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ABSTRACT 

The research has aimed at examining the Leadership Accountability in service 

delivery and the selected health service. The main objective was to investigate the 

Leadership Accountability and the delivery of health service. Specific objectives 

were to examine the role of the leaders on health service provision in Songea 

district, examining the influence of Leadership Accountability in improving health 

service provision, and to identify the factors and challenges affecting the 

effectiveness of the Leadership Accountability in bringing better health service. The 

study adopted a crossectional design where data were collected at once and on time. 

Primarily data were through survey method using questionnaires and an interview 

method, using an interview guide. Again these data were collected through direct 

observation. The study covered 108 respondents who were selected from the four 

wards and eight villages. These were Mtyangimbole ward which comprised 

Luhimba and Likarangilo village as selected areas, Mpandangindo ward with 

Mpandangindo and Liweta villages and Mbingamhalule ward, with Mbingamhalule 

village. There was Peramiho ward also which composed Peramiho „A‟ and 

Peramiho „B‟ villages. The findings revealed that there was a limited Leadership 

Accountability enough to make health service delivery, to be in an efficient and 

effective manner. The majority of people who were interviewed, were dissatisfied 

with the service provision and accountability of the leaders, both elected and 

appointed ones. The study consequently through the categories of institutional, legal, 

policy and resource recommendations, suggested that it was for all stakeholders 

involved in health service and leadership affairs, to make their contributions so as to 

enable the service to be provided, as required or expected. Policy makers 

specifically were advised to create and or review policies relating to health, 
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motivations and incentives. Again it was recommended that different legislations 

should also be formulated, so as to scrutinize public officials and enabling 

participations in decision making processes 

. 
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CHAPTER ONE 

BACKGROUND AND INTRODUCTION 

1.1 Introduction 

Around the world governments face pressures to provide services efficiently, 

effectively and equitably. One of the reasons for this is that public service provision 

is one of the major functions of any government. Governments are responsible for 

ensuring that services such as education, water, health, infrastructures and the others 

are delivered in an efficient and effective manner. Health service is among the very 

important services to the people. In the course of health service provision, 

Leadership Accountability is essential and therefore it should not be ignored. In 

decentralized framework leaders are both elected oriented such as councillors and 

also those in managerial and administrative positions (appointed). Both of the two 

have the roles and influence whether positively or negatively on giving services to 

the people. Thus, this study aimed at investigating the relationship between 

Leadership Accountability, and public service delivery in a decentralized framework 

particularly in health sector. The study was conducted in Songea district as a 

representative of rural areas where service delivery is more in underprivileged 

condition, than the others. In this part, the background, statement of problem, 

objectives, research questions and significance of the study were comprised. 

This chapter provides the general importance of leadership accountability. It 

emphasizes that, leaders especially those who are accountable to their duties, are 

needed for the success of health service provision. It shows accordingly the rationale 

for conducting the study on Leadership Accountability in the relation to health 

service delivery. 
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1.2 Background of the Study 

Globally, the concern with accountability (Leadership Accountability) and health 

systems reflects several factors. First, is the dissatisfaction with health system 

performance. In industrialized countries, this has centred on cost issues, quality 

assurance, and access. In developing/transition countries, discontent has focused on 

these same issues, plus an availability and equitable distribution of basic services, 

abuses of power, financial mismanagement and corruption, and lack of 

responsiveness. Citizens want health care providers to exercise their responsibilities 

professionally and correctly, according to regulations and norms, and with respect 

for patients. Second, accountability has taken on a high degree of importance 

because the specialized knowledge requirements, along with the size and scope of 

health care bureaucracies in both the public and private sectors, accord health system 

actors significant power to affect people‟s lives and well-being. Further, health care 

constitutes a major budgetary expenditure in all countries, and proper accounting for 

the use of these funds is a high priority (Brinkerhoff, 2003). 

 

In Vietnam, Leadership Accountability from within the interim health authority and 

the department of health services, is credited with some of the risky decisions that 

have shaped the country‟s health sector (Tulloch et al. 2003). The issue is that in that 

country leaders are involving basically in decision making, which shapes the country 

and therefore are responsible for whatever outcome of their choices relating to the 

health sector. 

 

 In the African context, similarly, Mozambique as an example has been observed 

that technical cooperation in the country, made progress in the early recovery period 

under dynamic senior leadership, in the Ministry of Health (MoH). This changed 
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abruptly in 1995 with a new administration that was more hospital-oriented, more 

indecisive, and less inclined to manage or coordinate external assistance. 

(Brinkerhoff, 2003) 

 

In Tanzania, the government has identified leadership as a key factor in achieving 

the Millennium Development Goals (MDGs), and has therefore included a focus on 

leadership within the public service. According to URT (2003), leadership 

(leadership accountability) is crucial due to their roles and some of them are: 

Leadership  is needed to empower staff, so that they can be able to develop 

appropriate policies, strategies and  leaders should inspire and lead from the front .In 

addition leaders should instil change, by articulating vision or strategic plans that 

sets out clear priorities for the Ministry, Agency or department leaders will be 

required to make difficult or challenging decisions in supporting goals of the 

government. 

 

Despite the fact that Tanzania recognizes the role of Leadership Accountability in 

service delivery, the same is deteriorating in term of quality, quantity, affordability, 

accessibility. To address the challenges many efforts have been done by the 

government of Tanzania, to make leaders accountable and responding people‟s 

demands of serving them as argued  by Boven (2005), and Broadbent & Guthrie 

(1992), that in democratic societies people are regarded as “principle” and 

government officials or other government agencies as “agent”. It is acknowledged 

that if public officials are hold accountable to their people, it bring development 

since their behaviours are scrutinized or controlled. 
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There have been various efforts by the government of Tanzania through Local 

Government Authorities (LGAs) for ensuring accountability, and among them is 

decentralization in which some responsibilities of central government, are 

transferred to the low level government units and private sectors, to make people 

engage with the matters and activities affecting them directly, in their daily survives. 

Again there are other efforts such as presence of certain laws and policies that 

articulate standards, which should be followed in terms of transparency of budget 

documents, and openness of the budget process. These include the Constitution, 

1977, the Local Government Finance Act, 1982, the Local Authority Financial 

Memorandum, 1997, the Medium Term Planning and Budgeting Guidelines, the 

Public Procurement Act, 2004, and the Public Finance Regulations, 2001. In 

addition The National Framework on Good Governance (NGFF) emphasizes the 

importance of accountability, transparency and integrity in the management of 

public affairs. It covers a wide range of issues, which have a bearing on good 

governance, and sets out the conditions under which accountability, transparency 

and integrity can prevail (Haki Elimu and Policy Forum, 2008). 

 

Moreover, in Tanzania, local government reforms have been adopted towards 

accountability. According to Brathen and Mwambe (2008), the objective of the local 

government reform program in Tanzania, is to restructure local government 

authorities, so that they can respond more effectively and efficiently to identified 

local priorities of service delivery, in a sustainable manner and among the specific 

objectives are to improve quality, access and equitable delivery of service 

particularly to the poor, and to increase civil society participation in service 

provision. 
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There has been an enormous attempt in Tanzania similarly to make sure that health 

sector delivers well the service to the people. According to URT (2010), for 

example, access to health services has increased though it acknowledge that, the 

improvement is not much, following the conception of the new Health Policy in 

2007 and the designing of a Primary Health Service Development Programme (2007 

– 2017). New health facilities Dispensaries, health centres and hospitals were 

constructed and the availability of equipment and medicines has been improved. 

Among the major objectives of the new policy and programme, is to bring health 

care services closer to the people, at a distance of not more than 5 kilometres, 

improve referral system at all levels and availability of health workers including 

doctors and nurses. 

 

Notwithstanding all these efforts made by Tanzania in health service improvements, 

still the service faces with the challenge of being satisfactory delivered in term of 

quality, quantity, accessibility and affordability. As a result, the value of the service 

is low, for instance the case of poor constructions of health dispensaries, centres and 

other health related infrastructures as well as disappointed treatments. Again, this 

may result for example to a low amount of drugs and staffs. Furthermore, majority 

of the people particularly on grassroots may fail to reach the service, due to being 

allocated far from their residents as well as inability of the same to meet the 

expenses of the service. This raises the doubt or the question on whether Leadership 

Accountability in Tanzania particularly on decentralized context is appropriate. So 

this cultivates the need to understand the dynamic affecting Leadership 

Accountability and its impact on health service delivery. This study therefore has 

aimed at investigating factors that may hinder or influence leadership accountability 
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in local government authorities, especially in district council level. This is due to the 

fact that little is known about leadership accountability on that level.  

 

1.3 Statement of the Problem 

Leadership Accountability is very important because it impacts to the improvement 

of service delivery. In other explanation, when there is a strong accountability of the 

leaders to their responsibilities, the result is improving the service provided. It is due 

to that reality that practitioners give their understanding and sometimes empirical 

evidence on the same. For instance Joshi (2010), writes that accountability 

(Leadership Accountability) is widely accepted as key to service delivery 

improvements. In Local government authorities Leadership consists of both political 

and administrative leadership, embodied and led by the head of the council and the 

head of the administration.
1
 

 

In Tanzania, service delivery in decentralized framework, has been negatively 

affected by various factors. The results from the study done by REPOA (2006), 

show higher levels of corruption as one of the factor. Two other factors for this 

decline in services delivery are captured by Odaro (2012), as lack of both funding 

and accountability. This in the long run results to poverty to the people, since 

unhealthy people cannot produce or can produce in a little extent which affects 

individuals, households and national development. As it is argued that access to 

services in developing countries (including Tanzania) is highly constrained. Failures 

in service delivery are a key reason that people fall into poverty, for example 

through ill health. In contrast, good service provision helps people to transition out 

of poverty, for example through education. There is a clear need to strengthen 

                                                           
1
 htttp//www.tanzaniagateway.org. Accessed on 24th October 2013 at 12:17 pm 

http://www.tanzaniagateway.org/
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service delivery systems in developing countries to improve quality and expand 

access
2
 

 

Leadership Accountability in Tanzania has been linked either direct or indirect with 

poor health service delivery, and it seen as one of the main factors for the poor 

delivery of the health service. Thus, this study was an attempt to explore on the 

dynamics face leadership accountability in influencing health service provision, and 

specifically it will be carried out in Songea District Council. 

 

1.4 Research Objectives 

This section is divided into two categories namely general objective and specific 

objective which are mentioned below: 

 

1.4. 1 General Objective 

The main objective of this research was to investigate the influence of Leadership 

Accountability on service delivery, particularly health service in a decentralized 

framework. 

 

1.4.2 Specific Objectives 

From the general objective, the study was specifically intended:  

  1.4.2.1 To examine the role of the leaders (appointed and elected) on health service 

provision. in Songea district 

1.4.2. 2 To examine the influence of Leadership Accountability in improving health 

service provision in Songea district. 

1.4.2.3 To identify the factors and challenges affecting the effectiveness of the 

Leadership Accountability, in bringing better health service in Songea district. 

                                                           
2
 Htttp// www.leadership,org. Accessed on 22th October 2013 at 11:13 am 

http://www.leadership,org/
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1.5 Significance of the Study   

The study is expected to come up with the following advantages not only to the 

researcher but also to other stakeholders like government, educational institutions 

and the general public. It will help the policy makers to come up with favourable 

policies on how to improve service delivery, through Leadership Accountability in a 

decentralized framework. Moreover, it will help the decision makers to have 

solutions over the failures or challenges face leaders in provision of health service. 

Furthermore, the study will generate knowledge towards understanding on what is 

going on to the councils particularly, on how leaders may enhance or hinder 

effective health service delivery. Still, the study will provide evidence based data 

that are necessary in helping further development of research activities, basing on 

the subject as well as Developing analytical framework that can help to establish 

more systematically ways, of making leaders to be subjected to accountability on 

service delivery. 

 

1.6 Research Questions 

1.6.1 What were the roles of the leaders both appointed and elected on health service 

provision? 

1.6.2 Which was the influence of Leadership Accountability in improving health 

service  provision     in   Songea district? 

1.6.3 What were the factors and challenges affecting the effectiveness of the 

Leadership   Accountability in bringing better health service in Songea district? 
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1.8 The organization of the work 

It has been observed that all over the world, the need of the people and other 

stakeholders is to see that the health service is provided in efficient, effective and 

efficiency manner. This however, goes together with leaders who are accountable 

because of their important roles to play. In some countries one of the failures for 

health‟s service provision is the lack of accountability.  This investigation needs to 

know whether in Tanzania the issue is the same, because numerous of efforts have 

been done to ensure that leaders are accountable to the people and the service is 

offered, as expected. Therefore, the next chapter provides theoretical and empirical 

literatures relating to the study of leadership accountability and health service 

delivery. 
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CHAPTER TWO 

LITERATURE REVIEW 

2.1. Introduction 

This part covers theoretical and empirical literatures relevant to the study of 

Leadership Accountability in health service delivery in Tanzania local government 

authorities. It intensified the research topic through information from the library 

studies which includes internet materials, published and unpublished materials and 

different books. 

The reviewed literatures provide a clear image of the study. They focus from global, 

regional and national perspective concerning Leadership Accountability, on health 

service delivery. Factors and challenges consequently limit the accountability of the 

leaders as well as some measures to overcome are described. 

 

2.2. Definition of Key Terms 

Various definitions of important terms related to the study are presented in order to 

make the readers and academicians, to have an understanding on those vocabularies, 

before concentrating on various theories relating to the topic of the study. 

 

2.2.1 Leadership Accountability 

Before defining what is Leadership Accountability it is better to know though not in 

deep, the meaning of leadership and accountability. There is no consensus on the 

meaning of the term leadership but most scholars share the view that leadership is 

about the activity of guiding, directing and influencing people, towards realizing 

goals or objectives (Terry, 1960; Blanchard and Johnson, 2008; and Encarta 

Dictionary, 2009). Leadership and management sometimes can be used 
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interchangeably by the people but scholars try to differentiate the two. Bass (2006), 

is of the view that Leaders manage and manager‟s lead, but the two activities are not 

synonymous. Management functions can potentially provide leadership and 

leadership activities can contribute to managing. Nevertheless, some managers do 

not lead, and some leaders do not manage (ibid). Furthermore, the term 

“Accountability” has a long History
 (

Melvin, 2002). However it is associated by 

many academicians with answerability, responsiveness and transparency where 

public officials or government agencies are supposed to justify their actions or 

inactions to stakeholders, citizens or other bodies or authorizes (Barton, 2006; 

Fisher, 2004; and Mulgan, 2003). 

 

One can therefore suggest that Leadership Accountability is how leaders whether in 

political (appointed and elected) or managerial position (appointed) are accountable, 

to people or stakeholders on the activities relating to their duties and responsibilities, 

for the benefit of the community they serve. In other explanation, since public 

leaders are using public resources and mostly is financial resource through tax 

collection, people must benefit and question on how their resources are used not 

only by the leaders but also by other civil servants. Officials (public leaders in this 

context) must ensure that they use their power, knowledge, skills, education and 

public properties for community benefits and interests as opposed to personal affairs. 

 

2.2.2 Decentralization 

The term decentralization has been referred to different meanings. However, the 

general agreed meaning is that it is the transfer of various powers from the centre to 

the periphery. For example Chiweza (1998), regards decentralization as the 

redistribution of power or sharing of part of governmental power, by the central 
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authority with other levels of authority such as regional, district or local authorities. 

These powers could be administrative, political, and financial and decision making. 

The other definition is provided by Cheema and Rondinelli (1983), who define 

decentralization as the transfer of planning, decision making or administrative 

authority from the central government to its field organizations, local administrative 

units, semi‐autonomous and parastatal organizations, local government, or 

non‐governmental. In addition Mawhood (1983), and Smith (1985), refer it as any 

act in which a central government formally cedes powers to actors and institutions at 

lower levels in a political-administrative and territorial hierarchy. Therefore, it can 

be suggested that, by transferring power from the centre to lower level of authority, 

decentralization can facilitate democratic participation, empower grassroots, and 

channel their input constructively into the national developmental efforts. This is the 

case because it brings the government closer to the people by making it more 

representative, accountable and responsive. Decentralization is also works to 

improve efficiency and effectiveness in the working of the public sector. 

 

2.3 Theoretical Literatures 

The different speculations concerning the study and at least three theories among the 

numerous of them, namely Governance Theory, Accountability Theory and Local 

Government Theory are presented. 

 

 2.3.1 Good Governance Theory and Accountability Theory 

The two theories have been put together since they play the same role in current 

development theories. That is, they interrelate to each other. As it is argued 

„„Accountability has become the key to good governance in worldwide institutional 

reforms‟‟ (Thuy Vu and Deffains 2013: 333). Again, Bovens, (2007) and Boven 
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(2010) are of the assertion that accountable governance cannot be achieved if there 

are no effective mechanisms in place, to hold public actors on the virtuous path and 

to prevent them from misconduct. In addition it is suggested that good governance 

and accountability are pre-requisites, for the achievement of broad based growth and 

improvement of quality of life, and social well-being (URT, 2005). 

It is argued specifically that currently, the terms "governance" and "good 

governance" are being increasingly used in development literature. Bad governance 

is being increasingly and regarded as one of the root causes of all evils within the 

societies, especially to developing countries as Corps (2003), writes that while bad 

governance is broadly recognized as a root cause of evils, good governance is often 

seen as a way to cure all ills. In addition, it is argued that “Governance” is a vital to 

the success of any organization both small domestic organizations and large 

international organizations. In its simplest form, governance refers to group 

decision-making that addresses shared problems (Corrington and De Buse, 2008). 

 

Good governance has 8 major characteristics. It is participatory, consensus oriented, 

accountable, transparent, responsive, effective and efficient, equitable and inclusive 

and follows the rule of law. It assures that corruption is minimized, the views of 

minorities are taken into account and that the voices of the most vulnerable in 

society are heard in decision-making. It is also responsive to the present and future 

needs of society.
3
 Thus, this is to suggest that if there is no good governance 

principles in practice, corruption, lack of involvement of people in decision making, 

violation of rules of laws and lack of responsiveness to public demands by public 

officials and the like, are going to occur. Though it is difficult to achieve hundred 

                                                           
3Available on http//www.unescap.org, accessed on 7

th
 August 2013 at 14:34 pm. 
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percent on principles of governance, to ensure sustainable human development, 

actions must be taken to work towards this ideal with the aim of making it a reality. 

 

The concept of accountability has a long tradition in both political science and 

financial accounting and that accountability is only possible when the governed are 

separated from the governors (Locke, 1690/1980 as cited by Lindberg, 2009). The 

central idea from that time is still with us when decision-making power is transferred 

from a principal, (example the citizens) to an agent (example government), there 

must be a mechanism in place for holding the agent to account for their decisions, 

and if necessary for imposing sanctions, ultimately by removing the agent from 

power. In accounting, the concept‟s long tradition is more limited in scope, referring 

to financial prudence and accounting in accordance with regulations and instructions 

but the principle of delegating some authority, evaluating performance and imposing 

sanctions is essentially the same (Lindberg, 2009). 

 

Boven (2005), gives a suggestion that in accountability there must be an actor (in 

this context public leader) and the forum (for example supervisory authority/person, 

the full council and the general public). The relationship between the actor and the 

forum, the actual account giving, usually consists of at least three elements or stages. 

First of all, it is crucial that the actor is obliged “to inform the forum about his or her 

conduct”, by providing various sorts of data about the performance of tasks, about 

outcomes, or about procedures. To him, this is particularly in the case of failures or 

incidents and also involves the provision of explanations and justifications. 

Secondly, there is a need to be a possibility for the forum to demand the actor and to 

question the adequacy of the information or the legitimacy of the conduct hence, the 

close semantic connection between „accountability‟ and „answerability‟. Thirdly, the 
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forum may “pass judgement “on the conduct of the actor. It may approve of an 

annual account, denounce a policy, or publicly condemn the behaviour of an official 

or an agency. In passing a negative judgement, the forum frequently imposes 

sanctions of some kind on the actor. 

 

Many scholars comment that there is correlation between accountability or public 

accountability in one hand, and effectiveness and efficiency of governance system in 

better service provision to the people in other hand (Boven, 2005; Desai, 2009). In 

other words for success and efficiency of products/service in any organization and 

public institutions in this case, there is need of mechanisms to ensure those who 

work in government particularly leaders are held responsible to the people or 

stakeholders. 

 

Similarly, there are various mechanisms for safeguarding accountability. Literatures 

suggest that the mechanisms of accountability may be internally (horizontal 

accountability) where government monitors its employees through different ways 

and government agencies to control each other, or externally (Vertical 

accountability) on which citizens, civil society and media hold the government 

accountable to them. (Desai, 2009; URT PO-PSM, 2008 and Abuodha, 2011). Other 

viewers like Boven (2005), agree on those two mechanisms of accountability though 

he calls them as “nature” of accountability as synonymous with “mechanisms” and 

adds a third one which to him is “diagonal accountability”. He defines vertical 

accountability as it refers to the situation where the forum formally wields power 

over the actor, perhaps due to the hierarchical relationship between actor and forum, 

as in case of executive that is accountable to the minister (over the head of the 

minister) to parliament (ibid). For instance political accountability based on 
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delegation. Horizontal accountability is giving an account to stakeholders which 

occur basically on voluntary basis with no intervention on part of principle. 

As it has already stated earlier that accountability and good governance go together, 

and therefore, they are both associated with service provision. This is due to the fact 

that the more the public affairs are planned and managed well the better the service 

are provided. According to Corps (2003), good governance shapes the way services 

are planned, managed and regulated within a given political, social and economic 

system. In addition it is perceived by Brynard (2005) that the „radetapism‟ (which 

affects negative service delivery) in public organizations is due to inconsistence of 

public accountability on those organizations. Therefore, one can claim that the two 

are very crucial for local government performance through its leaders. 

 

2.3.2 Decentralization Theory 

The theory of decentralization according to Rondinelli (1981), and Heywood (1997), 

cited in Lawal and Oladunjoye (2010), suggests that in decentralization there is 

transfer of power and responsibility for public functions from the central 

government, to the subordinate or quasi-independent government organizations 

and/or the private sector. It is concerned with how functions and responsibilities are 

given to different institutions from the central government for better and effective 

performances. Again, many donor agencies and international financial institutions 

see decentralization as a means of creating an enabling environment for 

development and promoting accountability. For most African governments, 

however, decentralization is now viewed as a strategy for mobilizing local resources 

and an initiative for national development (ibid). 
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International Food Policy Research Institute (2011), is of the view that, 

decentralization of authority over the provision, allocation, and delivery of public 

goods to local governments has been a widespread practice in many developing 

countries (Tanzania included). The primary argument in favour of such a practice is 

that local leaders or community representatives have more information about the 

needs of their people and would choose policies or projects based on their best 

interests (World Bank, 2003 cited in IFPRI, 2011). Moreover, in a democratic 

setting, where local government is subject to electoral pressure, citizens can monitor 

the local government better than a distant central authority can, thus helping improve 

the efficiency of the provision of local public goods (Bardhan, 2002). Empirical 

evidence has shown a positive link between local democratization and better 

provision of public goods in various countries, choosing the governmental 

arrangements and services they want to consume. In other words people residing in 

grassroots level have the power to put in and out the government according to this 

approach.  

 

Equal important, different dimensions of decentralization are cited by authors and 

most scholars identify five dimensions of decentralizations which are: devolution, 

deconcentration, delegations, privatization (UNDP, 1997 cited by Joint UNDP-

Government of German, 1999). Others like Mukandala (2000), despite the fact that 

he agrees with those four, he adds the fourth one which is popular participation as 

among the dimensions of decentralization. 

 

However, among those types of decentralization, devolution will be applied basing 

on the study context and it is defined  as the process of transferring decision-making 

and implementation powers, functions, responsibilities and resources to legally 
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constituted, and popularly elected local governments
4
. It is argued by Yilmaz, S et al 

(2008) that Decentralization (devolution) offers significant opportunities to improve 

government accountability by creating the possibility of wielding stronger pressures 

on government performance. Nevertheless, it should be noted that for effectiveness 

and success of health service provision through decentralized local governments, 

type of the council, its nature and the power of the people to hold leaders 

accountable cannot be ignored. 

 

2.3.3 Synthesis of the Theories 

Having an observation on theories regarding the study, it can be opined that they all 

contribute on the subject despite some weaknesses they have. Governance and 

accountability Theories enables us to see how leaders especially in health sector, are 

supposed to behave or act, on the course of running of health related activities, for 

the interests of the people affected by the service as well as, being answerable and 

blamed if they go against the wishes of the mass. In addition, both of the two 

especially in relation to health care delivery are important since they mediate 

between citizens and their government, on issues of cost, access, quality, and 

distribution of health care services. Health care providers have been accorded 

significant powers over people‟s lives and well-being, so accountability and good 

governance seek to regulate this power for any possible abuses. Also, they seek out 

to ensure the proper management of health care, reduce corruption, and increase 

responsiveness of health care providers and leaders to citizens. Moreover, 

decentralization theory advocates for transfer of power and responsibility for public 

functions from the central government, to the subordinate or quasi-independent 

                                                           
4
This definition is available on http://unpan1.un.org. Accessed on 29

th
 November 2013 at 20:20 pm. 

http://unpan1.un.org/
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government organizations and/or the private sector. Decentralization particularly 

that of devolution gives power to grassroots on making decision regarding on what 

affecting their livelihood, including how health services are delivered. People have 

power consequently to question and sanction the public servants and leaders 

included in the process of service provision. 

 

2.4 Empirical Literatures 

The practicability of Leadership Accountability in decentralized framework has been 

studded by a number of researchers and academicians. The below studies which are 

separated into global, Africa and Tanzania‟s synopsises, are among the studies 

explaining how Leadership Accountability relates to health service delivery.  

 

2.4.1. Global Overview on Leadership Accountability and Health service 

delivery 

Leadership Accountability all over the world is examined by several scholars. It is 

argued for instance that everywhere in the world, people are experiencing 

leadership. This leadership emanates both from politicians and public officials. 

Leaders engage in alignment, that is, corrective actions by way of encouraging 

ethically acceptable behaviours, and discouraging those that are not. At all instances, 

effective leaders must motivate and inspire their teams for the enhancement of 

performance in the public service.
5
 

 

In regarding to the health sector, World Health Organization (2010), observes that 

there are challenges face health systems which need leadership accountability. Some 

of those challenges are improving the health status of individuals, families and 

                                                           
5 http//www.dpsa.gov.za and accessed on 15

th
nov 2013 at 10:05 a.m 
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communities, defending the population against what threaten its health, protecting 

people against the financial consequences of ill-health providing equitable access to 

people-centred care and making it possible, for people to participate in decisions 

affecting their health and health system. In order to neither counter to these 

challenges it is suggested that without strong policies and leadership, health systems 

do not spontaneously provide balanced responses to these challenges, nor do they 

make the most efficient use of their resources. As most health leaders know, health 

systems are subject to powerful forces and influences that often override rational 

policy making. These forces include disproportionate focus on specialist curative 

care, fragmentation in a multiplicity of competing programs, projects and 

institutions, and the pervasive commercialization of health care delivery in poorly 

regulated systems. Keeping health systems on track requires a strong sense of 

direction, and coherent investment in the various building blocks of the health 

system, so as to provide the kind of services that produce results (ibid). In other 

words what WHO tries to demonstrate here is that, it is the role of strong leadership 

to solve the various challenges facing the health sector. 

 

Furthermore, the common ingredients of good practice in leadership particularly in 

health sector include among others, ensuring that health authorities take 

responsibility for steering the entire health sector (not merely public sector service 

delivery). Again, leaders are needed for dealing with future challenges (including 

unanticipated events or disasters) as well as with current problems. Others are 

defining, through transparent and inclusive processes, national health policies, 

strategy and plan that set a clear direction for the health sector, with a formulation of 

the country‟s commitment to high level policy goals (health equity, people-
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centeredness, sound public health polices effective and accountable governance). 

Also making  strategy for translating these policy goals into its implications for 

financing, human resources, pharmaceuticals, technology, infrastructure and service 

delivery, with relevant guidelines, plans and targets, mechanisms for accountability 

and adaptation to evolving needs, effective regulation through a combination of 

guidelines, mandates, and incentives, backed up by legal measures and enforcement 

mechanisms. In addition effective policy dialogue with other sectors and 

mechanisms and institutional arrangements, to channel donor funding and align it to 

country priorities are also (ibid). 

 

Organization for Economic Cooperation and Development (2008), states that the key 

measure of governance is the quality and availability of essential services including 

health care services, comprises a core element of the social contract. Public access to 

good services indicates that a society is well-governed and enables the political 

leadership to draw continued support for its programme. In a fragile state, service 

delivery suffers. When services decline, the state and its leadership in most cases 

lose support. The assumption at this juncture is that, better service provision is 

important and is a measure of good governance, and if things go wrong it is 

leadership which is to be blamed. 

 

2.4.2 African Overview on Leadership and Health Service Delivery 

The concept and practicability of Leadership Accountability in Africa has been 

written by various academicians. Some associated it with service delivery and others 

on its crisis. For example, when trying to compare North and South African 

countries, it is written that the countries of the North have often been associated with 

the best practices in public service delivery(health included), whilst those of the 
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South have traditionally been apathetic. But then again, experiences on the ground 

do contradict this ill reckoned assumption and generalization. Despite the advanced 

infrastructure in the more developed countries in the North, there are also disturbing 

reports of poor service delivery emanating from a few dissatisfied citizens in those 

countries even though not to the extent that we are accustomed to over here. In the 

same vein, we do have centres of excellence in service delivery in some countries of 

the South, despite infrastructural challenges. Due to this he suggests that only strong 

leadership will enable us to deliver reformed public services.
6

In addition an 

assessment conducted by World Health Organization (2007), regarding the global 

progress towards achieving the health Millennium Development Goals (MDGs)  

showed disparities, with sub-Saharan Africa trailing the rest of the developing 

world. 

 

In South Africa, one of the observations found that the country is plagued by 

extreme public health challenges. Diseases such as tuberculosis, sexually transmitted 

diseases, malaria, HIV/AIDS, diarrhoea and pneumonia are cited as example of 

diseases which affects the livelihood of the people. He adds that South Africa‟s life 

expectancy rate has been declining in the last decade and a half: from 61.1 years in 

1990 to 49.2 in 2003 to 47 in 2004. Life expectancy differs between the sexes and 

races in South Africa. The life expectancy for white women is 73.7 years, for 

African women 50.4 years. Similar discrepancies are found between white and 

African men. Infant mortality rates are racially skewed as well. In 2002, the infant 

mortality rate per 1 000 live births were 67 for Africans, 24 for coloureds, 11 for 

                                                           
6
http//www.dpsa.gov.za as accessed on 12th October  2013 at 13:20 pm 
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Indians and seven for whites. As a country the rate was 59 per 1 000. This rate 

increased to 61.81 in 2005 and declined again to 59.44 in 2007. 

2.4.3 Tanzanian Leadership Accountability and Health Service Delivery 

Like other countries, Tanzania has experienced the concept of Leadership 

Accountability in service delivery. The Government of Tanzania‟s focus on health 

care begun since independence but reform on health sector according to Musau etal 

(2010), began in 1994, with the goal to improve access, quality, and efficiency of 

service delivery. The main focus of reform was to strengthen district health services 

and Primary Health Care (PHC), secondary and tertiary service delivery. An 

important part of this is the policy of Decentralization by Devolution (D by D), 

which transfers authority and responsibility for health care from the central Ministry 

of Health and Social Welfare (MOHSW) to Local Government Authorities (LGAs). 

This policy was enacted through the 1998 landmark legislation, policy paper on 

Local Government Reform, based on the principle of political devolution and 

decentralization of functions and finances within the framework of a unitary state. 

Changes to health care financing policy were another important aspect of reform. 

The new financing policy, adopted more than a decade ago, included cost sharing 

and user fees, as well as insurance mechanisms for health sector system. Fees are 

collected at all health facilities with a system of waivers and exemptions to protect 

the poor, several insurance mechanisms were established targeting different 

populations (civil servants, rural population, etc.), but overall insurance coverage in 

Tanzania is still quite low. 

 

Health services in Tanzania are now delivered through a decentralized system 

whereby local governments (under the Prime Minister‟s Office–Regional 
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Administration and Local Government, or PMO-RALG) are responsible for service 

delivery through dispensaries, health centres, and district hospitals. The 

implementation of the decentralization policy is still the subject of major efforts 

under the Local Government Reform Program II, to iron out lingering challenges in 

the separation of roles and responsibilities, between PMO-RALG and other 

ministries, including the MOHSW. Efforts are also under way through various 

government initiatives (some with development partner support) to strengthen LGAs 

ability, to deliver services by improving their management capacity and 

programmatic and financial accountability, and to streamline working relationships 

between ministries (Op.cit). 

 

The health services provision, including the district health services, in Tanzania is 

guided by the Health Service Strategic Plan (HSSP) for years 2003–2008, which the 

Government formulated together with the development partners (group of donors). 

The current activities within the health sector are directed by the Medium Term 

Expenditure Framework (MTEF), which operationalizes the strategies of Health 

Service Strategic Plan (HSSP) and National Strategy for Growth, and Reduction of 

Poverty (NSGRP). Tanzania has applied a decentralised and participatory approach 

to planning and delivering health services within the general framework of local 

government reforms since 2000. The health services at the district level have been 

devolved to the local government authorities. to increase their authority in health 

service provision (Tidemand et al, 2008) According to Steffensen et al (2004), cited 

in Kuusi (2009), argue that the national health Service Bill (2004) states that all 

health facilities up to district hospitals are assigned to the responsibility of the local 

government authorities. 
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Health policy and implementation of service provision are organised according to 

three levels of government. At the central government level, the Ministry of Health 

and Social Welfare (MoHSW) is responsible for the development of sector policy 

and the regulatory framework, monitoring and evaluation of policy implementation 

and sector impact, and the overall management of the reform process. However, 

because of the processes of devolution, the responsibility for service delivery has 

been assigned to PMO-RALG, and the two ministries work closely together. The 

basket financing committee for health services and the annual health sector joint 

review are co-chaired by the permanent secretaries of MoHSW and PMORALG 

(Ibid). 

 

At the regional level the Regional Secretariat‟s regional medical officer provides 

supervisory and technical support to the councils. The duties of the regional medical 

officer include also ensuring that the national policies and guidelines are adhered to. 

In addition, the regional medical officer is responsible for the management of the 

regional hospital. The regional authorities functions under PMO-RALG, and is 

trying to adjust to its new roles and functions as supervising the district level health 

services, as their implementation has been devolved from the regional level to the 

local government authorities (ibid). 

 

The district and urban councils are responsible for the planning, management and 

delivery of services up to and including district hospital services. The role of the 

councils consists of; health service provision of the district hospital, other hospitals 

at district level. They are responsible also for the health centres and dispensaries, 

preparation of a comprehensive council health plan, which is the basis for the 

decentralised management and the council basket funding mechanism, as well as 
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regular reporting on implementation, coordination, supportive supervision, 

monitoring and inspection of all health facilities and activities in the council. Again, 

management of resources and ensuring communities are responsible in taking care 

of their own health and also the safety of medicine and equipment in their health 

facilities are among the roles (ibid). 

 

2.4.4 Legal Framework and Policy Environment 

In Tanzania the main institutions for local level delivery of basic services, (including 

health service), are essentially with the local government authorities and in rural 

areas, it is at district and village level. The decisive step towards empowering the 

local government in that regard was taken in June 1996, when the Prime Minister 

announced the government‟s decision to restructure and downsize regional 

administration, with the objective of making local government more efficient and 

effective(JICA, 2008). Again to JICA LGs  through LG and sector legislation are 

broadly mandated to provide the basics services of health, education, water, roads, 

and agriculture among others In relation to health sectors service, Local authorities 

has the mandate and role to deal with primary and preventive health. They are also 

responsible for district hospitals. In addition, regarding health policies USAID 

(2011), writes; 

 

“Tanzania is currently implementing its third Health Sector 

Strategic Plan III, July 2009 June 2015 (HSSP III) (MOHSW 

2008a), which is a guide for the development of council and 

hospital strategic plans and annual work plans. The strategic 

plan has been developed in line with the goals of the National 

Strategy for Growth and Poverty Reduction (MKUKUTA,) the 

National Health Policy 2007, and the Millennium Development 

Goals (MDGs), all of which recognize the improvement of 

people‟s quality of life as being essential to their ability to 

participate fully in the country‟s productive processes. The 

National Strategy for Growth and Poverty Reduction 
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emphasizes health in its goal of “high quality livelihood,” 

specifically access to primary health care (PHC), reduction of 

infant mortality, and access to reproductive health services. The 

National Health Policy 2007 provides the government of 

Tanzania‟s (GOTs) long-term vision for development of the 

health sector; it outlines policies and directives in several areas 

pertaining to the health sector including prevention and 

treatment of communicable and non-communicable diseases” 

(USAID, 2011:1) 

 

Notwithstanding the above analysis of Tanzania health service, it is the purpose of 

the study to go in deep on how medical service is provided in Tanzania local 

government authorities. In addition it has to do with planning, monitoring and 

implementation of such service. 

 

The findings of the study conducted by Shillingi and Mutalemwa (2012), in Bukoba 

district council indicated that in a sample of 100 patients who were found in health 

Facilities, 63% expressed dissatisfaction with health care services,61% stated that 

there was an improvement in medicine provision. In addition, it has been reported 

that 38% of people in Tanzania are satisfied with the health care services at 

dispensary level (Braathenetal, 2005). In Dar es Salaam region alone, citizens cite 

problems encountered with healthcare services such as cost of treatment and drugs 

(62%), availability of drugs (50%), time waiting to be served (55%), accessing 

health facility (34%). 

 

2.5 Conceptual Framework  

A conceptual framework guides your research, determining what things you will 

measure, and what statistical relationships you will look for (Kombo and Tromp, 

2006). A number of theories have been gone through on leadership accountability of 

local government authorities and their relation, to performance of health service 
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deliverance including governance theory, accountability theory and decentralization 

theory. These theories have been used by a researcher to develop a conceptual 

framework for the study. 

Figure1 Relationship Between Leadership Accountability And Health Service 

Delivery 
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The above framework suggests that there is connection directly or indirectly 

between independent variable (Leadership Accountability) and dependent variables 

(Improved service Delivery). Variable which is Leadership Accountability when it is 

positive the outcome is responsiveness, commitment, efficiency, effectiveness and 

answerability of public leaders to the public as well as blame and sanctions from the 

forum (whether accountability agency, person or general public) on the service 

provided and this in turn leads to the improvement of service provided. If it is 

likewise the result is lack of commitment, lack of transparent, irresponsibility, lack 

of answerability and no sanctions to public officials (leaders), and consequently the 

service becomes poor delivered. Nevertheless some contextual factors should not be 

ignored on the effectiveness of leadership on the same. These are legal issues 

including constitution and rules and regulation together with the policy environment 

on planning, implementations and monitoring of the service provision process. 

 

2.6 Research Gap 

As far as far Leadership Accountability is concerned as linked to health service 

delivery, through different studies it is observed that many of these studies has a lot 

regarding accountability (Lindberg, 2009; Boven, 2005; Desai 2009; Barton; 2006; 

Fisher 2004; Mulgan, 2003) though they did  not focus on “Leadership 

Accountability”. Some literatures (but very few) such as World Health Organization 

(2010), discuss leadership accountability issue. Similarly, some have something 

good by focusing on health service in general but not linking it with leadership role 

especially on drug issue (JICA, 2008; Economic Policy Research, 2010; Musau et al, 

2010; URT, 2003). At least one literature has been cited tries to capture on medicine 

question (Shillingi and Mutalemwa, 2012). Therefore, if one wants to know exactly 
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the role of leaders in decentralized delivery of health service particularly on 

medicine service, what are the factors affecting their accountability and other 

scenarios cannot be realized. Thus, these questions and others have to be answered 

in this study. This study consequently intends to explore more on relationship 

between leadership accountability and health service delivery, in decentralized 

framework with focus on Songea district. 

 

2.7 Conclusion of the Chapter 

Having identifying, reviewing, summarizing and examining the previous research 

and literatures by different scholars and so, identifying and justifying research gap, it 

may be concluded that, there is need of conducting the study on the concerned area. 

The next chapter will describe methods employed by the study in its course of 

conducting study and the rationale for employing those methods. 
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CHAPTER THREE 

RESEARCH METHODOLOGY 

3.1 Introduction 

This chapter provides explanations on the methods or ways through which the 

research is done. It comprises the following: area of the study, research design, 

sampling procedures, study population, sample size and sources and types of data. 

Others are data processes and analysis as well as ethical considerations. 

 

3.2 Research Approach  

The study has used a qualitative research approach. The approach enabled the study 

to get into the field and to find out what do people think about the leadership 

accountability in health sector. Nevertheless, quantitative data were also applied so 

as to make a comparison of information easily (Saunders et al, 2000). 

 

3.3 Research Design 

Gerring (2001), defines research design as any investigation of the empirical world, 

that a bear upon a proposition‟s truth-value. That is, it is a degree of truth or 

probability of truth. The study applied a cross sectional research design. This was 

applied because it has an advantage of among others, being comparatively quick to 

conduct, cheap to administer, limited control effects as subjects only participate 

once. In addition the study looked at individuals, groups and institution in order to 

describe, compare, contrast, classify, analyze and interpret the entities and the events 

on the study area. 
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Equal important, the proposed study employed both qualitative and quantitative 

approach in course of collection, organization and evaluation of data. Qualitative 

approach was used for the reason that the issue of accountability in relation to 

service delivery, will be accounted in relation to their characters and motives in 

terms of actor‟s attitudes concerns and behaviours. However, these behaviours and 

attitudes of the people were later put into a number through tables and graphs. 

 

3.4 Area and Scope of the Study 

This study was carried out in Songea district which represents the rural settings of 

Tanzania, where service delivery including health service is relatively in poor 

condition as compared with urban localities. Literatures indicate that there is 

deprived delivery of health services in Tanzania local governments (URT, 2010; 

Shillingi and Mutalemwa 2012; and Braathen et al, 2005). So Songea District 

Council (SDC) being among the local government authorities in Tanzania, has a 

very useful features to facilitate comprehensible investigation of the subject at hand. 

 

3.5 Profile Area of the Study 

The sketch of SDC comprised many things but for the purpose of the study 

geographical location, administrative divisions, population, climate and economic 

activities are highly considered. 

 

3.5.1 Geographical Factor and Location  

SDC is one of the five councils in Ruvuma region and it was established through 

Local Government Act no. 7 of 1982 l in 1st January, 1984. The district shares with 

the borders with the Republic of Mozambique in Southern west, Mbinga District in 
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the West, Namtumbo District in the East, Ulanga (Morogoro Region) and Njombe in 

the North and North West Ludewa District (Njombe Region). Songea District 

Council is located in the Southern part of Tanzania mainland. It is situated between 

Latitude 93
0
 75` to 11

0
 41` South and Longitude 35

o
 10` to 36

o
 45‟ East (SDC 

profile 2013).   

 

3.5.2 Area and Administration Distribution. 

According to 2013 SDC profile, Songea is estimated to cover 16,726,926 km
2
 of the 

total area, out of that 3,013.143 ha. is covered with water bodies, that is rivers. It lies 

along longitude 35
o
, 10‟E and 36

o
, 45‟W also along latitude 93

o
75‟ and 11

0
, 41‟. The 

surface area of Songea district is 13,455 km
2 

whereby the land area is 13,320 km
2
 

and 135 km is water area.  The land area is 99% and 1% is water area. 

 

3.5.3 Human Population  

Data from DHRO office show that the district is divided into 3 Divisions, 17 Wards 

and 64 villages. The council has 24 councillors out of which 17 are elected, 6 from 

special seats and 1 Member of Parliament. According to the national census of 

August 2012, Songea district had the population of 156,930 people (Male 76,898 

and Female 80,032). The table indicates that, SDC had the population of 156,930 

people (Male 76,898 and Female 80,032 up to 2012. 
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Table 1: Administrative Structure  

 Divisions Wards Villages Hamlets 

 Muhukuru Mpitimbi 5 35 

Muhukuru 4 41 

Ndongosi 3 8 

Magagura 5 41 

Mbinga Mhalule 4 56 

Matimira 6 36 

 Madaba Mahanje 2 31 

Mkongotema 3 33 

Wino 5 42 

Matumbi 1 28 

Gumbiro 3 38 

Mtyangimbole 3 70 

 Ruvuma 

 

 

 

Mpandangindo 3 49 

Maposeni 4 23 

Peramiho 3 531 

Kilagano 5 35 

Litisha 5 41 

TOTAL   3 17 64 531 

Source: DHRO‟s Office, 2012 

This table shows that SDC has three divisions as stipulated above.  
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Figure 2.The Map of Songea District Council 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Source: SDC 2013 

The map indicates that, in SDC there are three divisions which are Muhukuru, 

Madaba and Ruvuma. There are also 17 wards and 63 villages. 
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3.5.4 Brief Economic Activities 

There are several economic activities in SDC; however the major ones are 

agriculture and livestock activities and both of them are described in the following 

subparts; 

 

3.5.5 Agriculture and Livestock 

The population/people of SDC depend mostly on agriculture for their daily survival. 

Cash crops available are sunflower, simsim, soya beans, cashew nuts, paddy, 

tobacco and coffee and food crops are maize, paddy, cassava, beans, millet, sweet 

potatoes, bananas and peas. In term of Livestock activities cows, goats, pigs, 

chickens, ducks, donkeys, dogs, cats and rabbits are animals/cattle available for the 

population of SDC. (SDC profile 2013) 

 

3.5.6 Health Service 

As far as health services are concerned the district has 1 hospital (voluntary agency), 

2 health centres (Government) and 36 dispensaries (13- V.A, 23-Government).  

Table 2 Service Proportions 

Proportion Current status National Threshold 

Doctor per patient  1:1,470 1:23,000 

Hospital per patient 1:188,368 1:200,000 

People per dispensary 1:4,390 1:5,000 – 10,000 

Per Health centre 1:85,601 1:50,000 

Bed per patient 1:334 1:572 

Source: DMO‟s office, 2012 
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The above table 2 from the office of DMO suggests that there is no challenge 

regarding the ratio of doctor per patient and health institutions per patients, where 

doctor per patient‟s status is 1:1,470 as comparing to the need of the nation which is 

1: 23,000. This is the same to hospital per person (1:188,368 while national 

threshold is1:200,000), people per dispensary is1: 4,390 and the national 

requirement is 1:5,000 – 10,000.  Again in term of per health centre was 

1:85,601(national threshold 1:50,000) and the bed per patient was 1:334 while the 

seal of nation was1:572. So there is a little challenge in per health centre where the 

ratio exceeds national demands. 

 

3.6 Population of the Study 

The word population means the entire spectrum of a system of interest 

(Panneerselvam, R (2007). The recommended study was interested and so involved 

local government officials from SDC. In-depth study was held at local government 

leaders, staffs and health service beneficiaries covering in the district, ward and 

village levels of the local government. Some of these stakeholders are those 

associated with the provision of the service (leaders and staffs) and others are the 

users of such service (ordinary people) 

 

3.7 Sampling Methods and Sample Size 

Sampling methods according to Panneerselvam (2007), can be classified into 

probability and non probability sampling methods.  In probability sampling each unit 

of the population has a probability of being selected as a unit of the sample. In non 

probability sampling there may be instances that certain units of the population will 

have zero probability of selection (Levin and Rubin; 2007 and Panneerselvam; 
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2007). According to Levin and Rubin (2007) sampling is used, when it is not 

possible to count or measure every item in the population. This study employed both 

probability and non-probability sampling techniques to select the appropriate 

respondents. With probability sampling, simple random sampling was used to pick 

respondents(other than top leaders) for the study, in ward and village level but with 

non probability sampling, a purposive sampling was used to get information from 

the top public leaders in the council level, who are believed to have detailed  

information about the subject. The wards and villages were purposively selected 

regarding the nature of the area in term of cultural, environmental and geographical 

diversity. 

 

A sample of 108 respondents among 2,161 populations (households) as indicated in 

table 3 below which is equivalent to 5% is preferred by the study, so as to be 

effective and efficient in carrying out the investigation and provide reliable and 

flexible results, with confidence. It is this size which the study was reached without 

failure either in terms of costs or time. The sample size was composed of public 

officials including village chairmen, village executive officers, ward councillors, 

ward executive officers, ward health officers, district medical officer, doctors, 

nurses, clinical officers, district executive director as well as health service users. 

 

 

 

 

 



 
 

39 
 

Table 3: The Population and the Sample Size of the Respondents for the Study 

Respond category Actual Population Targeted 

Number 

District Executive Director‟s 

office 

002 2 

District Medical Office 229 14 

Ward Councillors 022 5 

Ward Executive Officers 017 4 

Village chairmen 063 7 

Village Executive Officers 063 7 

Households/ Health Service 

Users 

1765 70 

Total 2,161 108 

Source: Developed by Researcher, 2014 
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Table 4: Description of the Respondents for the Study 

SN Institution 

level 

Area and Reasons Description on the 

respondents required  

Total 

1. District 

level 

Songea district 

purposively 

sampled because 

of capturing rural 

settings and 

relatively poor 

heath service 

delivery 

Respondents 

 District Executive 

Director (DED) 

 District Human 

Resource Officer 

(DHRO) 

 District Medical Officer 

(DMO) 

 Health Officers(5) 

 Council Chairperson (1) 

 

 

9 

 

2. Ward 

level 

Three (3) wards 

in Songea District 

was purposively 

be sampled 

because the study 

was not cover the 

whole council. 

 Respondents 

 Ward Health officers  3 

 Ward Councillors  4 

 Ward Executive 

Officers 4 

 

 

 

 

11 

 

 

 

3. Village 

level 

Two (2) villages  

from each among 

three wards and 

Ordinary people 

at village level 

Respondents  

 6 Village executive 

officers 

 6 Members village 

chairmen 

 6 health officers 

 70 Ordinary Village 

Members 10 for each 

village 

 

 

 

88 

Total Number of Respondents 108 

Source: Developed by the researcher, 2014 
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3.8 Sources and Types of Data 

Data according to Panneerselvam (2007), can be classified into primary data and 

secondary. In other words sources of data are divided into two, primary and 

secondary data and types of data are also primary and secondary types. In addition, 

the two are used interchangeably. Therefore the data for this study were obtained 

from both primary and secondary sources.  

 

3.9 Primary and Secondary Sources of Data 

Both primary and secondary sources of data were referred in the way of data 

collection. Panneerselvam (2007), argues „„the different methods which are used for 

primarily data collection are observation method, personal interview and mail 

survey‟‟ In this study. Primary source was obtained directly from individuals 

through questionnaires, interviews and direct observation. This source was used to 

look into opinion and perception of all respondents regarding the  roles of the leaders 

in health service provision, challenges they face, factors for the success or/and their 

failures as well as the suggestions for the problem. Primary data has a number of 

advantages and one of them is that, it is used to collect data which is unavailable or 

inappropriate through secondary data. Again, it can be collected through different 

methods; sometimes more than one method can apply to a single problem; it 

minimizes response biases and permits detailed and in-depth questions and 

responses. Before the actual study, pilot survey was conducted in SDC, so as to 

solicit preliminary information hence establish salient realities of the research 

undertaking. 10% of the sample size was to be used in testing the tools. 
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Moreover, a wide variety of secondary data sources were explored and according to 

Panneerselvam (2007), secondary data are collected from sources which have 

already been created, for the purpose of first time use and future uses. These are the 

data from books, official documents, and other publications. The secondary data 

were collected from documentation in the University of Dodoma, Songea Regional 

Library and SDC. This was done by visiting to the above mentioned areas, and 

writing down relevant and important information that corresponds to the research, 

that will be conducted believing that there are other researchers who have done the 

related topic and there are some information pertaining the issue which have been 

written in journals, magazines, books and others. That is, literatures are full of 

information regarding health service delivery. This makes the importance of 

surveying those documents and see what can inform on the proposed duty. 

 

3.10 Data Collection Techniques 

Diversities of data collection techniques were employed in the proposed study 

including structured questionnaires, semi-structured interviews, and documentary 

review. The justifications for each technique are clearly clarified in specific 

subsections which follow.  

 

3.10.1 Structured Questionnaires 

Questionnaires were specific to public officials both elected and appointed leaders, 

and the common people who were the beneficiaries of the health services. The 

questions on the questionnaire were grouped into five categories basing on the 

variables (variables was particularly, from the second to fourth category); the first 

group comprised questions seeking background/general information on the 
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respondents; the second category was about the roles of the leaders towards health 

service provision, whereas the third type will be on the influence of the leaders 

towards health service provision; The forth type based on the factors and challenges 

affecting the leaders on ensuring the service in health sector, are properly delivered. 

These questions were asked depending on the type of respondents. However 

questionnaire for villagers comprised also the questions regarding their satisfaction 

on the services provided. Questionnaires are regarded by observers to be 

instrumental tools for data collection, as they are able to ensure coverage in a wide 

area and reduce potentials of bias on the side of the researcher and the respondents 

(Leedy, 1989). 

 

3.10.2 Semi Structured Interview 

Semi-structured interview or less formal interview  is an interview in which the 

interviewer is free to modify the sequence of questions, change the wording, explain 

them or add to them (Cohen, et al 2000).  The study employed this technique to 

collect information from council top leaders. Based on the use of interview guide, 

intensive interview was administered to explore detailed understanding of dynamics 

shaping the Leadership Accountability, in health service delivery. The technique was 

employed because of its flexible nature which allows further investigative and the 

use of open approach hence gain in-depth information and complete understanding 

of the issue being researched.  The survey intended to attain information from this 

tool because many of them were so busy and so did not have enough time to feel 

questioners. 
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3.10.3 Documentary Review 

Documents are written texts and are produces by individuals in their course of their 

daily practices, and they are geared exclusively for their own immediate practical 

needs
7
. Collecting information available in form of documents was indispensable in 

the study, since the local government authorities are very much researched in 

Tanzania. Therefore, documentary review was relevant to portray secondary data 

which was cross checked with primary data, and help to develop a valid conclusion. 

Therefore, various libraries and documentation centres in academic and non-

academic institutions were visited as stated earlier. 

 

3.10.4 Observations 

In observation method, the investigator collects data through personal observations 

(Panneerselvam, 2007). Keller (2005), is of the view that, direct observation is the 

simplest method of obtaining data and one of its advantages is that it is relatively 

inexpensive. So, this technique was used as primarily data source. The study made a 

direct observation on how councillors conducted their meetings and reach their 

conclusion, in their council meetings. Again he observed how health service is 

provided in different dispensaries and health centres. This and other tools helped to 

make data valid, and reliable and removal of biasness in data collection.  

 

3.11 Data Process and Analysis 

This was a process followed after the data to be collected. Kothari, (2004) suggests 

that data, after collection, have to be processed and analyzed in accordance with the 

outline laid down for the purpose, at the time of developing the research plan. This is 

essential for ensuring that there is relevant data for making contemplated 

                                                           
7
 http//www.codesria.org. Accessed on 21

st
 July 2014 at 17:49 pm. 
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comparisons and analysis. To him processing of data implies editing, coding, 

classification and tabulation of collected data so that they are amenable to analysis. 

 

In this study, some of the gathered data was in Swahili language therefore there was 

inevitability for transcription and translation to English language. Responses from 

the field research and cumulative data from both primary and secondary sources, 

were synthesized at this stage of the research. Therefore the noted verbal 

communications was written literal to ensure accuracy. The analysis of data used 

qualitative with basic descriptive statistics similarly so as to capture the context and 

content of responses. In so doing data were categorized in thematically regarding 

research objectives, and their respective questions. Statistical Package of Social 

Science (SPSS) was employed in the course of data analysis, wherein simple 

statistics, description, comparison, contrast and interpretation as methods of 

analytical discussion, conclusions from collected data were made. This helped to 

guide the conclusions, then recommendations and suggestions for policy issues and 

further studies. 

 

3.12 Reliability and Validity of Data 

Reliability is defined as the extent to which the scores from an assessment are 

consistent, across repeated administrations of the same or similar tests to the same 

group or population. The more reliable test scores are, the greater their freedom from 

errors of measurement (Renaissance Learning 2011). Thus, reliability of data was 

also taken into consideration by the survey, demonstrating that the operation of a 

study such as the data collection can be repeated with the same results (De Vaus, 

2001). This was achievable through the documentation of procedures and 
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appropriate recording keeping. Again, different questions were constructed cutting 

across the information required, hence the reliability of data.  

 

According to Kothari (2004), Validity is the most critical criterion and it indicates 

the degree to which, an instrument measures what it is supposed to measure. In other 

words, validity is the extent to which differences found with a measuring instrument 

reflect true differences among those being tested. By definitions validity is the 

degree to which a test measures what it claims to measure. Evidence of test validity 

is often indirect and incremental, consisting of a variety of data that in the aggregate 

are consistent with the theory, that the test measures the intended construct 

(Renaissance Learning 2011). 

 

The validity of data collection in the study was assured by conducting a pilot survey, 

(testing of tools before the actual data collection), and administration of tools by the 

researcher in face to face. In addition triangulation method was employed and to 

Guion (2012), triangulation is a method used by qualitative researchers to check and 

establish validity in their studies. She argues that triangulation has different types 

and data triangulation, investigator triangulation, theory triangulation, 

methodological triangulation, and environmental triangulation are among them. 

Yeasmin and Rahman (2012) defines triangulation as it refers to the combination of 

two or more theories, data sources, methods or investigators in one study of a single 

phenomenon to converge on a single construct, and can be employed in both 

quantitative (validation) and qualitative (inquiry) studies. In other words the 

researcher used different methods such as documentary review, interview, focus 

group and other methods so as to make data to be valid. 
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3.13 Ethical Considerations 

Ethics can be defined as method, procedures or perspectives for deciding how to act 

and and for analysing complex problems and issues. There are several reasons why it 

is important to adhere to ethical norms in research. First, norms promote the aims of 

research such as truth, knowledge and avoidance of error. For example prohibitions 

against fabricating, falsifying or misrepresenting research data, promote the truth 

and avoid error. Secondly, since a research often involves a great deal of cooperation 

and coordination among many different people, in different disciplines and 

institutions, ethical standards promotes  the values that are essential  to collaborative 

work such as trust, accountability, mutual respect and fairness.
8
Throughout the 

study, ethical standards were severely observed from the research planning to report 

writing. Data collections were done after the University Authority through the 

Director of Graduate Studies to provide letter of permission, and the council director 

to provide a letter for conducting research in his council. The respondents were also 

told that they are willingly to participate and not obligatory. The study was 

conducted under informed consent of all the subjects after they are fully informed of 

the purpose of the study in order to give them a complete free choice to participate. 

Furthermore, the researcher observed the right to privacy of the subjects by asking 

their willingness, before collecting individual personal identifying information. In 

addition, the researcher was held himself responsible for security and storage of 

personal identifying information, and control access to it by unauthorized 

individuals. 

 

 

                                                           
8
David,B and Resnic, D ( 2011) ‘’What is ethics in Reseach  and Why is it Important?’’. Available on 

http/www.niehs.nih.gov. Accessed on 22
nd

 July 2014 at 15: 20 pm. 
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CHAPTER FOUR 

DATA ANALYSIS, PRESENTATION AND DISCUSSIONS OF THE 

RESULTS 

4.1 Introduction  

In this chapter, data presentation, analysis and discussion of the results are presented 

with respect to the study, and as it was explained earlier the study was to seek and 

investigate the Leadership Accountability on health service delivery with the general 

objective being investigating the influence of leadership accountability on service 

delivery particularly, health service in a decentralized framework. The research 

specifically has aimed at examining the role of the leaders (appointed and elected) 

on health service provision in Songea District Council (SDC), examining the 

influence of Leadership Accountability in improving health service provision in 

SDC, and to identify factors and challenges affecting effectiveness of the Leadership 

Accountability in bringing better health service in SDC. The chapter is organized 

into several sections which are; geographical locations of the study, demographic 

characteristics of the respondents and roles of the leaders both appointed and 

elected. The influence of Leadership Accountability in improving health service 

provision in SDC and factors and challenges affecting the effectiveness of the 

Leadership Accountability, in bringing a better health service in SDC are other 

sections. The study communicated with the pproproate respondents, in order to get 

the a  image of the study. He selected common people in the grassroot level at the 

four wards and eight villages who were the beneficaries of the service. Local 

goverment public officials from the district to the village level, both politically and 

administratively were also selected as respondents. The study used interview, 

observation and questionaire tools so as to acquire information from the field 
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4.2. Geographical Location of the Study 

This   study was carried out in Songea District council which comprises three 

divisions, 17 wards and 64 villages. Among the 17 wards the researcher selected 4 

wards and 7 villages to represent the whole population under the council. The 

targeted wards were Mtyangimbole with Luhimba and Likarangilo villages, 

Peramiho with Peramiho A and B, Mpandangindo with Mpandangindo and Liweta 

as well as Mbinga-Mhalule with Mbinga-mhalule. See the map of the SDC on figure 

1 in methodology chapter for the image of the study Location. 

 

4.3 Demographic Characteristics of the Respondents 

Demographic characteristics of the respondents serve the purpose of giving a brief 

explanation that summarises the nature of the people involved in the study. This was 

crucial so as to guarantee the reliability of the subject‟s responses. In this sub part, 

the survey identified and divided his respondents basing on different features such as 

sex, age, education and occupation, for the purpose of understanding their influence 

on the nature and types of the responses. Thus, in this regard the same provides the 

bounds within, which the investigation of the responses was based on, for this 

chapter and for later chapters.  

 

4.3.1 Sex Pattern of the Respondents  

The study requested respondents to indicate their respective sex to ensure that, an 

analysis reflected crosschecking opinions, based on issues that may be influenced by 

the sex of respondents. Table 5 below shows that men had a greater representation 

(57%) than women (43%). This means that most of respondents were drown from 

male sex. Nonetheless, differences in sex distribution within the respondents, were 
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significantly fair and therefore did not affect the quality and quantity of the 

respondents. 

Table 5: Sex of Respondents   

Category Frequency Percent 

Male 62 57.0 

Female 46 43.0 

Total 108 100.0 

Source: Field Data, 2014 

 

4.3.2 Age of Respondents 

Respondents were asked to specify their individual ages in order for the study to 

countercheck whether their age might affect the respondents on their answers. The 

results in table 6 below show the distribution of respondents by age. Ages of the 

respondents were ranged between 18 years and above 60 as shown in the table. The 

results in table 6 below show that most of the respondents (31%) were in the 

category age of 36 years to 46 followed by the 26 to 35 years (27%). Most of the 

respondents were between 26-45 ages who were active and the maturity group, for 

questioning and demands on accountability issues within their areas of residents. 

Table 6:  Age of the Respondents 

Category Frequency Percent 

 18-25 12 11.0 

 26-35 29 27.0 

 36-45 33 31.0 

 46-59 25 23.0 

 60 + 9 08.0 

 Total 108 100.0 

Source: Field Survey, 2014 
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4.3.3 Education Level of Respondents  

For the case of education level it was to assess how the level of individual‟s 

education might have an impact on the manner they answer the questions. The data 

from table 7 bellow revealed that 60% of the respondents who were the majority (65 

of the respondents), had either completed primary education or they were below 

primary education, 24% (26) had completed secondary education and 9% which is 

equivalent to 10 participants reached  either diploma or degree level of education. 

However, 1% of the respondent had another category (he attained postgraduate 

diploma). The fact is, there is always a difference of thinking between the educated 

and the illiterate. 

 

Table 7 Education of the Respondents 

Source: Field Research, 2014 

 

4.3.4 Occupations of the Respondents 

For data collection, the survey wanted to know the employment status of the 

respondents which could enable a clear analysis of the investigation. Most of the 

respondents interviewed were dealing with agricultural activities for their daily 

survival. Hence the large part of them as indicated in table 8 below, were peasants as 

     Education level Number Percent 

 Diploma or degree education 10 09.0 

 Certificate education 06 06.0 

 Secondary  school education 

Primary or below primary education 

26 

65 

24.0 

60.0 

 Others 01 01.0 

 Total 108 100.0 
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compared to other occupations which were 70 participants (65 %). Furthermore 25 

respondents, who were 23%, were professionals employed by the government and 

13 (12%) were councillors in the wards and village levels. These varieties of 

employments conversely did not affect negatively the analysis, rather it helped to 

have a clear examinations. 

 

Table 8: Occupations of the Respondents 

Education level  Number Percent 

 Government employees 25 23.0 

  Farmers 70 65.0 

  Councillors 13 12.0 

  Total 108 100.0 

Source: Field Survey, 2014 

 

4.4 The Roles of the Leaders in Improving Health Service Provision 

The aim of the study was to gather information on whether leaders had certain duties 

to fulfil with regard to health issues and in so doing, they were asked extents of their 

understanding about the meaning of leadership accountability and responsibilities on 

good performance of health service, performance of the leaders, and the impact of 

them on health service provision. Others were requested the extent of the leader‟s 

understandings on their duties, especially those which related to health service 

provision and the level of understanding on the process or procedures used on the 

division of medicine. These were described, interpreted and analysed in the 

following paragraphs. 
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4.4.1 Understanding the Meaning of Leadership Accountability 

This question was asked to 38 respondents who were public officials from the ward 

to village levels. They were asked to show their level of understanding regarding the 

general meaning of accountability. The rationale for this was that, public officials 

particularly those in the leadership positions were the ones among the employees 

who according to the accountability principles, were supposed to be answerable to 

the forum, (in this context political leaders to the voters and administrators to their 

superiors and politicians). Among those who responded this question, 25 (66%) as 

shown in table 9 below, stated that they were aware  on the subject, 11 (29%) 

somehow and 2 (5%) had a fairly understanding respectively. In addition, 0% of the 

respondents had neither limited nor not understanding. This implies that, there was 

no problem to the participants, about the concept. Therefore this made them at least 

to be answerable for their actions or inactions for their actions on the office though 

in a limited level. 

 

Table 9 The Understandings of the Respondents on Leadership Accountability 

Category Frequency Percent 

Full understanding 25 66.0 

Somehow 11 29.0 

Fairly 02 05.0 

Limited 00 00.0 

Not at all 00 00.0 

Total 38 100.0 

Source: Field Survey, 2014 
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4.4.2 Responsibilities of the Leaders on Good Performance of Health Service 

Participants were asked about their responsibilities so as to evaluate whether the 

leaders are responsible for the service provision, due to the reality that leadership 

role is crucial for its efficiency and effectiveness. As argued by the World Bank 

(2010), that the common ingredients of a good practice in leadership particularly in 

health sector, include among others, ensuring that health authorities took 

responsibility for steering the entire health sector, and they were needed to deal with 

future challenges of the sector. Data from table 10  below suggest that 20 of the 

respondents among 38 who were asked this question which is equal to 53%,  

strongly agreed that leaders of both parts, politicians and administrators  are 

responsible on the provision of service, 14 (37%) agreed and 4 (10%) disagreed. 

None were neutral or strongly disagreed. So 80% of them strongly agreed and 

agreed. As a result, this implies that the respondents (which were leaders in this 

context) knew that they were responsible for health service delivery, regardless the 

kind of duties they performed. 

 

Table 10 Respondent’s Perception on the Responsibilities of the Leaders on 

Good Performance of Health Service 

Category Frequency Percent 

Strongly Agree 20 53.0 

Agree 14 37.0 

Neutral 00 00.0 

Disagree 04 10.0 

Strongly Disagree 00 00.0 

Total 38 100.0 

Source: Field Survey, 2014 
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4.4.3 Performance of the Leaders 

Boven (2005), is of the view that in accountability, actors (in this context leaders) 

are obliged to provide among others, some various sorts of data about the 

performance of his/ her tasks. In other words leaders must perform their duties 

accordingly. The results of the field from table 11 below inform that most of the 

subjects (n= 38) which were 21 (55%) were of the view that leader‟s performance 

was medium, 13 (34%) highly and 4 (11%) very highly. There was no respondent 

who said that leadership performance was whether very little or not at all. This 

implies and justifies that, majority of the public office holders view that their 

performance (performance of the leaders) was not good enough to be respected by 

the beneficiaries and other stakeholders, and hence beneficiaries have the right 

according to the principle, to demand better or even best performance from the 

leaders. 

 

Table 11 Respondent’s Opinion on the Performance of the Leaders  

Category Frequency Percent 

Very High 04 11.0 

High 13 34.0 

Medium 21 55.0 

Very Little 00 00.0 

Not all 00 00.0 

Total 38 100.0 

Source: Field Survey, 2014 

 

4.4.4 Impact of the Leaders on Health Service Provision 

The investigation has to understand the views of the respondents on how leaders 

affect the provision of health service because theoretically, leadership positions can 
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have an impact on the way services are delivered basing on their nature of duties and 

positions. Data indicate that 51% of them (n= 38) said that the impacts of the leaders 

on the provision of the service was medium, 20% very high, 20% very little and 9% 

high. Again, 0% viewed not all. There was limited impact of leaders consequently 

on health services. This can be linked to poor delivery of the service. Swensen, S. et 

al (2003: 4) argue „„There is solid evidence that leadership engagement and focus 

drives improvements in health care quality......‟‟. That is, the evidence according to 

them shows that when leaders engage effectively on the process of service delivery, 

it will result to the improvements of the service. Therefore there is need for more 

leadership engagements for better service improvements. 

 

Table 12 Respondent’s Opinion on the Impact of the Leaders to Service 

Provision 

Category Frequency Percent 

Very High 08 20.0 

High 03 09.0 

Medium 19 51.0 

Very Little 08 20.0 

Not all 00 00.0 

Total 38 100.0 

Source: Field Survey, 2014 

4.4.5 Understandings on the Duties Related to Health Service Provision. 

The study on this subpart needed to understand the extent of respondent‟s 

understandings on their duties, for the logic that if they did so it might help in its 

execution and the vice versa is true also. Table 13 below presents the results that 24 

Respondents which is equivalent to 63% had full understanding on their duties 

regarding health service while 14 (37%) somehow. There was no response on fairly, 
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limited and not at all understandings. This in the long run, would facilitate in 

performance of the leaders. Despite this assumption, leaders were viewed by 55% of 

the respondents as average performers as it was indicated previously in table 10. 

 

Table 13 Views on the Understandings on the Duties Related to Health Service 

Provision 

Category Frequency Percent 

Full understanding 24 63.0 

Somehow 14 37.0 

Fairly 00 00.0 

Limited 00 00.0 

Not all 00 00.0 

Total 38 100.0 

Source Field Survey, 2014 

 

4.4.6 The level of Awareness on the Procedures in the Division of Medicine 

It might be simple to supervise, manage or lead if at least a leader, supervisor or 

manager has the information of understanding on issues concerned (process in the 

medicine affair in this context). As one of the survey by Michael V, Steed, C and 

Meddings, K (2009), state that information is one of the leadership power and that 

respondents on the study suggested that it is not enough to possess information 

rather the perception of such power, comes from the ways in which information is 

controlled and communicated. In other words leaders must have a piece of 

information relating to certain issue (es) so that s/he can control the situations. 
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Data from the field table 14 below, show that leader‟s understanding on the whole 

process of medicine division from planning, implementation and followship is 37% 

somehow, 37% limited, 13% full understanding, 11 % fairly and 2% not at all. 

Therefore it is not easy for accountability to success this kind of environment, where 

those responsible did not have enough information on such important process. 

 

Table 14 The views of the Subjects on Their Level of Awareness on the Process 

or Procedures Used on the Division of Medicine 

Category Frequency Percent 

Full understanding 5 13.0 

Somehow 14 37.0 

Fairly 04 11.0 

Limited 14 37.0 

Not all 01 02.0 

Total 38 100.0 

Source: Field Survey, 2014 

 

4.5 Factors Affecting Leadership Effectiveness in Bringing Better Health 

Service 

In a process of doing any job, there are factors affecting negatively or positively, 

which may result to reduce the value of the work. The study in this sub part intended 

to get information from the respondents, on whether there were such factors 

particularly on SDC, which affected their duties  so as to have a solution for the 

problem (if any). For the purpose of the study, these factors were divided into policy 

related factors, legal, administrative, cultural and institutional as well. 
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4.5.1 Administrative Factors 

In local government systems, the concerns such as existing rules and regulations, 

hierarchy and internal audit system (to mention a few), may influence in one way or 

another leaders and the general conducts of the council. Findings from table 15 have 

revealed that 55% of those who responded (n=38) to this question agreed that, 

administrative factors such as rules and regulations, hierarchy and internal audit to 

mention a few, affected leaders on providing health service. The same results show 

that 21% strongly agreed, 13% disagree and 11% strongly disagree. In term of rules 

and regulation for example, one of the respondents (leader) declared „„....we have the 

problem of medicines to reach us on time. This is caused by the system because 

there are procedures (rules and regulation) that must be followed, before various 

drugs from MSD can be brought in the districts.......‟‟. This is a challenge to the 

government and hence it should redefine this concern so as to help leaders, staffs 

and the service users to reach organizational goals of serving the society.  

 

4.5.2 Legal Factors 

When participants were asked about whether legal factors which included among 

others, United Republic of Tanzania Constitutions, bylaws and rules and regulation 

affected them on service provision, 34 people responded and 4 did not. Data in table 

15 below indicate that 15% among those responded (n=38) strongly agreed, 15% 

agreed and 37% neutral. In addition 18% disagreed and 15% strongly disagreed. 

This indicated that about 30% were on strongly agreed and agreed. However the 

question here is, contrary to the expectation of many of the respondents who (37%) 

did not side with any part (neutral). Possibly, this might be caused by the little 

knowledge of the respondents on local government and national laws regulating 
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councils and public officials or non applications of these laws, especially to those 

respondents from the offices. Table 14 shows the results of the findings. As one of 

the respondents who was among the beneficiaries of the health service states 

„„...........do you think these what you call rules or bylaws helps them (leaders) to be 

accountable? To me I think they are not even applying them.....‟‟ 

 

4.5.3 Policy Factors 

It is known at least in theory that, policies always shape the way organizations are 

run. All matters linking to institutional operations including which kind of the 

service to provide, in which quality and quantity, who should be involved on the 

process and others, are shaped by the particular policies. Data of the field in table 15 

below indicate that majority of the respondents agreed that, these policies regardless 

of which kind, impact leaders on liability affairs to the people. The results note that 

policy issues for instance training policy, pay and motivation, health related, 

devolution and administrative decentralization policy affected leadership 

accountability by 56% agreed, 13% disagreed, followed by 11% neutral and 11% 

strongly disagreed and the last was 9% disagreed. There was a case where 

respondents claimed about the way they were cared in term of benefits, which 

reduced their commitments to their duties (salaries, bonus and allowances as 

examples). So, this and others are policy related issues which should not be 

underestimated. 
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4.5.4 Institutional Factors 

For the purpose of the study institutional factors such as organization structure, the 

size of organization, communication system, capacity building and the economic 

status of the organization, were selected to get views of the participants regarding 

the influence of these factors, on leadership accountability in SDC. The basis for this 

may perhaps affect much organization on its daily activities, and research data 

confirm that institutional factors impact to leadership accountability with 26% 

strongly agreed, 29% agreed and 13% strongly disagreed as shown in table 14. 

Again, 5% disagreed and 7% strongly disagreed. It should be remembered that some 

members of the survey commented for example, that there was poor and or no 

provisions of incentives, such as transports and houses which were negatively 

affected their daily activities. 

 

4.5.5 Cultural Factors 

Data from table 15 indicate that, among 38 respondents who were asked and 

responded to this question, 37% agreed, 26% neutral, and 37% disagreed. This 

implies that the number of those who agreed with the question and who disagreed 

were the same (37). Again, 26% of those who were neutral should not be ignored. It 

ought to be noted that some cultures may inhibit or prohibit the conducts of 

accountability in organization, which in turn affected the kind of the service 

provided. For example some respondents especially leaders argued that there were 

traditions in some tribes, (though they were not asked to mention those tribes in their 

societies and so did not) which do not allow women to participate effectively in 

decision making. This is contrary to the principle of good governance, which needs 

both men and women to share something on the way decisions are made. 
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Table15 Effects of Administrative, Legal, Policy and Cultural Factors to 

Leadership Accountability 

Variable Description Frequency Percent 

Administrative Factors 

 

 

 

 

 

Legal Factors 

 

 

 

 

 

 

Policy Factors 

 

 

 

 

Cultural Factors 

 

 

 

 

Strongly Agree 

Agree 

Neutral 

Disagree 

Strongly Disagree 

Total 

Strongly Agree 

Agree 

Neutral 

Disagree 

Strongly Disagree 

Total 

Strongly Agree 

Agree 

Neutral 

Disagree 

Strongly Disagree 

Total 

Strongly Agree 

Agree 

Neutral 

Disagree 

Strongly Disagree 

08 

21 

00 

05 

04 

38 

05 

05 

13 

06 

05 

34 

03 

22 

04 

05 

04 

38 

00 

14 

10 

14 

00 

  21.0 

  55.0 

  00.0 

  00.0 

  11.0 

100.0 

  15.0 

  15.0 

  37.0 

  18.0 

  15.0 

100.0 

  09.0 

  56.0 

  11.0 

  13.0 

  11.0 

100.0 

  00.0 

  37.0 

  26.0 

  37.0 

  00.0 

 Total 38 100.0 

Source: Field Survey, 2014 
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4.6 Challenges for Leaders in Improving Health Service in SDC. 

There are challenges face leaders which in one way or another influence their 

accountability on their daily activities and duties. Basing on the study context the 

selected factors were a low budget arrangements, public claims on the misconducts 

of staffs, poor relationship between political and administrative leaders in one hand 

and politicians and civil servants on the other hand, and handling effectively the 

discipline of the staffs. These are described in the paragraphs below and field results 

are indicated in the tables and figures. 

 

4.6.1 Low Budget Arrangements 

Organization is run through various supportive resources and among them is the 

financial resource. One of the literatures suggests „„traditionally, considerable 

importance is attached to what can be the money factor, in the functioning of 

organizations in both public and private sectors. One important issue of concern is 

usually the management of available financial resources‟‟ (Ojo, O 2009:40). To him, 

one of the approaches that can be adapted for efficient financial management at the 

local government level, is an effective use of the budget (ibid). 

 

Data from table 16 revealed that the low amount of fund organized for the leadership 

activities, is a dare to the leaders. As it is indicated in table 16 below that 65% of the 

38 respondents agreed that low level of financial resource for ensuring smooth 

executing of leader‟s duties, affected the provision of the service whereas 05% of the 

same were neutral and 17% disagreed, 14% strongly agreed and only 3% disagreed. 

Thus, finance especially in relation to leadership roles, is very crucial for running 

organisational business and if they are not arranged well it negatively impact to the 

performance of the leaders, which in the long run it affected the service delivered. 
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Table 16 Response on Low Budget Arrangements 

Category  Frequency Percent 

Strongly Agree 04 10.0 

Agree 25 65.0 

Neutral 02 05.0 

Disagree 06 17.0 

Strongly Disagree 01 03.0 

Total 38 100.0 

Source: Field Survey, 2014 

 

4.6.2 Public Claims on the Misconducts of the staffs 

It is acknowledged that one of the duties and also qualities of leaders is to listen their 

people on their demands and claims and if leaders become uncooperative, they 

would probably devalued to be effective leaders. So it was necessary to assess 

whether they received claims and if that was a challenge to them as the leaders. The 

question was responded by 35 people among 38. However 35 respondents as 

indicated in figure 3 bellow, 23 which is 67% agreed on the matter, 7(18%) disagree, 

2(6%) strongly agreed, 2 (6%) neutral and 1 (3%) strongly disagreed. This suggests 

that when there are different claims of people, over the way employees performed 

their duties, the implication is that there is an uncertainty on the manner those 

leaders managed effectively their organizations, (including staffs) and the service 

provision in general, so this became a challenge to them. Hence, there must be 

mechanisms to ensure that people‟s claims are reduced so that they can be highly 

satisfied with the leadership performance, and the service provision. 
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Figure 3 Responses on Public Claims as a Challenge to the Leaders 

 

Source: Field Survey, 2014 

 

4.6.3 Poor Relationship among the Leaders and Politicians and Civil Servants  

Table 17 below confirms that many respondents which was 45% (n=38) agreed and 

13% strongly agreed, that there was no a good working relationship between 

political leaders and public administrators in one side, and politicians and public 

employees on the other side. In other words 58% were of the opinion that, there was 

no such a good relationship of the same which was a challenge faced by both 

leaders. Other responses (38%) disagreed and 8% neutral. One possible reason for 

this misunderstanding could be the competing „interests‟ of the both, which 

influenced by the means or procedures through which they come into power. This 

further affected even the behaviour of the leaders as one of the literatures puts 

clearly „„procedure by which one has been chosen for office affects behaviour once 

in office‟‟ (Drazen and Ozbay 2012: 19). That is, leaders who came into the office 
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by appointment cannot directly worry about „„voter‟s judgements‟‟ for their actions 

or inactions rather they worry directly their appointment authority and their 

supervisors, and vice versa was also true. As said before, this could affect even their 

behaviours at work especially when each part wanted to defend its interests. 

 

Table 17 Response on Poor Relationship among the Leaders and Politicians and 

Civil Servants  

Category Frequency Percent 

Strongly Agree 05 13.0 

Agree 17 45.0 

Neutral 03 08.0 

Disagree 13 34.0 

Strongly Disagree 00 00.0 

Total 38 100.0 

Source; Field Survey, 2014 

4.6.4 Handling Effectively the Discipline of the Staffs 

Bernard (1938) in IAAP (2009) views Leadership as the ability of the superior to 

influence the behaviour of subordinates and persuade them, to follow a particular 

course of action. If we rely on this definition we have to agree that to control the 

staffs is the duty of the leaders. The results of the field from table 18 below 

unfortunately reveal that majority of them (37%) agreed and the same (37%) 

disagreed that handling the discipline of the staffs was difficult/challenge to them 

while 13% strongly agreed, 10% neutral and 3% strongly disagreed. In other 

explanation, those who agreed (37%) and strongly agreed (13%) made 50% of the 

respondents who viewed that, for them to hold the council staffs under their 

supervision or leadership was difficult. However, the survey didn‟t request them to 
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provide reasons for that, since what was wanted only to get responses on whether 

those were challenges to them. 

Table 18 Response on Handling Effectively the Discipline of Staffs  

Category Frequency Percent 

Strongly Agree 05 13.0 

Agree 14 37.0 

Neutral 04 10.0 

Disagree 14 37.0 

Strongly Disagree 01 03.0 

Total 38 100.0 

Source: Field Survey, 2014 

 

4.6.5 Other Challenges Facing Leaders on Executing Their Daily Activities 

In this question which was intended to know whether there were other challenges 

facing leaders, rather than the above selected by the study, the results from figure 4 

below confirm that 7 respondents among 32 who responded (6 did not respond), 

were of the view that a few number of health employees was an obstacle to them, to 

manage and or leading the health sector, in an effective and efficiency manner, 6 

transport facility, 5 house facility and 4 low salary structure. Some 10 respondents 

mentioned poor working instruments as a challenge to them. This suggests that 

many respondents (30%) observed that working instruments as a major obstacle 

followed by a few number of health employees (22%). 
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Figure 4 Subject’s Response on Other Challenges Facing Leaders 

 

Source: Field Survey, 2014 

 

4.6.6 Suggestions for Ensuring Leadership Accountability 

This question was responded by 108 respondents and data from table 19 below show 

(58%) argued that, it was important for the government to ensure that capacity 

building was to be provided to both politicians and administrators, so as to perform 

well their duties. Other respondents (36%) suggested that health employees should 

be increased to ensure effective and efficiency provision of the health service. 

Moreover, 55% were of the opinion that working instruments should be provided to 

make the job easy for the officials responsible. As noted earlier that 30% of the 

respondents mentioned that poor working instruments as an obstacle to leaders, 

hence they viewed that the government should give enough for public officials. 

Further increasing of salary to employees (33%), provision of allowances especially 

extra duty allowance (to them), which was responded by 31% and also bonus to best 

performers (31%) were mentioned and explained as among of the solution, for 
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making leaders accountable to their duties. These go hand in hand with the granting 

and or increasing the amount of allowances to councillors. It was also suggested that 

participation of the citizens on the process of health in general and division of 

medicine in particular (19 %), was crucial because if all stakeholders such as 

common people, (beneficiaries) policy makers, leaders and others were involved and 

hence being aware on what was going on was important and the service will develop 

into a well provided, and hence high level of satisfaction. In addition, other 

suggestions were motivation to public officials and mostly those in health sector 

(32%), good communication between top level and low level leaders in one hand, 

and leaders and citizens on the other (22%). Elimination of corruption (24%) as well 

as openness of government‟s officials (17%) was also mentioned as among the 

solutions. 

Table 19 Response on the Suggestions for Ensuring Leadership Accountability 

Category Frequency Percent 

Provision of Capacity Building 58 64.0 

Increase number of employees 34 36.0 

Provision of working instruments 51 55.0 

Increase of salary 

Bonus for best performance 

31 

31 

33.0 

33.0 

Inclusiveness of the people on health affairs 

Motivation to public officials                                                                                            

Good communication between the leaders and 

the society 

Transparency on public activities 

Elimination of Corruption 

 

18 

30 

 

20 

16 

22 

 

19.0 

32.0 

 

22.0 

17.0 

24.0 

Total 319 338.0 

Source: Field Survey, 2014 
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4.6.7 Understandings on the Concept of Leadership Accountability 

Some 70 respondents (health beneficiaries) were asked this question. Most of the 

respondents (44 which is 63%) as shown in figure 5 below stated that they knew 

something about accountability and when they were asked to define it, most of them 

associated it with how leaders should do their duties effectively for the interest of the 

citizen‟s wants and demands. However some of those who responded on defining 

the term linked it with how leaders were close to them (citizens), and others 

connected it with knowing people‟s problems and solving them. One of the 

interviewee commented, „„Leadership accountability ……. leaders to be accountable 

to their people by leading them, and taking actions for what people viewed‟‟. Other 

respondent viewed „„…..leadership accountability was leaders to come to us so that 

they can know our problems and solving them…‟‟ 

The same results suggested that 37% of the respondents did not know anything 

about leadership accountability.  
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Figure 5 Subject’s Response on Citizen’s Understandings on the Concept of 

Leadership Accountability 

 

Source: Field Survey, 2014 

 

4.6.8 Satisfaction with the General Health Service 

Citizens (Patients) are the primary beneficiaries of the services and care hospitals 

(health institutions) provide (Muhondwa et al 2008). This argument suggests that 

citizens were the persons who are supposed to benefit from the health services. One 

can therefore say that if that is the case, they must get the service in manner that they 

would become pleased about it. The results through research data in figure 6 below 

reveal that the majority of the respondents (62%) dissatisfied with the service 

followed by 34% satisfied 4% highly dissatisfied. This proves that many people 

view health service as not provided properly as the beneficiaries expected to. When 

the survey wanted to know the reasons for „„dissatisfaction‟‟ and „„highly 

dissatisfaction‟‟ because what was interested much, on those two groups who were 

majority, they said that affordability of the service was one of the reason. That is, 
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they were not able to manage the cost of the service. Theft of drugs, accessibility of 

the service and what they called „„improper provision of drug service‟‟ (medicine) 

were also mentioned as the justifications. 

 

Concerning drug theft, one of the respondents commented, „‟….drugs are brought 

then they disappear, me I do not know where they go…..... and that is why the 

villagers lack service‟‟. On the other hand those who said that the services especially 

medicine was not correctly provided, believed that drugs that they got from the 

health service was not what they suffered from. For example on remarked, „„I am 

suffering with headache then they give me different medicines......….. (not for 

headache)‟‟. 

 

In term of the cost of drugs on which most of the people complained, they argued 

that majority of people who were peasants were not able to meet the expense of 

purchasing drugs, since they were poor. One of them observed, „„.....…drugs are 

provided but they are too cost…..‟‟. On the same issue one of the elders suggested 

„„…...…drugs is when you have money.........…..they just deceive us that we elders 

get free service….....…‟‟  
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Figure 6 Satisfactions with the General Health Service Provision 

 

Source: Field survey, 20014 

4.6.9 Understanding on the Roles of the Council to the Provision of Health 

Service 

At this point the study wanted to gather information on to whether the participants 

knew the roles of their council, on health service provided to them, because if they 

did not know it was not easy for them to question. As argued by Boven (2005), that 

in accountability there is a need to be a possibility for the forum (people in this 

context) to demand the actor (leaders), and to question the adequacy of the 

information or the legitimacy of the conduct, hence the close semantic connection 

between „accountability‟ and „answerability‟. That is, in order for what is 

calledanswerability to happen, people must question the leaders of the councils 

regarding their duties. How they were going to ask depends on many factors but one 

is on whether they knew that, their council was responsible to them on service 

provision. The results from table 20 below indicate that 46 respondents (67%) said 
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yes and 24 (33%) no. This justifies that majority of the people knew that they had to 

be served by the government, particularly on health related services. However few of 

them did not understanding on the same. When they were asked to state those roles 

they mentioned the following as: follow-up on the health service provision, knowing 

people‟s needs, management of dispensaries, to help those who were unable to share 

the cost in health and medicine provision. Others were calling meetings, to 

understand problems of the people and cooperating with them, on solving those 

problems. However, a few respondents especially those who benefited with private 

dispensaries suggested that government have no roles to them, because dispensaries 

were owned by missionaries (yet, it should be noted that these health institutions 

owned by missionaries got support from the, in terms of staffs and grants for running 

their business). 

 

4.6.10 Satisfaction with the Specific Institutional Health Service Provision  

An effective access to the functioning and well-equipped social services (and health 

service included), is a prerequisite to improving the quality of life and for promoting 

the well being, of all Tanzanians (REPOA 2006). From this importance and ground, 

the survey intended to know the extent of satisfaction of its respondents since those 

respondents were „„principles‟‟ who are the beneficiaries of the service. As a result 

they must satisfy for whatever service they got and if things went against, they could 

question and demands for a better service and may also give judgments on that. 

Results from the field in table 20 are as follows: 
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4.6.11 Getting the Service from the Health Institutions 

Since health service is provided by different institutional levels, the study in this 

measurement, intended to know respondent‟s perception on which institution 

probably was the best of all, or at least better than the others on the same. Field data 

from table 19 below show that, respondents did not comment anything regarding to 

the district hospital because there was no such institution contrary to the 2013 SDC 

profile, which indicated that there was such institution. Health centre got 14 yes 

responses which is 29% and 71% no. In other words majority of the people had ever 

got service to health centres, and the reasons for that was that many areas had no 

health centres. All wards covered by the study lacked such institution. It was only 

one ward (Peramiho) had health centre which unfortunately was owned by a private 

sector, despite the reality that government provided support in term of 

workers/servants and funds). So in this environment therefore most of those who 

responded yes, got the service were from that ward.  

Further, 77% of the respondents argued that they got the service on dispensary level 

and the 23% did not. The study was interested to those who did not go to dispensary 

and so asked them why they did not and most of them argued that the service was 

too costly for them to afford, and the others stated that always went to regional 

hospital. 

 

4.6.12 Satisfaction with the Service Provided by Health Institutions 

In this question, Data from table 20 below show that, the district hospital again got 

no response because it did not exist. Respondents who benefited from health centre 

(20), 7 (50%) dissatisfied with the service, 43% (6) satisfied and 1 (7%) highly 

dissatisfied. In the dispensary level 44% satisfied with the service, 48% dissatisfied 
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and 8% highly dissatisfied. This makes the study to comment that, many of those 

who managed to get services from health centre viewed it negatively. However it 

should be clearly understood that it was only 29% of the respondents benefited from 

that health institution.  
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Table 20 Response on Subject’s Satisfaction on Specific Institutional Health 

Service  

Variable Description Frequency Percent 

Whether they have 

ever Get the service on 

the following health 

institutions  

i. District Hospital 

 

 

ii.Health centre 

 

 

iii.Dispensary 

 

 

 

 

 

 

YES 

NO 

Total 

YES 

NO 

Total 

YES 

NO 

Total 

 

 

 

 

00 

70 

70 

20 

56 

70 

54 

26 

70 

 

 

 

 

  00.0 

100.0 

100.0 

  29.0 

  71.0 

100.0 

  77.0 

  23.0 

100.0 

Satisfaction on the 

service provided by 

health institutions 

 

i.District Hospital 

 

Highly Satisfied  

Satisfied 

Neutral 

Dissatisfied 

Highly Dissatisfied 

Total 

00 

00 

00 

00 

00 

00 

  00.0 

  00.0 

  00.0 

  00.0 

  00.0 

  00.0 

    

ii. Health centre Highly Satisfied 

Satisfied 

Neutral 

Dissatisfied 

Highly Dissatisfied 

Total 

00 

06 

00 

07 

01 

14 

  00.0 

  43.0 

  00.0 

  50.0 

  07.0 

100.0 

iii.Dispensary Highly Satisfied  

Satisfied 

Neutral 

Dissatisfied 

Highly Dissatisfied 

Total 

00 

24 

00 

26 

04 

54 

  00.0 

  44.0 

  00.0 

  48.0 

  08.0 

100.0 

Source; Field Survey, 2014 
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4.6.13 Leadership Roles on Health Service Provision 

People particularly health service beneficiaries have the right at least theoretically, to 

evaluate on the way their leaders and other civil servants did their jobs. Table 21 

below illustrates that the villagers in   eight villages gave 42% of the marks to yes 

response, that political leaders played their roles well, while 49% no and 9% did not 

know whether leaders played healthy roles or not on their duties. On the side of 

Administrative leaders 44% said yes, 46% no and 10% did not know anything. This 

implies that though both administrative and political leaders were seen by the people 

that, they did not work as it was expected, politicians were more than the 

administrators for 3%. Despite of this reality citizens were generally not happy 

concerning their leaders. This was a challenge not only to leaders themselves but 

also to all stakeholders principally, if we consider the issue of service delivery  

 

4.6.14  Responsibility of Leaders to Proper Provision of Health Service 

An awareness of the people is mutually with having knowledge or understandings on 

whether leaders around their environment were responsible to ensure that service 

was properly provided. Data of the field from table 21 disclosed that most of the 

common people with 46%, were strongly agreed that leaders were accountable to 

appropriately provision of health service, 48% agreed and 6% disagreed. This 

suggests consequently that 94% of them were on the side of strongly agreed and 

agreed. Therefore the majority understood that leaders had to serve them and 

perhaps they had to blame if things went differently. This has a positive connotation 

on accountability premises. 
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4.6.15 Perfomance of the Leaders 

From its narrower sense, the concept of accountability is seen as a standard of 

performance, an incentive mechanism, or a control means. O‟Connell (2005) and 

Dubnick (2005) consider accountability as the goal or a standard that the account-

holder sets for the accounted or a promise, of performance from the later such as the 

delivery of public services in a high quality, at a low cost, and in a considerate 

manner. This outlook highlights public accountability for outcomes and regards 

agent performance as a measure of his/her accountability. It is from this perspective 

where the investigation asked respondents how they viewed the performance of their 

leaders and among the 70 subjects, 2 (3%) as indicated in table 21 said that political 

leaders were highly performers, 15 (21%) somehow, 8 (12%) fairly, 42 (60%) 

limited and 3 (4%) not at all. While to the politicians these were the responses, for 

the case of administrative leaders, 3 (4%) highly, 17 (24%) somehow,4(6%) fairly, 

40 (57%) limited and 6 (9%) proposed not at all (table 29 shows the results). This is 

to suggest that 47% of the respondents were in the argument that majority of the 

villagers  were of the view that leadership perfomance was „limited‟ and „not at all‟ 

for the politicinians which makes 64%  and to administrators 66(limited and not at 

all).Therefore, administrators were the poorer performers  than its counter part. 

 

4.6.16 Impact of the Leaders to the Performance of Health Sector 

In any organization or institution, subordinates and the general public expect a lot 

from the leaders to the impact on the manner services were delivered. The same to 

other questions, this also intended to grasp the views of the respondents, on whether 

they thought that leaders had some impact on the performance of the health sector. 

According to table 21, a great number of the respondents from wards and villages 
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said yes which was marked 51% whereas those who said no were 43% and the 

remained percent (6%) did not know whether leaders impacted the service or not. 

This implies that despite the reality that there was knowledge to the people on the 

same, there were also those who did not know anything which needs a mobilization 

and educating people on understanding, whatever leaders do so as to be familiar with 

the awareness on whether they impacted or not to the services provided. 
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Table 21 Leadership Roles and Impacts to Health Service Provision 

Variable Description Frequency Percent 

 

Political leaders play 

their roles in effective 

manner so as to ensure 

better health service 

Adiministrative leaders 

play their roles in 

effective manner so as to 

ensure better health 

service 

YES 

NO 

NO NOT KNOW 

Total 

 

YES 

NO 

NO NOT KNOW 

Total 

30 

34 

06 

70 

 

31 

32 

07 

70 

42.0 

49.0 

09.0 

100.0 

 

44.0 

46.0 

10.0 

100.0 

Leaders in your council 

are responsible to ensure 

that health service is 

provided properly 

 

 

Strongly Agree 

Agree 

Neutral 

Disagree 

Strongly Disagree 

Total 

32 

36 

00 

02 

00 

70 

46.0 

51.0 

00.0 

03.0 

00.0 

100.0 

Perfomance of the leaders 

 

Political Leaders 

 

 

 

 

 

Administrative leaders 

Highly 

Somehow 

Fairly 

Limited 

Not at all. 

Total 

Highly 

Somehow 

Fairly 

Limited 

Not at all. 

Total 

02 

15 

08 

42 

03 

70 

03 

17 

04 

40 

06 

34 

03.0 

21.0 

12.0 

60.0 

04.0 

100.0 

4.0 

24.0 

06.0 

57.0 

09.0 

100.0 

Impact of the leaders 

whether positive or 

negative to the 

performance of health 

sector 

 

YES 

NO 

DO NOT KNOW 

Total 

 

30 

36 

04 

70 

 

43.0 

51.0 

06.0 

100.0 

Source: Field Survey 2014 
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4.6.17 Understanding the Whole Process on Medicine Division 

Table 21 indicates that 33% of the respondents (n= 70) said that they understood 

about what was done in the subdivision of medicine and 67 no. This implies that 

majority of people were not aware of the matters took place concerning drugs. This 

raises the question of openness of the public officials, when providing services and it 

was acknowledged that transparency is vital as far as the service provision is 

concerned. 

 

4.6.18 Participation of the Citizens on the Management of Health Service 

The aim of the study was to know how beneficiaries understood anything and was 

involved in the decision, relating to health service particularly regarding to medicine 

section. This is due to the fact that participation is one among the principles of good 

governance, and so it should not be ignored on whatever issues pertaining to the 

public interests, as one of the writers
9
 states that participation by both men and 

women is a key cornerstone of good governance and according to writer it could be 

either direct or through legitimate intermediate institutions or representatives. 

However in this context, it is direct participation which is taken into consideration. 

Through interviews with the common people (n=70), many of them as shown in 

table 22 bellow argued that they were fairly (did not side with either part) with 41%, 

limited 23% and not at all 36%. This justifies that 59 % (41 respondents) held that 

no inclusiveness on that course of action, which make the whole process of service 

delivery to be unhealthy  

 

 

                                                           
9http//www.unescap.org, accessed on 7

th
 August 2013 at 14:34 pm.  
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Table 22 Understanding and People’s Participation on the Process on Medicine 

Division  

Variable Description Frequency Percent 

Understanding the 

whole process on 

medicine section 

 

YES 

NO 

 

23 

47 

 

33.0 

67.0 

Total  70 100.0 

 

Inclusiveness of the 

citizens on the process 

of planning, executing 

and the general 

management of health 

service 

 

Fully 

Somehow 

Fairly 

Limited 

Not at all 

 

00 

00 

29 

16 

25 

 

00.0 

00.0 

41.0 

23.0 

36.0 

Total  70 100.0 

Source: Field Data, 2014 

 

4.6.19 Complaints to the Leaders on Dissatisfaction of the Service  

Dissatisfaction of whatever level raises a feeling that, a given health facility is not 

answerable. The study appreciates the fact that accountability goes in hand with an 

institution and its leaders being responsible. Therefore, the study considers a health 

facility being unanswerable or rather unresponsive, if there are complaints from 

service users. Again, It has already stated earlier that in „agent- principle 

„relationship, when an actor (accounted) goes against public wishes, the forum 

(accountees) has to criticize on that (blame worthiness), so that an actor could be 

warned or legal procedures may even take place so that the same mistakes could 

never be repeated. So it was important for the researcher to ask this question so that 

to know the practicability of accountability philosophy on the grass roots level. 
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Thus, field data from table 23 reveal that 12% of the participants had at least once a 

time complained to the leaders, when they were not happy with the excellence of the 

service but 88% did not. However it should be remembered that this percents come 

from 54 interviewees, of those who said that they got services from Dispensary 

health institution and 20 in Health centre. In other words 91% said that they 

complained on the side of dispensary service and 9% did not while 15 did and 85% 

did not as regards to health centre institution, which makes the mentioned average 

(12% yes and 88% no to both institutions) 

 

When the interviewer wanted to know the reasons for their response of not 

complaining, the respondent‟s declarations were of two parts. The first part was of 

those who previously stated that they were satisfied with the service. So these 

respondents said that their grounds were just „satisfaction‟. That is, why should they 

complain while the service was good? The other party gave reasons such as 

poor/zero response from the leaders, and others said they did not know even where 

to complain. That is, who were responsible for receiving complains was unknown to 

them. 

 

4.6.20 Taking Actions on Service Dissatisfactions  

In principle, citizens are the beneficiaries of the health service provided on 

whatsoever health institution. From this standpoint, they must do „something‟ 

particularly when their leaders perform against the standards and their expectations. 

Contrary to this view, data of the field from table 23 indicate that, majority of the 

respondents did not take any action when realizing that the service was not well 

delivered (73%) but only 27 % did so. This implies that even though, they did not 
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pleased with the service, they could not take any action/judgments. This may be due 

to various reasons and one according to study‟s view was that civic education which 

could make them „active‟ was law. 

 

4.6.21 Action Taken By the Respondents on Service Dissatisfaction  

Though, a very few number of the people took action (27%) when they were 

dissatisfying with the service, the survey was interested on knowing which actions 

were taken by those beneficiaries, when realizing that the service was not good. 

Among the actions taken to some, was going to regional hospital and others went to 

private pharmacies to buy remedies. There were also those who tried to complain to 

the leaders though according to them, the response from their leaders in most case 

was „„we will take action‟‟ or „„we will deal with it‟‟. However one of the 

respondents argued that when he complained to DMO against the leader of the 

dispensary, the response was to transfer that official and bring another one, to 

replace his position. Nevertheless, some of their actions raised the question on 

whether they knew exactly what according to accountability principles were to be 

done by them, because what they did was to „diverge‟ from their „duties‟(just going 

to regional hospital and medicine shops to get the service), instead of finding other 

mechanisms. 
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Table 23 Responses on Complaints for the Service Dissatisfaction and Taking 

Action 

Variable Description Frequency Percent                                                               

Whether they have 

ever  

Complain for 

dissatisfaction of the 

service to the leaders 

Dispensary  

 

 

Health centre  

         

  

 

 

 

YES 

NO 

Total 

YES 

NO 

 

 

 

 

06 

50 

54 

03 

17 

 

 

 

 

  09.0 

  91.0 

100.0 

  15.0 

  85.0 

Total                    20 100.0 

Taking action on 

service dissatisfaction 

YES 

NO 

19 

51 

  27.0 

  73.0 

Total  70 100.0 

Source: Field Data 2014 

4.7 Factors for Lack of Accountability for the Leaders  

It was  42 respondents who  gave factors for the lacked accountability. Those factors 

were as follows; unlimited freedom of employees, self interest, many 

responsibilities, lack of people‟s participation, employees staying for a longtime in 

one centre withought being trasfered, irresponsibility, corruption and  lustifulness. 

Subjects (N= 31) respondended to the question related to suggestions for holding 

leaders accountable and they provide the recomendations,  such as working 

instruments to be improved, intervention from high authority, seminers to employees 

regarding their duties, citizen‟s participations and tranfer of employees frequently. 

Other suggestions were the increasing number of employees, existance of suggestion 
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box, cooperation between leaders and the people and imroving working 

environment. 

Table 24 Factors for Lack of Accountability and the Suggestions for Making 

Leaders Accountable 

Category Frequency Percent 

Unlimited freedom of employees 28 67.0 

Self interests of public officials 19 46.0 

Lots of responsibilities of the public officials 04 03.0 

Lack of Citizen‟s Participation 

Employees staying for a longtime in one 

centre 

17 

15 

40.0 

36.0 

Irresponsibility of the office holders 

Corruption 

Lustfulness of the officials 

04 

11 

10 

 

 

03.0 

26.0 

24.0 

 

 

Total 42 245 

Source: Field Survey, 2014 

 

4.8 The Role of the Council to Health Service Provision 

The study intended to know what were exactly the roles of the council on health 

service, so that to relate them with those of the leaders for effectiveness, efficiency 

and economy of the delivery of the service. Therefore the rersponse was that 2 

respondents (50%) who were of top position of the council (District Executive 

Director and District Chairman) said that the council had responsibilities towards 

provision of all servive to its population including health. To the health specifically, 

all respondents argued that the council had to ensure that people particularly at the 

village areas, benefit from the health service from dispensaries to the district level 



 
 

88 
 

hospital, though district chairperson was so pathetic that there was no district 

hospital but according to him, the council was in the process to make sure that the 

plan of having it was attained for the next few years. 

 

4.9  The Role of the Top Leaders Regarding to Health Services 

The study selected Four (4) top leaders namely District chairperson, District  

Executive Director, District Medical Officer and District Human Resource Officer, 

so as to get their response towards the council‟s roles to the health sector, their roles 

on health service and how they saw the quality of leaders and the service 

Basing on their popsitions and status, the top level leaders were the ones with a lot 

of responsibilities for the organizatization‟s success, as far as health service was 

concerned. In regarding the importance of highest level leaders Jean Leslie (2009: 2 

writes,  „„...............government agencies ...........need leaders who can effectively 

navigate complex, changing situations and get the job done.‟‟ 

All top leaders stated that their roles were very general which were the management 

and leadership of all services related to health, without biasness on executing them. 

They had to ensure that people were benefiting from the service; elders, children, 

adult, women, men, youth, disables and other groups. 

 

4.10  Status of Health Service 

This question intended to grasp the views from the participats, especially those in 

highest positions for the reason that those leaders had resposibilities, on the overal 

management of coucil‟s health affairs. So, by that undestandig the status of the 

service, could make them to make an exmple situational analysis so that they can 

come up with rational decisions, concering the health sector as general. The response 
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from this question as shown in figure 7 below was that the service was provided in a 

average level and not hundred percent perfect, because to them, (n=4) there were 

many reasons including among others a low budget of health in general, and that  of 

specific to medical section.This factor was mentioned by all respondonents as a 

major challenge to them and the organization as well. Other factors mentioned was 

the delay of financial assistance from goverment, and other stakeholders from 

donner countries, lack of support and cooperation from the villagers on health 

projects, especially when it comes to the issue of building dispensaries where they 

were relactant to provide, either their physical participation or finacial contribution. 

The other reasons as commented by the highest level leaders was a few number of 

health workers in health institutions which make them to have huge job of serving 

the people. 

 

Figure 7 The role of the Council and Top Leadership to Health service and te 

Stutus of the Health Service 

 

 

 

Source: Field Survey, 2014 
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4.11 Conclusion of the chapter 

The results from the field reveal  a lot , one was the fact that  the choice of the 

respondents in term of age, education and economic status reflected to some extent, 

the way rerspondents reacted to the questions, but largely there was a connection 

between leadership accountability in one side and service delivery in the other. In 

other words, the two depended to each other and so the delivery of health service 

was largely affected by the leaders. Hower, in some cases there was no response at 

all from the subjects and in other cases those who sided with neutral side were many 

which brought caution to the survey. It is for the policy makers generally to make 

investigations and coming with favourable policies and programs, basing on the 

findings from this chapter. The next chapter which is chapter 5 is the conclusion and 

recommendations where the summary of the findings and various suggestions, as 

well as areas for furher survey are provided. 
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CHAPTER FIVE 

CONCLUSION AND RECOMMENDATION 

5.1 Introduction 

This chapter provides the conclusion of the study which basically is related to the 

objectives of it. Again, it gives recommendation which obtained from the findings of 

the research. The study explored the leadership accountability on service delivery 

particularly health services. This sector was chosen to represent other sectors on 

which leaders had something to ensure all sector related issues went in an excellence 

manner. Tanzania is among the countries which believed that if leaders were made 

accountable to the people and other stakeholders, the service particularly that of 

health sector in this context could be delivered in an effective and efficient manner, 

so that those who are supposed to benefit from the service could achieve. 

In order to conduct the study, the kind of the district was identified as focal 

geographical unit for integrating multiple health programs. District council represent 

the rural setting of the country where different health programs and policies are 

implemented. 

 

5.2 The Main Findings 

The result was based on the people‟s perception both from the villagers and public 

officials, on how the service was provided, and whether leaders played their part 

successfully on ensuring that the service was well delivered, as well as various 

challenges and suggestions for the lack of accountability, for leaders were provided. 

The findings bring out important issues that need an attention in order to improve 

leadership accountability and the health delivery system. The general findings 

suggest that there was a close correlation between Leadership Accountability and 
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health service delivery. This is because respondents were dissatisfied with not only 

the service delivery but also with the leadership performance, and so accountability 

deficiency and poor service provision were evidenced. In other explanation poor 

health service delivered were directly or indirectly affected by accountability 

deficiency of the leaders. Specific findings basing on research objectives are 

indicated in the following paragraphs 

 

5.2.1 The Role of the Leaders on Health Service   Provision in SDC 

It has stated several times in previous chapters that accountability assumptions call 

for leaders and other public officials, to perform in effective, efficiency and even 

economic manner for the interests of the public, as well as making some impacts and 

contribution for the success of organization, in service provision. Findings from the 

field visits reveal that, although 53% participants did accept that leaders were 

responsible for health service delivery, majority of them were of the perception that 

leaders did not play their part effectively, to the health service delivery. That is, 

majority of them were not satisfied with the work done by their leaders and so to the 

service.   

 

5.2.2 The Influence of Leadership Accountability to Health Service 

Improvements  

Basing on the nature of their positions leaders were expected to have some influence 

on the manner the service was provided. Findings show that 51% respondents 

viewed that leaders had an impact on the way health service was delivered, whether 

positive or negative. However, contrary to the expectations, many participants 

viewed that the influence of those leaders was mostly negatively, since they were 
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seen as not playing their role well with 53% of respondents agreed as explained 

earlier. It is due to this probably that, majority of the people were dissatisfied with 

the health service (62%), which is marked as other findings. Despite to this fact a 

very few of them made claims over dissatisfaction to their leaders. This raises the 

question of effective mechanisms of accountability as well as people‟s awareness, on 

their roles for enabling accountability practicability.  

 

5.2.3 Factors for the Ineffectiveness of the Leadership Accountability  

There were a lot of factors affected Leadership Accountability. These were grouped 

into four categories namely policy, administrative, legal and cultural which were 

viewed by the interviewees, as an impinge on the accountability to leaders. Among 

them administrative and legal affairs such as rules and regulations, bylaws 

incentives, hierarchy and internal audit system were more likely, to shape leaders on 

leading the health sector. 

 

5.3.4 Challenges for Effectiveness of the Leadership Accountability 

In running an organization, challenges cannot be avoided rather they can differ from 

one organization to another, and or one leader and another. The findings confirm 

that, a low budget arrangement for the leadership activities was a major challenge to 

them with 65% of agreed participants. Again when they were told to mention other 

challenges beyond those mentioned  in questionnaires, many respondents (30%) 

observed working instruments as a leading obstacle to them, followed by a few 

number of health employees (22%). 
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5.4 Policy Implications 

It is acknowledged that health services in Tanzania are delivered through the 

decentralized system, whereby local government institutions are responsible for 

service delivery through dispensaries, health centres, and district hospitals.  

According to (JICA 2008), the decisive step towards empowering the local 

government in that regard was taken in June 1996, when the prime minister 

announced the government‟s decision to restructure and downsize regional 

administration, with the objective of making local government more efficient and 

effective. This is to suggest that the issue of service delivery including health is well 

stipulated in different national policies. However the need of leadership in all 

processes of service provision cannot be underestimated and ignored. That is why 

probably in Tanzania, the government has identified leadership as a key factor in 

achieving the millennium development goals, on which effective and efficiency 

service provision is one among its goals (MDGs).  

 

Despite to his reality, as it has been observed on the other findings that, leaders were 

there in local government institutions, but services deteriorated in term of quality, 

quantity, availability and even accessibility, and therefore many respondents were 

dissatisfied with not only the service but also with the performance of the leaders. 

This is a challenge to policy makers to make assessment of the existence policies 

and making the new ones, if it is necessary to do. This will help them know where 

does the problem rises for succession of „„curing the disease‟‟. 
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5.5 Recommendations 

Field findings, made the study to come out with a lot of recommendations, however 

the following are some of the main important issues for the considerations and 

attentions to policy makers, leaders, health service beneficiaries and all health 

service delivery stakeholders from the central to local government. These 

recommendations are categorised basing on the four groups namely, resource related 

suggestions, institutional, policy and legal. 

 

5.5.1 Resources  

In any Organization, resource is very important for the succession and realization of 

its goals. There is much kind of resources but for the purpose of the study human 

and financial resource are taken into highly consideration by the pollster.  

 

5.5.1.1. Financial Resource 

As it was revealed that among the complaints from the respondents was not only a 

low amount of salary to civil servants (including administrative leaders) but also low 

allowances to councillors, which mostly were in wards and village level. Though 

there are other concerns on operating organization affairs, fund plays a great role. So 

it is for those who are responsible on budget issue to ensure that the reasonable 

budget was prepared as well as utilised efficiently, effectively and economic manner 

on running councils. In addition, if money will be used as a motivator, results to 

satisfaction of public officials and in the long run, it could also reduce corruption 

level. 
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5.5.1.2 Human Resources 

It is accepted that human resource is among the very crucial resource and probably 

the most important one, since other resources in organization can be utilised 

brilliantly if people working in the organization are healthily managed and 

controlled. Among the claims of the citizens was what they called „„a lot of freedom 

to civil servants ‟‟ and „„a few number of employees‟‟ which to them were problems. 

So people must be handled well in term quantity and quality for the achievement of 

organizations. 

 

5.5.2 Policy 

Though 2003 national health policy states clearly that at the district level, 

management and administration of health services has been devolved into district, 

through their respective council authorities as among others, it did not state clearly 

on the roles of the leaders on the same. So the review of the policy is indispensable. 

Again the policy indicates that training of the health workers are financed and 

controlled by the government under human resource development, and management, 

but the challenge remains on „implementation‟‟ factor. This is because what is 

written is contrary to execution.  

 

There should be similarly a realistic pay and motivation policies and programs 

encouraging public employees and officials, to work for the community. Some of the 

respondents complained about many practices which demotivate both elected and 

appointed public officeholders, including among others, low amount of salary to 

employees, and a low amount of allowances to councillors, poor transport facilities 

and other unconducive working environments. Therefore, community officials both 
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from political sphere and administrative one, should be motivated through various 

motivational mechanisms, to make them perform their duties without grumbling. An 

extra duty allowance especially to health officials is important due to the fact that 

they work 24 hours, as compared to other public officials. For government 

employees one of the positive motivations should be attractive salaries and bonus 

provision particularly, to those who perform well their duties. To the political 

leaders, it is better to give them enough monthly allowances as well as other 

allowances such as sitting allowances, subsistence, transport, meal and others. It 

should be remembered that currently, this group (councillors) has no permanent 

salaries, possibly basing on the nature of their duties and coming into power. Other 

policies to consider is Government communication and transparency policies, 

management and analysis of complaints, regulatory impact assessments policies, are 

also important. In general, all health associated policies and leadership 

accountability policies should be re-examined for the betterment of the service and 

the community. 

 

5.5.3 Institutional Perspective 

The study recommends that, there is a need to improve various mechanisms for 

enabling accountability. One of them is from the democratic perspective where there 

are political structures, enabling voters to change their leaders as they wish, 

especially when they are not accountable to them. However the effectiveness of this 

depends on whether those constituency members have a real authority to discipline 

poorly functioning incumbents
10

. In Tanzania Local government system there are 

                                                           
10
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 Legal and Institutional Frameworks Supporting Accountability in Budgeting and 
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these structures where people in the grass root level choose directly their leaders, 

from hamlet to ward level in every five years (hamlet, village council and Ward 

councillor elections). The question is, do they have actual power to put in and out 

and to scrutinize those leaders. 

 

Again, there is a call for having effective communication system. This is to both 

within the organization itself whereby public officials should have successful ways, 

of exchanging information among the political and administrative officials working 

for the organization (formal and informal communication system) and between 

public officials and customers (citizens), in which there must be a well 

communication system during the whole process of service provision. 

Communication between public officials and customers should include for instance 

ombudsmen and suggestion box and government information offices. All these can 

be simplified by tools such as televisions, official gazettes, annual reports and 

internet broadcast. 

 

Furthermore, government should give and develop an opportunity for alternative 

policy proposals. Alternative policies may mostly come from civil society 

organizations, where different organizations and institutions rather than the 

government have a great role to play through advocacy, activisms, demonstrations 

and other mechanisms, to ensure that leaders and government officials are hold 

accountable which its end product is a better health service delivery. 

 

The last but not the least from institutional viewpoint is the issue of capacity 

building in local government authorities. Adequate capacity building grants (CBG) 

for supporting activities like education, training, technical assistance, study of other 
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LGAs‟ best practices, and so on, as well as a provision of an adequate working tools 

are crucial. The CBG should be designed to support training and capacity building 

activities targeting LGA leaders, citizens, and technical and administrative staffs, 

throughout Tanzania local government authorities. On so doing, every individual no 

matter whatever level needed to be capacitated to enable accountability and high 

quality service delivery. Councillors for example, are key actors in promoting 

participatory governance in local authorities. They represent the citizens in council 

meetings, and are supposed to demonstrate a political culture that appreciates 

innovations and creativity. So they have to get skills through different trainings. In 

order to foster community participation in local government affairs, there is a need 

to promote civic education and community awareness programs. Citizens need to be 

made aware of their rights and responsibilities to demand, participate in, and monitor 

delivery of services to their community. They must be made aware of the cost of 

social services and of the need for mobilization of resources, including taxation for 

delivery of the services. They need to be trained in participatory processes such as 

planning and budgeting, implementation and monitoring. They must also be 

conscious of the accountability of the elected and appointed officials to them.  In 

addition, a number of professional training programs should be offered for technical 

staff in health sector, and to provide managers with formal knowledge, skills and 

attributes that are crucial for effective good governance, and accountability for the 

poor people. 
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5.5.4 Legal Framework 

Freedom of information laws, sanctions laws, administrative procedures laws and 

other laws and guidelines for influencing accountability should be formulated or 

reviewed. Legal provisions mandating public participation on all important matters 

affect them directly, especially those describing to benefits from health service must 

be taken into contemplations. Rights conferred by legislation may also provide 

practical and rhetorical weapons, to citizens to hold their leaders accountable.  

 

Constitutions of many countries whether direct or indirect  states the degree to which 

citizens can influence the quality and accountability of service delivery, at the 

national, provincial (regional), or local level. Constitutions address such important 

issues as freedom of speech, sense of right and wrong, assembly, and association, as 

well as other civil and social rights (including rights to information, which may 

provide an important foundation for civic organizing and advocacy). In addition, 

many constitutions including that of Tanzania, provide for referendum and elections 

and electoral representation, and the role of civil society in development planning 

and policy formulation. 

 

Furthermore, numeral of national laws dealing with local government and 

decentralization, may have an impact on the extent and quality of answerability, 

responsiveness, blameworthiness and sanctions of the leaders and other public 

workers, and in turn may have an effect on service delivery in local governments. 

When these legislations are improved, at least all of them create a mandate for local 

fiscal tasks, legislative initiative, and citizen participation because, it should be 

remembered that one of the claims from the health service beneficiaries, is lack of 
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people‟s participation on decision making relating to health service including 

medicine issue. So there must be a mixture of laws to enable all these to take place.  

 

Moreover, Administrative practices related to legislations and institutions are 

imperative. National laws on administrative process and other key matters of public 

law, may provide significant direct support for public involvement in the context of 

decisions, (or appeals of decisions) by administrative bodies or rules. This type of 

legislation, which is however, often well developed on paper (less in practice), 

provides individuals and groups with the basic right to be informed, about the 

process of administrative decision making, to have an access to information held by 

the state relating to issues affecting them, to have an opportunity to present relevant 

information to administrative decision makers, before a decision is made, to know 

the reasons and legal basis for a decision, and to have a clear understanding of how 

and when to appeal such a decision. 

 

5.6 The General Conclusion 

The importance of leadership on health service provision, its practicability in all 

parts including Tanzania and how the service is delivered has been observed. As a 

result, no one can ignore that there is no separation between the leaders and the 

success, on service delivery in Tanzania local government authorities. Many 

recommendations have been made and good enough, in previous chapters it has been 

realized how the government made many mechanisms to enable accountability 

practices, though there were many challenges on that. However, planning which is 

very good written in papers is one thing and implementation is another. So, the two 

must go together for an effective and efficiency in health service provision. 
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5.7 Areas for Further Studies 

Since it is not easy to cover all areas and so there are limitations to the study, the 

following should be considered for the future studies; 

 Rural areas rather than Songea district should be researched. This is because 

majority of the people who are beneficiaries of all services, including health 

service are dwellers of those areas. Therefore other village areas should be 

taken into considerations.  

 Investigation on health specialized worker‟s performance is important 

because the research tried to focus on leadership positions. So there is need 

to see also on how the professional workers perform their duties in relation 

to the targeted goals 

 Since Accountability is a broad concept, other parts of it should also be 

considered. This research focused on political and administrative 

accountability but other parts like professional and legal accountability are 

also are essential. 

 Health service is one but there are additional services such as water, 

education, infrastructures to mention a few, which should also be measured 

for further inquires. 
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                                               SCHOOL OF SOCIAL SCIENCES 

                       Department of Political Science and Public Administration 

 

  

                                                                                                       January, 2014 

Dear Sir/Madam, 

 

RE: QUESTIONNAIRE 

The purpose of this brief questionnaire is to get your views on the connection 

between leadership accountability and health service delivery in your council. 

Your views, apart from being used for academic purpose in this study, will also act 

as a reference to guide the development policy makers, in formulating an appropriate 

and useful policies and programmes relating to the subject matter, and so societal 

development. Hence, you are kindly requested to respond to the following questions 

clearly and frankly, as we assure you that the information you provide will be treated 

with great confidentiality.  

I highly recognize your cooperation. 

Thank you! 

Hussein Macheta 

Researcher 

P.O. BOX 395, DODOMA, TANZANIA.                                 EMAIL: ssciences@udom.ac.tz 

TEL: +255-026-2310025 FAX: +255-026-2323000   WEBSITE:   www.udom.ac.tz 

mailto:ssciences@udom.ac.tz
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APPENDICES 

Appendix 1 

QUESTIONNAIRE 

(To be filled by health service beneficiaries) 

Instructions: Where applicable, please tick or fill in a space provided with a correct 

answer. It is our humbled expectation that you will answer the questions and give 

your opinion as frankly as possible. 

A. PERSONAL IDENTITY  

i. Name (optional): .................................................................................... 

ii. Village.......................................................................................................... 

iii. Ward............................................................................................................. 

iv. District:........................................................................... 

v. Sex: (a) Male (   )  (b) Female  (   ) 

                 Age: a) 18-25 (b) 26-35(c) 36-45 (d) 46-59 (e) 60 and above 

vi. Education level reached:  

(a) Primary level and below (   )  

(b) Secondary level              (   )  

(c) Intermediate (certificate) level   (   ) 

(d) Tertiary (diploma/degree) level (   ) 

1. Do you know anything  about  Leadership Accountability? 

A. YES    

B. NO 

2. If YES for question 1 what is it? 

3. Do you know the role of your council towards health service provision? 

A. YES 
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B. NO 

 

4. If yes, for the above question, what are those roles 

............................................................................................................................ 

............................................................................................................................

............................................................................................................................ 

5. To what xtent do you satisfy with the health service provision? 

A.Highly Satisfy 

B. Satisfy 

C. Neutral 

D.Disatisfied 

H.Highly Dissatisfied 

    6     If you are either disssatisfied or highly dissatisfied give reasons for yor 

response in the above question 

7. Have you ever get the service from the following health service institutions? 

(i).District    Hospital    A.YES      B. NO 

(ii)Health centre            A. YES     B. NO 

(iii) Dispensary              B. YES     B. NO     

8. If yes for the above question, what do you think is the performance of those 

institutions? 
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          H-High, S-Somehow, F-Fairly, L-Limited, N-Not at all. 

Institution H S F L N 

i. District Hospital      

ii. Health centre      

iii. Dispensary      

 

9. Do you think that political leaders in one hand and administrative ones on the 

other hand play their roles in effective manner, so as to ensure better health 

service is provided? 

i.Political leaders                   A. YES        B.YES     C. DO NOT KNOW 

            ii. Administrative Leaders     A. YES        B. NO      C. DO NOT KNOW 

 

10. Do you agree that leaders in your council are responsible to ensure that health 

service is provided properly? 

Strongly 

Agree   

Agree  Neutral Disagree   Strongly Disagree 

     

 

11. If yes for the above question, as a citizen ,what do you think is the 

perfomance of the leaders? 

           H-High, S-Somehow, F-Fairly, L-Limited, N-Not at all. 

Category of the leaders H S F L N 

i. Political Leaders      

ii. Administrative leaders      
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12. Do you think that leaders have an impact whether positive or negative to the 

performance of health service? 

A. YES 

B. NO 

C. DO NOT KNOW 

13. Do you suggest that health service in general is provided in proper way or 

good manner? 

A. YES 

B. NO 

14.   How do you satisfy with the medicine service as provided in health 

institutions? 

 Highly Satisfy Satisfy Neutral Dissatisfy   Highly Dissatisfy 

     

 

15. What is your level of understanding on the process or procedures used on the 

division/area of medicine? 

Fully understanding Somehow Fairly Limited Not at all 

     

16. As, a very important stakeholder on the provision and supervising health 

sector, how do participate or being included on the planning, executing and 

management particularly on the division of medicine service?  

Fully Participation Somehow Fairly Limited Not at all 
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17. Have you ever complain on any dissatisfaction of service provided to whether 

poitical or administrative leader? 

A. YES 

B. NO 

18. If yes for the question 14 what was the response from either of the two ? 

.............................................................................................................................

.............................................................................................................................

............................................................................................................................. 

19. As a citizen who are the beneficiary of the health service provisions, have you 

ever taken any  action when realizing that you were not satisfy with the 

service? 

A. YES  

B. NO 

20. If  YES to question 16 mention those actions and if  NO give reasons for not 

take any action? 

.............................................................................................................................

............................................................................................................................. 

21. To what extent do you agree that leaders in all levels of the council have an 

ability to lead for effecient and effective provision of health service? 
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           A-Agree, SA-Strong Agree, N-Neutral, D-Disagree, SD-Strong Disagree. 

Category of the leaders A SA N D SD 

i. District council chairperson      

ii. District executive Director      

iii. District Human Resource Officer      

iv. District Medical Officer      

v. Ward councilor      

vi. Ward executive Officer      

vii. Ward Health Officer      

viii. Village chairperson      

ix. Village executive officer      

x. Head of dispensary      

 

 

22. What  factors do you think that are the source of lack of accountability for the 

leaders 

............................................................................................................................

............................................................................................................................

............................................................................................................................ 

23. . Suggest the measures for ensuring that leaders are held accountable for the 

better health provision? 

…………………………………………………………………....................................

..............……………………………………………………………………………… 

 

THANKS 
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Appendix 2 

QUESTIONNAIRE 

(To be filled by Political and Administrative Leaders in Village and Ward Level) 

Instructions: Where applicable, please tick or fill in a space provided with a correct 

answer. It is our humbled expectation that you will answer the 

questions and give your opinion as frankly as possible. 

B. PERSONAL IDENTITY  

i. Name (optional): ............................................................................. 

ii. Designation/ Title: ........................................................................... 

iii. District/ Municipal: ....................................................................... 

iv. Sex: (a) Male (   )  (b) Female  (   ) 

                 Age: a) 18-25 (b) 26-35(c) 36-45 (d) 46-59 (e) 60 and above 

v. Education level reached:  

(a) Primary level and below (   )  

(b) Secondary level              (   )  

(c) Intermediate (certificate) level   (   ) 

(d) Tertiary (diploma/degree) level (   ) 

      vi.         For how long have you been a leader in this organiztion? (years) 

                   a) 1-5       b) 6-10     c) 11-20  d) 20+ 
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C. INFORMATION RELATING TO THE ROLES OF THE LEADERS IN 

IMPROVING HEALTH SERVICE PROVISION 

24. To what extent do you undesranding about Leadership Accountability? 

Full understanding   Somehow Fairly  Limited   Not at all 

     

 

25. Do you agree that leaders in your council are responsible to ensure that 

health service is provided properly? 

Strongly Agree   Agree  Neutral Disagree   Strongly Disagree 

     

 

26. If yes,for the above question, as a political or managerial leader,what do you 

think is the per fomance of the leaders? 

Very High  High Medium  Very Little None 

     

 

27. To what extent do you think that leaders have an impact on good 

performance of health service? 

Very High High  Medium  Very little   Not at all 
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28. On which level do you know your duties especially those which relate to 

health service provision? 

Fully understanding 

 

Somehow  Fairly  Limited   Not at all 

     

 

29. What is your level of understanding on the process or procedures used on the 

division/area of medicine? 

Fully 

understanding 

Somehow Fairly Limited Not at all 

     

 

30. As, a very important stakeholder on the provision and supervising health 

sector, how do participate or being included on the planning, executing and 

management particularly on the division of medicine?  

 

Fully Participation Somehow Fairly Limited Not at all 
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D. INFORMATION ON THE FACTORS AFFECTING THE 

EFFECTIVENESS OF THE LEADERS IN BRINGING BETTER HEALTH 

SERVICE  

            Show the level of your agreeing on the following factors which affecting you     

            as a leader in bringing health service delivery         

          A-Agree, SA-Strong Disagree, D-Disagree, SD-Strong Disagree, N-Neutral 

QUESTIONS SA A N D SD 

6.Administrative factors 

  i. Rules and regulation      

  ii.Incentives      

  iii.Hierarchy       

  iv.Internal audit      

7.Legal factors 

  i.Constititution of United Republic of Tanzania      

 ii.Bylaws         

 iii.National legislations on local goverments      

 iv. Local goverment acts      

 v.Administrative laws      

8.Policy factors 

 i.Training policy       

 ii.Health related policies      

 iii.Devolusion      

 iv.Planning,implimenting and Monitoring      

9.Institutional factors 

 i.The size of organization      

 ii.Organization structure      

 iii.Capacity building      

 iv.Economic status of organization      

v.Communication system      

10.Cultural factors 

 i. Believes      

 ii.Traditions      

 iii.Values      
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 E. INFORMATION ON THE CHALLENGES FOR LEADERS IN 

IMPROVING HEALTH SERVICE IN SONGEA DISTRICT COUNCIL 

 Among the following challenges give your opinion on the extent of agreeing or 

disagreeing 

 

A-Agree, SA-Strong Agree, D-Disagree, SD-Strong Disagree, N-Neutral. 

QUESTIONS SA A N D SD 

11 I do not have enough budget  for performing my duties      

12 Public claims on the misconducts of my subordinates      

13 There is limited accountability to the staffs      

14 Poor relationship between central & local government      

15 Poor relationship between political leaders and 

administrative leaders in one hand and politicians and 

the civil servants on the other hands. 

     

16 Too high demands from the people/beneficiaries      

17 Handling effectively the discipline of the staffs      

18 Prioritizing among competing demands of the people      

19 Sometimes I receive information from stakeholders 

that employees  do not perform well 

     

 

20. Apart from the above challenges, what are the challenges (if any) facing you as a 

leader when exercising your duties which affects your accountability 

........................................................................................................................................

........................................................................................................................................ 

21. Suggest the measures for ensuring that leaders are held accountable for the better 

health provision? 

……………………………………………………………............................................ 

 

THANKS 
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Appendix 3 

INTERVIEW GUIDE FOR THE TOP POLITICAL AND ADMINISTRATIVE 

LEADERS IN DISTRICT LEVEL 

 

 

A. Information on the roles of the leaders in improving health service provision 

1. For how long have you worked in this organization in your leadership position 

2.What is the role of the council towards health service prvision 

3.What is your roles as a leader regarding health services? 

4.What is the status of health service (s) 

5..What are you proud of?Why 

6.What have not been archieved?Why 

B. Information on the Influence of the leaders in improving health service provision 

7.What is your view on the power of the leaders, both elected and 

appointed(including you) on managing health related issues?Why? 

8.How can you explain the postive and negative impacts of the leaders on health 

service provision in your organization?Why? 

9.What do you think is the extent of the outonomy of the elected leaders in one hand 

and the appointed ones, on the other hand when exersing their responsibilities? 

C.Informtion on the factors affecting the effectiveness of the leaders on imroving 

healrh service provision 

10.How can you explain on the budget of health sector in your organization? 

11.What do you think are the internal and external factors for good/bad performance 

12. In your opinion what should be done? 
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13.How can you explain the extent of rules and regulation, policies and the general 

legal system affects your performnce 

14.Suggest the measures which should be taken for better health provision 

D. Information on the challenges facing leadership accountability 

15. What can you explain as the challenges most face you as a leader in 

higher/highest position relating to health service provision?  

16. What are the general mechanisms you use to solve challenges explained in 

question 11 

17. Among the mentioned challenges what is the biggest challenge? Why? 

 

 

                                                             

 

THANKS 
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Appendix 4 

Councillors on the meeting 
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Appendix 5 

Public Officials on Dispensary level on their duties 
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