 

NHIF 
2016 (A) 

Market 
Prices 

(Median 
Price) (B) 

Variation 
(NHIF 2016 
Prices/Mark

et 
Prices)[C=(B

-A)/B] 

Docetaxel Injection: 
120mg Vial/Am

pule 
574,300 200,000 187% 

Rituximab Injection: 
500mg/ml Vial/Am

pule 
4,230,000 2,000,000 112% 

Anastrazole 10mg Tablet 8,000 4,333 85% 

5-
Fluorouracil 

Injection: 
250mg Vial/Am

pule 
3,500 3,000 17% 

Bevazicumab
/Avastin 

Injection: 
100mg Vial/Am

pule 
1,300,000 1,155,000 13% 

Rituximab Injection: 
100mg/ml Vial/Am

pule 
846,000 787,500 7% 
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Generic 
name 

Strength 
(edit 

accordingly) 

Dosage 
form(edit 
accordingl

y) 

NHIF 
2016 (A) 

Market 
Prices 

(Median 
Price) (B) 

Variation 
(NHIF 2016 
Prices/Mark

et 
Prices)[C=(B

-A)/B] 

5-
Fluorouracil 

500mg/10
ml Vial/Am

pule 
3,300 5,100 -35% 

Source: Market Survey Report (2021) 

As shown in Table 3.16, the maximum price variation (i.e. for items with 
NHIF prices above market prices) was 187% which was noted in Docetaxel 
Injection, 120mg and the minimum variation was seven percent which was 
noted in Rituximab Injection, 100mg/ml. 

Audit noted that, the significant variation between market prices and NHIF 
pricelist was caused by lack of comprehensive review of benefit packages in 
order to reflect current market conditions. Due to significant variation 
between market prices and NHIF pricelist of 2016, the Fund lost money 
which was caused by overpayments resulting from using 2016 NHIF pricelist. 
For the period from 2019/20 to 2021/22, the Fund could have saved TZS 
11.06 billion on the paid claims to the healthcare facilities, if market prices 
were adopted for 20 selected medicines and anticancer medicines as 
indicated in Appendix 6A and 6B. 

Moreover review of letter EA.35/269/01-A/23 dated on 15th June, 2022 
submission of proposed benefit package to Ministry of Health noted that, 
the Fund has conducted review of the benefit package for selected services 
such as medical investigations, common surgical services, dialysis, cancer 
medicines, normal medicine and cardiac services. This survey was 
conducted in order to update the list of items, prices of services and to 
facilitate implementation of various controls on utilization of benefit 
package. During 2020/21 the Fund paid TZS 132.38 billion for reviewed 
services. Nevertheless, had it adopted the proposed reviewed prices, the 
Fund could have instead paid TZS 84.51 billion and therefore saved TZS 
47.87 billion. But, it was noted that, the reviewed benefit package was still 
under approval process at the Ministry of Health. The Fund continue to 
remind the Ministry of Health to facilitate approval of the reviewed benefit 
package to ensure medical services are provided as per the Standard 
Treatment Guideline and prevailing market prices.  
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3.3.3  Healthcare Facilities Did Not Manage and Maintain True and 
Proper Patients’ Records at all Points of Services 

Clause 11.30 of the Template Contract between NHIF and Service Provider 
requires Healthcare facility to manage and maintain true and proper 
patients’ records in all points of service in accordance with the guidelines 
provided by the Ministry responsible for health. 

Review of Anti-Fraud Investigation Report of financial years 2019/20 to 
2021/22 noted inadequate record keeping on provided services at 
healthcare facilities. This was observed during fraud investigations which 
indicated missing of documents, improper handling and record keeping of 
patient case notes, ghost records for justification of fictitious claims, false 
stock of medicines and dispensing records.  

For the period from financial year 2019/20 to 2021/22, fraud investigations 
were conducted to healthcare facilities and noted that, healthcare facilities 
with inadequacy of records keeping on provided services had ranged from 
11% and 28% per annum. Table 3.17 shows the healthcare facilities 
investigated and noted with anomalies of inadequate records keeping. 

Table 3. 17: Inadequate records keeping during provision of health 
services 

Financial 
Year 

Number of 
Healthcare 
Facilities  

Number of 
Healthcare 
Investigated 

Healthcare 
with Record 
Keeping 
Anomalies 

Percentage 
(%age) 

2019/20 8,442 118 31 26 
2020/21 9,037 112 12 11 
2021/22 9,556 65 18 28 

Source: Healthcare Facilities Database and Anti-Fraud Investigation Reports of (2019/20-
2021/22) 

Table 3.17 shows that, there is an increase in percentage of healthcare 
facilities with anomalies of inadequate records keeping from 26% in 2019/20 
to 28% in 2021/22. This is based on the sample of fraud and post verification 
reports.  

Further analysis shows weakness in record keeping at all categories of 
healthcare facilities point of services namely pharmacy and laboratory.  
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Generic name 

Strength 
(edit 

according
ly) 

Dosage 
form(ed

it 
accordi
ngly) 

Median ( 
Retail) 

(A) 

NHIF 2016 
(B) 

Differen
ce 

(NHIF 
2016/ 

Retail)[
C=(A-
B)/A] 

Solution 5ml 

Ceftriaxone 1000mg Injectio
n 3,000 2,500 -17% 

Vitamin B1, B6, B12, 
Folic Acid Solid Oral 
Dosage Form 

150mg Caps 600 500 -17% 

Glucosamin + 
Chondrioting Solid 
Oral Dosage Form 

20mg Caps 1,000 750 -25% 

Source: Market Survey Report (2021) 

Furthermore, the results of the market survey which was focused on prices 
for collected sample of anticancer medicines indicated that out of the seven 
collected samples of anticancer medicines, NHIF prices were higher than the 
prevailing market prices in six anticancer medicines (refer to Table 3.16 
below). Table further shows that, NHIF prices of 2016 for three anticancer 
medicines were on average above market prices by 55%.  

Table 3. 16: Variation between NHIF Prices of 2016 and Prevailing 
Market Prices for Anticancer Medicines 

Generic 
name 

Strength 
(edit 

accordingly) 

Dosage 
form(edit 
accordingl

y) 

NHIF 
2016 (A) 

Market 
Prices 

(Median 
Price) (B) 

Variation 
(NHIF 2016 
Prices/Mark

et 
Prices)[C=(B

-A)/B] 

Docetaxel Injection: 
120mg Vial/Am

pule 
574,300 200,000 187% 

Rituximab Injection: 
500mg/ml Vial/Am

pule 
4,230,000 2,000,000 112% 

Anastrazole 10mg Tablet 8,000 4,333 85% 

5-
Fluorouracil 

Injection: 
250mg Vial/Am

pule 
3,500 3,000 17% 

Bevazicumab
/Avastin 

Injection: 
100mg Vial/Am

pule 
1,300,000 1,155,000 13% 

Rituximab Injection: 
100mg/ml Vial/Am

pule 
846,000 787,500 7% 
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Generic 
name 

Strength 
(edit 

accordingly) 

Dosage 
form(edit 
accordingl

y) 

NHIF 
2016 (A) 

Market 
Prices 

(Median 
Price) (B) 

Variation 
(NHIF 2016 
Prices/Mark

et 
Prices)[C=(B

-A)/B] 

5-
Fluorouracil 

500mg/10
ml Vial/Am

pule 
3,300 5,100 -35% 

Source: Market Survey Report (2021) 

As shown in Table 3.16, the maximum price variation (i.e. for items with 
NHIF prices above market prices) was 187% which was noted in Docetaxel 
Injection, 120mg and the minimum variation was seven percent which was 
noted in Rituximab Injection, 100mg/ml. 

Audit noted that, the significant variation between market prices and NHIF 
pricelist was caused by lack of comprehensive review of benefit packages in 
order to reflect current market conditions. Due to significant variation 
between market prices and NHIF pricelist of 2016, the Fund lost money 
which was caused by overpayments resulting from using 2016 NHIF pricelist. 
For the period from 2019/20 to 2021/22, the Fund could have saved TZS 
11.06 billion on the paid claims to the healthcare facilities, if market prices 
were adopted for 20 selected medicines and anticancer medicines as 
indicated in Appendix 6A and 6B. 

Moreover review of letter EA.35/269/01-A/23 dated on 15th June, 2022 
submission of proposed benefit package to Ministry of Health noted that, 
the Fund has conducted review of the benefit package for selected services 
such as medical investigations, common surgical services, dialysis, cancer 
medicines, normal medicine and cardiac services. This survey was 
conducted in order to update the list of items, prices of services and to 
facilitate implementation of various controls on utilization of benefit 
package. During 2020/21 the Fund paid TZS 132.38 billion for reviewed 
services. Nevertheless, had it adopted the proposed reviewed prices, the 
Fund could have instead paid TZS 84.51 billion and therefore saved TZS 
47.87 billion. But, it was noted that, the reviewed benefit package was still 
under approval process at the Ministry of Health. The Fund continue to 
remind the Ministry of Health to facilitate approval of the reviewed benefit 
package to ensure medical services are provided as per the Standard 
Treatment Guideline and prevailing market prices.  
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3.3.3  Healthcare Facilities Did Not Manage and Maintain True and 
Proper Patients’ Records at all Points of Services 

Clause 11.30 of the Template Contract between NHIF and Service Provider 
requires Healthcare facility to manage and maintain true and proper 
patients’ records in all points of service in accordance with the guidelines 
provided by the Ministry responsible for health. 

Review of Anti-Fraud Investigation Report of financial years 2019/20 to 
2021/22 noted inadequate record keeping on provided services at 
healthcare facilities. This was observed during fraud investigations which 
indicated missing of documents, improper handling and record keeping of 
patient case notes, ghost records for justification of fictitious claims, false 
stock of medicines and dispensing records.  

For the period from financial year 2019/20 to 2021/22, fraud investigations 
were conducted to healthcare facilities and noted that, healthcare facilities 
with inadequacy of records keeping on provided services had ranged from 
11% and 28% per annum. Table 3.17 shows the healthcare facilities 
investigated and noted with anomalies of inadequate records keeping. 

Table 3. 17: Inadequate records keeping during provision of health 
services 

Financial 
Year 

Number of 
Healthcare 
Facilities  

Number of 
Healthcare 
Investigated 

Healthcare 
with Record 
Keeping 
Anomalies 

Percentage 
(%age) 

2019/20 8,442 118 31 26 
2020/21 9,037 112 12 11 
2021/22 9,556 65 18 28 

Source: Healthcare Facilities Database and Anti-Fraud Investigation Reports of (2019/20-
2021/22) 

Table 3.17 shows that, there is an increase in percentage of healthcare 
facilities with anomalies of inadequate records keeping from 26% in 2019/20 
to 28% in 2021/22. This is based on the sample of fraud and post verification 
reports.  

Further analysis shows weakness in record keeping at all categories of 
healthcare facilities point of services namely pharmacy and laboratory.  
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With regards to the healthcare facilities covered by Anti-Fraud Investigation 
the audit noted that, inadequacy of record keeping was 44% during 
Investigation only, 35% in all point of services (both Laboratory and 
Pharmacy) and 21% in pharmacies during dispensing of medicines. But 
improvement in records keeping was noted in pharmacies. 

Figure 3.4 provides analysis on the inadequate records keeping based on 
Point of Provision of Healthcare services. 

Figure 3. 4: Inadequate record keeping based on Point of Provision of 
Healthcare services 

  
Source: Anti-Fraud Investigation Reports (2019/20-2021/22) 

The audit noted that, the causes for inadequate management and 
maintenance of proper records was lack of clear contractual consequences 
on non-compliance with the requirement for medical records for provided 
services. However, it was noted that, up to the time of this audit, there 
were no progress made regarding having clear contractual consequences. 

Unavailability of records at various point of services led to inconsistency of 
information between the submitted claims from healthcare facilities and 
actual services provided. This created a room for payments for services that 
were not provided.  
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3.3.4  Inadequate use of the Information and Communication Systems by 
Health facilities 

According to Strategic Plan (2020/21), NHIF set a target to roll out online 
claims submission to all facilities above dispensary level by June, 2025. This 
target was broken down for each year as indicated in Table 3.18. This 
effort aimed at improving claims reimbursement as well as curb fraudulent 
activities. 

Review of Action Plans and Annual Performance Reports noted that, as at 
October 2022, 153 out of 409 healthcare facilities above dispensary level, 
which signed contract with the Fund for provision of healthcare insurance 
services equivalent to 37%, kept health service records in MHIS and 
submitted their claims online. The remaining 256 healthcare facilities, 
equivalent to 63% did not submit their claims online which implied that they 
kept health services records manually. 
  

Table 3. 18: Rolling Over of Online Submission of Claims by Healthcare 
Facilities 

Year Target HCF Actual HCF % of 
achievement 

2019/20 0 5 0 
2020/21 200 5 4.5 
2021/22 100 84 84 
December 
2022 

60 69 116 

Source: Action Plans and Performance Reports (2019/20-2021/22) 

Further analysis noted that not all healthcare facilities in the NHIF regional 
offices in the country keep health services records in HMIS and submit their 
claims online. In 20 regions a total number of 153 out of 8,073 healthcare 
facilities keep their health services records in MHIS and submit their claims 
online, while in 9 regions there were no healthcare facilities out of 2,207 
that either keep records in MHIS or submit their claims online as shown in 
Table 3.19.  
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Table 3. 19: Regions with healthcare facilities that keep records and 
submit their claims online 

Region No. of Available 
Healthcare Facilities 

Number of Healthcare Facilities 
that keep records and submit 

their claims online 
Kinondoni 292 41 
Ilala 202 21 
Mbeya 360 15 
Arusha 377 12 
Kilimanjaro 346 12 
Mwanza 394 11 
Temeke 178 8 
Dodoma 425 7 
Morogoro 394 6 
Njombe 282 4 
Zanzibar 63 3 
Kigoma 273 2 
Manyara 217 2 
Pwani 375 2 
Tanga 415 2 
Geita 174 1 
Tabora  344 1 
Mara 302 1 
Songwe 220 1 
Iringa 233 1 
Kagera 320 0 
Simiyu 220 0 
Shinyanga 242 0 
Katavi 97 0 
Rukwa 223 0 
Singida 237 0 
Lindi 260 0 
Mtwara 251 0 
Ruvuma 357 0 
Total 8,073 153 

Source: List of Facilities submitting claims online and Healthcare Facilities database 
(2022) 

Existence of low number of healthcare facilities which were connected with 
ICT was caused by inadequate prioritization by NHIF to ensure attainment of 
the established target that aimed to ensure all HCF above district level 
managed to submit online claims before 2025.  
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3.4  Control Mechanisms at NHIF do not Ensure Claims Processed and 
Paid to Healthcare Facilities are Authentic and Accurate 

 
In order to ensure the claims processed and paid to HCF were authentic and 
accurate, NHIF established controls such as verification and authorization of 
NHIF beneficiaries before they access healthcare services, segregation of 
duties, quality check of the claims and controls through CMIS to every 
processed claim. 
 
However, the audit noted the following weaknesses which indicated control 
mechanisms at NHIF did not ensure claims processed and paid to healthcare 
facilities were authentic and accurate.  
 
3.4.1  Membership Verification and Authorization at Healthcare 

Facilities was not adequately Conducted 

Section 3.4.9 of Quality Assurance Manual, 2021 requires beneficiaries to 
physically show their NHIF Identity to the health provider who will identify 
and treat the actual beneficiary portrayed on the photograph. Use of IDs by 
any other person is strictly prohibited and liable to legal prosecution. 
Similarly, acceptance and offering of services to a client not identified with 
the picture on the ID is equivalent to ‘collusion to defraud’ the Fund and it 
is liable to legal prosecution.  

Furthermore, for proper client certification, healthcare facilities have to do 
the following before submitting claims to the Fund’s offices otherwise the 
claim forms will be rejected forthwith: Beneficiary is supposed to sign the 
form at the completion of obtaining services, and not before; Illiterate 
beneficiary’s thumbprint will be accepted and in case of a child, 
quadriplegic and mental derangement, an authentic guardian’s signature 
will be accepted, but it should be clearly spelled out as ‘Guardian’; and 
Initials will not be accepted as signatures. 

However, audit noted various weaknesses regarding verification and 
authorization of NHIF beneficiaries at the point of services which include 
the following: 
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(a) Existence of Beneficiaries who Accessed Healthcare Services Using 
Initials as Signature  

 
Review of Claim Files at the visited NHIF regional offices revealed that, 
after completion of obtaining healthcare services, 186 beneficiaries signed 
Form 2(a) with initials, which is against the requirement. Appendix 7 shows 
folios approved and paid with initials.  
 
This implied that, there is possibility that health services were provided to 
persons other than actual beneficiaries.  
 
This was caused by weak controls at healthcare facilities especially during 
registration of beneficiaries and at completion of services. For example, 
audit noted existence of NHIF cards with no beneficiary signatures which 
could help service providers to crosscheck them with the ones signed in 
Form 2 (a) for the purpose of identifying actual members.  

Another reason was weaknesses on the CMIS and Health Information Systems 
used by facilities to capture important beneficiary’s information such as 
signatures, fingerprints, photos of beneficiaries which may help in 
identification of beneficiaries.  

(b) Most of the Features in the NHIF Membership Cards were not 
Sufficient to support Identification and Verification of Beneficiaries 
during Provision of Service  

 
The audit noted that, during a visit to the healthcare facility a 
patient/beneficiary has to submit NHIF card prior accessing medical 
services. Healthcare facility through the use of ICT verify and authorize 
valid member to make sure that, the person accessing medical service 
through NHIF has a valid NHIF identification card which shows proof of 
membership and entitlement of benefits under the scheme. Also, the 
facility captures verbally information of the beneficiaries such as place of 
domicile, tribe, occupation etc. and thereafter issue authorization number 
to beneficiaries if the membership card is active.  

However, the audit noted that, NHIF membership cards used for verification 
of the patient prior provision of the healthcare services lacked important 
security features such as member’s signature which was used in form 2A 
during provision of health services.  
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The audit further noted that, most of the features included in the NHIF 
identification card cannot suffice identification process at healthcare 
facilities during provision of services as most were for the Fund’s purposes 
as shown in Table 3.20. 

Table 3. 20: Features Found in NHIF Membership Cards versus its Uses 
Available Features Purpose Remarks 

Details of the card which include; 
 Membership Number 
 Sex 
 Vote number 
 Date of Birth 
 Card Expiry Date (for the case of 

Students, Toto Afya Kadi (TAK), 
Private Voluntary Members, Mutual 
(KIKOA) members and Councillors) 

For member 
Identification 

Can identify if 
the beneficiary 
card is in use 

Member Photo with the cheque number/ PF 
number on the top of it 

Member 
Identification 

Cannot identify 
if the 
beneficiary is 
genuine 

The signature of the Fund director and date of 
the card issuance on the bottom. 

For fund 
purpose 

Cannot identify 
if the 
beneficiary is 
genuine 

Source: NHIF Membership Card and Auditors Analysis (2022) 

As it can be seen from Table 3.20, out of three noted features, only one 
had sufficient features for the identification and verification of 
beneficiaries during provision of health services.  

This may provide loophole to patients or service providers to misuse the 
cards. For instance, review of Fraud Investigation Reports from Pwani and 
Dar es Salaam NHIF Regional Offices for the year 2020 indicated that, two 
members with card Nos. 205501647575 and 101701647034 were subjected to 
investigation due to suspicion on misuse of NHIF card that caused financial 
losses to the Fund.  

(c) Presence of Ineligible Beneficiaries who Accessed Healthcare Services  

Review of Anti-Fraud Reports for the financial years 2019/20 to 2022 noted 
ineligible members who accessed dialysis services from certified healthcare 
facilities. It was noted that, for the period under review a total of TZS 3.53 
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Initials as Signature  

 
Review of Claim Files at the visited NHIF regional offices revealed that, 
after completion of obtaining healthcare services, 186 beneficiaries signed 
Form 2(a) with initials, which is against the requirement. Appendix 7 shows 
folios approved and paid with initials.  
 
This implied that, there is possibility that health services were provided to 
persons other than actual beneficiaries.  
 
This was caused by weak controls at healthcare facilities especially during 
registration of beneficiaries and at completion of services. For example, 
audit noted existence of NHIF cards with no beneficiary signatures which 
could help service providers to crosscheck them with the ones signed in 
Form 2 (a) for the purpose of identifying actual members.  

Another reason was weaknesses on the CMIS and Health Information Systems 
used by facilities to capture important beneficiary’s information such as 
signatures, fingerprints, photos of beneficiaries which may help in 
identification of beneficiaries.  

(b) Most of the Features in the NHIF Membership Cards were not 
Sufficient to support Identification and Verification of Beneficiaries 
during Provision of Service  

 
The audit noted that, during a visit to the healthcare facility a 
patient/beneficiary has to submit NHIF card prior accessing medical 
services. Healthcare facility through the use of ICT verify and authorize 
valid member to make sure that, the person accessing medical service 
through NHIF has a valid NHIF identification card which shows proof of 
membership and entitlement of benefits under the scheme. Also, the 
facility captures verbally information of the beneficiaries such as place of 
domicile, tribe, occupation etc. and thereafter issue authorization number 
to beneficiaries if the membership card is active.  

However, the audit noted that, NHIF membership cards used for verification 
of the patient prior provision of the healthcare services lacked important 
security features such as member’s signature which was used in form 2A 
during provision of health services.  
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The audit further noted that, most of the features included in the NHIF 
identification card cannot suffice identification process at healthcare 
facilities during provision of services as most were for the Fund’s purposes 
as shown in Table 3.20. 

Table 3. 20: Features Found in NHIF Membership Cards versus its Uses 
Available Features Purpose Remarks 

Details of the card which include; 
 Membership Number 
 Sex 
 Vote number 
 Date of Birth 
 Card Expiry Date (for the case of 

Students, Toto Afya Kadi (TAK), 
Private Voluntary Members, Mutual 
(KIKOA) members and Councillors) 

For member 
Identification 

Can identify if 
the beneficiary 
card is in use 

Member Photo with the cheque number/ PF 
number on the top of it 

Member 
Identification 

Cannot identify 
if the 
beneficiary is 
genuine 

The signature of the Fund director and date of 
the card issuance on the bottom. 

For fund 
purpose 

Cannot identify 
if the 
beneficiary is 
genuine 

Source: NHIF Membership Card and Auditors Analysis (2022) 

As it can be seen from Table 3.20, out of three noted features, only one 
had sufficient features for the identification and verification of 
beneficiaries during provision of health services.  

This may provide loophole to patients or service providers to misuse the 
cards. For instance, review of Fraud Investigation Reports from Pwani and 
Dar es Salaam NHIF Regional Offices for the year 2020 indicated that, two 
members with card Nos. 205501647575 and 101701647034 were subjected to 
investigation due to suspicion on misuse of NHIF card that caused financial 
losses to the Fund.  

(c) Presence of Ineligible Beneficiaries who Accessed Healthcare Services  

Review of Anti-Fraud Reports for the financial years 2019/20 to 2022 noted 
ineligible members who accessed dialysis services from certified healthcare 
facilities. It was noted that, for the period under review a total of TZS 3.53 
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billion was paid to healthcare facilities for ineligible beneficiaries at Ilala, 
Mwanza and Geita. Figure 3.5 below provide analysis of the ineligible 
members who accessed dialysis services but they were not registered 
beneficiaries. 

Figure 3. 5: Costs Incurred by Ineligible Beneficiaries Attended Dialysis 
Services (In Million TZS) 

 
Source: Anti-Fraud Reports (2019/20-2021/22) 

As a result of weaknesses on verification of beneficiaries during services 
provision, NHIF may reimburse money to the service providers for services 
which were not provided to the beneficiaries, ultimately leading the Fund 
to losses. 

3.4.2 Unfavourable Claim Processing Aging  

According to Strategic Plan (2020/21-2024/25), the Fund intends to reduce 
the average claims aging to 30 days by June, 2025. Through Annual Action 
Plans, the target was broken down into 30, 30, and 45 days for financial 
years 2019/20, 2020/21 and 2021/22 respectively. 

However, review of Annual Performance Report of financial year 2021/22 
indicated that the Fund recorded an average of 62 days claims aging to all 
30 regions. Compared to a similar period in the past financial year where 
average aging was 57 days, it means that, the number of days for processing 
claims increased by eight percent. 

Furthermore, for the visited regions claims aging were ranging from 34 days 
to 73 days, whereas Dodoma and Mwanza recorded claims aging above set 
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targets. Figure 3.6 shows the analysis of the extent of time for processing 
claims in the visited regions. 

Figure 3.6: Time Taken to Process Claims by June 2022 

 
Source: Claim Management Information System (2022) 

From the Figure 3.6 above, it was noted that three regions namely Mbeya, 
Ilala and Zanzibar met the target of time taken to process claims. Dodoma 
and Mwanza recorded above the target timeline by 28 and 22 days 
respectively.  

The high claims aging was attributed by a number of factors including: 
suspension of claims by Quality Assurance Officers in regional offices due to 
various reasons hence recording high aging in regional offices; claims with 
fraudulent indicators hence taking longer time to process and verify; and 
shortage of staff in regional offices while there was an increase in the 
number of claims including supplementary claims.  

Untimely processing of claims led to inadequate financial capacity of 
healthcare facilities to run their facilities that enable them to deliver 
quality services to NHIF beneficiaries. 

3.4.3 Inadequate Quality Check of Items Claimed by Healthcare 
Facilities  

Section 4.3.3 of the Quality Assurance Manual of 2021 requires NHIF to 
ensure claims submitted were quality checked before making payment. 

During processing of claims from healthcare facilities, NHIF developed 
various quality control mechanisms so as to ensure payments made to 
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billion was paid to healthcare facilities for ineligible beneficiaries at Ilala, 
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members who accessed dialysis services but they were not registered 
beneficiaries. 
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targets. Figure 3.6 shows the analysis of the extent of time for processing 
claims in the visited regions. 
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From the Figure 3.6 above, it was noted that three regions namely Mbeya, 
Ilala and Zanzibar met the target of time taken to process claims. Dodoma 
and Mwanza recorded above the target timeline by 28 and 22 days 
respectively.  

The high claims aging was attributed by a number of factors including: 
suspension of claims by Quality Assurance Officers in regional offices due to 
various reasons hence recording high aging in regional offices; claims with 
fraudulent indicators hence taking longer time to process and verify; and 
shortage of staff in regional offices while there was an increase in the 
number of claims including supplementary claims.  

Untimely processing of claims led to inadequate financial capacity of 
healthcare facilities to run their facilities that enable them to deliver 
quality services to NHIF beneficiaries. 

3.4.3 Inadequate Quality Check of Items Claimed by Healthcare 
Facilities  

Section 4.3.3 of the Quality Assurance Manual of 2021 requires NHIF to 
ensure claims submitted were quality checked before making payment. 

During processing of claims from healthcare facilities, NHIF developed 
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targets. Figure 3.6 shows the analysis of the extent of time for processing 
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healthcare facilities were based on health services provided to authorized 
beneficiaries.  

Despite of the established controls during the provision of healthcare 
services at healthcare facilities in the process of identifying genuine NHIF 
members, still inactive NHIF beneficiaries10 were noted to have access to 
health services. Also, audit noted that, there were claims paid for inactive 
NHIF beneficiaries, which indicate inadequate quality check at NHIF Offices 
before making payment. 

Further, it was noted that for the period from financial year 2019/20 to 
2021/22 there were payments made to healthcare facilities in respect to 
healthcare services provided to the ineligible NHIF members amounting to 
TZS 3.53 billion as shown in Section 3.4.1 (c) of this report. Also as 
indicated in section 3.2 of this report, unauthentic and incorrect payment 
were made to healthcare facilities amounting to TZS 14.46 billion which 
were mainly caused by inadequate quality check for the claimed items.  
 
3.4.4  Claim Information Management System Did Not Ensure Claims 

Processed were Authentic and Correct 

NHIF uses CMIS to process claims among other systems. CMIS has controls to 
ensure claims processed are authentic and correct. However, the review of 
CMIS noted various weaknesses which indicated that the system used did not 
ensure processed claims were authentic and correct as explained below:  

(a) Quality Assurance Officers were not assigned with a Role to Establish 
Delays on Claims Submission by Healthcare Facilities 

Section 4.3.10 Quality Assurance Manual, 2021 requires for enhance 
efficiency in processing claims and reduce aging i.e. ensure claims are 
submitted online on a daily basis and consequently processed daily and with 
accuracy. 

Claims Management Manual of 2021 required healthcare facilities to submit 
claims online within 24 hours after complete patient visit. 

                                                           
10 Inactive NHIF beneficiaries are those who were not contributed to the Fund for more than 
3 months according to Compliance Manual. 
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Review of CMIS indicated that, Quality Assurance Officers were not assigned 
with the role to establish delays on the claims submitted online by health 
facilities. Interviewed Quality Assurance Officers responded that, they only 
rely on notices which facilities send to NIHF when they failed to submit 
claim on time.  

This condition was caused by lack of regular reviews of the CMIS. As a 
result, it is difficult for the Quality Assurance Officers to carry out 
monitoring and enforce compliance to NHIF requirements for timeliness of 
submitting claims. 

(b) Online Claims Submitted by Healthcare facilities Did Not Show Results 
of the Investigations 

Review of CMIS and eHMIS at visited healthcare facilities such as Kamanga 
Hospital and Bugando Medical Center in Mwanza region noted that, 
claims/folios which were submitted online lacked results of the 
investigations on patients receiving healthcare services. The submitted 
claims/folios only attached form 2 (a) and (b) and case notes. Photo 3.1 
shows eHMIS window for approval and posting claims to CMIS.  

This condition led to manual works for Quality Assurance Officers when 
processing claims/folios which resulted into delays of processing claims. For 
the Quality Assurance Officers had to be given access in eHMIS by 
healthcare facilities to check in results of investigations performed in order 
to quality check in CMIS the submitted folios.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

61 

 

Controller and Auditor General 

targets. Figure 3.6 shows the analysis of the extent of time for processing 
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Review of CMIS indicated that, Quality Assurance Officers were not assigned 
with the role to establish delays on the claims submitted online by health 
facilities. Interviewed Quality Assurance Officers responded that, they only 
rely on notices which facilities send to NIHF when they failed to submit 
claim on time.  

This condition was caused by lack of regular reviews of the CMIS. As a 
result, it is difficult for the Quality Assurance Officers to carry out 
monitoring and enforce compliance to NHIF requirements for timeliness of 
submitting claims. 

(b) Online Claims Submitted by Healthcare facilities Did Not Show Results 
of the Investigations 

Review of CMIS and eHMIS at visited healthcare facilities such as Kamanga 
Hospital and Bugando Medical Center in Mwanza region noted that, 
claims/folios which were submitted online lacked results of the 
investigations on patients receiving healthcare services. The submitted 
claims/folios only attached form 2 (a) and (b) and case notes. Photo 3.1 
shows eHMIS window for approval and posting claims to CMIS.  

This condition led to manual works for Quality Assurance Officers when 
processing claims/folios which resulted into delays of processing claims. For 
the Quality Assurance Officers had to be given access in eHMIS by 
healthcare facilities to check in results of investigations performed in order 
to quality check in CMIS the submitted folios.  
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Photo 3.1: eHMIS window for Approval and Submission of Claims/Folios 

 
Source: Photo 3.1 only form 2 2 (a) and (b) and case note were attached in the folio sent to 

CMIS for processing. Photo taken by Auditors on 4th October, 2022 
 
This was caused by the fact that NHIF does not have sufficient server to 
store large volume of data. This resulted to delay in processing of claims 
which in turn may affect service delivery by healthcare facilities to NHIF 
beneficiaries. 

(c) Lack of integration between MCT link and Claim Management 
Information Systems  

Section 52 (3) of the Medical, Dental and Allied Health Professionals Act, 
2017 states that “a person who practices as a medical, a dental or an allied 
health professional and practitioner or receives payment without a valid 
practicing license, commits an offence and shall, upon conviction, be liable 
to a fine of not less than one million shillings but not exceeding two million 
shillings or to imprisonment for a term of not less than three months but not 
exceeding five months or to both”. 

When processing claims submitted by healthcare facilities, Quality 
Assurance Officer check whether practitioners were registered and allowed 
to practice by opening MCT link and check their licensing status. However, 
audit noted that, due to lack of integration between MCT link and claim 
management information systems, this exercise was done manually whereby 
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the Quality Assurance Officer open MCT link window and CMIS window 
separately and cross check relevance of practitioner information.  

Due to this, it was noted that, some practitioners who were not permitted 
to practice by MCT attended NHIF beneficiaries at their healthcare facilities 
in Dodoma, Mbeya and Mwanza regions as indicated in Appendix 8 (A, B 
&C). In addition to that, claims that involved those practitioners were paid 
by NHIF contrary to the Section 52 (3) of The Medical, Dental and Allied 
Health Professionals Act, 2017. 

3.5  Inadequate Remedial Actions Taken by NHIF on Unauthentic Claims 
Submitted by Healthcare Facilities 

Clause 23 of the Template Contract between NHIF and Service Provider 
states that, acts of the fraud stipulated in the contract may result into 
rejection of claims, termination of contract or lead the Fund to seek legal 
remedy. 

However, the audit noted various weaknesses regarding remedial actions 
taken by NHIF on submitted unauthentic claims by services providers which 
include the following: 

3.5.1  Verification and Fraud Investigation Did Not Adequately Mitigate 
Submission of Unauthentic Claims 

Audit team assessed effectiveness of on-site verification and fraud 
investigations. Whereas Section 4.4.2 of the Quality Assurance Manual, 2021 
states that, onsite claim verification acts as one of controls for mitigating 
submission of fraudulent or unauthentic claims intentions among providers.  

Also, Quality Assurance Manual of 2021 elaborates that, in order to ensure 
health services provided to standard treatment guidelines and contractual 
agreements during the provision of services to entitled beneficiaries, NHIF is 
expected to conduct supportive supervision, onsite claims verifications, 
Clinical Audit and Advocacy. Section 3 of the Claim Management Manual, 
2021, also requires the Fund to scrutinise, authenticate and pay claims for 
services which have been done at healthcare facilities and NHIF offices.  

Review of Annual Action Plan and Implementation reports for the period 
from 2019/20 to 2021/22 revealed that, NHIF managed to conduct onsite 
claims verifications, supportive supervision and advocacy to healthcare 
facilities on average of 95%, 115% and 157% respectively.  
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Review of CMIS indicated that, Quality Assurance Officers were not assigned 
with the role to establish delays on the claims submitted online by health 
facilities. Interviewed Quality Assurance Officers responded that, they only 
rely on notices which facilities send to NIHF when they failed to submit 
claim on time.  

This condition was caused by lack of regular reviews of the CMIS. As a 
result, it is difficult for the Quality Assurance Officers to carry out 
monitoring and enforce compliance to NHIF requirements for timeliness of 
submitting claims. 

(b) Online Claims Submitted by Healthcare facilities Did Not Show Results 
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Hospital and Bugando Medical Center in Mwanza region noted that, 
claims/folios which were submitted online lacked results of the 
investigations on patients receiving healthcare services. The submitted 
claims/folios only attached form 2 (a) and (b) and case notes. Photo 3.1 
shows eHMIS window for approval and posting claims to CMIS.  

This condition led to manual works for Quality Assurance Officers when 
processing claims/folios which resulted into delays of processing claims. For 
the Quality Assurance Officers had to be given access in eHMIS by 
healthcare facilities to check in results of investigations performed in order 
to quality check in CMIS the submitted folios.  
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Photo 3.1: eHMIS window for Approval and Submission of Claims/Folios 
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the Quality Assurance Officer open MCT link window and CMIS window 
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Submission of Unauthentic Claims 

Audit team assessed effectiveness of on-site verification and fraud 
investigations. Whereas Section 4.4.2 of the Quality Assurance Manual, 2021 
states that, onsite claim verification acts as one of controls for mitigating 
submission of fraudulent or unauthentic claims intentions among providers.  

Also, Quality Assurance Manual of 2021 elaborates that, in order to ensure 
health services provided to standard treatment guidelines and contractual 
agreements during the provision of services to entitled beneficiaries, NHIF is 
expected to conduct supportive supervision, onsite claims verifications, 
Clinical Audit and Advocacy. Section 3 of the Claim Management Manual, 
2021, also requires the Fund to scrutinise, authenticate and pay claims for 
services which have been done at healthcare facilities and NHIF offices.  

Review of Annual Action Plan and Implementation reports for the period 
from 2019/20 to 2021/22 revealed that, NHIF managed to conduct onsite 
claims verifications, supportive supervision and advocacy to healthcare 
facilities on average of 95%, 115% and 157% respectively.  
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the Quality Assurance Officer open MCT link window and CMIS window 
separately and cross check relevance of practitioner information.  

Due to this, it was noted that, some practitioners who were not permitted 
to practice by MCT attended NHIF beneficiaries at their healthcare facilities 
in Dodoma, Mbeya and Mwanza regions as indicated in Appendix 8 (A, B 
&C). In addition to that, claims that involved those practitioners were paid 
by NHIF contrary to the Section 52 (3) of The Medical, Dental and Allied 
Health Professionals Act, 2017. 
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Despite the noted achievement to conduct supportive supervision, onsite 
claims verifications and advocacy for the period from 2019/20 to 2021/22, 
the audit noted existence of fraud activities in the visited regions.  

Review of Anti-Fraud reports for the period from 2019/20 to 2021/22 
revealed that there was an increase in fraud activities in the visited regions 
(Ilala, Mbeya, Dodoma, Mwanza and Unguja). Fraud practices may lead to 
financial losses to the Fund amounting to TZS 5.41 billion if it will not be 
recovered accordingly. Unauthentic claims increased from TZS 448 million in 
2019/20 to TZS 2.59 billion in 2021/22. The following Table 3.21 provide 
analysis of the anticipated financial losses to the Fund. 

Table 3. 21: Anticipated Financial Loss due to Existence of Unauthentic 
claims in the Visited Regions 

Region 2019/20 2020/21 2021/22 
Dodoma  344,771,885    36,384,930    168,228,750  
Mwanza       0    287,551,390   1,499,497,623  
Mbeya       0   1,485,487,120         0  
Ilala  103,535,710    27,062,950    926,150,390  
Zanzibar       0    537,931,425         0  

Total  448,307,595   2,374,417,815   2,593,876,763  
Source: Anti-Fraud reports for the period (2019/20-2021/22) 

Table 3.21 above shows an increase of unauthentic claims   in the visited 
regions from TZS 448 million in 2019/20 to TZS 2.59 billion in 2021/22.  

Auditors’ analysis on the total number of malpractice incidents that 
occurred in the visited regions noted that, unauthentic claims resulted from 
fraud activities mostly occurred in Zonal hospitals, Specialized Clinics and 
District Hospitals while there were no cases reported from Pharmacies and 
Dispensaries.  

The noted increase on the amount of authentic claims was due to an 
increase of reported number of fraud cases uncovered by the Anti - Fraud 
Unit at NHIF. 
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3.5.2  Weaknesses on Recovery Mechanisms for Post Payment 
Verifications and Fraud Investigations 

Clause 23 of the Contract between NHIF and Service Provider states that, 
“the acts 11 and omissions by the Service Provider shall amount to default 
and their occurrence may result into rejection of claims, termination of 
contract or lead the Fund to seek legal remedy”.  

However, audit noted the following weaknesses which indicated that the 
recovery mechanisms due to post payment verifications and fraud 
investigations were not adequately done: 

a) Inadequate Recovery of the Unauthentic Claims  

Section 4.4.1 of Quality Assurance Manual, 2021 requires necessary 
adjustments to be done and allotted amount to be either recovered by the 
Fund or refunded to the healthcare facilities. 

The purpose of onsite claim verification was to validate and authenticate if 
submitted claims were valid or not. This helps to mitigate risks of paying for 
fraudulent claims or malpractices among service providers.  

Despite various efforts in recovering unauthentic claims identified through 
onsite verifications and fraud investigations, the audit noted that recovery 
of the unauthentic claims was not adequately done. 

Review of Annual Performance, Anti-fraud, and Onsite Verification reports 
and Loan/Fraud/Verification Recovery Schedule as at December, 2022 noted 
that, fraud cases amounting to TZS 7.56billion were not recovered as 
indicated in Appendix 9 (A). It was revealed that, these cases were 
submitted for recovery and NHIF management has ensured recovery 
mechanism of the stated amount through deductions. Out of TZS 7.56 billion 
unrecovered amount, TZS 3.63 billion was due to service utilizations of NHIF 
members whose NHIF through internal mechanism were discovered to be 

                                                           
11 23.1 Non adherence to the Standard Treatment Guidelines issued by the Ministry of Health and Social 
Welfare from time to time; 23.8 submission of claims contrary to the attached Price Schedule; and 23.14 
charging the beneficiaries additional payments in respect of services which are payable by the Fund 
under this agreement. 
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Despite the noted achievement to conduct supportive supervision, onsite 
claims verifications and advocacy for the period from 2019/20 to 2021/22, 
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2019/20 to TZS 2.59 billion in 2021/22. The following Table 3.21 provide 
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Table 3.21 above shows an increase of unauthentic claims   in the visited 
regions from TZS 448 million in 2019/20 to TZS 2.59 billion in 2021/22.  

Auditors’ analysis on the total number of malpractice incidents that 
occurred in the visited regions noted that, unauthentic claims resulted from 
fraud activities mostly occurred in Zonal hospitals, Specialized Clinics and 
District Hospitals while there were no cases reported from Pharmacies and 
Dispensaries.  

The noted increase on the amount of authentic claims was due to an 
increase of reported number of fraud cases uncovered by the Anti - Fraud 
Unit at NHIF. 
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3.5.2  Weaknesses on Recovery Mechanisms for Post Payment 
Verifications and Fraud Investigations 

Clause 23 of the Contract between NHIF and Service Provider states that, 
“the acts 11 and omissions by the Service Provider shall amount to default 
and their occurrence may result into rejection of claims, termination of 
contract or lead the Fund to seek legal remedy”.  

However, audit noted the following weaknesses which indicated that the 
recovery mechanisms due to post payment verifications and fraud 
investigations were not adequately done: 

a) Inadequate Recovery of the Unauthentic Claims  

Section 4.4.1 of Quality Assurance Manual, 2021 requires necessary 
adjustments to be done and allotted amount to be either recovered by the 
Fund or refunded to the healthcare facilities. 

The purpose of onsite claim verification was to validate and authenticate if 
submitted claims were valid or not. This helps to mitigate risks of paying for 
fraudulent claims or malpractices among service providers.  

Despite various efforts in recovering unauthentic claims identified through 
onsite verifications and fraud investigations, the audit noted that recovery 
of the unauthentic claims was not adequately done. 

Review of Annual Performance, Anti-fraud, and Onsite Verification reports 
and Loan/Fraud/Verification Recovery Schedule as at December, 2022 noted 
that, fraud cases amounting to TZS 7.56billion were not recovered as 
indicated in Appendix 9 (A). It was revealed that, these cases were 
submitted for recovery and NHIF management has ensured recovery 
mechanism of the stated amount through deductions. Out of TZS 7.56 billion 
unrecovered amount, TZS 3.63 billion was due to service utilizations of NHIF 
members whose NHIF through internal mechanism were discovered to be 

                                                           
11 23.1 Non adherence to the Standard Treatment Guidelines issued by the Ministry of Health and Social 
Welfare from time to time; 23.8 submission of claims contrary to the attached Price Schedule; and 23.14 
charging the beneficiaries additional payments in respect of services which are payable by the Fund 
under this agreement. 
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Welfare from time to time; 23.8 submission of claims contrary to the attached Price Schedule; and 23.14 
charging the beneficiaries additional payments in respect of services which are payable by the Fund 
under this agreement. 
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unqualified beneficiaries therefore, criminal proceedings are underway with 
Case No OB/IR/3119/2022, CD/RB255/2022 and GE/RB/2414/2022.  
 
Similarly, review of the same documents revealed that unauthentic claims 
amounting to TZS 157 million identified through onsite verifications were 
not recovered as indicated in Appendix 9 (B).  

Furthermore, review of Internal Audit report12 revealed that, onsite claims 
verification deductions amounting to TZS 2,075,515 were delayed to be 
effected by 6 months from the agreed deduction date in Njombe NHIF 
Regional Office. The deduction processes were not yet initiated up to the 
time when the audit team conducted exit meeting to Njombe NHIF Regional 
Office on 24th September 2021. Also, deductions amounting to TZS 
1,098,630.00 were not yet effected upon onsite verification done by the 
Head office at Afya Medicare Health Center, located in Njombe.  
 
This was due to ineffective monitoring of repayment schedules. Also, it was 
caused by lack of consistence on management of fraud cases and onsite 
verifications. Weaknesses in recovery of onsite verification and fraud 
investigations led into financial loses to the Fund. 
 
b) Inadequate Measures were Taken to Staff Involved in Malpractices 

Section 4.7.1 of NHIF Strategic Plan (2020/21 – 2024/25), set indicator of 
number of staff corruption cases to be zero for the period of the plan. This 
indicator measures staff corruption by fraud cases convicted. 

Review of letters to the Ministry of Health and Summons of staff from 
healthcare facilities and NHIF to attend Investigation Committee and their 
respective Professional Boards revealed that 148 staff from both NHIF and 
healthcare facilities were involved in fraudulent activities as indicated in 
Table 3.22.  

In managing fraud cases, Anti-fraud Unit reported 19 NHIF officials involved 
in fraudulent activities to the NHIF Disciplinary Committees/Investigation 
Committee for proceedings. On the other hand the Unit reported 129 staff 

                                                           
12 Internal Audit Report on the Benefit Claims Payment and Loans to Service Providers Processes for the 

Period Ended March 2021  

 

 

69 

 

Controller and Auditor General 

from healthcare facilities to the Ministry of Health and their professional 
boards.  

Table 3. 22: Number of Officials from NHIF and healthcare facilities 
involved in Fraudulent Activities 

Indicator Target Actual 
2019/20 2020/21 2021/22 Total 

Number of staff with 
Fraudulent Activities 
from NHIF 

0 17 1 1 19 

Number of staff with 
Fraudulent Activities 
from Healthcare 
Facilities 

0 0 49 80 129 

Total 0 17 50 81 148 
Source: Calls to attend Investigation Committee, 2019/20 to 2021/22, letter No. 

CAG.143/191/01/263, CAG.143/191/01/259-01, CAG.143/191/01/170, and 
CAG.143/191/01A/33 

Analysis from the Table 3.22 showed that, about 88% of reported staff 
involved in fraudulent activities for the period under review come from 
healthcare facilities whereas staff from NHIF offices represent 12%.  

Out of the 19 staff from NHIF, it was noted that 12 staff were dismissed 
from work, two staff were given warning letters, and one staff was 
temporarily suspended. However, with regard to the other four staff, there 
was no evidence provided on disciplinary measures taken against them. It 
was further noted that, no measures were taken against the 129 staff from 
healthcare facilities by either the Ministry of Health and/or their 
professional boards. 

Inadequate disciplinary actions taken to staff involved in fraudulent 
activities was caused by insufficient follow-up on the proceedings of the 
identified cases. Also, NHIF management responded that, professional 
boards failed to take action on its members involved in fraudulent activities 
even if the reported cases were within their mandate.  

Moreover, lack of coordination between NHIF, Ministry of Health and 
professional boards regarding staff involved in the fraudulent activities was 
noted to be another reason for not taking adequate disciplinary action. 
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from healthcare facilities to the Ministry of Health and their professional 
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identified cases. Also, NHIF management responded that, professional 
boards failed to take action on its members involved in fraudulent activities 
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c) Recurring Anomalies without Remedial Actions 

Review of Settlement reports for the period from 2019/20 to 2021/22 noted 
that, Healthcare Facilities continuously repeated the same malpractices 
notably overutilization of investigation tests, non-adherence to NHIF 
pricing, double claiming, improper dosage and quantities, missing details of 
services and non-adherence to STG throughout the period under review.  

Despite the warning letters NHIF sent to facilities requiring them to take 
remedial actions to prevent repetition of the observed anomalies in future, 
these malpractices were still performed by both private and government 
healthcare facilities of all levels.  

Furthermore, it was noted that, NHIF did not step further into termination 
of the contracts or seeking legal remedy for the same. Appendix 10 shows 
facilities claims with recurring anomalies identified through pre-
verification.  

This was caused by lack of clear criteria on the actions to be taken when 
the facility committed such misconduct under clause 23 of the contract 
between NHIF and Service Provider. The clause does not state to what 
extent of conducted malpractices, the facility will be subjected to warning 
letter, recovery of fund or termination of the contract. 

This resulted into financial loss to the Fund as detailed in Section 3.2 of 
this report. 

3.6 Inadequate Performance Evaluation Regarding Processing and 
Payment of Claims from Healthcare Facilities 

 
Section 4.6.6 of Quality Assurance Manual, 2020 require establishment of 
monitoring system in order to achieve the intended objectives. The 
monitoring system is supposed to include the following activities among 
others: Periodic and continuous inspection of facilities; continuous 
verification of availability, accessibility and quality of services; review of 
patients information in relation to facility records; periodic and continuous 
assessment of the performance of all healthcare facilities; client 
satisfaction surveys; and regular review and checking of functionality of 
controls put in place. 
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Quality Assurance Manual 2021, requires medical surveillance to be 
conducted to continuous monitoring of accessibility to medical services in 
terms of righteous beneficiaries and quality of services aiming at improving 
authenticity of claimed services and level of satisfactions to Fund’s 
beneficiaries. This includes intervention towards any identified anomaly in 
real time which in turn improves service practicality and assures customer 
satisfaction. 

The audit noted that, performance evaluation regarding processing and 
payment of claims from healthcare facilities were inadequately conducted 
due to observed anomalies as explained below: 

3.6.1 Systems in Place did not ensure Capturing of Real Time Data during 
Provision of Healthcare Services 

 
Section 3.1.9 of Guidelines and Standards for Integrated Health Facility 
Electronic Management Systems (iHFeMS), 2016 states that, the iHFeMS 
should provide managers with a dashboard that offers real time, at-a-glance 
personalized information related to various activities. The system shall be 
able to dig deep in the system and come up with real-time reports to 
support immediate decision-making. 
 
It was noted that, after provision of services to beneficiaries, healthcare 
facilities submit their claims to NHIF in two ways namely, online submission 
and offline submission. The online submissions (e-claims) are submitted on a 
daily basis to the Fund with the attachment documents that include case 
notes to facilitate claims processing and verification by the Fund; and the 
offline submission are submitted to NHIF for payment on monthly basis 
whereby the healthcare facilities are required to compile their claims with 
an attachment of form 2A, 2 B, 2C, 2E, 6 and 6A. 
 
Review of HMIS maintained by the visited healthcare facilities in Mwanza, 
Dodoma, and Mbeya Regions and CMIS maintained by NHIF noted that, the 
HMIS used by healthcare facilities during provision of healthcare services to 
NHIF beneficiaries were not able to share data at the real time to CMIS for 
claim processing.  
 
The audit found that lack of real time data sharing between CMIS and HMIS 
was attributed by: 

 Differences of data ownership and privacy policies between 
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from healthcare facilities to the Ministry of Health and their professional 
boards.  

Table 3. 22: Number of Officials from NHIF and healthcare facilities 
involved in Fraudulent Activities 

Indicator Target Actual 
2019/20 2020/21 2021/22 Total 

Number of staff with 
Fraudulent Activities 
from NHIF 

0 17 1 1 19 

Number of staff with 
Fraudulent Activities 
from Healthcare 
Facilities 

0 0 49 80 129 

Total 0 17 50 81 148 
Source: Calls to attend Investigation Committee, 2019/20 to 2021/22, letter No. 

CAG.143/191/01/263, CAG.143/191/01/259-01, CAG.143/191/01/170, and 
CAG.143/191/01A/33 

Analysis from the Table 3.22 showed that, about 88% of reported staff 
involved in fraudulent activities for the period under review come from 
healthcare facilities whereas staff from NHIF offices represent 12%.  

Out of the 19 staff from NHIF, it was noted that 12 staff were dismissed 
from work, two staff were given warning letters, and one staff was 
temporarily suspended. However, with regard to the other four staff, there 
was no evidence provided on disciplinary measures taken against them. It 
was further noted that, no measures were taken against the 129 staff from 
healthcare facilities by either the Ministry of Health and/or their 
professional boards. 

Inadequate disciplinary actions taken to staff involved in fraudulent 
activities was caused by insufficient follow-up on the proceedings of the 
identified cases. Also, NHIF management responded that, professional 
boards failed to take action on its members involved in fraudulent activities 
even if the reported cases were within their mandate.  

Moreover, lack of coordination between NHIF, Ministry of Health and 
professional boards regarding staff involved in the fraudulent activities was 
noted to be another reason for not taking adequate disciplinary action. 
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c) Recurring Anomalies without Remedial Actions 

Review of Settlement reports for the period from 2019/20 to 2021/22 noted 
that, Healthcare Facilities continuously repeated the same malpractices 
notably overutilization of investigation tests, non-adherence to NHIF 
pricing, double claiming, improper dosage and quantities, missing details of 
services and non-adherence to STG throughout the period under review.  

Despite the warning letters NHIF sent to facilities requiring them to take 
remedial actions to prevent repetition of the observed anomalies in future, 
these malpractices were still performed by both private and government 
healthcare facilities of all levels.  

Furthermore, it was noted that, NHIF did not step further into termination 
of the contracts or seeking legal remedy for the same. Appendix 10 shows 
facilities claims with recurring anomalies identified through pre-
verification.  

This was caused by lack of clear criteria on the actions to be taken when 
the facility committed such misconduct under clause 23 of the contract 
between NHIF and Service Provider. The clause does not state to what 
extent of conducted malpractices, the facility will be subjected to warning 
letter, recovery of fund or termination of the contract. 

This resulted into financial loss to the Fund as detailed in Section 3.2 of 
this report. 

3.6 Inadequate Performance Evaluation Regarding Processing and 
Payment of Claims from Healthcare Facilities 

 
Section 4.6.6 of Quality Assurance Manual, 2020 require establishment of 
monitoring system in order to achieve the intended objectives. The 
monitoring system is supposed to include the following activities among 
others: Periodic and continuous inspection of facilities; continuous 
verification of availability, accessibility and quality of services; review of 
patients information in relation to facility records; periodic and continuous 
assessment of the performance of all healthcare facilities; client 
satisfaction surveys; and regular review and checking of functionality of 
controls put in place. 
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Quality Assurance Manual 2021, requires medical surveillance to be 
conducted to continuous monitoring of accessibility to medical services in 
terms of righteous beneficiaries and quality of services aiming at improving 
authenticity of claimed services and level of satisfactions to Fund’s 
beneficiaries. This includes intervention towards any identified anomaly in 
real time which in turn improves service practicality and assures customer 
satisfaction. 

The audit noted that, performance evaluation regarding processing and 
payment of claims from healthcare facilities were inadequately conducted 
due to observed anomalies as explained below: 

3.6.1 Systems in Place did not ensure Capturing of Real Time Data during 
Provision of Healthcare Services 

 
Section 3.1.9 of Guidelines and Standards for Integrated Health Facility 
Electronic Management Systems (iHFeMS), 2016 states that, the iHFeMS 
should provide managers with a dashboard that offers real time, at-a-glance 
personalized information related to various activities. The system shall be 
able to dig deep in the system and come up with real-time reports to 
support immediate decision-making. 
 
It was noted that, after provision of services to beneficiaries, healthcare 
facilities submit their claims to NHIF in two ways namely, online submission 
and offline submission. The online submissions (e-claims) are submitted on a 
daily basis to the Fund with the attachment documents that include case 
notes to facilitate claims processing and verification by the Fund; and the 
offline submission are submitted to NHIF for payment on monthly basis 
whereby the healthcare facilities are required to compile their claims with 
an attachment of form 2A, 2 B, 2C, 2E, 6 and 6A. 
 
Review of HMIS maintained by the visited healthcare facilities in Mwanza, 
Dodoma, and Mbeya Regions and CMIS maintained by NHIF noted that, the 
HMIS used by healthcare facilities during provision of healthcare services to 
NHIF beneficiaries were not able to share data at the real time to CMIS for 
claim processing.  
 
The audit found that lack of real time data sharing between CMIS and HMIS 
was attributed by: 

 Differences of data ownership and privacy policies between 
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stakeholders who are responsible for the management of CMIS and 
HIMS systems; and 

 HIMs and CMIS were developed to capture different data whereby 
the HIMS was designated to keep health records in healthcare 
facilities while the CMIS was developed for the purpose of claim 
management for provided health services. 

 
Failure of HMIS and CMIS to exchange data at real time limits NHIF efforts to 
reduce and prevent risk of fraudulent practices conducted by healthcare 
providers because, it gives opportunities to healthcare facilities to make 
amendments on folio items. As a result there was high risk of paying for 
unauthentic claims. 

3.6.2 Periodical Monitoring and Evaluation of the Performance of 
Processing and Payment of Claims were Inadequately Conducted 

Quality Assurance Manual 2021, requires medical surveillance to be 
conducted continuously to monitor accessibility to medical services in terms 
of righteous beneficiaries and quality of services aiming at improving 
authenticity of claimed services and level of satisfactions to Fund’s 
beneficiaries. 

The audit noted that, NHIF conducted pre and post payment onsite 
verification as a means of monitoring the processed claims by the 
healthcare facilities.  

Pre verification is done during processing of claim where all (100%) claims 
submitted to NHIF are verified for their authenticity. Post verification (also 
referred as onsite verification) is done after payment of the healthcare 
facility claims whereby 10% of all submitted claims are subject for 
verification, and it is mainly focusing to high risk13 healthcare facilities. This 
helps to mitigate risks of paying for fraudulent claims. 

However the audit noted that, onsite claim verification was not adequately 
conducted to assess the authenticity of submitted claims prior to 
reimbursement in the period under review as indicated in Table 3.23 
below: 
                                                           
13 Refer to high reimbursement rate, average monthly claim of five (5) Millions per month Claim trend – 
significant increase (>10%) on the monthly amount claimed, Comparison of claim trend between facilities 
located in the same area, History of fraud, non-compliance with issued Guidelines and Standards High 
number of registered complaints from members/customers, high rate of Out-of-Stock of medicines 
(>50%). 
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Table 3. 23: Status of Planed Onsite verification Vs Actual Conducted at 
NHIF Headquarters 

Financial Year Planned 
onsite 

Verification 

Actual 
Conducted 

Onsite Claim 
Verification 

Variance Percentage 
of not 

conducted 
(%) 

2019/20 12 Not Provided Not provided - 
2020/21 20 13 7 65 
2021/22 28 11 17 39 

Source: Auditors analysis on Annual Performance Reports (2019/20-2021/22)  

Table 3.23 above indicates that, for the financial year 2019/20 none of the 
12 planned onsite verification was conducted. For the financial year 
2020/21, NHIF conducted 13 onsite claim verification out of 20 planned, 
which is equivalent to 65%. Likewise, in financial year 2021/22, NHIF 
conducted 11 onsite claims verification out of 28 planned, which is 
equivalent to 39%. 

Furthermore, through the review of Bugando onsite verification report of 
November 2019, December 2019 and January 2020 it was revealed that, the 
facility was not subjected to any onsite claim verification for two calendar 
years i.e. 2018 and 2019, despite its rapid growth of claims to the tune of 
TZS 2.8 billion in October 2019 from TZS 1.8 billion in October 2018. The 
Audit noted that, the average claimed amount per month was TZS 2.4 
billion making it a second highly reimbursed facility by NHIF.  

Further analysis was conducted to show status of onsite claims verification 
conducted in visited NHIF regional offices from the financial years 2019/20 
to 2021/22 as indicated in Table 3.24 below.  

Table 3. 24: Status of Planed Onsite verification Vs Actual Conducted in 
Visited NHIF Regional Offices 

Region Financial 
Year 

Planned 
onsite 

Verification 

Actual Onsite 
Claim 

Verification 
conducted 

Percentage of 
conducted (%) 

Dodoma 2019/20 32 39 122 
2020/21 66 62 94 
2021/22 40 46 115 

Mwanza 2019/20 32 39 122 
2020/21 20 27 135 
2021/22 24 24 100 
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stakeholders who are responsible for the management of CMIS and 
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 HIMs and CMIS were developed to capture different data whereby 
the HIMS was designated to keep health records in healthcare 
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amendments on folio items. As a result there was high risk of paying for 
unauthentic claims. 
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The audit noted that, NHIF conducted pre and post payment onsite 
verification as a means of monitoring the processed claims by the 
healthcare facilities.  

Pre verification is done during processing of claim where all (100%) claims 
submitted to NHIF are verified for their authenticity. Post verification (also 
referred as onsite verification) is done after payment of the healthcare 
facility claims whereby 10% of all submitted claims are subject for 
verification, and it is mainly focusing to high risk13 healthcare facilities. This 
helps to mitigate risks of paying for fraudulent claims. 

However the audit noted that, onsite claim verification was not adequately 
conducted to assess the authenticity of submitted claims prior to 
reimbursement in the period under review as indicated in Table 3.23 
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significant increase (>10%) on the monthly amount claimed, Comparison of claim trend between facilities 
located in the same area, History of fraud, non-compliance with issued Guidelines and Standards High 
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Table 3. 23: Status of Planed Onsite verification Vs Actual Conducted at 
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Actual 
Conducted 

Onsite Claim 
Verification 

Variance Percentage 
of not 

conducted 
(%) 
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Table 3.23 above indicates that, for the financial year 2019/20 none of the 
12 planned onsite verification was conducted. For the financial year 
2020/21, NHIF conducted 13 onsite claim verification out of 20 planned, 
which is equivalent to 65%. Likewise, in financial year 2021/22, NHIF 
conducted 11 onsite claims verification out of 28 planned, which is 
equivalent to 39%. 

Furthermore, through the review of Bugando onsite verification report of 
November 2019, December 2019 and January 2020 it was revealed that, the 
facility was not subjected to any onsite claim verification for two calendar 
years i.e. 2018 and 2019, despite its rapid growth of claims to the tune of 
TZS 2.8 billion in October 2019 from TZS 1.8 billion in October 2018. The 
Audit noted that, the average claimed amount per month was TZS 2.4 
billion making it a second highly reimbursed facility by NHIF.  

Further analysis was conducted to show status of onsite claims verification 
conducted in visited NHIF regional offices from the financial years 2019/20 
to 2021/22 as indicated in Table 3.24 below.  
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Furthermore, through the review of Bugando onsite verification report of 
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Region Financial 
Year 

Planned 
onsite 

Verification 

Actual Onsite 
Claim 

Verification 
conducted 

Percentage of 
conducted (%) 

Mbeya 2019/20 0 0 0 
2020/21 40 20 50 
2021/22 40 26 65 

Ilala 2019/20 32 54 169 
2020/21 48 0 0 
2021/22 96 87 91 

Unguja 2019/20 17 17 100 
2020/21 32 24 75 
2021/22 25 23 92 

Source: Auditors Analysis on Annual Action Plans, Implementation Reports (2019/20-
2021/22) 

Table 3.24 indicates promising status on conduct of onsite verification at 
Dodoma, Mwanza, Ilala and Unguja NHIF regional offices. In these regions 
the conduct of onsite verification ranged from 50% to 169% of the planned 
numbers.  

Interviewed NHIF officials from the visited NHIF region offices indicated 
that, among the reasons for exceeding the set target for onsite verification 
for financial year 2019/20 and 2020/21 was the introduction of the use of 
authorization number to the health facilities especially those under LGA’s 
which necessitated frequent visits to confirm whether beneficiaries receive 
health services.  

Inadequate conduct of onsite verification was attributed to insufficient 
budget. This was verified through review of Annual Performance report for 
the financial year 2021/22 which showed that, financial constraints were an 
obstacle for undertaking onsite verifications. 

Other noted reasons for inadequate verification were inadequate staff and 
ambitious planned number of onsite verifications compared to the resources 
available. 
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As a result, NHIF reimburse fund to the service provider for services which 
were not provided to the beneficiaries as indicated in section 3.2 of this 
report. Also, review of Internal Audit report14 indicated that, 433 out of 
314,399 procedures/surgeries worth TZS 46,990,000 were paid for, while 
these services were not performed. The same was noted on the verification 
done to various visited facilities in Njombe and Kilimanjaro regional offices 
and NHIF Head office.  

3.6.3  Delay in Developing the M&E Framework for Processing Claims  
 
NHIF is required to have a functioning monitoring framework to monitor the 
implementation of Strategic Plan which include ensuring improvement in 
processing of claims. 

Review of NHIF Performance report of financial year 2020/21 and 2021/22 
showed that, the Fund planned to complete preparation of the Monitoring 
and Evaluation (M&E) framework by June of the respective years. However, 
the Fund did not manage to develop monitoring and evaluation framework 
for two consecutive financial years (2020/21 and 2021/22).  

Further review of NHIF Performance report (2021/22) indicated that, the 
reason for the delay to develop M&E framework was due to issuance of new 
projects and programs guideline by the Ministry of Finance and Planning. 
This led the finalization of the framework to be extended to 2022/23. The 
postponement of the activity to the next financial year 2022/23 was due to 
overlapping of activities. This implies that establishment of monitoring and 
evaluation framework was not given high priority, and that is why it has 
been postponed two times i.e., for financial years 2020/221 and 2021/22.  

Audit review of Budget Implementation and Monitoring Booklets for the 
financial year 2019/20 to 2021/22 noted that, NHIF uses these documents as 
the guideline for monitoring funds activities including activities for 
improving claims processing. The developed budget implementation and 
monitoring booklet comprises action plans and targets of the fund’s 
directorates, units and regional offices. The document serves as a point of 

                                                           
14 Internal Audit Report on the Benefit Claims Payment and Loans to Service Providers 
Processes for the Period Ended March 2021 
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Table 3.24 indicates promising status on conduct of onsite verification at 
Dodoma, Mwanza, Ilala and Unguja NHIF regional offices. In these regions 
the conduct of onsite verification ranged from 50% to 169% of the planned 
numbers.  

Interviewed NHIF officials from the visited NHIF region offices indicated 
that, among the reasons for exceeding the set target for onsite verification 
for financial year 2019/20 and 2020/21 was the introduction of the use of 
authorization number to the health facilities especially those under LGA’s 
which necessitated frequent visits to confirm whether beneficiaries receive 
health services.  

Inadequate conduct of onsite verification was attributed to insufficient 
budget. This was verified through review of Annual Performance report for 
the financial year 2021/22 which showed that, financial constraints were an 
obstacle for undertaking onsite verifications. 

Other noted reasons for inadequate verification were inadequate staff and 
ambitious planned number of onsite verifications compared to the resources 
available. 
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As a result, NHIF reimburse fund to the service provider for services which 
were not provided to the beneficiaries as indicated in section 3.2 of this 
report. Also, review of Internal Audit report14 indicated that, 433 out of 
314,399 procedures/surgeries worth TZS 46,990,000 were paid for, while 
these services were not performed. The same was noted on the verification 
done to various visited facilities in Njombe and Kilimanjaro regional offices 
and NHIF Head office.  

3.6.3  Delay in Developing the M&E Framework for Processing Claims  
 
NHIF is required to have a functioning monitoring framework to monitor the 
implementation of Strategic Plan which include ensuring improvement in 
processing of claims. 

Review of NHIF Performance report of financial year 2020/21 and 2021/22 
showed that, the Fund planned to complete preparation of the Monitoring 
and Evaluation (M&E) framework by June of the respective years. However, 
the Fund did not manage to develop monitoring and evaluation framework 
for two consecutive financial years (2020/21 and 2021/22).  

Further review of NHIF Performance report (2021/22) indicated that, the 
reason for the delay to develop M&E framework was due to issuance of new 
projects and programs guideline by the Ministry of Finance and Planning. 
This led the finalization of the framework to be extended to 2022/23. The 
postponement of the activity to the next financial year 2022/23 was due to 
overlapping of activities. This implies that establishment of monitoring and 
evaluation framework was not given high priority, and that is why it has 
been postponed two times i.e., for financial years 2020/221 and 2021/22.  

Audit review of Budget Implementation and Monitoring Booklets for the 
financial year 2019/20 to 2021/22 noted that, NHIF uses these documents as 
the guideline for monitoring funds activities including activities for 
improving claims processing. The developed budget implementation and 
monitoring booklet comprises action plans and targets of the fund’s 
directorates, units and regional offices. The document serves as a point of 

                                                           
14 Internal Audit Report on the Benefit Claims Payment and Loans to Service Providers 
Processes for the Period Ended March 2021 
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financial year 2019/20 to 2021/22 noted that, NHIF uses these documents as 
the guideline for monitoring funds activities including activities for 
improving claims processing. The developed budget implementation and 
monitoring booklet comprises action plans and targets of the fund’s 
directorates, units and regional offices. The document serves as a point of 
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reference for quarterly monitoring of budget performance as well as during 
the preparation of performance reports.  

Nevertheless, the Audit noted that the Monitoring and Evaluation 
Framework was finalized in December 2022, which was a delay of more than 
two years. 

3.6.4  Key Performance Indicators for Monitoring Claims Processing 
Activities were not adequately achieved 

Review of NHIF Strategic plans for 2015/16-20/21 and 2020/21-2024/25 
indicated key performance indicators used for monitoring the performance 
of planned activities.  

It was noted that, these indicators were developed to ensure improvement 
in claim processing. The developed key performance indicators for claim 
processing include reduction of staff fraud activities, decrease of fraud 
cases and increasing beneficiaries’ satisfaction with NHIF services.  

The audit noted that the set indicators were not adequately implemented 
as detailed below: 

a) Persistence Involvement of Staff in Fraud Cases 

Review of NHIF Strategic Plan for the financial year 2020/21 to 2024/25 
indicated that corruption deprives customer’s rights by creating red tapes, 
inefficiencies and hence limiting them from accessing services provided by 
the Fund. Furthermore, most fraud activities led to Fund’s loss of revenue 
of undelivered health services and registering members who do not meet 
the requirements which may lead to increased expenditure to cover their 
treatment costs. 

However, review of Ant-Fraud Performance reports and various anti-fraud 
correspondences for financial year 2019/20 to 2021/22 revealed that, there 
were a number of NHIF staff who colluded with unfaithful healthcare 
facilities to defraud the fund for personal gain. Further review indicated 
that a total of 19 NHIF staff were reported for engaging in fraud activities 
by different service providers for the financial years 2019/20 and 2020/21 
as indicated in Section 3.5.3 (b) of this report. 
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b) Persistence of Fraudulent Practices to Healthcare Facilities 

Review of Anti-Fraud Annual performance reports for financial years 
2019/20 to 2021/22 showed that, the fund conducted antifraud 
investigations both preventive and detective, to the healthcare facilities 
suspected with malpractices. The investigations found a total of 301 
facilities which defrauded the fund during services provision. The 
breakdown includes 117 facilities found in financial year 2019/20, 112 in 
financial year 2020/21 and 72 in financial year 2021/22. Furthermore, it 
was noted that Health facilities were repetitively defrauding the Fund more 
than once within a year as indicated in appendix 10. 

c) Level of Satisfaction of Beneficiaries with NHIF Services 

According to NHIF Strategic Plan 2020/21 to 2024/25, the fund is required 
to measure the level of customer’s satisfaction through surveys which 
should be conducted semi - annually. Customer’s satisfaction is assessed in 
terms of the accuracy and timely claim reimbursement, extent on the 
availability of medicines and extent to which benefit package suit the 
expectations.  

Based on NHIF Strategic Plan (2020/21 to 2024/25) the set target for 
attaining customer satisfaction were 83% in the year 2019, 85% in 2020, 87% 
in 2021 and 90% in 2022. 

However, review of customer satisfaction and awareness survey report 
(2020) indicates that, health service provider’s satisfaction stood at 75.9% 
which is below the target of 83%. The report further states the reason for 
Healthcare provider’s dissatisfaction on NHIF services, among others was 
failure to communicate changes in their products and services on time. 

Furthermore, the audit noted that customer satisfaction surveys were not 
adequately conducted. This was because in the year 2021 a survey on 
customer satisfaction was not conducted as per requirement due to budget 
constraints. 
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As a result, NHIF reimburse fund to the service provider for services which 
were not provided to the beneficiaries as indicated in section 3.2 of this 
report. Also, review of Internal Audit report14 indicated that, 433 out of 
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these services were not performed. The same was noted on the verification 
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and NHIF Head office.  
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Review of NHIF Performance report of financial year 2020/21 and 2021/22 
showed that, the Fund planned to complete preparation of the Monitoring 
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It was noted that, these indicators were developed to ensure improvement 
in claim processing. The developed key performance indicators for claim 
processing include reduction of staff fraud activities, decrease of fraud 
cases and increasing beneficiaries’ satisfaction with NHIF services.  

The audit noted that the set indicators were not adequately implemented 
as detailed below: 

a) Persistence Involvement of Staff in Fraud Cases 
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indicated that corruption deprives customer’s rights by creating red tapes, 
inefficiencies and hence limiting them from accessing services provided by 
the Fund. Furthermore, most fraud activities led to Fund’s loss of revenue 
of undelivered health services and registering members who do not meet 
the requirements which may lead to increased expenditure to cover their 
treatment costs. 

However, review of Ant-Fraud Performance reports and various anti-fraud 
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were a number of NHIF staff who colluded with unfaithful healthcare 
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b) Persistence of Fraudulent Practices to Healthcare Facilities 

Review of Anti-Fraud Annual performance reports for financial years 
2019/20 to 2021/22 showed that, the fund conducted antifraud 
investigations both preventive and detective, to the healthcare facilities 
suspected with malpractices. The investigations found a total of 301 
facilities which defrauded the fund during services provision. The 
breakdown includes 117 facilities found in financial year 2019/20, 112 in 
financial year 2020/21 and 72 in financial year 2021/22. Furthermore, it 
was noted that Health facilities were repetitively defrauding the Fund more 
than once within a year as indicated in appendix 10. 

c) Level of Satisfaction of Beneficiaries with NHIF Services 

According to NHIF Strategic Plan 2020/21 to 2024/25, the fund is required 
to measure the level of customer’s satisfaction through surveys which 
should be conducted semi - annually. Customer’s satisfaction is assessed in 
terms of the accuracy and timely claim reimbursement, extent on the 
availability of medicines and extent to which benefit package suit the 
expectations.  

Based on NHIF Strategic Plan (2020/21 to 2024/25) the set target for 
attaining customer satisfaction were 83% in the year 2019, 85% in 2020, 87% 
in 2021 and 90% in 2022. 

However, review of customer satisfaction and awareness survey report 
(2020) indicates that, health service provider’s satisfaction stood at 75.9% 
which is below the target of 83%. The report further states the reason for 
Healthcare provider’s dissatisfaction on NHIF services, among others was 
failure to communicate changes in their products and services on time. 

Furthermore, the audit noted that customer satisfaction surveys were not 
adequately conducted. This was because in the year 2021 a survey on 
customer satisfaction was not conducted as per requirement due to budget 
constraints. 
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CHAPTER FOUR 
 

AUDIT CONCLUSION 

4.1 Introduction 
 

This chapter presents the audit conclusion based on the audit objectives 
and findings presented in Chapters one and three respectively.  

4.2 General Conclusion 
 

The Audit recognizes the efforts made by the National Health Insurance 
Fund (NHIF) towards improving the control of payments made to healthcare 
facilities for the purpose of ensuring continuity in accessibility of health 
care services to the general public. These efforts include: verification and 
authorization of NHIF beneficiaries before they access healthcare services; 
conducting supportive supervision; carrying out onsite claims’ verifications, 
undertaking clinical audit and advocacy; ensuring healthcare facilities 
charge agreed prices; and maintaining of true and proper patients’ records. 

However, more interventions are still needed to further improve the control 
of payments made by NHIF to accredited healthcare facilities. This is 
because, based on the findings, the National Health Insurance Fund (NHIF) 
has not adequately managed control of payments made to accredited 
healthcare facilities.  

This was evidenced through payments made for unauthentic and incorrect 
claims which were raised from all levels of healthcare facilities and 
ownership categories. The Audit, further, indicated that, for the period 
under review there was a gradual increase of unauthentic and incorrect 
claims.  

All stages of provision of healthcare services were noted to be associated 
with unauthentic and incorrect claims which include: identification and 
registration of patients; consultation services; investigation and diagnostic 
procedures; and dispensing process.  

Generally, the audit concludes that, there is inadequate controls during 
provision of health services to NHIF beneficiaries at healthcare facilities and 
processing of claims at NHIF. Inadequate control of payments made by NHIF 
to healthcare facilities is associated with: inadequate  compliance to 
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standard treatment guidelines and contractual agreement during the 
provision of health insurance services to the entitled beneficiaries; failure 
of existing control mechanisms at NHIF to adequately ensure claims 
processed and paid were authentic, correct and complete; failure to timely 
take remedial actions on unauthentic claims in order to reduce financial 
losses; and inadequate performance evaluation. 

4.3 Specific Conclusions 
 

4.3.1 NHIF has Not Adequately ensured Healthcare Facilities Adhere to 
STG and Contractual Agreements during the Provision of Services  

It is concluded that NHIF did not adequately ensure that certified health 
service providers provide quality services to the entitled beneficiaries in 
accordance with the Standard Treatment Guidelines (STG), and basic 
standards for health facilities as set by the Ministry responsible for Health 
matters and Service Agreement.  

This is because, as the audit noted, for the period under review, 100% of 
the visited healthcare facilities did not adhere to STG due to inadequate 
enforcement of contractual agreements and related guidelines issued to the 
healthcare facilities. In addition, healthcare facilities did not adequately 
maintain proper patients’ records at all points of services; and Information 
and Communication Systems were not adequately used in claim processing 
by health facilities. 

The Audit further revealed weaknesses in pricing of NHIF packages as 
compared to prevailing market prices. Variations between market and 
actual prices charged by the Fund to healthcare facilities was mainly caused 
by the failure to review the existing prices for more than 6 years.  

4.2.2 Established Control Mechanisms at NHIF did not Ensure Claims 
Processed and Paid to Healthcare Facilities are Authentic and 
Accurate 

It is concluded that, established controls such as verification and 
authorization of NHIF beneficiaries before they access healthcare services, 
segregation of duties, quality check of the claims and controls through CMIS 
to every processed claim did not adequately prevent NHIF from making 
payment for unauthentic and inaccurate claims raised by healthcare 
facilities. 
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b) Persistence of Fraudulent Practices to Healthcare Facilities 
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adequately conducted. This was because in the year 2021 a survey on 
customer satisfaction was not conducted as per requirement due to budget 
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standard treatment guidelines and contractual agreement during the 
provision of health insurance services to the entitled beneficiaries; failure 
of existing control mechanisms at NHIF to adequately ensure claims 
processed and paid were authentic, correct and complete; failure to timely 
take remedial actions on unauthentic claims in order to reduce financial 
losses; and inadequate performance evaluation. 

4.3 Specific Conclusions 
 

4.3.1 NHIF has Not Adequately ensured Healthcare Facilities Adhere to 
STG and Contractual Agreements during the Provision of Services  

It is concluded that NHIF did not adequately ensure that certified health 
service providers provide quality services to the entitled beneficiaries in 
accordance with the Standard Treatment Guidelines (STG), and basic 
standards for health facilities as set by the Ministry responsible for Health 
matters and Service Agreement.  

This is because, as the audit noted, for the period under review, 100% of 
the visited healthcare facilities did not adhere to STG due to inadequate 
enforcement of contractual agreements and related guidelines issued to the 
healthcare facilities. In addition, healthcare facilities did not adequately 
maintain proper patients’ records at all points of services; and Information 
and Communication Systems were not adequately used in claim processing 
by health facilities. 

The Audit further revealed weaknesses in pricing of NHIF packages as 
compared to prevailing market prices. Variations between market and 
actual prices charged by the Fund to healthcare facilities was mainly caused 
by the failure to review the existing prices for more than 6 years.  

4.2.2 Established Control Mechanisms at NHIF did not Ensure Claims 
Processed and Paid to Healthcare Facilities are Authentic and 
Accurate 

It is concluded that, established controls such as verification and 
authorization of NHIF beneficiaries before they access healthcare services, 
segregation of duties, quality check of the claims and controls through CMIS 
to every processed claim did not adequately prevent NHIF from making 
payment for unauthentic and inaccurate claims raised by healthcare 
facilities. 
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This was due to inadequate implementation of the established controls. This 
was manifested through (i) inadequate verification and authorization of 
claims; (ii) inadequate segregation of duties during claims processing in the 
Claims Management Information system which was caused by failure for the 
system to restrict the officers to verify their own processed claims; and (iii) 
inadequate quality check of items claimed by healthcare facilities. 

It is concluded that, with inadequate implementation of the established 
controls, NHIF will continue paying unauthentic and incorrect claims which 
may, in the long run jeopardize the liquidity of the Fund.  

4.2.3 NHIF did not Adequately Take Remedial Actions on Unauthentic 
Claims Submitted by Healthcare Facilities 

It is concluded that, NHIF did not take expected remedial actions against 
healthcare facilities when the later submitted unauthentic claims.  The 
Contract between NHIF and Service Provider gives NHIF the opportunity to 
reject the claims, terminate the contracts or seek legal remedy in case of 
acts of fraud. 

The Audit found various weaknesses regarding remedial actions taken by 
NHIF on submitted unauthentic claims by services providers which include: 
failure to do the reconciliation and adjustments of the doubtful claims 
within three months from the time when the Fund’s decision was effected; 
failure to recover unauthentic claims; and failure to take actions on the 19 
staff from NHIF and 129 staff from healthcare facilities reported to be 
involved in malpractices. 

This laxity resulted in recurring of similar anomalies which include 
overutilization of investigation test, non-adherence to NHIF pricing, double 
claiming, improper dosage and quantities, missing details of services and 
non-adherence to STG throughout the period under review. All these noted 
anomalies affected the quality of provided healthcare services through NHIF 
packages and threatens the long-term sustainability of the Fund. 

4.2.4 Performance Evaluation Regarding Processing and Payment of 
Claims was Inadequately Done 

Establishment of monitoring system in order to achieve the intended 
objectives is very crucial. Among others, the monitoring system is supposed 
to include; (i) periodic and continuous inspection of facilities; (ii) 
continuous verification of availability, accessibility and quality of services; 
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(iii) review of patients’ information in relation to facility records; (iv) 
periodic and continuous assessment of the performance of all healthcare 
facilities; (v) conducting client satisfaction surveys; and (vi) carrying out 
regular reviews and checking of functionality of controls put in place. 

However, performance evaluation regarding processing and payment of 
claims from healthcare facilities were inadequately conducted because of 
various weaknesses which were revealed by this audit. 

The Audit indicated that (i) The HMIS in use by healthcare facilities was 
unable to share the real time data with NHIF for further processing; (ii) 
onsite claim verification prior to reimbursement was inadequately 
conducted to assess the authenticity of submitted claims; (iii) M&E 
Framework to ensure improvement in processing of claims was not 
developed; and; (iv) key performance indicators as developed in the 
strategic plan were inadequately implemented. 

Due to the noted shortcomings, the accessibility to medical services for 
rightful beneficiaries and quality of services will continue to be affected.
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(iii) review of patients’ information in relation to facility records; (iv) 
periodic and continuous assessment of the performance of all healthcare 
facilities; (v) conducting client satisfaction surveys; and (vi) carrying out 
regular reviews and checking of functionality of controls put in place. 

However, performance evaluation regarding processing and payment of 
claims from healthcare facilities were inadequately conducted because of 
various weaknesses which were revealed by this audit. 

The Audit indicated that (i) The HMIS in use by healthcare facilities was 
unable to share the real time data with NHIF for further processing; (ii) 
onsite claim verification prior to reimbursement was inadequately 
conducted to assess the authenticity of submitted claims; (iii) M&E 
Framework to ensure improvement in processing of claims was not 
developed; and; (iv) key performance indicators as developed in the 
strategic plan were inadequately implemented. 

Due to the noted shortcomings, the accessibility to medical services for 
rightful beneficiaries and quality of services will continue to be affected.
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CHAPTER FIVE 
 

AUDIT RECOMMENDATIONS 

5.1 Introduction 
 

This chapter contains recommendations to the National Health Insurance 
Fund (NHIF) regarding the controls of payments made by the Fund to 
Accredited healthcare facilities.  

The audit acknowledges the Government efforts through NHIF towards 
improving the performance of the established controls of payments. 
However, more interventions are needed to improve the observed gaps. The 
National Audit Office expects that based on the principles of 3Es of 
Economy, Efficiency and Effectiveness, these recommendations need to be 
fully implemented to ensure improvements in the control of payments made 
by NHIF to Accredited healthcare facilities. 

The recommendations are specifically addressed to the NHIF. 

5.2 Audit Recommendations 
5.2.1 Adherence to Standard Treatment Guidelines and Contractual 

Agreement  

In order to ensure healthcare Facilities adhere to STG and contractual 
agreements in the provision of health insurance services to the entitled 
beneficiaries, NHIF is urged to: 

1. Collaborate with Ministry of Health and PO - RALG on strategies that 
will ensure facilities follow Standard Treatment Guidelines. 

5.2.2 Control Mechanisms on Claims Processed and Paid  

In order to improve the existing control mechanisms on claims processed 
and paid to ensure payments made were authentic and correct, NHIF is 
urged to: 

1. Carry out regular reviews of price schedules for all items to reflect 
current market situation;  

2. Set control mechanisms which will ensure claims/folios are 
submitted for processing on real time upon service delivery; 
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3. Set and implement strong and cost effective controls for 
beneficiaries verification and authorization at health facilities to 
ensure genuine NHIF beneficiaries are obtaining health services; and 

 
5.2.3 Remedial Actions on Unauthentic Claims in order to Reduce 

Financial Losses 

In order to reduce financial losses based on malpractices conducted by 
healthcare facilities and staff, NHIF is urged to: 

1. Collaborate with the Ministry responsible for health and other key 
stakeholders (such as professional boards, Police, PCCB and 
professional bodies) to take appropriate actions to staff and 
healthcare facilities involved in fraudulent activities during provision 
of health insurance services; and  
 

2. Strengthen recovery mechanism that will ensure the stated amount 
were recovered from the Healthcare Facilities with malpractices. 

5.2.4  Performance Evaluation of NHIF on Processing Payment Claims  

In order to enhance periodic performance evaluation of payment claims 
processing, NHIF is urged to: 

1. Ensure Harmonization of ICT systems and make sure that the systems 
are used by healthcare facilities throughout provision of healthcare 
services; and  
 

2. Collaborate with e-GA to certify ICT systems used by Health 
facilities. 
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(iii) review of patients’ information in relation to facility records; (iv) 
periodic and continuous assessment of the performance of all healthcare 
facilities; (v) conducting client satisfaction surveys; and (vi) carrying out 
regular reviews and checking of functionality of controls put in place. 

However, performance evaluation regarding processing and payment of 
claims from healthcare facilities were inadequately conducted because of 
various weaknesses which were revealed by this audit. 

The Audit indicated that (i) The HMIS in use by healthcare facilities was 
unable to share the real time data with NHIF for further processing; (ii) 
onsite claim verification prior to reimbursement was inadequately 
conducted to assess the authenticity of submitted claims; (iii) M&E 
Framework to ensure improvement in processing of claims was not 
developed; and; (iv) key performance indicators as developed in the 
strategic plan were inadequately implemented. 

Due to the noted shortcomings, the accessibility to medical services for 
rightful beneficiaries and quality of services will continue to be affected.
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Appendix 1: Responses from National Health Insurance Fund 

This part provides details of the responses from the National Health 
Insurance Fund regarding provided audit recommendations. 
 
General Responses 
The Fund is acknowledging the Performance Audit on Benefit Payment which has 
just concluded. The Fund believe that all those issues which have been observed 
by auditors will be used for further improvement and increase Funds’ efficiency 
in provision of health insurance services to her stakeholders. 

 
Specific Responses 
N/o Recommendation NHIF Comments Action Timelines 
1 Collaborate with Ministry of 

Health and PO-RALG on 
strategies that will ensure 
facilities follow Standard 
Treatment Guidelines. 

 

 

The Fund will 
continue to 
advise the 
Ministry of 
Health and PO-
RALG on the 
need to monitor 
implementation 
of the approved 
Standard 
treatment 
Guidelines. 

Further to that, 
the Fund will 
continue to align 
its benefit 
package with 
approved 
treatment 
protocols and 
reimburse claims 
from certified 
healthcare 
providers in line 
with the set 
standards.   

Advise the 
Ministry of 
Health and 
PO-RALG to 
enforce the 
use of 
Standard 
Treatment 
Guidelines 
for all 
healthcare 
facilities in 
the country. 

By 
June,2023 

2 Set and implement strong The Fund has  To enforce By 
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and cost effective controls 
to all facilities with the 
required ICT 
infrastructures” starting 
with Clinics, Regional 
hospitals, Zonal and 
National Hospitals to ensure 
that only genuine NHIF 
beneficiaries are accessing 
health services. 
 
 

already started 
to   implement 
the use of 
biometric 
(fingerprint) 
verification for 
all beneficiaries 
accessing Dialysis 
Services as 
strategy to 
enhance 
identification 
system for 
rightful 
beneficiaries.  
In addition, with 
effect from 1st 
April 2023, all 
students in 
middle and 
higher learning 
institutions will 
be verified by 
use of biometric 
system 
(fingerprints) 
before access to 
medical services. 
 
Further to that, 
the Fund has 
started piloting 
the use of facial 
verification for 
beneficiaries 
before access to 
medical services 
and the exercise 
has started in 
Arusha Region.  

the use of 
National 
Identificati
on Number 
(NIN) as 
mandatory 
requiremen
t during 
membershi
p 
enrollment 
process for 
all principal 
members. 

 

 To enforce 
all certified 
facilities 
starting 
with 
Clinics, 
Regional, 
Zonal and 
National 
Hospitals to 
use 
biometric 
system 
before 
allowing 
beneficiarie
s to access 
medical 
services. 

June,2024 

3 Carry out regular reviews of 
price schedules for all items 
to reflect current market 

The Fund will 
continue to carry 
out the review of 

 Undertake 
market 
survey 

By 
July,2023 
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situations. benefit package 
on yearly basis 
or after every 
three years as 
per benefit 
package 
guidelines in 
order to reflect 
the prevailing 
market prices in 
country. 

periodically 
in order to 
align NHIF 
price list 
with 
prevailing 
market 
prices 

 

 Conduct 
actuarial 
assessment 
for benefit 
package 
review.  

4 Set control mechanisms 
which will ensure 
claims/folios are submitted 
for processing on real time 
basis upon service delivery. 

The Fund will 
continue to 
reduce the 
allowable set 24 
hours for 
submission of 
claims from 
certified 
healthcare 
providers to real 
time as a 
strategy to 
enforce 
compliance for 
online claims 
submission 
system.  

 Enforce 
certified  
healthcare 
facilities to 
submit 
claims on 
real time.  

 

 Enforce  
membershi
p 
enrollment 
process to 
require 
capturing 
of  mobile 
numbers as 
mandatory. 

 
 Provide 

awareness 
to certified 
healthcare 

By 
June,2024 
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providers 
on the 
importance 
of real time 
submission 
of claims.  

5 Strengthen the collaboration 
with the Ministry responsible 
for health and other key 
stakeholders (such as 
professional boards, Police, 
PCCB and Regulatory 
Authorities) to take 
appropriate actions to staff 
and healthcare facilities 
involved in fraudulent 
activities during provision of 
health insurance services. 

 Since its 
establishment in 
2001, the Fund 
has been 
collaborating 
with government 
machinery on 
preventing and 
combatting 
fraudulent acts 
committed by 
different actors. 
 

  

6 Ensure Harmonization of ICT 
systems and make sure that 
the systems are used by 
healthcare facilities 
throughout all stages of 
provision of healthcare 
services.  

Health facilities’ 
process workflow 
differ with that 
of the Fund 
(NHIF). As such, 
harmonization of 
NHIF system and 
certified 
healthcare 
providers is not 
practical.  
 
However, the 
Fund will 
continue to 
enhance its ICT 
systems by 
ensuring it 
captures and 
access necessary 
information 
available at the 
facility during 

Identify 
system 
requirements 
for continual 
enhancement 
of Claims 
Management 
Information 
System 
(CMIS) 

By 
June,2024 
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claims 
processing. 

7 Collaborate with e-GA to 
certify ICT systems used by 
Health facilities. 

The Fund will 
collaborate with 
e-GA on the 
issue of system 
Certification. 
  

Consult e-GA 
in order to 
seek 
guidance on 
the issue of 
certification 
of ICT 
systems used 
by 
healthcare 
providers in 
the Country. 

By 
June,2023 
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Appendix 2: Audit Questions and Sub-questions 

This part provides details for the questions which were used during the 
Audit  

S/No. Main Audit question 
Audit Question 1 To what extent does NHIF ensure claims processed are 

authentic, correct and complete? 
Sub-question 1.1 Are the claims processed by NHIF authentic and correct? 
Sub-question 1.2 Are the payments made to healthcare facilities authentic, 

correct and complete? 
Sub-question 1.3 Does NHIF ensure authenticity of claims before payments 

are prepared? 
Sub-question 1.4 Are control mechanisms ensuring correctness and 

completeness of the claims? 
Audit Question 2 Does the NHIF ensure healthcare facilities adhere to 

standard treatment guidelines and contractual 
agreements during the provision of services to entitled 
beneficiaries? 

Sub-question 2.1 Does NHIF ensure health services provided by Health 
Facilities adhered to the established standards on clinical 
conditions, diagnostic criteria, non- pharmacological, 
medicines of choice for the medical condition and 
important prescribing information?  

Sub-question 2.2 Does NHIF ensure Health Facilities provide health services 
as per agreed price schedule? 

Sub-question 2.3 Does NHIF ensure Health Facilities manage and maintain 
true and proper patients’ records in all points of service in 
accordance with the guidelines provided by the Ministry 
responsible for health? 

Sub-question 2.4 Does NHIF ensure Health Facilities make effective use of the 
Fund’s installed information and communication system in 
claims processing? 

Audit Question 3 Do control mechanisms at NHIF ensure claims processed 
and paid to healthcare facilities are authentic and 
accurate? 

Sub-question 3.1 Are mechanisms for verification and authorization of valid 
members ensure genuine payments are made based on 
health services provided to beneficiaries? 

Sub-question 3.2 Does claim processing at NHIF consider segregation of 
duties? 

Sub-question 3.3 Does the aging level of claims adhere to the Funds strategic 
targets? 
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providers 
on the 
importance 
of real time 
submission 
of claims.  

5 Strengthen the collaboration 
with the Ministry responsible 
for health and other key 
stakeholders (such as 
professional boards, Police, 
PCCB and Regulatory 
Authorities) to take 
appropriate actions to staff 
and healthcare facilities 
involved in fraudulent 
activities during provision of 
health insurance services. 

 Since its 
establishment in 
2001, the Fund 
has been 
collaborating 
with government 
machinery on 
preventing and 
combatting 
fraudulent acts 
committed by 
different actors. 
 

  

6 Ensure Harmonization of ICT 
systems and make sure that 
the systems are used by 
healthcare facilities 
throughout all stages of 
provision of healthcare 
services.  

Health facilities’ 
process workflow 
differ with that 
of the Fund 
(NHIF). As such, 
harmonization of 
NHIF system and 
certified 
healthcare 
providers is not 
practical.  
 
However, the 
Fund will 
continue to 
enhance its ICT 
systems by 
ensuring it 
captures and 
access necessary 
information 
available at the 
facility during 

Identify 
system 
requirements 
for continual 
enhancement 
of Claims 
Management 
Information 
System 
(CMIS) 

By 
June,2024 

 

 

90 

 

Controller and Auditor General 

claims 
processing. 

7 Collaborate with e-GA to 
certify ICT systems used by 
Health facilities. 

The Fund will 
collaborate with 
e-GA on the 
issue of system 
Certification. 
  

Consult e-GA 
in order to 
seek 
guidance on 
the issue of 
certification 
of ICT 
systems used 
by 
healthcare 
providers in 
the Country. 

By 
June,2023 
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Appendix 2: Audit Questions and Sub-questions 

This part provides details for the questions which were used during the 
Audit  

S/No. Main Audit question 
Audit Question 1 To what extent does NHIF ensure claims processed are 

authentic, correct and complete? 
Sub-question 1.1 Are the claims processed by NHIF authentic and correct? 
Sub-question 1.2 Are the payments made to healthcare facilities authentic, 

correct and complete? 
Sub-question 1.3 Does NHIF ensure authenticity of claims before payments 

are prepared? 
Sub-question 1.4 Are control mechanisms ensuring correctness and 

completeness of the claims? 
Audit Question 2 Does the NHIF ensure healthcare facilities adhere to 

standard treatment guidelines and contractual 
agreements during the provision of services to entitled 
beneficiaries? 

Sub-question 2.1 Does NHIF ensure health services provided by Health 
Facilities adhered to the established standards on clinical 
conditions, diagnostic criteria, non- pharmacological, 
medicines of choice for the medical condition and 
important prescribing information?  

Sub-question 2.2 Does NHIF ensure Health Facilities provide health services 
as per agreed price schedule? 

Sub-question 2.3 Does NHIF ensure Health Facilities manage and maintain 
true and proper patients’ records in all points of service in 
accordance with the guidelines provided by the Ministry 
responsible for health? 

Sub-question 2.4 Does NHIF ensure Health Facilities make effective use of the 
Fund’s installed information and communication system in 
claims processing? 

Audit Question 3 Do control mechanisms at NHIF ensure claims processed 
and paid to healthcare facilities are authentic and 
accurate? 

Sub-question 3.1 Are mechanisms for verification and authorization of valid 
members ensure genuine payments are made based on 
health services provided to beneficiaries? 

Sub-question 3.2 Does claim processing at NHIF consider segregation of 
duties? 

Sub-question 3.3 Does the aging level of claims adhere to the Funds strategic 
targets? 
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Appendix 2: Audit Questions and Sub-questions 

This part provides details for the questions which were used during the 
Audit  

S/No. Main Audit question 
Audit Question 1 To what extent does NHIF ensure claims processed are 
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Sub-question 1.1 Are the claims processed by NHIF authentic and correct? 
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Sub-question 1.4 Are control mechanisms ensuring correctness and 
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Audit Question 2 Does the NHIF ensure healthcare facilities adhere to 

standard treatment guidelines and contractual 
agreements during the provision of services to entitled 
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Sub-question 2.1 Does NHIF ensure health services provided by Health 
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conditions, diagnostic criteria, non- pharmacological, 
medicines of choice for the medical condition and 
important prescribing information?  

Sub-question 2.2 Does NHIF ensure Health Facilities provide health services 
as per agreed price schedule? 

Sub-question 2.3 Does NHIF ensure Health Facilities manage and maintain 
true and proper patients’ records in all points of service in 
accordance with the guidelines provided by the Ministry 
responsible for health? 

Sub-question 2.4 Does NHIF ensure Health Facilities make effective use of the 
Fund’s installed information and communication system in 
claims processing? 

Audit Question 3 Do control mechanisms at NHIF ensure claims processed 
and paid to healthcare facilities are authentic and 
accurate? 

Sub-question 3.1 Are mechanisms for verification and authorization of valid 
members ensure genuine payments are made based on 
health services provided to beneficiaries? 

Sub-question 3.2 Does claim processing at NHIF consider segregation of 
duties? 

Sub-question 3.3 Does the aging level of claims adhere to the Funds strategic 
targets? 
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Sub-question 3.4 Do the items claimed and paid quality checked to ensure 
are in line with the service provided? 

Sub-question 3.5 Do claim information management systems ensure claims 
processed are authentic and correct? 

Audit Question 4 Does NHIF take remedial actions on unauthentic claims to 
reduce financial losses? 

Sub-question 4.1 Does NHIF make timely reconciliation and adjustments of 
doubtful claims? 

Sub-question 4.2 Do verification and fraud investigation mitigate submission 
of unauthentic claim? 

Sub-question 4.3 Are recovery mechanisms for post payment verification and 
fraud investigation effective? 

Audit Question 5 Does the NHIF conduct the Performance evaluation 
regarding processing and payment of claims from 
healthcare facilities? 

Sub-question 5.1 Are systems in place ensure capturing data at real time 
during provision of health services? 

Sub-question 5.2 Does NHIF conduct periodical monitoring and evaluation on 
the performance of processing and payment of claims? 

Sub-question 5.3 Does the established M&E framework ensure improvement 
in processing of claims? 

Sub-question 5.4 Does NHIF develop and monitor key performance indicators 
on claims processing activities? 

Source: Auditor’s analysis (2022) 
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Appendix 3A: Claims Ranking 

This part provides details of Claims from NHIF Regional Offices which were 
ranked based on the amount claimed and paid.  

Claims Intervals Region Claims Paid Percentage of 
Claims Paid 

High 
 
(TZS 100 to 149 
billion) 

Ilala 121,617,686,716.49 54 

Kinondoni 102,415,486,755.00 46 
  224,033,173,471.49 100 

Medium  
(TZS 50 to 99 
billion) 

Mwanza 50,960,037,625.00 100 

  50,960,037,625.00  100 
 
 
Low   
 (TZS 0 – 49 
billion) 

Kilimanjar
o 30,169,329,295.00 13 
Arusha 24,398,413,040.00 11 
Manyara 3,975,075,515.00 2 
Tanga 11,137,862,618.00 5 
Singida 5,235,047,310.00 2 
Dodoma 27,137,625,728.00 12 
Tabora 7,402,677,465.00 3 
Katavi 873,063,670.00 0 
Kigoma 5,505,887,685.00 2 
Iringa 6,288,446,930.00 3 
Ruvuma 6,897,504,560.00 3 
Njombe 5,371,629,760.00 2 
Mbeya 26,540,033,780.00 12 
Songwe 1,652,507,215.00 1 
Mtwara 4,646,246,440.00 2 
Lindi 1,991,610,780.00 1 
Kagera 7,532,072,070.00 3 
Mara 6,206,164,040.00 3 
Geita 5,300,806,955.00 2 
Shinyanga 2,987,916,991.00 1 
Rukwa 2,411,968,850.00 1 

Simiyu 1,180,402,565.00 1 
Temeke 20,172,707,891.00 8 

Morogoro 9,868,344,310.00 4 
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Appendix 2: Audit Questions and Sub-questions 

This part provides details for the questions which were used during the 
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Sub-question 2.1 Does NHIF ensure health services provided by Health 
Facilities adhered to the established standards on clinical 
conditions, diagnostic criteria, non- pharmacological, 
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important prescribing information?  

Sub-question 2.2 Does NHIF ensure Health Facilities provide health services 
as per agreed price schedule? 

Sub-question 2.3 Does NHIF ensure Health Facilities manage and maintain 
true and proper patients’ records in all points of service in 
accordance with the guidelines provided by the Ministry 
responsible for health? 

Sub-question 2.4 Does NHIF ensure Health Facilities make effective use of the 
Fund’s installed information and communication system in 
claims processing? 

Audit Question 3 Do control mechanisms at NHIF ensure claims processed 
and paid to healthcare facilities are authentic and 
accurate? 

Sub-question 3.1 Are mechanisms for verification and authorization of valid 
members ensure genuine payments are made based on 
health services provided to beneficiaries? 

Sub-question 3.2 Does claim processing at NHIF consider segregation of 
duties? 

Sub-question 3.3 Does the aging level of claims adhere to the Funds strategic 
targets? 
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Sub-question 3.4 Do the items claimed and paid quality checked to ensure 
are in line with the service provided? 

Sub-question 3.5 Do claim information management systems ensure claims 
processed are authentic and correct? 

Audit Question 4 Does NHIF take remedial actions on unauthentic claims to 
reduce financial losses? 

Sub-question 4.1 Does NHIF make timely reconciliation and adjustments of 
doubtful claims? 

Sub-question 4.2 Do verification and fraud investigation mitigate submission 
of unauthentic claim? 

Sub-question 4.3 Are recovery mechanisms for post payment verification and 
fraud investigation effective? 

Audit Question 5 Does the NHIF conduct the Performance evaluation 
regarding processing and payment of claims from 
healthcare facilities? 

Sub-question 5.1 Are systems in place ensure capturing data at real time 
during provision of health services? 

Sub-question 5.2 Does NHIF conduct periodical monitoring and evaluation on 
the performance of processing and payment of claims? 

Sub-question 5.3 Does the established M&E framework ensure improvement 
in processing of claims? 

Sub-question 5.4 Does NHIF develop and monitor key performance indicators 
on claims processing activities? 

Source: Auditor’s analysis (2022) 
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Appendix 3A: Claims Ranking 

This part provides details of Claims from NHIF Regional Offices which were 
ranked based on the amount claimed and paid.  

Claims Intervals Region Claims Paid Percentage of 
Claims Paid 

High 
 
(TZS 100 to 149 
billion) 

Ilala 121,617,686,716.49 54 

Kinondoni 102,415,486,755.00 46 
  224,033,173,471.49 100 

Medium  
(TZS 50 to 99 
billion) 

Mwanza 50,960,037,625.00 100 

  50,960,037,625.00  100 
 
 
Low   
 (TZS 0 – 49 
billion) 

Kilimanjar
o 30,169,329,295.00 13 
Arusha 24,398,413,040.00 11 
Manyara 3,975,075,515.00 2 
Tanga 11,137,862,618.00 5 
Singida 5,235,047,310.00 2 
Dodoma 27,137,625,728.00 12 
Tabora 7,402,677,465.00 3 
Katavi 873,063,670.00 0 
Kigoma 5,505,887,685.00 2 
Iringa 6,288,446,930.00 3 
Ruvuma 6,897,504,560.00 3 
Njombe 5,371,629,760.00 2 
Mbeya 26,540,033,780.00 12 
Songwe 1,652,507,215.00 1 
Mtwara 4,646,246,440.00 2 
Lindi 1,991,610,780.00 1 
Kagera 7,532,072,070.00 3 
Mara 6,206,164,040.00 3 
Geita 5,300,806,955.00 2 
Shinyanga 2,987,916,991.00 1 
Rukwa 2,411,968,850.00 1 

Simiyu 1,180,402,565.00 1 
Temeke 20,172,707,891.00 8 

Morogoro 9,868,344,310.00 4 
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Appendix 3A: Claims Ranking 

This part provides details of Claims from NHIF Regional Offices which were 
ranked based on the amount claimed and paid.  

Claims Intervals Region Claims Paid Percentage of 
Claims Paid 
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(TZS 100 to 149 
billion) 

Ilala 121,617,686,716.49 54 

Kinondoni 102,415,486,755.00 46 
  224,033,173,471.49 100 

Medium  
(TZS 50 to 99 
billion) 

Mwanza 50,960,037,625.00 100 

  50,960,037,625.00  100 
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 (TZS 0 – 49 
billion) 

Kilimanjar
o 30,169,329,295.00 13 
Arusha 24,398,413,040.00 11 
Manyara 3,975,075,515.00 2 
Tanga 11,137,862,618.00 5 
Singida 5,235,047,310.00 2 
Dodoma 27,137,625,728.00 12 
Tabora 7,402,677,465.00 3 
Katavi 873,063,670.00 0 
Kigoma 5,505,887,685.00 2 
Iringa 6,288,446,930.00 3 
Ruvuma 6,897,504,560.00 3 
Njombe 5,371,629,760.00 2 
Mbeya 26,540,033,780.00 12 
Songwe 1,652,507,215.00 1 
Mtwara 4,646,246,440.00 2 
Lindi 1,991,610,780.00 1 
Kagera 7,532,072,070.00 3 
Mara 6,206,164,040.00 3 
Geita 5,300,806,955.00 2 
Shinyanga 2,987,916,991.00 1 
Rukwa 2,411,968,850.00 1 

Simiyu 1,180,402,565.00 1 
Temeke 20,172,707,891.00 8 

Morogoro 9,868,344,310.00 4 
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Claims Intervals Region Claims Paid Percentage of 
Claims Paid 

Pwani 4,380,953,050.00 2 
  226,852,329,663.00 100 

High Zanzibar 
(Unguja) 10,560,256,662.00 98 
Kusini 
Pemba 85,776,080.00 1 
Kaskazini 
Pemba 70,024,725.00 1 

 
10,716,057,467.00 100 
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Appendix 3B: Availability of all categories of healthcare facilities 

This part provides status of visited healthcare facilities from each level.  
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Arusha X √ √ √ √ √ √ √ 

Kilimanjaro √ √ √ √ √ √ √ √ 

Manyara X X √ √ √ √ √ √ 

Tanga X X √ √ √ √ √ √ 

Morogoro X X √ √ √ √ √ √ 

Pwani X X √ √ √ √ √ √ 

Kinondoni √ √ √ √ √ √ √ √ 

Ilala √ √ √ √ √ √ √ √ 

Temeke X √ √ √ √ √ √ √ 

Singida X X √ √ √ √ √ √ 

Dodoma √ √ √ √ √ √ √ √ 

Tabora X X √ √ √ √ √ √ 

Katavi X X √ √ √ √ √ √ 

Kigoma X X √ √ √ √ √ √ 

Shinyanga X X √ √ √ √ √ √ 

Kagera X X √ √ √ √ √ √ 

Mwanza X √ √ √ √ √ √ √ 

Mara X X √ √ √ √ √ √ 

Simiyu X X √ √ √ √ √ √ 

Geita X √ √ √ √ √ √ √ 

Iringa X X √ √ √ √ √ √ 

Ruvuma X X √ √ √ √ √ √ 

Njombe X X √ √ √ √ √ √ 

Mbeya X √ √ √ √ √ √ √ 

Songwe X X √ √ √ √ √ √ 

Mtwara X √ √ √ √ √ √ √ 

Lindi X X √ √ √ √ √ √ 

Kusini Pemba X X √ √ √ √ √ √ 
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Appendix 3A: Claims Ranking 

This part provides details of Claims from NHIF Regional Offices which were 
ranked based on the amount claimed and paid.  

Claims Intervals Region Claims Paid Percentage of 
Claims Paid 

High 
 
(TZS 100 to 149 
billion) 

Ilala 121,617,686,716.49 54 

Kinondoni 102,415,486,755.00 46 
  224,033,173,471.49 100 

Medium  
(TZS 50 to 99 
billion) 

Mwanza 50,960,037,625.00 100 

  50,960,037,625.00  100 
 
 
Low   
 (TZS 0 – 49 
billion) 

Kilimanjar
o 30,169,329,295.00 13 
Arusha 24,398,413,040.00 11 
Manyara 3,975,075,515.00 2 
Tanga 11,137,862,618.00 5 
Singida 5,235,047,310.00 2 
Dodoma 27,137,625,728.00 12 
Tabora 7,402,677,465.00 3 
Katavi 873,063,670.00 0 
Kigoma 5,505,887,685.00 2 
Iringa 6,288,446,930.00 3 
Ruvuma 6,897,504,560.00 3 
Njombe 5,371,629,760.00 2 
Mbeya 26,540,033,780.00 12 
Songwe 1,652,507,215.00 1 
Mtwara 4,646,246,440.00 2 
Lindi 1,991,610,780.00 1 
Kagera 7,532,072,070.00 3 
Mara 6,206,164,040.00 3 
Geita 5,300,806,955.00 2 
Shinyanga 2,987,916,991.00 1 
Rukwa 2,411,968,850.00 1 

Simiyu 1,180,402,565.00 1 
Temeke 20,172,707,891.00 8 

Morogoro 9,868,344,310.00 4 

 

 

94 

 

Controller and Auditor General 

Claims Intervals Region Claims Paid Percentage of 
Claims Paid 

Pwani 4,380,953,050.00 2 
  226,852,329,663.00 100 

High Zanzibar 
(Unguja) 10,560,256,662.00 98 
Kusini 
Pemba 85,776,080.00 1 
Kaskazini 
Pemba 70,024,725.00 1 

 
10,716,057,467.00 100 
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Appendix 3B: Availability of all categories of healthcare facilities 

This part provides status of visited healthcare facilities from each level.  
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Arusha X √ √ √ √ √ √ √ 

Kilimanjaro √ √ √ √ √ √ √ √ 

Manyara X X √ √ √ √ √ √ 

Tanga X X √ √ √ √ √ √ 

Morogoro X X √ √ √ √ √ √ 

Pwani X X √ √ √ √ √ √ 

Kinondoni √ √ √ √ √ √ √ √ 

Ilala √ √ √ √ √ √ √ √ 

Temeke X √ √ √ √ √ √ √ 

Singida X X √ √ √ √ √ √ 

Dodoma √ √ √ √ √ √ √ √ 

Tabora X X √ √ √ √ √ √ 

Katavi X X √ √ √ √ √ √ 

Kigoma X X √ √ √ √ √ √ 

Shinyanga X X √ √ √ √ √ √ 

Kagera X X √ √ √ √ √ √ 

Mwanza X √ √ √ √ √ √ √ 

Mara X X √ √ √ √ √ √ 

Simiyu X X √ √ √ √ √ √ 

Geita X √ √ √ √ √ √ √ 

Iringa X X √ √ √ √ √ √ 

Ruvuma X X √ √ √ √ √ √ 

Njombe X X √ √ √ √ √ √ 

Mbeya X √ √ √ √ √ √ √ 

Songwe X X √ √ √ √ √ √ 

Mtwara X √ √ √ √ √ √ √ 

Lindi X X √ √ √ √ √ √ 

Kusini Pemba X X √ √ √ √ √ √ 
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Appendix 3B: Availability of all categories of healthcare facilities 

This part provides status of visited healthcare facilities from each level.  
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Arusha X √ √ √ √ √ √ √ 

Kilimanjaro √ √ √ √ √ √ √ √ 

Manyara X X √ √ √ √ √ √ 

Tanga X X √ √ √ √ √ √ 

Morogoro X X √ √ √ √ √ √ 

Pwani X X √ √ √ √ √ √ 

Kinondoni √ √ √ √ √ √ √ √ 

Ilala √ √ √ √ √ √ √ √ 

Temeke X √ √ √ √ √ √ √ 

Singida X X √ √ √ √ √ √ 

Dodoma √ √ √ √ √ √ √ √ 

Tabora X X √ √ √ √ √ √ 

Katavi X X √ √ √ √ √ √ 

Kigoma X X √ √ √ √ √ √ 

Shinyanga X X √ √ √ √ √ √ 

Kagera X X √ √ √ √ √ √ 

Mwanza X √ √ √ √ √ √ √ 

Mara X X √ √ √ √ √ √ 

Simiyu X X √ √ √ √ √ √ 

Geita X √ √ √ √ √ √ √ 

Iringa X X √ √ √ √ √ √ 

Ruvuma X X √ √ √ √ √ √ 

Njombe X X √ √ √ √ √ √ 

Mbeya X √ √ √ √ √ √ √ 

Songwe X X √ √ √ √ √ √ 

Mtwara X √ √ √ √ √ √ √ 

Lindi X X √ √ √ √ √ √ 

Kusini Pemba X X √ √ √ √ √ √ 
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Zanzibar (Unguja) √ √ √ √ √ √ √ √ 

Kaskazini Pemba X X √ √ √ √ √ √ 

Rukwa X x √ √ √ √ √ √ 
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Appendix 3C: Ownership of Healthcare Facilities in Regions 

This part provides status of visited healthcare facilities based on their 
category of ownership  

Region 
Government Private Faith Based 

Arusha √ √ √ 

Kilimanjaro √ √ √ 

Manyara √ √ √ 

Tanga √ √ √ 

Morogoro √ √ √ 

Pwani √ √ √ 

Kinondoni √ √ √ 

Ilala √ √ √ 

Temeke √ √ √ 

Singida √ √ √ 

Dodoma √ √ √ 

Tabora √ √ √ 

Katavi √ √ √ 

Kigoma √ √ √ 

Shinyanga √ √ √ 

Kagera √ √ √ 

Mwanza √ √ √ 

Mara √ √ √ 

Simiyu √ √ √ 

Geita √ √ √ 
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Appendix 3B: Availability of all categories of healthcare facilities 

This part provides status of visited healthcare facilities from each level.  
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Rukwa X x √ √ √ √ √ √ 
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Appendix 3C: Ownership of Healthcare Facilities in Regions 

This part provides status of visited healthcare facilities based on their 
category of ownership  
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Region 
Government Private Faith Based 

Kaskazini Pemba √ √ √ 

Rukwa √ √ √ 
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Appendix 4: Documents reviewed during the audit 

This part provides details of the documents that were reviewed and the 
reasons for reviewing them. 

Organisation Name of 
Document 

Reason 

NHIF Claim Files  To identify authenticity of the items claimed. 
 To establish whether non-members obtained 

services from healthcare facilities 
Settlement 
Reports 

 To establish reasons for adjustment and 
rejection of claims 

 To establish and assess corrective measures 
taken by NHIF due to malpractices committed 
by healthcare Facilities 

Claim History  To establish whether segregation of duties was 
observed during processing of claims 

 To establish aging level of claim processing 
Pre-
verification 
Reports 

 To establish extent of malpractices committed 
by healthcare facilities 

 To establish reasons for rejections and 
adjustments 

 To establish and assess corrective measure 
taken by NHIF to address anomaly noted the 
verification exercise. 

Post-
Verification 
Reports 

 To establish extent of fraudulent practices 
 To establish whether healthcare observe STG 

and contractual agreement 
 To establish impact of verification exercises 

Fraud 
Investigation 
Reports 

 To establish extent of fraudulent practices 
 To assess reasons for fraudulent practices by 

healthcare facilities 
 To assess corrective measure taken by NHIF 

Budget 
Implementat
ion Reports 

 To establish performance of the set targets 
 To establish effectiveness of the budgetary 

controls 
Cash books  To establish claim trend to the respective 

facilities 
Payment 
Vouchers 

 To establish effective payment controls 

Beneficiaries 
database 

 To assess beneficiaries’ status 
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Region 
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Appendix 4: Documents reviewed during the audit 
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Organisation Name of 
Document 

Reason 

Facilities 
Database 

 To establish contractual status of healthcare 
facilities 

Healthcare 
Facilities 

Form 2 (a) 
(b) (c) 

 To establish whether items recorded in the 
forms are the ones recorded in the MTUHA and 
provided to the entitled beneficiaries. 

MTUHA (1-
18)/Registers 

 To establish whether all investigation claimed 
were provided to the entitled beneficiaries 

Case Note  To investigate authenticity of the prescription 
provided by the clinician/medical officer 

System 
Reports 

 To establish timing of data sharing to NHIF and 
other key stakeholders 

 To establish effectiveness of the system 
controls 

Source: Literature Review and Auditor’s analysis (2022) 
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Appendix 5: List of Officials Interviewed during the Audit 

This part provides details of the Officials who were interviewed and the 
reasons for interviewing them. 

Organisation Interviewee Reason(s) 
NHIF Claim Manager  To assess whether data captured in the 

systems are similar to the ones summited 
in physical claims. 

 To assess how they check and adjust on-
medical issues. 

 To assess how they conduct monthly 
reconciliation of payment records between 
claims and accounts. 

Quality 
Assurance 
Manger 

 To assess how they ensure management 
given to the NHIF members by Facilities 
followed the standards set by the Ministry 
of Health. 

 To assess how they note and document 
any indicative feature of fraud and other 
malpractices. 

 To assess how they make adjustments and 
rejections through CMIS. 

Regional 
Managers  

 To assess how they preview main features 
of respective claim files and prepare and 
recommend or approve claim files. 

 To assess how they preview information 
provided in the particular claim file in the 
previous stages. 

 To assess how they reverse claim files to 
previous stages for rectification of any 
noted anomaly. 

Membership 
Manager 

 To assess how membership status are 
managed. 

 To assess how they record, maintain and 
share member information to the key 
stakeholders. 

Anti-fraud 
Manager 

 To assess remedial actions taken due to 
proven fraud cases 

 To establish impact of fraud investigation 
on mitigation of fraudulent practices 

Manager 
actuarial 

 To assess impact of actuarial valuation of 
the Fund 
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Organisation Name of 
Document 

Reason 
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 To establish whether items recorded in the 
forms are the ones recorded in the MTUHA and 
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 To establish effectiveness of the system 
controls 

Source: Literature Review and Auditor’s analysis (2022) 
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Organisation Interviewee Reason(s) 
services and of 
statistics 
Accountant  To assess how they make payment, deduct 

and refund healthcare facilities. 
 To understand how they make 

reconciliations with claim submitted and 
paid. 

ICT officer  To establish how they upgrade ICT system 
to address challenges associated with 
claim processing. 

 To assess the functionality and challenges 
of the set controls in ICT systems. 

Healthcare 
Provider 

Medical Officer  To assess how they adhere ethics and 
guidelines issued by medical councils. 

 To understand how they adhere STG and 
contractual agreement. 

Pharmacist  To assess how they keep records based on 
MTUHA and dispense medicine to 
beneficiaries. 

Laboratory 
Technician 

 To assess how they maintain MTUHA and 
carryout investigations. 

 To ascertain whether STG and contractual 
agreements are adhered to. 

Source: Literature Review and Auditor’s analysis (2022) 
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Appendix 5: List of Officials Interviewed during the Audit 

This part provides details of the Officials who were interviewed and the 
reasons for interviewing them. 

Organisation Interviewee Reason(s) 
NHIF Claim Manager  To assess whether data captured in the 

systems are similar to the ones summited 
in physical claims. 

 To assess how they check and adjust on-
medical issues. 

 To assess how they conduct monthly 
reconciliation of payment records between 
claims and accounts. 

Quality 
Assurance 
Manger 

 To assess how they ensure management 
given to the NHIF members by Facilities 
followed the standards set by the Ministry 
of Health. 

 To assess how they note and document 
any indicative feature of fraud and other 
malpractices. 

 To assess how they make adjustments and 
rejections through CMIS. 

Regional 
Managers  

 To assess how they preview main features 
of respective claim files and prepare and 
recommend or approve claim files. 

 To assess how they preview information 
provided in the particular claim file in the 
previous stages. 

 To assess how they reverse claim files to 
previous stages for rectification of any 
noted anomaly. 

Membership 
Manager 

 To assess how membership status are 
managed. 

 To assess how they record, maintain and 
share member information to the key 
stakeholders. 

Anti-fraud 
Manager 

 To assess remedial actions taken due to 
proven fraud cases 

 To establish impact of fraud investigation 
on mitigation of fraudulent practices 

Manager 
actuarial 

 To assess impact of actuarial valuation of 
the Fund 

 

 

102 

 

Controller and Auditor General 

Organisation Interviewee Reason(s) 
services and of 
statistics 
Accountant  To assess how they make payment, deduct 

and refund healthcare facilities. 
 To understand how they make 

reconciliations with claim submitted and 
paid. 

ICT officer  To establish how they upgrade ICT system 
to address challenges associated with 
claim processing. 

 To assess the functionality and challenges 
of the set controls in ICT systems. 

Healthcare 
Provider 

Medical Officer  To assess how they adhere ethics and 
guidelines issued by medical councils. 

 To understand how they adhere STG and 
contractual agreement. 

Pharmacist  To assess how they keep records based on 
MTUHA and dispense medicine to 
beneficiaries. 

Laboratory 
Technician 

 To assess how they maintain MTUHA and 
carryout investigations. 

 To ascertain whether STG and contractual 
agreements are adhered to. 

Source: Literature Review and Auditor’s analysis (2022) 
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