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ABSTRACT 

Research Title: Mobile money usage towards rural households‘ ability to access medical 

services. A case of Mazowe rural households, Mashonaland central, Zimbabwe. 

Name of Researcher:  Gorejena Adrian 

Name of Supervisor:  Dr. Timely Chitate  

Date Completed:   November 2019 

Statement of Problem 

Zimbabwe has been facing cash shortages at a time when a lot of people especially in the rural 

areas are unbanked. Shortage of cash has become a hindrance to most rural households to access 

some of the basic needs such as health services and education (Diza, Munyanyi, & Gumbo, 

2017). According to United Nations (2014), the economic downturn in Zimbabwe caused 

profound disintegration in the national health system, with the state failing to maintain the 

extensive medical structure, and health costs shifted to the users of services, leaving a large 

proportion of the general population with less or no access to health services. The introduction of 

mobile money by financial institutions has come in as another channel to support convenience in 

accessing various critical services / basic needs (GSMA , 2015). Other studies have seen an 

increase in mobile money user empowerment and bringing positive effects on households‘ 

welfare, to name a few.  

However, there is limited empirical evidence from previous researches on the extent of mobile 

money usage and the rural households‘ ability to access critical services. Therefore, this study is 
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designed to determine the extent mobile money usage has helped rural household‘s ability to 

access medical services in Mazowe Rural District, Zimbabwe.   

Research Methodology 

This research sought to study the extent of mobile money usage towards rural households‘ ability 

to access medical services in Zimbabwe. A quantitative research where a sample of 250 

households out of a population of 4,580 households in Mazowe Rural District was used. The 

researcher used stratified random sampling to identify respondents. A questionnaire with a 5-

point Lirket scale was used for the research. The questionnaire was tested for reliability and 

validity prior to distribution and a Cronbach Alpha of 0.823 was obtained. Two hundred and fifty 

questionnaires were distributed and collected for analysis. A Statistical Package (SPSS) version 

23 was used to analyse the responses.  

Findings of the Study  

The following were the key findings of the study; 

1. The research findings revealed that households in Mazowe Rural District at the time of 

this research were able to access medical services using mobile money, but to an average 

extent. This was evidenced by a mean score of 3.2392 (SD=.80134) with a standard 

deviation showing homogeneity in responses. This result implies mobile money usage 

has not been a popular conduit for medical service access in Rural Mazowe District. 

2. Network coverage scored an average mean score of 3.4312 (SD=0.61948) meaning 

network coverage cause households in Mazowe Rural District to access medical services 

using mobile money to an average extent.  The average mean score implies that network 



 

VIII 
 

provision or service is a challenge on medical service access using mobile money and 

there was homogeneity in responses. 

3. The extent to which tech-serve promotion influence households to access medical 

services using mobile money in Mazowe Rural District is of average extent as shown by 

an average mean score of 3.1799 (SD=0.70579). The standard deviation of 0.70579 

revealed that there is homogeneity in responses. The finding suggests that in Zimbabwe 

mobile money usage has not been promoted at national level.   

4. Transaction cost hinder access to medical services using mobile money to an average 

extent as evidenced by the mean score of 3.1472 (SD=0.57506) and there was 

homogineity in responses. This result implies transaction cost of using Ecocsh, 

OneMoney or Telecash is still a barrier to hoseholds in Mazowe Rural District to use 

mobile money to access medical services. 

5. The results of social influence towards medical service access by the Mazowe Rural 

District Households scored an average mean score of 3.0640 (SD=0.67160), it is clear 

that social influence affects medical access by Mazowe households to an average extent, 

this too, with homogeneity in response as evidenced by the standard deviation of 

0.67160.   

6. The study established that individual characteristic has an average mean score of 3.3220 

(SD=0.66111). This means the individual characteristic influence on households to access 

medical services using mobile money in Mazowe Rural District is of average extent. 

Homogeneity in their response is noticed. The average score implies platforms for 

electronic money transfer such as ecocash, onemoney and telecash offered by mobile 
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network operators were useful and convenient but they did not totally replace the need for 

physical cash attitude. 

7. After preliminary analysis to ensure no violation of normality, linearity and 

homoscedasticity, findings show 4 out of 5 independent variables (Tech-serve 

promotion, Transaction Cost, Social Influence and Individual Characteristic) have 

significant positive relationships with medical services access as evidenced by [r=.321, 

n=250, p<.01], [r=.132, n=250, p<.05], [r=.209, n=250, p<.01] and [r=.315, n=250, 

p<.01], respectively. This means mobile money usage has a positive significant 

correlation with medical service access at 95% confidence level. Network coverage 

[r=.021, n=250, p>.05] is found to have no significant relationship with medical services 

access.  

8. The research findings established tech-serve promotion as strongest predictor of medical 

service access as evidenced by a 1 point increase in awareness of mobile money usage is 

associated with a 0.340 point increase in overall medical service access. This didn‘t come 

as a surprise to the researcher given that the Zimbabwean market is characterized by 

information asymmetry. However, a weak beta value implies there are other factors 

which are more important to the respondents but beyond the scope of this study and they 

require further interrogation. 

9. The null hypothesis stating that mobile money usage has no impact on medical service 

access by households in Mazowe Rural District was only accepted by 1 out of the 5 

independent variables. Network coverage was the only independent variable with lower 

than the normal medical service access score of 3.5, as evidenced by mean score of 

(3.4312 ± 0.61948) a statistically insignificant difference of 0.06880 (95% CI, 0.0084 to 



 

X 
 

0.1460), t(249) = -1.756, p=.080. Therefore the hypothesis is rejected and the alternate 

hypothesis which states that mobile money usage has a significant influence on medical 

services access by households in Mazowe Rural District is accepted. 

Conclusions  

In conclusion, the study sought to assess the extent of mobile money usage towards medical 

services access by households in Mazowe Rural District. The study revealed that the degree of 

medical services access using mobile money by households in Mazowe Rural District is average. 

This was evidenced by a mean score of 3.2392 (SD=.80134) with a standard deviation showing 

homogeneity in responses. This result implies mobile money usage has not been a popular 

conduit for medical service access in Rural Mazowe District. 

The extent to which network coverage, tech-serve promotion, transaction cost, social influence 

and individual characteristic influence households to access medical services using mobile 

money in Mazowe Rural District is of average extent as shown by their average mean score of 

3.4312 (SD=0.61948), 3.1799 (SD=0.70579), 3.1472 (SD=0.57506), 3.0640 (SD=0.67160 

and3.3220 (SD=0.66111), respectively. Their standard deviation revealed that there is 

homogeneity in responses. The finding suggests that in Zimbabwe mobile money usage has not 

been promoted at national level.   

On the relationship between mobile money usage and medical services access, the researcher 

concluded that there is a positive significant relationship between the two variables. That is an 

increase in mobile money usage, medical services access using mobile money also increases. 

However, the weak link suggest need for a study to fully establish the reasons why there is low 



 

XI 
 

uptake of medical services access using mobile money given that mobile money is coming in as 

an additional payment service to already existing ones, this was outside the scope of this study.  

The study established tech-serve promotion as the best predictor of medical service access where 

by a 1 point increase in awareness of mobile money usage is associated with a 0.340 point 

increase in overall medical service access. However, a weak beta value implies they are other 

factors which are more important to the respondents which require further interrogation.  The 

variables (network coverage and transaction cost) were excluded in the model as they were 

identified to be insignificant and it implies technical issues have not fully establish a relationship 

that is strong at 95% confidence level. 

The null hypothesis stating that mobile money usage has no significant influence on medical 

service access by households in Mazowe Rural District was only accepted by 1 out of the 5 

mobile money usage factors. Therefore the alternate hypothesis which states that mobile money 

usage has a significant influence on medical services access by households in Mazowe Rural 

District is accepted. 

Recommendations  

Based on the research findings, the study recommends the following action plans for various 

stakeholders for the betterment of medical service access in rural areas of Zimbabwe. The 

recommendations are deduced from the interpretation and analysis of evidence from this research 

and are directed to the mobile network operator (MNO), Banks, government and regulators. 

Network coverage registered average access to medical service, a rather disturbing scenario. If 

Zimbabwe, rural communities specifically, is to benefit from the emerging digital innovations, 
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the researcher recommends an urgent need to have the appropriate infrastructure in place by 

MNO, and investment in low‐cost rural networks in order to provide a potential solution. 

Government as regulator must promote more usage of mobile money through offering tax 

rebates on investments that helps sustainable developments especially in marginalized areas. 

Tech-serve promotion (awareness) is an important factor of mobile money usage in rural areas. 

There is need for financial education programmes by MNO and banks aimed at enhancing 

people‘s understanding of mobile money is critical in promoting increased usage to access 

medical services among the financially excluded segments of the population. For instance 

EcoCash can introduce training and sensitization on awareness of services offered in the m-

money service resulting in sustainable utilisation of the service package.  

Transaction cost hinder access to medical services using mobile money to an average extent. The 

affordability of mobile money by most rural people that are often excluded from the formal 

financial sector makes mobile money ideal to meet their needs. Therefore the researcher 

recommends further reduction in transaction costs by MNO and banks. Government can also 

enforce regulations on the pricing of mobile money transactions to ensure usability of services.  

Individual characteristic influence to medical access using mobile money registered average 

influence. Given that mobile money is now being used by less educated people, it therefore calls 

for re-designing mobile money applications by MNO and Banks in a manner that can be used 

even by the less educated.  

As mobile money ecosystems continue to develop, more opportunities of integrating mobile 

money into health applications. This makes a good case to call Zimbabwean government to come 
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up with policies that promote usage of mobile money services at national level. Therefore, the 

researcher recommend Government through Ministry of Health and private hospitals to come up 

with a research fund such that these kind of studies can be expanded to other provinces then 

make a comparison.    

Recommendation for Further Studies 

The study has mainly described the impact of mobile money usage and rural households‘ ability 

to access medical services in Mazowe Rural District. However, by the design and aim of the 

study, there is need to further; 

1. There is need of further research to find out government rules and regulation in place to 

assist the rural dwellers access health especially using mobile money – for example 

mandate giants like Econet to ensure network coverage in rural areas and government can 

help by giving the mandated providers loans to ensure it happens. 

2. There is need for a study to fully establish the reasons why there is low uptake of medical 

services using mobile money given that mobile money is coming in as an additional 

payment service to already existing ones.  

3. This was a cross-sectional survey, where responses to the variable studied were collected 

at the same point in time. Therefore, individuals‘ perceptions over challenges 

encountered in using mobile money may change overtime due to increased usage 

experience and improvements in the application itself. As a result, there is need for 

further research that conduct a longitudinal (panel data) research design to investigate the 

mobile money challenges encountered at multiple points of time during the usage 

process.  
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4. There is need for further research on how communities can develop alliance with 

institutions such as banks, local clinics and insurance houses so that they can be more 

utilisation of the mobile money in health sector. 

5. A further interrogation of other factors such as cultural issues, mobile penetration rate, and 

ICT literacy just to mention a few is need. 
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CHAPTER 1 

INTRODUCTION 

Background of the Study 

In sub- Saharan Africa, 75% of the population does not have access to any form of formal 

financial services (Alexandre, Mas, & Radcliffe, 2011). According to Kufandirimbwa, 

Zanamwe, Hapanyengwi and Kabanda (2013) in Zimbabwe, 70% of the country‘s population 

live in the rural areas and only 11.7% of the branch network serve them (Chikoko, 2014). As 

reported in the RBZ Monetary Policy Statement of 2016, the average level of financial exclusion 

in Zimbabwe was 77%.  

It is generally known that Zimbabwe is predominantly a cash economy (Trust, 2011). However, 

with the current liquidity challenges the economy is facing, the Reserve Bank of Zimbabwe 

adopted a number of policy measures to ameliorate the cash challenges including importing cash, 

the promotion of the usage of plastic money, use of other currencies within the multi-currency 

basket and cash withdrawal limits, (Reserve Bank of Zimbabwe, 2016). Given the background 

that 70% of the Zimbabwean population lives in the farms and rural areas according to Chikoko 

(2014), will plastic money as an alternative to cash provide a solution to the majority of rural 

households‘ ability to access medical services which is a right according to Chapter 4, 

Subsection 75 of Zimbabwe‘s constitution when it states that it is every citizens‘ right to access 

medical services? 

Zimbabwe in 2008, 65% of health care services were provided by the public sector (WHO, 
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2018). In their report, United Nations (2014) state that an economic downturn caused profound 

disintegration in the health system. The state is unable to maintain the extensive medical 

structure and health costs were shifted onto the users of services, leading to significant 

catastrophic costs and leaving a large proportion of the general population with less or no access 

to health services. As evidenced in 2018 national budget, the government allocated $208 million 

to the health sector for a country of 16, 5 million (Ministry of Finance and Economic 

Development, 2017). With the background that most of the rural households get medical services 

from public health institutions, the government intends to spend on average just over $12 on an 

individual that year. 

Recent technological developments like the evolution of mobile money as said by GSMA (2014) 

which supported Trust (2011), have started changing the financial landscape of the unbanked. 

The continent could benefit from using services such as mobile money. Jackson (2017) states 

that, in Uganda there is now clinicPesa which is a micro-savings platform which helps users set 

aside dedicated healthcare funds. ClinicPesa is a Ugandan start-up according to TecZim (2013) 

in their report which we could learn from here in Zimbabwe.  

TechZim (2013) reported that in Zimbabwe, Econet has EcoSure and recently NetOne 

launched OneCover, both providing affordable funeral cover. Given all the background; do we 

need a clinicPesa of our own here in Zimbabwe? Is it going to work especially for our rural 

households? In answering these questions, we need to look at the usage of mobile money in rural 

areas of Zimbabwe. The acceptability of mobile money in Zimbabwe by the rural unbanked can 

only be viable if the factors that influence adoption of technology are critically analysed. 

According to Ndiwalana, Morawczynski and Popov (2011), previous literature has concentrated 

https://scidev.net/sub-saharan-africa/communication/icts/
http://www.techzim.co.zw/2017/08/netone-launches-one-cover-funeral-support/
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mainly on analyzing adoption and use patterns of mobile money. This statement was cemented 

by (Jack and Suri, 2014; Mutsonziwa and Maposa, 2016) when they said other studies looked at 

Mobile money and Consumption, Mobile Money and Financial Inclusion respectively.  

There is limited empirical evidence as shown in table 1 on the extent to which mobile money 

usage have impacted the rural households‘ ability to access medical services. It is against this 

background that the researcher will seek to examine the extent of mobile money usage towards 

rural households‘ ability to access medical services through receiving remittances. Although 

recent studies have proposed a number of models based on the Technology Acceptance Model 

by Davis (1989) as cited by Suri and Jack (2016), unfortunately the researchers could not find 

any proposed model that included variables that promoted usage of mobile money by the rural 

unbanked. 

Statement of the Problem 

Zimbabwe has been facing cash shortages at a time when a lot of people especially in the rural 

areas are unbanked. Shortage of cash has become a hindrance to most rural households to access 

some of the basic needs such as health services and education (Diza, Munyanyi, & Gumbo, 

2017). According to United Nations (2014), the economic downturn in Zimbabwe caused 

profound disintegration in the national health system, with the state failing to maintain the 

extensive medical structure, and health costs shifted to the users of services, leaving a large 

proportion of the general population with less or no access to health services. The introduction of 

mobile money by financial institutions has come in as another channel to support convenience in 

accessing various critical services / basic needs (GSMA , 2015). Other studies have seen an 
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increase in mobile money user empowerment and bringing positive effects on households‘ 

welfare, to name a few.  

However, there is limited empirical evidence from previous researches on the extent of mobile 

money usage and the rural households‘ ability to access critical services. Therefore, this study is 

designed to determine the extent mobile money usage has helped rural household‘s ability to 

access medical services in Mazowe Rural District, Zimbabwe.   

Research Objectives 

The researcher shall be guided by the following specific objectives in carrying out this research 

study; 

1. To evidently fact the level of medical services access using mobile money by households 

in Mazowe Rural District. 

2. To ascertain the current level of mobile money usage by households in Mazowe Rural 

District. 

3. To provide empirical evidence if there is any significant relationship between mobile 

money usage and medical services access in Mazowe Rural District.  

4. To establish which of the mobile money usage factor best predict medical service access 

by households in Mazowe Rural District 

Research Questions 

The research sought to answer the following questions: 

1. What is the degree of medical services access using mobile money by households in 

Mazowe Rural District? 
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2. To what extant is mobile money usage by households in Mazowe Rural District? 

3. Is there any significant relationship between mobile money usage and medical services 

access?  

4. Which of the mobile money usage factor best predict medical services access by 

households in Mazowe Rural District? 

Purpose of the Study 

The purpose of the study is to examine mobile money usage by rural households‘ and their 

ability to access medical services in Zimbabwe, with a focus on the Mazowe Rural District. 

The study also intends to establish the mobile money usage factor best predictor towards accessing 

medical services by the rural Mazowe.  

Justification of the Study 

This study will result in the collection of vital information that can be used in understanding rural 

mobile money usage, in relation to accessing critical services with a focus on Mazowe Rural 

District. This can become an additional contribution to the policy formulators towards the 

national position in terms of mobile money usage specifically in rural setting.  

Significance of the Study 

The researcher believes that the outcome of this research should be beneficial to several 

categories of persons. Academic leaders, financial institutions, mobile network operators, 

government policy makers, consumer organizations, developers, development partners, the 

researcher and the university will find the outcome of this study useful.  
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To Academic leaders and other researchers exploring thematic areas such as technology usage, 

Base of the Pyramid (BoP), mobile applications and mobile money as well as the financial 

landscape in Zimbabwe should find this study useful. Besides finding the study stimulating and 

challenging, researchers will find it a strong foundation for further research.  

On the Financial institutions, the study elaborates with empirical evidence the power of the 

overlap between financial services and telecommunication. Financial institutions are keen to 

develop relevant mobile financial services to not only increase financial inclusion, but also to 

increase customer base and revenue streams without having to set up costly physical branches 

and ATMs. Finding will reveal how financial institutions may need to work hand in hand with 

network providers. 

Telecommunication companies have ventured into mobile financial services particularly after the 

success of M-Pesa in Kenya and Ecocash in Zimbabwe (Zanamwe, Kufandirimbwa, 

Hapanyengwi, & Kabanda, 2013). Investment levels in these products are huge but returns have 

not been as impressive for all players because not all providers have taken time to understand 

what the consumers are asking for. This study will not only inform telecom companies and 

financial institutions why rural service may not be doing very well. 

Policy need empirical evidence and relevant information to craft appropriate policy frameworks. 

This study provides some evidence and recommendations as to what would work for a 

developing country and rural in particular, as far as meeting the health for all initiative. 

Development partners such as foundations and non-governmental organizations interested in 

enhancing access to resources by the poor and improving their living conditions may find this 
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study useful by putting the interest of the consumer at heart, thinking through what would make 

a poor person use a technology.  

To the Researcher, the study aims at enriching the researcher academically in order to fulfil the 

requirements of the Master in Business Administration degree and also to be equipped with 

problem-solving skills and in-depth knowledge on the business field the researcher intend to 

venture into in the near future. The researcher will also add to the body of knowledge in 

reviewing the existing theoretical knowledge.   

Lastly to the University (Solusi University), the findings of this research can be banked as 

valuable data for the academics and students. It will also assist the University to assess the level 

of researcher comprehensiveness on the subject matter. 

Null Hypothesis 

H0: Mobile money usage has no significant influence on medical service access by households in 

Mazowe Rural District. Specifically to analyse if:  

a. H0: Network Coverage has no significant influence on Medical Services Access 

in Mazowe Rural District. 

b. H0: Tech-serve promotion has no significant influence on Medical Service Access 

in Mazowe Rural District. 

c. H0: Transaction cost has no significant influence on Medical Service Access in 

Mazowe Rural District 

d. H0: Social Influence has no significant influence on Medical Service Access in 

Mazowe Rural District. 



 

8 
 

e. H0: Individual Characteristic has no significant influence on Medical Service 

Access in Mazowe Rural District. 

Assumption 

An assumption is a realistic expectation of the research process (Wargo, 2015). The researcher 

assumes the participants clearly understood the research instrument and answered the 

questionnaire questions in an honest and candid manner to the best of their knowledge. Further 

assume that the inclusion criteria of the sample were appropriate and therefore, the participants 

have all experienced the same or similar phenomenon of the study. 

Participants had a sincere interest in participating in the research and not have any other motives, 

such as getting paid or impressing the researcher because they agreed to be in my study. The 

researcher also assumed that the rural respondents earn in income that enables them to buy a 

handset that does mobile transactions and are also able to bare a cost associated with doing 

money transaction such as access to medical services. The sample size chosen was a true 

representative of the target population which was households in Mazowe Rural District. 

Limitations of the Study 

Limitations include shortcomings and conditions of the study. These are usually areas over 

which one has no control (Wargo, 2015). There may be unknown conditions or factors at the 

facility where the participants reside, work, or study that could bias the responses of the 

participants. Collecting data from the elderly, it is possible that some of their recollections of 

events, situations, and feelings could be questionable. Due to time and financial constraints, the 



 

9 
 

study only focused on a case study of Mazowe Rural District. Therefore, the findings will not be 

generalized to speak for all rural Zimbabwe. 

Conceptual Framework 

 

 

 

 

 

    

Figure 1: Conceptual framework 

Source: Researcher self-develop based on literature and (GSMA, 2016) 

Delimitations of the Study 

The research focused on Mazowe Rural District only and the rural household heads who could 

read and write. The findings cannot be generalized to speak for the rest of the districts in 

Zimbabwe. 

Organization of the Study 

The purpose of this paper is to present empirical insights into mobile money usage towards rural 

households‘ ability to access medical service in Mazowe Rural District. In chapter 1 the 

researcher presented the introduction, background of the study, statement of the problem, 

Mobile money usage factors 

- Network coverage 

- Tech- service promotion 

- Transaction cost 

- Social influence 

- Individual characteristic 

 

Independent Variables 

 Medical Services Access  

 
 

Dependent Variable 
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research objectives, research questions, hypothesis, significant of the study, justification of the 

study, assumptions of the research, limitation of the study, conceptual framework, delimitation of 

the study, abbreviations and organisation of the study.  

Chapter 2 presents the literature review relating to the use of mobile money and its ability to ease 

access to critical services. Previous studies and their findings are highlighted, and the gap 

exposed. The relationship between the mobile money usage and access to services is reviewed. 

The methodology of the study is set out in chapter 3. Chapter 4 is the analysis and presentation 

of research findings. Finally, chapter 5 presents research conclusions and suggest 

recommendations for future studies. 

Abbreviations 

BoP  - Base of the Pyramid 

LIC  - Low Income Country 

MNO  -Mobile Network Operators 

RBZ  -Reserve Bank of Zimbabwe 

RUTAM -Rural Technology Acceptance Model 

SI  - Social Influence 

SIM  - Subscriber Identity Module 

SMS  - Short Message Service 

TAM  -Technology Acceptance Model  

POTRAZ - Postal and Telecommunications Regulatory Authority of Zimbabwe 
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Definition of Terms 

 Compliance is the act of responding favorably to an explicit or implicit request offered 

by others. Technically, compliance is a change in behavior but not necessarily 

in attitude; one can comply due to mere obedience or by otherwise opting to withhold 

private thoughts due to social pressures. 

 Household is all the people in a family or group who live together in a house. 

 Internalization is the process of acceptance of a set of norms established by people or 

groups that are influential to the individual.  

 Mobile money is the provision of banking and financial services with the help of mobile 

telecommunication devices. 

 Mobile payment is the use of a mobile device to pay for goods or services either at the 

point of sale or remotely 

 Quality describes how financial services are provided and includes traits related to 

affordability, simplicity, convenience, product fit, safety, dignity of treatment, and client 

protection.   

 Simplicity refers to ease of use and understanding of the product and services.   

 Usage refers to the act of employing or utilizing a financial service or product. 

 

https://en.wikipedia.org/wiki/Behavior
https://en.wikipedia.org/wiki/Attitude_(psychology)
https://en.wikipedia.org/wiki/Obedience_(human_behavior)
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CHAPTER 2 

LITERATURE REVIEW 

Introduction 

This chapter presents a review of related literature and the conceptual framework based on what 

other scholars have observed, opined or found world over. It is done with a view of exploring the 

literature gaps, on the use of mobile money services to access medical service by rural 

communities on which the study is anchored on. Network coverage, tech-service promotion, 

transaction costs, social influence and individual characteristics were discussed as determinant of 

mobile money usage. Chapter 2 will further introduce the Research and Methodology chapter 

that follows. 

Medical Services Access 

Medical services access is defined as having timely use of personal health services to achieve the 

best possible health outcome. Access requires gaining entry into the health-care system, getting 

access to sites of care where patients can receive needed services, and finding providers who 

meet the needs of patients and with whom patients can develop a relationship based on mutual 

communication and trust (NCHS, 2017).  

WHO (2012) underscores the importance of medical service access as a means of addressing 

poverty and issues of preventable death and right to have access health care. The goals of 

medical services access is ensuring access to timely and appropriate health care by all, promoting 

economic growth, social and economic empowerment and breaking cycles of poverty in rural 
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areas to foster realization of Millennium Development Goals (MDGs). The mobile money 

service facility enhances financial inclusion for the rural people as it overcomes the barriers 

faced by traditional banks (Kufandirimbwa, Zanamwe, Hapanyengwi, & Kabanda, 2013). 

The definitions of medical services access suggests a set of principles starting with access 

principle which considers the availability of affordable and appropriate health care, services and 

delivery channels to the target market to facilitate universal access (Levesque, Harris, & Russell, 

2013).  Affordability principle demands that products and services provided at affordable cost. 

The continuum of medical service providers as suggested by MACPAC (2017) should strive to 

reduce cost to-client and accept clients‘ mode of payment in order to ensure that the products and 

services line with the target markets‘ ability.   

Appropriateness principle of medical service access demands that a product should address the 

needs of clients and ensure their protection and dignity, cognizant of regulatory and language 

barriers (Davis & Ballreich, 2014). Access on the other hand refers to the opportunity to identify 

health-care needs, to reach, obtain, or use health-care services and to have the need for services 

fulfilled. According to Squire and Anderso (2015), access is of no use if the targeted persons are 

not using the product or service therefore real access should be accompanied by usage.  

Ideally, residents should be able to conveniently and confidently access services such as primary 

care, dental care, behavioral health, emergency care, and public health services. According 

to Douthit, Kiv, Dwolatzky and Biswas (2015), rural residents often encounter barriers to 

healthcare that limit their ability to obtain the care they need. In order for rural residents to have 

sufficient access, necessary and appropriate healthcare services must be available and obtainable 

in a timely manner (Magge, Cabral, Kazis, & Sommers, 2013). Even when an adequate supply of 
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healthcare services exists in the community, there are other factors to consider in terms of 

healthcare access. For instance, as stated by Bara (2017) to have good healthcare access, a rural 

resident must have financial means to pay for services, such as health or dental insurance that is 

accepted by the provider. 

In the United States according to (Davis and Ballreich, 2014; Squire and Anderso, 2015), access 

to medical service is tied to the affordability and financial barriers particularly among low-

income people. A study by Magge, Cabral, Kazis and Sommers (2013) estimated that more than 

one-third of low-income adults were underinsured (defined as spending more than 5 percent of 

household income on medical service). Douthit, Kiv, Dwolatzky and Biswas (2015) also 

conducted a literature review of provision of health services and access in rural areas of the 

United States and their findings were contends with financial constraints.  

In Zimbabwe, majority of health services both in rural and urban areas are provided by the public 

sector (Ministries of Health and Child Welfare and Local Government, and to a lesser extent 

through Ministries of Education, Defence, Home Affairs and Prison services) (WHO, 2018). 

Public sector health services are complemented by the private sector, which includes both private 

for profit (e.g. industrial clinics, private hospitals, maternity homes and general practitioners) and 

not-for-profit private sector (e.g. mission clinics and hospitals and Non-Governmental 

Organizations) health facilities. 

According to UN (2014), Zimbabwe in 2008, 65% of health care services were provided by the 

public sector. The severe social and economic challenges have resulted in an unprecedented 

deterioration of health care system. Households are now forced to make out-of-pocket payments 

to cater for the direct and indirect costs of healthcare such as consultation, medicines, diagnostic 

https://scidev.net/sub-saharan-africa/health/medicine/
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tests, hospitalization costs, transportation to a health facility, and time-off work of the ill family 

member (Barasa, 2017). In coping with the costs of healthcare, households firstly use available 

income and savings. 

With access to medical services still a major problem in Sub-Saharan Africa because of costs, the 

continent could benefit from using services such as mobile money (Health Finance & 

Governance, 2013). There has been a proliferation of empirical studies on the use of mobile 

money services and one such study by Dupas and Robinson (2011) in Kenya found a high usage 

of mobile money saving for healthcare needs while women used mobile money savings accounts 

to save to increase the size of their business and, in turn, increase their income and expenditures. 

Similarly, a study by Mbiti and Weil (2011) found that the introduction of M-PESA in Kenya led 

to significant decreases in the prices of money transfer competitors. Additionally, they found an 

increase in the frequency of receiving remittances, which the authors conclude over-time has 

contributed toward financial inclusion in the country.  

Credit constraints and high cost of medical services keep more than a billion people in low and 

middle income countries from using optimal levels of medical services (Harris, Goudge, & 

Ataguba, 2011).  In another study on health seeking behaviours of households in Zimbabwe by 

Pate and Winston (2011) identifies traditions and attitudes towards access to medical services as 

a major inhibiting factor to households‘ access to medical services. However, (Health Finance & 

Governance, 2013) in their report states it must be noted that this studies were carried out at the 

time technologies in mobile communications were beginning to take root. The influences of 

mobile money are total excluded from this study.  

https://scidev.net/sub-saharan-africa/communication/icts/
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In Kenya, Barasa (2017) found evidence that mobile money has enabled users to share risk by 

facilitating the prompt mobilisation of funds from friends and relatives who live miles away to 

pay for medical emergencies. It is commonly referred to as Changamkain. Changamka according 

to Kenya Ministry of Health (2013) is a health-savings platform that allows users to earmark 

funds for specific services such as maternity care. This has increasing payment options to 

encourage antenatal care (ANC) and institutional deliveries.  

D-tree International increased safe deliveries in Tanzania through a mobile phone– based 

program that empowers traditional birth attendants (TBAs) to refer women with obstetric 

emergencies for delivery in health care facilities. Payments received through mobile money 

encourage future referrals and compensate the TBAs for lost income that they would have earned 

attending home births (D-tree International, 2018). 

Jack and Suri (2014) also examined mobile money in the context of risk sharing where they 

looked at changes in the response of consumption to negative unexpected income shocks across 

mobile money users and non-users. The findings showed that users of MMT are able to smooth 

consumption for total, food and other non-health expenditure categories under these negative 

shocks with a positive and significant effect of MMT on risk sharing.  

Kikulwe et al. (2014) contends the risk sharing when investigated the impact of inter household 

transfers as a tool to hedge against random shocks through informal borrowing in northern 

Nigeria. They found that households with mobile money when faced with adverse shocks tend to 

borrow more and those faced with positive shocks, lend more. Similarly, Anderse (2012) found 

the same when explored how informal insurance methods like inter-household transfers, 
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marriage, cooperatives and lending clubs assist poor households in less developed countries who 

suffer adverse health shocks.  

Other researchers opted to look at mobile money in different context. Among those who studied 

mobile money, (Suri and Jack 2016; Munyegera and Matsumoto 2015; Jack and Suri 2014; 

Blumenstock, Eagle and Fafchamps 2011) found evidence that mobile money have the capability 

of reducing the transaction costs associated when they looked at borrowing and lending and also 

the potential of increasing risk sharing in presence of income shocks as it allows its owners to 

store monetary value on a mobile phone and this value can be sent or received simply by text 

messages.  

In related studies on the impact of mobile money, Yang and Chai, (2011) assessed the role of 

remittances as insurance when a community is faced with aggregate shocks driven by local 

whether changes. Diza, Munyanyi and Gumbo (2017), rainfall driven income shocks for example 

constrains access to credit as well as inter-household assistance networks that normally help 

households deal with risks. They both appreciated that, if local risk-coping mechanisms break 

down under aggregate shocks, remittance inflows from migrant household members may be used 

more heavily as a smoothing device. 

Hinson (2011) states that mobile money eases the geographical separation barrier and has other 

advantages like low transaction costs as well as convenience. One imperative inherent benefit of 

mobile money is wider reach (access argument). This was ascertained by Donovan (2012), 

mobile money platforms have by far the largest distribution network given that the agents 

distribution networks are almost located everywhere both in rural and urban dwellings. 
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In smallholder setting, financial inclusion and MMT adoption has been linked with higher farm 

input use, higher farm profits and off-farm employment (Suri and Jack 2016; Kikulwe, Fischer 

and Qaim 2014). In other studies, mobile money impact has been associated with an increase in 

the privacy of transactions, thereby providing more freedom to women in choosing where to 

spend their money and also improving the gender parity situation within households (Aker et al. 

2011; Jackiela and Ozier 2011). Some of the researches on mobile money usage are summarized 

in table 1 below.  

Table 1: Previous study on mobile money usage 

Researcher (s) Area of Focus Findings Country 

Glavee at al. (2018) Consumer Usage Behaviour Higher mobile money usage 

increases customer 

empowerment 

Ghana 

Jack, W. & Suri‘ T., (2014) Risk sharing and Transactional cost Mobile money usage had a 

significant impact on the 

ability of households to share 

risk 

Kenya 

Munyegera, G. T & 

Matsumoto, T., (2016) 

Mobile money, Remittances and 

Household Welfare 

A positive and significant 

effect of mobile money usage 

on household welfare. 

Uganda (Rural) 

Masocha, R & Dzomonda, 

O., (2018) 

Drivers of the usage of mobile money 

and performance of SMEs in 

Zimbabwe 

Usage of mobile money has 

an influence on the 

performance of SMEs 

Zimbabwe 

 

In as much as these studies provide evidence and information on how households in developing 

countries engage in a variety of informal inter-household transfers (Asongu and Asong, 2017; 

Dapp, Stobbe and Wruuck, 2012; Boateng, 2011), they did not address the emergency of within 



 

19 
 

household transfers whereby members of the same household remit funds to help other members 

to mitigate shocks. Donovan (2012) opines that mobile money is a new phenomenon which 

basically has not been evaluated from a diversity of approaches thus having literature which 

tends to be descriptive and celebratory.  

The review of existing body of knowledge on the impact of mobile money usage on households‘ 

ability to access medical services although resourceful and insightful, it has remained general as 

there is no clear evidence related to medical service access using mobile money among rural 

communities of Zimbabwe.  

General Overview of Mobile Money  

Mobile money have come as a panacea to a plethora of liquidity problems facing many African 

countries especially Sub-Saharan Africa (Aron, Meullbauer, & Sebudde, 2015). This service 

originated from Kenya and has been used at an increasing rate. Many sectors and different 

stakeholders point the importance of this service as convenient, time saving, cost effective and 

efficient (Onyango, Ongus, Awuor, & Nyamboga, 2014).  

According to Health Finance and Governance (2013), mobile money consists of financial 

transactions that are conducted using a mobile phone where value is stored virtually (e-money) in 

an account associated with a SIM card. This definition was adopted for this study. The use of 

mobile phones to access financial services has been given many terminologies. M- Money, M-

Transactions, M-Payments, M-Banking, e-wallet are descriptions sometimes used 

interchangeably (Onwansa & Sullivan, 2012).  
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Mobile money services as stated by Sachdev and Lal (2015), typically offer a subset of the 

following services – Peer to Peer money transfers (P2P), remittances (domestic or international), 

bill payment, salary disbursement, retail payments, and money savings. Of these, P2P tends to be 

the most common offering. In addition, services offer methods for turning physical cash into 

electronic funds in a customer‘s mobile account also called cash-in and methods for turning 

electronic funds into physical cash also called cash-out.  

The arrival of mobile money in Zimbabwe triggered a lot of activity as telecommunication and 

banking institutions scramble for their share of the mobile financial products (Kufandirimbwa, 

Zanamwe, Hapanyengwi, & Kabanda, 2013). Table 2 illustrate some of these products in 

Zimbabwe.  

Table 2: Mobile Money Deployments in Zimbabwe 

Institution Mobile Product 

Econet Wireless EcoCash 

Kingdom Bank Cellcard 

Tetrad  eMali 

CABS  Textacash 

Interfin Bank Cybercash 

NetOne  One Wallet 

Telecel  TeleCash 

FBC Mobile Moola 

Source: Kufandirimbwa, Zanamwe, Hapanyengwi & Kabanda (2013: 93)  
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Different models are used for mobile money implementation. According to Donner (2012) some 

are offered entirely by banks, others are offered entirely by mobile network operators (MNO), 

others involve a partnership between a bank and a telecommunication provider (MTN Banking 

in South Africa) whilst some are independently provided. In Zimbabwe, all these four models 

exist for instance textacash and mobile moola (entirely by banks), ecocash, telecash and 

OneMoney (MNO) and nettcash (independent). 

Mobile money transfer (MMT) which emerged as a subscriber to subscriber and airtime transfer 

is still being used by lower income groups for barter trading with other products,  was  later  used 

as  proxy  cash according to TechZim (2013),  and  has seen  light  in  Zimbabwe.  Arguing  on  

the  basis  of technological ubiquity and the lower cost nature of mobile money  transfer  

services,  Kufandirimbwa et al. (2013)  highlighted  that remittances  are  being  dominated  by  

wireless  carriers showing a steady shift from traditional providers.   

There is a paucity of empirical studies about mobile money in Zimbabwe. If mobile money 

technology is viewed as a payment or banking channel, has the potential to allow two important 

questions to be addressed at the same time. On the demand side, it represents an opportunity for 

financial inclusion among a population that is underserved by traditional banking services and on 

the supply side, it opens up possibilities for financial institutions to deliver a great diversity of 

services at low cost to a large clientele of the poorest sections of society and people living in 

remote areas (Zanamwe, Kufandirimbwa, Hapanyengwi, & Kabanda, 2013).  
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Mobile Money Usage 

The innovation of mobile technology application and rapid spread of mobile phones make the 

use of mobile money transactions more appealing (Nielsen, 2014). According to Di Castri 

(2013), the services have greatly enabled unbanked population especially rural majority to have 

convenient access to payment services.  

Mobile payments are on the rise, and it is argued that the magnitude of using mobile payments is 

higher in developing countries compared to developed countries (Nielsen, 2014). According to 

GSMA (2014), the number of active mobile money accounts increased by 64% from 2012 to 

2013 worldwide. Lack of having formal bank account contributing to increasing of informal 

methods of transferring money and cash based transactions which is very risky and expensive 

(World Bank , 2013). Therefore, people were looking for the alternative secure methods of 

money transactions which can also cut off costs.  

The World Bank (2013) reports that of the world population of 7 billion people, there are 6 

billion telephone subscriptions globally, in comparison to about 2 billion bank accounts. In South 

and East Africa not more than 30% of the population owns a bank account. Sub- Saharan Africa 

has some of the lowest levels of infrastructure investment in the world (African Development 

Bank, 2013). The rapid uptake and use of mobile telephones by both farmers and by micro and 

small enterprises (MSEs) across all rural areas has offered opportunities through interactions, 

replacement of travel, and participation in broader, more efficient markets and induced financial 

access for the rural populace (World Bank , 2013). 
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The 2014 Financial inclusion survey by the world bank (the Global Findex data), in Kenya, 

Tanzania and Zimbabwe, reports that 58, 32 and 38 percent of adults have mobile money 

accounts while the percentages of adult population having traditional banking accounts are 55, 

19 and 17 percent, respectively (Jack & Suri, 2014). Mobile money is now one of the tectonic 

and unexpected changes in communications technology as posited by (Mbiti & Weil, 2011). The 

expansion of mobile money as previous poised by Russell and Ciesliek (2012) is largely taking 

place in developing countries.  

In their report TechZim (2013) states that approximately  1,  1  million  people  in Zimbabwe  

have  a  bank  account  (9%  of  the  total population).  Over 70 out of every 100 people have a 

mobile phone and ownership is expected to reach 100% by 2015 hence the opportunity for 

mobile money. Supporting this Zanamwe et al. (2013) state that mobile money transfer in 

Zimbabwe is on a high growth trajectory. 

Econet Wireless through Ecocash has captured the limelight by completely changed the game on 

how business is conducted and registered an estimated 2 million subscribers to their mobile 

money (Zanamwe, Kufandirimbwa, Hapanyengwi, & Kabanda, 2013). In their report TechZim 

(2013) as supported Kufandirimbwa et al. (2013) pointed out that Ecocash is the fastest growing 

mobile money after the Kenyan M-Pesa.  

A more recent study by Thulani, Chitakunye and Chummun (2014) on usage of mobile money, 

and how it has accelerated financial inclusion among the rural communities in Zimbabwe found 

that the usage of mobile money by the unbanked rural people is very high, especially for sending 

and receiving remittances. However the saving and loan aspect of mobile money were not very 

popular. Users were still relying on their traditional methods of savings and borrowing. 
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A number of studies have examined the use and growth of mobile money in developing 

countries, particularly in sub-Saharan countries (Allen, Cartelli, Cull, Qian, Senbet and 

Valenzaela 2014; Nandhi 2012; Jack & Suri 2011). The literature shows that mobile money 

technology has spread tremendously across the world, especially in developing economies, since 

its introduction several years ago. This phenomenal growth of mobile services has been aided by 

a number of factors, including increased use of mobile phones in developing countries (GSMA 

2014) as well as the cost and ease of transactions (Jack & Suri 2011). 

Models targeting the lesser off segments in society have remained elusive despite the various 

interventions evident in the market. Tobbin (2012) underscore the shortage of research that 

properly conceptualise why the unbanked and the poor adopt mobile banking. Existing research 

has used information technology adoption theories such as technology acceptance model (TAM) 

(Nasri and Charffedine 2012; Kesharwani and Bisht 2012; Zhou 2011), innovation diffusion 

theory (IDT) Donner (2012), and the unified theory of acceptance and use of technology 

(UTAUT) to examine mobile banking user behaviour (Boonsiritomachai & Pitchayadejanant, 

2017).  

However, Bagozzi, (2012) criticize TAM for having a deterministic cause-effect approach and 

for neglecting group, social and cultural aspects of decision making. These models do not 

incorporate qualitative factors such as different world views and technological frame of reference 

(Biljon, Kotze, & Marsden, 2011).  

In Zimbabwe research on new technology adoption or usage had also heavily relied on TAM 

either by testing or extending it (Chinakidzwa, 2014). These researches do not clearly 

contextualise reasons for adoption of such technologies by the poor. However, researchers such 
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as (Zhou 2011; Hernan and Rosa 2011) found perceived usefulness, relative advantage, trust and 

performance expectancy to affect user adoption of mobile banking among other factors.  

Iliasov (2014) raised lack of knowledge as a serious barrier towards mobile money services 

usage. Of which lack of knowledge is usually a common phenomenon among the poor (Dzokoto 

& Appiah, 2014). In their report FinMark Trust (2016) contends that lack of knowledge and 

education inversely affects mobile money services adoption or usage. The authors of these 

studies are of the view that mobile money knowledge increases the rate of mobile money 

services usage. Hence, programmes designed to increase mobile money knowledge among users 

goes a long way in increasing mobile money services adoption by rural households in 

Zimbabwe.  

Aggarwal & Klapper (2012) on another end attributed the growth of mobile money usage to the 

ability to access mobile network coverage which have provided opportunities for micro-

entrepreneurs to reduce business transaction cost and improve on efficiency. Increasingly 

Aggarwal and Klapper (2012) as supported by (Asongu and Asong, 2017; Omwansa and 

Sullivan, 2013), ascertain that the expansion of mobile technologies has not only revolutionized 

the way business is conducted but has provided solutions to financial exclusion challenges.  

Hinson (2011) went on to give relational benefits that accrue between transacting parties 

eliminating the need for middlemen, as a result it shrinks information asymmetry and increases 

the frequency of transactions, reduced costs and redress market inefficiencies. Furthermore, 

(Morawczynski, Demombynes and Thegeya, 2012; Mbiti and Weil, 2011; Morawczynski, 2011; 

Jack and Suri, 2011) gave a review of empirical studies which revealed positive impact on 

savings, information exchange, increased income, remittances and reduced transaction costs. 
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In view of critics by (Bagozzi, 2012) this study intends to use an exploratory approach without 

any pre-conceived determinant factors of mobile money usage by the rural population in 

Zimbabwe. Out of review of literature and qualitative work done during this study, the researcher 

identified a number of specific factors that have contributed to mobile money success as 

discussed by (Omwansa, 2012; Omwansa and Sullivan, 2012; Mas and Morawczynski, 2011). 

Some of the factors are described below: 

Mobile Network Coverage 

Network coverage is the geographical area covered by the network of a service provider        

(GSMA , 2015). Within this area, according to GMSARENA (2018), the phone will be able to 

complete a call using the carrier's network or a partner network. This is an externality issue 

related to the ―chicken and egg‖ dilemma. As Mallat (2012) pointed out, users would not want to 

adopt mobile payment systems when they perceive the providers‘ networks are not reliable and 

accessible everywhere. However, if the service providers gain the users‘ confidence in that 

networks will be available everywhere and always, users are most likely to change their 

perception towards usage of mobile payment services. 

Network coverage was identified as one of the facilitating conditions in the adoption of Mobile 

technologies in the rural areas of Bangladesh of which mobile money is one of the technologies 

(Lai, 2016).  World Bank (2011) defined facilitating conditions (FC) as the degree to which an 

individual believes that an organizational and technical infrastructure exist to support the use of a 

system. 
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A report by GSMA (2016) posted that although there are large investments made by mobile 

operators in their networks, growth has been staggering. A significant disparity between the 

world‘s regions remains, with Africa experiencing the lowest levels of connectivity and adoption 

in the world. Today, only 47% (or 565 million) of Africans are using mobile services. A key 

reason for this is low network coverage. Generally speaking the revenue opportunity available 

from mobile network base stations deployed in rural and remote areas is significantly lower 

compared to equivalent base stations deployed in urban areas (GSMA, 2017). This reflects the 

lower population densities (so fewer potential customers) and lower levels of income (so less 

potential revenue from each customer). 

However, in their report on internet, GSMA (2015) states that the number of unique mobile 

subscribers reached the symbolic mark of 5 billion, with 3.5 billion of them using mobile 

networks to access the internet. This growth in mobile internet users is partly explained by the 

sustained infrastructure investments of mobile operators to upgrade and expand their networks. 

POTRAZ (2018) reports, as indicated in figure 2, show that despite the rural population being 

67%, this population is serviced by only 29% of the country's base stations. Inversely, the 33% 

located in urban areas has access to 71% of the country's base stations, and this contributes to the 

poor connectivity (network coverage) within rural communities. 
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Figure 2: Comparison of population and base stations between rural and urban communities in 

Zimbabwe 

Source: POTRAZ (2018) 

In Bangladesh as articulated by Sirajul and Ake (2011), expansion of network coverage was 

evidenced by price dispersion in terms of minimum-maximum spread between markets in the 

same region dropped by 38% and waste, unsold fish was reduced by 4.8% because of increased 

mobile coverage. Donovan (2012) as cited by Baloch (2014) articulated same success story 

when looking at rural South Africa, mobile network coverage increased the likelihood of a 

person being employed by 33.7% within one year. Furthermore, Baloch (2014) states that the 

contribution made six years after study areas in rural Peru were covered by signals from 

mobile networks was reflected in increased disposable income and thereby increase 

expenditure by nearly 44.6%.  

Besides success brought by network coverage, Wruuck (2012) as quoted by Lai (2016) ascertain 

GSMA (2016) report when argues that despite these achievements, there is a connectivity gap of 
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3.8 billion people who remain offline and excluded from participating in the digital economy and 

unreachable by mobile services. The connectivity gap was further categorized into two groups by 

(Jack and Suri 2014; Aggarwal and Klapper 2012). Those who are covered but not connected 

(usage gap: 2.6 billion) and those who are not covered at all (coverage gap: 1.2 billion).  

According to GSMA (2017), closing the mobile coverage gap is not a technical challenge. It is 

primarily an economic challenge. Uncovered populations typically live in rural locations with 

low population densities, low per capita income levels and weak or non-existent enabling 

infrastructure such as electricity and high capacity fixed communications networks. These 

characteristics have a profound adverse impact on all aspects the business case for mobile 

network expansion. As suggested by Asongu and Asong (2017) closing the gap requires 

measures to enhance both the demand for mobile services to increase usage in areas where 

coverage is available, as well as measures to enhance supply to bring coverage to uncovered 

populations. 
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KEY: Blue (covered and connected), Maroon (covered and not connected), Black (not covered) 

Figure 3: Mobile Broadband Network Coverage in Africa 

Source: GSMA Intelligence (GSMA, 2016) 

The impact of network coverage has been recorded as positive in various facets ranging from 

increase in internet usage, increase in disposable income and decrease of waste in agriculture. 
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However, a survey by GSMA (2016) in North Africa and sub- Saharan Africa on mobile 

broadband (3G and 4G) found that lack of network coverage doesn‘t fully explain the 

comparatively low levels of usage. Reason being there are a large number of people across 

Africa that are already covered by a mobile broadband network, but who aren‘t currently using 

it. As Figure 3 demonstrates, in Zimbabwe 15% of people are covered and connected, 24% are 

covered but not connected and 60% are not covered and not connected.  

For those communities with network coverage as suggested by Gibson and Olivia (2011), it is 

also critical to examine the quality and cost of coverage. Because of the need to provide cheaper 

options to the rural communities, most digital service platforms are based on SMS and the use of 

feature phones (Karippacheril, Nikayin, De Reuver, & Bouwman, 2013). Even though this is the 

case, some studies, for example, Whitacre, Strover, and Gallardo (2015), though much more 

focused on Internet disparity between rural and urban communities. The issue of broadband is 

recent in most developing countries and remains almost unavailable to rural communities. 

The success of low‐cost community network coverage in Southern Africa's rural communities 

(Rey‐Moreno, Blignant, Tucker and May (2016) provides a motivation for the deployment of 

similar infrastructure in Zimbabwe. In a related study by Oluwatayo (2013) notes that the 

expansion of network coverage by Mobile Network Operators and the penetration of mobile 

phones throughout Zimbabwe has circumvented the infrastructural barriers, that is, in developing 

countries mobile phone network counteract poor infrastructure and geographical isolation that 

contribute high cost of providing banking services to the rural communities.  
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Tech-serve Promotion (Awareness)  

Although Costa and Ehrbeck (2015) defined awareness as the individuals‘ extent of alertness and 

ability to draw inference in a certain time and space towards an object or situation. The 

researcher was impressed and adopted Sirajul and Ake (2011), who characterizes awareness as 

one of the steps towards adoption and subsequently defines it as the stage of being informed 

about the product search attributes. 

In most developing countries, awareness of mobile brands is already extremely high, and almost 

everyone already understood what mobile connectivity is. Iddris (2013) state that it is important 

to note that marketing mobile air time is different from marketing mobile money because nearly 

everyone understands how to use a phone and how to load airtime, if they don‘t, they can always 

ask a friend or family member. However, when it comes to mobile money, service providers 

need to educate their customers on mobile money services being offered, how to use these 

services and also provide customers with assurance so that customers will trust them. (Dube et al 

2011; Luvanda, Kimani and Kimwele, 2014; Sudalaimuthu and Angamuthu, 2013) also 

recommended an increased awareness campaign by banks.  

According to Biljon and Kotze (2012), financial products encompass a high degree of technical 

innovativeness and clients need to be educated about how to interact with them. Again, new 

technologies as posted by Jeneker, Pieterse, Gasa, Zwane, Mazibuko, Seete, Naidoo, (2012) have 

the tendency to create technophobia among the prospective users because of illiteracy and may 

be intimidated to use them. Davidson and McCarty (2011) as cited by Iddris (2013) suggest that 

customers go through a particular journey from being aware of the product until they become 

regular users of that particular product. They go on to say that to drive customer usage, operators 
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must guide customers on a journey from their first encounter with mobile money to habitual use 

of the mobile money platform. 

Iddris (2013) find out that the main reason among others why people reject mobile money is 

because it requires knowledge and learning. Tobbin (2012) also indicates that the level of 

knowledge of mobile money services is a major factor on how consumers perceived the ease 

with which to use mobile money services. Traditionally as stated by Bara (2013) consumers may 

try to reduce perceived risk in the digital delivery channels by collecting information, consulting 

opinion leaders or acquiring guarantee from the service provider. Therefore the service providers 

need to craft appropriate strategy that will create required knowledge for using mobile money 

services by potential and existing customer base. 

Personal selling from the supply side should ensure that knowledge on the use of the financial 

services is deployed to the unbanked if their behavioural intention to adopt is to be induced 

(Schiffman & Kanuk, 2011). M-PESA was quite successful according to Mas and Ng‘weno 

(2012) because its Safaricom‘s sales people had a face to face opportunity with their customers 

when explain the service.  

Advertising is seen as a promotional tool intended to convince, inform, educate, and persuade an 

audience to adopt or take some action upon products information, services, and communication 

(Chinakidzwa, 2014). Advertising according to Aboelmaged and Gebba (2013) is meant to create 

product awareness in the minds of the consumers in order to take eventual purchase decision. 

However, InterMedia (2012) argue that the difficulty in moving from awareness to 

understanding of mobile money is an obstacle to use. They recommended that mobile money 
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providers should not only raise awareness through advertisements, but should do a better job of 

using their advertisements to communicate the service‘s uses and benefits.  

In countries such as Britian and Poland there are programmes aimed at bring knowledge to 

young, adults and even elderly people (ITU , 2011). Rural Zimbabweans lack familiarity with the 

mobile money concept (Biriwasha, 2011). There exists lack of financial literacy in the country. 

Chakrabarty (2013) states that the Zimbabwean market is characterised by information 

asymmetry which is working against the poor and rural unbanked. Advertising has the possibility 

of inducing the attitude of the unbanked positively since information about the existence of the 

benefits of mobile money will be availed to them (Aboelmaged & Gebba, 2013).  

Tobbin (2012) recommends that organisations should promote the use of mobile money services 

by educating users through demonstrations and training. In cementing Tobbin‘s 

recommendation, Shambare (2011) asserts that the use of in-house promotion and customer 

demonstrations of cell phone banking may improve adoption rate by the rural unbanked in 

Zimbabwe. These views critically support the use of promotional tools in order to influence 

positively the attitudes and behavioural intentions of the rural unbanked to use mobile money. 

InterMedia (2012) interviewed a number of people in different areas in Tanzania and revealed 

that the three most limiting factors of mobile money users in Tanzania as mobile users are not 

aware of mobile money service (13%), insufficient understanding of mobile money services 

(12%) and the low liquidity of the mobile money service agents.  

Tech-serve promotion (awareness) has been alluded to as a key component of new technology 

usage by various researchers in different fields and contexts. In farming, Baloch (2014) find that 
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lack of awareness as one of the main reasons for farmers not using the new technology. The 

finding confirms what Boateng (2011) tried to bring out when stated that suppliers must promote 

their initiatives to create awareness among the users.   

In trying to understand why a large number of people across Africa that is already covered by a 

mobile broadband network, but isn‘t taking advantage of the mobile broadband opportunity. 

GSMA (2016) carried out a survey of consumers in 13 countries across Africa as part of the 

GSMA Intelligence Consumer Survey 2015.   Of the 13 countries, 3 were from North Africa and 

10 from Sub-Saharan Africa. In each country approximately 1,000 people were interviewed face-

to-face, and were selected so that they were representative of the urban-rural and gender splits of 

the population. The most important finding from those who had never used the mobile internet 

but network covered was lack of awareness as shown in figure 4 below. 

Despite its potential benefits, mobile money has not been widely adopted by rural households in 

developing countries. According to World Bank (2015), about 35% of the adult population in 

rural Uganda is using mobile money, which implies that the technology has not been widely 

adopted. Furthermore, in developing countries, extension and formal financial information 

services are underprovide. This can be particularly true as posted by Brandt; Nolte and Agrawal 

(2016) information asymmetries limit households‘ ability to make informed decisions to take 

advantage of mobile money technology hence the existence of mobile money usage gap. 
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Figure 4: Barriers to coming online for non-mobile internet users 

Source: GSMA (2016) 

https://i2.wp.com/www.gsma.com/mobilefordevelopment/wp-content/uploads/2016/07/image-2_big.jpg
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Transaction Cost  

Chivandikwa (2012) defines a transaction cost as any monetary amount which is charged on a 

product in a transaction between the buyer and the seller. Cost refers to the extent to which a 

consumer believes that using mobile payment will cost money (Dass & Pal, 2011). Kim, 

Mirusmonov and Lee (2011) acknowledged that in contrast to the traditional methods of 

payment, the cost of using a payment method includes two components. First are the direct 

transactional fees paid to payments providers, banks, or merchants for using the method and 

secondly, the costs of equipment, the mobile device, and the technology applications needed to 

use the method.  

Telecommunication services and products are central to the development process of rural 

communities, and yet, for many rural households who have some form of connectivity, no matter 

how weak, the relative costs of that connectivity prohibit them from accessing and using these 

services and products (Rey‐Moreno, Blignaut, Tucker, & May, 2016). Rey‐Moreno (2015) and 

Rey‐Moreno et al. (2016) found that households are using up to 22% of their income to recharge 

airtime. This is due to resellers adding markup to rural customers who cannot afford to go to the 

nearest city to top‐up airtime at normal rates.  

Transaction costs are a significant barrier to the take-up and use of formal financial services 

(Dupas & Robinson, 2013). Looking at the banks, account opening fees and minimum balance 

requirements prevent the poor from opening bank accounts (Dupas and Robinson 2013), and 

small subsidies can lead to large increases in take-up (Cole, Sampson, & Zia, 2011). Indirect 

transaction costs such as travel time are also a barrier: the distance to the nearest bank or mobile 

https://onlinelibrary.wiley.com/doi/full/10.1002/isd2.12029#isd212029-bib-0030
https://onlinelibrary.wiley.com/doi/full/10.1002/isd2.12029#isd212029-bib-0031
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money agent is a key predictor of take-up of savings accounts Dupas and Robinson (2013) and 

mobile money (Jack & Suri, 2014).  

Suri and Jack (2016) states that financial services, such as mobile money, ATMs, debit cards, 

and digital credit, have the potential to reduce transaction costs. However, existing studies rarely 

measure indirect transaction costs. direct transaction costs such as prices of services, 

commissions on transactions, transaction costs and products severely impact on the attitude to 

adopt mobile money due to the cost component they carry (Drouard, 2011).  

Transaction cost is a factor that has been added to the existing technology adoption theories in 

order to sufficiently explain the adoption of mobile based financial services (Dube, Njanike, 

Manomano, & Chiriseri, 2011). The cost associated with using a service according to Biljon and 

Kotze (2012) is one of the key drivers of a user‘s intention to adopt mobile money. Individuals 

are likely to adopt mobile money services if they perceive that the cost is acceptable compared to 

other existing alternatives of the service (Bosire, 2012). The transaction costs of sending money 

through the mobile payment technology as stated by Onwansa and Sullivan (2013) are lower 

than those of banks and money transfer companies.  

While investigating the impact of mobile money in Kenya, Mbiti & Weil (2011) contends when 

discovered that the introduction of M-Pesa led to a reduction in transfer charges by other formal 

transfer service providers such as banks and Western Union. The reduced transaction cost 

resulting from the use of mobile money has a positive impact on household welfare. Jack & Suri 

(2011) find that mobile money has a significant impact on the ability of households to spread risk 

due to the reduction in transaction costs. 
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Mallat (2012) asserts that the cost of a payment transaction has a direct effect on consumer 

adoption if the cost is passed on to customers. Transaction costs should be low to make the total 

cost of the transaction competitive (Ngaruiya, Bosire, & Kamau, 2014). The introduction of 

mobile money according to Nyaga (2013) has led to increased access to safe and cheaper means 

of transferring money between households and firms. In fact, some studies have discovered that 

the introduction of mobile money leads to a general reduction in transfer charges charged by 

other formal market players (Diza, Munyanyi, & Gumbo, 2017).   

The concept of transaction cost and facilitating conditions predominate in mobile money 

adoption studies. In Niger, Aker et al (2011) look at the effects of using mobile money accounts 

for delivery of cash transfers versus traditional methods. Specifically, they found that mobile 

money reduced the overall transaction costs of recipients, while offering an increase in freedom, 

flexibility, and privacy. A qualitative pilot study conducted in rural Cambodia by Vong et al 

(2012) identify benefits of time, security and convenience for micro-entrepreneurs who use 

mobile money services in rural areas.  

M-PESA is widely popular among the low and middle income population in Kenya because the 

tariffs charged are very low as compare to the Zimbabwe situation (Mbengo, Chinakidzwa, & 

Nyatsambo, 2015). TechZim (2013) discovered that the pricing schemes in Zimbabwe‘s 

financial services are expensive particularly those offered by EcoCash. However, prices 

represent the amount of money that must be given up and higher prices negatively affect 

purchase possibilities. According to Horne and Nickerson (2013), when this happens the 

unbanked are unlikely to try the new banking system. 
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GSMA (2016) found evidence that mobile money services need to be affordable, safe, accessible 

and convenient to consumers to encourage adoption and penetration. Similarly, Alexandre, Mas 

and Radcliffe (2011) found that when rural unbanked view mobile banking service costs, they 

may see it worth using and then accept it quite easily. However, the reverse will apply. 

Researchers (Suri and Jack, 2016; Omwansa, 2012; Omwansa and Sullivan, 2012; Mas and 

Morawczynski, 2011) have observed that price is a complex stimulus and many customers 

perceive pricing negatively. 

The concept of transaction cost has been explored in many adoption theories (Kendall, Maurer, 

Machoka, & Veniard, 2011). According to behavioral decision theory Ngaruiya, Bosire and 

Kamau (2014), the cost-benefit pattern is significant to both perceived usefulness and ease of 

use. If consumers perceive that the cost of mobile money service is acceptable, they will adopt it 

easier, and then use it. According to Mallat (2012), economic motivations and outcomes are most 

often the focus of information systems acceptance studies. The cost variable was used in prior 

research on mobile banking adoption.  

Though the transaction costs of sending money through the mobile payment technology are 

lower than those of banks, money transfer companies costs remain a major hindrance to the 

adoption of mobile money products (Winn & De Koker, 2013). The cost of paying a transaction 

as stated by Mallat (2012) has a direct effect on consumer adoption of mobile money services. 

Transaction costs should be low to make the cost of mobile payment affordable hence 

competitive to the poor. 
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Social Influence  

Social influence has originally been defined as the change in an individual‘s thoughts, feelings, 

attitudes, or behaviours that results from interaction with another individual or a group that is 

perceived to be similar, desirable, or an expert (Asch, 2012). Roper, Volker and Henk (2012) 

further described social influence as the degree at which an individual perceive other people‘s 

opinion to be important in order to use a new system. Social influence as a direct determinant of 

behavioural intention according to Nasri and Charfeddine (2012) is regarded as subjective norm 

in the other models.  

In defining their construct, D‘orsay (2014) used the term social norms and acknowledges it‘s 

similarity to subjective norm. Although comparatively they have different labels, each of these 

constructs contains the explicit or implicit notion that the individual's behaviour is influenced by 

the way in which they believe other individuals will perceive them as a result of having used the 

technology (Maertens & Barrett, 2013). Social influence therefore represents a measure of the 

values and beliefs of the customers; the embody ideas adopted in the past as well as the ability of 

an innovation to meet their current needs Rogers (1983) as cited in (Zhang, Lin, & Li, 2012). 

 A third theory is social construction of technology as explained by D‘orsay (2014) that the 

understanding, significance, and meaning of technology is developed by social coordination and 

interaction but not individuals. Social interaction among social groups and different actors shape 

the technology, and there is no ‗best‘ or ‗worst‘ technology, but it is a society that decides to 

adopt or reject a certain technology according to their needs.  
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According to Venkatesh and Davis (2000) as cited in Mbele-Sibotshiwe (2013), the effect of 

social influence could be attributed to compliance in mandatory contexts that causes social 

influences to have a direct effect on intention. On the other hand, social influence in voluntary 

contexts operates by influencing perceptions about the technology (Wydick, Karp, & Hilliker, 

2011). Osei-Assibey (2015) argues that social influence constructs are therefore not significant in 

voluntary context, they however become significant when use is mandated. Venkatesh and Davis 

(2000) further suggest that in mandatory settings, social influence appears to be important only 

in the early stages of individual experience with the technology, with its role eroding over time 

and eventually becoming non-significant with sustained usage.  

Li (2011) claim that people adopt new technology because other people who are familiar use that 

technology. According to Chitungo and Munongo (2013) in TAM and UTAUT social influence 

includes subjective norms, normative pressure and image. They further theorized in their model 

(TAM2) that social influence affects the adoption because people need to connect to one another 

by using similar technologies. However, their findings maintained that individuals often respond 

to social normative influences to establish or maintain a favourable image within a reference 

group. 

These processes can be attributed to two distinct types of social influence: normative and 

informational. Normative influence is said to occur when individuals conform to the expectations 

of others, while informational influence is said to occur when individuals accept information as 

evidence of reality. Information systems scholars looking to integrate the structural with the 

cognitive perspective posited that network externalities (and associated constructs) can exert 

both normative influence, through the process of compliance, as well as informational influence, 
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through the process of internalization (Lou et al., 2000; Cho, 2011). The underlying rationale is 

that, as more and more individuals adopt a certain technology, peer pressure to conform 

increases. Similarly, with increasing diffusion, potential adopters are also more likely to witness 

the technology in use, which may lead them to believe that it is useful. 

In other studies, social influence has been found to be the prime factor influencing the usage of 

mobile financial services in the model that used four constructs (Sayid et al. 2012; Dass and Pal 

2011). Hamza and Shah (2014) in Nigeria found social norms to be significant in influencing the 

adoption of mobile financial services. In a related study by Mbele-Sibotshiwe (2013), social 

influence has been found as one of the factors with a positive influence on the adoption of 

mobile financial services.  

Schierz, Schilke and Wirtz (2011) noted that the absence of formal information institutions, 

households learn from their social networks about new financial innovations. Social networks 

according to information cost theory by Roper, Volker and Henk (2012), implores the use of 

informal channels potentially lowers search costs and leads to positive outcomes. 

In Guatemala, Wydick, Karp and Hilliker (2011) found that church networks influenced 

microfinance borrowing by households. Households with larger social networks in Western 

China were more likely to borrow from formal intermediaries than households with smaller 

networks (Zhang, Lin, & Li, 2012). Banerjee, Chandrasekhar, Duflo and Jackon (2013) also 

found that information obtained from neighbours who participated in microfinance positively 

influences the decision on microfinance participation by households in India. 
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Social networks found to play an important role in diffusing financial information (Ray, Jack, & 

Suri, 2013). In Indonesia, Wydick et al. (2011) contends that family and community networks 

had a larger impact on credit awareness of new credit institutions. In addition Goh and Sun 

(2014) found evidence that women benefited more from participating in community networks 

than men and social network effects did not differ by poverty status of the household.  

In Uganda, informal assessments showed that individuals started using mobile money because of 

recommendation from family members, friends or other acquaintance (InterMedia, 2012). 

However, this study did not provide rigorous econometric evidence to show that information 

from one‘s social network leads to mobile money usage.  

Previous research has analysed the adoption of mobile money by households in developing 

countries (Kikulwe et al., 2014; Munyegera & Matsumoto, 2014). Kikulwe et al. (2014) analysed 

the determinants of mobile money adoption by households in Kenya while Munyegera & 

Matsumoto (2014) focused on households in Uganda and Zimbabwe. These studies do not pay 

particular attention to the role of social networks in mobile money adoption. Scholars according 

to Bagozzi (2012) suggested that these inconclusive findings may result from a tendency to 

assume a limited conceptualization of social influence in technology adoption research.  

In response, a number of studies added to a more pluralistic understanding of social influence. 

For example, (Fu, Ho and Chen 2013; Bagozzi 2012; Dube, Njanike, Manomano and Chiriseri 

2011) introduced group-level determinants – group norms and social identity – as antecedents to 

behavioral intention in their examination of virtual communities. Other researchers explored 

technology adoption decisions at the group level to better account for social dynamics (Van den 

Broeck & Dercon, 2011). While this increasing pluralism promises to more fully capture the 
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range of social impulses that govern technology usage, it also further contributes to an 

increasingly fragmented landscape of constructs that threatens the conceptual integrity of the 

field.   

Individual Characteristic 

Perceived usefulness, perceived ease of use, perceived trust, perceived risk and attitude are 

usually classified as key individual characteristic variables of the adoption and diffusion of the 

innovation and are related to the users‘ time of adoption of the new technology (Sirajul & Åke, 

2011). Perceived Usefulness (Relative Advantage) can be viewed as the ‗the degree to which the 

user believes that using a system would enhance their everyday routine (Chitungo & Munongo, 

2013). Li (2012) state that when there is an introduction of a new system in a service, consumers 

would first look at the benefits, an ‗what is in it for me ‗ attitude, compare with the current 

system and then would consider going for the new system.  

Within the mobile payment perspective consumers normally look for convenience, speed and 

other rewards for using the system, especially when paying since that is typically their least 

favorite part of the shopping experience (Chinakidzwa, 2014). On other hand Aggarwal and 

Klapper (2012) contends that mobile payment system should afford consumers the convenience, 

ubiquitous purchase possibilities, timely access to payment, relative advantages over other 

methods and benefits.  

Hinson (2011) suggested that in choosing a method of payment, convenience can have different 

aspects depending on the circumstances. For some people, it can mean ease of access, portability, 

flexibility in having a choice of the account to debit where several accounts are on one mobile 
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phone, speed of use when they have run out of time or are on the road and can just stop and 

waive their phone, and ease of use. As we know, consumers always have their mobile phones 

with them and on them, hence if the mobile phone then becomes the wallet, there will not be any 

need to carry a phone as well as a wallet.  

Consumers need to know that they will be able to make their purchases when they want to at any 

time and the service will be available with no hassle. Ubiquity, as defined by the Collins English 

Dictionary, is the ability to be everywhere at once. Whilst mobile phones might be ubiquitous, 

mobile payment services might not be. Users can only fully adopt mobile payment services when 

they know that the service is available and acceptable everywhere just as cash. Mobile Payment 

services require ubiquity as consumers need reliance that, with their mobile phone, they can enter 

any retail or convenience shop and be able to use the service for payment regardless of their type 

of phone or Mobile Network Operator or Bank.  

Several studies have found that perceived usefulness has a significant influence on mobile 

financial service adoption or usage (Chitungo and Munongo 2013; Sayid et al. 2012; Li 2011). 

Common factors related to perceived ease of use as cited by many studies on mobile 

technologies are job relevance, mobility, new possibilities, enjoyment, convenient or time saver, 

productivity (save money and make more money) and indispensable for business (Sirajul & Åke, 

2011).  

Perceived ease of use (Complexity) as defined by Chitungo and Munongo (2013) is the degree to 

which a person believes that using a particular system would be free of effort. Consumers think 

from a point of easiness to understand and use a system. Mobile money services are expected to 

be easy to use as consumers are already using their mobile phones for other purposes, however 
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the paying process should not involve a lot of button punching which would reduce the speed of 

the paying process (Aboelmaged & Gebba, 2013). Mallat (2012) further explains that limitations 

in mobile phones, which include small displays and keypads, limited transmission speed and 

memory, and short battery life in mobile device features, reduce the usability and user-

friendliness of mobile technologies. 

With regard to the usage of cellular phones, (Asongu and Asongu 2017; Sirajul and Ake 2011) 

contends that perceived ease of use has significant effects on users' extrinsic and intrinsic 

motivations, while apprehensiveness has a negative effect on intrinsic motivations. In another 

related study, Chitungo and Munongo (2013) in their study on the adoption of mobile financial 

services in Zimbabwe found that perceived ease of use has a positively significant influence on 

the adoption of mobile financial service. 

However, Asongu and Asongu (2017) further argued that the importance of perceived ease of 

use is related to the nature of the task an individual is facing. Therefore, directly affects the 

adoption of a device, such as a mobile phone, only when the person‘s primary task is to be done 

via such device. They also suggested that perceived ease of use is affected by actual use of the 

phone (i.e. after adoption), though the effect diminishes with the frequency of usages over time.  

 Perceived trust was defined as a psychological expectation that a trusted part will not behave 

opportunistically (Boonsiritomachai & Pitchayadejanant, 2017). Trust as stated by Aker and 

Wilson (2013) is the belief that vendors will perform some activity in accordance with 

customer‘s expectations. Trust like in any payment system, trust is of high importance in mobile 

payments. Chitungo and Munongo (2013) believe that perceived security and trustworthiness of 

different parties significantly affect consumers‘ perception of a mobile payment system.  
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Trust in any payment system is influenced by anonymity, security, reliability, the amount of 

control that users have and the reputation of the entity that introduced the system (Bagozzi, 

2012). Horne and Nickerson (2013) maintained that trust of the mobile payment service provider 

is also considered as a factor since the service can be provided by different service providers 

with different objectives and agendas. Masinge (2011) after a survey concluded that trust is very 

difficult to develop among users after 96% of respondents replied that they wanted 

confidentiality of data exchanged with service provider. In a related study, Dass and Pal (2011) 

on the adoption of mobile financial services among the rural unbanked found that villagers 

preferred channels which can be trusted to conduct monetary transaction.  

Perceived risk presents uncertainty, a potential loss or security compromise which may result in 

a financial loss (Chitungo & Munongo, 2013). According to Lee (2012), perceived risk may be 

in the form of financial risk, security or privacy risk, social risk, time risk and performance risk. 

Lee, (2012) went on to suggests that the adoption of mobile financial services creates concern 

that there may be financial losses, password security, network errors, hacking and loss of 

personal information. It is therefore stated that perceived risk has a negative influence on mobile 

banking adoption. 

Attitude, was also seen as a significant factor in the process of adoption or usage, is found in the 

original studies of TRA and TAM according to Sirajul and Ake (2011), but has been excluded 

from many other studies, even the later versions of TAM.  Osi-Assibey (2015) states that where 

social norms are strong, a person‘s innate unfavorable attitude may disappear and behavioral 

intentions will become more consistent with the social trends in a certain time and context. 
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Individual characteristics are more significant than technology properties in the technology usage 

process in general (Conley & Udry, 2012). On the other hand, Wydick, Karp and Hilliker (2011) 

found evidence that in the rural context psychological factors in adopting a new technology and 

mobile phones are less significant than behavioral factors. Such a phenomenon in a rural setting 

is probably the social influence on the adoption process which is stronger than individual 

characteristics (Sirajul & Åke, 2011).  

The conceptualization of personal innovativeness has been used to investigate user behavior in 

the acceptance of new products and services. Perceived usefulness, perceived ease of use, 

perceived trust and risk are the most cited factors that influence the attitude and behavioral 

intentions of a person (Sirajul & Åke, 2011). Innovative individuals will have higher tendencies 

in developing positive beliefs on new technology especially when the beliefs are developed 

through amalgamating of information from various media. Innovative users perceived lower risk 

and much open-minded (Aggarwal & Klapper, 2012). Personal innovativeness has strong 

influence in determining technology acceptance in the perspective of internet shopping and 

Ecommerce (Bagozzi, 2012). 

Mobile money services represent an innovation where both intangible service and an innovative 

medium of service delivery employing high technology are present (Health Finance & 

Governance, 2013). Thus, concepts of innovation and diffusion of innovation are even more 

intricate as technology and service. An increasing body of research according to Micheni, Lule 

and Muke (2013 has demonstrated that it is the perceived attributes of innovation itself rather 

than the personal characteristics that are the stronger predictors of the adoption decision. 
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GSMA (2016) in their survey suggest that information processing capability is a factor that 

separates the users from the non-users. This capability is framed by the individual‘s extent of 

observability or awareness, innovativeness and past usage experiences (Biljon & Kotzé, 2012). 

One of finding from the survey curried-out by GSMA (2016) on mobile broadband non-users, a 

lack of individual interest was raised as a barrier for those not currently using the mobile 

internet. Fundamentally, there remains a strong perception among many non-users that the online 

content and services currently available are largely irrelevant. While this wasn‘t quite as keenly 

felt in sub-Saharan Africa, it was a major issue for non-users in the continent‘s two largest 

economies like South Africa and Nigeria, highlighted a lack of relevance as being a key issue. 

Mazowe Rural District 

Mazowe District is the southernmost district of Mashonaland Central Province. Mazowe Rural 

District was established in 1992 under the Rural District Council Act 29: 13. It shares boundaries 

with Harare to its north, Goromonzi District to its south east, and Muzarabani to the north east 

and Guruve to the northwest. Mazowe Rural District has a population of 198,966 which 

constitutes about 20% of the total population which is highest in the Province. It has 34 wards 

with 12 in the rural areas. 

A nexus between Mobile Money Usage and Medical Service Access 

While there is tremendous momentum around mobile money fueled by the success of Kenya‘s 

M-Pesa mobile payment platform, mobile money is a rapidly growing alternative to cash in 

developing countries (Health Finance & Governance, 2013). A host of facts and figures show 

how mobile money has disrupted the delivery of financial services, the other side of the coin 
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shows the vast opportunities that lie in mobile money services. Little focus has been given to 

date on the intersection of mobile money and health systems. 

 As mobile money ecosystems continue to develop, access to healthcare is driving people into 

poverty in Sub-Saharan Africa. There are calls to integrate mobile money into digital health 

applications, but more research is needed to better understand the potential mobile money brings 

to the health sector. This research paper extends research in this area by exploring relations 

among mobile money usage and medical service access in a survey study of households in 4 

remote wards of Mazowe Rural District. 
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CHAPTER 3  

RESEARCH METHODOLOGY 

Introduction 

As it is indicated in the title, this chapter includes the research methodology of the thesis. In 

more details, in this part the author outlines the research design which will be used in this study, 

target population, sample size and sampling technique, research instruments in data collection, 

data collection procedures, the type of data analysis and the ethical considerations. The chapter 

will further describe the research instruments and show how these instruments will suite the 

study to be undertaken.  

Research Design 

According to De Vaus (2011), the research design refers to the overall strategy that is chosen to 

integrate the different components of the study in a coherent and logical way, thereby, ensuring 

you will effectively address the research problem. The function of a research design is to ensure 

that the evidence obtained enables us to answer the initial question as unambiguously as possible 

(Cooper & Schindler, 2011).  

The researcher used descriptive survey design in which quantitative method was applied. This 

design was mainly used because it describes the characteristics of the population or phenomenon 

that is being studied. In comparison to other designs, descriptive research has an advantage of 

describing, explaining and validating the findings. There no influence of the variables in any way 
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and also the data collected and analyzed from descriptive research can be peer reviewed using 

different research techniques. Therefore, the study design was appropriate considering the study.   

Population  

According to Babbie (2010) as cited in Chitungo and Munongo (2013), a population is the 

theoretically specified aggregation of study.  Mazowe Rural District has a 31,142 households and 

it has 34 wards of which 12 wards are in the rural areas.  Of the 12 wards in the rural areas, 5 

wards are in the remote areas of the district as shown in the map (See appendix IV) and the 

remaining 7 wards are associated with either farm town or growth point (Zimstat, 2012). 

However, the 7 wards associated with either farm town or growth point were removed from the 

population under study since they do not possess best criterial that suits the study. One of the 

remote wards was also not included as it was used in the pilot study. According to Zimstat, 

(2012) the 4 wards in the remote areas of the district has 4,580 households. Therefore, the 

population of the research is 4,580 households from the 4 remote wards of Mazowe Rural 

District and the researcher target one adult per household.    

Sample and Sampling Technique  

A sample is simply a subset of the target population that represents the target population                 

(De Vaus, 2011). According to Alexandre, Mas and Radcliffe (2011), sampling is a method of 

selecting several units of the population in such a way that every element has equivalent chance 

of being selected. The concept of sample arises from the inability of the researchers to test all the 

individuals in each population as it is usually not practical and almost never economical. 
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The proportional stratified sampling was used to come up with categories of households to 

represent the sample. Households were grouped into homogeneous groups using their wards to 

form stratas. This sampling method was applied to attain representations from each stratum 

and ensures a good distribution of respondents‘ opinions in the Mazowe Rural District.  

Given that the target population was large, as proposed by Rucker (2017), the researcher applied 

Scott Smith, Ph. D. formula to calculate a sample size for a confidence level of 90% and margin 

of error +/-5% (.05), using the standard deviation suggestion of .639. Using the formula, a 

sample size of 250 households was calculated from a population of 4,580 households.  Each 

stratum which is wards in our case was proportionated to the sample size as shown in table 3 

below. 

Table 3: Population and sample size 

 

Ward (Strata) Population (Households) Proportionate Sample 

1 1,290 71 

2 1,070 58 

3 1,170 64 

4 1,050 57 

Total 4,580 250 
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Research Instrument  

A research instrument is a measurement tool (for example, questionnaire or scale) designed to 

obtain data on a topic of interest from research subject (Des Moines University, 2018). The 

instrument used in collecting data for this study was a self-constructed 5-point Likert scale 

questionnaire. Researchers prefer to use a Likert-type scale because it provides greater 

uniformity which enables data to be statistically analysed and easily interpreted. It is a 

comparatively cheaper and efficient method for obtaining large amounts of quantitative data 

(Kothari, 2014). 

The five response options on the questionnaire was each given a numerical value which was used 

to measure attitude under investigation and configured to be uploaded on the statistical tool 

(SPSS). In his book Kumar, (2011) states that self-descriptive format in questionnaire is easy to 

analyze statistically and it permits considerable time and well thought questions that will be 

easily understood by the respondents. This instrument is a quick method of obtaining data and 

privacy is maintained when the population is large and widely spread geographically.  The 

researcher protected the confidentiality of the respondent by ensuring they do not indicate their 

name or any form of identity on the questionnaire. 

Pilot Study 

A pilot test was done using the questionnaire to test validity and reliability of the instrument 

before the actual research was fully carried out. The researcher targeted at least 10% of the 

sample size. Thirty six (36) respondents from ward 10 which is one of the most remote ward in 
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Mazowe Rural District was used to carrying out the pilot study. Pilot participants were not 

considered in the actual research. After the pilot test, necessary corrections were made.  

Reliability and Validity of the Instrument 

Face appearance and content validity tests were used to validate the research instrument.  The 

questionnaire data was captured using SPSS for validation and analysis. For reliability, the 

researcher used SPSS to carry out the reliability test. The researcher focused on the Cronbach‘s 

Alpha value as a reliability measure of scale that measures how closely related a set of items are 

as a group, the higher the alpha the stronger the items grouped statistically. The Cronbach‘s 

alpha coefficient obtained in this research was at .823 (82.3%) which was considered reliable. 

The reliability result is tabulated below. 

 

Table 4: Reliability Statistics 

Cronbach's Alpha N of Items 

.823 32 

Source: Primary Data (SPSS Output) 

Data Collection 

The researcher took advantage of linear set up of the 4 wards and personally delivered the 

questionnaires to household heads written in their mother language (Shona).  A total of 250 

questionnaires were distributed and the respondents were asked to fill in the questionnaires and 

return them back to the researcher at an agreed date.  
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Data Analysis and Interpretation 

Data was collected from the respondents.  First the questionnaires were serialized in order to 

avoid double capturing and also to ensure easy reference. The collected data was firstly imputed 

to Excel spreadsheets. Variables were defined and labelled. The responses were coded (assigning 

numbers to each of the possible responses) to create codebook. The coded responses were then 

exported into SPSS to analyze the data.  Statistical and descriptive analyses were instituted. The 

researcher made use of statistical methods of presentation such as tables and chart to present the 

data in a logical and sequential order as well as to draw conclusions from the data. One-sample T 

Test was also used to test the hypothesis for the research under study. Likert scale interpretation 

that the researcher used during the study is shown in the table 5 below. 

Table 5: Likert scale and Verbal Interpretation 

Scale Responses Mean Interval Verbal Interpretation 

5 Strongly Agree 4.50 - 5.00 Very High extent 

4 Agree 3.50 - 4.49 High extent 

3 Neutral 2.50 - 3.49 Average extent 

2 Disagree 1.50 - 2.49 Low extent 

1 Strongly Disagree 1.00 - 1.49 Very low extent 

 

Ethical Consideration 

There are a number of key steps that were taken to protect the rights of the study participants. 

There was voluntary participation where people were not coerced into participating in research. 
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The participants were asked if they would want to participate in the study before giving out any 

information. The study participants were fully informed about the procedures and gave their 

consent to participate. The participants remained anonymous throughout the study with no names 

identified with certain information provided in the research.  
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CHAPTER 4  

PRESENTATION, ANALYSIS AND INTERPRETATION OF DATA 

Introduction 

This chapter presents the findings, analysis and interpretation of data collected from the 

respondents of the study using questionnaire. Statistical Package for Social Sciences (SPSS) 

software was used to analyse the data. The data used in this analysis was primarily the source 

data gathered by the researcher from the circulated questionnaires. This study was descriptive 

research and data in the following section have been organised to reflect the findings as they 

emerged from the data collection. The research findings are according to the sequence of the 

research questions.  

Response Rate of Questionnaires 

Questionnaires were distributed using a pick and drop method where 250 copies were 

distributed. All the distributed questionnaires were responded to and collected for analysis, 

representing a 100% response rate. The response rate was high because most household heads 

are peasant farmers and the time period when the research was carried out, most household heads 

had nothing to do, and this was outside farming season. The collected responses were relevant 

for the analysis and all questions were answered satisfactorily. The results are shown in table 6 

below: 
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Table 6: Questionnaire Response Rate Analysis 

Total number of 

questionnaires distributed 

Total number of 

questionnaires completed 

and returned 

Percentage response rate 

250 250 100% 

 

Demographic Distribution of Respondents 

This section of the questionnaire focused on the demographic information of the respondents. 

Focus was given to the respondents‘ gender, age, level of education and income level of 

household heads. 

 Gender Analysis  

Respondents were asked to indicate their gender. Results obtained are shown on table 7 below. 

Table 7: Distribution by Gender                                                            N = 250 

 Frequency Percent Valid Percent Cumulative Percent 

Valid Female 82 32.8 32.8 32.8 

Male 168 67.2 67.2 100.0 

Total 250 100.0 100.0  

  Source: Primary Data (SPSS Output) 

The data collected in the study through the questionnaire and analysed using SPSS software 

produced the results presented on table 7 above. From the participants who completed gender 

information 168 were male and 82 were female. Expressed as a percentage, male constituted 

67.2% while female constituted for the remaining 32.8% of the total participants. Never the less 

the findings are representative of both male and female views on mobile money usage and 

medical service access in Mazowe Rural District.   
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The rural Mazowe District is a male-headed household‘s dominated district. According to 

Zimstats (2012), there is a 68% male-headed household in Mashonaland Central Province of 

which Mazowe Rural District is part of.  Therefore, this distribution does not come as a surprise. 

However, whatever distribution it maybe, it does not pose challenge of bias to the findings.  

Analysis by Age 

Respondents were asked to indicate their age range. Results obtained are shown on table 8 

below. 

Table 8: Distribution by Age (Years)                                                               N = 250 

 Frequency Percent Valid Percent Cumulative Percent 

Valid 21 - 30 10 4.0 4.0 4.0 

31 - 40 92 36.8 36.8 40.8 

41 - 50 78 31.2 31.2 72.0 

51 - 60 50 20.0 20.0 92.0 

61 - 64 12 4.8 4.8 96.8 

65+ 8 3.2 3.2 100.0 

Total 250 100.0 100.0  

   Source: Primary Data (SPSS Output) 

The results on age distribution in table 8, shows that majority were household heads of age range 

31-40 years which constituted 36.8% (92 respondents). Those households headed by age range 

41-50 years had a total of 31.2% (78 respondents), age range 51 – 60 years had 20.0% 50 

respondents), 61 – 64 years had 4.8% (12 respondents), 21 – 30 years had 4.0% (10 

respondents), 65+ years had 3.2% (8 respondents).  

The respondents were biased towards the young age of 50 years and below which constituted 

72% (4% + 36.8% + 31.2%) if added together. The distribution might be due to unemployment 

rate and cost of living in urban areas which has force young people to resort to farming. The 



 

63 
 

above findings support Restless Development Zimbabwe (2013) results which found that young 

people constitute at least 70% of the population of Zimbabwe. The researcher was happy given 

that majority of the respondents were of mature age and assumed they would provide quality and 

fair views.  

Analysis by Level of Education 

Respondents were asked to indicate their level of education. Results obtained are shown on table 

9 below. 

Table 9: Distribution by Level of Education                                                           N = 250 

 Frequency Percent Valid Percent Cumulative Percent 

Valid Below O‘ Level 100 40.0 40.0 40.0 

O‘ Level 77 30.8 30.8 70.8 

A‘ Level 36 14.4 14.4 85.2 

Diploma 26 10.4 10.4 95.6 

Undergraduate 9 3.6 3.6 99.2 

Postgraduate 2 .8 .8 100.0 

Total 250 100.0 100.0  

   Source: Primary Data (SPSS Output) 

In table 9, the level of education was grouped into six categorized. The greater number, 40% 

(100 respondents) had education below O‘ Level. Those with O‘ Level were 30.8% (77 

respondents). Other educational qualifications, 36 of the 250 respondents had A‘ Level and this 

constituted 14.4 %, Diploma holders were 10.4 % (26 respondents), Undergraduate holders were 

3.6% (9 respondents) and Postgraduate holders were 0.8% (2 respondents).  

A total of 70.8% or 177 respondents had low educational qualification. This did not pose a 

challenge to the study as the issue under study is not technical but a daily experience. It is also 

expected of the rural populace to comprise of the less educated as the more educated dominate 
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the cities. This distribution is befitting the study on hand and instead of a questionnaire in 

English, the respondents were presented the questionnaire in the language they best understand.  

Analysis by Level of Income 

Respondents were also asked to indicate their level of income. Results obtained are shown on 

table 10 below. 

Table 10: Distribution by Level of Income                                                N = 250 

 Frequency Percent Valid Percent Cumulative Percent 

Valid Below $100 7 2.8 2.8 2.8 

$101 - $500 95 38.0 38.0 40.8 

$501 - $1000 115 46.0 46.0 86.8 

$1001 - $1500 27 10.8 10.8 97.6 

$1500+ 6 2.4 2.4 100.0 

Total 250 100.0 100.0  

   Source: Primary Data (SPSS Output) 

The distribution by level of income for the Mazowe Rural District research participants are given 

in table 10 above. Majority of household heads were living in the range $501 to $1000 per year 

and this constituted 46% of total respondents. This was followed by $101 to $500 which 

constituted 38% (95 respondents), $1001 to $1500 constituted 10.8% (27 respondents), below 

$100 constituted 2.8% (7 respondents) and lastly $1500+ constituted 2.4% (6 respondents). The 

researcher was happy given that there is no uniformity in distribution of income level hence 

different views and that all respondents earn some income which at least can be transferred using 

mobile money services. 
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Research Question One 

What is the degree of medical services access using mobile money by rural households in 

Mazowe District? 

The objective of this question was to evidently fact the extent of medical services access using 

mobile money by households in Mazowe Rural District. Therefore, the mean and standard 

deviation were used to answer this research question with scores interpreted using verbal 

interpretation in table 5. 

Table 11: Level of Medical Services Access 

 N Mean Std. Deviation 

32. In majority of cases I use mobile money to pay for 

medical services  
250 3.24 1.264 

33. Medical services Access becomes easier when I started 

using mobile money as a payment method for medical 

services 

250 3.20 1.278 

34. I noticed great improvement in access to medical 

services by households when medical service provider 

started to accept mobile money as form of payment  

250 3.29 1.218 

35. The introduction of mobile money provided solution to 

my response to medical shocks  
250 3.22 1.246 

36. Mobile money made it possible and easy for me and my 

immediate family to be covered by medical aid societies 
250 3.24 1.254 

Medical Services Access 250 3.2392 .80134 

    

 Source: Primary Data (SPSS Output) 

As per findings in table 11, the degree of medical services access using mobile money in 

Mazowe Rural District scored an average mean of 3.2392 (SD=.80134), meaning Rural Mazowe 

households at the time of this research were able to access medical services using mobile money 

to an average degree. The standard deviation shows homogeneity in responses as evidenced by a 
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score 0.80134, below 1. Having average medical services access implies that overall, mobile 

money usage has not been a popular conduit for accessing medical services.  

FinMark (2016), Iliasov (2014) and Dzokoto and Appiah (2014) speak of knowledge and 

education as a serious barrier and 70.8% of the respondents in this study were not very educated 

and could suggest a group with attitude to change and attitude to use of mobile money. The fact 

that mobile money is another channel to incrementally extend the convenience of accessing 

already existing service offering by financial institutions, average medical services access using 

mobile money suggests that there is high possibilities that users and providers are still used to 

traditional methods (medical aids and cash) so there is not much interest in using mobile money 

in accessing medical services which might also be a symptom to the rest of the nation.  

Therefore, to have average medical service access using mobile money would be a serious 

setback because the majority of the Zimbabwe population are in rural (Chikoko, 2014).  

Research Question Two 

To what extant is mobile money usage by households in Mazowe Rural District? 

The objective of this question was to ascertain the current level of mobile money usage by 

households in Mazowe Rural District. Therefore, the mean and standard deviation were used to 

answer this research question with mean scores interpreted using verbal interpretation in table 

5. 

Table 12 reveal that network coverage has a mean score of 3.4312 (SD=0.61948) meaning 

network coverage cause households in Mazowe Rural District to access medical services to an 
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average extent using mobile money.  The average mean score implies a challenge on medical 

service access using mobile money. The standard deviation shows homogeneity in responses as 

evidenced by a score 0.61948, below 1.  

 

 

Table 12: Network Coverage 

 N Mean Std. Deviation 

5. I use mobile money services since there is good network 

reception to complete the transaction 
250 3.47 1.098 

6. In most cases I do not have problems with network 

coverage when accessing mobile money services in my area 
250 3.40 1.137 

7. The network coverage is generally available and reliable 

for me to use mobile money services 
250 3.42 1.163 

8. I changed my perception towards the usage of mobile 

payments services after noticing improvement in 

network quality 

250 3.58 1.149 

9. I realise network coverage is one of the facilitating 

condition for me to use mobile money services 
250 3.28 1.177 

Network Coverage 250 3.4312 .61948 

    

   Source: Primary Data (SPSS Output) 

On medical services access using mobile money being influenced by network coverage to an 

average extent, Mallat (2012) speak of need for reliability and accessibility of network for users 

to use mobile payments systems. Questions 5, 6 and 7 in table 12 confirm network coverage is a 

problem. POTRAZ (2018) reported that rural areas in Zimbabwe is serviced by only 29% of the 

country's base stations yet servicing over 70% of the population refer to figure 2. With formal 

financial institutions currently having limited reach in most rural areas, mobile money is critical 

especially to rural people that do not have access to ATMs, mobile and internet banking. This 
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suggest that to use mobile money for expanding medical service access to people in the rural 

areas requires development of mobile telephone infrastructure- Rey‐Moreno et al., (2016) opine 

that it can provide a lasting solution.  

 

 

 Table 13: Tech-serve Promotion (awareness) 

 N Mean Std. Deviation 

10. I rely on promotional media for information on the 

use of mobile money services 
250 3.29 1.174 

11. I get to use mobile money services because of the 

SMS from mobile network operators notifying me 

about mobile money uses 

250 3.21 1.125 

12. I am aware of at least one marketing promotional 

campaign on the uses of mobile money services over 

the last SIX months   

250 3.25 1.192 

13. I started to prefer using mobile money services after 

seeing a demonstration of how mobile money can help 

me solve my financial problems  

250 3.12 1.238 

14. Promotions should come frequently to remind me 

of the benefits of using mobile money services 
250 3.02 1.323 

Tech-serve Promotion (awareness) 250 3.1799 .70579 

    

    Source: Primary Data (SPSS Output) 

Tech-serve promotion (awareness) has a mean score of 3.1799 (SD=0.70579) as shown in table 

13. This means the extent to which tech-serve promotion influence households to access medical 

services using mobile money in Mazowe Rural District is of average extent.  The standard 

deviation of 0.70579 revealed that there is homogeneity in responses. For tech-serve promotion 
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to averagely influence medical service access using mobile money suggests that in Zimbabwe 

mobile money usage has not been promoted at national level.   

Jeneker et al., (2012) highlighted the tendency of financial products to create technophobia and 

intimidating especially the illiterate prospective users. On another note, Iddris (2013) and Tobbin 

(2012) speaks of knowledge and learning as requirement to use mobile money. So there is high 

possibility of respondents being intimidated by mobile money given 70.8% not very educated.  

 

Table 14: Transaction cost 

 N Mean 

Std. 

Deviation 

15. Cost of transaction does not prohibit me from 

transacting using mobile money services 
250 3.18 1.214 

16. I use mobile money services for conducting financial 

transactions as they don‘t put an extra charge 
250 3.10 1.254 

17. I conduct my financial transactions using mobile 

money services because I realised that it‘s cheaper and 

convenient. 

250 3.17 1.204 

18. I always use mobile money services for my financial 

transactions because it save time and transport costs 
250 3.15 1.270 

19. I started using mobile money services when 

conducting financial transactions after realising that it‘s 

reliable 

250 3.14 1.170 

Transaction Cost 250 3.1472 .57506 

    

    Source: Primary Data (SPSS Output) 

As shown in table 14 above, transaction cost hinder access to medical services using mobile 

money to an average extent as evidenced by the mean score of 3.1472 (SD=0.57506). The 

standard deviation of 0.57506 shows homogineity in responses. The average extent of medical 
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service access as influenced by transaction cost suggest that transaction cost of using Ecocsh, 

OneMoney or Telecash is still a barrier to hoseholds in Mazowe Rural District to use mobile 

money to access medical services. 

Transaction costs both direct and indirect as suggested by Dupas and Robinson (2013) can be a 

significant barrier to the take-up and use of financial services. In Zimbabwe, TechZim (2013) 

discovered that the pricing schemes of financial services are expensive particularly those offered 

by EcoCash and this might be a possible reason for having average medical services access using 

mobile money. Intervening factors of education level which enabled users to make informed 

decisions may also come to play.  

The utility of mobile money comes to the fore in its ability to allow people to send or receive 

money easily and at affordable cost. The researcher sees a great opportunity for expanding 

medical service access using mobile money in the rural areas and underscores the importance 

of service providers to further reduce transaction costs for the usability of mobile money 

among people in rural areas. 

Table 15: Social Influence 

 N Mean Std. Deviation 

20. My cultural practices contributed to the way I use 

mobile money services  
250 2.95 1.289 

21. My lifestyle contributed to the way I use mobile money 

services  
250 3.00 1.364 

22. I started using mobile money services after consulting 

those I believe are more educated in our area 
250 2.91 1.390 

23. My social norms contributed to my use of mobile 

money services  
250 2.97 1.371 

24. I started using mobile money services after realising 

that all my friends and close relatives are now using 

mobile money services  

250 3.24 1.260 
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25. I realised the importance of using mobile money 

services after hearing someone giving a testimony at 

church on how they get rescued by having ecocash  

250 3.32 1.269 

Social Influence 250 3.0640 .67160 

    

  Source: Primary Data (SPSS Output) 

Table 15 shows results of social influence towards medical access by the Mazowe Rural District 

Households. With an average mean score of 3.0640 (SD=0.67160), it is clear that social 

influence affects medical access by Mazowe households to an average extent, this too, with 

homogeneity in response as evidenced by the standard deviation of 0.67160.  

Osei-Assibey (2015) speaks of social influence as a significant barrier to mobile money if use is 

mandated and insignificant if use is voluntary. In this case, the researcher can say the use is 

indirectly mandated because of shortage of cash in Zimbabwe. Mbele-Sibotshiwe (2013) 

observed mobile cash compliance in mandatory use for social influence to have a direct effect on 

intention. In Zimbabwe, the use of mobile money payment service is voluntary and traditional 

methods of medical services access such as cash and medical aids are still in place. There is high 

possibility that the voluntary use of mobile money and the presence of traditional medical 

services access methods contributed to these findings.   

Table 16: Individual Characteristic 

 N Mean Std. Deviation 

26. I use mobile money services in conducting financial 

transactions because my private information such as PIN is 

secured 

250 3.37 1.179 

27. In most cases I do not worry about mobile phone theft 

and reuse because I believe my mobile money services are 

secured and protected  

250 3.28 1.277 
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28. I use mobile money services because I know a preview 

of details entered to verify before confirmation is send to 

me 

250 3.32 1.265 

29. I use mobile money services because I know when 

transaction errors occur, I get compensation 
250 3.28 1.291 

30. My knowledge and experience has contributed to my 

use of mobile money services  
250 3.32 1.183 

31. Perceived usefulness or ease of use contribute to my 

usage of mobile money services 
250 3.35 1.240 

Individual Characteristics 250 3.3220 .66111 

    

   Source: Primary Data (SPSS Output) 

From the findings presented in table 16 above, the study established that individual characteristic 

has an average mean score of 3.3220 (SD=0.66111). This means the individual characteristic 

influence on households to access medical services using mobile money in Mazowe Rural 

District is of average extent. Homogeneity in their response is noticed as evidenced by standard 

deviation of 0.66111. The average score implies platforms for electronic money transfer such as 

ecocash, onemoney and telecash offered by mobile network operators were useful and 

convenient but they did not totally replace the need for physical cash attitude. 

Mallat (2012) explains additional limitations in mobile phone use which include; small screen 

displays and keypads, limited transmission speed and memory and the short battery life in 

mobile device features - reduce the usability and user-friendliness of mobile technologies. To a 

large extent these could be contributing to average medical access.  

Research Question Three 

Is there any significant relationship between mobile money usage and medical services 

access in rural Mazowe District? 



 

73 
 

The objective of this question was to provide empirical evidence if there is any significant 

relationship between mobile money usage and medical services access in rural Mazowe District. 

The question was answered using Pearson‘s correlation coefficient. 

 

 

 

Table 17: Correlations of Independent Variables and Dependent Variable 

 

Medical 

Service 

Access 

Network 

Coverage 

Tech-serve 

Promotion 

Transaction 

Cost 

Social 

Influence 

Individual 

Characteristic 

Medical 

Service 

Access 

Pearson Correlation 1 .021 .321
**
 .132

*
 .209

**
 .315

**
 

Sig. (2-tailed)  .739 .000 .036 .001 .000 

N 250 250 250 250 250 250 

Network 

Coverage 

Pearson Correlation .021 1 .116 .104 .097 -.036 

Sig. (2-tailed) .739  .067 .101 .127 .567 

N 250 250 250 250 250 250 

Tech-

serve 

Promotion 

Pearson Correlation .321
**
 .116 1 .206

**
 .015 .072 

Sig. (2-tailed) .000 .067  .001 .809 .260 

N 250 250 250 250 250 250 

Transactio

n Cost 

Pearson Correlation .132
*
 .104 .206

**
 1 .108 .080 

Sig. (2-tailed) .036 .101 .001  .089 .205 

N 250 250 250 250 250 250 

Social 

Influence 

Pearson Correlation .209
**
 .097 .015 .108 1 .177

**
 

Sig. (2-tailed) .001 .127 .809 .089  .005 

N 250 250 250 250 250 250 

Individual 

Characteri

stic 

Pearson Correlation .315
**
 -.036 .072 .080 .177

**
 1 

Sig. (2-tailed) .000 .567 .260 .205 .005  

N 250 250 250 250 250 250 

**. Correlation is significant at the 0.01 level (2-tailed). 

*. Correlation is significant at the 0.05 level (2-tailed). 

Source: Primary Data (SPSS Output) 
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Data was tested using Pearson Correlation as shown in table 17 and the findings showed 4 out 

of 5 independent variables (Tech-serve promotion, Transaction Cost, Social Influence and 

Individual Characteristic) have significant positive relationships with medical services access as 

evidenced by [r=.321, n=250, p<.01], [r=.132, n=250, p<.05], [r=.209, n=250, p<.01] and 

[r=.315, n=250, p<.01], respectively. In other words, mobile money usage has a positive 

significant correlation with medical service access at 95% confidence level, meaning an increase 

in mobile money usage will positively increase medical service access using mobile money by 

households in Mazowe Rural District. Meanwhile, network coverage [r=.021, n=250, p>.05] is 

found to have no significant relationship with medical services access. 

It is clear from this study that awareness is a prime factor for mobile money usage just as GSMA 

(2016) found in their study on mobile broadband. Tech-serve promotion is significant, positive, 

moderate relationship with medical services access as evidenced by [r=.321, n=250, p<.01]. This 

implies households who get more knowledge in mobile money services will have higher 

medical service access using mobile money. Among the 5 independent variables, tech-serve 

promotion scored the highest.   

Li (2016) speaks of network coverage as an important facilitating condition. However, network 

coverage in this study shows no significant and comparatively weaker relationship with medical 

services access as shown by [r=.021, n=250, p>.05]. This means an increase in network 

provision has no influence to increased access medical services using mobile money. This may 

not come as a surprise because if the variables such as social influence, tech awareness and 

individual characteristics are still on the lower end for example attitude to mobile cash, if it 
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hasn‘t changed, a spike in network coverage will not work the miracle in Mazowe Rural 

District. 

Although the study found that mobile money usage has a positive significant relationship with 

medical services access, the relationship is weak. The weak link suggest need for a study to fully 

establish the reasons why there is low uptake of medical services access using mobile money 

given that mobile money is coming in as an additional payment service to already existing ones, 

this was outside the scope of this study.  

Research Question Four 

Which mobile money usage factor best predict medical services access by households in 

Mazowe Rural District? 

The objective for this question was to ascertain which mobile money usage factor best predict 

medical services access by households in Mazowe Rural District. The question was answered 

by analysing the mobile money usage specifically to find best predictor of medical service 

access. The question was answered using stepwise multiple regressions. 

Table 18 provides testing of correlations assumption between variables in the model. The 

coefficient of (r=-0.036; n=250; p=.283) between network coverage and individual 

characteristics suggest that there is small, negative and not statistically significant (p>.05) 

relationship between network coverage and individual characteristics. This means there is 

multicollinearity that is too many inter-correlated predictors in the model. The regression 

model failed correlations assumption. Therefore, the researcher applied stepwise multiple 

regressions to correct multicollinearity. 
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  Table 18: Correlations Assumption 

 

Medical Services 

Access 

Network 

Coverage 

Tech – serve 

Promotion 

Transactional 

Costs 

Social 

Influence 

Individual 

Characteristic 

Pearson 

Correlation 

Medical Services 

Access 
1.000 .021 .321 .132 .209 .315 

Network Coverage .021 1.000 .116 .104 .097 -.036 

Tech – serve 

Promotion 
.321 .116 1.000 .206 .015 .072 

Transaction Costs .132 .104 .206 1.000 .108 .080 

Social Influence .209 .097 .015 .108 1.000 .177 

Individual 

Characteristic 
.315 -.036 .072 .080 .177 1.000 

Sig. (1-tailed) Medical Services 

Access 
. .370 .000 .018 .000 .000 

Network Coverage .370 . .033 .051 .063 .283 

Tech – serve 

Promotion 
.000 .033 . .001 .404 .130 

Transaction Costs .018 .051 .001 . .044 .102 

Social Influence .000 .063 .404 .044 . .003 

Individual 

Characteristic 
.000 .283 .130 .102 .003 . 

N Medical Services 

Access 
250 250 250 250 250 250 

Network Coverage 250 250 250 250 250 250 
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Tech – serve 

Promotion 
250 250 250 250 250 250 

Transactional Costs 250 250 250 250 250 250 

Social Influence 250 250 250 250 250 250 

Individual 

Characteristic 
250 250 250 250 250 250 

      Source: Primary Data (SPSS Output) 

 

 

Table 19: Variables Entered/Removed
a
 

Model Variables Entered 

Variables 

Removed Method 

1 
Tech-serve Promotion . 

Stepwise (Criteria: Probability-of-F-to-enter <= .050, Probability-

of-F-to-remove >= .100). 

2 
Individual Characteristic . 

Stepwise (Criteria: Probability-of-F-to-enter <= .050, Probability-

of-F-to-remove >= .100). 

3 
Social Influence . 

Stepwise (Criteria: Probability-of-F-to-enter <= .050, Probability-

of-F-to-remove >= .100). 

a. Dependent Variable: MSave 

Source: Primary Data (SPSS Output) 

Table 19 above shows that 3 out of 5 independent variables were entered as predictors in the 

model using stepwise method. In molding the model, SPSS firstly add the strongest predictor, in 

this case tech-serve promotion as it was statistically significant (p<0.05). Then second strongest 

predictor (Individual Characteristic) and followed by third strongest predictor (Social Influence). 

The process continues until none of the excluded predictors contributes significantly to the 

included predictors. 
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Table 20: Model Summary 

Model R R Square 

Adjusted R 

Square 

Std. Error of the 

Estimate 

1 .321
a
 .103 .099 .76048 

2 .434
b
 .189 .182 .72473 

3 .461
c
 .213 .203 .71535 

a. Predictors: (Constant), Tech-serve Promotion 

b. Predictors: (Constant), Tech-serve Promotion, Individual Characteristic 

c. Predictors: (Constant), Tech-serve Promotion, Individual Characteristic, Social Influence 

Source: Primary Data (SPSS Output) 

Table 20 shows how SPSS built the model in 3 steps by adding a predictor to the equation. 

Adding tech-serve promotion to the model, adjusted r-square level is 0.99. Adding individual 

characteristic as second predictor to the first raises adjusted R square with 0.083 (0.182-0.99), 

but adding social influence as third predictor to the previous 2 only results in a 0.024 (0.203-

0.182) point increase which is lower from the first change. This means there is no point in adding 

more than 3 predictors.  

The final adjusted r-square is 0.203 implying the three predictors account for 20.3% of 

the variance in medical services access. This is somewhat disappointing to the researcher but 

pretty normal in social science research since people are just harder to predict than things like 

physical processes. Therefore, since this study have elements of human behavior, the result is 

respectable. 

Table 21: ANOVA
a
 

Model Sum of Squares df Mean Square F Sig. 

1 Regression 16.405 1 16.405 28.366 .000
b
 

Residual 142.849 247 .578   

Total 159.254 248    

2 Regression 30.047 2 15.023 28.603 .000
c
 

Residual 129.207 246 .525   
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Total 159.254 248    

3 Regression 33.882 3 11.294 22.071 .000
d
 

Residual 125.371 245 .512   

Total 159.254 248    

a. Dependent Variable: Medical Service Access 

b. Predictors: (Constant), Tech-serve Promotion 

c. Predictors: (Constant), Tech-serve Promotion, Individual Characteristic 

d. Predictors: (Constant), Tech-serve Promotion, Individual Characteristic, Social Influence 

Source: Primary Data (SPSS Output) 

To assess the significance of the results, table 21 reveals that the 3 predictors‘ b-coefficient were 

statistically significant. In this case the model reaches statistical significance (Sig=.000, meaning 

p<.05).  

 

 Table 22: Coefficients
a
 

Model 

Unstandardized Coefficients 

Standardized 

Coefficients 

t Sig. 

Collinearity Statistics 

B Std. Error Beta Tolerance VIF 

1 (Constant) 2.080 .223  9.336 .000   

Tech-serve 

Promotion 
.364 .068 .321 5.326 .000 1.000 1.000 

2 (Constant) .975 .304  3.211 .001   

Tech-serve 

Promotion 
.341 .065 .300 5.209 .000 .995 1.005 

Individual 

Characteristic 
.356 .070 .293 5.096 .000 .995 1.005 

3 (Constant) .512 .344  1.488 .138   

Tech-serve 

Promotion 
.340 .065 .299 5.270 .000 .995 1.005 

Individual 

Characteristic 
.322 .070 .266 4.600 .000 .964 1.037 

Social 

Influence 
.188 .069 .158 2.738 .007 .969 1.032 
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a. Dependent Variable: Medical Service Access 

Source: Primary Data (SPSS Output) 

In the coefficients table 22, looking at the third and final model column. Like predicted before in 

table 16, b-coefficients were all significant and in logical directions. Given that all predictors had 

identical (Likert) scales, the interpreting of b-coefficients was preferred than beta coefficient. 

The final model states that Medical Services Access = 0.512 + 0.340 Tech-serve Promotion + 

0.322 Individual Characteristic + 0.188 Social Influence.  

From the final model, tech-serve promotion was the strongest predictor of medical service access 

as evidenced by highest b-coefficient of 0.340 (sig=0.000) followed by individual characteristic 

b-coefficient of 0.322 (sig=0.000). Social influence come out as a third predictor of medical 

service access as evidenced by b-coefficient of 0.188 (sig=0.000). Therefore, the best predictor 

of medical service access using mobile money at the time of study is tech-serve promotion as 

evidenced by a 1 point increase in tech-serve promotion (awareness) of mobile money usage in 

Rural Mazowe District is associated with a 0.340 point increase in overall medical service 

access.  

The finding, tech-serve promotion best predictor of medical service access using mobile money 

was consistent with GSMA (2016) findings on mobile broadband non-users where lack of 

awareness is the most cited factor. Furthermore, the findings ascertain Diza et al. (2017) 

statement that rural Zimbabweans lacks familiarity with the mobile money concept. This finding 

didn‘t come as a surprise to the researcher as Chakrabarty (2013) states that the Zimbabwean 

market is characterised by information asymmetry which is working against the poor and rural 

unbanked.  
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However, the weak Beta values that is below 0.5 implies they are other factors such as mobile 

penetration rate, ICT literacy, inertia (traditional methods of accessing medical services) which 

might be more important than what this research has included and requires further interrogation. 

Although to the researcher, the model doesn't prove that this relation is causal but it seems 

reasonable that improving awareness of mobile money usage will cause slightly higher overall 

medical service access in Mazowe Rural District as households will be imparted with more 

knowledge of the product and services.  

The exclusion of network coverage and transaction cost from the model implies technical issues 

for example network coverage and transaction cost has not fully establish a relationship that is 

strong at 95% confidence level. The implication is that they might be other factors which this 

research has not included which are critical in their decision making which requires further 

research. However, positive correlation has been established but it is weak. There is high 

possibility that households perceive factors such affordability and availability of medical 

services as more important than this technical issues of mobile money usage. 

Hypothesis Test  

H0: Mobile money usage has no significant influence on medical service access by households in 

Mazowe Rural District. 

Table 23: One-sample Statistics for Hypothesis Analysis 

 N Mean Std. Deviation Std. Error Mean 

Network Coverage 250 3.4312 .61948 .03918 

Tech-serve Promotion 250 3.1799 .70579 .04473 

Transaction Cost 250 3.1472 .57506 .03637 

Social Influence 250 3.0640 .67160 .04248 

Individual Characteristic 250 3.3220 .66111 .04181 



 

82 
 

Source: Primary Data (SPSS Output) 

The results from one-sample statistics in table 24 revealed that network coverage scored a mean 

score of 3.4312 (SD=0.61948). Tech-serve promotion has a mean score of 3.1799 (SD=0.70579), 

transaction cost has a mean of 3.1472 (SD=0.57506), social influence has a mean of 3.0640 

(SD=0.67160) and Individual characteristic has a mean of 3.3220 (SD=0.66111). It implies that 

mobile money usage averagely influence medical service access as evidenced by the mean 

scores. The standard deviations of all the independent variables showed homogeneity in 

responses.  

Network provision or service has highest mean score. It is clear that while network coverage is a 

challenge affecting usage of mobile money, it is a better challenge as compared to other 

independent variables. This does not come as a surprise because electricity outage in Zimbabwe 

is daily bread affecting even the urban. Even Chikoko (2014) said that only 11.7% of the branch 

network serve them (the rural).  

However, the findings contradicts GSMA (2016) findings who in their analysis of factors which 

were either a strong determinant, potential determinant, weak determinant or insignificant 

determinant found that network coverage was in the category of the weak determinant. 

Therefore, the researcher further explore the influence of mobile money usage at threshold T-

Value = 3.5. 

Table 24: One-sample T Test for Hypothesis Analysis 

 

Test Value = 3.5 

t df 

Sig. (2-

tailed) 

Mean 

Difference 

95% Confidence 

Interval of the 

Difference 
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Lower Upper 

Network Coverage -1.756 249 .080 -.06880 -.1460 .0084 

Tech-serve Promotion -7.156 249 .000 -.32008 -.4082 -.2320 

Transaction Cost -9.700 249 .000 -.35280 -.4244 -.2812 

Social Influence -10.265 249 .000 -.43600 -.5197 -.3523 

Individual Characteristic -4.257 249 .000 -.17800 -.2604 -.0956 

Source: Primary Data (SPSS Output) 

Model 1:  Influence of Network Coverage on Medical Service Access 

H0: Network Coverage has no significant influence on Medical Services Access 

Mean network coverage score (3.4312 ± 0.61948) was lower than the normal medical service 

access score of 3.5, a statistically insignificant difference of 0.06880 (95% CI, 0.0084 to 

0.1460), t(249) = -1.756, p=.080. Decision rule - there was no statistically significant difference 

between means (p>.05) and, therefore, we can accept the null hypothesis at 95% confident level 

and state that network coverage has no significant influence on medical services access by 

households in Mazowe Rural District. 

Model 2:  Influence of Tech-serve Promotion on Medical Service Access 

H0: Tech-serve Promotion has no significant influence on Medical Services 

Access 

Mean tech-serve promotion score (3.1799 ± 0.70579) was lower than the normal medical 

service access score of 3.5, a statistically significant difference of 0.32008 (95% CI, 0.2320 to 

0.4082), t(249)= -7.156, p=.000. There was a statistically significant difference between means 

(p<.05) and, therefore, we can reject the null hypothesis at 95% confident level and state that 

tech-serve promotion (awareness) has a significant influence on medical services access by 

households in Mazowe Rural District. 
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Model 3:  Influence of Transaction Cost on Medical Service Access 

H0: Transaction Cost has no significant influence on Medical Services Access 

Mean transactional cost score (3.1472 ± 0.57506) was lower than the normal medical service 

access score of 3.5, a statistically significant difference of 0.35280 (95% CI, 0.2812 to 

0.4244), t(249)=-9.700, p=.000. There was a statistically significant difference between means 

(p<.05) and, therefore, we can reject the null hypothesis at 95% confident level and state that 

transaction cost has a significant influence on medical services access by households in Mazowe 

Rural District. 

Model 4:  Influence of Social Influence on Medical Service Access 

H0: Social Influence has no significant influence on Medical Services Access 

Mean social influence score (3.0640 ± 0.67160) was lower than the normal medical service 

access score of 3.5, a statistically significant difference of 0.43600 (95% CI, 0.3523 to 

0.5197), t(249)=-10.265, p=.000. There was a statistically significant difference between means 

(p<.05) and, therefore, we can reject the null hypothesis at 95% confident level and state that 

social influence has a significant influence on medical services access by households in 

Mazowe Rural District. 

 

Model 5:  Influence of Individual Characteristic on Medical Service Access 

H0: Individual Characteristic has no significant influence on Medical Services 

Access 

Mean individual characteristic score (3.3220 ± 0.66111) was lower than the normal medical 

service access score of 3.5, a statistically significant difference of 0.17800 (95% CI, 0.0956 to 
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0.2604), t(249)=-4.257, p=.000. There was a statistically significant difference between means 

(p < .05) and, therefore, we can reject the null hypothesis at 95% confident level and state that 

individual characteristic has a significant influence on medical services access by households in 

Mazowe Rural District. 

The findings revealed that at 3.5 mean thresholds, tech-serve promotion, transaction cost, social 

influence and individual characteristic significantly influence medical service access. Moreover, 

network coverage was found to have no significant influence on medical service access by 

households in Mazowe Rural District. Therefore, given that 4 out of 5 independent variables has 

a significant influence on medical service access, it was concluded that mobile money usage has 

significant influence on medical service access at the 95% confidence level. This means we 

reject the null hypothesis. Therefore, the alternate hypothesis which states that mobile money 

usage has a significant influence on medical services access by households in Mazowe Rural 

District is accepted. 
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CHAPTER 5 

SUMMARY, CONCLUSION AND RECOMMENDATIONS  

Introduction 

This final chapter will seek to present a summary of the findings as well as draw conclusions to 

the study of the impact of mobile money usage on rural households‘ ability to access medical 

services. Lastly the chapter will also pose recommendations to relevant parties and for further 

research.  

Summary 

The aim of this research was to study the extent of mobile money usage towards rural 

households‘ ability to access medical services in Zimbabwe. The study was done in the 4 most 

remote wards of Mazowe Rural District. Theoretical framework used by the researcher was 

informed by (GSMA, 2016) and self-developed as informed by literature to assess network 

coverage, tech-serve promotion, transaction cost, social influence and individual characteristics 

on medical service access. The study adopted a descriptive research design.  

The study also determined the current level of medical services access, extent of mobile money 

usage, relationship between mobile money usage and medical services access, and the best 

predictor of medical services access in Mazowe Rural District. Descriptive statistics of the study 

were looked into to establish relevance of the sample under study to the research. Gender, age, 

level of education and income level were analysed as demographics for the study. This helped 

the researcher to understand the responses based on the different demographic classes.  
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Two hundred and fifty household heads were surveyed through the use of a self-constructed 

questionnaire with close ended questions. A 5-point Lirket scale questionnaire was used in the 

collection of data and analysed using SPSS version 23. Tables were drawn for interpretation and 

analysis.  

Findings of the Study  

The following were the key findings of the study; 

1. The research findings revealed that households in Mazowe Rural District at the time of 

this research were able to access medical services using mobile money, but to an average 

extent. This was evidenced by a mean score of 3.2392 (SD=.80134) with a standard 

deviation showing homogeneity in responses. This result implies mobile money usage 

has not been a popular conduit for medical service access in Rural Mazowe District. 

2. Network coverage scored an average mean score of 3.4312 (SD=0.61948) meaning 

network coverage cause households in Mazowe Rural District to access medical services 

using mobile money to an average extent.  The average mean score implies that network 

provision or service is a challenge on medical service access using mobile money and 

there was homogeneity in responses. 

3. The extent to which tech-serve promotion influence households to access medical 

services using mobile money in Mazowe Rural District is of average extent as shown by 

an average mean score of 3.1799 (SD=0.70579). The standard deviation of 0.70579 

revealed that there is homogeneity in responses. The finding suggests that in Zimbabwe 

mobile money usage has not been promoted at national level.   
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4. Transaction cost hinder access to medical services using mobile money to an average 

extent as evidenced by the mean score of 3.1472 (SD=0.57506) and there was 

homogineity in responses. This result implies transaction cost of using Ecocsh, 

OneMoney or Telecash is still a barrier to hoseholds in Mazowe Rural District to use 

mobile money to access medical services. 

5. The results of social influence towards medical service access by the Mazowe Rural 

District Households scored an average mean score of 3.0640 (SD=0.67160), it is clear 

that social influence affects medical access by Mazowe households to an average extent, 

this too, with homogeneity in response as evidenced by the standard deviation of 

0.67160.   

6. The study established that individual characteristic has an average mean score of 3.3220 

(SD=0.66111). This means the individual characteristic influence on households to access 

medical services using mobile money in Mazowe Rural District is of average extent. 

Homogeneity in their response is noticed. The average score implies platforms for 

electronic money transfer such as ecocash, onemoney and telecash offered by mobile 

network operators were useful and convenient but they did not totally replace the need for 

physical cash attitude. 

7. After preliminary analysis to ensure no violation of normality, linearity and 

homoscedasticity, findings show 4 out of 5 independent variables (Tech-serve 

promotion, Transaction Cost, Social Influence and Individual Characteristic) have 

significant positive relationships with medical services access as evidenced by [r=.321, 

n=250, p<.01], [r=.132, n=250, p<.05], [r=.209, n=250, p<.01] and [r=.315, n=250, 

p<.01], respectively. This means mobile money usage has a positive significant 



 

89 
 

correlation with medical service access at 95% confidence level. Network coverage 

[r=.021, n=250, p>.05] is found to have no significant relationship with medical services 

access.  

8. The research findings established tech-serve promotion as strongest predictor of medical 

service access as evidenced by a 1 point increase in awareness of mobile money usage is 

associated with a 0.340 point increase in overall medical service access. This didn‘t come 

as a surprise to the researcher given that the Zimbabwean market is characterised by 

information asymmetry. However, a weak beta value implies there are other factors 

which are more important to the respondents but beyond the scope of this study and they 

require further interrogation. 

9. The null hypothesis stating that mobile money usage has no impact on medical service 

access by households in Mazowe Rural District was only accepted by 1 out of the 5 

independent variables. Network coverage was the only independent variable with lower 

than the normal medical service access score of 3.5, as evidenced by mean score of 

(3.4312 ± 0.61948) a statistically insignificant difference of 0.06880 (95% CI, 0.0084 to 

0.1460), t(249) = -1.756, p=.080. Therefore the hypothesis is rejected and the alternate 

hypothesis which states that mobile money usage has a significant influence on medical 

services access by households in Mazowe Rural District is accepted. 

Conclusions  

In conclusion, the study sought to assess the extent of mobile money usage towards medical 

services access by households in Mazowe Rural District. The study revealed that the degree of 

medical services access using mobile money by households in Mazowe Rural District is average. 
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This was evidenced by a mean score of 3.2392 (SD=.80134) with a standard deviation showing 

homogeneity in responses. This result implies mobile money usage has not been a popular 

conduit for medical service access in Rural Mazowe District. 

The extent to which network coverage, tech-serve promotion, transaction cost, social influence 

and individual characteristic influence households to access medical services using mobile 

money in Mazowe Rural District is of average extent as shown by their average mean score of 

3.4312 (SD=0.61948), 3.1799 (SD=0.70579), 3.1472 (SD=0.57506), 3.0640 (SD=0.67160 

and3.3220 (SD=0.66111), respectively. Their standard deviation revealed that there is 

homogeneity in responses. The finding suggests that in Zimbabwe mobile money usage has not 

been promoted at national level.   

On the relationship between mobile money usage and medical services access, the researcher 

concluded that there is a positive significant relationship between the two variables. That is an 

increase in mobile money usage, medical services access using mobile money also increases. 

However, the weak link suggest need for a study to fully establish the reasons why there is low 

uptake of medical services access using mobile money given that mobile money is coming in as 

an additional payment service to already existing ones, this was outside the scope of this study.  

The study established tech-serve promotion as the best predictor of medical service access where 

by a 1 point increase in awareness of mobile money usage is associated with a 0.340 point 

increase in overall medical service access. However, a weak beta value implies they are other 

factors which are more important to the respondents which requires further interrogation.  The 

variables (network coverage and transaction cost) were excluded in the model as they were 
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identified to be insignificant and it implies technical issues have not fully establish a relationship 

that is strong at 95% confidence level. 

The null hypothesis stating that mobile money usage has no significant influence on medical 

service access by households in Mazowe Rural District was only accepted by 1 out of the 5 

mobile money usage factors. Therefore the alternate hypothesis which states that mobile money 

usage has a significant influence on medical services access by households in Mazowe Rural 

District is accepted. 

Recommendations  

Based on the research findings, the study recommends the following action plans for various 

stakeholders for the betterment of medical service access in rural areas of Zimbabwe. The 

recommendations are deduced from the interpretation and analysis of evidence from this research 

and are directed to the mobile network operator (MNO), Banks, government and regulators. 

Network coverage registered average access to medical service, a rather disturbing scenario. If 

Zimbabwe, rural communities specifically, is to benefit from the emerging digital innovations, 

the researcher recommends an urgent need to have the appropriate infrastructure in place by 

MNO, and investment in low‐cost rural networks in order to provide a potential solution. 

Government as regulator must promote more usage of mobile money through offering tax 

rebates on investments that helps sustainable developments especially in marginalized areas. 

Tech-serve promotion (awareness) is an important factor of mobile money usage in rural areas. 

There is need for financial education programmes by MNO and banks aimed at enhancing 

people‘s understanding of mobile money is critical in promoting increased usage to access 
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medical services among the financially excluded segments of the population. For instance 

EcoCash can introduce training and sensitization on awareness of services offered in the m-

money service resulting in sustainable utilisation of the service package.  

Transaction cost hinder access to medical services using mobile money to an average extent. The 

affordability of mobile money by most rural people that are often excluded from the formal 

financial sector makes mobile money ideal to meet their needs. Therefore the researcher 

recommends further reduction in transaction costs by MNO and banks. Government can also 

enforce regulations on the pricing of mobile money transactions to ensure usability of services.  

Individual characteristic influence to medical access using mobile money registered average 

influence. Given that mobile money is now being used by less educated people, it therefore calls 

for re-designing mobile money applications by MNO and Banks in a manner that can be used 

even by the less educated.  

As mobile money ecosystems continue to develop, more opportunities of integrating mobile 

money into health applications. This makes a good case to call Zimbabwean government to come 

up with policies that promote usage of mobile money services at national level. Therefore, the 

researcher recommend Government through Ministry of Health and private hospitals to come up 

with a research fund such that these kinds of studies can be expanded to other provinces then 

make a comparison.    
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Recommendation for Further Studies 

The study has mainly described the impact of mobile money usage and rural households‘ ability 

to access medical services in Mazowe Rural District. However, by the design and aim of the 

study, there is need to further; 

1. There is need of further research to find out government rules and regulation in place to 

assist the rural dwellers access health especially using mobile money – for example 

mandate giants like Econet to ensure network coverage in rural areas and government can 

help by giving the mandated providers loans to ensure it happens. 

2. There is need for a study to fully establish the reasons why there is low uptake of medical 

services using mobile money given that mobile money is coming in as an additional 

payment service to already existing ones.  

3. This was a cross-sectional survey, where responses to the variable studied were collected 

at the same point in time. Therefore, individuals‘ perceptions over challenges 

encountered in using mobile money may change overtime due to increased usage 

experience and improvements in the application itself. As a result, there is need for 

further research that conduct a longitudinal (panel data) research design to investigate the 

mobile money challenges encountered at multiple points of time during the usage 

process.  

4. There is need for further research on how communities can develop alliance with 

institutions such as banks, local clinics and insurance houses so that they can be more 

utilisation of the mobile money in health sector. 

5. A further interrogation of other factors such as cultural issues, mobile penetration rate, and 

ICT literacy just to mention a few is need. 
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APPENDIX 

 Questionnaire (a) 

 

 

 

SOLUSI UNIVERSITY 

Zita rangu ndinonzi Adrian Gorejena, mudzidzi wepa Solusi University. Mukuzadzikisa 

nezvinodikamwa nechidzidzo cheMasters in Business Administration Degree, ndiri kuitawo 

wongororo maererano nohudzamu unounzwa nekushandisa mobile Mari nevagari vekumaruwa 

mukukwanisa kwavo kuti vavane zvokurapwa muZimbabwe. Sevamwe masarudzwa, 

ndokumbirawo kuti mundipewo zvamunoziva maererano netsagurudzo iyi. Zvose zvamuchapa 

zvichachengetedzwa uye zvichashandiswa mukudzidza chete. Kana paine munemubvunzo kana 

kuti pane pamunoda kunzwisisa, munondibata pane zvinotevera: 

Email: adriangorejena2@gmail.com      Mobile 0776 378 633/0712 529 424 

Tinotenda nekubatirana  

CHIDIMBU A: ZVAMURI 

 

MAITIRWO AZVO 

Ndapota ratidzai minduro yenyu pamibvunzo inotevera nekuisa [X] mubhokisi rinoenderana. 

1. Chechikadzi Vakadzi   

 
Varume   

  

 
 

2. Makore (Years) 18 - 20   

 
21 - 30   

 
31 - 40   

 41 - 50  

 51 - 60  

 61 - 64  

 65+  
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3. Pakagumirwa kudzidza  Pasi pe O’ Level   

 O’ Level  

 
A’ Level   

 
Diploma   

 Undergraduate  

 Postgraduate  

 
 

  4. Mari yamunowana  Pasi pe$100   

  $101 - $500   

 
$501 - $1000   

 
$1001 - $1 500   

 
$1 500+   

   

 
  

CHIDIMBU B 

Ndinokumbirisawo kuti mupindure mibvunzo inotevera muchiratidza huremo hwekuwirirana 

kana kupokana muchishandisa chikero chakapihwa kubvira pahudzamu hwekusawirirana 

kusvika pahudzamu hwekuwirirana. Ndapota isai [X] mubhokisi rakapihwa rinoenderana 

nemhinduro yenyu. 

 

Anokosha: 1= Hwandiwirirane zvakasimba, 2= Handiwirirane, 3= Pakati nepakati, 4= 

Ndinotenderana, 5= Ndinotenderana zvakasimba 

 

 

Network Coverage  5 4 3 2 1 

5. Ndinoshandisa mobile mari nekuti masaisai anenge aripo 

zvekuti ndinopedza mutenga 

     

6. Handina kubvira ndaita dambudziko remasaisai pose 

pandinoshandisa mobile mari munzvimbo mandinogara  

     

7. Nguva inotorwa kugadzirisa masaisai paanenge aita 

dambudziko inogamuchirika kuti ndirambe ndichishndisa 

mobile mari 

     

8. Ndaka shandura maonero angu maererano nekushandiswa 

kwemobile mari mushure mekunge ndaona shanduko 

pakuvepo kwemasaisai  

     

9. Ndakazoona kuti kuvepo kwemasaisai ndokunoita kuti 

ndishandise mobile mari 

     

Tech-service Promotion      

10. Ndinovimba nekushambadza kwemashandisirwo 

emobile mari 

     

11. Ndakazoziva kushandisa mobile mari nekuti ndakange 

ndatambira SMS kubva kuvaridzi vemasaisai ichindiudza 
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maererano nekushandiswa kwemobile mari 

12. Ndinorangarira kushambadzwa kwekushandisa mobile 

mari zvisiri pasi pekamwe chete pamwedzi six yapfuura   

     

13. Ndakatanga kufarira kushandisa mobile mati mushure 

mekunge ndaona kuratidzirwa kuti mobile mari inondibatsira 

sei padambudziko remari  

     

14. Kushambadzwa kunofanira kuramba kuchiitwa kuti 

yeuchidza rubatsiro rwunouya nekushandiswa kwemobile 

mari 

     

Transaction Cost      

15. Mari inobadarwa pakushandisa mobile mari 

hainditadzise kushandisa mobile mari 

     

16. Ndinoshandisa mobile mari senzira yekubadara nekuti 

hapaiswe mumwe mutengo pamusoro 

     

17. Pandinobadara ndinoshandisa mobile mari mushure 

mekunge ndaona kuti yakachipa uye yakareruka 

     

18. Ndigara ndichishandisa mobile mari nekuti 

unochengetedza nguva nemari yekufambisa 

     

19. Ndakatanga kushandisa mobile mari mushure mekunge 

ndaona kuti yakavimbika 

     

Social Influence      

20. Tsika dzedu dzatinoita dzinobatsiridza mashandisiro 

angu andinoita emobile mari 

     

21. Mararamiro andinoita zvinobatsiridza mashandisiro 

andinoita mobile mari 

     

22. Ndakatanga kushandisa mobile mari mushure mekunge 

ndabvunza avo vanonzi vakadzidza munharaunda 

yandinogara 

     

23. Magariro atinoita anechekuita maererano nemashandisiro 

andoita mobile mari 

     

24. Ndakatanga kushandisa mobile mari mushure mekunge 

ndaona kuti shamwari nehama dzepedyo vave kushandisa 

mobile mari 

     

25. Ndakazoziva kukosha kwemobile mari mushure 

mekunge ndanzwa mumwe achipa chapupu kuchechi 

maererano nekubatsirwa kwaakaita neecocash 

     

Individual Characteristic      

26. Ndinoshandisa mobile mari nekuti zvakavanzika zvangu 

sekunge PIN zvakachengetedzeka 

     

27. Munguva zhinji handityi kubirwa foni ichizoshandiswa 

nekuti mobile mari yangu yakachengetedzeka 

     

28. Ndinoshandisa mobile mari nekuti zvose zvandinenge      
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ndaisa ndinotumirwa kuti ndizvitarisise kuti ndizvo here 

zvisati zvaenda 

29. Ndishandisa mobile mari nguva zhinji nekuti 

ndikakanganisa ndinodzoserwa mari yangu 

     

30. Ruzivo rwandinarwo maererano nokushandiswa 

kwemobile mari zvinokonzeresa udzamu wekushandiswa 

mobile mari 

     

31. Maonero ekukosha kana kuti hunyore zvinevakiridzo 

pakushandisa kwangu kwemobile mari 

     

Medical Service Access      

32. Munguva zvinji ndinoshandisa mobile mari 

mukubhadhara zvinoenderana nekurapwa 

     

33. Kukwanisa kuwana zvinoenderana nekurapwa zvakave 

nyore kubva patakatanga kushandisa mobile mari 

kubhadhara 

     

34. Ndikaona shanduko yakakura maererano nekuwana 

zvinorapa mudzimhuri pakatanga kugamuchirwa mobile 

mari nevanopa kana vanorapa pakubhadhara 

     

35. Kuuya kwemobile mari kwakabatsira mukuwana 

mhinduro mushure mekuwirwa nedambudziko maererano 

nekurwarirwa ndisingatarisire 

     

36. Mobile mari yakaita kuti zvive nyore ini nemhuri yangu 

kuti tikwanise kubhadhara medical aid societies 

     

      

 

 

Tipewo tsananguro yemubvunzo iyo yamapokana nayo zvakasimba pamusoro apo: 

______________________________________________________________________________

______________________________________________________________________________ 

______________________________________________________________________________ 

 

Tinotenda pakuita zvanaita 
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Questionnaire (b) 

 

 

 

SOLUSI UNIVERSITY 

My Name is Adrian Gorejena, a student of Solusi University. In fulfillment of the requirements 

of the Masters in Business Administration Degree, I am carrying out a research on the impact of 

mobile money usage on rural households‘ ability to access medical services in Zimbabwe. As 

part of the sample population chosen, l am kindly requesting you to give all you know 

concerning the area under study. All information submitted or gathered through this 

questionnaire is strictly for academic purposes and will therefore be accorded the confidentiality 

it deserves. Should you have any questions or need clarifications, my contact details are as 

follows: 

Email: adriangorejena2@gmail.com      Mobile 0776 378 633/0712 529 424 

Thank you for your co-operation 

 

SECTION A: PERSONAL INFORMATION 

 

INSTRUCTION 

Please indicate your response to the following questions by placing an [X] in the appropriate 

box. 

1. Gender Female   

 
Male   

  

 
 

2. Age (Years) 18 - 20   

 
21 - 30   

 
31 - 40   

 41 - 50  

 51 - 60  

 61 - 64  
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 65+  

 
 

3. Level of Education  Below O’ Level   

 O’ Level  

 
A’ Level   

 
Diploma   

 Undergraduate  

 Postgraduate  

 
 

  4. Income Level  Below $100   

  $101 - $500   

 
$501 - $1000   

 
$1001 - $1 500   

 
$1 501+   

   
SECTION B 

May you please respond to the following questions by indicating your opinion on the extent to 

which you agree or disagree with each of the statement based on a five (5) point scale of strongly 

disagree to strongly agree. Please put an [X] in the boxes provided for your response. 

 

Key: 1= Strongly Disagree, 2= Disagree, 3= Neutral, 4= Agree, 5= Strongly Agree 

 

 

Network Coverage  5 4 3 2 1 

5. I use mobile money services since there is good network 

reception to complete the transaction 

     

6. In most cases I do not have problems with network coverage 

when accessing mobile money services in my area   

     

7. The network coverage is generally available and reliable for me 

to use mobile money service 

     

8. I changed my perception towards the usage of mobile 

payments services after noticing improvement in network 

quality  

     

9. I realise network coverage is one of the facilitating condition 

for me to use mobile money services  

     

Tech-service Promotion      

10. I rely on promotional media for information on the use of 

mobile money services 

     

11. I get to know about mobile money services after 

receiving an SMS from mobile network operators notifying 
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me about mobile money uses 

12. I am aware of at least one marketing promotional 

campaign on the uses of mobile money services over the last 

SIX months   

     

13. I started to prefer using mobile money services after 

seeing a demonstration of how mobile money can help me 

solve my financial problems 

     

14. Promotions should come frequently to remind me of the 

benefits of using mobile money services 

     

Transaction Cost      

15. Cost of transaction does not prohibit me from transacting 

using mobile money services 

     

16. I use mobile money services as a way of conducting 

financial transactions because of no extra charge 

     

17. I conduct my financial transactions using mobile money 

services because I realised that it‘s cheaper and convenient. 

     

18. I always use mobile money services for my financial 

transactions because it save time and transport costs 

     

19. I started using mobile money services when conducting 

financial transactions after realising that it‘s reliable 

     

Social Influence      

20. My cultural practices contributed to the way I use mobile 

money services 

     

21. My lifestyle contributed to the way I use mobile money 

services 

     

22. I started using mobile money services after consulting 

those I believe are more educated in our area 

     

23. My social norms contributed to my use of mobile money 

services 

     

24. I started using mobile money services after realising that 

all my friends and close relatives are now using mobile 

money services 

     

25. I realised the importance of using mobile money services 

after hearing someone giving a testimony at church on how 

they get rescued by having ecocash  

     

Individual Characteristic      

26. I use mobile money services in conducting financial 

transactions because my private information such as PIN is 

secured  

     

27. In most cases I do not worry about mobile phone theft 

and reuse because I believe my mobile money services are 

secured and protected 
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28. I use mobile money services because I know a preview 

of details entered to verify before confirmation is send to 

me. 

     

29. I use mobile money services most often because I know 

when transaction errors occur, I get compensation 

     

30. My knowledge and experience has contributed to my use 

of mobile money services 

     

31. Perceived usefulness or ease of use contribute to my 

usage of mobile money services 

     

Medical Service Access      

32. In majority of cases I use mobile money to pay for 

medical services 

     

33. Access to medical services becomes easier when we 

started using mobile money as a payment method for 

medical services 

     

34. I noticed great improvement in access to medical 

services by households when medical service provider 

started to accept mobile money as form of payment 

     

35. The introduction of mobile money have provided 

solution to my response to medical shocks 

     

36. Mobile money have made it possible and easy for me 

and my family to be covered by medical aid societies 

     

      

 

 

Provide explanations for each of the items where you strongly disagree on above: 

______________________________________________________________________________

______________________________________________________________________________ 

______________________________________________________________________________ 

 

Thank you for participating 
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Curriculum Vitae of Researcher 

PROFILE SUMMARY 

 Dedicated and technically skilled business professional with a versatile administrative 

support skill set developed through experience as an office manager, production 

supervisor and regional quality control manager. 

  Excel in resolving employer challenges with innovative solutions, systems and process 

improvements proven to increase efficiency, customer satisfaction and the bottom line. 

 Offer advanced computer skills in MS Office Suite and other applications/systems like 

Quickbooks, payrolls, Statistical Packages for Social Sciences (SPSS) etc. 

 A team player with a commitment to customer service through 12 years work experience 

in various administrative roles, who possess the ability to communicate confidently at all 

levels.  

 With a reputation for delivering high quality and personal service to my work, I possess 

plenty of initiative and a great desire to contribute to the ongoing success of any office. 

Apart from being highly organized, I believe my strong background and experience in a 

customer focused environment makes me a great asset for your organization. 

 

SKILLS & COMPETENCE 

 

Ability to be flexible and remain calm under pressure 

 Office Management 

 Teambuilding & Supervision 

 Staff Development & 

Training 

 Policies & Procedures 

Manuals 

 Report & Document 

Preparation 

 Spreadsheet & Database 

Creation 

 Accounts Payable / 

Receivable 

 Bookkeeping & Payroll 

Records Management 

Meeting & Event Planning 

Inventory Management 

Expense Reduction 
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EDUCATIONAL BACKGROUND 

Solusi University: Masters in Business Administration (currently) 

Standard Association of Zimbabwe- University of Zimbabwe: A Certificate in Quality Assurance 

part 1(2008) 

Chinhoyi University: Bachelor of Technology Hons Degree in Postharvest Technology, (2007)  

Chindunduma High School: Zimbabawe School Examination Certificate O‘ and A‘ Level 

(Zimsec) (2002) 

WORK EXPERIENCE 

Job Title: Office Manager  

Chinawa Law Chambers (April 2013 – Present) 

Assisting in all administrative processes within the office and offering secretarial support to 

various departments and offices in order to enable effective running of the office. 

Duties & Responsibilities 

 Managed schedules, organized office functions, and oversaw daily operations of office 

with 20 employees 

 Hired, trained, and on-boarded over 19 new employees, providing initial support that 

expedited staff assimilation by 20% 

 Slashed office expenditures by 15% by negotiating for cheaper supply contracts, 

implementing inventory control, and standardizing ordering procedures  

 Developed paperless environment, by implementing an online system to manage data, 

process orders, and integrate processes, improving efficiencies of 43% and reducing labor 

hours. 

 Following standardized company procedures relating to all aspects of Office performance 

 Updating databases with confidential and relevant information 
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 Organizing meetings and confirming attendance by email and memos where applicable 

 

Results: 

 Developed efficiency-enhancing workflow/process improvements that made it possible to 

accommodate increasing responsibilities necessitated by staff reductions. 

 Decreased office expenditures 15% by implementing needed controls on stock/supplies 

and standardizing ordering procedures. 

 Saved thousands of dollars in fees and improved the response-rates of direct marketing 

campaigns by bringing formerly outsourced mass-mailing function in-house. 

Job Title: Food Production Supervisor 

Makonde Industries (March 2010 – February 2013) 

Responsible for overseeing daily operations of food processing activities. 

Duties and Responsibilities 

 To ensure that production meets health, sanitation, and quality standards set by the 

corporation, food industry, and government agencies.  

 Responsible for coordinating shifts, arranging schedules, and monitoring employee 

performance. 

 Involved with the design of machinery, such as assembly line or processing equipment 

 Reviewing manufacturing processes for efficiency, noting areas for improvement and 

researching alternative machinery, equipment, or modifications. 

 Developing and recommend incorporating lean manufacturing systems that train 

assembly line workers in all aspects of production in order allow managerial flexibility in 

times of worker absences or vacations. 

Job Title: Regional Quality Assurance Manager 

SOCOTEC Global Inspection Services (January 2008 – March 2010) 

Responsible for quality assurance in all our regional branches. 
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Duties and Responsibilities 

 To ensure that the product or service an organisation provides is fit for purpose, is 

consistent and meets both external and internal requirements. This includes legal 

compliance and customer expectations. 

 Coordinating the activities required to meet these quality standards. 

 Monitoring and advising on the performance of the quality management system, 

producing data and reporting on performance, measuring against set standards. 

 Liaise with other managers and staff throughout the organisation to ensure that the 

quality management system is functioning properly and where appropriate, advice on 

changes and how to implement them and provide training, tools and techniques to enable 

others to achieve quality standards. 

 Work with purchasing staff to establish quality requirements from external suppliers 

 Look at ways to reduce waste and increase efficiency 

 Set-up and maintain controls and documentation procedures 

 Monitor performance by gathering relevant data and produce statistical reports 

INTERESTS AND HOBBIES 

Reading, Organizing events, Attending networking events, sports 
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Determining Sample Size from a given Population 

Scott Smith, Ph.D., formula for sample size calculation as follows: 

(Z value)
2  

X standard deviation (1 - standard deviation)/(margin of error)
2 

= n 

Note:   ―n‖ is sample size. 

The Z-value or Z-score corresponds with your chosen confidence level.   

  

Cl Z-value 

90% 1.645 

95% 1.96 

99% 2.58 

 

You can use the formula to calculate a sample size for a confidence level of 90% and margin of 

error +/-5 (.05), using the standard deviation suggestion (informed by pilot study) of .639. 

(1.645)
2 

* 0.639 (1-0.639)/ (0.05)
2
 = 2.706025 * 0.639 (0.361) /0.0025= 249.689 

The sample size for the chosen parameters is 249.689 participants, round up to 250. 

 

Source:  (Rucker, 2017) 

 

https://www.qualtrics.com/blog/determining-sample-size/
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SPSS Output 

Case Processing Summary 

 

 N % 

Cases Valid 36 100.0 

Excluded
a
 0 .0 

Total 36 100.0 

a. Listwise deletion based on all variables in the 

procedure. 

 

 

Reliability Statistics 

 

Cronbach's Alpha N of Items 

.823 32 

 

 
Frequencies 
 
 

Statistics 

Gender   

N Valid 250 

Missing 0 

Minimum 0 

Maximum 1 

 

Gender 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Female 82 32.8 32.8 32.8 

Male 168 67.2 67.2 100.0 

Total 250 100.0 100.0  
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Statistics 

Age   

N Valid 250 

Missing 0 

Minimum 2 

Maximum 7 

 

Age 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid 21 - 30 10 4.0 4.0 4.0 

31 - 40 92 36.8 36.8 40.8 

41 - 50 78 31.2 31.2 72.0 

51 - 60 50 20.0 20.0 92.0 

61 - 64 12 4.8 4.8 96.8 

65+ 8 3.2 3.2 100.0 

Total 250 100.0 100.0  

 

 

Statistics 

Level of Education   

N Valid 250 

Missing 0 

Minimum 1 

Maximum 6 

 

 

Level of Education 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Below O Level 100 40.0 40.0 40.0 

O Level 77 30.8 30.8 70.8 

A Level 36 14.4 14.4 85.2 

Diploma 26 10.4 10.4 95.6 

Undegraduate 9 3.6 3.6 99.2 

Postgraduate 2 .8 .8 100.0 

Total 250 100.0 100.0  
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Statistics 

Income Level   

N Valid 250 

Missing 0 

Minimum 1 

Maximum 5 

 

 

Income Level 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Below $100 7 2.8 2.8 2.8 

$101 - $500 95 38.0 38.0 40.8 

$501 - $1000 115 46.0 46.0 86.8 

$1001 - $1500 27 10.8 10.8 97.6 

$1500+ 6 2.4 2.4 100.0 

Total 250 100.0 100.0  

 

 

Level of Access to Medical Services 

 N Mean Std. Deviation 

32. In majority of cases I use mobile money to pay for 

medical services  
250 3.24 1.264 

33. Access to medical services becomes easier for me 

when I started using mobile money as a payment 

method for medical services 

250 3.20 1.278 

34. I noticed great improvement in access to medical 

services by households when medical service provider 

started to accept mobile money as form of payment  

250 3.29 1.218 

35. The introduction of mobile money have provided 

solution to my response to medical shocks  
250 3.22 1.246 

36. Mobile money have made it possible and easy for 

me and my family to be covered by medical aid 

societies 

250 3.24 1.254 

Level of Access to Medical Services 250 3.2392 .80134 

Valid N (listwise) 250   
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Network Coverage 

 N Mean Std. Deviation 

5. I use mobile money services since there is good network 

reception to complete the transaction 
250 3.47 1.098 

6. In most cases I do not have problems with network 

coverage when accessing mobile money services in my area 
250 3.40 1.137 

7. The network coverage is generally available and reliable 

for me to use mobile money services 
250 3.42 1.163 

8. I changed my perception towards the usage of mobile 

payments services after noticing improvement in 

network quality 

250 3.58 1.149 

9. I realise network coverage is one of the facilitating 

condition for me to use mobile money services 
250 3.28 1.177 

Network Coverage 250 3.4312 .61948 

Valid N (listwise) 250   

 

Tech-serve Promotion (awareness) 

 N Mean Std. Deviation 

10. I rely on promotional media for information on the 

use of mobile money services 
250 3.29 1.174 

11. I get to use mobile money services because of the 

SMS from mobile network operators notifying me 

about mobile money uses 

250 3.21 1.125 

12. I am aware of at least one marketing promotional 

campaign on the uses of mobile money services over 

the last SIX months   

250 3.25 1.192 

13. I started to prefer using mobile money services after 

seeing a demonstration of how mobile money can help 

me solve my financial problems  

250 3.12 1.238 

14. Promotions should come frequently to remind me 

of the benefits of using mobile money services 
250 3.02 1.323 

Tech-serve Promotion (awareness) 250 3.1799 .70579 

Valid N (listwise) 250   
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Transaction cost 

 N Mean 

Std. 

Deviation 

15. Cost of transaction does not prohibit me from 

transacting using mobile money services 
250 3.18 1.214 

16. I use mobile money services for conducting financial 

transactions as they don‘t put an extra charge 
250 3.10 1.254 

17. I conduct my financial transactions using mobile 

money services because I realised that it‘s cheaper and 

convenient. 

250 3.17 1.204 

18. I always use mobile money services for my financial 

transactions because it save time and transport costs 
250 3.15 1.270 

19. I started using mobile money services when 

conducting financial transactions after realising that it‘s 

reliable 

250 3.14 1.170 

Transaction Cost 250 3.1472 .57506 

Valid N (listwise) 250   

 

Social Influence 

 N Mean Std. Deviation 

20. My cultural practices contributed to the way I use 

mobile money services  
250 2.95 1.289 

21. My lifestyle contributed to the way I use mobile money 

services  
250 3.00 1.364 

22. I started using mobile money services after consulting 

those I believe are more educated in our area 
250 2.91 1.390 

23. My social norms contributed to my use of mobile 

money services  
250 2.97 1.371 

24. I started using mobile money services after realising 

that all my friends and close relatives are now using 

mobile money services  

250 3.24 1.260 

25. I realised the importance of using mobile money 

services after hearing someone giving a testimony at 

church on how they get rescued by having ecocash  

250 3.32 1.269 

Social Influence 250 3.0640 .67160 

Valid N (listwise) 250   
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Individual Characteristic 

 N Mean Std. Deviation 

26. I use mobile money services in conducting financial 

transactions because my private information such as PIN is 

secured 

250 3.37 1.179 

27. In most cases I do not worry about mobile phone theft 

and reuse because I believe my mobile money services are 

secured and protected  

250 3.28 1.277 

28. I use mobile money services because I know a preview 

of details entered to verify before confirmation is send to 

me 

250 3.32 1.265 

29. I use mobile money services because I know when 

transaction errors occur, I get compensation 
250 3.28 1.291 

30. My knowledge and experience has contributed to my 

use of mobile money services  
250 3.32 1.183 

31. Perceived usefulness or ease of use contribute to my 

usage of mobile money services 
250 3.35 1.240 

Individual Characteristics 250 3.3220 .66111 

Valid N (listwise) 250   
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Correlations of Independent Variables and Dependent Variable 

 

Medical 

Service 

Access 

Network 

Coverage 

Tech-serve 

Promotion 

Transaction 

Cost 

Social 

Influence 

Individual 

Characteristic 

Medical 

Service 

Access 

Pearson Correlation 1 .021 .321
**
 .132

*
 .209

**
 .315

**
 

Sig. (2-tailed)  .739 .000 .036 .001 .000 

N 250 250 250 250 250 250 

Network 

Coverage 

Pearson Correlation .021 1 .116 .104 .097 -.036 

Sig. (2-tailed) .739  .067 .101 .127 .567 

N 250 250 250 250 250 250 

Tech-

serve 

Promotion 

Pearson Correlation .321
**
 .116 1 .206

**
 .015 .072 

Sig. (2-tailed) .000 .067  .001 .809 .260 

N 250 250 250 250 250 250 

Transactio

n Cost 

Pearson Correlation .132
*
 .104 .206

**
 1 .108 .080 

Sig. (2-tailed) .036 .101 .001  .089 .205 

N 250 250 250 250 250 250 

Social 

Influence 

Pearson Correlation .209
**
 .097 .015 .108 1 .177

**
 

Sig. (2-tailed) .001 .127 .809 .089  .005 

N 250 250 250 250 250 250 

Individual 

Characteri

stic 

Pearson Correlation .315
**
 -.036 .072 .080 .177

**
 1 

Sig. (2-tailed) .000 .567 .260 .205 .005  

N 250 250 250 250 250 250 

**. Correlation is significant at the 0.01 level (2-tailed). 

*. Correlation is significant at the 0.05 level (2-tailed). 
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Correlations Assumption 

 

Medical Services 

Access 

Network 

Coverage 

Tech – serve 

Promotion 

Transactional 

Costs 

Social 

Influence 

Individual 

Characteristic 

Pearson 

Correlation 

Medical Services 

Access 
1.000 .021 .321 .132 .209 .315 

Network Coverage .021 1.000 .116 .104 .097 -.036 

Tech – serve 

Promotion 
.321 .116 1.000 .206 .015 .072 

Transaction Costs .132 .104 .206 1.000 .108 .080 

Social Influence .209 .097 .015 .108 1.000 .177 

Individual 

Characteristic 
.315 -.036 .072 .080 .177 1.000 

Sig. (1-tailed) Medical Services 

Access 
. .370 .000 .018 .000 .000 

Network Coverage .370 . .033 .051 .063 .283 

Tech – serve 

Promotion 
.000 .033 . .001 .404 .130 

Transaction Costs .018 .051 .001 . .044 .102 

Social Influence .000 .063 .404 .044 . .003 

Individual 

Characteristic 
.000 .283 .130 .102 .003 . 

N Medical Services 

Access 
250 250 250 250 250 250 

Network Coverage 250 250 250 250 250 250 

Tech – serve 

Promotion 
250 250 250 250 250 250 

Transactional Costs 250 250 250 250 250 250 

Social Influence 250 250 250 250 250 250 

Individual 

Characteristic 
250 250 250 250 250 250 
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Variables Entered/Removed
a
 

Model Variables Entered 

Variables 

Removed Method 

1 
Tech-serve Promotion . 

Stepwise (Criteria: Probability-of-F-to-enter <= .050, 

Probability-of-F-to-remove >= .100). 

2 
Individual Characteristic . 

Stepwise (Criteria: Probability-of-F-to-enter <= .050, 

Probability-of-F-to-remove >= .100). 

3 
Social Influence . 

Stepwise (Criteria: Probability-of-F-to-enter <= .050, 

Probability-of-F-to-remove >= .100). 

a. Dependent Variable: MSave 

 

Model Summary 

Model R R Square Adjusted R Square Std. Error of the Estimate 

1 .321
a
 .103 .099 .76048 

2 .434
b
 .189 .182 .72473 

3 .461
c
 .213 .203 .71535 

a. Predictors: (Constant), Tech-serve Promotion 

b. Predictors: (Constant), Tech-serve Promotion, Individual Characteristic 

c. Predictors: (Constant), Tech-serve Promotion, Individual Characteristic, Social Influence 

 

ANOVA
a
 

Model Sum of Squares df Mean Square F Sig. 

1 Regression 16.405 1 16.405 28.366 .000
b
 

Residual 142.849 247 .578   

Total 159.254 248    

2 Regression 30.047 2 15.023 28.603 .000
c
 

Residual 129.207 246 .525   

Total 159.254 248    

3 Regression 33.882 3 11.294 22.071 .000
d
 

Residual 125.371 245 .512   

Total 159.254 248    

a. Dependent Variable: Medical Service Access 

b. Predictors: (Constant), Tech-serve Promotion 

c. Predictors: (Constant), Tech-serve Promotion, Individual Characteristic 

d. Predictors: (Constant), Tech-serve Promotion, Individual Characteristic, Social Influence 
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Coefficients
a
 

Model 

Unstandardized Coefficients 

Standardized 

Coefficients 

t Sig. 

Collinearity Statistics 

B Std. Error Beta Tolerance VIF 

1 (Constant) 2.080 .223  9.336 .000   

Tech-serve 

Promotion 
.364 .068 .321 5.326 .000 1.000 1.000 

2 (Constant) .975 .304  3.211 .001   

Tech-serve 

Promotion 
.341 .065 .300 5.209 .000 .995 1.005 

Individual 

Characteristic 
.356 .070 .293 5.096 .000 .995 1.005 

3 (Constant) .512 .344  1.488 .138   

Tech-serve 

Promotion 
.340 .065 .299 5.270 .000 .995 1.005 

Individual 

Characteristic 
.322 .070 .266 4.600 .000 .964 1.037 

Social 

Influence 
.188 .069 .158 2.738 .007 .969 1.032 

a. Dependent Variable: Medical Service Access 

 

 One-sample Statistics for Hypothesis Analysis 

 N Mean Std. Deviation Std. Error Mean 

Network Coverage 250 3.4312 .61948 .03918 

Tech-serve Promotion 250 3.1799 .70579 .04473 

Transaction Cost 250 3.1472 .57506 .03637 

Social Influence 250 3.0640 .67160 .04248 

Individual Characteristic 250 3.3220 .66111 .04181 
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One-sample T Test for Hypothesis Analysis 

 

Test Value = 3.5 

t df 

Sig. (2-

tailed) 

Mean 

Difference 

95% Confidence 

Interval of the 

Difference 

Lower Upper 

Network Coverage -1.756 249 .080 -.06880 -.1460 .0084 

Tech-serve Promotion -7.156 249 .000 -.32008 -.4082 -.2320 

Transaction Cost -9.700 249 .000 -.35280 -.4244 -.2812 

Social Influence -10.265 249 .000 -.43600 -.5197 -.3523 

Individual 

Characteristic 
-4.257 249 .000 -.17800 -.2604 -.0956 
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Mazowe District Map 

 


