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ABSTRACT 

This thesis investigates the implications of participatory planning on the quality of 

the decentralised health service delivery in the public health facilities of Dodoma 

City and Bahi District Councils in Tanzania. It specifically dealt with the quality of 

health service delivery in the public health facilities, the participatory activities, the 

level of planning, and decision-making practices for health service delivery in the 

LGAs. The thesis is built on the Public Choice Theory and Service Quality 

(SERVQUAL) Model and the extension of the inward understanding of the subject 

with the empirical literature. A concurrent mixed research approach was employed 

throughout data collection and analysis. The study adopted the cross-sectional design 

to collect data from 440 respondents. Similarly, the study collected both quantitative 

and qualitative data from primary and secondary sources by using survey 

questionnaires, interviews, focus group discussions, observations, and documentary 

reviews. Both probability and non-probability procedures were used to select 

different units of the study. The quantitative data were analysed using descriptive and 

inferential statistics while the qualitative data were analysed thematically. 

Cronbach’s Alpha was used to test the reliability of the variables. The research 

findings revealed that the respondents are dissatisfied with the quality of health 

service delivered in public health facilities. Also, the quality of health services in the 

public health facilities was significantly influenced by participatory activities and 

decision-making practices in the Local Government Authorities. Generally, the 

findings imply a mismatch between the assumptions of Public Choice Theory on 

participatory planning and the quality of the decentralised health service delivery. It 

is recommended that the government and community members develop appropriate 

strategies to improve the quality of health service delivery. The strategies include the 

establishment of the Tanzania Health Fund for Local Government Authorities (THF-

LGAs) and ensuring the availability of modern equipment for health service delivery 

in both urban and rural councils of Tanzania. 
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CHAPTER ONE 

INTRODUCTION 

1.1 Introduction to the Study 

The present study investigated the implications of participatory planning on the 

quality of health service delivery in the decentralised framework in Tanzania. The 

study focused on the way the decentralised health service delivery is influenced by 

participatory planning. It draws and expands from the experience of participatory 

planning and quality of the decentralised health services in the selected Local 

Government Authorities (LGAs) of Dodoma City and Bahi District Councils of 

Dodoma Region. The motivation to investigate participatory planning and the quality 

of health services stemmed from the fact that participation through decentralisation is 

cited as an essential influence of service delivery in the LGAs (Maluka & Bukagile, 

2016; Wanjala & Muiruri, 2016; Kugonza & Mukobi, 2015; Nayaki & Samanta, 

2014; Madzivhandila & Maloka, 2014; Kessy, 2013; Bandesha & Litva, 2005).  

 

Tanzania’s venture to improve the outcome of health services and the well-being of 

its people started a long way back from independence (1961) when then President 

Nyerere nominated diseases as one of the three enemies of the country (URT, 

2018a). Similarly, Tanzania in 1967 implemented Arusha Declaration that among 

other key issues aimed to provide free healthcare service to all Tanzanians. These 

ventures were followed by a series of reforms in the 1990s, notably the Health Sector 

Reforms (HSR) and the Local Government Reforms Programme (LGRP). The 

reforms empowered the community members to participate in activities, planning 

and decision-making to improve the quality of health service delivery in the urban 

and rural councils. 

 

The study is built on Public Choice Theory and Service Quality (SERVQUAL) 

Model. The Public Choice is conceived on the assumption that decentralisation 

encourages the participation of the community members in planning that ultimately 

results in quality service delivery. The SERVQUAL uses the five dimensions 

namely; tangibility, reliability, responsiveness, assurance, and empathy to estimate 

the quality of services from the experience of community members who are mainly 

the beneficiaries of public healthcare facilities in the LGAs. Studies show that the 
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constitution, policies and reforms in Tanzania since independence have emphasized 

participatory planning to improve the outcome of services including quality of health 

of the community members (URT, 2019e; Maluka & Bukagile, 2016). The call for 

participation of the community members in the health sector has its roots in the 

Alma-Ata Declaration of 1978 that empowers the community members to participate 

in improving health service outcomes. Similarly, the Millennium Development Goals 

(2000-2015), and the Sustainable Development Goals (SDGs) are among the global 

agreements that advocate participatory planning to achieve good health outcomes 

and well-being of the people (UNECA, 2015).  

 

The studies in service delivery have shown the inadequacy of information on the 

specific aspects of decentralisation and the outcome of service delivery such as 

participatory planning and the quality of health service delivery in both urban and 

rural councils in Tanzania. In an attempt to fill the information gap, a concurrent 

mixed approach with a cross-sectional research design was employed in the 

collection and analysis of data from primary and secondary sources. Thus, the first 

chapter of this study provides a foundation on the participatory planning and quality 

of the decentralised health services in Tanzania. In so doing, the chapter is put with 

several subsections, including the background information, problem statement, 

objectives, and significance of the study and the scope of the study. The chapter ends 

up by highlighting the structure of the thesis.  

 

1.2 Background to the Study 

Decentralisation has been widely accepted as an efficient and effective means of 

improving service delivery in modern public administration. This has a say in the 

transfer of powers, resources and responsibilities from the Central Government (CG) 

to the LGAs (Engida & Bardill, 2013; Msami & Tidemand, 2010; Conyers, 2007). 

Needless to say, decentralisation aims to deliver quality services to the community 

members and enhance good governance. It is under this argument that scholars such 

as Smoke (2015); Faguet and Pӧschl (2014) have emphasized decentralisation in 

delivering quality services in public sectors. Several countries around the globe, 

including Brazil, China, Armenia, South Africa, and Tanzania embarked on 
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decentralising the functions of CG as a remedy for CG’s failure to effectively deliver 

services to the public in the 1970s (Rondinelli and Cheema, 1983). 

 
 

Following decentralisation, local self-governance in service delivery became 

promoted (Frumence, Nyamhanga, Mwangu & Hurtig, 2014; Msami & Tidemand, 

2010; Conyers, 2007). Decentralisation of services in the socio-economic sectors, 

like education, health, water, agriculture, road services to the independent institutions 

like LGAs has become an important means of promoting participation, 

accountability, and transparency in the public administration (Kessy, 2018; Marijani, 

2017; Mpambije, 2016; Abe & Monisola, 2014). In promoting local self-governance, 

participation is vital in bringing the government closer to the community members to 

plan and decide on the needs and priorities (Smoke, 2015). Likewise, participation is 

essential in promoting social values, ownership, and widened democratisation of the 

needs of the community members (Marzuki, 2015, Faguet & Pӧschl, 2014). Such a 

significance invites deeper attention to participatory planning in service delivery. 

 
  

The call for participatory planning of the community members in the health sector is 

rooted in Article VII of the Alma-Ata Declaration conference of 1978 that affirms 

that health is an important human right for all and, therefore, the participation of the 

members of the community in planning is inalienable in attaining quality health 

service outcome (Annobil, Dakyaga & Sillim, 2021; Fjelstad, Ngalewa & Katera, 

2010). The Alma-Ata Declaration referred directly to the participation of the 

community members with a statement that implies that community members are 

assigned with activities and duties to participate both individually and collectively in 

the planning of their healthcare. This way of delivering services to the people is as 

well articulated by the World Health Organisation’s (1978) report that participation 

of the community members at all activities, levels of planning, and decision-making 

builds up a sense of ownership and ensures the sustainability of healthcare services. 

In the same vein, Bamako Initiative was adopted by African states in 1987 to 

improve the service delivery outcome such as quality, accessibility, adequacy, and 

acceptability in primary healthcare through the participation of the community 

members in decision-making and control of resources (Pangu, 1997). The emphasis 

on the participation of community members in planning by the Alma-Ata 
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Declaration, WHO, and Bamako Initiative in health services provides a basis to 

investigate participatory planning in the decentralised health system.  

 

Similarly, the participatory planning of the community members in health serves 

several advantages. It gives community members room to express their demands for 

the health facility, to get involved in the selection of the location, provide labour and 

material, contribute to operations of the health facility, support the maintenance 

costs, and play the leadership role in health services (Marijani, 2017; Mpambije, 

2016). Gubas (1994) stresses this importance with various arguments that portray the 

significance of participatory planning in service delivery to the community members. 

In his observation, participation enables the decision-makers to establish priorities 

and preferences of the users and their roles towards quality service delivery. Further, 

participation improves the ways of decision-making by incorporating the local 

knowledge and changes the users’ perception in community activities for improving 

service delivery. Thus, participatory planning as a specific aspect of decentralisation 

is vital in the provision of service delivery in the decentralised framework.  

 

Despite the relevance of participatory planning in the decentralised system, divergent 

schools of thought exist on the contribution of decentralisation to health service 

delivery. The first school of thought holds that decentralisation has greatly 

contributed to the flourishing of service delivery through the reduction of inequalities 

particularly between urban and rural, increased coverage to children immunized with 

measles and increased antenatal care services. Evidence to reinforce these comes 

from Pakistan, Argentina, Brazil, Philippines, South Africa, Venezuela, and 

Indonesia (Rahim & Shiraz, 2018; Harwtwing et al., 2015; Ebel & Yilmaz, 2004; 

Habibi et al., 2001). Also, decentralisation in the less developed countries, like 

Tanzania facilitated the formation of the governance structures for improving service 

delivery (Kigume & Maluka, 2018; Marijani, 2017; Lufunyo, 2013). Thus, in the 

health sector, governance structures are essential in determining the willingness of 

the community members to participatory activities, the levels of planning, and the 

decision-making practices in the area of service delivery. 

 

The second school of thought holds that decentralisation has negatively impacted 

health service delivery by widening income disparity and delayed salary for health 
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workers in China and Nigeria (Abimbola et al., 2015; Yee, 2001). A limitation of 

these two schools of thought is their general focus on decentralisation and service 

delivery as a whole with no reference to specific aspects of decentralisation and 

outcome to service delivery. These divergent views, along with their weakness, were 

the inspiration to investigate the implication of specific aspects of decentralisation 

and outcome to service delivery within a particular country and socio-economic 

sector. The inspiration is accelerated by the fact that each country and its respective 

socio-economic sectors have a unique experience with decentralisation and service 

delivery. Tanzania is among the countries that required the investigation following 

its long history of decentralisation in the venture to improve health service delivery. 

 

The study by Kessy (2018), Mollel and Tollenaar (2013) indicates that, since 

independence, Tanzania has passed through different phases of decentralisation in 

the struggle to attain maximum performance in service delivery. The first phase was 

from 1962 to 1972 in which the country inherited the Local Government Authorities 

(LGAs) from the colonial system of administration. The inherited attitude and the 

administrative system were incompatible with the vision of the new government of 

Nyerere of rendering service to the people (Kessy, 2018). The second phase took 

place between 1972 and 1982. This second phase is known as decentralisation by 

deconcentration. During this phase, the CG abolished all the LGAs (Max, 1991). 

This phase of decentralisation obscured the participatory planning of the community 

members as all powers were confined to the CG. The decentralisation by 

deconcentration uses a top-down participatory approach in planning for service 

delivery to the community members.  

 

However, the LGAs were re-instated in the third phase of 1982 to 1998 (Msami & 

Tidemand, 2010). The reinstatement of LGAs in the administration system of 

Tanzania went hand in hand with the adoption of Local Government (District 

Authorities) Act No. 7 and Local Government (Urban Authorities) Act No. 8 that 

gave the elected councils direct responsibilities for service delivery, including the 

health sector (Kigume et al., 2018). Also, to protect the LGAs from unwarranted 

abolition like it was during the 1970s, the government, in 1984, amended the 1977 

Constitution of the United Republic of Tanzania to add articles 145 and 146 that 
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provide for the establishment, the purpose and powers of the LGAs in service 

delivery (Max, 1991). The reinstatement of LGAs in the 1980s is attributed to the 

decline in the necessary service delivery, including health services. 

 

Following the decline of service delivery and the pressure from donor agencies, in 

1998, Tanzania was compelled to undertake the decentralisation by devolution as a 

strategy for devolving powers, resources, and decision-making to LGAs to improve 

the quality and governance of services through participatory mechanism (Msami & 

Tidemand, 2010; URT, 1998). Under the decentralisation by devolution, the 

Opportunity and Obstacles for Development (O&OD) was introduced as a bottom-up 

participatory planning approach that promotes community members to carry out 

community activities, widen their level of participation in planning, and decision-

making to improve the outcome to service delivery in their local areas 

(Mwakasangula & Tefurukwa, 2018; Razia, 2014). 

 

In the same vein, decentralisation by devolution was meant to empower the LGAs in 

Tanzania to create autonomous, strong, and effective local government institutions 

that are democratically governed to foster a participatory approach in service 

delivery by considering the local needs and priorities (Fjelstad, Ngalewa & Katera, 

2010). The devolution went together with the adoption of different reforms that 

included the Local Government Reforms Programme (LGRP) and Health Sector 

Reform (HSR) which have an impact on the level of planning and decision-making 

of health services in the government-owned health facilities (Kanire, Sarwatt, & 

Mfuru, 2014). Both LGRP and HSR emphasized the broader participation of the 

community members to improve the quality of service delivery in the health sector 

(Kilewo & Frumence, 2015; Msami & Tidemand, 2010). 

 

The LGRP and HSR devolved powers, resources, and authority to enhance the 

participation of the community members in health service delivery (Kigume, Maluka 

& Kamuzora, 2018). Similarly, the National Health Policy of 2007 operates under 

the framework of LGRP and HSR. The framework recognizes the devolution of 

fiscal, administrative, and political powers to LGAs to ensure quality health service 

delivery in the health facilities (dispensaries, health centres, and district hospitals). 
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The policy also stresses that participatory planning of the community members in 

health is salient towards availability of adequate health facilities, modern equipment 

for improved health services, houses for human resources for health and affordable 

healthcare services in the administrative units (village or mtaa, ward and district) of 

the LGAs (URT, 2007b). Thus, informed by the HSR and the national health policy, 

the provision of health service in the country is arranged into three administrative 

tiers namely; ministry, region, and LGAs (Marijani, 2017).  

 

The realization of quality health service delivery goes hand in hand with adequate 

resources (finance, human, and material) and good working conditions (URT, 

2015b). The report of the health service delivery performance in Tanzania indicates 

that the immunization coverage is 95% for measles. The report also adds that 

tuberculosis coverage increased from 36% to 43% in 2018. Similarly, in 2018 the 

available human resource for health was 46%. This availability indicates a shortage 

of 54% of human resources required for quality health service delivery. Furthermore, 

it is indicated that 33% of the population is covered by insurance for health that 

leaves a large population uncovered with health insurance services (URT, 2018c). 

Likewise, the budget analysis of the health sector for the fiscal year 2017/2018 posits 

that the Government of Tanzania allocated 7% of its national budget to the health 

sector (Lee & Tarimo, 2018). This allocation in the health sector is less than what 

was suggested through the Abuja Declaration that required African states to allocate 

15% of national budgets to the health sector (Tondon, 2014). Amid this health 

service performance in Tanzania, an obvious question would be how participatory 

planning in the LGAs has facilitated the attainment of the quality of services in the 

decentralised health setup.  

 

The need for quality service in the health sector has been the focus of global 

strategies and initiatives for service delivery (WHO, 2018). The attainment of global 

development programmes, such as the SDG-3 which focuses on ensuring good health 

and well-being of the people by 2030 depends on the quality of services provided by 

the health facilities (UNECA, 2015). Thus, Tanzania adopted the National Health 

Policy of 2007, the Primary Health Care Service Development Programme (2007-

2017), the Health Sector Strategic Plan IV (2015-2020), and the National Five Years 
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Development Plan (2016/2017-2020/2021) to attain the quality of health services 

through participatory planning. The National Health Policy, strategy, and plan 

emphasize the strengthening of the decentralised health services to attain quality 

outcomes in the health sector (URT, 2016c; URT, 2015b; URT, 2007b). The plans 

and policy for health services are enshrined in the Tanzania Development Vision 

which aims at transforming the economy into a middle and semi-industrialised state 

by 2025. Henceforth, Tanzania requires quality health service delivery to ensure that 

people are fit to participate in the attainment of national goals and vision (URT, 

2016c).  

 

The Service Quality (SERVQUAL) Model by Parasuraman, Zeithaml, and Berry 

(1994) provides five dimensions for assessing the quality of service delivery. The 

model is based on the analysis of the perceptions and expectations to assess the 

quality of services. It informs that such assessment is done through an interrogation 

with the beneficiaries of the services who in the context of this study, are the rural 

and urban community members receiving services in the public health facilities. 

Also, the quality of health service delivery is salient to the satisfaction of the 

community members with the services, utilization of the healthcare facilities, and the 

healthcare performance (Lim et al., 2018). Similarly, quality health service delivery 

creates trust and ownership of the community members in the health service delivery 

in public health facilities (URT, 2015b). Thus, research in the area of quality is 

important to inform how the gap between the expectations and the services offered to 

the community members are the results of participatory planning in the decentralised 

setup. Research needs to draw experience from the rural and urban councils on the 

implication of participatory planning on the quality of health service in Tanzania. 

This requirement is accelerated by the assumption put forth by the Public Choice 

Theory that decentralisation through participatory planning contributes to quality 

service delivery. 

1.3 Statement of the Problem  

Since independence, Tanzania has tirelessly attempted to deliver quality health 

services as one of the struggles to fight the three enemies of development, namely 

disease, ignorance, and poverty (URT, 2018a). In the efforts to attain the quality of 
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health services, in the 1990s, Tanzania decentralised the health sector, among others, 

to the LGAs that empowered community members to participate in service delivery 

(Kessy, 2018; Frumence et al., 2014; Fjelstad et al., 2010). To ensure that 

participation is realised, in 2002, Tanzania introduced the Opportunity and Obstacles 

for Development (O&OD) as a methodological approach to promote participatory 

planning for service delivery in all the socio-economic sectors including health 

(Mwakasangula & Tefurukwa, 2018; Frumence et al., 2014; Rukia, 2014; Fjelstad et 

al., 2010).  

 

Despite the efforts made by the government to decentralise service provision to the 

LGAs, Dodoma is one of the regions in Tanzania where health service delivery 

remains a challenge in terms of healthcare facilities, physical infrastructure 

(equipment, housing) and staffing in both urban and rural councils of the region 

(Msacky et al., 2017; URT, 2017; Mshana et al., 2015, Kassile et al., 2014; URT, 

2015a). With such challenges, studies have not given enough attention to 

participatory planning and the quality of health services in Tanzania. Studies 

conducted in Tanzania indicated that decentralisation has contributed to the 

establishment of some governance structures to improve service delivery through 

participation (Kigume et al., 2018; Lufunyo, 2017; Marijani, 2017; Maluka & 

Bukagile, 2016; Kanire et al., 2014; Frumence et al., 2013; Masanyiwa et al., 2013; 

Mollel & Tollenaar, 2013). However, most studies in this milieu have broadly 

focused on decentralisation and health service delivery in either urban or rural 

councils in Tanzania. Similarly, some of these studies in this context focused on 

more than one socio-economic sector. This made the conclusion too broad for policy 

advice and recommendations in health service delivery. Hence, the implication of 

specific aspects of decentralisation such as participatory planning and the quality of 

health services in both urban and rural councils of Tanzania has not been well 

addressed.  

 

From the state of affairs above, it was noted that knowledge about the implication of 

the participatory planning and quality of services in Tanzania required further 

explanation. The knowledge on the implication of the participatory planning and 

quality of health service is essential given the fact that participatory activities, level 

of participation in planning, and decision-making practices provide a better 
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understanding of the strategies to improve health service delivery in rural and urban 

councils of Tanzania. Therefore, this study was set to investigate the implications of 

participatory planning on the quality of the decentralised health services drawing 

experience from Dodoma City and Bahi District councils in Tanzania.  

 

1.4 The Main Objective of the Study 

To investigate the implications of participatory planning on the quality of the 

decentralised health service delivery in the public health facilities of Dodoma City 

and Bahi District Councils in Tanzania.  
 

1.4.1 Specific Objectives 

To address the main objective, the study was set in the following specific research 

objectives, namely: 

i. To assess the status of the quality of health service delivery in Dodoma City 

and Bahi District councils. 

ii. To determine the influence of participatory activities on the quality of health 

service delivery in Dodoma City and Bahi District councils. 

iii. To assess the level of planning for the quality of health service delivery in 

Dodoma City and Bahi District councils. 

iv. To examine the influence of decision-making practices on the quality of 

health services delivery in Dodoma City and Bahi District councils. 

 

1.5 Research Questions 

i. What is the status of the quality of health service delivery in Dodoma City 

and Bahi District councils? 

ii. How do participatory activities influence the quality of health service 

delivery in Dodoma City and Bahi District councils? 

iii. What is the level of planning for the quality of health service delivery in 

Dodoma City and Bahi District councils? 

iv. To what extent do the decision-making practices influence the quality of 

health services delivery in Dodoma City and Bahi District councils? 
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1.6 Significance of the Study 

The findings of this study have practical, theoretical, and policy knowledge 

contribution to the understanding of the dynamics of the decentralisation and 

outcome to service delivery in Tanzania. Practically, the experience of 

decentralisation in the aspects of participatory activities, levels of participation in 

planning, and the decision-making practices on service delivery explained in this 

thesis provide a learning ground for Tanzania to speed up quality service delivery to 

community members through participation. As discussed in this thesis, Tanzania has 

had a very long experience with decentralisation that provides a political and 

ideological context upon which the provision of health services in Tanzania is 

anchored. Thus, such knowledge creates a relationship between participatory 

planning and the quality of decentralised health service delivery in the urban and 

rural councils of Tanzania, which is also a unique experience in Africa. 

 

Theoretically, the study uses the lenses of NPM and SERVQUAL to explain the 

implication of participatory planning on the quality of health service in the 

decentralised set up in Tanzania, both in the urban and rural settings. This 

implication is important to shed light on the efforts to improve the provision of 

quality health service in the public health facilities under the LGAs in Tanzania. 

Thus, the established status of quality from the perspective of the beneficiary of 

services has the potential to increase the satisfaction, trust, and attendance of the 

community members to the public health facilities under the LGAs.  

 

Also, on policy development, this thesis provides the government and policymakers 

[the President Office-Regional Administration and Local Government (PO-RALG), 

Ministry of Health Community Development, Gender, Elderly and Children 

(MoHCDGEC)] and other stakeholders with the efficacy of customizing the 

SERVQUAL into HEALQUAL in the health sector. Thus, the application of 

SERVQUAL in the health sector (HEALQUAL) is helpful for the policymakers and 

the health services providers to design policy intervention from the perspective of the 

community members aimed to achieve the Tanzania Development Vision by 2025 

and the Sustainable Development Goals (SDGs) 2015-2030. Essentially, the study 

reveals to the policymakers the establishment of THF-LGAs as a common pool 
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where every Tanzanian contributes to improve the outcome in health service 

delivery. The need for this pool stem from the fact that every Tanzanian (rich or 

poor) is a potential health seeker. Thus, establishing a common fund would facilitate 

the realization of the plans for quality health service delivery to every Tanzanian 

regardless of status and the place of residence as envisaged in the Health Sector 

Strategic Plan IV. Similarly, the study allows policymakers to systematically analyse 

service delivery processes and enable them to allocate resources where maximum 

benefits can be achieved.  

 

For researchers and academia in general, the findings contribute to the existing body 

of literature and serve as a reference to the world of research and academia on 

decentralisation and service delivery. This study is of benefit to academicians, 

particularly in the field of public administration who wish to undertake further 

studies to improve participation and service delivery both in the local and global 

contexts. There are also some debates and arguments in the theoretical and empirical 

literature review which are the food of thoughts for researchers and practitioners of 

service delivery. 

 

1.7 Scope and Limitation of the Study 

While the contribution of decentralisation can be viewed in different forms, the scope 

of this study is limited to the decentralisation by devolution in the specific context of 

participatory planning and its implication to the quality of health service delivery in 

local councils. Also, the study has limited itself to the examination of the quality of 

health service delivered in the public health facilities (district hospitals, health 

centres, and dispensaries) of the LGAs. Further, the study is confined to two councils 

namely, Dodoma City and Bahi District from Dodoma Region. The selection of the 

two councils was based on the need to have a fair representation of the urban and 

rural councils of Dodoma Region.  

 

1.8 Organisation of the Thesis 

This thesis is organised into six chapters in accordance with the University of 

Dodoma (UDOM) Graduates Studies Regulation and Guidelines 2019. Chapter one 

is the introduction of positioning the context of the study. The background 
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information, statement of the problem, objectives of the study, the research question, 

the significance of the study, the scope and the limitation of the study are covered in 

chapter one. Chapter two provides the literature review in the context of participation 

in planning and the quality of the decentralised health service delivery. This chapter 

provides the definitions of the key terms, theoretical, and empirical literature drawn 

from across countries including Tanzania. Both theoretical and empirical reviews 

have laid the foundation for the research gap and the conceptual framework of the 

study. 

 

Chapter three presents the methodology and procedures adopted in data collection, 

analysis, presentation, and interpretation. The chapter describes the study area, 

research design, research approaches, sampling procedures, sources of data, data 

collection methods, measurement of variables, data analysis, the validity and 

reliability of the instruments, and ethical issues relevant to the study. Chapter four 

presents the status of quality of health service delivery in the public health facilities 

under the LGAs. The chapter also presents the demographic information related to 

the study. Chapter five provides the participatory planning where the findings for 

objectives two, three and four are presented and discussed accordingly. Finally, 

chapter six presents the summary, conclusions and recommendations of the study 

findings. 

1.9 Summary of the Chapter 

This chapter has informed of decentralisation in the context of participatory planning 

and the quality of the decentralised health services to lay the foundation of this study. 

It is argued in the chapter that, despite the various strategies to improve health 

services, the quality of health services is still a challenge. The necessity of the study 

is stressed in the chapter following the inadequacy of knowledge on the specific 

aspects of decentralisation, notably participatory planning and the quality of health 

service delivery. Further, the chapter has highlighted the objectives of the study, the 

research questions, the significance of the research, the scope of the study and how 

the thesis is organised. The next chapter presents the literature reviews of this study. 
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CHAPTER TWO 

LITERATURE REVIEW 

2.1 Introduction 

This chapter describes the literature related to participatory planning and the quality 

of services by drawing experience across countries. The broad purpose of this 

chapter is to give insights from what other scholars have done and argued about 

participatory planning and service delivery in the socio-economic sectors. From the 

review of different kinds of literature, some gaps are identified and a conceptual 

framework is constructed to define the variables of interest to the research problem. 

The chapter is divided into five sections. The first section presents operational 

definitions of the key concepts and their applicability in this study. Then, the first 

section is followed by a discussion of theoretical reviews adopted to lead the study in 

the second section. The third section is a description of the empirical literature that is 

related to participatory planning and the quality of the decentralised health service 

delivery in the LGAs. The fourth section describes the conceptual framework of this 

study. The fifth section points out the research gap that the present study seeks to 

bridge.  

 

2.2 Definitions of Key Concepts  

The terms used in this study include decentralisation, participatory planning, quality 

health services, primary health services, decentralised service delivery, and the Local 

Government Authority. 

 

2.2.1 Decentralisation 

Scholars of public administration define decentralisation as the process of 

transferring responsibilities of planning, management, and allocation of resources 

from the CGs to federal units, provincial institutions, or LGAs (Rondinelli and 

Cheema 1983; World Bank 1998; Robbins and Conyers 2007). Rondinelli and 

Cheema (1983) posit that the decentralisation process exists in the forms of 

deconcentration, delegation, devolution, and privatization. Similarly, Msami and 

Tidemand (2010) established that decentralisation exists into three different 

typologies namely; fiscal, political, and administrative decentralisation. Nevertheless, 

all these different forms and types of decentralisation have the prime purpose of 
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improving governance and service delivery (Nannyonjo & Okot, 2013; Mollel & 

Tollenaar, 2013). 

 

The World Bank (1998) uses three typologies to define decentralisation as an 

assignment of fiscal, administrative, and political responsibilities to lower levels of 

government. Thus, the World Bank sees decentralisation as a fiscal, administrative, 

and political aspect of moving away from the centralisation system. Decentralisation 

is further conceptualized as a managerial and organisational phenomenon in which 

decision-making is pushed down to the managers who are closest to the action 

(Robbins and Coulter, 2007). Also, decentralisation is viewed as the transfer of 

powers or functions of government from the national level to any sub-national level 

to improve services (Msami and Tidemand, 2010; Conyers, 2007; Mills, 1994).  

 

From the preceding conceptualisation of decentralisation, it can be deduced that the 

common feature of decentralisation is the transfer from central government 

authorities to sub-national units for better service delivery and governance. This 

transfer can be in the form of deconcentration, delegation, devolution, or 

privatization operating within fiscal, administrative or political decentralisation. The 

first form of decentralisation is deconcentration. It is a form of administrative 

decentralisation whereby the central government distributes decision-making and 

execution to the civil servant of the government working in the regions, districts, 

wards or villages (Ozmen, 2014). It involves shifting responsibilities from central 

government officials in the capital city to those working in the regions, provinces, or 

districts under the supervision of central government ministries. Thus, in this form of 

decentralisation, community members have a limited chance to participate in 

planning and cannot change the structure of the network of service facilities in place 

(Max, 1991). Local branches and representatives in charge of services simply 

manage the day-to-day operations on behalf of the central ministry and under the 

watchful eye of the government officials. Rondinelli and Cheema (1983) add that 

deconcentration is commonly found in the unitary states where field officers are 

directly accountable to the national government with limited local decision-making 

space and planning in service delivery. 

 



16 

In the context of Tanzania, decentralisation by deconcentration gained momentum 

between 1972 -1984. This was the period in which most of the Tanzanian policies 

were influenced by the socialism and self-reliance of the Arusha Declaration of 1967 

in service delivery. Arusha Declaration emphasized central planning with free 

healthcare services to promote equity. The period is popularly known as Madaraka 

Mikoani. The Madaraka Mikoani was established in accordance with the Tanzania 

Decentralisation of Government Administration Act No. 27 of 1972 that abolished 

LGAs while empowering the central government in service delivery. The act 

deconcentrated the authorities and functions of planning at district and regional 

levels to the District Development Councils (DDCs) and Regional Development 

Committees (RDCs). 

 

The act also provided for the establishment of the District Development Planning 

Committee (DDPCs) as the executive arm of the DDCs. Both the DDC and DDPC 

members were government officials rather than the elected representatives from the 

people (Marijani, 2017). This marks the end of the representation of the people’s 

participation in planning as these government officials report directly to the central 

government. Max (1991) noted that decentralisation by deconcentration was 

ineffective as it strengthened the field officials and the power of the central 

government at the expense of local institutions that hinder people’s participation in 

rural development. The decision-making was pulled to the centre as required by the 

Arusha Declaration (Mollel & Tollenaar, 2013). Given the weakness noted, the 

government in 1982 decided to re-instate the LGAs to resuscitate the participation of 

the community members in planning and improve service delivery. 

 

Another form of decentralisation is delegation. Ozmen (2014) defines delegation as 

the transfer of decision-making responsibility and administration of public functions 

to a semi-autonomous organisation not wholly controlled by the central government 

but ultimately accountable to it. The central government may delegate 

responsibilities to public enterprises or corporations for effective service delivery. In 

public administration, public enterprises, like housing authorities, transportation 

authorities, and water authorities in different countries of Africa are delegated to 

speed up service delivery to the community members. 
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In this sense, the delegated organisations exercise plenty of discretions in planning 

and decision-making for service delivery. The semi-autonomous organisation in the 

form of decentralisation may be exempted from constraints of regular civil service 

personnel and may charge users directly for service delivery. In this form, the 

community members are not involved in planning and decision-making though some 

operation activities can be determined by them. In Tanzania, this form of 

decentralisation does not apply to LGAs model of service delivery. Examples of such 

kind of semi-autonomous organisations in Tanzania could be the operation of 

Tanzania Electric Supply Company (TANESCO), National Housing Corporation 

(NHC), and water authorities, like Dodoma Urban Water Supply and Sewerage 

Authority (DUWASA). This form of decentralisation operates with the popular 

slogan of “government’s eyes on but hands-off” in the business activities of the 

organisation.  

 

Also, decentralisation by devolution involves the transfer of authority for decision-

making, planning, finance, and management to semi-independent local or 

government (Ozmen, 2014). In the LGAs, devolution transfers responsibilities for 

services to the councils that elect their mayors, councillors, and village or mtaa 

chairperson to promote participatory planning in service delivery (Fjelstad et al., 

2010). In this system, the LGAs (the city or municipality or district, ward, village or 

mtaa) have clear and legally recognized geographical boundaries over which they 

exercise authority and within which they can plan and make decisions on service 

provision in their area of jurisdiction (Frumence et al., 2014). It is through this form 

of decentralisation that the government adopted the O&OD to enhance a bottom-up 

approach in planning for service delivery. The major aims of devolution are to 

encourage community members to participate in activities in their local areas, widen 

the level of planning, enhance decision-making, build up transparency spirit, and 

accountability that eventually improves public services through the bottom-up 

approach in the planning of service delivery (Frumence et al., 2014; Nannyonjo et 

al., 2013). It is in this form of decentralisation that considerable responsibilities, 

power, and authorities for decision-making and planning are transferred from the 

CGs to LGAs (council, committees, and boards) to improve the quality of the health 
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services. This form of decentralisation is adopted since it can provide the historical 

connection of service delivery and the adoption of O&OD in Tanzania. 

 

2.2.1.1 Typologies of Decentralisation 

Decentralisation exists in three different types, namely fiscal, administrative, and 

political. The three types of decentralisation are hereby explained to set the context 

of this study concerning the experience of Tanzania. Fiscal decentralisation is a type 

of decentralisation that gives discretional powers to the LGAs over issues of finances 

(URT, 1998). According to Msami and Tidemand (2010), fiscal decentralisation in 

the LGAs operates in three dimensions. The first dimension is the local expenditure 

autonomy where the local government determines its expenditure on public goods 

and services based on its priorities. The second is the revenue dimension where the 

local government has the power to decide on the sources of finance. The third 

dimension is the budgetary autonomy where the local government is empowered to 

plan and pass its spending (Fjelstad, Ngalewa, & Katera, 2010). In the context of 

fiscal decentralisation, the LGAs are empowered to exercise their discretional powers 

in finance to raise funds, budget, and spend for services in the district health 

facilities, health centres, and dispensaries. The local governments (the district, ward 

or village) are to use the financial ability granted by the LGRP and Local 

Government Act No. 13 of 2006 budget and fundraise for improving the service 

delivery, including health in their area of jurisdiction.  

 

Moreover, the second type is administrative decentralisation that is concerned with a 

full or partial transfer of decision-making authority, resources, or responsibilities or 

functions to lower levels of government with respect to public policies and the 

delivery of public services (Msami and Tidemand, 2010; Conyers, 2007; Cohen and 

Peterson 1999). The LGRP in Tanzania defines administrative decentralisation as the 

ability to delink the local government authority staff from the central government 

and ministries, recruit, train, promote, transfer, pay, and oversee their staff to 

improve service delivery (Msami and Tidemand, 2010; URT, 1998). In this context, 

local councils are the appointing authorities and employers for all local government 

personnel, including the human resource for health. The human resource for health 

will be determined in LGAs plans and budgets to enable LGAs to provide quality 
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health service delivery to the community. The question that originates from this fact 

is do the LGAs in Tanzania to date exercise this power of human resource 

management or has it been hijacked by other institutions of the central government. 

The answer to this interrogation is important given that the availability of motivated 

human resources for providing quality health service delivery depends, among 

others, on the implementation of the constitutional and legal powers invested in the 

LGAs. 

 

Also, political decentralisation is the third type of decentralisation with the 

devolution of decision-making powers and resources to the LGAs which are 

representative and accountable to the community (Msami and Tidemand, 2010). The 

LGRP postulates that, in Tanzania, political decentralisation gives the LGAs more 

powers in the formulation, implementation, and decision-making on policies that 

influence service delivery among the community members (URT, 1998). It involves 

the participation of the community members, taking part in what LGAs should do 

and hold them accountable for what it has done or not done. The political 

decentralisation brings the government closer to the people and conveys the benefits 

of quality, affordability, availability, accessibility, adequacy, and reliability of 

services to the community members. It is expected that through political 

decentralisation, voters will question the quality, and reliability of the services in the 

local areas (Msami & Tidemand, 2010). 

 

Thus, drawing from the forms and the typologies of decentralisation, the word 

decentralisation is understood to mean the process where health services are 

devolved to the local levels in the district, municipal, or city authorities. It also 

includes the devolution of health services to villages or mtaa. Thus, health services 

are planned and improved by different boards and committees for service delivery in 

LGAs. It is under this framework of decentralisation by devolution where 

community members are expected to participate through the O&OD approach in 

enabling quality service provision in the dispensary, health centre, and district 

hospital facilities.  
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2.2.2 Participatory Planning 

The word participation refers to the people’s involvement in the decision-making 

processes, in implementing programmes, evaluation, and finally sharing the benefits 

of development programmes (Cohen & Uphoff, 1997). This word participation can 

correspondingly mean getting involved or allowed to get involved in the provision of 

services or the evaluation of a service or get consulted on the issue (Brownlea, 1987). 

Theoretically, the term participation can be understood using the famous Arnstein 

ladder of participation (Arnstein, 1969). The ladder identifies three important 

patterns of participation which are represented in the three levels: non-participation, 

tokenism, and citizen power. The first level is non-participation, represented by the 

manipulation and therapy in which community members are denied the opportunity 

to participate in planning and decision-making for development. The second level of 

the ladder is tokenism which entails informing, consultation, and placation. At this 

level, the views of the community members are aired but there are no guarantees or 

compelling forces that the priorities of the community members will be considered in 

the plan and decision-making. The third level of the ladder is the power of the 

community members in partnership, delegating, and controlling of planning and 

decision-making. 

 

Practically, the concept of participation gained momentum from the 1970s in several 

international forums, such as in the development agenda of the World Bank (WB) 

and World Health Organisation (WHO). The move to adopt participation in public 

administration emerged at this time as a remedy to the world economic crisis from 

the 1970s that engulfed the role of the state in the provision of social services, like 

health in both developing and developed countries. As far as the WB is concerned, 

participation connotes a strategy of development through which community members 

in collaboration with partners share control over development initiatives, decisions, 

and resources which affect development (World Bank, 1995).  

 

The proponents of participation in service delivery argue that the desire to involve 

community members in planning and decision-making stems from the fact that 

community members have experiences and insights into what works or does not 

work, how it works, and why (Bandesha & Litva, 2005; Brownlea, 1987). Also, 
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participation enables the community members to bear the responsibility of planning 

and managing the continuity of activities when outside support is withdrawn 

(REPOA, 2002; World Bank, 1995). It is further maintained that participation 

empowers the community members to implement and control strategies for 

improving the quality of services. Similarly, participation sensitizes the community 

members and thus increases the receptivity and ability of the entire community to 

respond to development programmes as well as to encourage local initiatives (Gubas, 

1994). 

 

In the health sector, the concept of participatory planning is linked to the Alma- Ata 

Declaration of 1978 which capitalizes on the community’s right and duty to 

participate individually and collectively in the planning and implementation of the 

improvement strategies of primary health care for all (Annobil, Dakyaga, & Sillim, 

2021). The declaration reiterates that the provision of primary health care requires 

community members’ maximum participation in the planning, organisation, 

operation, and supervision of primary healthcare facilities (WHO, 1978). This 

envisages the fullest use of local and national available resources in attaining quality 

health care (WHO, 1978). Thus, Alma-Ata Declaration obliges the members of the 

community to participate in the planning to improve the outcome of health service 

delivery. 

 

Similarly, Horelli (2002) defines participatory planning as a practice in which 

individuals or groups supported by a set of tools take part in varying degrees of 

planning and decision-making activities that are in line with the needs and interests 

of the members of the community. According to Razia (2014), participatory planning 

marks the shift from the top-down approach to the bottom-up approach in the service 

planning process. In that context, Tanzania adopted the Opportunities and Obstacles 

for Development (O&OD) in 2002 as a methodological tool for planning service 

delivery in the LGAs. The O&OD approach aims to strengthen local autonomy by 

promoting the participation of the community members to identify and prioritize 

their needs as well as implementing their development programmes in their areas 

(Mollel & Tollenaar, 2013; Fjelstad et al., 2010).  
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In this study, participatory planning is a continuous process of decision-making, 

involving the beneficiaries and bureaucrats in particular the healthcare workers, 

regarding community health activities, needs, resource mobilization and allocation to 

address the defined health concerns of the involved communities in LGAs. Thus, 

participatory planning is a collaborative strategy that obliges the community 

members to carry out different activities, widen their level of participation in 

planning, and make decisions that improve the quality of service delivery including 

health service in the LGAs. This way of defining participatory planning stems from 

the socialism and self-reliance of the Arusha Declaration in 1967 that obliged the 

community members to contribute and volunteer resources that aid to improve 

service delivery. 

 

2.2.3 Quality Health Services 

Quality in the health sector refers to the provision of services according to the 

defined standards of performance within the available resources (URT, 2011b). 

Quality of service is an essential component in attaining health workers and 

satisfaction and in helping the members of the community to develop the trust of the 

health service delivery (Khamis & Njau, 2016; URT, 2015b). It is equally important 

to note that the quality of service is a matter of concern in the health sector since 

negligence in improving health service may cause serious outcomes, including the 

increase of mortality to the society, dissatisfaction with services and the community 

members may reject to utilize the public healthcare facilities (Rostami, Jahani & 

Mahmoudi, 2018; Lim et al., 2018). Given its importance to the members of the 

community and health service providers, organisations at the local and international 

levels strive considerably in the health sector, especially in primary healthcare 

facilities (dispensary, health centre, and district hospital) to meet the growing needs 

and expectations of the community members in health service delivery (Fenny et al., 

2014; Kanire, Sarwatt, & Mfuru, 2014).  

 

In Tanzania, both the National Health Policy (NHP) of 2007 and the Health Sector 

Strategic Plan IV (HSSP-IV) of 2015-2020 give emphasize the quality of health 

services that meet the needs and expectations of the community members seeking 

health services. According to the HSSP-IV, the quality of health is based on specific 
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indicators such as facility staffing, medicine availability, star rating, and service 

utilization (URT, 2011b). Quality is an abstract entity that is felt by considering 

specific aspects such as human resources, infrastructures for service delivery, 

regulation for providing the services, and the time for providing the service. Given 

the importance of health facility, in quality health delivery, Tanzania launched the 

Primary Health Services Development Programme (PHSDP) of 2007-2017 to speed 

up the establishment of healthcare facilities in every district, ward, village, and mtaa. 

Similarly, the health report indicates that a health centre and dispensary should 

comprise 24 and 4 beds respective for maximum outcome in healthcare services 

(URT, 2018b).  In this study, the quality of health service implies the level by which 

the government-owned health facilities deliver services to the members of the 

community which satisfies their needs and expectation on quality parameters like 

tangibility, reliability, responsiveness, empathy, and assurance. Thus, the meaning of 

quality in this context considers both the understanding of the community members 

in their environment as well as the specific standards stipulated in the government 

regulations and procedures for quality health service delivery. 

 

2.2.4 Primary Health Services 

Primary Health Services refer to the essential health services that are universally 

accessible to community members provided by professional health workers in the 

healthcare facility. Dispensaries and health centres are at the frontline in the 

provision of primary healthcare in the village and ward (Boex et al., 2015). The 

community members are called to participate fully for the maximum outcome of 

service in terms of accessibility, availability, adequacy, affordability, and quality 

through the spirit of self-reliance and autonomy in the local government (WHO, 

1978). The primary health service in Tanzania received much attention with the 

adoption of the Primary Health Service Development Programme 2007 – 2017 that 

aimed to construct and improve the health facilities in every administrative unit of 

the LGAs (URT, 2007a). The most common services provided in primary healthcare 

facilities include diagnostic, paediatrics, reproductive healthcare, pharmaceutical, 

and emergency medical services. In the context of this study, the definition by the 

Primary Health Development Programme 2007 -2017 has been adopted to mean the 

provision of all healthcare services to the community members at the dispensaries 
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and health centres with the ability to serve an average population of 10,000 and 

50,000 respectively (URT, 2007a). The definition by the Primary Health 

Development Programme 2007 – 2017 was adopted given the fact that it has focused 

more on the dispensaries and health centres that are owned and maintained by the 

members of the community under the directives of the LGAs for the improved 

outcome in healthcare services. 

 

2.2.5 Decentralised Service Delivery  

It refers to what LGAs ought to provide to the community members in terms of their 

priorities and needs to eliminate sufferings and ultimately improve the quality of 

their living standards (Abe & Monisola, 2014). Decentralised service delivery in 

Tanzania operates under the constitutional mandate of the LGAs as the most popular 

service delivery model in the world. It is based on subsidiary principles of 

governance in which the provision, production, and delivery of services are to be 

devolved to the community members empowered to initiate activities, to plan and 

make decisions for the improved outcome (Kigume, Maluka, & Kamuzora, 2018). 

The decentralised service delivery operates under the assumption that the local 

councils and committees are closer to the public and, therefore, assumed to be better 

positioned to match the demand and supply of a given service to the members of the 

community. In this study, decentralised service is the provision of health services 

under the mandate of health facilities committees and administrative units of the 

LGAs which are close to the community members for providing services. 

 

2.2.6 Local Government Authority 

Local Government Authority refers to the sub-national, semiautonomous, or 

subsidiary level of central government that is close to the community members 

charged with the responsibility of providing governance and services to the people 

such as health, education, housing, and environmental amenities in a specified local 

area. The Constitution of the United Republic of Tanzania of 1977 Article 145 

provides for the power to establish LGAs in every region, district, town, village, and 

mtaa prescribed by the law enacted by the parliament. Similarly, Article 145 

postulates the structure, composition, source of revenue, and procedures for 

conducting business in the LGAs shall be determined from time to time by the act of 
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parliament. Thus, the power for the existence of the LGAs is enshrined in the 

Constitution of the United Republic of Tanzania of 1977. 

 

Also, the Constitution of the United Republic of Tanzania 1977 provides for the 

functions and purposes of the LGAs in Article 146. The Article stipulates that the 

purpose of establishing LGAs in the country is to transfer power, responsibilities and 

authority to the people to improve service delivery and governance. Moreover, 

Article 146 indicates that the LGAs shall have the power to participate the 

community members in the planning and implementation of the development 

activities such as contribution and volunteering for improving service delivery 

outcomes. In a way of exercising the constitutional powers, Msami and Tidemand 

(2010) assert that LGAs in Tanzania provide a range of services from the 

Village/Mtaa level to the district level through various established committees. The 

services that the LGAs are mandated to ensure its provision among them include 

education services in primary and secondary, health services in the dispensaries, 

health centres and district hospitals, water services, road maintenance services, 

agricultural extension services, and waste management services. 

 

Likewise, the Local Government (District Authorities) Act No. 7 of 1982 and the 

Local Government (Urban Authorities) Act No. 8 of 1982 define local government as 

a District Authority or Urban Authority. The act defines District Authority to mean a 

District Council, a Township Authority, or a Village Council. In the same way, the 

Urban Authority entails a City Council, a Municipal Council, or Mtaa Council. The 

Local Government Acts 7 & 8 of 1982 empowers the LGAs with the responsibility 

of promoting social welfare and economic wellbeing of all persons within its area of 

jurisdiction and enhancing service delivery including in the health sector. From the 

village/mtaa level to the district or city authorities, there are health committees that 

work in collaboration with the community members in preparation of LGAs’ plan to 

equip, maintain and build health facilities in accordance with the national policy and 

plans for rural and urban development (Boex, et al., 2015). In this study, the term 

LGAs corresponds to any institution performing functions as stipulated in Article 

146 of the Constitution of the United Republic of Tanzania of 1977 and the statutory 
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meaning provided by the Local Government Act No. 7 and Act No. 8 of 1982 for the 

district and urban authorities respectively. 

 

2.3 Theoretical Literature Review 

The theoretical basis for this study is grounded on the New Public Management 

(NPM) paradigm and the Public Choice Theory to investigate the implication of 

participatory planning on the quality of the decentralized health service delivery. 

According to Denscombe, (2010) a theory is a set of propositions about the 

relationship between things. Theory helps the researcher to understand and interpret 

the social world. Thus, the theory provides a lens and direction to examine the 

research question and place the researcher findings in a wider spectrum. With that 

understanding, the study tread through the Public Choice Theory as housed in the 

NPM to explain how the decision to adopt participatory planning has improved 

outcome to service delivery specifically the quality. In providing the theoretical 

review, this section describes NPM to lay the foundation of the Public Choice 

Theory and the variable of interest in the study. Thereafter, the Public Choice Theory 

in a specific way establishes the actors involved in bringing about expected outcomes 

in service delivery. Similarly, the service quality (SERVQUAL) model is adopted to 

provide dimensions of measuring the quality of health services. Thus, the NPM 

Paradigm, Public Choice Theory and the SERVQUAL Model are separately 

explained in subsections 2.3.1 and 2.3.2 to establish their relevance with the study. 

 

2.3.1 The New Public Management (NPM) 

Public administration as an academic discipline has evolved through different phases. 

The phases of evolution can be referred to as paradigms. Kuhn (1962) defines a 

paradigm as a systematic discipline of science that consist of laws and definitions, 

metaphysical orientations, hypothesis, values and concrete examples to solve 

problems. Emphasizing its definition, Gruening (2001) added that paradigm in the 

discipline of public administration refers to those issues and facts agreed upon by 

scholars to guide them in their research or solving a problem. Thus, a paradigm could 

mean thinking, movement, school of thought, perspective, or a set of shared beliefs 

that inform the interpretation of reality. 
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Henry (1975) classifies the evolution of public administration into five paradigms. 

These are the politics and public administration dichotomy (1900-1926), the 

principles of public administration (1927-1937), the public administration as political 

science (1950-1970), the public administration as administrative science (1956-

1970), and the public administration as public administration (1970 to the present). 

Each of the paradigms noted here had its assumption, beliefs, and tenets that 

distinguish one from the other in an attempt to explain the intellectual and theoretical 

development of public administration. In line with the classification of the different 

paradigms by Henry (1975), the assumptions of the New Public Management (NPM) 

started to emerge in the 1970s in public administration. The emergence of NPM was 

necessitated by the need to address weaknesses of the central government reported 

being ineffective, political patronage, rigid bureaucracy, and widespread corruption 

(Basheka, 2019; Lufunyo, 2017).  

 

The NPM emerged out of Thatcherism and Reaganomics in the United Kingdom and 

the United States of America respectively between the 1970s and 1980s. Thatcherism 

and Reaganomics are economic policies promoted by Margaret Thatcher, the Prime 

Minister of the United Kingdom, and Ronald Reagan the President of the United 

States of America. Margaret Thatcher and Ronald Reagan believed in adopting free-

market strategies to address the economic crisis that began in their countries in the 

1970s (Cooper, 2014).  The word NPM was coined by Christopher Hoods in 1991 in 

his famous work titled “A New Public Management for all Seasons”. The NPM is 

also referred to as managerialism by Pollit in 1990, market-based public 

administration by Lan and Rosenbloom in 1992, entrepreneurial government by 

Osborne and Gaebler in 1992 and post-bureaucratic model by Bazelay in 1992 

(Islam, 2015; Maheshwari & Avasthi, 2009). The NPM calls for the public sector 

(ministries, departments, and agencies) to adopt the private sector strategies for 

attaining efficiency and effectiveness in the performance of government (Obi & 

Nwanegbo, 2006).  

 

The NPM emerged as the remedy to the economic and fiscal crisis faced by both the 

developed and developing countries in the 1970s. For most developing countries, the 

crisis increased the level of dependence on the international institutions, such as the 
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World Bank and the International Monetary Fund, and thus opened a way for 

imposed NPM in the Structural Adjustment Programme (SAP) (Engida & Bardill, 

2013). The reasons for the economic crisis that both developing and developed 

countries found in were associated with the strong state central planning. Thus, the 

emphasis was placed on reforming the existing structure into a more result-based and 

decentralized government (Maheshwari & Avasthi, 2009). Besides the crisis, NPM 

was also prompted by the need for quality service delivery by the public (Osborne, 

2010). Hence, NPM aims to resolve the crisis and offer quality service delivery to the 

members of the community.  

 

Maheshwari and Avasthi (2009) refer to NPM as the latest paradigm in the evolution 

of public administration whose intellectual foundation can be traced from a variety of 

theoretical perspectives. The basis for the NPM as a paradigm is based on the shared 

assumption of the various theoretical perspectives. Thus, according to Gruening 

(2001), the NPM is inspired by the theoretical assumptions of Public Choice, 

Classical Public Administration (Classical PA), Neo-classical Public Administration 

(PA), Policy Analysis, Principal Agent, Property Right, the Neo-Austrian School, 

Transaction Cost, and New Public Administration (NPA). Table 2.1 provides the 

NPM with their assumptions and the theoretical root in an attempt to understand the 

participatory planning and quality of health services in the LGAs. 
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Table 2. 1: Assumptions and Theoretical Root of NPM 

Assumptions 
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Cutting down the expenditure Ѵ Ѵ Ѵ     Ѵ  

Decentralisation Ѵ Ѵ Ѵ Ѵ Ѵ  Ѵ  Ѵ 

Adopt private sector strategy   Ѵ Ѵ  Ѵ    

Separation of provision and production   Ѵ  Ѵ  Ѵ   

Separation of politics and administration Ѵ Ѵ      Ѵ  

Citizens-centred and responsive service  Ѵ Ѵ     Ѵ  

Strategic planning and management  Ѵ        

Value for tax-payers money   Ѵ   Ѵ Ѵ   

Performance measurement Ѵ Ѵ Ѵ  Ѵ   Ѵ  

Democratisation and participation         Ѵ 

 Maheshwari & Avasthi (2009) and Gruening (2001) 

 

Reading through the assumptions in Table 2.1, it can be deduced that two strands 

present the NPM. The first strand presents the assumptions and values derived from 

economics with an emphasis on a marketing strategy to attain greater outcomes in 

service delivery. The second strands represent the assumptions emanating from 

managerialism that emphasize management strategies and values when executing 

government operations. Thus, based on these strands, the assumptions, such as 

decentralisation, citizen-centred services, responsive services to the citizens, strategic 

planning, value for tax-payers money, performance management, and participation 

are pertinent in a study like this aimed to investigate service outcomes such as 

quality. 

 

The relevancy of NPM in Tanzania can be seen from different adopted national 

programmes, policies, and reforms that advocate for participatory planning and 

quality service delivery. Henceforth, the Tanzania Development Vision 2025, 

National Strategy for Growth and Reduction of Poverty, the National Health Policy 
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2007, and the Primary Healthcare Service Development Programme 2007-2017 

emphasize the decentralisation and broader participation of the members of the 

community in activities, planning, and decision-making to better service delivery. It 

is, therefore, rational to question the implication of participatory planning on the 

quality of the decentralised health service delivery. Thus, in Tanzania, service 

delivery is influenced by the NPM as reforms in the public sector are implemented to 

enhance the performance of the public sector in the ministries, departments, and 

agencies. The reforms, specifically the Health Sector Reform and LGRP in this 

context were meant to bring a radical departure from centralist and inputs to the 

needs of the community members characterized by result oriented service delivery 

(Engida & Bardill, 2013). In Tanzania, the LGRP began in 1998 with the broader 

aim of emphasizing the transfer of resources from the CG to the LGAs and devolving 

power to create strong and autonomous institutions of LGAs for governance and 

greater outcome in service delivery (Msami & Tidemand, 2010).  

 

Critiques of the NPM in service delivery are built around centralization, private 

sector techniques, and public sector reforms. The first critique is based on the 

paradox of centralization through decentralisation. The NPM grants public managers 

more powers to manage programmes in service delivery. This may result in 

concentrating decision-making and lower the level of participation in the planning of 

the community members. Hence, NPM may lead to centralised decision-making and 

planning by public managers, rather than encouraging decentralisation in public 

institutions as it claims. The second critique focuses on adopting the private sector 

technique in public administration. In practice, the private sector uses marketing 

techniques that aim at a profit which is rarely applied to government institutions, like 

LGAs (Mongkol, 2011). Thus, government operations for service delivery including 

those under the LGAs focus on the community and its members in which services are 

guided by norms, procedures, and policies to attain quality (Marijani, 2018).  

 

Despite the criticism, NPM provides the foundation for interrogating the link 

between participatory planning and the quality of service delivery. These are 

pertinent variables in this study. Thus, the link is supported by different theories to 

inform the study. The fact that the NPM is informed by the assumptions from various 
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theories makes it stronger in academic argument and strengthens the base upon 

which this study is conceived. Also, the NPM justifies the existence of decentralised 

institutions, such as the LGAs. The LGAs exist for the provision of quality services 

and governance to citizens and the entire community (Msami & Tidemand, 2010; 

URT, 1998; Rondinelli and Cheema, 1983). Articles 145 and 146 of the Constitution 

of the United Republic of Tanzania of 1977 and the Local Government Act Number 

7 & 8 of 1982 provide for the establishment of LGAs and their functions to service 

delivery.  

 

Moreover, the NPM advocates for the participation of the community members as 

the recipients of service in the process of monitoring and evaluation of the service 

performance. This is essential especially when one assesses the level of participation 

of the community members in objective three of the study. Similarly, previous 

studies have adopted NPM to explain issues related to participation and service 

delivery in the LGAs (Wagana, 2017; Mugumya, 2013). The use of the NPM by the 

previous scholar provides confidence to the researcher on the suitability and 

appropriateness of using the NPM to inform this study.  

 

2.3.2 Public Choice Theory 

Public choice theory is a body of theory developed by James Buchanan and Gordon 

Tullock in 1950 to explain how political decision-making results in outcomes that 

conflict with the preference of the general public. It emphasizes the use of the 

microeconomic principles of market exchange to address economic and policy 

problems. The principles and assumptions such as decentralization, cutting down 

expenditure, adopting private sector strategies in the public sector, performance 

measurement, value for taxpayers money, and responsive service indicated in Table 

2.1 are rooted in the public choice theory (Gruening, 2001) as political decisions 

influencing service delivery. The WB and IMF proposed the same principles in the 

1970s to developing countries as conditions required to improve the services of the 

government institutions. The centralist and bureaucratic style of government in 

planning and decision-making were regarded by the WB and IMF as ineffective for 

quality service delivery (Lufunyo, 2017).  
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In the same notch, the theory takes recognition of different actors (community 

members, the politicians and bureaucrats) on the decision to improve the 

performance of services. It assumes that the actions of individuals (community 

members, bureaucrats or politicians) are motivated by self-interests (Persson, Alesina 

& Tabellini, 2006). The self-interests in the perceptions to participatory activities, 

level of planning, and decision-making practices affect the service delivery. Thus, 

individuals such as bureaucrats or politicians in the health sector are not for 

community interests but for their interests at the cost of the community members 

who are the beneficiaries of health service delivery in the LGAs.  

 

Also, it is anticipated that using the principles and assumptions of Public Choice 

Theory, states would decentralise their central role of service delivery to the lower 

institutions such as the LGAs (Maheshwari & Avasthi, 2009. The decentralisation of 

government services to the local institutions would increase participation of the 

community members through contributing to public services, constructing, and 

maintaining infrastructure for service delivery, and widen the decision-making 

process that would eventually result in quality service delivery (Engida & Bardill, 

2013). Besides, decentralization favours the tailoring of service to the needs and 

preferences of the individual members of the community from the competitive 

market (Conyers, 2007). This relieves the CG from the direct service delivery in 

health and other socio-economic sectors. It calls for the government to be 

community-owned whereby the role of the state is to empower the community 

members to exercise self-governance (Engida & Bardill, 2013). This notion stands in 

contrast to the notion that the community members are merely recipients of public 

services and do not have to be actively engaged in the planning and deciding what 

those services would look like (Kallimullah, Alam & Nour, 2012). The members of 

the community are empowered to have a greater say in service delivery in terms of 

availability and accessibility in their local areas.  

 

Thus, in the context of health, the Public Choice through decentralisation appeals for 

participation in the decision-making process for quality attainment in health service 

delivery. The participation of the community members in decision-making is one of 

the fundamental principles of Primary Health Care (PHC) in the Alma-Ata 
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Declaration (WHO, 1978). The declaration encourages devolution of powers and 

participation of the members of the community on issues that affect their lives. The 

rationale for participatory decision-making is rooted in the decentralisation reforms 

and its ambition to improve the quality of the outcomes (Shayo et al., 2012). 

Therefore, using the lenses of Public Choice, LGAs are called to reorient themselves 

towards a participatory approach in service delivery in the socio-economic sectors. 

 

In principle, the Public Choice supports the LGRP and HSR initiatives of 

participatory activities, devolving decision-making practices and widen the level of 

planning in healthcare services to LGAs (URT, 2007a). According to this theory, the 

structure for decision-making under the LGAs on health services is hierarchical with 

different committees. In collaboration with health facility committees and ward 

health committees for health service delivery, the CHMT prepares health plans and 

submits them to the district council (Maluka et al., 2011). However, it has been 

documented that in actual practice, the committees in the lower levels of the districts 

for health service delivery are often bypassed during decision-making and planning 

(Boex, Fuller, & Malik, 2015). 

 

The critique of the Public Choice in the context of the study is based on the fact that 

most assumptions of the theory such a decentralization, adopting private sectors 

strategies and values for taxpayers money are decisions made by international 

corporations such as the World Bank and International Monetary of Fund for 

developing countries. The assumptions came to developing countries under a 

package commonly knowing as Structural Adjustment Programme (SAP) whose 

main focus is public sector reforms. The public sector reform strategy is weakened 

by a lack of strong support from the national and local leaders. SAP is perceived as 

externally driven decisions with a limited local understanding, ownership, and 

resistance to change by both central and local governments. The current 

recentralization syndrome in Tanzania including the establishment of the recruitment 

secretariat (Public Service Recruitment Secretariat – PSRS), centralization of the 

LGAs’ sources of revenues (land rent and property tax), and appointment of the 

Executive Directors of the councils by the president points to the resistance to change 

and promotion of the centralized system (Kessy, 2018). It is further critiqued that 
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Public Choice Theory propagates for quality service delivery as an outcome in 

service provision but does not give tools for measuring quality. Thus, the need to 

adopt a model such as SERVQUAL with specific dimensions for measuring quality 

as an outcome in service improvement efforts 

 

Despite the critique, the theory still has some relevancies in the context of this study 

in dealing with service delivery. The relevancy of Public Choice in the study sprung 

from the fact that the theory helps in understanding the reasons for the government 

intervention programmes such as reforms in most developing countries do not yield 

the desired effects. Similarly, the theory gives an alert to the policymakers in dealing 

with conflict groups with self-interest at the detriment of the public interest. It was, 

therefore, significant that this study adopted the Public Choice theory to investigate 

the implications of participatory planning in attaining quality health services in the 

councils of Dodoma City and Bahi District. 

 

2.3.3 Service Quality (SERVQUAL) Model 

The service quality model was developed by Parasuraman, Valerie Zeithaml, and 

Len Berry to measure the quality of service between 1983 and 1988. The quality of 

service is determined from the expectations and perceptions of service delivery using 

five service quality dimensions (SERVQUAL) (Parasuraman, Berry & Zeithaml, 

1994). The service quality dimensions are tangibility, reliability, responsiveness, 

assurance, and empathy. The model is commonly used to measure the quality and 

satisfaction of services in the marketing and banking sector (Shala & Pira, 2017; 

Deshwal, 2016). The use of SERVQUAL to measure customer expectations and 

perceptions helps to identify opportunities and improve the overall service delivery 

outcome (Butt & Run, 2010). In this study, SERVQUAL dimensions have been 

adopted and modified to determine the quality of service in the health sector by 

picking experience from urban and rural councils of Tanzania.  

 
The quality of service in SERVQUAL is established from the gap that exists between 

the expectation and perception construct of the five dimensions (Rostami, Jahani & 

Mahmoudi, 2018). In the health service delivery, expectations construct can be built 

by the health seeker from his/her experience of the word of mouth of another 
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previous beneficiary of service, his/her personal experience with the health facility 

providing the service, and from the personal need of quality health service delivery. 

Thus, the community member or any other beneficiary of health services seeks health 

services with some assumptions on how s/he expects the quality of the service to be 

like (Butt & Run, 2010). The experience with the service is what is referred to as 

perceptions on the quality of service in the organisation (Parasuraman et al., 1994).  

 

The gap between expectations and perceptions in service quality is informed by the 

five SERVQUAL dimensions (Rostami, Jahani, & Mahmoudi, 2018. The first 

dimension is tangibility that refers to the physical phenomenon of the service in the 

organisation that includes physical facilities, the appearance of personnel, availability 

of drugs, reception area, and the equipment used to provide the service. The second 

dimension, reliability, denotes the consistency of performance and dependability of 

the facility in service delivery to community members. Reliability indicates whether 

the organisation and its workers perform the service in the right way and honours its 

promises. This entails handling appointments for services, availability of the services 

throughout, and availability of the staff to provide health care.  

 

The SERVQUAL is also informed by other dimensions that include responsiveness, 

assurance, and empathy. Responsiveness is concerned with the willingness and 

readiness of service providers such as health workers to help when the needs arise on 

the side of the community members. The needs can include keeping records 

accurately, responding to questions promptly, and letting the community member 

know that s/he is waiting for his/her time of service. The fourth dimension is an 

assurance that corresponds to the knowledge, courtesy, and ability of service 

providers. In this context, health workers ought to inspire trust and confidence in the 

community member during service delivery.  In brief, assurance is the ability of the 

healthcare providers to demonstrate professionalism and expertism during service 

delivery. In the health sector, the assurance dimension is more expected in the 

consultation room and laboratory unit where the patient comes in contact with 

professionals in healthcare service. The last dimension, i.e empathy, calls for 

organisations and workers dealing with service delivery to be caring and pay 

attention to the individual health situation of the community members in the 
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compound of the healthcare facility. Table 2.2 describes the five dimensions used in 

this study to measure the quality of service in the decentralised health system in 

Tanzania in the selected LGAs in Dodoma Region. 

 

Table 2.2: Description of the SERVQUAL Dimensions 

 Dimensions Description 

1. Tangibility Physical aspects (infrastructure, equipment, personnel, 

drugs) 

2. Reliability Ability to fulfil what was promised 

3. Responsiveness Ability to attend and adapt to the needs of the user 

4. Assurance Competency, courtesy, credibility and security to the user 

5. Empathy Attention to the users (communication, access and 

understanding user) 

Source: Adopted from Parasuraman, Berry and Zeithaml, 1994. 

 

The SERVQUAL dimensions can be used across several service industries to 

measure the quality of the services and the satisfaction of the beneficiaries. The 

SERVQUAL model has commonly been used to assess the quality of service in other 

sectors such as banking, beverage, and retail grocery (Syed, Norita, & Avraam, 2018; 

Shala and Pira (2017; Deshwal, 2016). The use of the SERVQUAL model across 

different sectors reflects its suitability in the health sector drawing experience from 

urban and rural councils of Tanzania which has been the focus of the study.  

 

Despite the wide use of SERVQUAL in various sectors, the expectation construct 

can be very ambiguous in the health sector. The ambiguity is based on the fact that 

the respondents were asked to recall their experience of expectations before the 

service in the health facilities. The challenges on expectations are based on the fact 

that recalling is not always easy and accurate, especially for a member of the 

community who visited the health facility in a very weak health situation. 

Consequently, the expectation dimension raises concern about whether the pre-

consumption expectations of the health services can be realistic and relevant in 

assessing the quality of health services from the experience of the members of the 

community in seeking healthcare. Another challenge of user expectations is based on 
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the fact that peoples’ expectations of service delivery are not constant, expectations 

keep on changing with age, education, income, location, and technology 

(Parasuraman et al., 1994). With such flexibility of the expectations, the variables of 

age, education, marital status, and location were important in this study as they were 

used in data analysis. It is, however, meaningful to consider expectation since it can 

be an important component in policy planning, formulation, implementation and 

evaluation.  

 

It is further reiterated that expectations in service evaluation aim to improve the 

health service plan, processes and consequently increase the responsiveness of the 

health system to the needs of the community members (Rohrer & Rajan, 2016; Butt 

& Run, 2010). Also, to mitigate the challenge of interviewing ill-community 

members in the health facility, the study during data collection focused on the 

community members with previous experience of health service delivery under the 

LGAs in their household. This was decided based on the assumption that all 

members of the community were once sick or had accompanied their dear ones to 

seek healthcare services in the healthcare facilities in their area. 

 

Thus, the SERVQUAL model adopted for this study is still relevant and appealing to 

the study since it allowed the researcher to develop parameters for assessing the 

status of the quality of health services in the LGAs. The model has also received 

substantial empirical support on its ability to generate information from which 

inferences can be drawn on the quality of service delivery (Mashenene, 2019; 

Deshwal, 2016; Butt & Run, 2010; Evans et al., 2001). Similarly, the advantage of 

SERVQUAL in this study is derived from its connection with NPM. It is elaborated 

in section 2.3.1 that the NPM emphasizes the attainment of quality in public service 

delivery. Hence, NPM borrows the assumptions from the private and business sectors 

to explain the performance of service delivery (Maheshwari & Avasthi, 2009). With 

such connection, SERVQUAL in the context of this study complements the NPM 

and the Public Choice in explaining the performance of service delivery in the public 

sector. 
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Furthermore, the use of SERVQUAL in this study is derived from the compatibility 

of the model with other approaches of measuring quality. The five dimensions in the 

SERVQUAL fit in very well with the three categories (structure, process, and 

outcome) in the Donabedian model for measuring the quality of health service. The 

Donabedian makes quality assessment possible using structure (attributes of human 

or material or financial resources and organisational structures) influence process 

(what is done in giving and receiving care) which influences outcomes (McDonald, 

2007). The structure-process-outcome approach is a model for measuring quality 

developed by Avedis Donabedian, a physician and health services researcher, in 

1966. 

 

The Donabedian categories can be inserted in the five SERVQUAL dimensions. The 

structure can be equated to tangibility. The process category can be represented by 

the reliability and responsiveness of the SERVQUAL. Important dimensions, such as 

assurance and empathy are hardly captured by the Donabedian. It is, therefore, 

justifiable to use SERVQUAL to assess the quality of health service since the 

dimensions are compatible with other models for assessing the quality. The 

SERVQUAL model provides extra dimensions that cannot easily be developed by 

other models of measuring service quality. 

 

Moreover, the expectation construct of SERVQUAL aligns with the call of NPM in 

planning. The NPM requires that during policy formulation or planning for 

improving the service delivery, the priorities of the members of the community 

should be paramount (Osborne, 2010). The expectation in the SERVQUAL can be 

similar to the peoples’ needs or priorities in the NPM. Knowing the expectation 

through SERVQUAL makes it easy to rank and categorise priorities in the policy and 

planning process as stipulated in the NPM. Thus, the evaluation of expectations 

made in this study is important in policy advice and formulation.  

 

2.4 Empirical Review 

This section provides a review of literature from the studies prior to this thesis. The 

section is dominated by studies related to decentralisation, participation, service 

delivery, and quality. An attempt has been made to review the literature in line with 

the health sector or other socio-economic sectors. This empirical review is based on 



39 

scientific academic articles, project evaluation reports, and general analysis from the 

ministries and multinational organisations that present empirical results that are 

relevant to this study.  

 

2.4.1 Decentralisation and Service Delivery 

The experience of decentralisation and service delivery in the world can be traced 

from the economic reforms that began in the 1970s in most developing countries 

(Conyers, 2007). The rationale for decentralisation movement across the globe in the 

1970s was mainly precipitated by political and economic reforms experienced in the 

world (Alan & Nickson, 2006). In most of the African countries, decentralisation was 

mainly the result of pressure from the international financial institutions, such as the 

World Bank (WB) and the International Monetary Fund (IMF). It is also argued that 

the emergence of decentralisation emanated from the need for democracy in service 

delivery, the desire to improve the delivery of services to the entire population, and 

the growing dissatisfaction with the central governments’ failure to effectively 

provide public services (Grindle, 2007; Cohen & Peterson, 1999). 

 

In governance literature, the practice of decentralisation in service delivery is built on 

assumptions of the New Public Management and Public Choice Theory. With New 

Public Management through decentralisation, public service delivery is expected to 

adopt the private sector strategies to attain quality service delivery (Osborne, 2010). 

Public administration literature assumes that decentralisation will enable LGAs to 

choose different measures and adopt service delivery techniques depending on the 

local government situation and circumstance to improve service provision (Abe & 

Monisola, 2014; Faguet & Pӧschl, 2014; Kanire, Sarwatt & Mfuru, 2014; Conyers, 

2007). It is also presumed that decentralisation would bring the government closer to 

the community members in the village and mtaa level. Such closeness would easily 

enable the members of the community to voice out their needs and priorities in 

planning for service delivery. Consequently, decentralisation was assumed to result 

in policies and services that reflect the preference of the community members and are 

attuned to local circumstances (Smoke, 2015; Masanyiwa, Niehof, & Termeer, 

2013). In that sense, the participation of the community members becomes inevitable 

in bringing service delivery into actuality. 
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Tanzania’s experience of LGAs in the provision of services is embedded in the 

evolution process of decentralisation from pre-colonial to decentralisation reforms 

(Frumence et al., 2013; Max, 1991). Table 2.3 presents the evolution of 

decentralisation in Tanzania in correspondence with participatory planning. The 

Table depicts that the history of decentralisation in Tanzania can be traced from the 

pre-colonial to date. The evolution of decentralisation in Tanzania provides the basis 

for the success and failure of LGAs in service delivery in Tanzania. It is the 

evolution process that denotes the adoption of different laws enacted to permit the 

establishment of district and urban authorities for service delivery in Tanzania. 
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Table 2.3: Evolution of the Decentralisation in Tanzania 

PERIOD COMMENTS AIM CHALLENGES 

Before 1884 Established chiefdom Ensure security and combat 

threats like famine 

Dominated by tribal conflicts for boundaries 

German Era 1884-

1917 

Established direct rule. 

Established municipal council under the 

order of imperial chancellor of 1910 

Upkeep of the roads and school 

maintenance 

Exclude local leadership and no participatory 

planning. 

British Era 

1917-1961 

Adopted indirect rule with the traditional 

chiefs using Native Authority Ordinance 

(Cap. 72) of 1926, Municipal Ordinance ( 

Cap. 105) 1947, and Local Government 

Ordinance (Cap. 333) 1953 

Empower Local Chiefs in 

Judicial, Executive, and 

Legislature. 

Create county, local, and town 

councils 

No popular participatory planning of community 

members 

Local chiefs did not have formal education and 

turned into puppets. 

Local chiefs did not have power over the Non-

Africans 

The first decade of 

independence 1961-

1972 

Abolished Native Authority Ordinance. 

Established village and district 

development committee with circular No. 

20 of 1963. 

Adopt Ujamaa Village Policy in 1967. 

Abolish chiefdom. 

Establish District Development 

Committee with Act No. 48 of 

1966. 

Establish Ward Development 

Committee using Act No. 6 of 

1969 

Resistance from local chiefs. 

LGAs were limited by resources, personnel, and 

skills, 

The poor relationship between staff and 

committee leaders. Members were appointed and 

not democratically elected, 

Little participation of the community members in 

decision-making. 
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Decentralisation by 

Deconcentration 

1972-1982 

Abolish LGAs with the decentralisation of 

Government Administration Act No. 27 of 

1972. Form District Development Councils 

and Regional Development Councils whose 

functions and powers stemmed from DSM 

headquarter 

Strengthen the central 

government. Adopted a top-

down participatory planning 

approach for service delivery 

No popular participation of the community 

members in planning activities for improving 

service delivery, 

Service delivery declined, 

Decisions originate from the central level, 

Community members are forced to contribute, 

and volunteer resources and labour to improve 

services 

The reinstitution of 

LGAs 1982-1990s’ 

Re-establish LGAs through:  

The LG (District Authorities) Act, No. 7 

and 8 of 1982; (District Authorities and 

Urban Authorities) 

The insertion of Articles 145 and 146 in 

1984 in the Constitution of 1977 of the 

URT 

Shift the government from 

deconcentration to devolution 

to improve service delivery. 

Strengthen the top-down 

modality in planning. 

Politicians and bureaucrats conflicts at the 

LGAs. 

The weak financial position of LGAs. 

Overlapping of LG autonomy with ruling 

political party. 

Strong central control and supervision of the 

LGAs 

Decentralisation by 

Devolution 

1990s’-Present 

HSR, LGRP I and II, 

O&OD 

Give more autonomy to LGAs 

and adopt a bottom-up planning 

approach 

Resource constraint 

Source: Modified and adapted Kessy (2018); Marijani (2017); Frumence et al. (2013); Max (1991) 
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2.4.2 Reforms and Health Service Delivery in Tanzania 

During the 1980s countries across the world embarked on implementing different 

reforms in view of attaining quality in service delivery. The reforms were mainly 

linked with decentralisation reforms in the public sector. In public administration, the 

origin of the reforms in several socio-economic sectors is rooted in the growing 

importance of community members’ participatory planning and the LGs in service 

delivery (Alan & Nickson, 2006). The World Bank (2003) asserts that the 

decentralisation reforms in the socio-economic sectors like health were necessary to 

replace the poorly, inadequate and traditional service delivery with local tailored 

improved services to the citizen.  

 

Studies have also affirmed that decentralisation reforms aimed to ensure that local 

governments have adequate resources (financial and human) for excellent service 

provision (Engida & Bardill, 2013; Conyers, 2007; Hope, 2002; Silverman, 1992). 

The reforms were also anticipated to empower local governments to provide high-

quality services, increase managerial autonomy of the local government, widen the 

level of participation in planning, improve the decision-making practices, reduce 

inequalities between rural and urban, lower cost of services, responsive to the local 

needs, and preference and build LGAs that are more informed to better allocate 

resources (Kigume, Maluka, & Kamuzora, 2018; Islam, 2015; Mills, 2006; Luiz & 

DeMello, 2004). 

 

The adoption of decentralisation reforms for service delivery in most African 

countries began in the 1980s. This was the period through which most developing 

countries, including African countries, began to implement the Structural Adjustment 

Programmes (SAPs) as proposed by the Bretton Woods Institutions (World Bank and 

International Monetary Fund) that campaigned decentralisation of service delivery in 

the public sector (Islam, 2015; ECA, 2005). The decentralisation of socio-economic 

sectors such as health provision, education provision, water provision, and road 

maintenance was one of the packages of the SAPs (Friedmann, 1992). The rationale 

for decentralisation reforms adopted in Africa, Asia, and Latin America was to 

ensure improved governance and service delivery in the local government (Robinson, 

2007). Decentralisation was also envisaged in the health sector to encourage the 
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participation of the community members in planning for service delivery (Abe & 

Monisola, 2014; Frumence et al., 2014; Conyers, 2007). 

 

Based on positive assumptions of decentralisation reforms and pressure from the 

Bretton Woods Institution, Tanzania started to implement extensive reform 

programmes as remedial measures for the economic crisis of the late 1970s and 

1980s (Lufunyo, 2013). The overall objective of the reforms was to ensure quality 

services within the priority sectors like health and ensure that services conform to the 

expectations of community members in service provision. The reforms include 

Health Sector Reforms (HSR), the Local Government Reform Programme (LGRP), 

Legal Sector Reform Programme (LSRP), and Public Financial Management Reform 

Programme (PFMRP) (URT, 2011a). The reforms aimed at putting structures and 

systems that will ensure improved service delivery in socio-economic sectors 

including the health sector which is the focus of this study. 

 

In the health sector, the Health Sector Reform and the Local Government Reform 

Programme are of great concern towards influencing the participation and quality 

service delivery in the LGAs. The LGRP and HSR are concurrently implemented 

based on the broad policy of Tanzania Vision 2025 and the National Strategy for 

Growth and Reduction of Poverty (NSGRP) popularly known as MKUKUTA. Both 

the LGRP and HSR advocated for decentralisation and community members’ 

participation in planning for health services to attain quality service provision in all 

the health facilities under the LGAs as advocated in the Alma Ata declaration of 

1978 (Kigume, Maluka, & Kamuzora, 2018; Marijani, 2017; Frumence et al., 2014; 

Fjelstad et al., 2010). 

 

In the LGAs and health services, the LGRP (1998-2008 and 2008-2014) and HSR 

resulted in significant organisational, managerial, and financial changes in the 

healthcare planning and delivery in Tanzania. The changes affected the health 

services provision and planning in the village, ward, district, region, and national 

levels. Owing to the LGRP and HSR changes, the health system in Tanzania adopted 

Trinitarian arrangements from the grassroots to the national levels for health service 

delivery (Frumence et al., 2014). The first level of the health system arrangement is 
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the central government. This level combines the Ministry of Health, Community 

Development, Gender and Elderly (MoHCDGE) and the President’s Office-Regional 

Administration and Local Government (PO-RALG). It is formed by the appointed 

officials, politicians, and technical administrative personnel who are responsible for 

formulating the policies, defining priority areas of intervention, preparing the 

medium-term plan, overseeing all the plans, and monitor the provision of health 

services in all levels of service delivery (Sikika, 2012). 

  

In the same vein as LGRP and HSR, the second level represents the region where 

Regional Medical Officer (RMO) and Regional Administrative Secretariat (RAS) 

provide supervisory and technical support on health-related matters in the entire 

region. Lastly, the district-level where LGAs are charged with responsibility for 

promoting and facilitating health service delivery in the health facilities under their 

areas of jurisdiction; in this case, the district hospitals, health centres, and 

dispensaries. The district-level consists of elected councillors, service committees, 

and technical administrative personnel. Equally, the HSRs and LGRs mandated the 

LGAs to promote the participation of the community members to improve the health 

service delivery in the district hospitals, health centres, and dispensaries to attain 

quality service (Marijani, 2017; Sikika, 2012). 

 

 In the context of decentralisation by devolution, the LGRP (the first phase 1998 -

2008 and second phase 2009-2014) through the principle of subsidiary was 

envisioned to create LGAs which are autonomous institutions that are free to make 

operational decisions, build strong financial and human resource and widen citizen 

participation in planning and executing their development plans (Kanire, Sarwatt, & 

Mfuru, 2014; Msami & Tidemand, 2010). The outcome of the implementation of the 

LGRP was assumed to be the availability of reliable services of high-quality and 

affordable to the people in health and other socio-economic services (Kanire, 

Sarwatt, & Mfuru, 2014). 

 

 In health service delivery, the reforms recognize health system arrangement and the 

participation of the community members in service delivery. Based on the reforms, 

the decentralised health facilities which are the district hospitals, health centres, and 
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dispensaries are expected to provide quality health care at the village, ward, and 

district levels (Boex et al., 2015). The decentralised health services provision in the 

LGAs is under the supervision of Council Health Service Boards and Health 

Committees. Thus, the committees are important in facilitating the participation of 

the community members in planning and decision-making at the local community 

levels (Kilewo & Frumence, 2015; Fjelstad, Ngalewa & Katera, 2010). These include 

Council Health Services Boards (CHSB) and the health facility committees (Hospital 

Committees, Health Centre Committees, and Dispensary Committees). In planning, 

the committees (village, ward, district, or facility level) facilitate the preparation of 

the Comprehensive Council Health Plan (CCHP) from the village to the district 

levels. In the Tanzanian health services set-up system, health centres, and 

dispensaries provide health services to 71% of the Tanzanian population (URT, 

2013). Thus, dispensaries and health centres, which form part of the decentralised 

service delivery in the government-owned health facilities under the LGAs in 

Tanzania, deserve a special assessment on the state of quality of health service 

delivery. 

 

2.4.3 The Quality of Health Service Delivery  

It goes unsaid that the quality of service is the most desired output in service delivery 

in any sector. The quest for quality public service delivery in the principles and 

assumption NPM and Public Choice is a topic of interest in public administration. 

With the NPM; Ministries, Departments, and Agencies (MDAs) are expected to 

provide quality services to the community members in their local areas. The desire 

for quality service delivery in the public sector emerges with the rise of the people’s 

living standards, technology, and awareness that oblige policy-makers and decision-

makers to shift their focus toward quality services rather than larger quantities of 

low-quality services (Rana et al., 2019). As a result of the increasing demand for 

quality services in different socio-economic sectors, notably the health sector, 

Tanzania decentralised health service delivery in 1990. In 2011, the country 

approved the Tanzania Improvement Quality Framework in Healthcare 2011-2016 

and 2015 it adopted the Health Sector Strategic Plan IV 2015-2020 with a popular 

slogan for reaching all the households with quality healthcare (URT, 1998; URT, 

2011b and URT, 2015b). 
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Studies on healthcare services show that quality health has a positive impact on 

satisfaction to service delivery, improved maternal health care services and the 

utilization of the primary healthcare facilities (Makuka et al., 2017; Agarawal and 

Garnesh, 2017; Iluminen, 2003). Butt and Run (2010) add that provision of quality 

health services is essential to the individual, organisation, and the general public. A 

failure to meet customers’ expectations, especially in healthcare can lead to disasters. 

The quality of health service delivery is a multifaceted service delivery outcome that 

uses different dimensions of measurement. The dimensions for measuring the quality 

of service are sector-specific domesticated in the agriculture, education, water, or 

health sector stated in a particular paradigm, model, or theory. However, a model 

from another service sector can be adopted to increase the methodological rigour and 

enhance the validity of the findings. Although the health sector has its specific 

models, such as the three structure-process-outcome of the Donabedian, adopting 

other models from the service industry or marketing sectors such as SERVQUAL 

can be useful.  

 

The use of other models in health services is in line with the difficulties posited by 

Illuminen (2003) that measurement of the quality of health services is the biggest 

hurdle. This is especially when deciding what is to be measured and how to measure 

it. Studies have identified employees’ capacity, communication process, and 

technology as the factors that may affect the quality of service delivery (Makuka et 

al., 2017; Musyoka, Ochieng, & Nziok, 2016). URT (2011b) affirms that there is no 

consensus in measuring the quality of health service delivery. The lack of consensus 

on what one should measure is due to the different interpretations given to quality 

based on culture. Countries across the world have different values and priorities. 

Thus, the lack of specificity on how to measure the quality provides greater 

flexibility to researchers and academicians to borrow from within the health sector or 

outside the health sector. 

 

The study by Khamis and Njau (2016) explored the health care workers' perception 

about the quality of the healthcare at the outpatient department in Mwananyamala 

Hospital in Dar es Salaam, Tanzania. Using a cross-sectional qualitative study, the 

study revealed intrinsic and extrinsic factors that influence the quality of health 
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services from the perception of the health workers. Settingwise, the study is limited 

as it presents only the experience of the urban settings, i.e Dar Es Salaam, where 

health experience may differ significantly with rural settings, like Bahi District. 

Thus, the information on rural health service delivery is missing and, thus, gives a 

need to carry out a study with both urban and rural information which is a real 

phenomenon in Tanzania.  

 

Likewise, the study by Kahabuka et al., (2012) explored the caretakers’ justification 

for bypassing the primary health care facilities in favour of higher-level hospitals in 

the rural district of Muheza, Tanga Region. The study is predominantly qualitative 

collecting information from four focus group discussions. The study revealed that 

community members bypass the PHC facilities due to shortage of drugs, distrust of 

health workers by the community members, shortage of medical equipment, and 

physical infrastructure for quality health service. The reasons for bypassing PHC 

facilities are linked to the Parasuraman Service Quality aspects of assessing the 

quality.  

 

Both findings by Khamis and Njau (2016) and Kahabuka et al., (2012) did not apply 

the Parasuraman Service Quality dimensions to capture qualitative and quantitative 

aspects of health services at Mwananyamala Hospital and Muheza District. Also, the 

study findings by Khamis and Njau (2016) are based only on the perception of 

workers with less focus on the expectations and perceptions of the community 

members who are the immediate beneficiary and consumers of health services 

provided in their neighbourhood. Parasuraman et al., (1994) recommend that the 

quality of service should be determined from the gap between the expectations and 

perceptions of the services from the perspective of the user or consumer of services. 

The fact that the study by Khamis and Njau (2016) and Kahabuka et al., (2012) is 

predominantly qualitative with only 27 participants and four FGDs respectively 

makes the magnitude of the status of quality in health service delivery largely 

unquantified. There is a need for another study with quantitative methods (like 

survey questionnaires) for improved results and more comprehensive outcomes 

(Rana et al., 2019).  
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Similarly, the data for the study by Khamis and Njau (2016) was merely captured at 

Mwanayamala Hospital, which is a District Hospital. Thus, the experiences of 

service delivery in the lower levels of the district health facilities (health centres and 

dispensaries) are inadequately explored. The experiences of health service delivery in 

the health centres and dispensaries are essential because they are at the frontline in 

the provision of primary healthcare services to the community members (Boex, 

Fuller, & Malik, 2015). The health centres and dispensaries are the entry point in the 

provision of public health care service delivery to most Tanzanians, mainly those 

who reside in the villages (URT, 2016a). Thus, there is a need to make a physical 

visit to collect information from community members and healthcare facilities on the 

specific aspects of quality in the health centres and dispensaries.  

 

Adding to this study, Masuma and Maggier (2004) noted that the poor people 

experience challenges of availability of essential drugs, unofficial payment, shortage 

of skilled providers, and lack of consistency of the waiver policy when seeking 

health services from health facilities. The study draws from review literature in 

regions of Mbeya, Tanga, Dodoma, Kagera, Mtwara, and Kilimanjaro. This shows 

that the challenges to health services are nationally based. Despite the study reporting 

on the experience of challenges from across Tanzania, the findings based on the 

current situation with primary data to assess the magnitude of quality health service 

delivery are not provided. Similarly, the study draws attention to the experience of 

poor people only. Health service delivery is meant for both poor and rich, regardless 

of their economic and social status. Thus, a study that focuses on the views of all the 

community members without segregating based on rich or poor is essential in 

providing a balanced result on the health service delivery in the country. 

 

In another study, Makuka et al. (2017), in Tanzania, depicted that the quality of 

maternal health services is not up to the standard in Mwanga District. The findings 

revealed that community members are dissatisfied with the quality of services 

provided in the dimensions of staff attitude, medical equipment, drug availability, 

and limited accessibility. The study provides important dimensions that are useful for 

assessing the quality of health services. Unlike the present study, the study was 

predominantly qualitative and based on one rural district, thus giving little attention 
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to rural and urban settings of service delivery of the whole of Tanzania. In terms of 

setting, Tanzania has rural and urban councils. Thus, it is essential to gather 

experience of service delivery from the two settings to strike a balance of 

information from community members from rural and urban councils. Also, the 

study was conducted between 2011 and 2014. Policy-related changes that have 

influenced the quality of service delivery from the time when the study by Makuka et 

al. (2017) was conducted to date were not considered. The changes include the 

expiration of the ten years Primary Health Services Development Programme (2007-

2017) and the adoption of Health Sector Strategic IV (2015-2020) that set the basis 

for the status of the quality of service delivery.  

 

Similarly, the study by Lufunyo (2013) investigated the impact of public sector 

reforms on service delivery in Tanzania. This study attempted to ascertain whether 

the public sector reforms have contributed to improving service delivery in Tanzania 

through the lens of three objectives. The data used for analysis in this study were 

compiled from both primary and secondary sources with a sample size of 120 

respondents. The study gives relevant information on how reforms have influenced 

service delivery in the Tanzanian context. The study findings were predominantly 

focused on service delivery from a general perspective. It has dealt with health, 

infrastructure, and sanitary services but did not have focused attention on one 

selected sector. In Tanzania, every sector (health, infrastructure, environment or 

education) when it comes to service delivery, is guided by its strategic plan and 

policy. Thus, it is a bit challenging to have a specific recommendation for improving 

service delivery in a specific sector for a study that has focused on more than one 

sector.  

 

 In the same vein, Lufunyo (2013) has attempted to focus on the quality of services in 

the three sectors though data were drawn from councillors and public servants who 

are not mainly the immediate beneficiaries of the services. Scholars recommend that 

the quality of service be measured from the perspective of beneficiaries i.e 

community members in this context (Parasuraman, Berry, & Zeithaml, 1994). With 

such recommendation from scholars, there is a need for a study to examine the 
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quality of service delivery in the sector of health mainly from the perspective of 

community members who are the beneficiary of health service delivery in the LGAs.  

Following the recommendation by Parasuraman et al. (1994), in their study, Butt and 

Run (2010) has assessed the quality of health service delivery from the perspective of 

the beneficiaries of health service.  In measuring the quality, the study by Butt and 

Run (2010) has applied the SERVQUAL model to assess the quality of service 

delivery on the private healthcare facilities in Malaysia. The study offers ways to 

assess the quality of health services though the focus was on the private healthcare 

facilities in Malaysia. Thus, a study situated in the Tanzanian context adopting 

SERVQUAL was essential to assess the quality of decentralised health service 

delivery in the public healthcare facilities and its link to participatory planning. The 

subsequent sections provide reviews and arguments on the aspects of participatory 

planning from Tanzania and elsewhere. 

 

2.4.4 Participatory Activities for Health Services 

The efforts shown by the community members to development projects in the form 

of labour provision, material, and financial contributions attract other investors to 

support the local initiatives (Mollel &Tollenar, 2013). Thus, participatory activities 

by the community members are essential to influence the outcome of health services. 

In a study by Adongo et al. (2013), from Ghana, the change of males’ perception of 

the involvement in reproductive health services has improved the health status of 

children. Change in the perception has erased misconceptions on male involvement 

in reproductive health. It has increased males’ understanding of the side effects and 

benefits of family planning. 

 

Also, the study by Bandesha and Litva (2005) explored the differences in perception 

of participation between lay and professional stakeholders in service delivery for the 

South Asian population in Greater Manchester. The study used in-depth and focus 

group discussions to explore the views of laypersons and professional stakeholders. 

The study findings depict that the perception of the community members on 

financial, ideal, communal work, and material support is essential in attaining 

community projects. The study provides relevant aspects such as citizens’ 

engagement and informed population which may be useful when measuring the 
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perception of community members using variables like volunteering for public work 

and contribution.  

In Kenya, the study by McCollum et al. (2016) explored the perceptions of the 

community members on participation in improving health services. The study used 

in-depth interviews and focus group discussions to generate information from 

Nairobi City and Kitui County. The results depict that Community Health Services 

(CHS) play a vital role in improving access to health services. The study is relevant 

as it brings in the experience of Nairobi City and Kitui County denoting urban and 

rural settings in service delivery. Thus, the urban and rural dichotomy may enrich the 

current study methodologically and in an analytical point of view. 

 

Also, the study by Frumence et al. (2014) has focused on participation in health 

planning in a decentralised health system with experience from facility health 

governing committees in the Kongwa District of Tanzania. Using a qualitative 

approach, the study gathered information from 13 key informants and five focused 

group discussions in the health facilities. The findings depict that the health 

governing committees are instrumental in providing room for community members 

to participate in the management of the health facility and mobilization of resources 

for improving the outcome of health service delivery. The study is relevant as it 

provides the basis for argument on the effectiveness of health committees towards 

quality service delivery. Despite the relevance of this review to the study, 

methodologically the study narrowed itself to the qualitative approach in the health 

facility. The information is also gathered in the health facilities from the healthcare 

workers as providers of service delivery but not from the community members who 

are the beneficiaries of service and the main actors of participation in planning. 

Gathering information from among the beneficiary of service (community members) 

provides a thorough sentiment of the entire community about participatory planning 

and the outcome of health service delivery.  
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2.4.5 Level of Planning for Health Services 

Decentralisation shifted the planning mandate for service delivery from the national 

(top) level to the local (bottom) level (Fjelstad, Ngalewa, & Katera, 2010). This was 

done to attain improved service delivery. Participation in planning invites the 

community members to formulate, evaluate, implement, and monitor service delivery 

strategies in their local context (Madzivhandila & Maloka, 2014). The level of 

participation of the community members in planning is essential towards determining 

the quality of service delivery. 

 

A study by Marijani (2017) examined community participation in the delivery of 

water and health care services in the LGAs in Tanzania. The study adopted a 

descriptive design to collect data from 208 respondents. The study findings revealed 

that meetings, presentations, visitation, education, and promotions were the 

indicators of participation in health service delivery. Such indicators may be useful 

when assessing how the community members partake in health service planning. 

Even though, the study draws experience of participation from both urban and rural 

councils of Tanzania, the limitation of the study is observed in its weakness to 

examine service delivery in the water and health sectors which are guided by two 

different policies and ministries under one roof of the study. In that sense, an analysis 

of two socio-economic sectors can be too broad and general, especially in 

recommendation and policy advice to the government. It is, therefore, needful to 

limit the study in one socio-economic sector, like health to make it more focused. 

Also, the dependent variable, service delivery, has not been qualified with the service 

outcome aspects, like quality, affordability, accessibility, acceptability, 

appropriateness, adequacy, and availability for measuring service delivery to make it 

sharp and focused (Kida, 2012; URT, 2011b).  

 

Similarly, Nayak and Samanta (2014) studied the role of people’s participation 

(attending meetings, raising the voice, lodging complaints, and making 

contributions) in public service delivery drawing evidence from rural West Bengal, 

India. The study was based on the primary household-level survey of 250 

respondents in the district of East Midnapore in India. The results indicated that 

raising voice and making contributions positively influenced service delivery. 
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Further, the study differs from the current study since its scope was 250 respondents. 

The scope of the current study is 440 respondents which may have a significant 

impact when generalising as compared to 250 respondents. With such a big sample 

size, Creswell (2014) opined that it is expected to enhance the validity of the 

findings.  

 

In another study, Abe and Monisola (2014) examined citizens’ participation and 

service delivery at the local government level from Ekiti District in Nigeria. The 

study affirmed that the essence of creating local government is to bring the 

government to the people so that the community members can participate fully in the 

process of governance and influence the outcome of service delivery. This study 

provides pertinent information as it establishes the purpose of LGAs and 

participation in service delivery. The level of participation of the community 

members is important for policy advice. Therefore, it contributes to improved service 

delivery. Also, the information was gathered from a limited sample of 100 residents. 

Again, the study has been too general since it focused on more than one socio-

economic sector (water, health, education, or agriculture). Each socio-economic 

sector has its peculiarity in terms of budget, policies, priority, and even the model of 

planning for urban and rural dwellers. 

 

Furthermore, the study by Wanjala and Muiruri (2016) in Kenya examined the link 

between participatory planning and the quality of service delivery through the lens of 

decentralisation. The findings revealed that participatory planning plays a crucial role 

in service delivery in local authorities of Kenya. However, the study concentrated on 

the four socio-economic sectors, namely water, health, education, and infrastructure 

at Webuye Municipality which makes it too general and broad to the specific sector. 

Also, Kenya’s experience of participatory planning and quality service is built based 

on its ideology of capitalism. Unlike Kenya, participation in Tanzania is entrenched 

in its ideology of socialism and self-reliance which is compatible with the 

participation of the community members (Max, 1991). Hence, every country has a 

unique experience of participatory planning and service delivery framed by 

capitalism or socialism. Differences in the experience through which each country 
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has evolved provides a basis for the nature of participation and the state of service 

delivery. 

 

2.4.6 Decision-Making Practices for Health Services 

Scholars have recommended the participation of community members in the 

decision-making for effective service delivery (Abe & Monisola, 2014; Mollel & 

Tollenaar, 2013; Bossert & Mitchell, 2011). The study by Kigume, Maluka and 

Kamuzora, (2018) has used the qualitative approach to understand the amount of 

decision-making space transferred from the central government to institutions at the 

periphery in the decentralised health system in Tanzania. The study depicts that 

decentralisation has provided local authorities with range of decision-making spaces 

for decision making for effective service delivery. The decision-making space 

examined is essential in gauging the practices of decision-making in the context of 

participation. This reviewed study has been predominantly qualitative making the 

quantity of the decision-making practices under the LGAs unknown. 

 

A study by Mollel and Tollenaar (2013) assessed the involvement of local 

communities in decision-making based on a case study of a healthcare facility and 

primary school in Morogoro Region. The study is relevant since it has provided the 

historicity of decentralisation and service delivery in the sector of education and 

health in the context of decision-making. This study shows that the O&OD was 

adopted in Tanzania for planning of the budget. Through this, the community 

members are tasked to outline their priorities which are compiled by the LGAs for 

central government approval. The conclusion reveals that even though policy states a 

strong decentralised government, in reality, central preferences dominate the 

decision-making. Wishes expressed in local plans are ignored in the planning 

procedure (Boex, Fuller, & Malik, 2015). The study has looked into aspects of 

decision-making in both health and education where practices and policies are 

different in the two sectors. Thus, there is a need to focus on a single specific sector 

to examine the influence of decision-making practices on the quality of health 

services. 
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Moreover, the study by Rutter et al. (2004) presents the findings of a qualitative case 

study on the involvement of two mental health provider trusts in London. The study 

used semi-structured interviews to collect information from the stakeholders. The 

findings of this study revealed that health providers have always retained control 

over decision-making despite the desire of patients’ need for change in policies and 

services. The study indicates how users’ plans for services are sometimes hampered 

by the provider. The reviewed study provides a direct link with the dependent 

variable that is essential for assessing the role of beneficiaries in improving the 

quality of services. Despite the link, the study findings are drawn from the qualitative 

and the developed city of London where services are highly developed and 

sophisticated.  

 

The study by Shayo et al. (2012) has used a qualitative research design with in-depth 

interviews to explore the challenges to fair decision-making processes in the context 

of health care services in Tanzania. The study findings have revealed a significant 

influence of gender, wealth, ethnicity, and education on healthcare decision-making 

processes, particularly at the district level. This study provides the basis for assessing 

the influence of variables, such as education, gender, and wealth on the quality of 

health service. However, the study has focused more on the health service providers 

in the health facility with less focus on the health facility users who are mainly the 

beneficiaries of the services.  Therefore, the beneficiaries of health services are in a 

better position to evaluate the service rather than the providers. 

 

2.5 Research Gap 

The lenses of the New Public Management Paradigm and Public Choice Theory put a 

link between participatory planning and the outcomes of health services dimensions, 

such as quality. It is also noted from the theoretical review that the SERVQUAL 

Model has been used mainly to assess the quality of services in the business sector 

(Syed, Norita, & Avraam, 2018; Shala and Pira (2017; Deshwal, 2016). Therefore, 

the use of both the NPM paradigm, Public Choice Theory,  and SERVQUAL Model 

could provide a strong base for investigating the implication of participatory 

planning and the quality of the decentralised health service delivery in Dodoma, 

Tanzania.  
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The empirical review of studies has revealed a considerable influence of 

decentralisation on service delivery (Kigume et al., 2018; Lufunyo, 2017; Mpambije, 

2016; Abimbola et al., 2015; Kanire et al., 2014; Bandesha and Litva, 2005; 

McCollum et al., 2016; Nayaki and Samanta, 2014; Rutter 2004 and Shayo et al., 

2012; Msami and Tidemand, 2010). Most of these studies have focused on 

decentralisation and service delivery from a general perspective in either developing 

or developed countries. Thus, there are inadequate studies that focused on the link 

between the specific aspect of decentralisation notably participatory planning, and 

the quality of service delivery.  

 

Similarly, a number of the reviewed studies including those of Wanjala and Muiruri, 

2016; McCollum et al., 2016; Nayaki and Samanta, 2014; Adongo et al., 2013; 

Bandesha and Litva, 2005; Rutter 2004 were conducted in Kenya, Ghana, South 

Asia, United Kingdom, and India.  Hence, the need for a study situated in Tanzania is 

important given that, elsewhere, policies, ideology (socialism or capitalism), 

population, environment, and experience of decentralisation are not similar to those 

of Tanzania.  

 

In the same vein, studies in Tanzania in the context of decentralisation indicate 

participation is essential in the formation of the governance structure for promoting 

service delivery (Marijani, 2017; Kilewo & Frumence, 2015; Frumence et al., 2014; 

Masanyiwa, 2013; Mollel & Tollenaar, 2013). However, some studies have focused 

on more than one socio-economic sector, like water and health service while others 

were qualitatively based. In that sense, an analysis of two socio-economic sectors can 

be too broad, especially in recommendation and policy advice to the government or 

community members. It is, therefore, needful to limit the study in one socio-

economic sector like health for specific policy intervention and improvement.  

 

Also, the reviewed studies on the quality of services in Tanzania focused mainly on 

the perception of health workers in either urban or rural councils of Tanzania 

(Makuka et al., 2017; Khamis and Njau, 2016; Lufunyo, 2013). Methodologically, 

most of these studies were predominantly qualitative with expectations or 

perceptions mainly from the health workers. Thus, a study with both qualitative and 

quantitative information provides more evidence on the magnitude of the quality of 
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health from the perspective of community members taking experience from both 

rural and urban councils of Tanzania. This brings a strong basis for providing policy 

advice for future improvement from the implication of the participatory planning and 

quality of health services in entire Tanzania regardless of the settings. This study, 

therefore, filled the gaps by responding to the research questions set in section 1.5.  

 

2.6 Conceptual Framework 

A conceptual framework is a narrative outline that indicates the variables to be 

studied and the relationship that exists between the independent and the dependent 

variables. In this study, the conceptual framework (Figure. 2.1) is informed by the 

theoretical and empirical literature related to the research objectives of the study. In 

the context of this study, the framework is aware that the quality of service in 

decentralised health is influenced by participatory planning in the LGAs.  

Participatory planning is informed by the participatory activities, level of 

participation in planning, and decision-making practices in health service delivery. 

Thus, the framework informs of the link between participatory planning and the 

quality of health service delivery. The link is constructed from the assumption of 

NPM that advocates for decentralisation of services to invite participation that 

ultimately leads to quality service delivery. This conceptual framework suggests that 

the provision of health services in the district hospital, health centre, or dispensary 

health facilities in Tanzania falls under the decentralisation system as influenced by 

the HSR, LGRP, and the National Health Policy of 2007. 
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Figure 2.1: Conceptual Framework 
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Source: Researcher’s construction from the literature reviewed (2016) 

 

Participatory activities refer to the readiness of community members to volunteer, 

organize and contribute resources towards achieving the quality service outcome. 

The perception of the community members in the participatory activities influences 

the quality of health service delivery in the health facilities. The influence of the 

participatory activities (positive or negative) determines the status of quality of 

health service delivery among the community members in urban or rural localities. In 

the spirit of participatory planning, community members are expected to participate 

in activities, for example, to volunteer to construct health facilities and staff houses, 

contribute land for erecting the health facilities, maintain roads to the health 

facilities, and maintain the water system to the health facility.  

 

Also, from this framework, the community members are to contribute finance, ideas, 

technical support, and material for the realization of the improved health services. 

Similarly, the framework assumes that the level of planning of community members 

(high or low) is essential towards quality health services. The community members 

find themselves at a certain level in the local meeting and during actual planning.  
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The meeting aspects including budget meetings, meetings to set priorities, and 

attendance. Nayak and Samanta (2014) contend that it is not enough for the 

community members to attend meetings, but it requires timely attendance and active 

participation to improve service delivery. The planning constitutes priority 

identification, receiving feedback, execution of plans, and monitoring of service 

plans.  

 

Lastly, effective decision-making practices (good or bad) are vital in health service 

delivery in the LGAs (Shayo et al., 2012). The decision-making practices are 

conceptualized to include health committee, participation of leaders in making 

decisions, regular consultation of the community members in decision-making, 

priorities are decided in the meetings, health committees are effective, the 

community members decide on health needs, the community members are informed 

of the decisions of the health committee and the committee members are appointed in 

the mtaa or village assembly. The quality of health services as the dependent variable 

is the desired outcome of all the community members seeking health services in any 

health facility (Khamis & Njau, 2016). The quality of health service is determined by 

satisfaction or dissatisfaction with the five SERVQUAL dimensions of the 

Parasuraman. The five dimensions for predicting the quality of health service are 

tangibility, reliability, responsiveness, assurance, and empathy. The five 

SERVQUAL dimensions are recounted before the receiving of the service and after 

receiving the service by the community members in the facilities. In the decentralised 

health service delivery, the link between participatory planning and the quality of 

health services is expected to result in positive changes where community members 

experience maximum satisfaction with the services received.  

 

2.7 Summary of the Chapter 

The chapter has dwelt on the review of the literature related to participatory planning 

and the quality of the decentralised health service delivery. Key terms such as 

decentralisation, participatory planning, quality services and Local Government 

Authority were defined to confine the study in a particular context. This chapter has 

also reviewed the NPM as a major paradigm underpinning the concepts of 

participatory planning and the quality of service delivery in the decentralised 
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framework. Similarly, the study has borrowed knowledge from the service quality 

(SERVQUAL) Model of Parasuraman, Zeithaml and Berry commonly used in the 

marketing and business sector to assess the quality of service delivery in the health 

sector. The literature has shown that most studies have dwelt on the link between 

decentralisation and service delivery from a general perspective, studies on the 

specific aspect of decentralisation such as participatory planning and the quality of 

health service in the urban and rural areas of Tanzania are scarcely explored. Both 

the theoretical and the empirical literature reviewed enabled the study to design a 

conceptual framework of the study and identify the research gap of this study. The 

next chapter focuses on the research methodology of this study. 
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CHAPTER THREE 

RESEARCH METHODOLOGY 

3.1 Introduction 

The chapter explains the methods used in the study. It provides a detailed 

explanation of the procedures used to collect and analyse data to answer the research 

questions expressed in section 1.5. The methods are developed in the context of the 

broad objective of investigating the implications of participatory planning on the 

quality of the decentralised health service delivery in the councils of Dodoma City 

and Bahi District. Thus, this chapter covers the study area and its justification. Also, 

it describes the research approaches, research design, the target population, the 

sampling techniques and the sample size, and measurements of the variables. 

Methods of data collection, data analysis procedures, validity and reliability of 

research instruments, and the ethics for research procedures observed are also 

described in this chapter.  

 

3.2 Selection and Justification of the Study Area 

The study was conducted in two councils of Dodoma Region, namely Dodoma City 

(City of Dodoma) and Bahi District. The choice of Dodoma Region and the selected 

LGAs were driven by the following important criteria. First, Dodoma Region is 

among the regions in Tanzania with critical health challenges in service delivery. The 

health service delivery in Dodoma Region is characterised by a high maternal 

mortality rate, shortage of human resources for health, long waiting time for 

treatment, and inadequacy of health facilities (Msacky et al., 2017; Mshana et al., 

2015; Kassile et al., 2014). The report of the Ministry of Health and Social Welfare 

(2015) shows that the availability of basic amenities (electricity, water, latrines, 

internet, and emergency services) for client services in Dodoma is 60 per cent which 

is low compared to 95 and 72 per cent in Dar es Salaam and Mbeya regions 

respectively. Also, Dodoma is one of the regions with a high mortality rate. It is 

documented that the infant mortality rate in Dodoma Region is 42.1 per 1000 live 

births which are higher compared to the other neighbouring regions of Manyara and 

Singida, which are 33.3% and 32.4% respectively. Similarly, the maternal mortality 

rate in Dodoma Region is 512 per 100000 live births which are higher compared to 

the national maternal mortality rate of 432 (URT, 2015c). 



63 

Another motivation to conduct the study in Dodoma Region is the rapid growth of 

the population in the Region. This growth has put more pressure on service delivery, 

including health services. Asoka et al. (2013) elucidated that population growth has a 

significant implication on service delivery. The National Census 2012 reveals a 

tremendous increase in population growth in Dodoma Region at the rate of 2.3 

percent over the 10 years since 2002 (URT, 2016b). The rapid growth of the 

population in Dodoma is attributed to several factors, among them are the 

establishment of several higher learning institutions, such as the University of 

Dodoma and the Saint John’s University of Tanzania. There is also an increase in the 

number of students in the formerly established institutions, like the College of 

Business Education, Local Government Training Institute, and the Institute of Rural 

Development Planning, to mention a few. Further, the increase in population in the 

Region is also associated with the transfer of government offices from the Dar-es-

Salaam Region to the Dodoma Region (Msacky et al., 2017). 

 

Dodoma is also the Capital City of the United Republic of Tanzania. This locates 

Dodoma Region in a unique position for such a study compared to other regions of 

Tanzania in the sense that it has a diverse population with both rural and urban 

experience of participation and quality of service delivery. Similarly, the urban and 

rural contexts in this study are meant to portray the picture of health service delivery 

in the whole Tanzania which has both rural and urban aspects. The term urban setting 

refers to any area as defined by the Urban Authority Act No. 8 of 1982 that includes 

mtaa, town, municipal, or city councils. Thus, in connection with Urban Authority 

Act No. 8 of 1982, Dodoma City is a selected urban council in Dodoma Region. 

Likewise, rural setting according to District Act No. 7 of 1982, includes the district 

and village councils. Hence, Bahi is selected as one of the rural district councils in 

Dodoma Region. Furthermore, Tumaini (2020) defines a rural setting as the 

geographical area where primary production takes place with various degrees of 

population densities. The area is normally characterised by extensive land use for 

farming or livestock keeping, low population density, and an intimate web of social 

relationships.  
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Moreover, the choice of the urban and rural setting in this study was destined to 

bring a balanced experience of health service delivery in the entire Tanzania unlike 

the studies by Lufunyo (2017) in Pangani and Urambo Districts; Kanire et al. (2014) 

in Kasulu District; Frumence et al. (2014) in Kongwa District, and Kahabuka et al. 

(2012) in Muheza District which focused mainly on the health services delivery in 

the rural district authorities in Tanzania. Though the study by Marijani (2017) on 

community participation had involved both urban and rural areas, namely Ulanga 

and Kinondoni Districts, it focused on two service delivery sectors, namely water 

and health. These amenities are even offered under two different ministries and 

policies in Tanzania. The policies and practices of the two ministries differ. 

Therefore, a study situated in the health sector in Tanzania with both urban and rural 

settings of the LGAs is significant.  

 

Likewise, Dodoma City and Bahi District councils have the largest percentages of 

households for the urban and rural settings of Dodoma Region. The demographic 

profile denotes that Dodoma City and Bahi District have the largest score (%) of 

households in the urban and rural areas of Dodoma Region (URT, 2016b). Table 3.1 

depicts that Dodoma City has 48,902 (52.6%) households in the urban settings and 

Bahi District has 49,287 (100%) households in rural councils. The percents of 

households in rural and urban councils were significant in the selection of the unity 

of inquiry of the study. 
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Table 3.1: Households in Rural-Urban Councils of Dodoma Region as per the 

2012 Population and Housing Census 

LGAs Total Rural Urban 

 Number % Number % Number % 

Dodoma Region 450,305 100.0 377,320 83.8 72985 16.2 

Kondoa 55,990 12.4 49,816 89.0 6,174 11.0 

Mpwapwa 66,275 14.7 60,334 91.0 5,941 9.0 

Kongwa 61,907 13.7 55,325 89.4 6,582 10.6 

Chamwino 73,807 16.4 69,458 94.1 4,349 5.9 

Dodoma City 92,978 20.6 44,076 47.4 48,902 52.6 

Bahi 49,287 10.9 49,287 100 N/A N/A 

Chemba 50,061 11.1 49,024 97.9 1,037 2.1 

Source: Compiled by the Researcher from URT (2016b) 

 

Moreover, the two councils (Dodoma City and Bahi District) were selected to 

increase the variety and methodological rigour. Similarly, the two LGAs, like other 

LGAs in Tanzania, have adopted the O&OD as a methodological approach for 

promoting participatory planning at the village/mtaa, ward, and district council levels 

(Fjelstad et al., 2010). That being the case, the two LGAs have a long experience 

with participatory planning which is vital for establishing the link with the quality of 

the decentralised health service delivery. Also, the two LGAs have devolved powers 

and responsibilities for service delivery following the New Public Management and 

Public Choice of a decentralised framework.  

 

3.3 Description of the Study Area 

The word study area in the context of this work signifies a geographical location of 

the country, region, district, ward, mtaa or village situated in the urban or rural 

councils of Tanzania. This study was conducted in Dodoma Region in the councils of 

Dodoma City and Bahi District. Dodoma Region is among the 31 administrative 

regions of Tanzania. The Region is administratively divided into seven district 

councils namely Bahi, Chamwino, Chemba, Dodoma Urban (Dodoma City), 

Kondoa, Kongwa, and Mpwapwa. 
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Dodoma Region covers an area of 41,310 square kilometres which is equivalent to 

5% coverage of Mainland Tanzania. It has 2,083,588 inhabitants who mainly belong 

to the Gogo society. Households are respectively scattered with 16.2 and 83.8 per 

cent in urban and rural areas of the Region. According to the Housing and Population 

Census 2012, the annual average population growth rate of the Dodoma Region 

stood at 2.3 per cent with a sex ratio of 95 males to 100 females (URT, 2016b). This 

population growth rate ranks Dodoma Region as the seventeenth densely populated 

in the country with 50 people per square kilometre (NBS, 2012).  

 

Figure 3.1: Location of Dodoma Region 

 

Source: Adopted and Modified from URT (2016b)  

 

The Region lies in the heart of the central part of Tanzania as depicted in Figure 3.1. 

It is situated about 480 kilometres from the coast. It is bordered by Manyara Region 

to the North, Tanga Region to the North East, Singida Region to the West, Iringa 

Region to the South, and Morogoro Region to the East and South East. Also, in terms 

of infrastructure, the paved trunk roads (T3 and T5) link Dodoma with other regions 

and the neighbouring countries of Rwanda and Burundi. The Region also lies along 

the Great North Road which is a major infrastructural network of Africa that 
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connects Cairo to Cape Town through Dodoma. Moreover, the central railway of 

Tanzania passes across the Region. 

 

The government and private sectors provide health services to the growing 

population in the Region from the available health facilities. The available health 

facilities in the Region range from national, regional, district, health centre, and 

dispensary status of health facilities. In terms of the availability of hospital health 

facilities, the Region has eight hospitals that include Dodoma Regional Referral 

Hospital, the Benjamin Mkapa Hospital, and Mirembe Psychiatric Hospital just to 

mention a few (URT, 2016b). The Region is also served by other government-owned 

health facilities under the LGAs including the 39 health centres, and 329 dispensaries 

(Msacky et al., 2017).  

 

3.3.1 Dodoma City Council 

Dodoma City is located in the middle of the country as shown in Figure 3.1. The city 

is bordered by Chamwino District in the East, Bahi District in the West, Kongwa 

District in the North, and Mpwapwa District in the South. It covers an area of 2,769 

square kilometres and has a population of 506,943 whereby 216420 are males and 

females 240930 (URT, 2019b). The annual population growth rate of the city is 3.3 

per cent with 92978 households where 47.4 per cent of the households are located in 

the rural and 52.6 per cent in the urban areas of the district (URT, 2016b). 

Administratively, Dodoma City is divided into 41 wards (see Figure 2.2), 170 mitaa 

and 39 villages. In this council, two 2 wards namely Mkonze and Viwandani were 

selected. From the selected wards, the study selected 4 mitaa namely Samora, 

Marijani, Muungano A, and Chinyika. The word mtaa (plural mitaa) is a Swahili 

term in the administrative structure of the LGAs signifying an administrative urban 

area in Tanzania with powers and functions like those of villages in the rural area.  

 

Regarding healthcare services, Dodoma City has health facilities of different 

categories (levels and ownership) including hospitals, health centres, dispensaries 

and, special clinics. The available health facilities in the City fall under different 

categories of ownership. In terms of ownership, 54 health facilities are owned by the 

government, 24 health facilities are owned by the private sectors specifically, 
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individuals, and 24 are owned by Faith-Based Organisations (FBO). The Saint 

Gemma Hospital is owned by a FBO and is used as a District Designated Hospital 

for referral cases in Dodoma City (URT, 2019b). In terms of government-owned 

health facilities, Dodoma City has four health centres and 35 dispensaries that 

provide health services in all the administrative units of the Council. 

 

Figure 3.2: The Location of the Selected Areas in Dodoma City 

 

Source: Researcher own construction, 2018 

Viwandani and Mkonze are among the wards which were selected from Dodoma 

City. The two wards were randomly selected from among the four wards with the 

health facilities (health centre) in Dodoma City. The two Wards depend on Makole 

Health Centre and Mkonze Health Centre for healthcare services. The availability of 
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health facilities at Viwandani and Mkonze Wards in Dodoma City is an important 

dimension in evaluating the quality of health and the participatory planning of the 

community members in the urban and rural councils in Tanzania (Khamis & Njau, 

2016; Kilewo & Frumence, 2015). Administratively, Viwandani Ward is divided into 

five mitaa, including Samora and Marijani which were randomly selected in the 

study. Similarly, Mkonze Ward is administratively divided into six mitaa; including 

Muungano A and Chinyika which were randomly selected in this study.  

 

3.3.2 Bahi District 

Bahi District is one of the seven districts of Dodoma Region. Administratively, Bahi 

District is divided into 22 wards (see Figure 2.3) and 59 villages. This study took 

place in Mtitaa and Mwitikira wards with a focus on the villages of Mtitaa, Nchinila, 

Mphangwe and Mwitikira. The District has a population of 263,780 whereby 

126,896 are males (48%) and 136,884 females (52%) (URT, 2019c). The District is 

predominantly rural with about 100% of people residing in the rural areas engaging 

in agriculture and livestock keeping (URT, 2016b).  

 

The health services in the District are provided in the six (6) health centres and 35 

dispensaries which are government-owned health facilities. The six health centres are 

located in the wards of Kigwe, Mundemu, Mtitaa, Chipanga, Mwitikira, and Bahi. 

There are also two (2) dispensaries under the ownership of the FBO that provide 

health services in the district along with the government-owned health facilities. 

Similarly, Bahi is one of the districts in Dodoma Region which have no district 

hospital. Thus, the council uses Dodoma Regional Referral Hospital, Mirembe, and 

Mvumi Hospital for referral cases (URT, 2019c). Dodoma Regional Referral 

Hospital and Mirembe Hospital are located about 70 kilometres away from the 

district. Mvumi hospital which is a faith-based health organisation is located 150 

kilometres from the district. 
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Figure 3.3: The Location of the Selected Areas in Bahi District 

 

Source: Researcher own construction, 2018 

 

Mtitaa Ward is divided into two villages, namely Mtitaa and Nchinila. The ward has 

one government-owned health facility namely Mtitaa Health Centre. Also, the study 

covered Mwitikira Ward which is administratively divided into two villages, namely 

Mwitikira and Mphangwe. Mwitikira Ward has two government-owned health 

facilities, namely Mwitikira Health Centre and Mphangwe Dispensary. 

 

3.4 Research Approach 

Social science studies identify three broad approaches to research. These are 

qualitative, quantitative, and mixed approaches (Creswell, 2014). This study adopted 

a concurrent mixed research approach where quantitative and qualitative techniques 

were integrated into investigating the implication of participatory planning on the 
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quality of health services. Tashakkori and Teddlie (2003) added that a concurrent 

mixed approach involves both qualitative and quantitative data from different sources 

collected and analysed to answer the research question. The approach is derived from 

the philosophical pragmatic paradigm of what works best. The paradigm permits the 

use of both quantitative and qualitative data through which data are triangulated in 

the analysis. The rationale for using the concurrent mixed approach is to provide a 

better understanding of research problems than using one approach (Denscombe, 

2010).  

 

Similarly, the concurrent mixed-method approach was adopted purposely to increase 

the validity through triangulation of the findings that provide the ground for the 

complementarities of one method with the other (Creswell, 2014). Thus, 

triangulation in the mixed approach, according to Zheng (2015), provides the 

researcher with more than one method to gather and analyse data about the same 

phenomenon by establishing convergence and corroboration of the findings to reduce 

the bias of one method over the other. Likewise, the use of a mixed approach in this 

study was necessary given that the previous studies employed only one approach 

(quantitative approach or qualitative approach) to investigate the outcome of health 

service delivery (Makuka et al. 2017; Khamis and Njau, 2016; Kahabuka et al. 2017; 

Masuma and Maggier, 2004). Hence, the use of a mixed approach had the potential 

to extend the breadth and scope of the findings situated in the healthcare services. 

 

The quantitative approach was used in this study because the study sought to test the 

causal-effect relationship of independent variables; i.e. the participatory activities, 

the levels of planning and decision-making practices on dependent variable; quality 

of health services as explained in the theoretical and conceptual framework in 

chapter two of the study. Also, quantitative techniques can measure specific 

characteristics through structured data collection procedures from a large 

representative sample for the results to be projected to the entire population (Adam & 

Kamuzora, 2008). Moreover, the approach was used to ensure that the main variables 

of the study (quality of health, participatory activities, participation in planning and 

decision-making practices) were statistically measured and provided numerical 
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values extracted from the questionnaire survey. The capturing of the main variables 

was through a closed-ended questionnaire. 

 

The qualitative approach was used to make justifications based on individual 

responses of the key informants, focus group discussions, observations, and 

documentary reviews. The results obtained through this approach in the study were 

triangulated and cross-validated with the quantitative data. In the same vein, 

affirming the importance of the qualitative approach in a quantitative study, 

Denscombe (2010) argues that the quantitative outcomes can be reinforced in the 

course of interviews, focus group discussions and observations. The qualitative 

method provided the researcher with concise answers to the research questions 

through understanding the community members and health providers’ feelings, 

technical information on health, experiences and the voice which could hardly be 

captured in the quantitative approach. 

 

3.5 Research Design 

This study used a cross-sectional research design. A cross-sectional design produces 

a snapshot of the population under the study at a particular point in time (Cohen, 

Manion & Morrison, 2007). This design suit studies like this to find the prevalence 

of a phenomenon, perception, relation and situation (Kumar, 2011). The decision to 

adopt this design was determined by how data were collected and analysed, the 

population of the study, the kind of objectives, availability of resources, and the time 

for carrying out the study (Saunders et al., 2007). Thus, the cross-section design was 

adopted because the study investigated the existing situation of health services to 

express the relationship between participatory planning and the quality of health 

service delivery. Also, this design was useful in that it could survey 400 heads of the 

household, hold an interview with 8 key informants, and conduct focus group 

discussions with 32 participants in time. This design has also been used in previous 

studies in the perspective of urban or rural Tanzania (Tumaini, 2020; Khamis & 

Njau, 2016; Kassile et al., 2014). The fact that the design has been used by the 

previous researchers provides more confidence and assurance that this design is 

worth being used in the context of participatory planning and the quality of health 

service delivery. 
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3.6 Population of the Study 

The population of the study was the heads of households from Dodoma City and 

Bahi Councils. The heads of the households were obtained at the households’ level 

of the selected villages or mitaa. According to the population, housing, and census 

report, there are 92978 and 49287 households in Dodoma City and Bahi District 

respectively (URT, 2016b). In this study, the population of the study is specifically 

defined in terms of geographical and demographic characteristics that were 

delineated to differentiate urban (Dodoma Urban) and rural (Bahi District) councils 

to make sure that sampled households met the criteria. It was at the household level 

where the heads of the households were purposively selected as the unit of inquiry. 

The selection of the heads of the households as the unit of inquiry at the household 

level was based on the fact that, in most families, the head of the family is in-charge 

of all the family matters, including seeking health services and participatory 

governance activities in the local areas. The study considered the fact that the head of 

the household can be a male or female from 18 years of age. The same consideration 

was made in the study by Lufunyo (2017) where a person of 18 years was considered 

an adult person with effective social, political, and economic responsibility of 

influencing service delivery. 

 

3.7 Sampling Frame  

A sampling frame is a list that contains information about the population of the study 

(Kothari and Garg, 2014). Kumar (2011) adds that a sampling frame is useful in 

identifying all the members of the population of the study. The list can be the 

telephone directory, employment records, patients’ records, and the list of the 

residents of a particular area (Burns and Grove, 2003). Similarly, Denscombe (2010) 

refers to a sample frame as an objective list of the population of the study from 

which the researcher can locate all the sampling elements of the study. The list is 

normally up-to-date with the names and locations of the sampled elements. In this 

study, the sampled elements included the wards with the health centres from the two 

selected councils, villages/mitaa, and the household. A list of wards with the health 

centres was obtained from the City Medical Officer (CMO) and the District Medical 

Officer (DMO). 
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Similarly, the list of all the households was drawn from the four mitaa and four 

villages from the councils of Dodoma City and Bahi District using the available 

register of the mtaa or village. The register of Dodoma City was obtained from the 

Mtaa Executive Officers (MEOs) of Samora, Marijani, Muungano A, and Chinyika. 

The register for Bahi District was obtained from the Village Executive Officers 

(VEOs) offices of Mtitaa, Nchinila, Mphangwe, and Mwitikira. The available 

register of all the households was used to generate the sample using the rules 

governing probability sampling. In this, every element of the population had an equal 

chance of being selected to participate in the study (Kothari & Garg, 2014; Adam & 

Kamuzora, 2008).  

 

3.8 Sampling Elements 

Sampling elements or sampling units refer to any object which becomes a basis for 

selection to provide the desired information at some stages of the sampling process 

(Kumar, 2011; Lavrakas, 2008). The elements or units can be a person, households, 

housing units, or parts of an organisation (Kothari & Garg, 2014). Similarly, the 

sampling elements can be an administrative area in the central or LGAs, such as 

region, district, ward, village, or mtaa.  In this study, several units were randomly 

and non-randomly selected to provide information on various aspects which are 

directly or indirectly associated with the participatory planning and the quality of the 

decentralised health services in the Tanzanian context and specifically the councils of 

Dodoma City and Bahi District. The entire study used six units, namely the study 

area, the key informants, FGDs participants, wards, villages, or mitaa and the 

household were sampled at different stages of sampling.  

 

3.9 Determination of the Sample Size 

The term sample refers to several people or items taken from a large group and used 

to provide information about the entire group (Kothari, 2009). In the same line of 

thinking, Magigi (2015) states that a sample size is an exact number of items selected 

from the target population to represent the entire population under investigation. 

Providing precaution on the size of the sample, Kothari (2009) adds that sample size 

should neither be excessively large nor too small but rather optimum. The optimum 

sample size fulfils the requirements of efficiency, representativeness, reliability, and 
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flexibility (Cohen, Manion, & Morrison, 2007). The optimum criterion cuts across 

whether the sample size is for quantitative data or qualitative data should be observed 

(Mugenda & Mugenda, 2003). 

 

Driven by the registered number of the households; i.e. 142265 households from the 

councils of Dodoma City and Bahi District, the sample size for quantitative data was 

determined by Yamane’s (1967) statistical formula given in equation (1). The 

formula by Yamane was applied based on the recommendation by Ajay and Micah 

(2014) for its ability to provide a quick and accurate sample size from a finite 

population. This formula gives a 95% confidence interval with 5% the level of 

precision to estimate the range of the variable of the population. Through the 

formula, a total of 399 households was computed. This sample was rounded to 400 

households to overcome attrition (Nunan, Aronson, & Bankhead, 2018). 

 

The formula is expressed as, 

𝑛 =
𝑁

1+𝑁(𝑒)2………………………………………………………………… (1) 

 Where n Sample size  

N= Population size 

e= The level of precision  

𝑠𝑎𝑚𝑝𝑙𝑒 𝑠𝑖𝑧𝑒 =
142265

1 + 142265(0.05)2
= 398.9  

The 400 households were proportionately divided into the councils of Dodoma City 

and Bahi District as presented in Table 3.2. The formula in equation (2) by Kothari 

(2009) was used to proportionate the sample size between Dodoma City (DM) and 

Bahi District (BH). 













N
Nnn

TP

BHDM
si

/ ……………………………………………….……………. (2) 

Where: ni  a sample size for the councils of Dodoma City or Bahi 

ns A total sample for the two selected areas of the study 

N BHDM/ = Population (Household) of the community members (CMs) from the 

Dodoma City or Bahi District 

NTP= Total Population (Household) from the two councils 
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Table 3.2: Distribution of the Sample Size by Council 

S/N Category Population 

(Household (N) 

Sample Size 

)(ni  

% 

1 CMs from Dodoma City NDM 92978 260 65.4 

2 CMs from Bahi NBH 49287 140 34.6 

 Total NTP 142265 ns 400 100 

Source: Computed by the Researcher from Tanzania Census Report 2012 

 

Therefore, a sample size of 400 was obtained for statistical analysis. This sample size 

rhymes with Mugenda and Mugenda (2003) who recommended that a sample larger 

than 30 and less than 500 respondents is adequate for statistical analysis. Similarly, 

Saunders et al. (2007) advised that, as a rule of thumb, a minimum sample of 30 

respondents is sufficient to generate quantitative information and make inferences 

about a certain population.  

 

Furthermore, previous studies in the realm of public administration that focused on 

decentralisation and service delivery have successfully been conducted using the 

sample size in the range proposed by Mugenda and Mugenda (2003). These include 

the study by Lufunyo (2017) that used a sample size of 320 respondents to assess the 

effectiveness of decentralisation on public health service delivery in rural Tanzania, 

the study by Wagana (2017) used a sample size of 275 to study the effect of 

governance decentralisation on service delivery in County Governments of Kenya. 

Other studies include those of Nayak and Samanta (2014) with a sample size of 250 

respondents and Abe and Monisola (2014) with a sample size of 100 respondents.  

 

3.10 Sampling Procedures 

The term sampling refers to the procedure of selecting elements or units to be 

involved in the study (Kothari, 2009). The selected units were one region from 

Tanzania Mainland and two district councils from the selected region. The study also 

selected wards, villages/mitaa, FGDs participants, and households. The key 

informants from the medical field were as well selected in the study.  This study 
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adopted both non-probability and probability sampling procedures to select different 

units required in the study.  

 

Non-probability sampling is a procedure whereby the sample units to be included in 

the study are deliberately selected using specific criteria (Adam & Kamuzora, 2008; 

Silverman, 2006; Ritchie, 2003). The criteria that were set in non-probability 

sampling include the critical health condition in the regions, the percentage of 

households in the urban and rural councils of the region, the availability of the 

healthcare facility in the ward, the knowledge of the standard for quality health 

services. So those who met the desired criteria were selected in the study. The 

selection was based on the assumption that the sampled units are meaningful in 

understanding the theme under the study (Kothari, 2009). Probability sampling 

means that every item in the population has an equal chance of been selected in the 

sample (Taherdoost, 2016; Kothari & Garg, 2014; Adam & Kamuzora, 2008). 

 

The non-probability procedures in this study were used to select the study areas 

(region, districts, and wards), the key informants and the FGD participants. To 

operationalize the non-probability procedure, the study employed five stages to select 

the following units namely the region for the study, districts, wards, key informants, 

and the FGD participants. In the first stage, the purposive sampling technique was 

used to select Dodoma from among the 25 regions of Tanzania Mainland. According 

to the population and housing census report, Tanzania Mainland has 25 regions 

(URT, 2016b). A further elaboration on the reasons for choosing Dodoma Region 

was explained in section 3.2 of this study. The health service delivery in Dodoma 

region which is characterised by high maternal mortality rate, shortage of human 

resources and inadequacy of healthcare facilities are some of the features that 

influence the researcher to select the region for this study.  

 

The second stage used the purposive sampling technique to select two councils, 

namely the Dodoma City and Bahi District from the seven councils of Dodoma 

Region. The decision to select Dodoma City and Bahi was driven by the percentage 

of the households in both urban and rural councils of the Dodoma Region.  The two 

councils according to URT (2016b), have the largest percentage of households in the 
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region. Thus, the percentage size of households in rural and urban councils in this 

study was essential to determine the sample size and unit of enquiry in urban and 

rural councils in the region.  

 

Similarly, in the third stage of the non-probability procedure, purposive sampling 

was used to select eight key informants (KIs). The KIs are health workers with 

administrative responsibilities at the district level or the level of healthcare facilities. 

The selected KIs include the City Medical Officer of Dodoma City and the District 

Medical Officer of Bahi District. The medical doctors in-charge of Makole Health 

Centre, Mkonze Health Centre, Mwitikira Health Centre, Mtitaa Health Centre, 

Mphangwe Dispensary, and Chinyika Dispensary were also selected as KIs. The 

purposive selection of the medical personnel was based on the assumption that they 

have technical knowledge on the standard for quality and they are members of Ward 

Development Committee which is an important organ in the local levels for planning 

and decision making for improving service delivery.  

 

The fourth stage used the purposive technique to select wards with the health centres 

from the councils of Bahi District and Dodoma City. The selected wards from 

Dodoma City were Kikombo, Mkonze, Hombolo, and Viwandani. The wards with 

health centres from Bahi District were Mundemu, Mtitaa, Mwitikira, Bahi, Kigwe, 

and Chipanga. This study identified 10 wards with health centres from the councils 

of Dodoma City and Bahi District. The wards with health facilities were purposively 

selected to see how the spirit of participatory planning is alive towards improving 

health service delivery in the village/mtaa or wards where health service delivery 

exists. The interest was to get an area where there is a healthcare facility. The aspects 

observed in the healthcare facilities included the physical environment in the 

healthcare facility, behavioural anomalies of community members, or health 

providers in the healthcare facility. The study also looked at the state of buildings 

(staff houses, patients’ wards, consultation rooms, and stores), fences, toilets, and 

waiting duration for services which are related to the quality of services in the 

healthcare facilities. The study also selected 32 participants as indicated in Table 3.4 

for the focus group discussions. The participants were selected depending on the 

characteristics of sex, age, education, and knowledge on participatory planning and 
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health service delivery. The purposive technique was used to reach out 32 

participants selecting four from every village or mtaa. 

 

In selecting wards, mitaa/ villages, and households, a probabilistic sampling 

technique in a three multistage was used. The multistage technique was employed 

because it is a systematic and economical way of breaking down the groups and 

subgroups until the targeted group is met (Magigi, 2015). In the operationalization of 

the multistage sampling, the following stages were followed. In the first stage, four 

wards were selected from among the wards with the healthcare facilities in the 

councils of Dodoma City and Bahi District. In the course of selecting the wards, the 

researcher compiled and labelled all the wards with healthcare facilities on pieces of 

paper and put them in a small vessel. Then, the pieces of paper were shuffled and an 

arbitrary choice was made in each council to get the sampled wards. In this instance, 

the lottery simple random sampling technique was used because it gives each 

element an equal chance of being picked. As a result of the lottery technique, four 

wards were selected. The selected wards were Viwandani and Mkonze from Dodoma 

City also Mtitaa and Mwitikira wards from Bahi District.  

 

Likewise, in the second stage of the probability sampling technique, the table of 

random numbers was used to select four mitaa from among 11 mitaa of the selected 

wards of Dodoma City. From Dodoma City, the selected mitaa were Samora, 

Marijani, Muungano A, and Chinyika. These four mitaa were selected from the two 

wards namely Viwandani and Mkonze. Similarly, the study picked all the four 

villages from the wards of Mtitaa and Mwitikira in Bahi District Council. The picked 

villages include Mtitaa, Nchinila, Mwitikira and Mphangwe. It was at the mtaa and 

village level where the household and the unit of inquiry were obtained as detailed in 

the following systematic sampling. 

 

Systematic sampling was used in the third stage of probability sampling. It was used 

to select 400 households from the mtaa and village registers. This involved obtaining 

the list of households from the mtaa or village register. The list was alphabetically 

arranged for a systematic selection of households. Using the register of the selected 

mitaa/villages, a total of 1917 households were identified in the City Council of 
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Dodoma and 3814 households were identified in Bahi District. The total household 

of every mtaa or village was proportionated according to its actual sample size as 

indicated in Table 3.3. The formula by Bluman (2004) was used to establish the Kth 

term for every mtaa and village in the following equation (3). Then, the systematic 

selection of the household was followed by an automatic inclusion of the head of the 

household for inquiry. The inquiry to the head of the household was due to their role 

in handling all the governance and health-related issues in their localities. These 

included the participatory activities, level of planning, and decision-making for 

improving health service delivery. The head of the household was either male or 

female. During the survey where both heads of the household were absent the nearby 

house was selected from the same mtaa or village. The study could replace all absent 

household heads.  This, thus, contributed to 400 sample size from the heads of the 

household as presented in Table 3.2 

 

………………………………………………………………………….. (3)  

Where N  Total Population 

n  Sample size 

thk  Constant term of systematic sampling of the household 

 

  

n
Nkth
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Table 3.3: Sampling Units from the Councils of Dodoma City and Bahi  

Wards Mitaa/Villages Number of 

Households 

Selected 

Households 

Viwandani Samora 250 34 

Marijani 230 31 

Mkonze Muungano A 825 112 

Chinyika 612 83 

Sub-Total Dodoma 

City 

4 1917 260 

Mtitaa Mtitaa Village 1228 45 

Nchinila Village 746 28 

Mwitikira Mwitikira 

Village 

829 30 

Mphangwe 1010 37 

Sub-Total Bahi 

District 

4 3814 140 

Grand Total 8 5730 400 

Source: Researcher’s computation, 2019 

 

3.11 Selection of Key Informants 

The key informants were purposively drawn from the health workers who are in-

charge of health service delivery in the LGAs and the healthcare facilities. The 

healthcare workers included the City Medical Officer (CMO) of Dodoma City, the 

District Medical Officer (DMO) of Bahi, and six medical doctors in-charge of the 

healthcare facilities (HFs) who were obtained from the four wards. The medical 

doctors’ in-charge of the healthcare facilities were from Makole Health Centre, 

Mkonze Health Centre, Mwitikira Health Centre, Mtitaa Health Centre, Mphangwe 

Dispensary, and Chinyika Dispensary. Before the selection of these eight health 

workers, a total of the key informants was assumed to be fourteen (14) prepared from 

the PHSDP and National Health Policy of 2007. The PHSDP (2007-2017) and the 

National Health Policy (2007) aimed to establish healthcare facilities in every 

administrative unit of LGAs (village or mtaa, ward, and district) by 2017 (URT, 

2007a). 
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The selection of these health workers was based on the conviction that they have 

technical knowledge on the standards for quality health service in the healthcare 

facilities as stipulated in the URT(2011b) Tanzania Quality Improvement Framework 

in Healthcare 2011-2016 and URT(2015b) Health Sector Strategic Plan IV July 

2015-2020, Reaching all the Households with Quality Healthcare. Also, these health 

workers are members of the health service delivery committee at the healthcare 

facility or administrative area (council, ward, mtaa/village), thus, they are important 

in influencing the participatory planning of the community members in health service 

delivery. They are the providers of the healthcare service delivery in all the facilities 

in the local government authorities (village/mtaa, ward, and the district/city). Hence, 

they are important key players in the planning process for health service delivery. 

During fieldwork, it was noted that some of the in-charge of the healthcare facilities 

were sometimes not available in the healthcare facility. Thus, another office-bearer 

was consulted. Table 3.4 presents the summary of the sampling techniques used in 

the selection of different units of the study. 

 

Table 3.4: Summary for Sampled Units  

S/N Unit N Sampled (n) Sampling 

1 Region 31 1 Purposive 

2 Districts 7 2 Purposive 

3 Wards 10 4 Purposive & Random 

5 Villages/Mitaa 11 8 Random 

6 Health workers 8 8 Purposive 

7 FGD 32 32 Purposive 

8 Household 142265 400 Systematic 

Source: Researcher’s computation, 2019 

 

3.12 Types of Data Sources 

Kothari (2009) provides two types of data sources, namely primary and secondary 

sources. The primary data were collected through the survey, focus group 

discussions, observation, and interviews. The secondary data sources were collected 

from the documented sources. The subsequent sections 3.12.1 and 3.12.2 provide 

detailed information on the primary and secondary data sources. 
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3.12.1 Primary Data 

Primary data refers to first-hand quantitative or qualitative data which are collected 

through the survey, interviews, focus group discussions, or observations to fulfil the 

research goal or solve a problem at hand (Ajay & Micah, 2014). This study collected 

primary data from the households through the survey questionnaire. The heads of the 

household provided data that were measured quantitatively to explain the 

participatory planning and the quality of health service delivery. Also, the primary 

data were collected from the selected healthcare facilities (HFs) in Dodoma City and 

Bahi District. Similarly, primary data were collected from the offices of the City 

Medical Officer (CMO) and the District Medical Officer (DMO) in the councils of 

Dodoma City and Bahi District respectively. According to Adam and Kamuzora 

(2008), primary data are collected for the first time by the researcher using various 

methods of data collection. Kothari (2009) adds that primary data are original and 

relevant to the specific research theme such as participatory planning and service 

delivery.  

 

3.12.2 Secondary Data 

Secondary data are those which are not new and original at the date of publication 

(Ajayi, 2017). They usually belong to someone else rather than the current author 

(Greenhoot and Dowsett, 2012; Johnston, 2014). Secondary data are useful in 

providing the history, records and complementing a fact obtained from primary 

sources (Kumar, 2011). In this study, secondary data were obtained from the 

documents reviewed in the Healthcare Facilities (HFs), the offices of the City 

Medical Officer (CMO) of Dodoma City, and the District Medical Officer of Bahi 

District. Also, secondary data were collected from the President’s Office – Regional 

Administration and Local Government Authorities (PO-RALGs), the Ministry of 

Health, Community Development, Gender, Elderly and Children (MoHCDGEC), 

and the National Bureau of Statistics. Secondary data were also collected from 

libraries and internet sources. The information collected from secondary data, 

included the number of HFs, the number of health service providers, the budget of 

HFs, the historical background of decentralisation, and health service delivery in 

Tanzania.  
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3.13 Data Collection Methods and Tools 

This study was carried out in two phases. The reconnaissance survey and the actual 

survey. In the first phase of the reconnaissance survey, the researcher sought to get a 

general picture of the study area to plan the actual data collection activities. The 

second phase involved the actual data collection process. The study used a survey 

questionnaire, interviews, and focus group discussions (FGDs), observations, and 

documentary review methods to collect quantitative and qualitative data. The 

quantitative and qualitative data were collected using various research tools that 

included questionnaires, interviews guide, checklist, observation kit, and the 

documentary review guide. A combination of data collection methods and tools was 

meant to triangulate the information and increase the validity of the tools (Magigi, 

2015; Creswell, 2014; Kothari & Garg, 2014).  

 

3.13.1 Survey Method 

This method uses a structured questionnaire to collect primary data from the 

respondents. In this study, the questionnaire (see Appendix I) was administered to 

400 community members who are the heads of the households with the help of three 

trained research assistants. Previous researchers, including Marijani (2017) and 

Lufunyo (2013) used the structured questionnaire to capture information related to 

health service delivery in Tanzania. The questionnaire is preferred since it has the 

potential to timely obtain data from a large sample (Magigi, 2015). Thus, the 

questionnaire was structured in a closed format to capture the demographic 

characteristics of the community members and dimensions of the service quality 

(tangibility, reliability, responsiveness, assurance, and empathy). The questionnaire 

also helped to capture information about the participatory activities, levels of 

planning, and decision-making practices in LGAs. The data were triangulated by the 

information collected through FGDs, direct observations, semi-structured interviews, 

and documentary reviews. Questionnaire development and administration are 

explained in the following five steps. 

 

Step 1: Questionnaire Design 

The questionnaire was designed based on the research objectives and research 

questions. The questionnaire was mainly formed by closed-ended questions 
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constructed in the Likert scale type. According to Nemoto and Beglar (2014), the 

Likert scale is a survey instrument of measurement with multiple responses per item 

from which respondents can indicate their opinions, attitudes, or feelings about a 

particular aspect. The Likert scale questions can gather information in a wider 

coverage with great accuracy and speed (Kothari, 2009). Previous studies confirmed 

that the Likert scale is useful for collecting data related to service delivery in the 

context of decentralisation (Agarawal & Garnesh, 2017; Issaya, 2017; Abimbola, 

Olanipekun, & Igbokwe, 2015; Kanire et al., 2014). Each of the aspects in the 

questionnaire aimed at providing data for the study variables and answer the research 

questions. The questionnaire was validated and pre-tested in the following second 

step before conducting the actual survey. 

 

Step 2: Pre-testing of the Questionnaire 

Before the actual data collection, the questionnaire was pre-tested for technical 

opinions from the experienced and experts in research to ensure the validity and 

reliability of the instrument. It is the stage at which the data collection tool is 

evaluated in advance to assess whether the tool has met the standards, including 

detection of the possible flaws in measurement procedures and identify ambiguous 

terms (Chaundhary & Israel, 2014). In light of this opinion, the questionnaire for this 

study was pre-tested using a combination of methods as illuminated by Campanelli 

(2008). At first, the researcher read the questionnaire loudly in front of the three 

research assistants to identify the difficulties in comprehending the questions. 

Secondly, a panel of experts went through a series of scrutiny at the departmental 

level (Political Science and Public Administration), school level (Social Sciences), 

and at the senate level where academicians of the University of Dodoma provided 

useful comments and inputs which improved the questionnaire.  

 

Step 3: Questionnaire Refinement 

The experts noted some ambiguous questions and gaps of missing important 

inquiries relevant to the study. Also, the experts noted that the questionnaire was too 

long and would take more than an hour to collect data from one respondent. The 

noted errors and suggestions given by the experts were used to improve the 

questionnaire. The questions in the questionnaire were modified following the 
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feedback received from the experts during pre-testing. Then, the questionnaire was 

piloted in the field for more improvements. 

 

Step 4: Pilot-testing of the Questionnaire  

According to Chaundhary and Israel (2014), a pilot test is also called a field test 

which is a mini-survey conducted to assess the whole questionnaire normally to a 

sample size of 10-25 before embarking on a full survey. In this study, a pilot study 

was conducted with a total sample of 40 (10% of 400 household heads or community 

members). For the pilot study, 20 respondents were selected from Nkuhungu Ward in 

Dodoma City and 20 respondents from Kigwe Ward in Bahi District. The two 

selected wards were not from the wards involved in the study. During the pilot test, 

ambiguities and complex phrases were identified by the respondents. Consequently, 

the questionnaire was again revised to incorporate respondents’ suggestions which 

the researcher perceived to be logical to ensure a valid and reliable questionnaire 

with the ability to address the research objectives. Then, the final version of the 

questionnaire was used to collect data in the actual survey. 

 

Step 5: Administration of the Questionnaire 

In the actual survey, an interviewer-administered questionnaire was used to generate 

data from the respondents. The questionnaire was read to the respondents by the 

researcher or research assistant and the responses were filled in the questionnaire. 

This method was useful given its immediate responses and chances to give 

clarifications when required. That some of the respondents were from the rural 

community, the method also helped to do away with the challenges of reading and 

writing by some respondents. 

 

3.13.2 Semi-structured Interviews with Key Informants 

This is the verbal interaction between the informants of the study and the researcher 

to elicit facts for the study (Magigi, 2015). The semi-structured interviews, according 

to Denscombe (2010), are used because they provide the opportunity to capture 

professional views and opinions from particular informants with specific information 

for the study. Kigume et al. (2018) and Khamis and Njau (2016) used interviews in a 
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related study to capture information from the district and health facilities staff in the 

context of decentralisation and service delivery in Tanzania.  

 

In this study, the interviews were conducted with 8 health workers. The interviews 

were held with the help of an interview guide (See Appendix II) which contained a 

list of themes for the health workers to follow. The health workers were the in-charge 

of the health service delivery in the selected LGAs and the health facilities. These 

were the Dodoma City Medical Officer (CMO) and Bahi District Medical Officer 

(DMO). Also, other key interviewees were the Health Facilities (HFs) in-charges of 

the four health centres; namely Mwitikira HC, Mtitaa HC, Mkonze HC, Makole HC, 

and two dispensaries; namely Chinyika dispensary of Mkonze Ward and Mphangwe 

dispensary of Mwitikira Ward. The health workers were central in providing the 

study with technical information on the availability, and adequacy of the various 

health services, staffing level, participation in planning, the committee for health 

service delivery, and factors that hinder quality service delivery in the health 

facilities. During the interview, the researcher requested the HFs in-charges’ consent 

to audio record the interview responses since the transcription and analysis were to 

be done in the future. Some participants did not give consent to audio record their 

responses and so the researcher transcribed their responses in a notebook. 

 

3.13.3 Focus Group Discussions 

A Focus Group Discussions (FGDs) is a data collection technique in which a small, 

homogenous group of people whose interactive discussions on a particular topic 

provides shared feelings and experiences of a certain aspect (Kitzinger, 1994). Thus, 

in this study, FGDs were employed to solicit information from the community 

members to know about their shared experience with the healthcare services in the 

public health facility, the availability and adequacy of health facilities. The 

discussions also sought to get the awareness of participants about the health 

committees for improving health, the strategies to improve health services, 

interaction with the health services provider, and participatory activities for 

improving the health services. A checklist (See Appendix III) with 8 guiding 

statements was used to track the specific aspects of participatory planning and the 

quality of the health service delivery. 
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The participants of the FGDs were drawn from among the residents of the area 

considering their sex, age, education, knowledge on the subject matter and 

willingness to participate in the study. The gender of the community members was 

fairly considered given that both male and female participants are concerned with 

participation and quality of health services. The deliberation of gender aspect was 

based on the observation by Kitzinger (1994) who recommends balanced information 

from all gender groups during FGDs to improve the quality of discussions and 

outcomes. The need to involve female participants in the FGDs was necessary given 

that most women accompany their dears (children, parents, or husbands) for health 

services in the health facilities. Thus, women had a very rich experience in health 

care service in public health facilities. Men were also involved since they are the 

main financial providers for their dear ones to seek health services. Moreover, men 

often engage in participatory activities mainly related to construction and 

contributions to service provision in the community. Both male and female 

participants were selected on the basis that they have lived in the community for 

more than 10 years to amount to rich knowledge and experience of participatory 

planning and healthcare services.  Therefore, the involvement of male and female 

participants in the FGDs was essential as each gender had a different experience 

when it comes to reporting participation and health service delivery. 

 

However, given that this study sought to get the experience of the participants about 

the health services in the HF, each participant needed to provide a detailed account of 

his/her healthcare experience. Thus, the researcher perceived that the sensitive and 

secretive nature of health issues could be difficult for both male and female 

participants to open up the discussion before the opposite sex. This is in line with the 

tradition and values of the Gogo society. According to the tradition of the Gogo, in 

gatherings, women are to observe docility before men. Therefore, during FGDs, men 

and women participants were separated. The separation became resourceful to the 

study as female participants were very open and comfortable to share experiences 

and feelings of seeking health service in the public healthcare facilities.  

 

 



89 

Four FGDs were conducted in Bahi District and Dodoma City. Each FGDs was 

formed by eight participants, thus forming a total of 32 participants in FGDs. The 

study selected 4 participants from every mtaa and village. In the studies by Lufunyo 

(2017) 4 groups were used in FGDs each with 8 participants to generate information 

from community members on health service delivery in the districts of Urambo and 

Pangani. Marijani (2017) had 3 FGDs with 30 participants to examine the 

community participation in the delivery of water and primary healthcare services in 

the LGAs in Tanzania. Also, Makuka et al. (2017) had only 2 FGDs in the study that 

sought to understand the perspectives of women on the quality of maternal healthcare 

services provided in the healthcare facilities. In this study, the FGDs were means of 

triangulating the data obtained from other sources and supplement the quantitative 

information. The principle of saturation has been applied to determine the time spent 

where focus group discussion sessions were run until a clear pattern emerged and 

subsequent groups produced no new information. 

 

The FGDs participants knew each other from living, working, or seeking health 

services in the community. This then helped them to collectively remember some 

issues they share experience in common. In one of the incidences, a participant told 

another participant that she did not tell the naked truth of an event when one of the 

villagers gave an account of an incident of robbery in the healthcare facility in the 

2000s. Thus, the shared experience of health service delivery and participation was 

easily traced in a group. 

 

All the FGDs were conducted in an open space used for community meetings in 

every ward. The selected areas for FGDs provided much space, convenience, 

comfort, access to the venue, and out of distraction with enough sittings. This 

enabled the participants to get a clear view of each other and the facilitator(s). On 

average, the researcher spent approximately two hours with a single focus group. 

Notes were taken during all focus group discussions and later on reviewed for key 

findings. An audio recording device was used upon requesting the participants’ 

consent. In the end, the researcher or the research assistants who took notes read the 

notes and asked them to say if there was anything to add or omit. Thereafter, the 

researcher thanked the participants and closed the discussions. 
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Although the FGDs were instrumental in capturing the shared feeling of the 

community members and triangulated the data from other sources, there was a 

challenge of the native language. During data collection, some participants did not 

want to speak Kiswahili but their ethnic community language. This made 

communication between the principal researcher and the participants to be difficult. 

The difficulty in communication was much more experienced at Bahi District than at 

Dodoma City. The presence of the research assistants who were conversant with the 

native language (Cigogo) facilitated translation, particularly in Bahi District. 

 

3.13.4 Direct Observation 

Direct observation, which is also called non-participatory observation by Magigi 

(2015), is a method of collecting data in which a researcher observes the subject, 

behaviour, or aspect in the natural setting and draws meaning without manipulating 

the environment (Kothari & Garg, 2014). Direct observation was used to 

complement other data collection procedures such as survey questionnaires, 

interviews, and FGDs (Magigi, 2015). The main goal of direct observation is to 

evaluate an ongoing behaviour, process, event, or situation that could be readily seen 

(Denscombe, 2010). Direct observation is more effective when the subject and 

individuals in the environment are uninformed of the existence and purpose of the 

observation (Kumar, 2011). 

 

The study used the observation kit (see Appendix IV) which contained a list of 

themes that guided the observation. The observation kit captured information about 

the general state of the physical environment of the healthcare facilities and the state 

of infrastructure (water, windows, toilets, painting, and leakage of buildings). The 

observation kit also captured information about fencing, the staff houses, the 

equipment, wards, cleanliness, queuing, and the behavioural anomaly by health 

workers or community members when seeking health services in the healthcare 

facility. The researcher recorded all data in a diary as a tool for documenting the 

observed data. 
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Moreover, the use of observation to capture specific aspects of participation and 

service delivery gave the researcher opportunity to note some limitations with this 

data collection method. Firstly, the researcher was able to note a change in behaviour 

of the health workers in the health facility given their awareness about the presence 

of the researcher. This made the researcher to give more focus on specific physical 

aspects, including building, equipment, and the community members in the 

healthcare facilities, and thereafter draw inferences. Also, given the limitation of 

time for data collection, the observations in the health facilities were done only once.  

Therefore, the change for improvement could not be captured as the researcher did 

not have a chance to go back. However, the use of other methods for data collection 

in this study was adequate to triangulate the information. 

 

3.13.5 Documentary Review 

Document review is a method of collecting data by reviewing the existing documents 

(Denscombe, 2010). Documents may be hard copy (printed) or electronic (online) 

and may include reports, policies, plans, performance ratings, funding proposals, 

meeting minutes, newsletters, and government publications (Silverman, 2006; 

Mugenda & Mugenda, 2003). Documentary review is often taken as a source of 

secondary data that can be used to supplement primary data and hence increase the 

validity of the study findings (Cohen, Manion, & Morrison, 2007).  

 

In light of this, a documentary review guide (see Appendix V) was used to collect 

data from published or unpublished printed and electronic documents. The printed 

documents, such as the minutes of the meetings from the village/mtaa and wards 

health committees, the Constitution of the United Republic of Tanzania of 1977, 

O&OD, National Health Policy 2007, Health Sector Strategic Plan IV, Tanzania 

2025 Vision, Primary Healthcare Development Programme of 2007-2017, Local 

Government Reform Programme- Policy Paper 1996, General Election-CCM 

Manifesto 2015 and the Comprehensive Council Health Plans for 2019/2020 

financial year for the two selected councils were reviewed. Most of these documents 

were obtained in the selected councils of Dodoma City and Bahi District. Documents 

were also obtained at the VEO or MEO offices and WEO offices.  
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The online articles, books, papers of conference proceedings and reports were also 

reviewed. Online documents were downloaded from the official websites of the 

selected LGAs, the NBS, and the ministries (PO-RALG and MoHCDGEC). The 

quantitative data captured through this method were the number of HFs, the target 

population, the number of households in the study areas, and human resources for 

health in Dodoma City and Bahi District Councils. The qualitative information 

captured in the review of the documents includes the constitutional power to 

establish LGAs, participation of community members in health services activities, 

decision-making, meetings, budgeting, planning process, and priority identification. 

Thus, the data from the documentary review served as an excellent method of 

triangulation, helping to increase the reliability, and validity of research as elucidated 

by Creswell (2014). 

 

However, during fieldwork, some documents necessary for review were not available 

in the health facilities and the LGAs. The researcher was obliged to seek this 

information from the NBS and the ministries. Also, some other information, such as 

the minutes for health service delivery was not documented in some offices of the 

WEO and VEO. Despite the missing minutes, the FGDs were adequate to ascertain 

the presence of meeting for health service delivery in the local areas. 

  

3.14 Data Analysis 

The analysis of data was an essential process in the interpretation, management, and 

classification of the collected data. It took note of the state of data whether 

quantitative or qualitative. The analysis entails conducting various tasks of 

processing and cleaning the quantitative and qualitative data. Thus, the analysis was 

done in the manner that is described in the following sections. 

 

3.14.1 Data Processing 

The study used the Statistical Package for Social Science (SPSS) Version 21 

software to analyse the quantitative data. Pallant (2007) and Landau and Everitt 

(2004) recommend the software since it is very useful to detect errors, express the 

relationship between the variables, creating variables, select cases, keep records, and 

provide accurate data analysis. This statistical package has features that are user-
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friendly and easily accommodate the categorical and numerical variables (Pallant, 

2007). Several scholars, including Marijani (2017), Hassan (2017), and Wagana 

(2017) used SPSS to analyse the quantitative data related to decentralisation and 

service delivery. The qualitative data were extracted from the tape recorder and diary 

for the interview method, observation kit for observation method, checklist for focus 

group discussions, and diary for documentary review. The qualitative data collected 

through various methods were organised into various themes presenting specific 

aspects of the study.  

 

3.14.2 Data Cleaning 

Data cleaning, also called data cleansing or scrubbing, is the process of identifying and 

removing irrelevant or inconsistent data from the database to improve the quality of data 

(Issaya, 2017). At some point, data cleaning may provide a clue to the missing relevant 

information for the study. Data quality problems are due to misspelling during data entry, 

missing information, or other invalid data (Ezeife et al., 2005). The results obtained from 

quality data lead to quality decisions (Silverman, 2006). Data cleaning also increases the 

validity of the findings (Adam & Kamuzora, 2008). Based on this argument, in this study, 

data cleaning was conducted to improve the information in the database.  

 

The process of data cleaning was conducted after data collection. The filled 

questionnaires were intensely scrutinised to make sure that data were accurate and 

questionnaires were properly filled. Every questionnaire was inspected to detect 

errors and the missing information before being coded and entered into the software 

for analysis. The inspection was conducted in two phases; during the data collection 

in the field and during the process of coding the data. In the field, the data were 

inspected to detect the most obtrusive omissions, inaccuracies, and inconsistencies. 

During the data editing of completed questionnaires, a preliminary analysis was 

conducted for data cleaning. Since questionnaires were assigned serial numbers and 

entered in sequence, it was easy for the researcher to track data entered wrongly and 

rectify the mistakes.  

 

Coding was done to simplify the analysis. Likewise, data collected were labelled to 

reduce the workload. Also, coding allowed the researcher to reduce a large quantity 

of information into a form that could be easily handled, especially by computer 
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software. The data entered into SPSS were checked to correct the wrong entered values. 

Then, the cleaned quantitative data were analysed and presented in the form of tables 

and charts in the analysis. However, the preliminary analysis was not presented 

because it was mainly for data cleaning. 

 

Qualitative data were checked for quality assurance. Lincoln and Guba (1985) 

provide five criteria to consider when assessing the quality of the qualitative data. 

The criteria include credibility, dependability, transferability, confirmability, and 

authenticity to be used in assessing the quality of qualitative research. In this study, 

credibility and dependability of findings were ensured through the prolonged 

engagement and persistent observation of facts to detect the convergences and 

divergences of the information. Also, transferability was ensured by offering a thick 

description of certain behaviour and the context. Confirmability ensures that findings 

are products of participants’ responses and not that the researcher had preconceived 

ideas, motivations, interests, or perspectives. The confirm-ability in this study was 

attained by summarizing the narratives and discussions and then read to participants 

to confirm if what had been written down was what was discussed. Lastly, 

authenticity was given attention by triangulating the data. The quantitative and 

qualitative data were analysed as described in the subsequent sections. 

  

3.14.3 Qualitative Analysis 

This study employed a thematic approach to analyse the qualitative data collected 

through interviews, FGDs, observations, and documentary review methods. This 

approach transformed the raw data into themes in relation to the research problem, 

objectives, and conceptual framework of the study. The approach involved 

identifying, organising, interpreting the pattern of recurring themes, and sub-themes 

to draw logical meanings (Creswell, 2014; Clarke & Braun, 2013; Denscombe, 

2010). Previous studies in the context of decentralisation and the health sector in 

Tanzania used a thematic approach to analyse the qualitative information obtained 

through interviews or FGDs (Kapologwe et al., 2019; Marijani, 2017; Frumence et 

al., 2013). This involved reading through the transcribed aspect of each qualitative 

information to identify responses relevant to the objectives. This study systematically 

followed six steps proposed by Lacey and Luff (2001) for thematic analysis. 
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The first step was the mental work of reviewing and processing the collected data to 

establish major themes. This step is meant to put the raw data from the interviews, 

FGDs, observations, and documentary reviews into a succinct structure named 

coding (Denscombe, 2010). It was important to do this soon as the data collection 

process started so that the researcher could focus on the themes as they appeared in 

subsequent information that was gathered. This overlap of data collection and 

analysis helped to improve both the quality of data and the focus of the study 

objectives (Braun and Clarke, 2013; Ibrahim, 2012). The process of analysing 

qualitative data began with the data management stage, data preparation and 

organisation. In this stage sets of data, i.e. focus group notes, transcriptions of 

documentary data, interviews, and observation data were coded. 

 

Secondly, as soon as data were collected, the researcher processed the information 

and recorded transcripts by summarizing documentary data, and transcribed the field 

notes and audiotapes of interviews and observation data. Short notes were taken 

during each interview and data were recorded in their natural settings. These notes 

were then expanded shortly after the conversations while interactions were still fresh 

in the researcher’s mind. This approach, alongside audio-taping of interviews and 

records of observation kit, where possible, helped to preserve the originality of the 

data, which enhanced the validity and reliability of the study (Issaya, 2017). The 

transcription of the tapes was made after playing and listening to them repeatedly to 

capture respondents’ talk, interactions, and word-to-word conversation aspects. This 

helped the researcher to record the anxiety, thoughts, reactions, and feelings of 

respondents as accurately as possible. The notes were recorded in interview answer 

sheets. 

 

The writing of field notes was theoretically driven in the sense that only responses 

and aspects related to the research problem and questions were recorded. In writing 

the field notes, Silverman (2006) suggests that the investigators take note of the 

following guiding questions: (1) what are people doing? (2) How exactly do they do 

it? (3) How do people describe and understand what is going on? (4) What 

assumptions do they make? And (5) what do I see (going on) here? What did I learn 

from these notes on interviews and focus groups and observation? Why did I include 
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them? Moreover, considering the limited time available, the transcriptions of 

interviews, focus group discussions, and observation data were limited. This implies 

that the process of transcribing was selective, including only those parts of the data 

that illuminated the research problem, questions, and conceptual framework. To 

avoid data loss and distortion, efforts were made to retain the originality of the data 

in the form of accounts of the respondents in relation to the research problem and 

questions. 

 

The analysis continued by reviewing and inspecting the data sets to become familiar 

with and get a sense of the entire data set and interesting phrases and concepts. This 

helped the researcher to remember the things that stuck out to the researcher from the 

interaction with the respondents. The data reading stage also involved editing to 

correct noted errors across the sets of data and also data cleaning or reduction which 

helped to discard irrelevant material. Data reduction made what seemed voluminous 

and overwhelming data manageable by categorising and coding them into related 

themes. 

 

Thirdly, after familiarisation with data, the analysis shifted its emphasis towards 

inductively generating categories and patterns from the data sets. In the analysis of 

qualitative data, the categories generation is the most intellectual and challenging phase 

which represents the heart of qualitative data analysis (Clarke & Braun, 2013; Ibrahim, 

2012). This phase entailed reflecting on general thoughts suggested by the data and 

identifying, forming and describing the most important themes concerning the study 

objectives and questions (Creswell, 2014; Braun and Clarke, 2013). The aim was to 

identify recurring ideas and patterns of information emerging from the data. Then, the 

researcher did some preliminary coding commonly known as open coding. During 

open coding, the researcher grouped the data that were collected into segments and 

scrutinised for commonalities that could reflect categories or themes. Then, data 

were examined for properties that characterise each category. It was the most 

fundamental operation in the analysis of qualitative data. The researcher examined and 

identified the meaning of the data by comparing the respondents’ responses and 

looking for similarities and differences between respondents’ comments. 
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In this way, similar comments or incidents and events were grouped to form 

categories (sub-themes). This was done to reduce the data to a small set of themes 

that appeared to describe the implications of participatory planning on the quality of 

the decentralised health services. Table 3.5 provides the themes and subthemes that 

were constructed for capturing the qualitative information of the study. 

 

Table 3.5: Themes and Sub-themes for Qualitative Data 

THEMES SUB-THEMES 

Quality of services in the facility  General environment cleanliness, 
security, and fencing 

 Availability and adequacy of housing 

for staff essential drugs, essential 

equipment, human resources for 

health. 

 Interaction with the health service 
providers 

 Infrastructures 

Participatory activities 

 
 Feel obliged to participate as a 

community member  

 Participatory activities by the 
community members:  volunteering 

and contributions  

 Maintenance of health facilities 

Levels of planning 

 
 Setting of priorities 

 Awareness of the existence of health 

committees 

 Understanding of health committee 
roles 

 Contribution of resources (ideas, 
material, and finance) 

 Monitoring, evaluation, strategies, and 
feedback 

Decision-making practices 

 
 Budgets 

 Identified priorities 

 Procurement of drugs and equipment 

 Participation of leaders and 
community members 

 Decision-making committee 

Source: Researcher Construct Based on Literature Review (2018) 

 

Fourthly, to answer the research questions and fulfil the study objectives; a pattern 

matching technique was used. It involved comparing the emerging pieces of information 

by discovering their similarities and differences. The comparison helped to establish 
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patterns that the data matched better with the established NPM theoretical review (Lacey 

and Luff, 2001). Moreover, to put together a sequence of evidence, emerging patterns, 

themes and sub-themes were critically scrutinised, discussed and alternative explanations 

were used to question the patterns which are apparent or unconcealed from the data 

(Issaya, 2017). To ascertain the degree to which data shed light on the implications of 

participatory planning on the quality of the decentralised health services in Tanzania, 

a critical look at the data for their adequacy and credibility was illuminated. Therefore, 

the researcher sorted and merged related codes into themes as new perspectives 

emerged. The data were grouped into meaningful patterns of themes as follows: 

 Quality of service in the health facility 

 Participatory activities 

 Levels of planning 

 Decision-making practices  

 

Fifth, after identifying themes and patterns, the researcher assembled the data into a 

display that facilitated the interpretation of emerging data under the selected constructs. 

This helped to satisfy the study condition to interpret the findings and draw some 

conclusions. This stage entailed assigning meanings to themes, categories, and patterns 

surfacing from the data about the research questions (Issaya, 2017). The results were 

presented as a textual display. Based on the research questions, the researcher 

interpreted the data and attached meaning to it. 

 

Finally, based on the research questions, the analysis process reached the accounting 

stage and the findings were interpreted and discussed using a narrative approach of 

actual quotes from interviews, observations, documents, and FGDs checklist. These 

were done considering the theoretical and empirical literature as well as a conceptual 

framework (Creswell, 2014; Adam & Kamuzora, 2008). To confirm the conclusion, 

the researcher revisited the data several times with a view of painting a rich picture of 

the investigated problem from the observed phenomena based on their natural settings 

and context. These findings were then used to explain all the variables of the study 

culminated from quantitative analysis; in a triangulation approach.  
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3.14.4 Quantitative Data Analysis 

As explained in section 3.14.1, quantitative data were analysed with the help of the 

computer software Statistical Package for Social Sciences (SPSS). The quantitative 

data were analysed by using descriptive and inferential analysis techniques. The 

descriptive and inferential output are presented in tables, figures, and charts to 

elaborate the independent and dependent variables of the study. The quantitative 

analysis of data evolved from a simple level of analysis (descriptive) to a complex 

level of analysis (inferential) to establish causal effect relation in the study (the 

implication of participatory planning on the quality). In a way of evolving from 

simple analysis to complex analysis both descriptive and inferential statistics in the 

following levels: 

 

In the first level, the study performed descriptive statistics to analyse the 

demographic information of the participants and the first objective of the study. The 

descriptive statistics are simple and effective in providing a broad understanding of 

the demographic information of the community members and key variables of the 

study in the table or chart format (Kothari, 2009). The demographic information was 

descriptively analysed in view of determining their frequency, percentage, and mean 

scores of participation in the sample. The demographic variables which were 

analysed descriptively include the location of the respondents, sex, age, and 

education level of the community members. Also, the association between the 

demographic information and the variables of interest was measured using a Chi-

square test.  

 

Also, the data for objective one were descriptively analysed to establish the status of 

the quality of health services in the health facilities from the five SERVQUAL 

dimensions (tangibility, reliability, responsiveness, assurance, and empathy). The 

status of quality was determined from the mean different scores between the 

expectations and perceptions of the SERVQUAL dimensions. The mean scores 

below the overall mean scores were considered as dissatisfaction with the quality of 

health service delivery in the health facilities of Dodoma City and Bahi District. 

Similarly, the service quality dimension with the mean scores above the mean was 

considered as satisfaction with the quality of health service delivery. 
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Descriptive analysis was similarly done for the independent variables in the second, 

third, and fourth objectives. The aspects related to every objective were measured in 

five points Likert Scale and presented in the table format using frequency and per 

cent. Furthermore, the five-point Likert Scale (frequency and per cent scores) were 

transformed into two categorical responses using mean scores for every aspect 

against the overall mean score. The aspects with mean scores below the overall mean 

were considered to have a negative influence on participatory activities in objective 

two, a low level of participation in objective three, and bad decision-making 

practices in objective four. Thus, the scores from the mean and above the overall 

were regarded as a positive influence in objective two, a high level of participation in 

objective three, and good decision-making practices in objective four.  

 

The second level involved the bivariate analysis between the variables. The bivariate 

analysis was conducted to test for an association between variables at a significant 

level of 0.05 using a Chi-square Test. The association between variables is essential 

in reporting the variation and its implications in the study. The association between 

variables followed the following steps: 

i) In the first place, an association was carried out among the demographic 

variables. The association was done between the sex of the respondents 

and area of residence, the level of education and area of residence, the 

level of education of the participants and the preference of the levels of 

health facility and ownership of the health facilities and area of residence. 

ii) In the second place, an association was established between the 

demographic variables and the quality of health service delivery. 

iii) In the third place, the bivariate analysis was performed to determine the 

association between the participatory activities, levels of planning and the 

decision-making practices on the quality of health service delivery. 

 

The Chi-square was used to examine the data pattern before incorporating the 

specific variables in the binary logistic regression model. The bivariate analysis for 

the Chi-square test was conducted considering that all the independent variables with 

a P-value of less than 0.05 were regarded as significantly associated with the quality 

of service delivery. According to Adam and Kamuzora (2008), the most commonly 
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used level of significance is 5% or 0.05 (which is a 95% confidence interval). 

Therefore, the 5% significance level was referred to in making the statistical 

decisions relating to all the variables of this study.  

 

The third level adopted the binary logistic regression model to analyse the 

relationship between the variables in objectives two and four. Also, the demographic 

variables (marital status, education, and place of residence) which were significant in 

the Chi-square test were fed in the binary logistic regression model. Pohlman and 

Leitner (2003) recommend binary logistic regression since it is very powerful, 

convenient, flexible, and accurate in predicting a dichotomous dependent variable 

from a set of predictor variables. Therefore, given the nature of the dependent 

variable in this study, the binary logistic regression violates the assumptions found in 

ordinary least square regression and accepts the assumptions of binary logistic 

regression as stipulated in section 3.16. In the binary logistic regression, the link 

between independent and dependent variables was explained using the odds ratio 

(OR). The OR measures the contribution of each independent variable to the 

dependent variable. 

 

3.15 Measurement of the Variables 

The term measurement in research refers to the process of assigning numbers to 

numeric objectives and events in compliance with set rules (Kothari, 2009). In this 

study, the dependent and independent variables were assigned numbers to estimate 

the magnitude of their effect in a certain variable. Both dependent and independent 

variables were captured in the five-point Likert scale. However, for analysis, the 

five-point Likert scales were transformed to create scale variables with two levels 

(binary responses) for the dependent variable and two levels for all the independent 

variables. Nemoto and Beglar (2014) and Kothari (2009) suggest that the scale is 

appropriate in indicating the strength of the person’s appreciation, feeling, attitude 

and perception on a certain aspect. 

 

3.15.1 Dependent Variable 

The dependent variable for this study is the status of quality of service delivery in 

healthcare facilities. To measure the status of quality of service delivery in the health 
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facilities, 16 aspects measuring the expected and perceived quality of health services 

were used. The aspects were measured in five Likert Scale ranging from 1 (Strongly 

Disagree) to 5 (Strongly Agree). The average scores for expected (E) and perceived 

(P) quality of health services were computed. In order to establish the status of the 

quality of health service delivery in the health facilities, the gap between the 

expectation (E) and perception (P) scores was computed to obtain the mean 

difference score (P-E) for each aspect.  

 

After obtaining the mean difference scores, the subjects with zero and positive 

difference scores (≥ = 0) were considered satisfied with the quality of health service 

delivery in the public healthcare facilities. The satisfied subjects were coded as 0. 

Then, the subjects with negative mean difference scores (< 0) were considered 

dissatisfied with the quality of health service delivery. The dissatisfied group was 

coded as 1. Thus, the dependent variable was coded as binary variable with (0 = 

Satisfaction and 1 = Dissatisfaction) 

 

Similar procedures of reducing the Likert Scale consisting of more than two levels 

into binary levels were observed by the previous scholars. Mashenene (2019) 

examined the effects of service quality on students’ satisfaction in Tanzania higher 

education. To pave a way for the binary logistic regression analysis, the study 

reduced the seven-point Likert Scale into two responses using the criteria of mean 

difference scores. Similarly, Nkrumah et al. (2015) assessed the clients’ satisfaction 

with the quality of service delivery in the Presbyterian hospital in Ghana. The study 

transformed the questions in a four-point Likert Scale to measure the quality of 

health service in the Presbyterian hospital into a two-point Likert Scale to warrant the 

adoption of binary logistic regression analysis. Smilarly, Pallant (2007) supports the 

transformation and the collapse of the five-Likert Scale type to conform to the 

analytical requirement. Thus, this study transformed the aspects in the five-point 

Likert Scale into a two-point Likert Scale for easy binary logistic regression analysis. 

  

3.15.2 Independent Variables 

The independent variables in this study were the participatory activities, levels of 

participation in planning and the decision-making practices. The independent 
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variables were set on five-points Likert scale statements from 1 = Strongly Disagree, 

2 = Disagree, 3 = Neither Disagree nor Agree, 4 = Agree and 5 = Strongly Agree. 

Appendix 6 section 2, 3 and 4 provides the summary of the operationalization of all 

the independent variables. 

 

The participatory activities were made up of eight aspects on five points Likert scale 

in objective two. With reference to section 3.14.4, a single scale variable of 

participatory activities was created using the overall mean score (2.58). Using this 

overall mean score, the mean score below 2.58 was assigned number 1. This 

category below 2.58 was considered to be the opinions of the community members 

with negative perceptions on participatory activities for improving healthcare 

outcomes. In the same way, the mean scores above 2.58 were assigned number 2. 

This category from the mean and above was regarded as the opinions of the 

community members with positive perceptions in participatory activities for 

improved healthcare services.  

 

Similarly, the level of participation in planning for health services was made up of 

eight aspects on five points Likert scale. With reference to section 3.14.4, a single 

scale variable of levels of participation in planning was created using the overall 

mean score (2.06) of the eight aspects. Using this overall mean score, the aspects 

with a mean score below 2.06 were assigned number 1 and considered to have a low 

level of participation. Also, the mean scores from 2.06 were assigned number 2 and 

thus referred to as opinions of community members with a high level of participation 

in planning.  

 

Lastly, the decision-making practices were made up of nine aspects on five points 

Likert scale. With reference to section 3.14.4, a single scale variable of decision-

making practices was created using the overall mean score (2.57) of the nine aspects. 

Using this overall mean score, the aspects with a mean score below 2.57 were 

assigned number 1. This mean score represents the views of community members 

who perceive the available decision-making practice as bad. Likewise, the mean 

scores from 2.57 were assigned number 2. This mean score represents the opinions of 
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community members who perceive the decision-making practice as good in attaining 

quality healthcare outcomes.  

 

3.16 The Binary Logistic Regression Model 

Basic descriptive statistics such as mean and frequency were used to describe the 

sample and the characteristics of the respondents. Chi-square test of independence 

was used to assess the association between the variables and the status of quality of 

service in a health facility. Since the outcome variable was dichotomized 

(0=Satisfaction and 1 = Dissatisfaction), the binary logistic regression model in 

equation (4) was used to determine factors associated with the status of quality of 

service delivery in healthcare facilities. The binary logistic regression was adopted 

after meeting the four important assumptions as specified by Hosmer and Lemeshow 

(2000): 

 Firstly, the dependent variable must be binary; take two values. This study 

obeys the assumption of two values (Section 3.15). The measurement of the 

dependent variable which is the status of quality of health services is coded 0 

= satisfaction and 1 = dissatisfaction as the dummy variable with binary 

responses. The result of the responses was subjected to binary logistic 

regression.  

 

 Secondly, the dependent variable must be continuous and categorical, the 

model assumes that the quality components that influence the probability that 

quality is satisfied or dissatisfied obey the binary logistic model. 

 Thirdly large samples are needed to estimate the maximum likelihood of 

coefficient. Thus, the sample size of 400 was selected from the councils of 

Dodoma City and Bahi District. 

 Fourthly, the P-value should be insignificant from more than 5% to affirm the 

Goodness-of-Fit. The Goodness-of-Fit of the model was assessed using 

Hosmer and Lemeshow Test. The logistic regression model for demographic 

variables, the participatory activities, and decision-making practices on the 

quality of health services fit well to the data (Chi-square 6.1348, P = 0.6321). 

The model was noted fit since the Chi-square output was insignificant which 

is required in the interpretation of the Lemeshow Goodness-of-Fit.  
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The binary logistic regression model was specified as: 

( )
log [ ( )] log ......

0 111 ( )
x

it x x x
p px


   


    


 
 
 

……………….. (4) 

Where, ( )x  is the likelihood of the quality of service delivery in the healthcare 

facilities to be satisfied, 'ix sare set of independent variables and 'i s represent the 

coefficient of a respective independent variable. The results of the model are 

presented in the form of a regression using the odds ratio (OR). The estimated OR 

was determined by taking the exponent of the regression parameter estimates. The 

OR shows the increase or decrease in the likelihood that the quality of service 

delivery in the health facilities at a given level of the independent variable as 

compared to those in the reference category (Hosmer and Lemeshow, 2000).  

 

The reference category was used as a benchmark from which the other group was 

compared to. For example, for decision-making practices, good decision-making was 

used as a reference category for bad decision-making practices. Thus, an estimate of 

OR > 1 indicated that the likelihood of having dissatisfaction with the quality of 

service delivery in the health facilities for respondents at a given level of the 

independent variable is greater than that for the reference category. Similarly, an 

estimate of OR < 1 specifies that the chance of reporting dissatisfaction with the 

quality of service delivery in the health facilities for subjects at a given level of the 

independent variable is less than that for the reference category. SPSS version 21 

was used for data analysis and the significance of all statistical tests was determined 

at 5%. 

 

3.17 Validity and Reliability of Instruments 

3.17.1 Validity 

Kothari (2009) defined validity as accuracy in terms of the extent to which a research 

conclusion corresponds with reality. Likewise, Magigi (2015) asserted that validity 

refers to the accuracy and meaningfulness of inferences based on the research results. 

According to Cohen, Manion, and Morrison (2007), validity is essentially a 

demonstration that a particular instrument measures what it purports to measure. To 

ascertain the validity, the instruments were constructed and passed over to the 
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university academic staff, including the supervisors, academic staff at the department 

level, school level, and senate level from the University of Dodoma for constructive 

comments. Subsequently, it was revised according to their insights that were useful 

in improving the instruments.  

 

Furthermore, the validity was ensured by piloting the instruments to 40 heads of 

household from Nkuhungu and Kigwe Wards which were not part of the sampled 

wards in the study. The pilot study was hoped to provide a better knowledge of the 

problem under study and its dimensions. The pilot study results revealed the ability 

of the respondents to participate in the study. The disingenuous and ambiguous 

questions were identified during piloting and improvement were made to the 

instruments. Similarly, triangulation is considered a key method to ensure validity 

(Creswell, 2014; Silverman, 2006; Yin, 2009). Consequently, in this study, the 

researcher used a series of different sources of data collection methods and analysis 

techniques. The use of different data collection methods and analysis helped to 

reduce the bias and strengthen the findings of the study. 

  

Validity is also accentuated by interviewing several groups with some open questions 

based on the same aspect with participants from different socio-economic situations. 

So, based on this fact, the researcher conducted four FGDs with heads of the 

households in the study areas, Dodoma City and Bahi District. This is supported by 

Creswell (2014) who argued that validity is also attained by focusing on participants 

who are adults from different study sites with different social backgrounds. 

Moreover, FGD with participants who know each other enhances the validity of the 

findings (Denscombe, 2010). Kitzinger (1994) adds that FGD participants who know 

each other better provide shared feelings and collectively remembered the shared 

events.  

 

Also, the study considered the community members and staff in the healthcare 

facilities as the most source of information on their lived experiences of participatory 

planning and quality health service delivery. The community members and staff 

selected using random and non-random techniques were, therefore, noted as valid 

and reliable sources of data. Thus, the detailed descriptions presented by the 
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community members in focus group discussions and health staff in semi-structured 

interviews were treated as powerful evidence that validated their experiences. 

Several scholars support this argument as Lacey and Luff (2001) and Ritchie (2003) 

argue that the detailed accounts that emerge from interviews in qualitative research 

are salient details for the findings to be considered as true and correct. 

 

Likewise, validity was enhanced by recruiting the research assistants. In the course 

of the data collection exercise, the researcher recruited three research assistants. The 

research assistants were recruited based on gender, education level, knowledge of the 

study area and local language, i.e. Gogo, to help with the translation where the 

community members could not understand Kiwahili well. To acquaint the research 

assistants with the study, the researcher trained them. The training familiarised the 

research assistants with the contents of the data collection tools and techniques for 

attaining validity and reliability of data in any social science research. 

 

Lastly, the validity was maintained by testing the adopted model. Before proceeding 

with the analysis, data were examined to see its model fitness and fulfil the 

conditions of binary logistic regression and other statistical measures. This process 

was done using the numerical method. This was done to ensure that statistically 

appropriate techniques were used to carry out the data analysis. 

 

3.17.2 Reliability  

Reliability has been defined by Saunders, Lewis, and Thornhill (2007) as the extent 

to which data collection techniques or analysis procedures yield consistent findings. 

In other words, a measurement procedure or instrument can produce the same results 

in the same circumstances across time. This means that if people answered a question 

the same way on repeated occasions, then the instrument is said to be reliable. The 

main objective of the reliability test is to confirm if another investigator followed the 

same procedures as described by an earlier investigator, and conducted the same 

study all over again the latter should arrive at the same findings and conclusions 

(Kothari, 2009).  
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Prior to data collection, the designed instruments, such as questionnaires should be 

pre-tested and pilot-tested to warrant the quality of the data to be collected and 

consequently to ensure the true results (Creswell, 2014). Generally in social science 

studies, many variables of interest particularly in public administration, such as 

quality or other service delivery outcome variables, pose a big challenge to measure 

explicitly (Iluminen, 2003). In such cases, the researcher asks a series of questions 

and combines the answers to a single numerical value. However, when items are 

used to form a scale they need to have internal consistency. In this study, the 

reliability of the study was tested using Cronbach’s alpha coefficients.  

 

The Cronbach’s alpha (α) indicates the extent to which a set of test items can be 

treated as measuring a single latent variable (Sekaran, 2009). Cronbach’s alpha 

coefficient values range from 0 to 1, which is used to rate internal consistency. The 

rationale for internal consistency is that the individual items should all be measuring 

the same constructs and thus correlates positively to one another (Creswell, 2014). 

As a rule of thumb, the values above 0.7 represent an acceptable level of internal 

reliability (Cohen, Manion, & Morrison, 2007). However, the value of Cronbach’s 

alpha has a different degree of acceptability. The Cronbach’s alpha value of 0.90 or 

above is considered to be very good or excellent. An Alpha between 0.80 and 0.89 is 

considered good whilst that between 0.70 and 0.79 is considered adequate or 

acceptable. Alpha between 0.60 and 0.69 is considered questionable, that between 

0.50 and 0.60 is considered poor; and values less than 0.50 are considered to be 

unacceptable (Kipkebut, 2010; Pallant, 2007).  

 

In this study, the reliability by alpha coefficients was measured in the following 

items as follows: decision-making practices on the quality of health services, α = 

0.72, Levels of planning for quality of health service, α = 0.75, participatory 

activities on quality health service delivery α = 0.79, perceived quality of health 

services α = 0.86 and expected quality of health service α = 0.88. Table 3.6 presents 

Cronbach’s alpha values and the number of items joined for each factor. The results 

showed that all factors had an Alpha value above the acceptable level of 0.70 as 

recommended by Pallant (2007) and Cohen, Manion, and Morrison (2007). Thus, the 
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results in Table 3.6 confirm that the measurement instruments for the study were 

reliable.  

 

Table 3.6: The Cronbach’s Alpha Values  

Construct Number of 

Items 

Cronbach’s 

Alpha 

Decision-making practices 9 0.72 

Levels of planning 8 0.75 

Participatory activities 8 0.79 

Perceived quality of health services 16 0.86 

Expected quality of health services 16 0.88 

Source: Field Data, 2019 

 

3.18 Ethical Issues 

Ethical issues are critical in planning, conducting, and evaluating social science 

research. In this study, the researcher adhered to the research code of conduct and 

ethics. The study adhered to the research ethics that include respect for the privacy of 

participants, freedom to voluntary participation, and own consent of participation in 

the study. Generally speaking, the relevant ethical considerations were as much as 

possible observed throughout the research process: proposal development, data 

collection, data analysis and report writing as advised by different scholars 

(Creswell, 2014 and Kothari, 2009).  

 

The study began by developing and presenting the proposal at the department, 

school, and senate levels of the University of Dodoma. At these levels, the proposal 

received valuable inputs and comments to sharpen this study. Prior permission for 

data collection, the office of the Dean of School of Social Sciences of the University 

of Dodoma subjected the proposal to the Turnitin programme for plagiarism check. 

The study followed the research guidelines and ethical principles of research as 

stipulated in the Graduate Studies Regulations and Guidelines (2019) of the 

University of Dodoma. Using the University guidelines and the law of the country, 

the study participants, councils, wards, mitaa, villages, and health facilities were 

protected from any harm that may be the result of this study. 
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The data collection exercise began after obtaining letters of introduction from the 

University of Dodoma and the councils of Dodoma City and Bahi District. The 

letters of introduction were used to gain permission for data collection in the selected 

wards; Mwitikira, Mtitaa, Mkonze, and Viwandani. Also, the letter of introduction 

was used to secure the guidance of the Ward Executive Officers (WEO)s, Mitaa 

Executive Officers (MEOs), and Village Executive Officers (VEOs). It was essential 

to seek permission in the study area with a letter of introduction since it provided the 

researcher with an opportunity to present his credential as a serious and ethical 

person in research procedures and writing (Cohen, Manion, & Morrison, 2007) and 

for security purposes.  

 

The researcher also explained in detail to the respondents the aim of the study and 

requested the respondent’s verbal consent to participate in the survey. Then, the 

researcher introduced the research team to the respondents. The respondents were 

informed that they were free to participate in the study or could be excused. The goal 

of informed consent according to Denscombe (2010) is to provide sufficient 

information to the participants of the study in a language that s/he can comprehend 

and make informed decisions to participate or not participate voluntarily in the study. 

Thus, the researcher informed the participants about the purpose, duration, and value 

of the study. Participants were also informed of the right to continue or withdraw 

from the study at any time without any negative consequences to them.  

 

Moreover, the participants were informed that they would remain anonymous 

throughout the study and the information provided would be treated with a high level 

of confidentiality and, thus, it is difficult to identify who provided particular 

information. The researcher used code numbers instead of participants’ names to 

maintain anonymity. Anonymity was, therefore, assured to the respondents by not 

requesting their names during the questionnaire survey. During the data collection 

process, the participants were treated with a high level of respect and privacy. 

Respect and privacy were attained by offering the participants a good reception area 

with seats and adequate light. Scientifically, all respondents who were approached 

enthusiastically accepted to participate in the study. However, in some incidences, 

the participants particularly in FGDs expected to be given financial motivation to 
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participate in the focus group discussions. The researcher had to explain to them 

several times that this study is purely academic research and they should not expect 

financial compensation for participating in the study.  

 

In writing the thesis, the researcher depended only on the data collected from the 

field, and any discussion and interpretation referred to the data. Acknowledgement is 

made where a reference is taken from another source. Appropriately, the Turnitin 

plagiarism detector recorded less than 30% of plagiarism. According to the graduate 

studies guidelines (2019) of the University of Dodoma 30% level plagiarism is 

considered as the tolerance level of plagiarism. 

 

3.19 Chapter Summary 

This chapter has presented the research methodology and the procedures adopted to 

select different elements of the study. The study was conducted in the councils of 

Dodoma City and Bahi District in the Dodoma Region. It adopted the concurrent 

mixed approach to collect the quantitative and qualitative data from the survey 

questionnaire, interviews, FGDs, observations, and documentary reviews. Data were 

collected from total respondents of 440 who are selected from the community 

members and health workers in the selected councils of Dodoma City and Bahi 

District. The study used descriptive and inferential statistics to analyse the 

quantitative data. Also, thematic analysis was used to analyse the qualitative data. 

Similarly, the chapter covered the section on the measurement of variables, the 

reliability of data, the validity of data, and the ethical issues. The next chapter 

presents the findings and discussions of the status of quality of services in public 

healthcare facilities.  
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CHAPTER FOUR 

THE QUALITY OF SERVICE IN THE PUBLIC HEALTH FACILITIES 

4.1 Introduction 

This chapter presents and discusses the status of the quality of service delivery in the 

public health facilities in the councils of Dodoma City and Bahi District in Dodoma 

Region. The status of quality in health service delivery provides a ground to question 

the implication of participatory planning on the quality of health service delivery. 

The need to examine the quality of health service delivery stems from the fact that 

the ultimate goal of participatory planning and decentralisation is to deliver quality 

service to the community members in the public health facilities. Thus, the status of 

quality of services justifies the need to improve health service delivery in the public 

health facilities under the LGAs. After this introduction, the second section presents 

the demographic information of the respondents who are the heads of households in 

the community. Also, the chapter provides the status of the quality of health service 

delivery in section three. The fourth section determines the association between 

demographic information and the quality of health service delivery.  

 

4.2 Demographic Information of the Respondents 

The aim of the demographic information in research is to provide a deeper 

understanding of the population and sample of the study (Salkind, 2010). Pickering 

(2017) adds that the demographic information is salient as it gives the reader some 

idea of the extent to which study findings can be generalised to their local situation.  

Similarly, the analysis of the demographic information has the potential of increasing 

the reliability of the findings. Thus, the research aspects of objectivity, such as the 

appropriateness and representativeness of the ethical consideration can easily be 

gauged using the demographic variables prior to the presentation of the main 

variables of interest in the study. In this study, the demographic information captured 

were sex, status, age and education of the community members. The demographic 

information was captured from 400 respondents using the closed-ended question 

from the councils of Dodoma City and Bahi District in Tanzania. Through the survey 

questionnaire, the community members were asked to indicate their sex, marital 

status, age, and education. 
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The need to associate the demographic information and the main variables of this 

study is based on the fact that participatory planning and the quality of health 

services are perceived differently by the community members depending on their 

sex, age, and education. The differences in perception based on demographic 

information are useful to take into consideration, especially to the policy-makers in 

designing approaches and strategies for addressing the challenges of participatory 

planning and quality of service delivery in the health sector. Likewise, the 

association between demographic variables and the main variables was important for 

the improvement of participatory planning and the outcome to service delivery based 

on each category of the population. Community members of any social status 

whether rural or urban, single or married, aged or young, and educated or non-

educated desire quality service in the health facilities. Therefore, studies about health 

services must consider the demographic information of respondents (Lufunyo, 2017).  

 

4.2.1 The Sex of the Respondents 

Sex of respondents is essential demographic variable in determining males and 

females roles at the household and community levels in decision making and level of 

planning.  The findings in Table 4.1 showed that 248 (62.0%) respondents were 

males. Similarly, the findings  depicted that 152 (38.0%) were females. Thus, the 

findings suggest that there were more males involved in the study than females 

because of the nature of the unit of inquiry. The unit of inquiry in this study was the 

heads of the households. Most African societies, the Gogo provides the best example, 

are patriarchal. Therefore, the heads of households are males. A woman becomes the 

head in the absence of the husband in the family. Data obtained from the Tanzania 

demographic health survey indicates that only one in four households in Tanzania is 

headed by women (URT, 2016a). Thus, given the household heads distribution based 

on gender in Tanzania, most families in Tanzania are headed by males. It is also 

important to point out, that the patriarchal system where a man is the decision-maker 

in almost everything in the family is strongly held in the rural councils than urban 

councils. In the urban area, there are many cases where a woman decides on family 

issues, including participatory activities, level of planning and decision making in the 

LGAs.  
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Table 4.1: Sex of the Respondents (n = 400) 

SEX Number of 

Respondents 

Percentage 

    Male 248 62.0 

    Female 152 38.0 

TOTAL 400 100 

Source: Field Survey, 2019 

 

An association between the sex and area of residence of the respondents was 

established using the Chi-square test in Table 4.2. The analysis of the findings 

revealed that there were more male respondents from Bahi District 97 (69.30%) who 

participated in the study than it was in Dodoma City 151 (58.10%). Further analysis 

revealed that there were 109 (41.9%), female respondents, from Dodoma City as 

compared to 43 (30.7%) female respondents from Bahi District. The statistical 

difference of the two variables was significant χ2 (1, N = 400) = 4.853, P-value = 

0.0280. Based on these findings, it can be said that, in this study, female respondents 

were much more represented in the urban areas compared to the females in rural 

areas of residence. The difference between males’ and females’ respondents from 

Dodoma City and Bahi District councils gives an implication towards participatory 

activities among males and females participants. 

 

Table 4.2: The Association between Sex and Area of Residence (n = 400) 

Residence Sex of the Respondents Total 

Male Female 

 No. % No % No. 

Dodoma City 151 58.1 109 41.9 260 

Bahi District 97 69.3 43 30.7 140 

Total 248 62.0 152 38.0 400 

Pearson Chi-Square 4.853a, DF=1, P = 0.028 

Source: Field Survey, 2019 

 

4.2.2 The Marital Status of the Respondents 

Table 4.3 presents the marital status of the respondents, which is one of the variables 

that constitute the demographic characteristics of the study. The need for this 
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demographic information conforms to the observation made by Mshana, Zilihona, 

and Canute (2015) that marital status is a sign of responsibilities and utilization of 

the healthcare facilities. This observation is built on the argument that marital status 

is likely to inform whether the respondent has children and relatives in their 

household who would need to be accompanied in the healthcare facilities. Thus, the 

married couples may have a broader experience and more frequency of seeking 

healthcare in public health facilities given their role of providing for their family, i.e. 

their children and dear ones in the household. This study classified the respondents 

into four categories of marital status, namely single, married, divorced, or widow 

respondents. The information in Table 4.3 shows that 75 (18.8%) respondents were 

single. Also, 203 (50.8%) respondents were married; 84 (21%) respondents were 

divorced; and 38 (9.5%) were widow. There were many married respondents 

compared to the other categories of marital status. A similar analysis is observed 

from the census survey report which established that most household heads, i.e. 

50.9%, in Tanzania Mainland, are in the marriage relationship as compared to 

divorced 2.9% and widow 3.1% (URT, 2016b). The presence of more married 

respondents increases the validity of the findings as the data are more collected from 

the responsible population and decision-makers at the community and family levels 

than the respondents who are still single.  

 

Table 4.3: Marital Status of the Respondents (n = 400) 

MARITAL STATUS Number of 

Respondents 

Percentage 

    Single 75 18.8 

    Married 203 50.8 

    Divorced 84 21.0 

    Widow 38 9.5 

TOTAL 400 100 

Source: Field Survey, 2019 

 

4.2.3 The Age of the Respondents 

Table 4.4 presents the age of the respondents. The study splits the age structure of the 

respondents into three groups, namely 20-35, 36-50, and 51-above. The study 

thought it is important to split the age of the community members into three groups 
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to identify the active and productive age group in participatory planning and service 

delivery. The information about the age group showed that 210 (52.5%) respondents 

aged between 20 and 35 years old. The second category of respondents, i.e.126 

(31.5%), ranged between 36 and 50 years old. The third category were 64 (16%) 

respondents aged 51 years and above. Since the data were captured from three 

different groups, it is safe to say that the study could obtain divergent views from all 

the responsible age groups in the community. The respondents aged between 20 and 

35 years formed the dominant group in this study as opposed to the other age groups. 

This is an age group that is economically active and responsible, especially when it 

comes to concerns about their health and for their dear ones (Marijani, 2018). The 

age of the respondents is important in the decision-making process and even in 

creating the perceptions of participation in planning for service delivery. This 

dominant age group is expected to have more responsibilities to seek quality health 

services for parents and children as opposed to those in the age below 18 or above 60 

years. The choice of these age groups also took note of the Constitution of the United 

Republic of Tanzania of 1977 and the law of the country. Both the constitution and 

different enacted laws in Tanzania recognize citizen from 18 years as an adult with 

political, social and economic responsibilities expected to implement such as 

contribution and volunteering to improve health services. 

 

Table 4.4: The Age of the Respondents (n = 400) 

AGE GROUP Number of 

Respondents 

Percentage 

   20-35 210 52.5 

   36-50 126 31.5 

   51 and above 64 16.0 

TOTAL 400 100 

Source: Field Survey, 2019 

 

4.2.4 The Education of the Respondents 

Table 4.1 presents the level of education of the respondents. The analysis of the 

education of the respondents depicted that the respondents had attained different 

levels of formal education. The analysis revealed that 214 (53.50%) of the 
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respondents had primary education. Also, respondents 111 (27.75%) had secondary 

education and 75 (18.75%) respondents had attained college or university level of 

education. The findings signify that there were no respondents without formal 

education. Hence, the findings serve as evidence of the effort, done by the 

government of Tanzania since the independence, of fighting diseases, ignorance and 

poverty the enemies of development (URT, 2018a). Moreover, the findings indicate 

the ability of every respondent to understand the government and community efforts 

of improving healthcare service through participatory planning in the LGAs.  

  

 Nevertheless, a majority (i.e. 53.50%) of the respondents had primary school level 

education. This observation corresponds to the Population and Household Census 

Report of 2012 that indicated that 83.3% of Tanzanians from the Mainland had 

primary education compared to the 2.3% who had attained college and university 

education (URT, 2016b). These different levels of education acquired by the 

respondents are expected to influence their understanding and ability to gauge the 

quality of health services provided and the ability to make informed decisions. 

 

Table 4.5: The Level of Education of the Respondents (n = 400) 

EDUCATION LEVEL Number of 

Respondents 

Percentage 

   

   Primary 214 53.50 

   Secondary 111 27.75 

   College 75 18.75 

TOTAL 400 100 

Source: Field Survey, 2019 

 

Further analysis was done to compare the level of education and the area of residence 

of the respondents as indicated in Table 4.6. The findings reported that there were 

115 (53.7%) respondents from Dodoma City with a primary level of education which 

was higher compared to 99 (46.3%) respondents from Bahi District. Similarly, the 

respondents with secondary and college education in Dodoma City were 85 (76.6%) 

and 60 (80.0%) respectively. This is higher compared to the respondents with a 

similar level; i.e. 26 (23.4%) and 15 (20%) with secondary and college levels of 
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education respectively from Bahi District. The findings in Table 4.6 revealed a 

significant association between the level of education and the area of residence of the 

respondents (χ2 (2, n = 400) = 25.886; P = 0.0000). This implies that the level of 

education of respondents is determined by the area of residence of the respondents in 

rural or urban councils. The high number of respondents with the primary level of 

education in Dodoma City can be attributed to the rural-urban migration which is a 

prominent phenomenon in most fast-growing cities in Tanzania (Msigwa, 2013). The 

prevalence of respondents (Table 4.6) with secondary and college levels of education 

in Dodoma City is associated with the availability of different academic institutions 

in Dodoma City than in Bahi District (Msacky et al., 2017). Thus, the differences in 

the level of education between urban and rural councils in Tanzania are expected to 

influence the ability of the community members in participatory planning and 

evaluate the quality of health services. 

 

Table 4.6: The Association between the Level of Education and Area of 

Residence 

Education 

Level 

Area of Residence of Respondents Total 

Dodoma City Bahi 

 No. % No % No. 

Primary 115 53.7 99 46.3 214 

Secondary 85 76.6 26 23.4 111 

College 60 80 15 20 75 

Total 260 65 140 35 400 

Pearson Chi-Square = 25.886a, DF = 2, P = 0.000 

Source: Field Survey, 2019 

 

4.3 The Quality of Health Service Delivery 

This section provides an account of the first specific objective of the study. The first 

objective of the study sought to assess the status of quality of health service delivery 

in the government-owned healthcare facilities in the councils of Dodoma City and 

Bahi District of Dodoma in Tanzania. Both quantitative and qualitative data were 

generated from the survey questionnaire, interviews, FGDs, observation, and 

documentary review to assess the status of quality of health service delivery in the 
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LGAs. The presentation of the findings and discussions are done based on the 

preferences of the respondents for healthcare facilities and the service quality 

dimensions in the councils of Dodoma City and Bahi District.  

 

4.3.1 Respondents’ Preferences for Healthcare Facilities 

During the survey, respondents were asked to indicate their level of preference of the 

healthcare facility (HF) (i.e. dispensary, health centre, and district hospital) for 

seeking health services. The findings in Table 4.7 indicated that 109 (27.3%) 

respondents preferred attending dispensaries for health services. The findings also 

revealed that 177 (44.3%) respondents preferred seeking health services in the health 

centres. Similarly, the findings showed that 48 (12.0%) respondents preferred 

seeking health services in the district hospitals while 66 (16.5%) respondents 

preferred attending other available avenues to seek health services, including 

traditional healers. The findings imply that a significant majority of the respondents 

depend on the dispensary and the health centres for seeking health services. These 

findings rhyme with the study by Boex, Fuller, and Malik (2015) who found that 

dispensaries and health centres are at the frontline in the provision of primary 

healthcare services to the majority of Tanzanians in urban and rural districts. 

 

Table 4.7: Preference for Healthcare Facilities Based on the Level 

Healthcare Facility Frequency Percentage 

   Dispensary 109 27.3 

   Health Centre 177 44.3 

   District Hospital 48 12.0 

   Other 66 16.5 

TOTAL 400 100 

Source: Field Survey, 2019 

 

The FGDs findings provide reasons for the preference of dispensaries and health 

centres as the distance to the health facility, availability of services and the lack of 

options of availability of health service in the City or District councils. During FGDs 

one participant reiterated that: 
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Here, we normally visit the available health facilities close to our 

area which is a dispensary or health centre. Our district has no 

District Hospital. Sometimes, we are referred to the Regional 

Hospital in Dodoma or Benjamin Mkapa Hospital. Going up to 

Dodoma City for a further medical checkup cost us a lot. We have to 

pay for transport and sometimes accommodation in case you do not 

have a relative to host you in town. The presence of the District 

Hospital brings relief to the community members since it is used for 

referral cases in the District. The community members are in need of 

the District Hospital to bring services closer to their area (FGD in 

Bahi 26th February 2019).  

 

Further analysis was made to establish the association between the level of education 

of the respondents and the preference of the level for health services using a Chi-

square test. The findings in Table 4.8 indicate that there is a significant association χ2 

(6, n = 400) = 26.108, P = 0.0000 between the level of education and the choice for 

the level of health facilities (dispensaries, health centres, district hospital and others). 

It is noted that respondents with primary education have different levels to seek 

health services whereby 40 (18.7%) preferred dispensary, 118 (55.1%) preferred 

HCs, 23 (10.7%) preferred district hospitals and 33 (15.4%) preferred other HFs such 

as specialised clinics, regional and zone hospitals. Also, the respondents with a 

secondary level of education 42 (37.8%) preferred dispensaries, 36 (32.4%) preferred 

health centres, 15 (13.5%) preferred district hospital and 18 (16.2%) preferred others 

for health services. Likewise, the respondents with a college-level of education who 

seek health services in different levels of healthcare facilities were 27 (36.0%) 

preferred dispensaries, 23 (30.7%) preferred health centres, 10 (13.3%) preferred 

district or city hospitals and 15 (20.0%) preferred other levels of health services. 

Thus, the difference in the preferences for health services is a ground for further 

analysis of establishing the link between quality and education. 

 

Also, as presented in Table 4.8, it is revealed that there is a high number of 

respondents in all the education categories attending health services in dispensaries 

and health centres compared to other levels of health service delivery. High 

preference of health services in the dispensaries and health centres justifies for the 

Ministry of Health with its ten years Programme for Primary Health Service 

Development (2007-2017) in 2007. The programme aimed to establish healthcare 

facilities in every administrative unit of the LGAs in Tanzania through the 



121 

participation of community members (URT, 2007a). A similar spirit of establishing 

health facilities in every administrative unit of the LGAs was revived by the Chama 

Cha Mapinduzi’s (CCM) election manifesto for the 2015 general elections. Thus, 

both the government programme and the party’s manifesto revealed the awareness of 

the main stakeholders on the priorities of community members in the availability of 

the health services delivery to the proximate possible level. 

 

Table 4.8: The Association between Education and the Preference for HFs 

Education Healthcare Facilities Total 

Dispensary Health 

Centre 

District Hosp. Other 

 No. % No. % No. % No. % No. 

Primary 40 18.7 118 55.1 23 10.7 33 15.4 214 

Secondary 42 37.8 36 32.4 15 13.4 18 16.2 111 

College 27 36.0 23 30.7 10 13.3 15 20 75 

Total 109 27.3 177 44.3 48 12.0 66 16.5 400 

Pearson Chi-square = 26.108a, DF = 6, P = 0.000 

Source: Field Survey, 2019 

 

Furthermore, respondents were asked to indicate their choice of the healthcare 

facility based on ownership (government, private, Faith Based-Organisations 

(FBOs), and others). Table 4.9 indicates that health facilities in Dodoma City and 

Bahi District are owned by the government, private, and faith-based institutions. 

Thus, different ranges of ownership provided a wide scope of selection to the 

community members on the health facility to visit for health service seeking. Factors, 

such as accessibility, adequacy, affordability, availability, and distance influence the 

choice of community members in selecting the health facility based on ownership 

(Lufunyo, 2017). The findings show that 192 (48.0%) of the respondents preferred 

government-owned health facilities and 145 (36.3%) preferred private-owned health. 

Also, the findings depict that 56 (14%) of the respondents preferred FBOs, and 7 

(1.8%) preferred other owned health facilities that included those health facilities 

owned by the military and parastatal organisations.  
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The findings imply that majority of the community members prefer to seek health 

services in government-owned healthcare facilities than the private-owned healthcare 

facilities. The high preference for the community members to the government-owned 

healthcare facilities is mainly based on affordability. Findings from FGDs revealed 

that community members seek health services in government-owned healthcare 

facilities due to the affordable cost of healthcare services. It is added that the 

consultation fees and cost for drugs are cheaper in government-owned healthcare 

facilities compared to private owned healthcare facilities. 

 

Table 4.9: Preference for Health Facilities Based on Ownership 

  Ownership Frequency Percentage 

   Government 192 48.0 

   Private 145 36.3 

   FBO 56 14.0 

   Other 7 1.8 

TOTAL 400 100 

Source: Field Survey, 2019 

 

Further analysis was carried out to establish the association between the preference 

for health services in health facilities based on ownership and the area of residence of 

the respondents using a Chi-square test. The Chi-square test results presented in 

Table 4.10 indicated a significant association between the respondents’ area of 

residence and the preference for health services based on ownership (χ2 (3, n = 400) 

= 125.466, P = 0.0000). The findings showed that 74 (38.5%) and 118 (61.5%) 

respondents from Dodoma City and Bahi District respectively preferred government-

owned health facilities for service delivery. Likewise, the preference for the 

privately-owned healthcare facilities among the respondents from Dodoma City was 

132 (91.10%) and Bahi District was 13 (9.0%). Moreover, the study findings 

depicted that 52 (92.9%) respondents from Dodoma City and 4 (7.1%) from Bahi 

District preferred health facilities owned by the FBOs. Also, the findings revealed 

that some respondents, i.e. 2 (28.6%) and 5 (71.4%) from Dodoma City and Bahi 

District respectively had a preference for other health facilities, including those 

owned by parastatal institutions like the military.  
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The findings suggest that most community members in urban areas, including 

Dodoma City, prefer seeking health services from private-owned healthcare 

facilities. The findings from FGDs revealed that community members prefer private 

healthcare facilities because there are more doctors and well-functioning laboratories 

to attend to patients in the healthcare facilities.  A high preference of urban dwellers 

for seeking health services in private-owned healthcare facilities serves as an 

invitation of the government to put more effort into improving the services in the 

government-owned healthcare facilities. 

 

Table 4.10: The Association between the HF Ownership and the Area of 

Residence 

Ownership 

Preference 

Area of Residence of Participants Total 

Dodoma City Bahi District 

 No. % No % No. 

Government 74 38.5 118 61.5 192 

Private 132 91.0 13 9.0 145 

FBO 52 92.6 04 7.1 56 

Others 02 28.6 05 71.4 07 

Total 260 65 140 35 400 

Pearson Chi-Square 125.466a, DF =3, P = 0.000 

Source: Field Survey, 2019 

 

Findings from the focus group discussions also revealed that community members 

have a high preference for health services in private-owned health facilities due to 

the availability of adequate human resources for health, timely delivery of services, 

and the availability of modern equipment for service delivery. Similarly, the findings 

from interviews show that the community members prefer private health facilities 

because there are adequate personnel and modern equipment, such as clinical 

chemistry analyser, urine analyser, haematology analyser, and x-ray. Supporting the 

findings from the interviews, Kahabuka et al. (2012) revealed that the availability of 

drugs and medical equipment pushed the community members in Muheza District to 

bypass the primary healthcare facilities in favour of referral healthcare levels.  

Mshana et al. (2015) assert that the availability of adequate human resources for 
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healthcare services prompts the majority of the community members in the LGAs of 

Dodoma Region to seek health services in the facilities owned by faith-based 

organisations than in the government-owned health facilities. Community members 

are motivated to visit healthcare facilities that provide satisfying services (Fenny et 

al., 2014; Nkrumah et al., 2015; Lim et al., 2018). In the study of Yaya et al. (2017), 

it was observed that Ghanaians are more satisfied with services provided by private 

health facilities due to the availability of medical equipment and human resource.  

 

The community members in Tanzania, particularly those in the urban dwellers prefer 

privately owned health facilities for healthcare services. The preference follows 

adequate human resources, equipment, and good healthcare. Thus, Tanzania and 

other African countries could learn from the improvement efforts in the private 

sector for quality health service delivery. The improvement of quality service 

delivery would attract more citizens and all the members of the community in the 

local area to seek health services in the government-owned health facilities. The 

provision of quality services in the government healthcare facilities is an issue of 

concern to attract the community members to the healthcare facilities under LGAs 

(Shillingi & Mutalemwa, 2012). Consequently, proceeding section 4.3 examines the 

status of the quality of health service delivery in the government-owned health 

facilities in the councils of Dodoma City and Bahi District. 

 

4.3.2 Service Quality Dimensions 

The service quality dimensions according to Parasuraman et al. (1994) are a set of 

aspects to assess the quality of service delivery based on the expectation and 

perception of the beneficiary of service. The service quality aspects are an integral 

part of the universal health coverage and utilization of primary healthcare facilities 

(Kuwawenaruwa et al., 2020). As established earlier in chapter two, there are five 

service quality dimensions, namely tangibility, reliability, responsiveness, assurance, 

and empathy. This section provides quantitative and qualitative findings of the 

service quality dimensions. The criterion of the mean scores of service quality is 

used to determine the service quality dimension which is above or below the mean 

score. The decision rule for quantitative data on service quality was determined as 

said earlier in section 3.15, the respondents with 0 or positive mean difference scores 
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(≥ = 0) indicate the satisfaction with the quality of health service delivery. Thus, the 

scores above the mean are regarded as satisfaction with the quality of services. 

Similarly, the scores below the mean score are considered as dissatisfaction with the 

quality of health service delivery.  

 

4.3.2.1 Tangibility in Health Service Delivery 

Tangibility refers to the physical aspects of service delivery in healthcare facilities. 

The aspects may include infrastructure, human resources, drugs, equipment, and 

reception. The tangibility dimension was established from the difference between 

perceptions and expectations of the respondents regarding the quality of health 

services in the councils of Dodoma City and Bahi District. Three statements of 

expectations and perceptions were used to ascertain the quality of service in the 

healthcare facilities using tangibility dimension in service delivery. The statements 

include the availability of equipment, adequacy of the drugs, and good reception area 

for the community members visiting the facilities seeking health services. The mean 

scores for each statement based on the expectations and perceptions were computed 

from the three statements of tangibility. The difference in the mean scores between 

the perceptions and expectations indicate the status of quality of health services for 

the tangibility dimension.  

 

Referring to section 3.15, the negative mean score difference (< 0) indicates 

dissatisfaction with the quality of health services. Table 4.11 presents the mean and 

the differences of the mean scores between expectation and perception. The findings 

depict that the mean difference score is -1.47 for all three tangibility statements. The 

negative mean difference score suggests that the expectations for quality health 

services are higher than the perceptions of the community members for the quality of 

service. This indicates dissatisfaction with the quality of health services with the 

tangibility dimension. 
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Table 4.11: Gap Mean Score of Tangibility (n = 400)  

Tangibility Dimension Mean 

Expectation 

Mean 

Perception 

Mean 

Difference 

Score 

Availability of modern equipment 3.90 2.31 -1.59 

Adequacy of the drugs 3.70 2.23 -1.47 

Good reception area 3.83 2.58 -1.32 

Mean Score 3.83 2.37 -1.47 

Source: Field Data, 2019 

 

Similarly, the doctors’ in-charge of the health facilities in Dodoma City and Bahi 

District councils acknowledged that there are challenges for the availability of 

modern equipment and good reception areas in the health facilities. An interview 

with one of the doctors in-charge generate the following quote:  

In this health facility, there is lack of equipment, like the universal 

anaesthetic machines, infant radiant warmer, incubator, and auto clip 

machine for providing good healthcare services. The reception area 

lacks a modern support environment. The area has no water filter, 

drinking tools, television, adequate wastebaskets, and comfortable 

sitting chairs like it is in most private health facilities. The facility 

needs to be expanded to accommodate more people in the queue of 

service the facility. Car packing has not been established, thus, people 

pack their cars anyhow (Interview field data in Dodoma City 6th March 

2019). 

 

This state of tangibility in services is as well confirmed by the observation made in 

the visited healthcare facilities. It was observed that some healthcare facilities 

particularly those in rural areas have no electricity to ensure improved service 

delivery. It was also noted during the physical visit that the state of the toilets in the 

healthcare facilities was found to be largely poor in that the toilets were not supplied 

with soaps and there was no running water.  

 

The participants during FGDs recommend that the management of the health facility 

change the current pit latrine into the flash-tank toilets. It is added that the flash-tank 

toilets maintain running water throughout the day. It was also observed at the health 

facilities that the roofs of some buildings were leaking.  Moreover, some windows of 

the health facilities were broken that cause inconvenience to the patients in the 
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wards. The unsatisfactory situation of the facilities buildings was similarly reported 

to exist in the staff houses. During interviews, it was raised by most in-charge of the 

healthcare facilities that staff houses are old, small, and inadequate for the health 

service providers. Likewise, this research observed that there are broken equipment 

and tools that stayed unrepaired for a long time to the point that they can no longer 

be repaired again. 

 

Similarly, most health facilities visited were not fenced, except Makole Health 

Centre that had a barbed-wire fence. The absence of a fence, according to the service 

providers interrogated, brings inconvenience with health service delivery particularly 

to the admitted patients in the wards. This is because the community’s entrance into 

the facilities’ compounds fails to abide by the working hours and visiting hours in the 

wards of the health facilities. The in-charges of the health facilities added that the 

lack of fences has caused frequent encroachment of the health facility land for 

settlement and farm activities by the community members. Furthermore, lack of 

fences was reported to be a source of insecurity in the health facilities as some 

community members recalled the experience of theft that happened in one of the 

health facilities about five years back. During FGDs, some participants recalled the 

incidence of insecurity where thieves stormed into the health facility and robbed the 

facility and the community members who were admitted in the wards. The 

participants shared that the risk of getting robbed in that facility is still there as long 

as the facility is not fenced. 

 

The shortage of equipment and medical tools for service delivery was as well raised 

during FGDs that essential equipment, like X-ray and ultrasound, are not available in 

the healthcare facilities. During FGDs, a participant from one of the villages shared 

this: 

I had an accident with the motorcycle but our health facility had no X-

ray machine to confirm the fracture. I was referred to St. Gemma 

hospital in Dodoma City for the X-ray. It takes more than 100 

kilometres from this village to seek health services in Dodoma City. 

Moreover, at the healthcare facility in Dodoma City, I had to wait in a 

long queue for an X-ray. I spent the whole day in the radiology 

department waiting for the service. It costed my time, transport, meals, 

and accommodation in Dodoma City. Our health facility needs to be 

equipped with all modern machines to reduce the inconvenience to 

patients (FGDs field data in Bahi District on 28th February 2019).  



128 

Comparing the reception area of the public health facility to that of the private health 

facilities, the participants revealed that the reception area in the public health 

facilities is not good. It was added that the reception area of the public health 

facilities had no television and adequate sitting area for the community members 

visiting the health facilities. 

 

Thus, the study argues that the availability of adequate tangible dimensions, such as 

adequate drugs is essential for quality service delivery (Kuwawenaruwa, 2020). The 

findings have established a huge dissatisfaction with the tangibility dimension in the 

public health facilities. The factors behind dissatisfaction with the quality of health 

services are based on the small budget allocated in the health sector and little 

mobilization of the local resources that could shoulder hand with efforts shown by 

the government. In supporting the findings, Frumence et al. (2014) added that the 

reason for persistent medicine stock-out and other medical equipment in the health 

facilities include limited government allocation to the LGAs. The study also argues 

that there is a lack of initiatives by the doctors in-charge of the health facilities. It is 

added that the doctors in-charge are not patriotic and have no proactive behaviour to 

improve service delivery. Thus, it is recommended that the doctors in-charge of the 

public health facility should not fold their hands and wait for the central 

government’s efforts. The doctor in-charge should take personal initiatives to 

mobilize the community members to address the tangibility challenge in the public 

healthcare facilities. The study also sees the need to train the doctors in-charge of the 

healthcare facilities on how to mobilize community members to improve 

infrastructure in the healthcare facilities. Despite dissatisfaction shown in the 

tangibility dimension, the proceeding subsection 4.3.1.2 examined if the facility 

provides what it has promised to offer to the public. 

 

4.3.2.2 Reliability in Health Service Delivery 

Reliability is the dimension to service quality that means that the ability of the 

healthcare facility to perform dependably and accurately the promised services. The 

reliability dimension for service quality was measured from the expectations’ and 

perceptions’ mean difference scores of three statements. The statements of 

expectations and perceptions were based on ‘health service providers honouring the 
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appointment of service to the community members’ ‘health service providers 

offering thorough physical examination to the community members in the 

consultation room of the doctors, and ‘health facilities (HFs) open throughout the 

working hours. The difference in the mean score between the perceptions and 

expectations determines the status of quality health services about the reliability 

dimension. The results in Table 4.12 depict a negative mean difference score for all 

reliability aspects. In the ranking, the mean difference score of the aspect, ‘the health 

service providers offering thorough physical examination to community members’ 

has the lowest negative mean difference score of -1.26. The lowest negative mean 

score suggests that the degree of dissatisfaction is high with the physical examination 

indicator compared to the facility opens throughout the working hours, an indicator 

that scored -0.75 mean difference score on reliability. This, therefore, suggest that a 

majority of the respondents are dissatisfied with the quality of health services. 

 

Table 4.12: Mean Score Difference of Reliability (n = 400) 

Reliability Dimension Mean 

Expectation 

Mean 

Perception 

Mean 

Difference 

Score 

Honouring the appointment of service 3.90 2.70 -1.20 

Offering a thorough physical 

examination 

4.16 2.90 -1.26 

HF opens throughout the working 

hours 

4.05 3.30 -0.75 

Mean Score 4.03 2.96 -1.07 

Source: Field Data, 2019 

 

The survey results are also corroborated with the FGDs findings. The FGDs with 

some community members in the rural council revealed that, in most cases, the 

health facility is closed during the nights and after working hours. It is added that 

after normal working hours and at nights the community members have to make use 

of the watchman in the health facility to call the healthcare attendant on duty from 

his/her home. The key informants revealed that the health centre is normally 

expected to be open for service on a twenty-four hours’ basis. Thus, the community 
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members are supposed to find healthcare attendants in the healthcare facilities. The 

FGDs participants added that the tendency to call a healthcare attendant on duty from 

his/her home creates inconvenience and delays for service in the public health 

facility. A participant in one of the FGDs supported this observation with the 

following argument: 

 

This health facility was officially opened in 2016 with the promise that 

our health centre would be open for 24 hours. However, it has never 

provided services at night hours since when it was opened. So, in case 

of emergency, we have to wake-up the in-charge of the health facility 

from his home. The available health persons try their best to provide a 

thorough physical examination to patients. Adding to that it is a bit 

challenging to honour appointments for service as there are only two 

healthcare persons who cannot attend all the administrative duties and 

service delivery as required. We appeal to the government to bring 

more human resources for health (FGD field data in Bahi District 27th 

February 2019). 

 

The findings contradict the health service delivery guidelines and regulations spelt in 

URT (2011b) that require the district hospitals and health centres to operate 24 hours 

to ensure the availability of health services to the community members. The 

guideline also emphasizes the presence of the health attendants throughout the health 

centres as a way of ensuring quality services to the community members. 

 

The survey findings also concur with the key informants’ findings that indicate that 

community members are dissatisfied with the time for physical examination. 

According to the key informants, the time spent on physical examination in the 

consultation room to the community members in the healthcare facilities depends a 

lot on the health condition of the patient. The key informants revealed that the time 

for physical examination is mainly based on the Hutchison Clinical Methods. 

According to the informants, the Hutchison Clinical Methods provides the mode of 

operandi for clinical officers during their training. Based on this mode of operandi, 

time for physical examination entails 25-30 minutes for history taking and 15-20 

minutes for specific examination. Most key informants assert that there is a challenge 

of adhering to Hutchison Clinical Methods given that there are few clinical officers 

to attend to all the community members seeking health service in the healthcare 
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facility. This challenge invites more partnerships of the stakeholders in improving 

the infrastructure and human resources for healthcare services in local areas.  

 

It has come out clearly in this study that reliability in service delivery influences the 

satisfaction with the quality of health services offered to the community members. 

The study has vividly established that the health facilities have not been able to offer 

what they have promised to offer to the community members. The findings are in 

agreement with the study by Makuka et al. (2017) who revealed that 80% of the 

respondents who visit the health facilities particularly at weekends and at odds hours 

for maternal health care reported unavailability of health services. Thus, the 

community members from both Dodoma City and Bahi are dissatisfied with the 

health facility system of carry out their daily operations. Dissatisfaction with the 

quality of service on the reliability dimension can be traced to the deficit of human 

resources for health cited in chapter one. A health facility with a shortage of human 

resources cannot perform like a fully-fledged facility with adequate human resources 

for health services. It is, however, important to know that the shortage of human 

resources for health is a global issue rather than the national issue. Thus, the 

community members ought to understand the constrained environment under which 

the health facilities in Tanzania provide the services. Regardless of how the health 

facility operates in health service delivery, subsection 4.3.1.3 provides how the 

health workers in the health facility behave upon the request from the community 

members when seeking health service in the public health facilities. 

 

4.3.2.3 Responsiveness in Health Service Delivery 

The responsiveness dimension concerns the willingness of the health providers in the 

healthcare facilities to respond to the needs and enquiry of the community members. 

This dimension emphasizes the attentiveness and promptness demonstrated by the 

health workers in dealing with the request, questions, and problems of community 

members in the healthcare facilities. The dimension of responsiveness was equally 

measured using expectations and perceptions mean scores difference of four 

statements about the quality of health services. The statements were based on ‘health 

providers to keep the record of the community members accurately’, ‘health provider 

provides assistance to community members whenever the need arise’, ‘health 
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providers respond promptly to community members’ and ‘health providers make 

community members aware that s/he should wait his/her time for service’. The gap 

that exists between the perceptions and expectations in service delivery depicts the 

status of quality health services concerning the specific aspect and in general 

responsiveness dimension.  

 

Findings in Table 4.13 indicate that the overall mean difference score of 

responsiveness items is -1.44. The overall ranking of the four responsiveness items, 

namely ‘keeping the records of the community members accurately’ has the lowest 

mean difference score of -1.66 and ‘assists whenever the need arises’ has the highest 

mean difference score -1.06 of responsiveness. The negative mean difference score 

implies that the expectations’ on responsiveness are higher than the perceptions that 

signify dissatisfaction with the quality of health service in the health facilities.  Thus, 

the findings signify that more community members are dissatisfied with the quality 

of service delivery compared to those who are satisfied with service delivery in the 

public health facilities. This state of responsiveness calls for training to the health 

providers on how to respond to the inquiry and needs of the community members in 

the healthcare facilities. 

 

Table 4.13: Mean Difference Score of Responsiveness (n = 400) 

Responsiveness Dimension Mean 

Expectation 

Mean 

Perception 

Mean Difference 

Score 

Keep record accurately 4.22 2.56 -1.66 

 Assists whenever the need arise 4.30 3.24 -1.06 

 Respond promptly 4.14 2.49 -1.65 

Make aware on time for service 4.06 2.68 -1.38 

Mean Score 4.18 2.37 -1.44 

Source: Field Data, 2019 

 

During the field visit to the health facility, the researcher observed long queues of the 

community members waiting for service delivery in health facilities, particularly in 

Dodoma City. It was also noted that, in some facilities, service providers use 

electronic record-keeping systems to ensure that the records of the community 
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members are kept properly. Electronic record-keeping also reduced the waiting time 

in the health facilities. The electronic record-keeping in the healthcare facilities has 

its base in the health sector strategic plan iv that stresses providing quality health 

care to all households (URT, 2015b). The findings from the FGDs acknowledged the 

efficacy of electronic record-keeping to improve the filing record system. Noting the 

challenges with the electronic record system, the FGDs participants added that the 

efficiency of the electronic record-keeping is often interrupted by the unavailability 

of internet network services. It was reported that when the internet is off, service 

delivery in the registration and revenue sections comes to a standstill. Service 

delivery resumes when the internet connection is back. It was also shared that the 

electronic record system inconvenient the community members when they have lost 

or forgotten the hospital identity card. The community members are asked to pay for 

the new identity card. This challenge related to the loss of the identity card pose for a 

need to provide training to the community members on the management and proper 

storage of their identity card for seeking healthcare services. 

 

Contrary to the FGDs findings, the key informants opined that the use of electronic 

record-keeping has improved a lot of record-keeping in the health facilities. The key 

informants added that more improvement can be made to the National Broadband 

Backbone to make it faster. Also, key informants revealed that it is their work to 

identify a very sick patient and give him /her a priority. However, the key informants 

reported that it is not always easy to identify a sick patient and give him/her priority. 

At the incidence of a very sick patient, the community members in the healthcare 

facility also complain and question why giving particular patient priority. The 

complaint according to the doctor in-charges of health facilities is linked generally to 

the inadequacy number of staff and healthcare facilities. Giving example, the 

informant shared that, by standard, a health centre ought to have 48 human resources 

for health. However, in several health centres, particularly in rural areas the human 

resources for health are below the established requirement to attend to all patients 

timely in the healthcare facilities.  

 

Generally, the findings signify that the community members are dissatisfied with the 

quality of service delivery in the responsiveness dimension. The community 
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members are dissatisfied with the provision of assistance and response by the health 

workers. As discussed earlier, this dissatisfaction emanates from the acute shortage 

of health facilities. The health workers given the number of health facilities find 

themselves working under pressure to provide quality service delivery. Also, Khamis 

and Njau (2016) opine that the health workers’ behaviour to the community members 

in the healthcare facilities is due to the low morale in service delivery. However, the 

health workers need to understand that the prime purpose for service delivery is the 

satisfaction of the beneficiary of the service. Thus, the quality of service delivery 

should not be compromised by some sort of external situation like motivation. 

Subsection 4.3.1.4 provides how the health workers in the health facility use their 

talents and competencies to provide satisfactory quality service to the community 

members. 

 

4.3.2.4 Assurance in Health Service Delivery 

The assurance dimension aims to establish professionalism in service delivery on the 

side of the health workers. This refers to the ability of the health workers to use their 

knowledge to inspire trust and confidence in the community members in the 

healthcare facilities. Three statements namely ‘timely availability of the laboratory 

results’, ‘the consultation room contain all the necessary it takes to provide good 

care’ and ‘the health providers have enough knowledge to resolve health situation’ 

were computed. The status of quality health services was obtained from the 

difference in the mean score between the perceptions and expectations of the 

assurance dimension.  

 

The findings in Table 4.14 indicate that the overall mean difference score for all 

items in the assurance items is -1.12. The study findings depict that -1.28 has the 

lowest mean difference score on ‘timely availability of the laboratory results. The 

mean difference of -0.88 is the highest with the consultation room contain all the 

necessities it takes to provide good care. The negative mean difference score depicts 

that the expectations on assurance are higher than the perceptions’ that implies 

dissatisfaction with the quality of health in the health facilities. Generally, the 

findings reveal that a large majority of the community members are dissatisfied with 

the quality of service delivery in the assurance dimension. 
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Table 4.14: Mean Difference Score of Assurance (n = 400) 

Assurance Dimension Mean 

Expectation 

Mean 

Perception 

Mean Difference 

Score 

Timely availability of the 

laboratory results 

3.97 2.69 -1.28 

The consultation room has 

basics for good care 

3.99 3.11 -0.88 

The health providers have 

enough knowledge 

4.13 2.95 -1.18 

Mean Score 4.03 2.91 -1.12 

Source: Field Data, 2019 

 

The FGDs participants showed concern about the waiting time for laboratory results 

and the appearance of the medical attendant in the consultation room. The participant 

revealed that the laboratory results take more than two hours. The participants added 

that the laboratory results sometimes differ between the public health facilities and 

private health facilities. The participants shared that laboratory results in the public 

health facility may show negative Malaria albeit the symptoms and condition depict 

Malaria. So, if a community member goes to the private laboratory, s/he may be 

diagnosed with Malaria. The difference in the laboratory results between private and 

public health facilities calls for a need to set-up a technical department in the LGAs 

for continuous monitoring of the accuracy of the laboratory equipment and reagents. 

Likewise, the community members were dissatisfied with the dressing attire of the 

medical attendant in the health facilities. It was revealed that some medical 

attendants in the health facility dress casually that creates difficulties for the 

community members to differentiate between the health services providers and 

health seekers in the healthcare facilities. 

 

The information from the interviews confirms the deficiency with the assurance 

dimension. It was revealed that laboratory services are below the standard with the 

required reagents, tools, and human resources. The doctor in-charge of one of the 

health facilities shared this: 
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In this health facility, we do not have a laboratory technician. I am 

obliged to do the clinician work and laboratory technician work. This 

creates delays and affects the quality of services in our health centre. 

The deficit of human resources for health is big in primary healthcare 

facilities. Likewise, doing work that is outside the job description 

lowers the quality of services (Interview field data in Bahi District 28 

February 2019). 

 

Thus, the findings revealed that the community members are dissatisfied with the 

assurance dimension for ensuring quality health service delivery. The reason for this 

dissatisfaction is linked to the shortage of medical equipment and the human 

resource that could ameliorate the health service delivery. With dissatisfaction, the 

study argues that there is a need to set-up a technical department for testing the 

accuracy of the equipment in the laboratory section. The study also noted that it is 

important for the health service providers in the healthcare facilities to adhere to the 

dressing codes when providing health services in the facilities. Similarly, the study 

sees the need to improve the allocation of human resources in healthcare facilities. In 

the following subsection 4.3.1.5, the study presents the empathy aspects of health 

service delivery.  

 

4.3.2.5 Empathy in Health Service Delivery 

Empathy refers to the tendencies of the health workers to provide care and attention 

to the community members in the healthcare facilities. The health workers can go the 

extra mile of their professionalism to satisfy the community members during the 

provision of health service delivery in the public healthcare facilities. Empathy was 

expressed by mean scores difference between expectations and perceptions. Three 

aspects of empathy were measured to establish their mean scores. The statements 

were: ‘the health workers pay attention to the health of individuals’, ‘health workers 

are polite, cooperative, comforting to the community members’ medical condition, 

and health providers listening attentively to the community members in the health 

facilities. The difference in the mean score between the perceptions and expectations 

portrays the status of quality health services with regard to the empathy dimension.  

 

Table 4.15 presents the mean difference scores for all the empathy aspects as 

negative. The overall mean difference score is -1.24. This overall score depicts a 

negative score. The study findings also show that the highest mean difference score 
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is -0.19 expressed by health workers who are polite, cooperative, comforting to the 

community members. The lowest mean difference score is -1.30 as shown by the 

health workers in listening attentively to the community members. The negative 

mean difference score illustrates that in this dimension, the community members 

have higher expectations of empathy than what the healthcare facilities can afford to 

offer. The findings conclude that the community members are dissatisfied with the 

empathy dimension in health service delivery in both urban and rural areas of 

Tanzania. 

 

Table 4.15: Mean Difference Score of Empathy (n = 400) 

Empathy Dimension Mean 

Expectation 

Mean 

Perception 

Mean Difference 

Score 

Pay attention to individual 

health 

4.10 2.86 -1.24 

Polite, cooperative, and 

comforting staff 

4.04 2.85 -0.19 

Attentive listening 4.17 2.87 -1.30 

Mean Score 4.10 2.86 -1.24 

Source: Field Data, 2019 

 

Findings obtained from FGDs show that some health workers do not pay attention to 

the need of the community members in the healthcare facilities. One of the FGDs 

participants from Dodoma City recalled this: 

 

My experience with those young ladies who provide health services is 

bad. They do not care about a person’s health. Last week, I attended 

……. [name held anonymous] facility and a young lady who provided 

services was busy playing with her smartphone. She never paid 

attention to me until when I requested and yet waited for a while. This 

has completely discouraged me from going to that health facility for 

health services. Next time, when I have a health problem, I will have 

to go to a private health facility even if it means paying a lot of money 

(FGDs field data in Dodoma City 6th March 2019). 

 

The empathy dimension is essential for health workers in health service delivery. It 

indicates a sense of care for others. Given the resource constraint situation in the 
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health service delivery in Tanzania, the health workers are required to use the skills 

and competencies to satisfy the community members.  

 

4.3.2.6 The Overall Quality of Health Services 

Table 4.16 presents the overall status of the quality of health services based on the 

five service quality dimensions. The overall status of health services is based on the 

mean difference score for every dimension of service quality. As it was said earlier, 

in section 3.15, the dimension with a positive mean difference or zero scores indicate 

satisfaction with the quality of health services. Similarly, the dimension with a 

negative mean score reveals dissatisfaction with the quality of health service. The 

analysis indicates that the mean score for all the SERVQUAL dimensions was 

negative. This negative mean difference score implies that the expectations of the 

community members about the quality healthcare services have not been realised yet. 

Instead, the community members are dissatisfied with the quality of health services 

in the healthcare facilities.  

 

The overall status of health service is ranked in the five SERVQUAL dimensions 

based on the magnitude of the dissatisfaction. The findings indicate that the 

tangibility ranks number one 1 (-1.47). The remaining dimensions are ranked 

systematically following this order; responsiveness number two 2 (-1.44), empathy 

number three 3 (-1.23), assurance number four 4 (-1.12) and reliability number five 5 

(-1.07). Furthermore, the findings demonstrate that the overall mean score difference 

for SERVQUAL was -1.271. The findings suggest dissatisfaction with the quality of 

health service delivery in councils of Dodoma City and Bahi District. This status 

gives the impression that the government and the community members in 

collaboration with other stakeholders have a great task ahead towards improving the 

quality of health service delivery.  
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Table 4.16: Overall SERVQUAL Dimensions 

Dimensions Mean Difference Score                                                                   

Tangibility -1.47 

Reliability -1.07 

Responsiveness -1.44 

Assurance -1.12 

Empathy -1.23 

Overall SERVQUAL mean difference  -1.271 

Source: Field Data, 2019 

The overall findings on the health status correspond with documentary data review 

collected from Dodoma City and Bahi District councils indicating the availability 

and the deficiency of some important indicators for providing quality health service 

delivery. Table 4.17 presents the availability and deficit of the indicators for 

providing quality health services. Based on the documented data, the findings reveal 

that the important indicators are inadequate for quality health service delivery. The 

data show that most of the indicators from the two councils have more than 50% of 

the deficit of the available indicators for service delivery.  

 

Table 4.17: Availability of Indicators for Quality Health Service 

 Indicator Establishment Availability Deficit 

 No. % No. % No. % 

Human resources for health 1575 100 739 46.9 836 53.1 

staff houses 211 100 83 39.3 128 60.7 

Mortuary 10 100 4 40 60 60 

Blood Banks 10 100 5 50 5 50 

HF Electricity 77 100 37 48 40 52 

District hospitals 2 100 0 00 2 100 

Health Centres 63 100 10 15.8 53 84.2 

Dispensaries 247 100 72 29.1 175 70.9 

Source: Compiled and Computed from Dodoma City and Bahi District (DHIS), 

2019 
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The huge deficit of health facilities presented in Table 4.17 indicates low 

achievement of the Tanzania Primary Health Service Development Programme 

2007-20017 and the National Health Policy of 2007 (URT, 2007a; URT, 2007b). In 

2007, Tanzania launched an intervention programme that envisioned to accelerate the 

provision of primary healthcare services in all the administrative units of the LGAs 

(URT, 2007a). Despite the fact that Tanzania has not managed to establish health 

facilities in every LGA as envisioned in the PHSDP, there is an increase in the 

availability of dispensaries and health centres in the villages and wards. For example, 

the report from the health sector shows that there was an increase in the number of 

health centres from 687 in 2010 to 834 in 2018 (URT, 2019a). Putting emphasis to 

the deficit of the supporting equipment for healthcare services, the key informants 

revealed that the standard requires that a health centre should have 24 beds and a 

dispensary should have 4 beds. However, most healthcare facilities do not meet that 

standard. Giving the reasons for the unsuccessful attempt and deficit in healthcare, 

the key informants added that most government intervention programmes fail to 

attain their objective as a result of the budget deficit. Thus, the intention to ensure the 

availability of health facilities in every administrative unit of the LGAs which is also 

emphasized in the Chama Cha Mapinduzi 2015 General Election Manifesto and 

Tanzania Development Vision 2025 has not been attained.  

 

The informants stressed that the quality of health services is not yet up to the 

standard. Also, the informants added that Tanzania has a well-stated policy and plans 

that indicate government efforts and commitment to achieve quality health service 

delivery to the community. Efforts for attaining quality health service are well 

featured in the different government policies, programmes and strategies, such as the 

Tanzania Development Vision 2025, Health Sector Strategic Plan 2015-2020 (HSSP 

IV), the Government Health Policy 2007, the Primary Health Care Services 

Development Programme (PHSDP) 2007-2017 and the Big Results Now. Most 

service providers reiterated that there is a need for the government to improve its 

budgeting for the health sector.  

 

This research, along with the previous research conducted in Tanzania, suffices to 

conclude that a majority of Tanzanians are not satisfied with the quality of health 
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services despite the decentralisation. A study that was done by Khamis and Njau 

(2016) explored the healthcare workers’ perception of the quality of healthcare 

delivered at the outpatient department in Mwananyamala Hospital in Dar es Salaam 

in Tanzania corroborates with this study. The study reported that at Mwananyamala 

Hospital, the quality of health service was found to be low. It is noted that several 

intrinsic and extrinsic factors contribute to the low-quality health service delivery in 

Mwananyamala. The extrinsic factors for low quality include poor physical 

infrastructure, unavailability of medical equipment, shortage of essential drugs, and 

poor staffing levels at Mwananyamala. The study likewise elucidated that the 

intrinsic factors for low quality in health services include the lack of motivation for 

health care workers and workplace training opportunities. These factors may also 

influence the status of quality of health service delivery as noted in Dodoma City and 

Bahi District. The situation about health service delivery at Mwananyamala District 

Hospital can as well be generalized to other health facilities under the LGAs in 

Tanzania. 

 

The challenges to quality health service delivery are also said to exist in the referral 

system of health service delivery in Tanzania. In supporting this assertion Yahya and 

Mohamed (2018) noted that the challenges to quality health service delivery in the 

referral areas include a small number of ambulances, unreliable logistics, and 

inadequate community-based facilitated referral. This assertion suggests that the 

problem with the quality of health service delivery in Tanzania is systemic. It 

permeates to all levels of service delivery in the country. It runs through the levels of 

dispensaries, health centres, district hospitals, regional referral hospitals to the 

national hospital. This situation invites for the recommendation to improve the entire 

health service delivery at all levels of service. 

 

Thus, it is safe to say that dissatisfaction with the quality of health services in 

Tanzania is more of a national issue than the issue of the two councils in the Dodoma 

Region. It is, therefore, high time to launch a national intervention strategy to 

improve the quality of health services. This study also found that infrastructure, 

medical equipment, and human resources for healthcare are in shortage in both rural 
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and urban councils of Tanzania. The study argues that the problem with the quality 

of health services will persist if there is no immediate intervention.  

 

A further review of the literature shows that the problems of dissatisfaction of the 

community members with the quality of health services are also experienced in the 

neighbouring countries. Musyoka, Ochieng, and Nziok (2016) made an investigation 

of the factors affecting the provision of quality service in the public health facilities 

in Kenya with specific reference to Nyahururu District Hospital. Musyoka and 

colleagues elaborated that adequate human resources for health, adoption of new 

technology, willingness to invest in the modern technology for health services, use of 

more than one means of communication either to inform, persuade or educate 

community members and availability of adequate financial resources are central in 

the provision of quality health service delivery. Thus, the health services situation in 

Kenya brings an alert that the issue of dissatisfaction with quality is not only found in 

Tanzania but also in other East African countries like Kenya. Dissatisfaction with the 

quality of health services could as well be an issue in the African continent.  

 

These findings inform of the need for joint intervention by East African countries 

and perhaps all African countries. On a similar note, the findings call for a review of 

some declarations in Africa, including the Abuja Declaration which was adopted in 

2001. The Abuja Declaration requires the African member states to allocate 15% of 

the national budget to the health sector. The experience from Tanzania shows, that 

for the financial year 2018/2019, the government allocated 6.1 per cent of its budget 

to the health sector (URT, 2019d). This budget is far from attaining the Abuja target 

(15%) of which Tanzania is a signatory. Thus, the low budget allocation and 

implementation are likely to prolong the realization of the HSSP-IV, the TDV-2025 

and the international commitment, including the SDG. The revision of the 

declaration could be necessary given the change of time, growth of population, and 

change of technology may come with new expectations for quality health service 

delivery. With certitude, this research established that there is dissatisfaction with the 

quality of health service delivery in Tanzania and even in other countries from 

Africa. Then, the proceeding section attempts to show (section 4.4) how the 
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established status of quality is linked to the demographic variables selected in this 

study. 

 

4.4 Demographic Information and Quality of Health Services 

This section presents the association between the standard demographic information 

(district of residence, gender, marital status, age, and education) and the quality of 

health services. The purpose of establishing the relationship between the 

demographic characteristic of the respondents and the quality of services was meant 

to enable the identification of the demographic variables to be used in the logistic 

regression as expressed in Table 5.15. Similarly, the relationship between the 

demographic characteristics and the quality of health service was sought necessary 

for building a base in the recommendation section. The findings in Table 4.18 

present an association between the demographic characteristics of the respondents of 

the study and the quality of health services. The Chi-square was used to express the 

relationship between the variables. It was found that the status of quality of health 

was significantly associated with the district of residence (P = 0.0026), marital status 

(P = 0.0143) and education level (P = 0.0131) of the respondents. 

 

Regarding the association between the area of residence of the community members 

and the quality of health services, the findings are presented in Table 4.18. The 

findings depict that 122 (87.14%) respondents who reside in Bahi District are more 

dissatisfied with the quality of health services compared to their counterparts 193 

(74.23%) respondents from Dodoma City. Thus, the findings show that health 

services are more pleasing in urban areas than it is the practice in rural areas. Similar 

findings in the study by Yaya et al. (2017) found that most urban dwellers in Ghana 

are more satisfied with the quality of health services compared to the rural dwellers. 

The findings from Ghana have shown that in urban areas, respondents from Greater 

Ghana Accra had a 64% score, and Upper East 75% were satisfied with the level of 

quality of services. In the rural setting of Ghana, particularly the Central Region, the 

level of satisfaction was 51% and 46% in Ashanti Region. Furthermore, the logistic 

regression results have indicated that the respondent from the urban of Greater Accra 

were 1.64 and Upper East Region were 1.75 times more likely to report satisfaction 

with the quality of primary healthcare services. This is against 0.75 in the Eastern 
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and 0.62 in the Upper West Region who were less likely to report satisfaction with 

quality in rural areas. The study by Yaya et al. (2017) provided a general observation 

that dissatisfaction with the quality of health services among rural dwellers is due to 

several reasons that include the waiting time, cleanliness in the healthcare facilities, 

and comfort in the waiting area.  

 

The study by Rahim and Shiraz (2018) also came up with similar findings that 

people in urban areas are more satisfied with the services than the rural inhabitants. 

However, Yaya et al. (2017) note that most urban dwellers do not often go for health 

services in public health facilities. It is noted that most urban dwellers go to private 

healthcare facilities. The preference of private healthcare facilities among urban 

dwellers has also been noted to exist in Tanzania where data presented in Table 4.10 

of this study show that of all the respondents who prefer seeking health services in 

private facilities 132 (91%) are from Dodoma City compared to 13 (9%) respondents 

from Bahi District.  

 

The variation on the quality of health service delivery between urban and rural can 

also be justified by the availability of the modern tangibility equipment for the 

SERVQUAL. The equipment includes the closed-circuit television (CCTV) camera 

used for monitoring health service delivery in some of the urban government-owned 

health facilities in Dodoma Region. Other available modern equipments for quality 

service delivery in the urban areas include the electronic record keeping system and 

the biometric attendance machine installed in some urban health facilities in Dodoma 

City. The findings imply that most urban areas in Tanzania, including Dodoma City, 

are more resourceful in modern equipment and human resource for ensuring quality 

health service delivery than in rural areas. Therefore, any intervention aiming at 

improving the quality of health service should look into the rural setting of Tanzania 

with special attention of favour to create an equitable atmosphere between the urban 

and rural areas of the country.  

 

Similarly, the variation in the quality of health service between urban and rural 

settings can be explained by the high inadequacy of human resources for quality 

health service delivery in most rural areas across Africa (Yaya et al., 2017). As 
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presented earlier in Table 4.17, a shortage of human resources is more than 50% in 

the two authorities. This signifies that human resources for quality health services, 

particularly in rural areas, is inadequate. Studies show that the shortage of human 

resources for quality health services is not only noted in Dodoma City and Bahi 

District councils but also exists in other local councils of Tanzania (Lufunyo, 2017; 

Khamis & Njau, 2016; Frumence et al., 2013; Kanire et al., 2014). The shortage of 

human resources for health in Tanzania was 67.9 per cent in 2007 during the 

launching of the Tanzania Primary Health Service Development Programme 

(PHSDP) (URT, 2007a). The PHSDP among other key issues aims to address the 

crisis for human resources for health at all levels for health service delivery in the 

country. The rural areas are as well constrained by other factors such as distance to 

the health facilities and economic ability to afford health service delivery, especially 

in case of out-of-pocket payment for health service seeking. The constraints in the 

health sector affect the quality of health services provided. 

 

Moreover, the councils of Dodoma City and Bahi District, like other local authorities 

in Tanzania experience inadequacy of the health service facilities which is the 

prerequisite in assessing the quality of health service delivery in the facilities. The 

inadequacy of health facilities in most administrative units (village/mtaa, wards and 

districts) of the LGAs is due to the inadequate budget allocated to the health sector. 

As it has been pointed in Table 4.17, Dodoma City and Bahi District suffer a 

shortage of 84.2% and 70.9% health centres and dispensaries respectively. The 

deficit of health facilities in most administrative units of the LGAs challenges the 

efforts and the strategies of PHSD (2007-2017) and the National Health Strategic 

Plan IV of ensuring the availability of healthcare facilities in every administrative 

unit in the LGAs (Lufunyo, 2017; URT, 2015b; URT, 2007a). The shortage of health 

facilities, as revealed in chapter four, continues to challenge the assumptions and 

expectations of NPM elucidated earlier in chapter two on quality service delivery in 

both urban and rural areas of developing countries including, Tanzania.  

 

Furthermore, the association between marital status and the quality of health services 

is presented in Table 4.18. The findings indicate that 57 (76%) of the single 

respondents have a greater chance of reporting dissatisfaction with the quality of 
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health services compared to 18 (24%) respondents who are satisfied with the quality 

of health services. In another category, the findings reveal that 151 (74.38%) of the 

married respondents are more dissatisfied with the quality of health services 

compared to 52 (25.62%) married respondents satisfied with the quality of health 

services. The findings also show that 107 (87.70%) of the divorced respondents were 

dissatisfied with the quality of health services compared to 15 (12.30%) divorced 

respondents who are satisfied with the quality of health services.  

 

The variation in the different perceptions on the quality of health services among 

various marital status can be explained by the different preferential treatment 

provided to the married and widow/divorced in the primary healthcare facilities, 

particularly for antenatal, delivery, and postnatal healthcare services. The health 

sector strategic plan IV aims to promote male involvement in maternal health care 

services in all health facilities (URT, 2015b). In the context of this study, married 

participants refer to husband and wife while divorce or widow refers to a participant 

who has lost his/her married partner as the result of separation or death.  

 

The preferential treatment for promoting male involvement in maternal health care 

has a significant influence on the perception of married and widow/divorced in 

evaluating the quality of health service delivery. The commonly preferential 

treatment includes fast-tracking services to women attending antenatal healthcare 

services with their husbands. Male involvement strategies are also promoted by 

denying service to women attending antenatal care without their partners (Peneza & 

Maluka, 2018). The preferential treatments to the married couples not only that 

improve male involvement in maternal healthcare service but also improves their 

perception about the quality of health service among the married respondents 

compared to the unmarried respondents in the community.  

 

Likewise, Table 4.18 presents the association between the age groups of the 

respondents and the quality of health services. The findings indicate that 164 

(78.10%) of the respondents in the age group category from 20 to 35 years reveal 

dissatisfaction with the quality health services as opposed to 46 (21.90%) 

respondents in a similar age group who were satisfied with the quality of health 
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services. In another age group between 36 and 50 years, the findings indicate that 

100 (79.37%) of the respondents in this group are dissatisfied with the quality of 

health services. This is contrary to 26 (20.63%) respondents who are satisfied with 

the status of the quality of health services. As for the age of the respondents between 

51 years and above, it is indicated that 51 (79.69%) respondents are dissatisfied with 

the quality of health services compared to 13 (20.31%) respondents with satisfaction 

to quality health services. The findings suggest that all the age group categories 

experience more dissatisfaction with the quality of health services than the 

satisfaction. Thus, this is an invitation to come up with a policy strategy that will 

address quality of service delivery in all the age categories of Tanzanians. 

 

Moreover, Table 4.18 presents the association between the education level of the 

respondents and the status of quality of health services. Finding based on education 

level show that 157 (73.36%) of the respondents with primary level education reveal 

dissatisfaction with quality health services compared to 57 (26.64%) respondents 

who are satisfied with quality health services. In another level of education, 92 

(82.88%) respondents with secondary level education experience dissatisfaction with 

the quality of health services compared to 19 (17.12%) respondents with satisfied 

with the quality of health services. The findings further depict that 66 (88%) 

respondents with a college-level of education are dissatisfied with the quality of 

health services as compared to 9 (12%) respondents who are satisfied with the 

quality of health services. 

 

Research elsewhere shows that there is a strong association between education and 

the quality of services (Kuwawenaruwa et al., 2020). Frater (2006) illustrates this 

claim with a study that measured guests’ perceptions of the quality of customer 

service in all-inclusive resorts in Jamaica. The study found that education was 

statistically significant with the guests’ perceptions of the quality of customer service 

in Jamaica. Furthermore, the analysis done based on the education level with the 

perception of the quality revealed that the participants of the study with no college 

education see the status of quality of health service as satisfactory. Likewise, the 

participants with college education perceive the quality of customer service as 

dissatisfactory. The differences in the status of quality of health services between the 
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non-educated and educated respondents of the study are based on the fact that the 

more a person gets educated the more s/he becomes aware of the standards of 

expected quality in service delivery (Frater, 2006). It can also be debated that the 

educated participants are likely to report dissatisfaction with the quality of health 

service because they have been more globally exposed to the local, regional, zonal, 

national, and international arena of service delivery. Therefore, such exposure serves 

as a point of reference from which to make a judgment about the quality of services 

as compared to the non-educated. 

 

Table 4.18: Association between Demographic Information and the Quality of 

Health  

Variables Quality of Health Chi-Square P-value 

 Satisfaction Dissatisfaction   

Area of Residence   9.0662 0.0026 

Dodoma City 67(25.77) 193(74.23)   

Bahi district 18(12.86) 122(87.14   

Sex   0.1833 0.6686 

Male  51(20.56) 197(93.95)   

Female 34(22.37) 118(77.63)   

Marital Status   8.4972 0.0143 

Single 18 (24.00) 57 (76.00)   

Married 52 (25.62) 151 (74.38)   

Divorce/widow 15 (12.30) 107 (87.70)   

Age Group   0.1159 0.9437 

20-35 46 (21.90) 164 (78.10)   

36-50 26 (20.63) 100 (79.37)   

51 and Above 13 (20.31) 51 (79.69)   

Education Level   8.6767 0.0131 

Primary 57(26.64) 157 (73.36)   

Secondary 19 (17.12) 92 (82.88)   

College 9 (12.00) 66 (88.00)   

Source: Field Data, 2019 

 

Thus, the status of quality of health service delivery in public health facilities 

challenges the theoretical assumptions and expectations of Public Choice Theory on 

the decentralisation and participation in service delivery. The theoretical literature 

reviewed in chapter two of this study has indicated that the Public Choice Theory 

through decentralisation shapes the nature, type, and design of service delivery and 
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ultimately the outcome aspects like quality. The quality of service obtained raises 

more questions about the differences in the theoretical assumptions and practices. A 

response to this question is important to pave a way towards understanding the 

implication of participatory planning on the established status of quality in health 

service delivery in the Local Government Authorities. A deeper reflection is given in 

the next chapter which informs about the implication of participatory planning on the 

status of the quality of the health service delivery. 

 

4.5 Chapter Summary 

The chapter has presented the findings and discussions on the status of quality of 

health service delivery in the public health facilities in the decentralised set-up as 

stated in objective one. The service quality (SERVQUAL) dimensions of tangibility, 

reliability, responsiveness, assurance and empathy were used to assess the status of 

quality of health service delivery in the public health facilities from Dodoma City 

and Bahi District. Specifically, the chapter has illuminated on the demographic 

characteristics of the respondents, the quality of health service delivery and the 

association between demographic information and the quality of health service 

delivery. The quantitative and qualitative findings gathered from survey 

questionnaires, interviews, FGDs, observations, and documentaries have revealed 

that a majority of the community members from urban and rural councils are 

dissatisfied with the quality of service delivery in the public health facilities. The 

findings on the status of quality deviate from the principles and assumptions of 

Public Choice Theory in service delivery. The next chapter provides the implication 

of participatory planning on the quality of health service delivery.  
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CHAPTER FIVE 

PARTICIPATORY PLANNING 

5.1 Introduction 

This chapter presents the findings and discussions of specific aspects of participatory 

planning namely participatory activities, the level of participation in planning, and 

the decision-making practices. The chapter then goes on by informing about the 

implications of participatory planning on the quality of health service delivery as 

experienced mainly by the community members. The chapter draws from the 

quantitative and qualitative data that were collected through questionnaires, 

interviews, focus group discussions, and documentary reviews. The last section 

provides a summary of the chapter. 

 

5.2 The Participatory Activities for Quality Health 

This is the second objective of the thesis that determined the influence of 

participatory activities on the quality of health service delivery in the public health 

facilities under the local authorities of Dodoma City and Bahi District of Tanzania. 

This objective gathered both quantitative and qualitative information from the 

survey, FGDs, interviews, and documentary reviews to explain the perception of 

community members about the participatory activities for quality health service 

delivery in the LGAs. To report the findings of this objective, the section is divided 

into three subsections. The sections are volunteering in public work for quality 

service in the health facilities, contributing for public work in health facilities and the 

association between the participatory activities and the quality of health service 

delivery. 

 

The analysis of data for this objective focuses on eight aspects of participatory 

activities related to volunteering and contribution of the community members in the 

health facilities. The aspects related to volunteering and contribution were measured 

in 5 points Likert scale from 1 = strong disagree (SDAG), 2 = disagree (DAG), 3 = 

neither disagree nor agree (NEUT), 4 = agree (AG), and 5 = strongly agree (SAG). A 

scale variable was created by combining the eight categorical aspects of every 

individual into a single variable that measures the perception of the community 

members on participatory activities for quality health service delivery. The mean 



151 

score of the eight items was computed. The computed mean score of participatory 

activities was 2.58. The mean score was then grouped into two categories. The first 

category included all aspects in which the average score ≥ 2.58 was considered to 

have a positive influence of participatory activities on the quality of health service 

delivery. The second group included all scores with ˂ 2.58 which were considered to 

have a negative influence of participatory activities on the quality of health service 

delivery. Then, further analysis was done through the Chi-square test and logistic 

binary regression to predict the relationship between the dependent (quality of health 

service delivery) and independent variables. 

 

5.2.1 Volunteering of the Community Members to Public Activities 

The community members in the LGAs are to volunteer in some public works that 

contribute to quality health services. Volunteering for public work is an important 

strategy for participatory planning on the delivery of quality healthcare services. In 

this section, the respondents were asked to react to whichever aspect was applicable 

in their place of residence. The aspects included the readiness to construct health 

facilities (HFs) and staff houses, to contribute land for erecting HFs, maintain roads 

to HFs, and maintain water systems in the HFs. Table 5.1 presents the findings using 

frequencies and percentages on the readiness of the community members to 

volunteer in public activities for improving the outcome of health services in public 

health facilities. 

 

Table 5.1: Volunteering of Community Members to Public Activities 

Statements SDAG 

N(%) 

DAG 

N(%) 

NEUT 

N(%) 

AG 

N(%) 

SAG 

N(%) 

Construct HFs and staff 

houses 

131(32.5) 130(32.0) 24(6.00) 63(15.75) 52(13.00) 

Contribute land for HF 191(47.75) 37(9.25) 26(6.50) 109(27.25) 37(9.25) 

Maintain Road to HF 98(24.50) 109(27.25) 55(13.75) 84(21.00) 54(13.50) 

Maintain the water 

system to the HFs 

127(31.75) 134(33.50) 30(7.50) 62(15.50) 47(11.75) 

Source: Field Data, 2019 
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In the first aspect, the respondents were asked to react to the statement that it is the 

duty of the community members to participate in the construction of the health 

facilities (HFs) and staff houses. Concerning the perception of the community 

members in the construction of HFs, findings in Table 5.1 show that 131 (32.75%) 

respondents strongly disagreed that community members ought to volunteer in the 

construction of HFs and staff houses. Also, making reference to the construction of 

buildings for health workers and providing health services, 130 (32.50%) 

respondents disagreed, 24 (6.00%) neither agreed nor disagreed (in other words they 

were neutral to the statement), 63 (15.75%) agreed and 52 (13.00%) strongly agreed.  

 

Regarding the second aspect, the respondents were asked to state their readiness to 

contribute land for erecting HFs or staff houses in their area. Findings in Table 5.1 

show that 191 (47.75%) of the respondents strongly disagreed that the community 

members should contribute land for erecting HFs without any compensation from the 

LGAs. Also, 37 (09.25%) respondents disagreed, 26 (6.50%) were neutral. The 

findings further depict that 109 (27.25%) of the respondents agreed that it is their 

obligation to volunteer a piece of land for erecting HFs. Moreover, 37 (09.25%) of 

the respondents strongly agreed that it is the obligation of the community members to 

volunteer by contributing land without any compensation to erect HFs or staff 

houses. 

 

On their obligation to maintain roads to HFs, the findings presented in Table 5.1 

reveal that 98 (24.50%) respondents strongly disagreed that it is the responsibility of 

the community members to participate in maintaining the road to HFs. Also, 109 

(27.25%) of the respondents disagreed with the statement. In addition to that 55 

respondents equivalent to 13.75% of all surveyed community members were neutral 

to the statement. Further findings show that 84 (21.00%) of the respondents agreed 

and 54 (13.50%) strongly agreed that the community members should volunteer in 

maintaining roads to HFs.  

 

Regarding the obligation of the community members to participate in maintaining the 

water system to the HFs, findings indicate that, out of 400 surveyed community 

members, 127 (31.75%) strongly disagreed. Similarly, the findings in Table 5.1 
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depict that 134 (33.50%) of the respondents disagreed that the community members 

should maintain water systems for HFs. Also, 30 (07.50%) of the surveyed 

community members were neutral to the statement. Furthermore, the analysis 

revealed that 62 (15.50%) of the respondents agreed and 47 (11.75%) strongly 

agreed that it is the obligation of the community members to maintain water system 

to the health facility. Generally, the findings of the descriptive statistics presented in 

Table 5.1 suggest that a majority of the community members are not ready to 

participate voluntarily in public activities to improve the quality of health service 

delivery. This basic descriptive analysis indicates that there is a need to provide 

education to the community members on the importance of participating voluntarily 

in public work for quality service delivery.  

 

However, during interviews on the influence of participatory activities on the quality 

of health services, few informants showed that there is a positive influence of 

participatory activities on the quality of health services. The study also found, from 

the key informants, that community members do participate in volunteering works in 

the health facilities. For example, they participate by cleaning the surrounding 

environment. The cleanliness of the health facility compound, such as clearing the 

grasses and sweeping leaves the environment of the health facility clean and neat. 

The state of cleanliness and neatness, according to the informants, has the potential 

to influence the community members to appreciate the services offered in the 

healthcare facilities. The cleanliness in the primary healthcare facilities has the 

potential of attracting the community members in seeking healthcare in the public 

health facilities (Kahabuka et al., 2012). The noted importance of volunteering to 

improve the cleanliness in the healthcare facilities points to the need to continue 

encouraging and nurturing the central government initiative of compulsory 

cleanliness campaign that takes place every Saturday in Tanzania.  

 

Also, the interview responses indicated that the willingness of the community 

members to pay for health services suggests that the community had positive 

perceptions about participatory activities. The following is a quote from one of the 

interviews conducted through this study to cement the afore made assertion.  
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I cannot confidently say that the community is 100% satisfied with the 

service we provide but their perception is positive. Their volunteering 

for cleanliness at the hospital is an indication that they are happy with 

the participatory strategy. In the last year, they volunteered to build a 

doctor’s house and some maintenance of our road. Some people are 

reluctant to participate but the majority of the community members 

are willing. I am afraid that the participatory spirit for community 

activities is slowly dying with the elders. The elders of this village are 

enthusiastic when it comes to volunteering for community work 

(Interview held in Bahi District 29th February 2019). 

 

The interviews conducted in most areas of Dodoma City revealed that participatory 

activities, such as the construction of health facilities, improving roads to the health 

facility and maintaining the water system are the responsibility of the government. 

This is because community members believe that they pay tax and user–fee charges 

to the health facilities that should be used to carry out those activities. The key 

informants added that people in the City are busy. They cannot leave their daily 

bread earning plans for participatory activities. This perception in participatory 

activities explains why Dodoma City has the least number of primary healthcare 

facilities for providing quality service (Kuwawenaruwa, 2020). In support of this, 

one informant explained that: 

It is next to impossible for the community members around here to 

devote their time and energy doing the public work of constructing 

staff houses, maintaining the water system and maintain the road to 

the health facility, or freely releasing their land for constructing HFs. 

The spirit of participation here is very passive. The local leaders and 

community members have no morale to carry out public work 

voluntarily without compensation. The plans for the expansion of the 

health facility go with the availability of space. If no space in the 

available land, we shall have to buy land since community members 

cannot accept their land to be taken without compensation. The 

compensation goes even higher when community members realise 

that it is the government making the compensation (Interview held in 

Dodoma City 4th March 2019). 

 

Moved by the spirit of volunteering as a strategy of participation, Tanzania, in 2007, 

launched Primary Health Services Development Programme (PHSDP 2007-2017) in 

the health sector. The PHSDP among other issues aims to ensure the construction of 

healthcare facilities in all the LGAs (URT, 2007a). Despite the ambition of this ten 

years programme, the study found that Dodoma City has only four health centres. 

These are Makole, Mkonze, Kikombo, and Hombolo. This state of availability leaves 
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37 wards without health centres. Thus, there is a need to encourage the spirit of 

volunteering among the community members in supporting health service 

programmes, especially in urban areas like Dodoma City in Tanzania.  

 

Similarly, the focus group discussions from the two councils (Dodoma Urban and 

Bahi) revealed that it is the government’s responsibility to purchase land for 

establishing the health facility. The participants added that the government should 

compensate them at a market price if it wants to take their land for establishing the 

health facility in their area. The findings show that the government bears much 

responsibility in providing the community with amenities for improving service 

delivery. Further, the participants feel that the quality of health service needs first to 

be improved before they can bring in their efforts of volunteering. One FGD 

participant from Dodoma reinforce this with an argument: 

 

The community members can volunteer to participate in the 

construction or maintenance of roads but they are not obliged to give 

their land without compensation. They are not even responsible for 

ensuring the availability of running water at the facility. I understand 

that we need to volunteer but where does the government money go? 

There are no enough drugs, no medical equipment. There are no 

adequate doctors. How can we volunteer while the health services are 

poor? We can construct staff houses; maintain roads, contribute 

building materials, participate in fund-raising and even water system 

maintenance but our health service condition needs improvement first 

(FGD held in Dodoma City on 6th March 2019). 

 

This study argues that the community members have forgotten that quality is the 

result of effective volunteering in activities that will enhance the outcome to service 

delivery and not vice versa. It is by nature that there is no sweet without sweat. This 

is to say if the community members desire quality health service delivery, then, they 

should invest through this approach of participation. Thus, the findings pose a need 

for educating the community members, particularly in urban areas on their 

responsibility of shaping the health service delivery through participation. 

 

The experience from the participants of Bahi District revealed that the community 

members are ready for participatory activities. It was observed that the community 

members are ready to provide freely their land to the government or any other agent 
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of LGAs for establishing the healthcare facilities. The participants shared that they 

have no money to contribute but they can contribute in kind by providing animals, 

like goats and cows which can be sold to buy building materials and medical 

equipment. Quotes are taken from different participants who participated in the 

FGDs to illustrate the point: 

 

I can give them my land because when the HF offices and staff houses 

are built here, the whole community and the generation to come, 

including my grandchildren will benefit from it. We have been 

volunteered and contributed to the community since when we were 

young as from Mwalimu Nyerere’s regime. I don’t see any reason not 

to volunteer or contribute to community activities for improving 

service delivery. However, here in our area, we may not have funds or 

building materials to contribute (FGD held in Bahi District on 26th 

February 2019). 

 

The findings based on the interviews and FGDs made in this section suggest that the 

community members in Bahi District are more active in volunteering activities than 

the community members in Dodoma City. The community members in urban areas 

like Dodoma City are less attracted to participate in volunteering activities because of 

the commercialized-life style in the urban areas. Unlike the community members 

living in rural councils, the community members living in urban councils have more 

avenues of seeking health services in private health facilities. Seeking health service 

in private health facilities is an affirmation of the expiration of the strongly held 

values of socialism and self-reliance adopted by the Arusha Declaration in 1967. 

Thus, if there is any programme for improving health services the focus should be 

given to the rural areas where there is less investment in the health sector by the 

private institutions. 

 

5.2.2 Contribution of the Community Members 

Findings in Table 5.2 present the perceptions of the community members about their 

readiness to contribute to public activities for improving quality health service 

delivery in the HFs. Respondents were asked to react to the statement that 

community members are to provide financial support to improve health services. The 

findings illustrate that 191 (47.75%) of the respondents strongly disagreed with the 

statement while 83 (20.75%) disagreed 36 (09.00%) were neutral. Relatively, 46 
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(11.50%) of the respondents agreed and 44 (11.00%) strongly agree that community 

members are to contribute funds to enable improvement of health service delivery. 

On whether community members have to give their suggestions to improve health 

services or not, the analysis of the responses indicated that 48 (12.00%) of the 

respondents strongly disagreed while 48 (12.00%) disagreed. Further analysis 

revealed that 59 (14.75%) of the respondents were neutral while 135 (33.75%) 

agreed and 110 (27.50%) strongly agreed. 

 

The community members were also asked to indicate their readiness to provide 

technical support. Decentralisation assumes in the community there are technical 

personnel endowed with local knowledge in designing, implementing and monitoring 

activities in the local area. The need to use local technical experts stem from the 

perception that they are more knowledgeable of their settings and capable of advising 

better when the need arises (Annobil, Dakyaga & Sillim, 2021). The readiness of the 

community members to render their technical knowledge in support of activities in 

their area fasten improvement of the service delivery outcome. Similarly, the local 

technical support has another advantage of improving the availability of service in 

time and at an affordable cost. The findings, Table 5.2, revealed that 136 (34.00%) 

strongly disagreed that the community members have to provide technical support 

for healthcare services. Further, 80 (20.00%) of the respondents disagreed with the 

statement while 60 (15.00%) respondents agreed and 53 (13.25%) strongly agreed 

that the community members have to provide technical support for healthcare 

services. The findings propose that the community members are not ready to provide 

technical support. This state may call for a need to provide education to the 

community members on the importance of their technical support in realization of 

the health service delivery outcome. 

 

On another aspect, the community members were asked to give their opinion on the 

readiness to provide building materials. Cement bricks, iron sheets, sand, and timber 

are among the required building materials in establishing or rehabilitating the 

healthcare facilities like dispensaries or health centres. With regard to this aspect, the 

findings indicate that respondents 165 (41.25%) strongly disagreed and 71 (17.75%) 

disagreed, 58 (14.50%) agreed and 78 (19.50%) strongly agreed. However, 28 
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(07.00%) of surveyed community members were neutral to the statement. The 

findings suggest that majority of the community members are not ready to provide 

building materials to enable establishment and rehabilitation of the healthcare 

facilities in their areas. This lack of readiness to provide building material contradict 

the NPM and Public Choice assumption on decentralization where community 

members are expected to support activities that will improve provision of service 

outcome. 

 

Table 5.2:  Contribution of Community Members to Public Activities 

Statements SDAG 

N(%) 

DAG 

N(%) 

NEUT 

N(%) 

AG 

N(%) 

SAG 

N(%) 

Financial support to 

health services 

191(47.75) 83(20.75) 36(9.00) 46(11.50) 44(11.00) 

Provide ideas to improve 

health services 

48(12.00) 48(12.00) 59(14.75) 135(33.75) 110(27.50) 

Provide technical support 136(34.00) 80(20.00) 71(17.75) 60(15.00) 53(13.25) 

Provide material support  

for health services 

165(41.25) 71(17.75) 58(14.50) 78(19.50) 28(7.00) 

Source: Field Data, 2019 

 

5.2.3 The Mean Score for Participatory Activities 

Further analysis was computed using mean scores. The findings in Table 5.3 indicate 

that the overall mean score for the participatory activities on the quality health 

service delivery was 2.58. The results from the study indicate that the mean score for 

provision of ideas to improve health services (3.5275); maintenance of roads to HF 

(2.7172) and provision of technical support (2.5350) were above the overall mean 

score. Also, the study findings revealed that the aspects of the construction of staff 

houses (2.4375), maintenance of water system (2.4200), land contribution (2.4100), 

provision of material for health services (2.3325), and the financial support (2.1725) 

had a mean score below the overall mean.  
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Table 5.3: The Mean Score of Participatory Activities (n = 400) 

Aspects of Participatory Activities Mean Std. Dev. 

Construction of  HFs and staff houses 2.4375 1.41460 

Contribute land for HFs and staff houses 2.4100 1.51745 

Maintain roads to the HFs 2.7175 1.38835 

Maintain water system at the HFs 2.4200 1.37780 

Provide finance to HFs 2.1725 1.41164 

Provide ideas 3.5275 1.32803 

Provide technical support 2.5350 1.42438 

Provide material support to HFs 2.3325 1.36440 

The Overall Mean 2.58  

Source: Field Data, 2019 

 

Basing on the overall mean score (2.58) presented in Tables 5.3 and 5.4, the 

responses were grouped into negative and positive categories. The first category 

comprised all aspects with mean scores lower than the overall mean. This represents 

the opinions of the community members with the negative influence of participatory 

activities on the quality of health service delivery. The second category included all 

the mean scores higher or equal to the overall mean and was coded ‘positive’ 

representing the positive influence of participatory activities on the quality of health 

service delivery.  

 

Using the mean scores, Table 5.4 indicates the frequency distribution based on the 

positive and negative influence of participatory activities on the quality of health 

service delivery. The study findings show that 194 (48.50%) respondents had a 

positive influence on participatory activities for quality health service delivery. 

Similarly, the findings in Table 5.4 indicate that 206 (51.50%) respondents had a 

negative influence on participatory activities. This implies that there are more 

community members with a negative influence of participatory activities on the 

quality of health service delivery. This gives the impression that community 

members in urban and rural LGAs are still in pursuit of self-interest as elaborated by 

Public Choice Theory. Thus, there is a need to educate the community members to 
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get away from self-interest and put community interest to attain greater outcomes in 

service delivery. 

 

Table 5.4: The Categories of Participatory Activities  

Category Frequency Percentage Overall Mean STD 

DEV 

   2.58 0.91 

Positive  194 48.50 

     Negative  206 51.50 

Source: Field data, 2019 

 

Hence, the determined influence of participatory activities gives an alert that prior to 

the government embarking on the long term programme such as the Opportunities 

and Obstacles for Development in planning in health there is a need to examine the 

association between participatory activities and the quality of service delivery. The 

findings obtained in chapter four on dissatisfaction with the quality of health service 

delivery in the health facilities can also be linked to the perception of the community 

members on participatory activities. Thus, a negative perception to participatory 

activities may affect the availability of health facilities, infrastructure, staff houses, 

and human resources for health. The following subsection 5.2.4 establishes the 

association between participatory activities and the quality of health service delivery 

in councils of Dodoma City and Bahi.  

 

5.2.4 The Participatory Activities and the Quality of Health Services 

This subsection presents the association between participatory activities and the 

quality of health services. The Chi-square test was used to establish the association 

between the participatory activities and the status of quality of health services. The 

Chi-square test results presented in Table 5.5 show that there is a statistically 

significant association between the participatory activities by the community 

members and the status of quality of health services [χ2(1, n = 400) = 17.7460, P < 

0.0001]. The study findings show that 170 (87.63%) respondents with negative 

influence were dissatisfied with the quality of health services compared to 24 

(12.37%) respondents satisfied. Similarly, the findings indicate that 145 (70.39%) 
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respondents with positive influence report dissatisfaction with the quality of health 

services compared to 61 (29.61%) of the respondents who are satisfied by the quality 

of health services. Thus, the Chi-square findings suggest that the community 

members with the negative influence of participatory activities are more dissatisfied 

with the quality of health services compared to the community members with the 

positive influence of participatory activities.  

 

Table 5.5: The Participatory Activities and Quality of Health Services 

Participatory Activities  Quality of Services Chi-

square 

P-value 

 Satisfaction 

N (%) 

Dissatisfaction N 

(%) 

  

  17.7460 <0.0001 

Negative 24 (12.37) 170 (87.63)   

Positive 61 (29.61) 145 (70.39)   

Source: Field data, 2019 

 

The quantitative findings presented in Tables 5.3, 5.4, and 5.5 rhyme with the 

reaction of the FGDs participants. It was raised during FGDs that the perception of 

the community members is often influenced by the behaviour of their leaders. It was 

further shared that local leaders utter words that discourage community members 

from participatory activities for quality health service delivery. One of the 

participants had this to share: 

A local leader who is negative about participation cannot encourage 

the community members even if the community members want to 

contribute or volunteer. Leaders encourage the community members to 

volunteer or contribute when they see that in that participation there is 

a personal gain, not the community gain. There is a need that our 

leaders from mtaa to the ward levels to change their selfish attitude 

(FGD in Dodoma City on 6th March 2019). 

 

Studies on participation revealed the existence of several factors that affect the 

participation of community members in various projects for improved service 

delivery. Lack of transparency and trust between the local leaders and the community 

members are among the factors that were revealed to contribute to negative influence 
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in participatory activities (Mohammadi, Norazizan & Nikkhah, 2018; Kilewo & 

Frumence, 2015). Trust between the local leaders and the community members is 

necessary for participatory activities to be successful in the local area. The interview 

with the health facilities in-charge revealed that the negative influence of 

participation originates from both leaders, the community members, and bureaucrats. 

It is noted that community members in the LGAs are influenced by local leaders to 

participate in community activities. The local leaders tend to misinform community 

members. The community members are influenced not to participate with the notion 

that the central government or donor agencies have provided all the money to fund a 

project of improving health services. Some community members are sceptical to 

contribute or volunteer for service delivery with the assumption that the bureaucrats 

want to steal their money. Such a perception from both leaders and community 

members reveals the need to mobilize the community to do away with the 

misconception on participatory activities for improving service delivery. 

 

Furthermore, the outcome of participatory activities and the quality of health services 

is often affected by the conflict between local political leaders and the preferences of 

the community members (Lowndes, Pratchett & Stoker, 2001). This notion is 

supported by the findings obtained through FGDs that some local leaders have 

preferences that favour a certain group of voters or people of a certain area. Such 

divergent preferences affect their participation, particularly the participation of the 

community members from urban areas who feel that political leaders encourage 

participation for political gains. In so doing, a certain population of community 

members tends to develop negative perceptions of participatory activities in the 

community. Bandesha and Litva (2005) add that when community members 

recognize that the local leaders consider their participation and opinions seriously, 

they get encouraged and empowered to participate in development activities. 

Therefore, the lack of attention by local leaders, especially the attention of the 

councillors on the opinions of the community members, discourages the community 

members from participating even when they know the importance of participation in 

service delivery.  
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Additionally, the negative influence on participatory activities is prompted by the 

budget ceiling. The FGDs participants revealed that there is no sense of contributing 

their land or material for establishing service delivery centres. They added that it 

takes a very long time to get the support of the central government. Such a delay 

makes community members develop a negative influence in participatory activities 

for service delivery. The key informants acknowledged that, sometimes, community 

members develop negative perceptions because they do contribute to service delivery 

but the processes to provide the intended services await for quite a long time. 

According to the key informants, the delays in accomplishing a community project 

are caused by budget ceilings through which every council should plan for priorities 

in their areas.  

 

The observation made here gives an implication that there is a negative perception to 

participate in the activities for quality health service delivery. The negative influence 

on participatory activities needs to be addressed for Tanzanians to attain the SDGs 

and HSSP-IV. The Government of Tanzania has launched several development 

programmes in an attempt to meet the regional and global agendas on service 

delivery. Thus, the community members are expected to have a positive perception 

of their readiness to volunteer their manpower in constructing buildings for health 

services, to release land for construction, to maintain water systems in the facility, 

contribute finance, material, and technical knowledge for service delivery. If the 

current negative perception is not addressed, it may take longer for Tanzania to 

achieve the global standard in health services. It has also been observed that the 

success of participatory activities in the LGAs goes hand in hand with the improved 

level of participation in planning for quality health service delivery. Hence, a 

lengthened description is provided in the next section 5.3 to assess how the levels of 

planning by the community members play a significant role in determining the 

quality of health services. 

 

5.3 The Level of Planning 

This section focused on assessing the levels of participation of community members 

in planning for quality health service delivery in the local government authorities of 

Dodoma City and Bahi District. The section is found on specific objective three of 
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the study. The levels of participation in planning for quality health service delivery 

were determined from the involvement in the meetings and planning with 

quantitative and qualitative information for health service delivery. The kinds of the 

meeting agenda that they were involved (i.e. discuss budget, voice out a community 

priority, attend the meeting in time, and active participation in a meeting) and 

planning (participate in priority identification, receive feedback, execution of the 

plans, and take part in monitoring service delivery) were gauged using five Likert 

scales ranging from strongly disagree to strongly agree. The findings are based on 

descriptive statistics of frequency, mean score and Chi-square supported by thematic 

analysis to explain the level of participation in planning for quality health service 

delivery. 

 

5.3.1 The Experience in Planning for Health Services 

The findings in Table 5.6 indicate the responses of the community members who 

were asked to tell if they have ever participated in any planning for improving the 

health service delivery in their areas. It was revealed that 304 (76.00%) community 

members had not participated in health service delivery planning. The study revealed 

that 96 (24.00%) community members acknowledged to have participated in 

planning for health service delivery. The findings suggest that there is the 

participation of community members in planning for health service delivery, though 

to a limited extent. 

 

Table 5.6:  Experience of Participation in Planning 

Responses Frequency Percentage 

Yes 96 24.0 

No 304 76.0 

Total 400 100.0 

Source: Field Data, 2019 

 

Further analysis of the specific aspects of the level of participation is presented in 

Table 5.7. The findings are obtained from the aspects of the community members 

about the level of participation in planning for quality health services. The aspects 

were in five Likert scales ranging from strongly disagree (SDAG), disagree (DAG), 
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neutral NEUT), agree (AG) to strongly agree (SAG). Meetings and planning were 

the major aspects related to the level of planning in service delivery. The community 

members were requested to react to the level of applicability that is best for them. In 

the first part, the community members were asked to indicate if they could discuss a 

budget for health services during meetings, to voice out their priorities in health, if 

they attend the meeting on time for health services, and if they actively participate in 

the meeting. In the second part, the community members were asked to indicate if 

they were allowed to participate in priority identification, receive feedback, be 

involved in the execution of the health plans, and take part in the monitoring of the 

community plans for health service delivery.  

 

Table 5.7: Participation in Planning for Health Services 

Statement SDAG 

N(%) 

DAG 

N(%) 

NEUT 

N(%) 

AG 

N(%) 

SAG 

N(%) 

Meetings      

Discuss budget 286(71.50) 98(24.50) 4(1.00) 12(3.00) 0(0.00) 

Voice out priority 106(26.50) 178(44.50) 42(10.50) 41(10.25) 33(8.25) 

Attend meetings 207(51.75) 70(17.50) 63(15.75) 19(4.75) 41(10.25) 

Actively meetings 123(30.75) 75(18.75) 98(24.50) 47(11.75) 57(14.25) 

Planning      

Priority 

identification 

152(38.00) 115(28.75) 30(7.50) 77(19.25) 26(6.50) 

Receive feedback 242(60.50) 60(15.00) 36(9.00) 43(10.75) 19(4.75) 

 Execution of 

plans 

134(33.50) 173(43.25) 61(15.25) 26(6.50) 6(1.50) 

Take part in 

monitoring 

187(46.75) 129(32.25) 61(15.25) 20(5.00) 3(0.75) 

Source: Field Data, 2019 

 

Table 5.7 is a summary of the responses to the question of whether the community 

members were involved in discussing the budget in the meeting to improve service 

delivery. Responses indicate that, out of 400 community members, 286 (71.50%) 

strongly disagree, 98 (24.50%) disagree, 4 (1.00%) neutral, and 12 (3.00%) agree. 
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Similarly, the study asked the community members if they can voice out their health 

priorities during their local meetings. The findings revealed that, out of 400 

community members, 106 (26.50%) strongly disagree 178 (44.50%) disagree, 42 

(10.50%) neutral, 41 (10.25%) agree, and 33 (8.25%) strongly agree. 

 

The study also asked the community members if they make timely attendance in 

meeting for health matters as a strategy for commitment and ownership in health 

plans. The findings presented in Table 5.7 revealed that out of 400 community 

members, 207 (51.75%) strongly disagree, 70 (17.50%) disagree, 63 (15.75%) 

neutral, 19 (4.75%) agree, and 41 (10.25%) strongly agree. In another aspect, the 

community members were asked if they can actively participate in the meetings in 

their local areas. The findings in Table 5.7 show that of all the community members 

123 (30.75%) strongly disagree, 75 (18.75%) disagree, 98 (24.50%) neutral 47 

(11.75%) agree, and 57 (14.25%) strongly agree.  

 

Equally, the community members were asked to air their opinion on the aspect of 

priority identification during planning. The findings presented in Table 5.7 revealed 

that out of 400 community members, 152 (38.00%) strongly disagree, 115 (28.75%) 

disagree, 30 (7.50%) neutral, 77 (19.25%) agree, and 26 (6.50%) strongly agree. In 

the same vein, the community members gave the opinion concerning receiving 

feedback during planning. It was noted in Table 5.7 that, of the 400 community 

members who engaged in the survey, 242 (60.50%) strongly disagree, 60 (15.00%) 

disagree 36 (9.00%) neutral, 43 (10.75%) agree, and 19 (4.75%) strongly agree.  

 

The community members were also asked to say about their participation in the 

execution of plans. The findings demonstrate that, out of 400 community members, 

134 (33.50%) strongly disagree, 173 (43.25%) disagree, 61 (15.25%) neutral, 26 

(6.50%) agree, and 6 (1.50%) strongly agree. In the last aspect, the community 

members were asked to say if they are involved in monitoring service delivery. The 

findings revealed that, out of 400 community members, 187 (46.75%) strongly 

disagree, 129 (32.25%) disagree, 61 (15.25%) neutral, 20 (5.00%) agree, and 3 

(0.75%) strongly agree. 
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The findings suggest that most of the respondents disagree with the level of 

participation in planning stated in the statement. This implies that more than 50.00% 

of the community members have a low level of participation in planning for health 

service delivery. However, findings from the five Likert scales do not provide a clear 

demarcation on the levels of participation in planning. Thus, a further analysis based 

on the mean scores of every aspect is used to determine the different levels of 

community members in the planning. 

 

Using the same aspects of level participation, further analysis was conducted through 

a mean score. The mean score was used to demarcate the aspects of meetings and 

planning which were below or above the mean score. Table 5.8 indicates that the 

overall means score of all the aspects of participation in planning is 2.09 with a 

Standard Deviation of 1.37. It was established in chapter three that the mean score 

from the mean score (2.09) indicates a high level of participation in planning for 

health service delivery. Similarly, the score below the mean (2.09) indicates a low 

level of participation. Given this interpretation of high and low levels of 

participation, the results suggest that the aspects with a high level of citizen 

participation in planning include voice out priorities in the meeting (2.29), active 

participation in the meetings (2.75), and priority identification during planning 

(2.27). In the same way, the aspects below the mean score signify a low level of 

participation in planning. The aspects with a low level in planning include budgeting 

(1.35), attend the meeting in time (2.04), receiving feedback (1.84), execution of 

plans (2.06), and taking part in monitoring health service delivery (1.80). 
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Table 5.8: The Overall Mean Score of Level of Participation 

Statement Mean Score Standard Deviation 

Discuss budget 1.35 0.65 

Voice out priority 2.29 1.2 

Attend in time in meeting 2.04 1.33 

Active participation in meeting 2.75 2.56 

Priority identification 2.27 1.31 

Receiving feedback 1.84 1.23 

Execution of the plans 2.06 1.81 

Take part in monitoring 1.8 0.92 

Overall Means Score 2.09 1.37 

Source: Field Data, 2019 

 

Regarding the overall mean score (2.09), Table 5.9 indicates two levels of 

participation in planning for health service delivery. Looking through the findings in 

Table 5.9, it is indicated that 158 (39.50%) community members revealed a high 

level of participation in planning. Similarly, the findings in Table 5.9 show that 242 

(60.50%) community members reported having a low level of participation in 

planning for quality health service delivery. The findings suggest that most 

community members experience a low level of participation in planning for health 

service delivery. The study by Masuma and Maggier (2004) support the findings of 

this study as it was revealed that community members do not have access to 

information about several issues including budget and income of the LGAs as a 

result citizens in the LGAs are not in a position to effectively monitor their use. 

 

Table 5.9: Frequency Distribution Based on the Mean Score 

Level of Participation in 

planning 

Frequency Percentage Overall 

Mean 

High 158 39.50 2.09 

Low 242 60.50  

Source: Field Data, 2019 
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The quantitative findings are also supported by the FGDs responses with the 

participants from Dodoma City. The participants acknowledged that the community 

members are not involved in health plans. In one of the FGDs, one participant had 

this complaint to say: 

 

For example, here at [Name anonymous] Health Centre, we are noting 

the renovation of the facility. We are told that the President of the 

URT has issued 500 million with directives on the renovation. If we 

were to be involved in how the money was to be prioritized, we would 

have proposed for construction of a high storey building given the size 

of the area. Our health centre and other health facilities here in the 

centre of the city need expansion rather than renovation of the 

horizontal buildings.  We need vertical buildings given the growing 

population as a result of the government moving its capital from Dar 

Es Salaam to Dodoma (FGD in Dodoma City on 7th March 2019). 

 

In another FGDs, one participant said that: 

We are not involved in the budget for health facility needs. Even when 

the community raises an issue, we do not get any satisfactory feedback 

from local leaders. We could hear implementation of the activities for 

improving health services but we are not directly involved in its 

execution or monitoring it (FGD in Bahi District 26th February 2019). 

 

5.3.2 The levels of Planning and Quality of Health 

Table 5.10 presents the findings of the association between the levels of planning and 

the quality of the decentralised health service delivery. The association was 

expressed using a Chi-square test. The Chi-square test findings show that the P-value 

is 0.6937 which implies that there is an insignificant association between the level of 

participation in planning and the quality of health service delivery. Despite the Chi-

square test findings, the cross-tabulation findings provide a better understanding of 

the level of planning and its association with the quality of health services. Thus, the 

cross-tabulated findings show that there are 126 (79.75%) respondents with a high 

level of planning who are dissatisfied with the quality of health service delivery. 

Similarly, the findings indicate that there are 32 (20.25%) respondents with a high 

level of planning who are satisfied with the quality of health service delivery.  

 

Further findings in Table 5.10 indicate that a majority of the respondents 189 

(78.10%) with a low level of planning are dissatisfied with the quality of health 
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service delivery. Similarly, a tiny majority of respondents, i.e. 53 (21.90%) with a 

low level of planning, demonstrated to be satisfied with the quality of health service 

delivery. These findings suggest that respondents with a low level of planning are 

more dissatisfied with the quality of health service delivery compared to those with a 

high level of planning. The cross-tabulated findings between the level of planning 

and quality of health services propose that as the level of participation in planning 

decreases (becomes low) dissatisfaction with quality health service delivery 

increases. Similarly, the qualitative findings showed that most of the informants 

recognize the significant role played by the level of participation in planning in the 

attainment of quality health services in the decentralised healthcare system. These 

findings denote the need to promote a high level of participation in planning to 

increase satisfaction with the quality of health service delivery. 

 

Table 5.10: The Association between the Levels of planning and Quality of 

Health Services 

Levels of planning  Status of Quality of Health  

 Satisfactory Dissatisfactory Total 

High 32 (20.25%) 126 (79.90%) 158 (39.5%) 

Low 53 (21.90%) 189 (78.10%) 242 (60.5%) 

Total 85 (21.25%) 315 (78.75%) 400 (100%) 

Chi-Square = 0.1551, P-value = 0.6937 

Source: Field Data, 2019 

 

The findings stand contrary to the LGRP that aimed at widening the level of 

participation of the community members in planning activities (URT, 1998). The 

experience of participation in planning in the selected LGAs of this study is very low 

when compared to the assumptions of the NPM and the broad goal of 

decentralisation. Some factors limit community members from participating in 

planning activities. Kilewo and Frumence (2015) remarked that the level of 

participation in health activities is affected by several factors that include the lack of 

awareness of the community members on health plans committees, lack of financial 

resources to fund the health facility committees, and poor communication.  
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Also, the low level of participation in planning among the community members is 

linked to the negative attitude of the technocrats in involving the community in 

planning for service delivery. Frumence et al. (2013) assert that the technocrats in 

particular health workers still think that planning for health is the sole responsibility 

of the health workers and community members have little to contribute to create 

outcomes, such as quality in healthcare services. Also, the low level of participation, 

according to Masuma and Maggier (2004), is attributed to the community’s lack of 

knowledge and awareness of the opportunities highlighted in the reforms. Similarly, 

a low level of participation in planning sprung from the failure of the community 

members to know their rights (Wanjala & Muiruri, 2016). The empirical findings on 

the rigidity of the technocrats and low awareness of the community members to 

participate in planning as stressed by the reforms show the need to provide more 

training to both technocrats and the community members on the relevance of 

participatory planning. 

 

The study went on to argue that the negative attitude of health workers on the 

participation of community members in planning is typical of what NPM identified 

in chapter two of this study as the paradox of centralization through decentralisation. 

The centralisation syndrome arose from the powers of managing programmes in 

service delivery granted to the public servants. The centralisation syndrome was also 

revealed to emerge during the interview as the central government issues directives 

that erode the level of the participation of the community members in planning for 

the service delivery outcomes. The interview findings revealed that the establishment 

of the Public Service Recruitment Secretariat and directive for creating a single 

account for revenue collection at the Bank of Tanzania continue to affect the 

autonomy of the LGAs and the community members in planning. Pointing out some 

examples, Kessy (2018) added that recentralisation syndrome of the local authority 

power and resources is mirrored in the fifth government of President Magufuli (2015 

– 2021). The change in the appointment of executive directors of the LGAs who 

were previously appointed by the minister responsible for the local governments and 

withholding of the property tax point to some recentralization syndrome by the 

central government. Such recentralisation tendencies undermine the power of the 
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local people to identify priorities, implement their plans and evaluate the service 

delivery in local areas.  

 

A similar observation was made by Marijani (2017) who draws from the experience 

of participation in the decentralised health and water service deliveries in Kinondoni 

Municipal Council and Ulanga District Council in Tanzania. The survey from 

Kinondoni and Ulanga districts confirms that community members participate in 

health service through attending the meeting, receiving feedback on services, 

attending presentations about health behaviour, and involving in assessing health 

needs and priorities. The results show that 14.8% of the respondents from Kinondoni 

do attend the community meeting for health service delivery. Similarly, respondents 

15.6% and 84.6% from Kinondoni and Ulanga councils respectively participated in 

getting feedback on the health service delivery plan. The findings also indicate that 

9.8 % of the respondents from Kinondoni and 14.8 % of the respondents from 

Ulanga Council acknowledge having participated in assessing the needs and 

priorities for health in their areas. These findings signify a low level of participation 

in planning for service delivery.  

 

During FGDs, most participants showed to be dissatisfied by the level of 

participation in community projects. It was also revealed that participation in 

planning is just said in papers but it has never been practically done. The absence of 

participation in planning is further revealed in the reviewed documents, like Council 

Comprehensive Health Plans (CCHP) for Dodoma City Council and Bahi District 

Council. The council plans for Dodoma City Council and Bahi District Council in 

the financial year 2019/2020 have planned a budget of Tanzanian shillings of 

15,018,081,047/ and 9,855,381,252.82/ respectively for health service delivery. The 

health plans for the two councils are sourced from the Central Government, own 

sources, and basket fund. Surprisingly, of all these sources of a budget for the two 

councils, no allocation is intended to come from the participation of the community 

members in the form of fundraising, volunteering for work, or contribution of 

material or equipment as detailed by the NPM for improving health service delivery.  
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The basket fund being one of the mechanisms to support the health sector’s project 

came into existence in 1999 when the government adopted the Wide Sector 

Approach (SWAP) in planning. The approach was signed between the government of 

Tanzania and development partners indicating the readiness to pool resources to 

support the implementation of the budget. Mapunda (2015) identifies several 

challenges related to basket fund that includes priorities that are mostly donor-driven 

and the community members have little say in the utilization, delay disbursement of 

the fund, and inability to hold donor accountable for failing to honour the 

memorandum. The challenges push for a big reflection on the efficiency and 

sustainability of the basket fund towards the realization of quality health service 

delivery in the country.  In this context, there is a need to rethink on establishing a 

basket fund that is locally organised where all the Tanzanians could pool resources to 

finance the health sector’s projects in the country.  

 

Concerning the voicing of the community members in service delivery, Nayak and 

Samanta (2014) had observed that raising the voice and making the contribution 

positively influence service delivery. Nayak and Samanta (2014) suggest that it is not 

only enough for the community members to attend the meeting but rather to 

participate actively and air the views that would help to improve the service delivery. 

The scholars emphasize that if the quality of the service is to satisfy the community 

members, then there is a need to widen the level of participation in the monitoring, 

execution of the plans, providing feedback, improves time attendance in the meeting 

and discussions of the budget. 

 

The survey findings are further justified by the interview responses from the two 

councils. It was reported that, normally, health plans and priorities in the health 

facilities are prepared by the facility management team. The team submits the plan to 

Ward Development Committee (WDC). The WDC forwards the plan to the Council 

Health Management Team (CHMT) for further scrutiny. The analysis of the 

interview responses shows that the community is informed of the plans and priorities 

in the meeting. This form of participation corresponds to tokenism in the rung ladder 

of Arnstein discussed in chapter two of the study (Arnstein, 1969). According to 
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Kessy (2013), this form of participation provides a minimal opportunity for 

participation. 

 

Therefore, there is a low level of community participation in planning for quality 

service delivery. The findings are in contrast with the broader goals and assumptions 

of NPM and decentralisation process of widening the level of participation of the 

community members planning for service delivery. This low level of participation in 

planning can be associated with the Public Choice Theory that assumes there is a 

tendency of every actor in planning to pursue his/her self interest goal. As discussed 

in chapter one, the broader goals of decentralisation are stated in the specific aspects 

of decentralization that include community participation, accountability, and 

transparency. The specific aspects of decentralisation have an ultimate end to 

improve service delivery (Boex, Fuller, & Malik, 2015; Abe & Monisola, 2014; 

Conyers, 2007). The findings of this study give evidence that there is a need to 

improve the level of community members’ participation in health service planning 

and control individuals’ interests raised in the Public Choice Theory. Thus, the 

improvement of the level of community members’ participation in planning for 

health service delivery would result in quality health service delivery as promulgated 

by decentralisation in the NPM. This section has established that there is a low level 

of participation of community members in planning for quality health service 

delivery. Then, section 5.4 attempts to examine the influence of decision-making 

practices on the quality of health service delivery. 

 

5.4 Decision-making Practices and Quality of Health Services Delivery 

This section presents the findings for objective four which aimed to examine the 

influence of decision-making practices on the quality of health services in the 

councils of Dodoma City and Bahi District in Tanzania. The need to examine 

decision-making practices in the context of participation in the health sector stems 

from the fact that decision-making practices serve as a crucial component of good 

governance and effective service delivery (Kigume et al., 2018; Shayo et al., 2012). 

In this objective, the respondents were asked to show their level of agreement in the 

nine (9) decision-making practices aspects. The aspects included; the health 

committees make decisions on health services, the participation of the community 
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members in deciding health matters in their areas, ability of the local leaders (mtaa, 

village and councillors) to decide on health services, consultation of the community 

members prior decision-making on health matters, priorities of the community are 

decided in the mtaa or village meetings, the effectiveness of committee in decision-

making for health services, the community members make decisions on their health 

service needs, the community members are informed of the decision of the health 

committees, the health committee meet regularly to discuss community health plans, 

committee monitor the progress of health services in our area, community members 

can appeal to the committee for health service improvement, and lastly committee 

members are appointed at the village/mtaa general meeting.  

 

The Likert scale in 5 points started from 1 = strong disagree, 2 = disagree, 3 = neither 

disagree nor agree, 4 = agree to 5 = strongly agree was used to estimate the decision-

making practices for quality health service delivery. A survey questionnaire, FGDs, 

semi-structured interviews and documentary reviews were used to generate data on 

decision-making practices and the quality of health service delivery in the LGAs. 

The data for this objective were analysed through the quantitative analysis technique 

of descriptive and inferential statistics. Similarly, the qualitative that complemented 

the quantitative data were analysed using thematic analysis. The qualitative data have 

been presented in the form of thick descriptions and direct quotes that maintained the 

naturality of the study setting.  

 

During the quantitative analysis technique, a scale variable was created by 

combining the nine categorical statements of every respondent. Then, to create a 

scale variable that measures decision-making practices the overall means score was 

computed. The overall mean score was used to establish a baseline for good and bad 

decision-making practices. The overall mean computed was 2.57. This overall mean 

score divides the practices of decision-making into two categories, namely good and 

bad. Thus, all the aspects with an average score ≥ 2.57 consider the decision-making 

practices as good and the second group included all aspects with an average score ˂ 

2.57 represent the opinion of community members who consider decision-making 

practices for health service delivery in the LGAs as bad.  
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Through descriptive statistics, frequencies of all the nine items were calculated to 

show the distribution of individuals’ compliance with the available decision-making 

practices for health service. In addition, the mean and frequency distribution of mean 

scores were quantified. For the case of inferential statistics, the Chi-square and 

logistic binary regression models were used to predict the relationship between the 

dependent variable (quality of health service delivery) and the independent variable 

(the decision-making practices).  

 

5.4.1 The Decision-making Practices for Quality Health Services 

This first section of decision-making practices presents simple descriptive statistics. 

In the presentation, nine aspects are considered on which the respondents were 

requested to react whichever was applicable in their place of residence. The aspects 

were gauged on five Liker scales. Table 5.11 presents the frequencies and percentage 

distributions of the decision-making practices aspects as revealed by the community 

members. 
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Table 5.11: The Frequency of Decisions-Making Practices (n = 400) 

Statements SDAG 

N(%) 

DAG N(%) NEUT N(%) AG N(%) SAG N(%) 

Health committee make 

decision 

41(10.25) 21(5.25) 

 

82 (20.50) 

 

78(19.50) 178(44.50) 

 

Community members 

make decision 

195(48.75) 102(25.50) 42(10.50) 27(6.75) 34(8.50) 

Leaders do not make 

decisions themselves 

47(11.75) 60(15.00) 117(29.25) 100(25.0) 76(19.00) 

Regular consultation of 

the community members 

140(35.00) 114(28.50) 95(23.75) 29(7.25) 22(5.50) 

Priority are decided in 

meetings 

154(38.50) 106(26.50) 92(23.00) 25(6.25) 23(5.75) 

Health board is effective 198(49.50) 63(15.75) 104(26.00) 23(5.75) 12(3.00) 

Community members 

decide on their needs 

234(58.50) 59(14.75) 76(19.00) 15(3.75) 16(4.00) 

Community members 

are informed of the 

decisions of the health 

committee 

128(32.00) 128(32.00) 54(13.50) 64(16.00) 26(6.50) 

The committee members 

are appointed in the 

village/Mtaa 

meeting/Assembly 

80(20.00) 75(18.75) 80(20.00) 62(15.50) 103(25.75) 

Source: Field Data, 2019 

 

On the statement whether the health committees decide on their own, respondents 

were requested to react to whichever level was applicable at their areas. The results 

from 400 respondents regarding the influence of decision-making practices on the 

quality of decentralised health service delivery are presented in Table 5.11. The 

results show that 41 (10.25%) strongly disagreed and 21 (5.25%) disagreed that 

health committees to decide on their own. Similarly, the results show that 

respondents 82 (20.50%) were neutral while 78 (19.50%) agreed and 178 (44.50%) 

strongly agreed that health committees decide on their own without involving the 

community members. Information from the key informants found that all the selected 

wards, villages, and mitaa have health committees in place for democratic decision-
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making in the LGAs. However, most of the committees do not engage much with 

health matters in the healthcare facilities.  

 

The informants added that health committees, particularly in the villages or mitaa 

level, are mainly concerned with environmental healthcare services like cleanliness. 

The committee members at the village level spend most of their time encouraging 

community members to build toilets, especially in the rural areas. In urban areas, the 

health committee members’ role was predominantly to encourage the community 

members to participate in the mass Saturday cleanliness campaign. The fact that most 

of the administrative units in the selected areas have no health facilities makes health 

committees in most mitaa, villages, and wards not active when it comes to 

encouraging the community members to participate in the improvement of health 

service delivery in the facilities. 

 

Regarding the statement that community members decide in health matters in their 

residential areas, the findings indicate that 195 (48.75%) respondents strongly 

disagreed and 102 (25.50%) disagreed that community members do not decide on the 

health matters in their area, 42 (10.50%) were neutral, 27 (06.75%) agreed and 34 

(08.50%) strongly agreed to the statement. The third statement sought to establish 

whether local government leaders decide themselves about health services. The 

findings depict that 47 (11.75%) strongly disagreed, 60 (15.00%) disagreed, 117 

(29.25%) neutral. On the contrary, 100 (25.00%) agreed and 76 (19.00%) strongly 

agreed that leaders do not decide by themselves. 

 

In the fourth statement, the community members were asked to indicate if they are 

regularly consulted on health issues. The results show that 140 (35.00%) respondents 

strongly disagreed that the community members are regularly consulted on health 

issues. Also, 144 (28.50%) respondents disagreed, 95 (23.75%) respondents were 

neutral to the statement, 29 (07.25%) agreed and 22 (05.50%) strongly agreed that 

the community members are regularly consulted on health issues. The fifth statement 

interrogated if the priorities of the community members are decided in the 

village/mtaa meeting. The results in Table 5.11 indicated that respondents 154 

(38.50%) strongly disagreed, 106 (26.50%) disagreed, 92 (23.00%) neutral, 25 
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(06.25%) agreed, and 23 (05.75%) strongly agreed that the priorities of the 

community members are decided in the village/mtaa meetings. On the statement that 

the health committee is effective in service delivery, 56 (14.00%) respondents 

strongly disagreed, 62 (15.50%) disagreed, and 176 (44.00%) respondents were 

neutral. On the contrary, 94 (23.50%) respondents agreed and 12 (03.00%) strongly 

agreed that health committees are effective in deciding the health service delivery 

 

Furthermore, the community members were asked to give their opinion about the 

budgeting decision for health needs in their areas. The findings in Table 5.11 

revealed that 234 (58.50%) respondents strongly disagreed. In addition to that, 

respondents 59 (14.75%) disagreed, 76 (19.00%) neutral, 15 (03.75%) agreed and 16 

(04.00%) respondents strongly agreed that the community was involved in deciding 

about the budget for healthcare services. The community members were also asked 

to show if they are informed of the activities of the health committee. The findings 

indicated that 128 (32.00%) respondents strongly disagreed and 128 (32.00%) 

disagreed that they are informed of the decision of the health committee. Quite the 

reverse, 64 (16.00%) respondents agreed and 26 (06.50%) strongly agreed that the 

community members are informed of the activities of the health committee. 

However, 54 (13.50%) respondents were neutral to the statement that community 

members are informed of the decisions of the health committee. 

 

Table 5.11 presents the findings of the interrogation on whether the decision to 

appoint a committee member is reached at the village/mtaa assembly. The results 

demonstrated that respondents 80 (20.00%) strongly disagreed and 75 (18.75%) 

disagreed that the committee members are appointed at the village/mtaa assembly. 

The findings further indicate that respondents 62 (15.50%) agreed and 103 (25.75%) 

strongly agreed that committee members are appointed at a village/mtaa meeting. 

Similarly, the findings show that 80 (20.00%) respondents were neutral to the fact 

that the decision to appoint a committee member is reached at the village/mtaa 

assembly.  

 

Interview responses on whether the health committee members make decisions on 

their own without involving the community members, it was revealed that the 
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committee involves the community members through village meetings and the ward 

development committee (WDC) in making important decisions that affect their 

health directly. The informants added that the guidelines require the facility to 

involve the community members. It was also revealed that, sometimes, it is difficult 

to involve the community members in decision-making as some issues are directly 

decided by the Ministry of Health or Local Government. The committee may be 

bypassed in deciding on budgeting, procurement of drugs, and execution of plans as 

the result of the lack of zeal and commitment of the local committee in health service 

delivery. One informant complained about the laziness of the mtaa health committee 

by pointing out that: 

Indeed, these so-called mtaa/village committees are not active when it 

comes to deciding on issues of the health facilities. Their attendance 

even to the health facility committee is not impressive. Sometimes, 

we need to buy drugs but we are required to involve them in the 

procurement procedures. They are active on issues that have 

allowances. Everyone here in the city seems to be busy. Issues that we 

decide in the healthcare facility committee are not sensitized or 

thoroughly communicated to the community members. When we 

decide together with the committee members normally the local 

leaders who are also members of the facility committee politicize the 

message that the in-charge of the facility has decided this (Interview 

held in Dodoma City on 5th March 2019). 

 

In explaining dissatisfaction on decision-making by the health committee itself, 

leaders decide themselves and appoint committee members without consulting the 

community members in the village/mtaa assembly. Several complaints were raised in 

the focus group discussions by the participants from the councils of Bahi District and 

Dodoma City. A respondent from Bahi District said that: 

 

In decisions that involve money, like procurement of drugs and 

equipment, the community members are not consulted to air their 

views. Similarly, the health committee does not give us feedback. The 

fact that the opinions of the community members are ignored and no 

feedback affects the availability of drugs in the hospital. As a result, 

you go to the hospital you don’t get drugs and you cannot complain 

because you do not know whether the drugs had been bought or not. 

On the contrary, about environmental cleanliness ‘an activity which 

does not involve money’ the committee quickly calls for a meeting to 

emphasise the importance of environment, seek advice, etc…, but for 
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the things of much impact they decide for us, there are dubious deals 

here (FGD in Bahi District 26th February 2019).  

 

Another respondent from Dodoma City complained that the appointment of 

committee members is influenced by affiliation to the political parties. The Public 

Choice Theory sees this as the tendency where every political party is trying to 

safeguard its interest. This situation where every political party is trying to pursue its 

political interest may affect the development agenda if the national agenda such as 

TDV 2025 is not given priority. The participants acknowledged that there is room to 

elect their representative to the committee in the health facility or administrative unit 

of the LGAs. Despite the room to elect representatives, the politics of the opposition 

party and ruling party determine the rightness of the voice of the people. This 

suggests community members can elect a representative to the committee but this 

does not guarantee that community members can decide on who should be their 

representative to the committee. In accounting to the recent event, the FGDs 

participant said that: 

If you are not a member of a ruling party, then forget about being 

included in any decision-making committee.  Recently, we were 

electing members of health committee, and a guy who is well known 

to be affiliated with another party was elected to be a member of 

health committee but a top leader who was there to supervise the 

election cancelled this fellow’s name on the ground that he does not 

possess the desired qualities. The real reason is that the guy was a 

member of the opposition party. The politics of multiparty is eating us 

a lot (FGD in Dodoma City 6th March 2019). 

 

5.4.2 The Overall Mean Score of the Decision-making Practices 

The mean score for the nine aspects of decision-making practices was computed 

descriptively. Table 5.12 presents the mean and the standard deviation weight score 

of decision-making practices on the quality health service delivery. The results 

indicate that the overall means score is 2.57 of all the weighted aspects. Thus, the 

findings above the overall mean score are the health committee makes decision on its 

own (3.8275), leaders do not make decision on themselves (3.2450) and committee 

members appointed at community meetings (3.0825). Similarly, the findings indicate 

that the community is involved in committee activities (2.3300), the community is 

regularly consulted on health issues (2.1975), the community priorities are decided at 
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village/mtaa meeting (2.1425), community participation in health matters (2.0075) 

and the community decides on the budget for health needs (1.8000) which is below 

the overall mean score. 

 

Table 5.12: Overall Mean Score of Decision-making Practices (n = 400) 

Statements Mean Std. 

Deviation 

Health committee decide on health services 3.8275 1.32557 

Community members decide on health matters 2.0075 1.27731 

Leaders do not make decision themselves 3.2450 1.25456 

Regular consultation on issues of health 2.1975 1.15622 

Priorities are decided in village or mtaa meetings 2.1425 1.16859 

Health committees are effective in services 

delivery 
1.9700 1.12127 

Community members decide on health needs 1.8000 1.11719 

Community members are informed of the decisions 

of the committee 
2.3300 1.25501 

Committee members are appointed in the 

village/mtaa meeting/assembly 
3.0825 1.47347 

Overall Mean Score 2.57  

Source: Field Data, 2019 

 

 As it was earlier pointed out in chapter three, the overall mean score grouped the 

respondents into two groups concerning the decision-making practices. The first 

group refers to all respondents whose overall mean score was lower than 2.57. This 

group was coded as bad to represent the community members who viewed the 

decision-making practices of a certain statement for health services as bad. The 

second group refers to all respondents whose score was equal or greater than the 

overall mean of 2.57 and were coded as good. This represents the community 

members who view the decision-making practices for quality health service delivery 

as good. Moreover, Table 5.13 provides the results depicting the mean score 

distribution of decision-making practices. The findings reveal that 211 (52.75%) 
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respondents view decision-making practices as bad. Similarly, the findings show that 

189 (47.25%) respondents view decision-making practices as good.  

 

Table 5.13: Distribution of Mean Scores of Decision-making Practices (n = 400) 

 Practices Frequency Percentage Overall 

Mean 

Standard 

Deviation 

   2.57 0.46 

Bad 211 52.75 

     Good 189 47.25 

Source: Field Data, 2019 

 

5.4.3 The Association between Decision-making and the Quality of Services 

To determine the association between decision-making practices and quality of 

health status, the Chi-square test and logistic regression were used. The results of the 

Chi-square test are presented in Table 5.14. The findings depict that 28 (13.27%) 

respondents with bad decision practices experience are satisfied with the quality of 

health services compared to 183 (86.73%) who were dissatisfied with the quality of 

health service. Similarly, Table 5.14 findings indicate that 57 (30.16%) respondents 

with good decision-making practices experience revealed satisfaction with the 

quality of services compared to 132 (69.84%) who are dissatisfied with the quality of 

health service delivery. The findings suggest that there is a significant association 

between the decision-making practices and the quality of health service delivery [χ2 

(1,    N = 400 = 16.9927, P<0.0001)].   

 

Table 5.14: The Decision-making Practices and Quality of Services (n = 400) 

Decision Making 

Practices 

Quality Services Chi-

Square 

P-value 

 Satisfactory 

N(%) 

Dissatisfactory 

N(%) 

  

Bad 28 (13.27) 183 (86.73) 16.9927 <0.0001 

Good 57 (30.16) 132 (69.84)   

Source: Field Data, 2019 
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The association between the decision-making practices and quality of health services 

delivery in Table 5.14 reveals that when bad decision-making practices increase, 

dissatisfaction with the quality of health service delivery also increases in Bahi 

District and Dodoma City. Similarly, the findings portray that the increase in good 

decision-making practices reveals the satisfaction of the community members on the 

quality of health service delivery. This increase in satisfaction as the result of good 

decision-making practices is in tandem with the theoretical expected sign in the NPM 

and Public Choice. It was assumed that an increase in good decision-making 

practices means an increase in the quality of service delivery and vice versa (Engida 

& Bardill, 2013). The findings in Table 5.14 denote that dissatisfaction with the 

quality of health service is associated with bad decision-making practices than good 

decision-making practices.  

 

The study findings give an implication that there has been a lack of serious attempts 

to address this problem that existed more than a decade before the present study. 

Mubyazi et al. (2007) through their study at Mkuranga District found that 

community members were dissatisfied with decision-making made by the 

committees for service delivery. The community members feel dissatisfied with the 

health committee due to several reasons: committee members failed to provide to the 

community members with feedback regarding health decisions, failure of following-

up implementation of the launched health interventions, failure to address an acute 

and long-time shortage of clinical and nursing staff. Masanyiwa et al. (2013) 

affirmed that the ineffective of the committee rise from the health providers 

accustomed to top-down decision-making practices in the health service delivery. 

Health service providers are among the key actors in decision making referred to by 

the Public Choice Theory. Thus, there is a need for health providers to be trained on 

the importance of participatory approach during decision-making in healthcare 

facilities. This will lessen the complaint about the ability of the LGAs’ committees to 

improve their priorities. As explained in chapter two earlier, the health service 

committee exists at every level of the administrative unit of the LGAs.  

 

Using the O&OD approach most decision-making practices are to follow a bottom-

up approach to enhance the participation of the community members in decision-
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making and planning (Fjelstad et al., 2010). In an effort to see that the decision-

making is brought closer to the community members, the government has re-

emphasized widening community members’ decision making in the improved 

O&OD. The improved O&OD highlights the important actors in decision making 

from the village level to the national level (URT, 2019e). At the village/mtaa level, 

the improved O&OD identifies community groups, village/ mtaa chairperson, village 

council / mtaa committee members, Ward Facilitators (WFs), Local Community 

Facilitators (LCFs), VEO, and MEO as the main actors in leading the community 

members in making the collective agreement on their challenges and needs. 

Similarly, the link at the ward level is maintained by the WDC, WEO, and WFs that 

function as a catalyst for the community to make an informed decision of their 

development agenda. Also, the improved O&OD recognizes the influences of the 

district commissioner’s offices, the local government council, the regional 

commissioner’s office, and the national level team in making pertinent decisions to 

influence the quality of service delivery. 

 

Despite the guidelines for decision-making indicated in the improved O&OD, the 

survey in the study villages and mitaa has also shown that committees in the health 

facilities make decisions without involving the community members at the village or 

mtaa level. More than half of surveyed household heads have indicated that health 

facility leaders tend to decide and impose their own decisions on health issues 

brought by the health governing board. The FGDs participants in Bahi District and 

Dodoma City revealed that the community members are sidelined in the procurement 

of equipment and essential drugs, type of health service to be improved given budget 

constraint and the mode of service delivery at the HCs and dispensaries. It was noted 

that health facility leaders only involve the community members in health campaigns 

that are officially conducted and celebrated nationwide. On one occasion, a 

respondent claimed that the local leaders and health facility leaders were selfish 

because they would not call villagers in the meeting if they cannot get anything out 

of it and they do not want to be questioned. One participant, a widowed woman 

tearfully presented the following complaint:  
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Leaders are very quick in involving the community members to 

decide on common issues such as environment cleanliness but not 

sensitive matters like procurement and management of essential drugs 

and equipment and supervision of health quality at the HFs. This 

brought down the people’s morale in participating in decision-making. 

As a matter of fact, participatory decision-making is powerful, but an 

underutilized tool, for engaging the community members in 

sustainable provision of quality health service and community 

development at large (FGDs field Data in Dodoma City 6th March 

2019). 

 

Likewise, it was found that ward and village /mtaa leaders through the management 

team make health decisions without seeking the opinions of the community members. 

The study found that the top-down style of decision making is detrimental to the 

welfare of the people as their priorities are not represented in the decisions made. In 

view of the existing political and administrative practice along with the lack of 

technical understanding and true representative bodies, participation in decision-

making is limited to consultations and does not include direct participation in 

decision-making. In the same vein, Kessy (2018) shares similar feelings that this form 

of participation will likely continue if no radical and deliberate measures are taken to 

involve the local people in all the decision-making avenues as a way of improving the 

autonomy of the LGAs. Thus, health service, of all the socio-economic sectors, has its 

importance and it is a very sensitive issue on human welfare that needs to be given 

much time, the involvement of multi-stakeholders and a great deal of considerations 

before making any decision.  

 

Similar to this study, Mubyazi et al. (2007) revealed that village leaders only 

participate in health special campaigns such as environmental cleanliness and sanitary 

day, use of mosquito net, leprosy and tuberculosis day rather than ensuring that health 

services are actually delivered. They also found that villagers were complaining about 

their participation in cost-sharing programmes despite health facility building 

remaining poor for many years. From the viewpoint of the community members, the 

invitation to participate in the decision-making process is considered an indication of 

acceptance by the government. The participation of every actor in the decision-

making process from the early stage encourages input from the community members 

in the planning and implementation stages and presents the views of the entire 

community on specific issues to ensure that their aspirations are mirrored. Thus, 
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Mbambo and Tshishonga (2008) pointed that the identification, planning, and 

implementation decisions of health projects should be accepted after a substantial 

dialogue and consultation with communities. 

 

The dialogue and consultation take place in the established committee and boards for 

health service delivery (URT, 2007b). The review of the Health Sector Reform 

emphasizes the participation of the community members in decision-making for 

health service delivery. The HSR recognizes the boards and committee for health 

service as important organs for consultation in which decision-making are governed. 

The first organ is the council which is made of all the councillors. In deciding on 

health, the council’s role is to deliberate on the budget and plans for health at the 

district. The Council Health Service Board (CHSB) is the second organ in deciding 

the health services in the LGAs. The CHSB major roles include amend the plans and 

budget for health and solicit financial resources for running council health services. 

The third organ is the Council Health Management Team (CHMT) which is tasked to 

prepare the Comprehensive Council Health Plans (CCHP) and ensure the availability 

of medical supplies to the HFs in the district. The health facility governing boards and 

committees is the fourth organ charged with the responsibility of prepare health 

facility plans and solicit funds for improving HFs. Despite the existence of the 

different organs for participatory decision-making, the study by Kilewo and Frumence 

(2015) argue that the community members have a low level of awareness of the 

CCHP, poor communication among different committees in the LGAs for 

participatory decision-making and lack of financial resources to implement the HFGC 

activities. 

 

Additionally, the results from FGDs have shown that the community members are 

eager to be involved in the decisions that concern health improvements. Contrary to 

the community members, the in-charge of the health facilities argue that the 

procedures of involving the community members in decision-making in health service 

delivery are lengthy, difficult, and expensive in both time and monetary terms. The 

study findings corroborate with many scholars who identified time, legal structure, 

type of allocation, meeting procedures, and administrative cost (Nour, 2011; Ebdon & 

Franklin, 2006; Irvin & Stansbury, 2004) associated with public participation tend to 
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slow down or inhibit the decision-making process. The public needs to be informed, 

and even educated first, in order to meaningfully participate in the decision-making 

process. Irvin and Stansbury (2004) postulated that the absence of community 

participation in decision process is arguably more expensive than the decision-making 

carried by a single bureaucrat with the appropriate expertise and experience. Thus, 

most LGAs opted for consultative over a total inclusion style to participatory 

decision-making. 

 

Even though the consultative approach has been identified by many scholars as the 

main method used to involve community members in decision-making process 

especially in the health sector (Mollel and Tollenaar, 2013; Bossert and Mitchell, 

2011; Gubas, 1994). This study divulged that community members in the study area 

are rarely consulted by both the health committee and local leaders on important 

matters about the delivery of quality health services. When asked if they participate 

in deciding health matters the community members revealed that they were not 

invited to participate or even consulted. Also, the results were confirmed during 

semi-structured interviews, the study found out that health priorities are identified by 

the health workers. This is based on the belief by the health workers that the 

community members do not possess enough knowledge to be able to decide on 

professional issues such as medical services. The findings of the study further 

disclosed that education, lack of knowledge, and expertise were the reasons why the 

community is excluded in decisions making in the LGAs (Frumence et al., 2013). 

The study argues that the current government efforts to promote free education to all 

Tanzania in the near future will improve the education level required for most 

Tanzania to engage in the meaningful decision-making process. 

 

Also, the study argues that public participation efficiency and effectiveness might be 

compromised by the difficulties faced by the community members when it comes to 

understanding the technical reports and the complex planning and implementation 

issues. Consequently, these were found to affect the public’s ability to comprehend 

the decision-making process. Similarly, Marzuki (2015) found that the exclusion of 

the community members is also caused by the lack of knowledge about public 

participation and low levels of education amongst the public. In addition, the findings 
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of the study corroborate with Nour (2011) and Shayo et al. (2012) that education, 

skills, and knowledge are pre-requisite to effective and efficient participation of the 

community members in decision-making in decentralised health service delivery. 

 

This study further revealed that the majority of the community members in Bahi 

District and Dodoma City are not involved in deciding HF budget, priority 

identification and important decision on health at the village or mtaa health 

committee. The results corroborate with Mubyazi et al. (2007) who reported that in 

some areas of Mkuranga district, local primary health care committees (PHCC) did 

not perform adequately especially in community health priority identification process 

and representation to higher health authority levels. Likewise, Kigume, Maluka and 

Kamuzora (2018) found out that the decentralisation process in Tanzania has provided 

LGAs with an assortment of decision-making spaces. In the area of priority setting 

and planning the LGAs had moderate decision space, in the budgeting financial 

resources from the central government LGAs had narrow decision space while in 

mobilizing and using local funds LGAs had wider decision-making space. Therefore, 

the study concludes that decision-making powers are yet to be realised at district, 

ward, and village or mitaa levels of planning in health service delivery in most urban 

and rural areas of Tanzania. 

 

Bossert and Mitchell (2011), through a study conducted in Pakistan, revealed that the 

decentralised health sector has varied experiences with some districts make use of 

decision space than others due to the fact those which do so tend to have more 

capacity to make decisions. Therefore it was recommended in Bossert and Mitchell 

(2001) that Pakistan’s decentralisation policy focus on encouraging more use of 

decision space. Both Kigume et al. (2018) and Bossert and Mitchell (2011) studies 

suggest that LGAs under decentralisation policy have been given enough decision-

making space, however, the local level leaders lack decision-making capacity to make 

decisions. Failure to use the given decision space culminates in poor decisions and the 

exclusion of the community members either knowingly or unknowingly because 

leaders themselves do not comprehend well the idea of decentralised framework in 

service delivery. 
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The study also found out that health facility governing boards were largely comprised 

of members who were not directly elected in the Village or Mtaa Assembly. They 

become members of the committee by virtue of their position in the community, 

political party, and health facility. Moreover, FGD participants said that they were not 

satisfied with the way the village health committees were created as some of the 

members also being local government leaders. Similarly, the study by Kigume et al. 

(2018) noted that the decision space provided for governance and rules in the 

Tanzanian decentralised health sector is narrow in terms of establishment, size, 

composition and tenure of the board members are centrally determined by Act No. 6 

of 1996 and Local Government Act of 1998. This makes decision-making to the 

community to be passive and unnoticed which is contrary to the New Public 

Management, Public Choice Theory and Alma-Ata declaration in primary healthcare. 

Both the New Public Management, Public Choice and Alma-Ata declaration through 

decentralization call for active and broader participation of the community members 

in decision-making for health services.  

 

Thus, at this juncture, it can be recalled that the demographic variables, the 

participatory activities and the decision-making practices were significantly 

associated with the quality of health service delivery in chapter four in section 4.4 and 

chapter five in sections 5.2 and 5.4. Then, what is the implication of the independent 

variables on the quality of decentralised health service delivery. Section 5.5 provides 

that implication using a Binary Logistic Regression Model. 

 

5.5 The Binary Logistic Regression Model Findings  

This section attempts to establish the implication of participatory activities, decision-

making practices, and the demographic information of the independent variable on 

the quality of health service delivery of the dependent variable. This relationship 

between the independent and dependent variable is expressed using Binary Logistic 

Regression Model (BLRM). The goodness of fit for the BLRM has been tested using 

the Hosmer and Lemeshow test (Chi-square = 6.1348, P = 0.6321). The Hosmer and 

Lemeshow Test results suggest that the model fitted well in establishing the relation 

between the independent and dependent variables. In the previous sections basic 

descriptive statistics such as mean, and frequency were used to describe the 
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independent variables but not the combined effects of the independent variable on 

the quality of services.  

 

Thus, in a binary logistic regression, the combined effects of independent variables 

(district of residence, marital status, education level, participatory activities and 

decision-making practices) were analysed. Table 5.15 presents the findings based on 

the binary logistic regression model. The findings revealed that the respondents with 

the negative perception of participatory activities were significantly more likely to 

report dissatisfaction with the quality of health service delivered as compared to 

those with positive perceptions (OR = 2.22, P = 0.0092). It was found that the odds 

of experiencing dissatisfaction with the quality of service delivery for the 

respondents with the negative perceptions were two times that of respondents with 

the positive perceptions of participatory activities.  

 

The decision-making practice was also a significant predictor related to the quality of 

health service delivery (P = 0.0101). With regard to the decision-making practices, 

the binary logistic regression findings in Table 5.15 revealed that the respondents 

with bad decision-making practices were two times more likely to report 

dissatisfaction with the quality of health services compared to those with good 

decision-making practices (OR = 2.41, P = 0.0101). This signifies that a unit increase 

in good decision-making practices increases the chances of satisfaction with the 

quality health services among the community members. These findings conform to 

the FGDs findings that revealed that if the community members are consulted in 

decision-making and priority identification the quality of services could improve 

significantly. 

 

Similarly, the findings, based on the district of residence in Table 5.15 indicate that 

the respondents from Bahi District Council were significantly more likely to report 

dissatisfaction with the quality of health service delivery as compared to those from 

Dodoma City Council (OR = 3.68, P = 0.0001). The respondents of Bahi District had 

almost four times more chances of experiencing dissatisfaction with the quality of 

health services than in Dodoma City. Several factors are linked to this imbalanced 

experience between urban and rural councils. In the rural councils, there is a high 
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shortage of human resources and facilities for health services (Makuka et al., 2017; 

Lufunyo, 2017; URT, 2015c; Mshana et al., 2015). Rural councils experience more 

shortage of medical equipment for ultrasound, full blood picture, and x-ray services. 

Thus, the community members in rural LGAs are often referred to the urban areas 

including Dodoma City health facilities. Also, rural LGAs like Bahi District, the 

human resources for health work under difficult condition with long distances to the 

working station and a shortage of staff houses. Similarly, the health facilities in the 

urban LGAs have installed modern equipment such as CCTV cameras and biometric 

attendance machines for monitoring behaviour in the healthcare facilities and 

attendance at the workplaces. 

 

In this study marital status also was significantly associated with the quality of health 

services (P =0.0038). The regression analysis in Table 5.15 indicates that unmarried 

respondents were not significantly associated with the quality of health services (OR 

=0.86, P =0.6802). Moreover, the divorced/ window respondents were significantly 

more prevalent to experience dissatisfaction with the quality of health service 

delivery (OR = 3.05, P = 0.0010). The results suggest that the divorced or widowed 

respondents were three times likely to report dissatisfaction with the quality of health 

services compared to the married respondents. The findings are in line with the 

information obtaining during FGDs where it was learned that women who visit 

health facilities with their partners (husband) particularly for maternal healthcare 

receive service more timely compared to those who visit without their partners. 

Peneza and Maluka (2018) consider the practice of giving preferential healthcare 

among women who visit healthcare with their husbands correspond to the national 

strategy of promoting male involvement in maternal healthcare to reduce maternal 

mortality.  

 

In the same way, education level was also a significant predictor associated with the 

quality of health services (P = 0.0006). The findings in Table 5.15 show that the odd 

of reporting dissatisfaction with the quality of service delivery for respondents with 

secondary education was almost 2 times that of respondents with primary education 

(OR = 2.32, P = 0.0123). Likewise, the respondents with the college level of 

education were having greater odds of dissatisfaction with the quality of service 
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delivery than those with primary education (OR = 4.56, P = 0.0007). The study 

provides that education is essential in the evaluation of the quality of services. Thus, 

the variation between educated and non-educated community members on the quality 

of service is based on the fact that educated respondents have greater exposure and a 

wider global understanding of what it entails when talking about the quality of health 

services (Kuwawenaruwa et. al., 2020; Frater 2006). The presence of educated 

community members is essential in improving the quality of service delivery. 

 

Table 5.15: The BLRM for Independent Variables on Quality of Service 

Variable  OR(95%CI) P-Value 

Participatory Activities   

Negative 2.22[1.23,4.03] 0.0092 

Positive Reference  

Decision-Making Practices   

Bad 2.41[1.36,4.63] 0.0101 

Good Reference  

Council  <0.0001 

Dodoma City Reference  

Bahi District 3.98[2.08,7.64]  

Marital Status  0.0038 

  Single 0.86[0.41,1.78] 0.6802 

  Married Reference  

  Divorced/widow 3.05[1.47,5.73] 0.0021 

Education level  0.0006 

  Primary Reference  

  Secondary 2.32[1.20,4.50] 0.0123 

  College 4.56[1.91,10.90] 0.0007 

Hosmer and Lemeshow Goodness-of-Fit Test 

Chi-Square 6.1348  

 P-Value 0.6321  

Source: Field Data, 2019 
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5.6 Chapter Summary  

The Government of Tanzania (GOT) has taken various initiatives in its quest for 

providing quality health service delivery to the people. Among the initiatives was 

decentralisation of services that invited the community members to undertake 

participatory planning as a strategy for improving the health service delivery. Thus, 

this chapter is divided into mainly six sections namely the chapter overview, the 

participatory activities, the levels of planning, the decision-making practices, the 

BLRM findings, and the chapter summary. Henceforth, the chapter has presented the 

findings and discussion as enlightened by the NPM and the Public Choice Theory. 

The data were collected through questionnaire surveys, interviews, FGDs, 

observations, and documentary reviews.  

 

The findings are presented and discussed based on three broad areas namely 

participatory activities, levels of planning, and the decision-making practices for 

quality health service delivery. First is the participatory activities which revealed that 

206 (51.50) community members had a negative perception of participatory 

activities. The particular areas where community members held negative perceptions 

are their involvement in participatory activities, such as the construction of staff 

houses, contribution of land, maintenance of water system, financial contribution, 

technical and material contribution to health facilities. In the binary logistic 

regression, the analysis indicated that respondents with negative perceptions in 

participatory activities were two times more likely to report dissatisfaction with the 

quality of health services compared to those with positive perceptions (OR = 2.22, P 

= 0.0092). The binary logistic regression suggests that the increase in positive 

perception in participatory activities increases the satisfaction of the community 

members on the quality of health service delivery. 

 

Second, the findings of objective three reported the levels of planning for the quality 

of health service delivery in the councils of Dodoma City and Bahi District. The 

findings revealed that 242 (60.50%) respondents have low-level participation in 

planning for quality health service delivery. Moreover, the findings revealed that 189 

(78.10%) respondents with a low-level of participation in planning are dissatisfied 

with the quality of health services compared to 53 (21.90%) who are satisfied with 
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the quality of health services at the same level. Further analysis through the Chi-

square revealed that there is no significant association between the level of 

participation in planning and the quality of health service delivery.  

 

Also, this chapter was set to examine the influence of the decision-making practices 

on the quality health service delivery as stated in objective four. The findings 

revealed that 211 (52.75%) respondents have reported that the decision-making 

practices are bad compared to 189 (47.25%) respondents who reported that the 

decision-making practices are good. Further analysis showed that the decision-

making practices were significantly associated with the quality of health service 

delivery in public health facilities. The findings based on the binary logistic 

regression revealed that the respondents with good decision making had fewer 

chances to report dissatisfaction with the quality of health services compared to those 

respondents with bad decision-making practices (OR = 2.41, P = 0.0101). This 

implies that a unit increase in good decision-making practices increases the chances 

of the satisfaction with the quality of health services. The next chapter provides the 

summary, conclusions, and recommendations based on the research findings. 
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CHAPTER SIX 

SUMMARY, CONCLUSION, AND RECOMMENDATIONS 

6.1 Introduction 

This chapter presents the summary, conclusion, and recommendations of the study. 

Thus, the chapter is divided into five main sections. The sections include the 

summary of the study, the conclusion, the recommendations, and areas for further 

research. The sections reflect the findings according to the objectives on 

participatory planning and quality of the decentralised health service delivery.  

 

6.2 Summary of the Study 

This section provides an overview summary of the study. The section shows that the 

study was set to investigate the implications of participatory planning on the quality 

of the decentralised health service delivery in the councils of Dodoma City and Bahi 

District in Tanzania. Four specific objectives were set from which four research 

questions were synthesized to guide the investigation. The study opened by building 

a foundation on the rationale of implementing decentralisation across different 

countries. Studies showed that most developing countries aimed to improve service 

delivery and governance through decentralisation. The study posits that the 

motivation to investigate the implications of participatory planning on the quality of 

health stemmed from the fact that participatory planning through decentralisation is 

cited as an essential influence of the outcome of service in the arena of public 

administration. Experience from across countries revealed that Alma-Ata-

Declaration, WHO and Bamako initiatives of the 1970s and 1980s promoted the 

participation of the community members planning for improving the outcome of 

health service delivery. In the health sector, participation is salient as it gives the 

community members room to express their demand, get involved in the selection of 

the location, contribute to the operation cost, set priorities, and provide labour and 

material for improving quality health service delivery. The reviewed literature has 

shown that Tanzania is among the countries in the world that has a long history of 

experience with decentralisation build in the context of socialism and self-reliance. 

In the same context, in the 1990s, Tanzania embarked on different reforms notably 

the Health Sector Reform (HSR) and the Local Government Reforms Programme 

(LGRP) that appeal for the participation of the community members in service 
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delivery in the health sector. In 2002, Tanzania introduced O&OD as a 

methodological approach to enhance participatory planning for service delivery in 

the LGAs. 

 

The conceptual framework was developed from the theoretical assumptions of the 

New Public Management (NPM), Public Choice Theory and the Service Quality 

(SERVQUAL) Model. The conceptual framework was also informed by the 

empirical literature reviewed on participatory planning and quality of service 

delivery from different countries including Tanzania. The literature provides the 

constitutional and legal mandate of the LGAs to provide service delivery in 

Tanzania. Both the theoretical and empirical literature reviews provided the 

background information that helped to situate the research gap. The literature 

reviewed revealed an inadequacy of information on the implication of the specific 

aspects of decentralisation and outcome to service delivery notably participatory 

planning and quality of health service delivery with qualitative and quantitative 

findings from both urban and rural areas of Tanzania.  

 

The study used the Yamane formula to establish the sample size of 400 community 

members from Dodoma City and Bahi District Councils. The study applied 

probability and non-probability sampling techniques to select the different units of 

the study. The sampled units include the area of the study, key informants, FGDs 

participants, wards, and village and community members. The mixed approach was 

adopted in line with the pragmatic paradigm that permits the use of both qualitative 

and quantitative data to better explain the research problem. A cross-sectional 

research design was employed to guide the collection and analysis of quantitative 

and qualitative data from a total of 440 respondents who are the community members 

and key informants. The quantitative and qualitative data were obtained from both 

primary and secondary sources of data. The data collection methods for primary data 

were survey questionnaires, interviews, focus group discussions, and observation 

methods. Secondary data were all the reviewed documents that include the 

Constitution of the United Republic of Tanzania of 1977, policies, reports, and 

academic works from the published and unpublished material of the printed or online 
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form. The key findings were quantitatively and qualitatively analysed according to 

the specific objective of the study as summarized in section 6.3 

 

6.3 Summary of the Key Findings 

6.3.1 Status of Quality of Health Services  

This sub-section provides a summary of the findings on the status of quality of health 

services delivery in the public health facilities under the LGAs. Also, the section has 

presented the demographic characteristics of the 400 respondents of the study from 

Dodoma City and Bahi District. Thus, the demographic findings showed that 260 

(65%) respondents were from Dodoma City and 140 (35%) respondents were from 

Bahi District. Similarly, the demographic data depicted that 248 (62%) respondents 

were male and 153 (38%) were female. The study used the five SERVQUAL 

dimensions (tangibility, reliability, responsiveness, assurance, and empathy) to assess 

the status of quality of health service delivery. In this section, frequency, mean score, 

and Chi-square were used to present the findings on the status of quality of health 

services in the public health facilities. The findings revealed that 315 (78.75%) 

respondents were dissatisfied with the quality of health service delivery in the public 

healthcare facilities. Similarly, 85 (21.25%) of the respondents were satisfied with 

the quality of health service delivery in the public healthcare facilities in Dodoma 

City and Bahi District. Thus, the findings from documentary sources, observations, 

FGDs, and interviews revealed a deficit of facilities to bring about the quality of 

health services. The documentary review findings reveal a huge deficit of human 

resources for health, staff houses, health facilities, blood banks, and medical 

equipment to warrant the quality health service delivery in the LGAs.  

 

Using the Chi-square test, the findings revealed that the area of residence, marital 

status, and education variables were significantly associated with the quality of 

health services. The binary logistic regression was adopted to establish the combined 

influence of the demographic variables on the quality of health services. Thus, the 

findings indicate that the respondents from Bahi District were significantly more 

likely to report dissatisfaction with the quality of health services compared to the 

respondents from Dodoma City (OR = 3.98, CI= 2.08, 7.64, P = < 0.0001). Similarly, 

the findings show that the respondents with secondary and college levels of 
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education were more likely to experience dissatisfaction with the quality of health 

services in the health facilities as compared to those with primary education. The 

findings suggest that the level of education is important when assessing the quality of 

service and the participation of the community members. Moreover, the findings 

indicated that the divorced and widow respondents were three times more likely to 

report dissatisfaction with the quality of health services in the facilities compared to 

the married couples (OR = 3.05, CI = 1.47,5.73, P = 0.0021). 

 

6.3.2 Participatory Activities for Quality 

This sub-section presents the findings for objective two. The objective was set to 

examine the influence of participatory activities on the quality of health service 

delivery in Dodoma City and Bahi District. Under this objective, both quantitative 

and qualitative data were collected from primary and secondary sources. The 

descriptive, inferential, and thematic analysis techniques were used to analyse the 

data. Using the mean score criteria, the study findings indicated that there are 

negative and positive perceptions of participatory activities on the quality of health 

service delivery. It is indicated that 206 (51.50%) respondents have a negative 

perception on participatory activities in the rural and urban areas. Similarly, the 

findings indicate that 198 (48.50%) respondents have a positive perception of 

participatory activities. The findings suggest there were more community members 

with negative perceptions on participatory activities than those with positive. It was 

found that the respondents have a negative perception of being involved in 

constructing staff houses, contribute land for erecting health facilities, and 

maintenance of the water system to the health facility. Also, the findings indicate that 

the respondents have a negative perception of financial, material, and technical 

contribution for the establishment and improvement of health services in the health 

facilities. The literature reviewed revealed that lack of transparency, trust, and 

conflict between the local leaders and the community members over preferences 

predict the behaviour of the community members in participatory activities 

(Mohammadi et al., 2018; Lowndes et al., 2001). 

 

In a Chi-square test, the findings revealed that there is a significant association 

between the participatory activities and the quality of health service delivery [χ2 (1, 
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N = 400) = 17.7460, P <0.0001]. The Chi-square findings reveal that 170 (87.63%) 

respondents with the negative influence of participatory activities are dissatisfied 

with the quality of health services. Similarly, the Chi-square findings indicate that 

145 (70.39%) respondents with the positive influence reported dissatisfaction with 

the quality of health services. Thus, the Chi-square findings suggest that the 

respondents with the negative perception are more likely to report dissatisfaction 

with the quality of health services compared to the respondents with the positive 

perception. Moreover, the binary logistic regression findings revealed that the 

respondents with negative perceptions were two times more likely to report 

dissatisfaction with the quality of health services compared to those with a positive 

perception (OR = 2.22, P = 0.0092). The findings suggest that the unit increase in the 

positive perception of participatory activities is more likely to increase the 

satisfaction with the quality of health service delivery in Dodoma City and Bahi 

District. The quantitative findings are complemented by the interviews and FGDs 

which indicate that most community members have a negative perception of 

participatory activities on the quality of health services. 

 

6.3.3 The Level of Planning and Quality of Health 

This sub-section provides the findings for objective three that was set to assess the 

levels of participation in planning for the quality of health service delivery. The 

objective collected both quantitative and qualitative data through questionnaires, 

interviews, FGDs, and documentary reviews. The findings were quantitatively and 

qualitatively analysed to generate the findings that informed this objective.  The 

findings indicate that 304 (76.00%) of all the respondents have no experience with 

participation in planning for quality health services. Also, the study findings 

indicated two levels of participation in planning, namely the high level of 

participation and the low level of participation in planning. Each of the established 

levels had its implication on the quality of health service delivery. Thus, the findings 

indicate that 242 (60.50%) respondents with a low level of participation in planning 

were dissatisfied with the quality of health service delivery. Particularly, the findings 

showed that there is a low level of planning in discussing the budget, attendance in 

the meeting, receiving feedback, execution of the plans and monitoring process. The 

main reason that the community members had limited participation in planning is 
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linked to the lack of awareness.  Kilewo and Frumence (2015) added that the level of 

participation on the health plans is affected by the lack of awareness of community 

members on the health plans committee, lack of financial resources and poor 

communications.  

 

Also, a further analysis was conducted on this objective using a Chi-square test to 

determine the association. The Chi-square findings indicated that there is no 

significant association between the level of participation in planning and the quality 

of health service delivery with a P-value of 0.6937. The findings confirmed 

quantitatively that the level of planning is not always a determinant of the quality of 

health service delivery in the LGAs. Despite the quantitative findings, the qualitative 

data showed that most of the informants recognize the significant role played by the 

level of planning in the realization of quality health service delivery. 

 

6.3.4 Decision-Making Practices and the Quality of Health 

In this objective, the purpose was to examine the influence of decision-making 

practices on the quality of health service delivery in the public health facilities in 

Tanzania. The study findings depict that the overall mean score for decision-making 

practices is 2.57. Using the overall mean score, the study has classified decision-

making practices into two groups, namely bad decision-making practices and good 

decision-making practices. Thus, the study findings revealed that 211 (52.75%) and 

189 (47.25%) respondents reported that there are bad decision-making practices and 

good decision-making practices respectively. The findings suggest that the majority 

of the respondents experienced bad decision-making practices under the LGAs. 

 

Also, the Chi-square findings indicated a significant association between the 

decision-making practices and the quality of health services [χ2 (1, N = 400) = 

16.9927, P <0.0001]. The Chi-square findings revealed that 183 (86.73%) 

respondents with bad decision-making practices are dissatisfied with the quality of 

health services. Similarly, the Chi-square findings showed that 132 (69.84%) 

respondents with good decision-making practices report dissatisfaction with the 

quality of health services. The findings based on Chi-square suggest that the 

respondents with bad decision-making practices are more likely to report 
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dissatisfaction with the quality of health services compared to the respondents with 

good decision-making practices.  

 

Moreover, the binary logistic regression findings revealed that the respondents with 

bad decision-making practices were two times more likely to report dissatisfaction 

with the quality of health services compared to those with good decision-making 

practices (OR = 2.41, P = 0.0101). This binary logistic finding suggests that an 

increase in good decision-making practice is more likely to increase satisfaction with 

the quality of health services. The findings conform to the interviews and FGDs that 

revealed that the available decision-making practice excludes the community 

members in health service planning.  

 

6.4 Conclusion 

The study established that decentralisation of the health services to the LGAs is done 

to widen the participation of the community members in planning and ultimately 

attain the quality of service delivery. It is concluded that the quality of services 

offered in the public health facilities under the LGAs is not up to standard. This 

conclusion deviates from the assumption of the Public Choice Theory established in 

chapter two. The five SERVQUAL dimensions (tangibility, reliability, 

responsiveness, assurance, and empathy) have negative mean difference scores 

which suggest that the expectation of the community members on the availability of 

quality healthcare services in the public health facilities is not met. Failure to meet 

the expectation has resulted in general dissatisfaction with the quality of health 

services to the community members.  

 

The study has pinpointed several reasons that have led to dissatisfaction with the 

quality of health services. This study has found that there is a high shortage of health 

facilities in both Dodoma City and Bahi District councils. The available health 

facilities experience the shortage of human resources, poor infrastructure, and 

inadequate equipment for providing quality health services to the people. The 

shortage of health facilities in most of the administrative units of LGAs coupled with 

the inadequacy of human resources for health service results in dissatisfaction with 

the quality of health service delivery. Therefore, the ultimate goal of decentralisation 
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as conceived in the New Public Management and Public Choice Theory of ensuring 

greater outcomes in service delivery remains unmet to community members in both 

urban and rural LGAs of Dodoma in Tanzania.  

 

The study also noted that decentralisation and reforms were adopted to improve the 

participation of the community members in various activities that are linked to the 

improvement of service delivery. The study concludes that there is a negative 

perception of the community members with the participatory activities for improving 

the health service delivery. This is linked to the tendency where every member of the 

community pursues his/her interest as revealed in the Public Choice Theory. 

Similarly, the study found that there is a statistically significant association between 

participatory activities and the quality of the decentralised health service delivery in 

Dodoma City and Bahi District. The findings portray that a positive increase in 

participatory activities leads to satisfaction with the quality of health service 

delivery. The literature had it that the negative influence of participatory activities is 

due to lack of commitments, trust, transparency from the local leaders as well as the 

prevailing conflicts between local authorities and the community members’ 

preferences (Lowndes et al., 2001; Mohammadi et al., 2018).  

 

Furthermore, the study established that the government took initiative to implement 

the O & OD to widen the level of community members in planning for health service 

delivery. It is concluded that there is a low level of participation of community 

members in planning for health service delivery. The study findings revealed that 

there is an insignificant association between the level of participation in planning and 

the quality of health services. Similarly, the study concludes that the community 

members with a low level of participation in planning are more dissatisfied with the 

quality of health services. This conclusion rhymes with the assumption of Public 

Choice Theory that advocates for decentralisation and participation in view of 

broadening community members’ participation that ultimately predicate satisfaction 

with the quality in health service delivery (Boex, Fuller, & Malik, 2015; Abe & 

Monisola, 2014).  
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The fourth objective was set to examine the influence of the decision-making 

practices on the quality of the decentralised health service delivery. The findings 

conclude that the reforms particularly the LGRP and HSR brought the power of 

decision-making close to the community members. The decision-making power is 

directly or indirectly reached in the health facility committee or local government 

assembly. The study shows that a majority of the community members perceive the 

decision-making practices as bad. Thus, the community members feel bypassed in 

various decisions made for improving the health services in their areas of residence. 

The findings further revealed that the decision-making practices and the quality of 

health service delivery were significantly related to each other. Based on the 

findings, it is inferred that the decision-making practices are a constant predictor of 

quality health service delivery in Tanzania. This conclusion aligns with the 

assumption of the Public Choice Theory on decentralization that encourages the 

community members to participate in decision-making to improve the outcome of 

service delivery. It is drawn that an increase in good (participatory) decision-making 

practices means an increase in satisfaction with the quality of health services 

delivered in the public health facilities under the LGAs.  

 

6.5 Recommendations 

The purpose of this section is to improve the outcomes of service delivery in the 

decentralised health service delivery in the public health facilities in Tanzania. The 

recommendations are given hereunder with specific reference to policy, 

administrative, theoretical, and areas for further research. 

 

6.5.1 Policy Recommendations 

The policy recommendation refers to all aspects related to the enactment of the law, 

the policy, or the amendments of the constitution of the country to improve service 

delivery. This study focused on participatory planning and the quality of the 

decentralised health service delivery. The concept of participatory planning and 

quality is a global agenda in service delivery. In the context of Tanzania especially 

the health sector, the following policy issues are to be addressed if Tanzania is to 

achieve the National Health Policy 2007, Tanzania Development Vision 2025, and 
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the Sustainable Development Goals which all emphasize participatory planning and 

quality outcome in health service delivery. 

  

First, it is observed that there is a huge deficit of health facilities for providing health 

service delivery in the decentralised framework and inadequacy of the government 

budget allocation. Thus, it is recommended that the government establish Tanzania 

Health Fund for Local Government Authorities (THF-LGAs) as an alternative form 

of participation of the community members in financing health service delivery. The 

establishment of the THF-LGAs may require the legal and regulatory approval of the 

parliament. Just like Tanzania Education Authority, Tanzania Road Fund and Rural 

Energy Fund (REF) for Rural Energy Agency (REA), THF-LGAs will act as a pool 

into which financial and material resources will be collected from government 

allocations, voluntary, mandatory contributions, grants and compulsory deductions 

from industrial products. Industrial products like cigarettes and alcohol which may 

endanger human health ought to ameliorate health services in this scheme. In 

Thailand, for example, the government established in 2001 the Thai Health 

Promotion Foundation. The funding for Thai Health Promotion comes from tobacco 

products and alcoholic beverages. The fund obtained has enabled the establishment 

of health facilities and obtaining modern equipment for providing quality healthcare 

to the people. 

 

The findings in Table 4.14 revealed that human resources are inadequate for health in 

both urban and rural councils of Tanzania. It is recommended that councils in 

collaboration with PO-RALG and MoHCDGEC to design policies for recruiting 

human resources (short and long term) and integrate the traditional doctors in the 

health service delivery. The policy should recognize the uniqueness of the personnel 

in the health cadre. The policy and guidelines should enable the PO-RALG and the 

LGAs to hire or retain health workers based on short or long term strategies. 

Therefore, the terms for employment and retirement can be different from other 

cadres. This serves as a strategy of recognizing the uniqueness of the human resource 

for health to the society.  
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Short-term strategies ranging from six months to one year could be used by the 

councils to retain the energetic, healthy and interested retired health workers who 

have been serving in the health facilities under the LGAs. The recruitment terms for 

rewards and motivation of the retired health workers can be negotiated at local rates 

of the council. Also, every LGAs to adopt a culture of motivating workers in the 

health sector. Staff motivation has contribution to staff performance and delivery of 

quality service as well. Motivated staff regardless of their number may perform 

better than a large number of unmotivated staff. Thus, building a culture of non-

financial motivation in the LGAs can enhance output service delivery and create 

ownership of health workers. The non-monetary reward as letters of recognition for 

tasks performed well, priority for short- and long-term training for workers have a 

great impact on the quality of health service delivery (Boex et al., 2015). Some other 

forms of awards like (long service, moral character, ingenuity and punctuality 

awards) can be learned from the private sector particularly the banking industry and 

private secondary schools.  

 

In the same vein of improving human resources for health, the policy should 

integrate the traditional healing process into the conventional health service delivery 

system in the country. The policy will have the potential of improving the 

availability of human resources for health and the quality of service using both 

traditional and conventional healing service delivery systems. The traditional healers 

can offset the shortage of human resources in health service delivery. The number of 

traditional healers added to the conventional health service delivery will boost the 

number of health service providers in the country next to the WHO standard of 

1:1000 persons. This could be done by conducting extensive research on the 

traditional healing practices, protection of the patent rights of the traditional healers, 

and create the infrastructure that supports both modern and traditional health service 

delivery systems. Elsewhere, China in particular for many years has integrated the 

traditional healing style of acupuncture into the modern healthcare system to provide 

health service delivery in a constrained environment of resources. Spira (2008) 

affirms that the use of the traditional style of acupuncture has eliminated the need for 

expensive medication and the potential risk of adverse effects from the use of 

allopathic (western) medicine. 
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Moreover, the lived experience can also be drawn from Tanzania in an attempt to 

deal with the airborne flu named Corona Virus Disease (COVID-19). In the course of 

writing this research, in 2019 a global pandemic erupted in Asia countries and spread 

to other countries including Tanzania. Several countries adopted a locked-down 

strategy where the movement of people was restricted, international airports and 

national borders were closed down. The lockdown strategy was applied in almost 

every country to halt the spread of this airborne flu which had no cure or vaccine. 

The pandemic was first tested positive in Tanzania in 2020. The government set 

aside hospitals and centres including Amana in Dar es Salaam, Buswelu in Mwanza, 

Mawenzi in Kilimanjaro, Mnazi Mmoja in Zanzibar, and Mkonze in Dodoma to 

attend to COVID-19 patients. In a short period, the pandemic was spreading at a 

shocking speed.  

 

The selected hospitals and centres were overcrowded with patients complained about 

care including shortage of drugs and breathing support equipment. The rise in the 

number of infected Tanzanians created more panic and tension among the 

community members and the health service providers that threatened to paralyze the 

health service delivery system. The panic and shock were reversed by the 

government when it decided to emphasize the use of the traditional healing process 

named Nyungu. The Nyungu process involves the inhalation of steam from boiled 

herbs through the mouth. Several herb trees were identified in the process of 

preparing Nyungu, including eucalyptus, azadirachta indica (mwarobaini), psidium 

guava, aloe vera, tetradenia riparia (iwombo), and moringa oleifera (mlonge). 

However, medical research is required to certify the effectiveness of Nyungu 

traditional healing process in Tanzania. 

 

To improve the satisfaction with the quality of health services between the urban and 

rural councils of Tanzania, the results of this study suggest that policymakers need to 

have a better understanding of the dimensions of service quality to be incorporated in 

the policy for health services. Thus, the study recommends to MOHCDGEC and PO-

RALG to organise special training to the policymakers on service delivery 

dimension. Policymakers need to be aware of how and what the different 

demographic groups expect as far as the quality of health services is concerned in the 
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decentralised framework of health service delivery. The awareness of how and what 

of different groups can aid in addressing the perceived difference in quality service 

delivery between urban and rural areas within the same region and country. 

 

6.5.2 Administrative Recommendations 

This refers to all aspects that improve the day-to-day activities within the service 

delivery area of location (health facility and local area of jurisdiction). It involves 

strengthening rules, procedures, processes, and motivation in the provision of health 

service delivery.  

 

The findings indicated that the use of modern instruments and equipment improves 

the monitoring of health service delivery in the OPD and IPD. Therefore, it is 

recommended that surveillance monitoring equipment be installed in all health 

facilities. There is a need for councils to budget for the monitoring equipment like 

Closed Circuit Television (CCTV) camera and biometric register for attendance in all 

the health facilities. The CCTV camera can record all the incidences in the health 

facilities. The camera can help the service providers to monitor the community 

members seeking services in the outpatient department (OPD) and inpatient care 

department (IPD). It can give an alert to the service providers on the health status of 

the community members. The in-charge of the health facility can also use the CCTV 

camera to detect the behavioural anomaly of the health providers to the community 

members in the healthcare facilities. Behaviour anomalies like chatting with the 

mobile telephone and lack of attention during service delivery can be detected and 

disciplinary measures can be taken against the service provider. Similarly, the 

biometric register can track down the attendance of the employees in the health 

facilities in terms of reporting time and departing time. 

 

The findings showed that there are pros and cons in using electronic record-keeping 

in health facilities. So, the study recommends the use of both electronic and manual 

record system keeping. The manual record-keeping in the health facility can be used 

as backup record-keeping especially when internet services are down or no 

connection. This will reduce many complaints that happen during registration in the 
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reception and revenue collection sections. The rural areas should adopt also 

electronic record-keeping to cope with the modern changing world in record keeping. 

 

The Ministries of Health and PO-RALG are advised to make frequent monitoring to 

local authorities to ensure that the community members are integrated into setting 

priorities, planning, and decision-making related to health services. Importantly, 

there is a need to train the community members on their role in participatory 

planning particularly direct participation. The community members need to 

understand their responsibility in constructing the staff houses and health facilities, 

land for erecting health facilities and to contribute financially as well materially for 

improving health services. The training will lessen the negative perception that the 

community members have on participatory activities for quality service delivery. The 

training will raise the level of community members’ engagement of working together 

with other actors on one common goal of improving the health service delivery. The 

community members need to work together with other actors in the construction of 

health facilities, staff houses and in raising the financial and material contributions 

required to establish infrastructures for providing quality health services. 

 

As part of improving the decision-making practices, the politicians should not 

interfere with the appointment of members to the health committees. The 

appointment to the health committee should not be based on political party 

affiliation. The appointment of the health committee members should be determined 

by the community members themselves in an impartial and non-partisan decision. 

Also, local leaders (village or mtaa and ward) in the different levels of health 

committee need to be active in participating in the different meetings for decision-

making. The local leaders should cultivate a habit of providing feedback to the 

community members once attended health committee at the ward, village, or mtaa, 

and health facility. Providing feedback will keep the community members informed 

of central and local government plans for enhancing service delivery. 

 

As it was reported during findings particularly the physical visit to the health 

facilities, the health facilities equipment, such as biochemistry machine and 

haemoglobin machine were not functioning due to lack of maintenance and repair. 
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The district authorities in collaboration with the parent ministries concerned 

(MoHCDGEC and PO-RALG) to set-up a technical department for repairing and 

maintenance of health facilities equipment. The technical department with competent 

staff in the biomedical engineering background could fix broken equipment in the 

health facilities in time. The presence of a technical department for the repair and 

maintenance of health facilities equipment will ensure the availability of medical 

equipment and hence increase the satisfaction of the community members on the 

quality of health service delivery in the health facilities. 

 

6.5.3 Theoretical Recommendations 

This thesis offers some new knowledge about the theory and the empirical 

understanding of the study. The study is built and expanded from the New Public 

Management and Public Choice Theory which advocates for decentralisation process 

to promote participatory planning that ultimately results in quality health service 

delivery. The findings of the study, particularly objective one, deviate from the goals 

and assumptions of Public Choice Theory. The findings indicate that the community 

members are dissatisfied with the quality of health service delivery in the 

decentralised public health facilities. The significant association that has been 

expressed between demographic variables (area of residence, marital status, and 

education) and the quality of health service delivery contributes to new knowledge. 

The contribution of new knowledge is based on the fact that such association has 

broadened the understanding of the quality of service delivery determinants in public 

health facilities under the LGAs in Tanzania. Thus, great consideration should be 

given to the demographic aspects when the aim is to improve the quality of service in 

the context of participation and service delivery. 

 

Also, the study adopted the SERVQUAL model to assess the quality of health 

service delivery in public health facilities. The SERVQUAL model is commonly 

used in the marketing and business sector to estimate satisfaction with the quality of 

service delivery. This thesis justifies that the model is also applicable in the analysis 

of issues about outcomes in service delivery to the community in the health sector. 

The adoption of this model in the health sector affirms the suitability of SERVQUAL 

in assessing the quality of health service considering the expectation and perception 
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of service beneficiaries before and after receiving the services in the health facilities. 

Thus, the SERVQUAL can be customized into what can be referred to as Health 

Quality (HEALQUAL) dimensions for health quality. It is therefore high time LGAs 

to adopt the proposed model of HEALQUAL in making periodic evaluations to 

improve the quality of health services in public health facilities. 

 

Moreover, this thesis bridges the gap between participatory planning and the quality 

that existed in the literature, specifically the implication of participatory planning to 

the quality of health service delivery. Before this study, there was scanty evidence 

that explains the implication of participatory planning and the quality of the 

decentralised health service delivery in the public health facilities of rural and urban 

areas capturing both qualitative and quantitative data under the roof of one study. 

The Public Choice Theory is a bridge to the gap between participatory planning and 

quality. Thus, the thesis demonstrates that the Public Choice Theory can be used 

concurrently to observe both participatory planning and the achievement of quality 

service delivery all together. Therefore, this link suggests that the research has made 

a significant contribution to the body of knowledge that might be useful for reference 

and future studies on participatory planning and the quality of the decentralised 

service delivery. 

 

6.6 Areas for Further Research 

This study invites scholars, academicians and research fellows from the broader field 

of decentralisation and service delivery to venture into the following areas for 

research. 

 

Firstly, the findings of this study have indicated that health service delivery to the 

community members is provided by the government, faith-based organisations 

(FBOs) and privately owned health facilities. It has tried to establish the status of 

quality health service delivery from the perspective of the beneficiaries of services in 

the government-owned health facilities. This makes the status of quality in the FBOs 

and privately owned health facilities unknown to the many Tanzanians. It is, 

therefore, high time to carry out a study situated in health service delivery among the 

FBOs and private-owned health facilities. The status of quality of health in both FBO 
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and private institutions is necessary given that the policy advice and recommendation 

for health service improvement in Tanzania cut across regardless of the ownership 

status of the facilities. It is also important given that most of the community members 

in the urban areas seek health services in the FBO or private health care facilities. 

The findings in this study indicated a high preference for health service delivery in 

FBOs and private health facilities owned. Thus, the experience of health service 

delivery outside the government-owned health facilities can be used to ameliorate the 

health service situation in the government-owned health facilities in Tanzania. 

 

Secondly, there is a need to carry out a comparative study based on participation and 

service delivery in urban and rural settings of Tanzania. The current study has 

focused on participatory planning and the quality of health in urban and rural areas of 

Tanzania. The study has done little in making a comparison between urban and rural 

participation on the quality of health service delivery. The comparative study 

between urban and rural can provide a clear difference between urban and rural 

expectations and perceptions for services. Therefore, the expectations and 

perceptions of urban and rural dwellers can be improved equitably. The urban 

lifestyle is different from the rural style, thus may likely influence participation and 

service delivery differently. Hence, a comparative study between urban and rural on 

participation in service delivery may be important to the policy advice in the health 

sector. 

 

Thirdly, the study recommends a study to assess the status of quality using exit 

interviews of the respondents in the health facilities. The present study has assessed 

the quality of health service delivery using the household survey. During the 

household survey, the respondents were asked to recall their experience of 

expectations and perceptions for service delivery in the visited health facilities. Thus, 

a study using exit interviews from the health facilities might provide a fresh 

experience of expectation and perception to service delivery. 
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APPENDICES 

Appendix I: Questionnaire for Community Members 

Good morning/afternoon, 

 My name is Richard Msacky a PhD student at the University of Dodoma. This 

questionnaire enables the student to collect information/opinion on the participatory 

planning and Quality of Health Services in the Local Government Authorities in 

Tanzania a case of Dodoma City and Bahi District of Dodoma Region. I kindly 

request you to provide information that will enable me to write an academic report 

which is the requirement for the award of PhD degree in Political Sciences and 

Public Administration. The information you provide will be treated with utmost 

confidentiality. You have the right to withdraw yourself from this study at any time 

you choose. In the course of filling this questionnaire, there is no money or gift that 

will be provided to you. 

I. Demographic Information (fill or Provide √ Tick Where 

Appropriate) 

1.  Location and Gender 

QN  

District  

Ward  

Village  

Gender M F 

  

2. Marital Status  

1.Single 2.Married 3.Divorced 4.Widow 

    

3. Age Group 

1.20-35 2. 36-50 3. 51-Above 
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4. Education  

1. Primary 2. Secondary 3. University/College 4. Other 

    

5. Occupation 

1.Farmer 2.Business Person 3. Other Specify 

   

6. Preference for Health Facility 

1. Dispensary 2.Health Centre District Hospital Other 

    

 

7. What are the reasons for your preference? 

…………………………………………………………………………………………

……………………………………………………………………………………… 

1. The choice for health services based on ownership 

1. Government 2. Private 3. FBO 4. Other 

    

2. What are the reasons for your choice? 

……………………………………………………………………………………

…………………………………………………………………………………… 
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II. Quality of health services 

a). Expected quality of health services 

This section deals with your expectation for quality services in the health facilities 

owned by government under the LGAs. Please show the extent to which you expect 

health facilities (HF) offering health services delivery should possess to provide 

quality of services to you. Provide √ tick where appropriate in the given 5 Likert 

scales. 

1. Strongly disagree 2. Disagrees 3. Neither disagrees nor agrees 4. Agrees 5. 

Strongly agree 

 Tangibility 1 2 3 4 5 

They should have up-to-date equipment      

They should have all the essential drugs for the diseases      

HF should have good reception areas that have sufficient seats 

and toilets 

     

Reliability      

Staff should keep the appointment of service to HS      

Staff should offer thorough physical examination      

HF should be open for service throughout the working hours      

Responsiveness      

HF should keep my records accurately      

HF staff should identify very ill HS and assist them wherever 

there is a need 

     

HF staff should respond to HS request promptly      

HF staff should make me aware that I am waiting my time      

Assurance      

Laboratory results should be timely availed      

The consultation room should have everything needed to 

provide good care 

     

HF staff should have enough knowledge to answer my 

questions 

     

Empathy      

Health workers should pay attention to my health concerns      
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HF workers should be polite, cooperative, comforting and 

encouraging to me when faced with a medical problem 

     

HF workers should listen to me attentively      

 

b). Perceived quality of health service 

This section deals with your perception on the quality of health services you have 

experienced in health facilities. Please show the extent to which you perceive health 

facilities you have visited that do possess the feature for quality services described in 

the table. Kindly provide √ tick where appropriate in the given 5-Likert scales  

1. Strongly disagree 2. Disagree 3. Neither disagrees nor agrees 4. Agree 5. 

Strongly agree 

Tangible 1 2 3 4 5 

They have up-to-date equipment       

HFs have all the essential drugs for the diseases      

HF have good reception areas that have sufficient seats and 

toilets 

     

Reliability      

Staff honoured the appointment of service to me      

Workers fulfilled my expectation by offering thorough 

physical examination 

     

HF was open for service throughout the working hours      

Responsiveness      

HF kept my records accurately      

HF staff identified very ill HS and assist them wherever there 

is a need 

     

HF staff responded to HS request promptly      

HF workers make me aware that I am waiting my time      

Assurance      

Laboratory results were timely availed      

The consultation rooms had everything needed to provide 

good care 

     

HF workers had enough knowledge of my health situation      



238 

Empathy      

HF workers’ paid attention to my individual health concerns      

HF workers are polite, cooperative, comforting, encouraging 

when faced with medical problem 

     

HF workers listen to me attentively      

 

III. Community Members  Participatory Activities 

Please rank the following statements in the LGAs with the use of following 5- Likert 

scale words  

1.  Strongly disagree 2. Disagree 3. Neither disagrees nor agrees 4. Agree 5. 

Strongly agree 

 Volunteer Public work 1 2 3 4 5 

 It is the obligation of the community members (CMs) to 

construct staff houses 

     

 It is the obligation CMs to contribute land for erecting HF      

 Roads to HF are maintained by the CMs      

  The water system in the health facility to be maintained 

by CMs 

     

 Contribution      

 CMs are to Provide financial support to health activities      

 CMs have to provide ideas to improve health      

 CMs have to provide technical support where needed      

 The CMs have to provide material for health services 

(building) 
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IV. Levels of  Planning 

a). Have you ever participated in any community health services planning activity? 

i. Yes 

ii). No 

Which activity did you participate in planning for health services in this area? 

……………………………………………………………………………… 

b). Please rank the level of participation in planning for the health service delivery 

with the use of following Likert scale words in the following community activities. 

Provide √ tick where appropriate in the given 5 Likert scale 

1. Highly uninvolved 2. Uninvolved 3. Neutral 4. Involved 5. Highly involved 

 Meetings 1 2 3 4 5 

 Discuss the budget for health services      

  Voice out their health priority      

 CMs attend in time in meeting for health matters      

 Active participation in the meeting      

 Planning      

 Participate in priority identification      

 Receive feedback      

 Involved in the execution of the health plans      

 Take part in monitoring service delivery      

 

V.  Decision-making Practices 

1. How often are you consulted to give opinions on planning and budgeting for 

improving health service delivery? Provide √ tick whoever applicable 

i. Very often 

ii. Often 

iii. Neither often nor rare 

iv. Rarely 

v. Very rarely 

2. Are you aware of the decision-making committees for health service 

delivery? 

i. Yes 

ii. No 
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3. If yes give your understanding of how it operates in health service delivery 

……………………………………………………………………………

…………………………………………………………………………….. 

4. Please rank the following statements as applied in the LGAs. Provide √ tick 

where appropriate in the given 5 Likert scale 

1. Strongly disagree 2. Disagree 3. Neither disagrees nor agrees 4. Agree 

5. Strongly agree 

 Decision-making Practices 1 2 3 4 5 

 Health committee make decision      

 We participate in deciding health matters here      

 The leaders themselves make decisions      

 We are regularly consulted on issues of health      

 Our priorities are decided in our meeting      

 Health committee are effective in service delivery      

 We budget for health needs in our area       

 I am informed of the activities of the health committees      

 The committee is appointed in the street/village meeting      

 

 

 

  



241 

Appendix II: Interview guide for key informants 

A. Facility assessment 

Indicate availability and adequacy of the following services 

SERVICES Bahi Dodoma City Bahi 

Deficit 

Dodoma 

Deficit Availability Adequacy Availability Adequacy 

Operating 

theatre 

    

Laboratory     

Radiology     

Blood Bank     

Dental Unit     

Eye Unit     

Mortuary      

B. Do you have adequate personnel to attend to the above services? 

C. Which service section has most acute shortage of personnel? 

D. Are you satisfied with availabilities of the following amenities in this facility? 

 Housing 

 Equipment for providing services 

 Availability of the essential drugs 

E. What is the level of compliance of the community members with the medical 

service arrangement? 

 Patient visiting hours 

 consultation 

F. Does the health service committee encourage the community members to 

participate in health service delivery in this area? 

 Budget 

 Priority identification 

 Execution 

 Monitoring and evaluation 

 Decision-making 

G. Which activities have been receiving collaboration from the community 

members for improving health services in this area? 
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H. Do the community members around here have a positive image of 

participatory activities to health services (volunteer and contribution)? 

I. What factors hinder service delivery in your areas? 

J. How can you evaluate the quality of services provided in HFs in this facility? 
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Appendix III: A Checklist for FGD 

1. What is your experience with HS in this area? 

 

2. Tell about availability and adequacy of quality service delivery in health 

centres and dispensaries 

 

3. What is your experience on interaction with the health service provider in 

health centres and dispensaries? 

 

4. Tell about your perception on involvement to participatory work for health 

services 

 

5. How are you involved in planning and budgeting for health services? 

 

6. Tell about your awareness of the committees and their roles in improving 

health provision in the HFs 

 

7. Can you tell what can be done to improve health service delivery? 

 

8. Tell about the decision-making practices for quality health service delivery 
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Appendix IV: Observation Kit 

S/N Aspect Description Remarks 

1. Participatory activities for improving  

health services 

  

2. Participation in the meeting   

3. Physical Environment (Cleanliness)   

4. Behavioural Anomaly   

5. Waiting duration for services   

6. Staff Houses   

7.  Toilet   

8. Tap water   

9. Medical equipment   

 



245 

2. Managerial documents for Quality 

Documents Available Not Available Remarks 

Staff attendance 

logbook 

   

HS register book    

Daily report book    

Folio for HF 

minutes 

   

HF work plan    

HF duty roaster    
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Appendix V: Documentary Review Guide 

Indicator MOHCDGEC 

standard 

Bahi 

Available 

Deficit Dodoma 

Available 

Deficit Remarks 

District Hospitals       

Health Centres       

Dispensaries       

HF with 

Electricity 

      

Blood Banks       

Mortuary       

Human Resource 

for Health 

      

Staff Houses       

 

 

S/N Aspect Description Remarks 

1. Budget for HFs   

2. Historical Background of 

Decentralisation and Health 

Service delivery 

  

3. Health Services   

4. Health Service committee   

5. Power to make decision   

 The registered number of 

household 
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Appendix VI: Data Analysis Matrix 

Objective Measured aspects 
Measurement of 

Variables 
Methods of Analysis 

1. To assess the 

quality of 

service delivery 

in Dodoma City 

and Bahi 

District councils  

Tangibility 

Reliability 

Responsiveness 

Assurance 

Empathy 

 

Overall, on a scale of 1 

to 5. 

The 5 scales transformed 

into 2 status level. 

1 =Sat 

0 =Disat 

Descriptive statistics (frequency, 

mean, cross-tabulation), 

Inferential statistics (binary 

logistic regression) and 

Thematic analysis 

2. To determine 

the influence of  

participatory 

activities on the 

quality of health 

services 

Construction of Staff houses 

Contribute Land 

Maintain Roads 

Maintain Water system  

 Financial contribution 

Provide Ideas 

Support technically 

Provide building Material 

Overall, on a scale of 1 

to 5. 

The 5 scales transformed 

into 2 perceptions. 

1 =Negative 

2 =Positive 

Descriptive statistics (frequency, 

mean, cross-tabulation), 

Inferential statistics (binary 

logistic regression) and 

Thematic analysis 
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3. To assess the 

level of 

participation in 

planning for the 

quality of health 

service delivery 

 

Budgeting 

Voice out 

Attendance 

Meeting participation 

Identification 

Feedback 

Execution of the plan 

Monitor service delivery 

Overall, on a scale of 1 

to 5. 

The 5 scales were 

transformed into 2 levels. 

1 =Low 

2 =High 

Descriptive statistics (frequency, 

mean and cross-tabulation) and 

thematic analysis 

4. To examine the 

influence of 

decision-making 

practices on the 

quality of health 

service delivery 

Committees involvement, 

Leaders participation, 

Consultation, 

Committee effectiveness, 

Decision budget, 

Information, 

Appointment to committee 

Overall, on a scale of 1 

to 5. 

The 5 scales were 

transformed into 2 

practices. 

1 =bad 

2 =good 

 

 

Descriptive statistics, 

Binary logistic regression 

Thematic analysis 

 

 

Source: Researcher’s Construct (2016) 


