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ABSTRACT

The study investigated the role of decentralisation by devolution (D-by-D) in improving primary healthcare service delivery in Dodoma City Council, Tanzania.  The study examines the impact of decentralisation on primary healthcare service delivery in Dodoma City Council, focusing on the distribution of services, household access, and challenges of decentralisation. The research, using both qualitative and quantitative methods, involved 136 participants, comprising patients, relatives, and medical staff practitioners. The study aimed to provide comprehensive insights into the challenges and progress made in primary healthcare since the introduction of the D-by-D policy in the 1990s. The study found that the decentralisation by devolution health facilities from the district to the ward level brought about positive progress in addition to enhancing their provision of healthcare services to the communities at the ward level. The study found that D-by-D policy has enhanced household access to primary healthcare services in residential areas by strengthening collaboration between central and local governments. This policy has also increased the availability, distribution, and accessibility of essential healthcare services at the ward level, thereby improving overall health outcomes. Despite the D-by-D policy’s success, challenges such as inadequate funding, untimely central government disbursement, lack of qualified personnel, interference, and conflict of interests persist in its effective implementation. Overall, the D-by-D policy in Dodoma has improved service delivery by expanding health services distribution, promoting decentralisation Implicitly, it is an intervention that allows local governments to play a crucial role in policy and decision-making, hence preventing political interference.
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1 CHAPTER ONE

GENERAL  INTRODUCTION AND CONTEXT
1.1
Introduction

This study explored the role of decentralisation by devolution in improving primary healthcare services at the ward (grassroots) level in Dodoma City Council. Specifically, the chapter describes the background of the problem and statement of the problem, as well as the objectives, research questions, significance, scope, and, finally, limitations of the study.

1.2 
Background to the Problem 

In many parts of the world and Africa inclusive, public service delivery in local government authority is inextricably linked to the central government (Marijani, 2017). Inflexible transfer arrangements frequently limit the local governments’ ability to plan and execute fundamental public services, including education and primary healthcare service delivery. Meanwhile, the African continent’s ongoing political reforms encompasses strengthening decentralisation, with local governments getting greater responsibility for delivering critical development projects and public services (Narayanan, 2018). Moreover, decentralisation by devolution in many developing countries, such as Tanzania, has helped to strengthen local government to make them more efficient, transparent, and accountable in providing and improving social services, like primary healthcare service delivery to the citizens (Shayo, 2017).
Decentralisation of the authority is widespread in the developing world  to advantage local community programs. These reforms have changed the responsibilities in local project selection and beneficiaries’ identification from central to local government authority (Fjeldstad & Katera, 2017). The decentralisation provides insights and guidance to the local governments in the primary delivery of public health based on the local community needs. This development has also granted authority to the citizen to monitor public health delivery at a higher level than a central government itself.  Decentralisation emphasised the increase of powers and authorities in local communities’ health service delivery. The idea of decentralisation is linked  to efficient and effective power to the lowest level of government to act as the higher levels (Masenge, 2017). 

In 1996, Tanzania initiated efforts of decentralisation by devolution in the health sector to fit public health service delivery regarding local people's needs and interest.  This development entails promoting resource accessibility in training and capacity-building for health staff, which enhances the supervision, coordination, and primary healthcare service delivery to the local people, particularly those who are vulnerable because of the health service system’s accessibility. The participation of the local people based on their respective interests and concerns is fundamental in the health service delivery. The framework also considered the cost and affordability in the local context (Ochupe, 2017). However, decentralisation has not always been effective in enhancing local government service delivery due to a lack of appropriate revenue source assignments, insufficient access to financial markets, and a lack of requisite administrative functions of local governments (Lewis, 2017). In fact, it is critical to develop local-level institutional capabilities while increasing accountability for better service delivery to the targeted groups. 

Anoisisye (2017) defined decentralisation by devolution  as the transfer of state responsibilities, functions, and resources from the central government to the elected local government authorities, which involve decision-making powers and policy-making powers mainly in development and social service delivery to the people. Decentralisation by Devolution (D-by-D) of primary healthcare service delivery has long been a challenge for the Tanzanian government. Since the late 1990s, the government has made substantial efforts to strengthen Local Government Authorities (LGAs) through the promotion of health facilities, with the Local Government Reform Programme (LGRP: 2000-2008) aimed to accelerate D-by-D. The second phase of the program (URT, 2009-2014)  served as a cornerstone in strengthening LGAs’ capacities to be highly effective in primary healthcare service delivery and oversight to the local population using effective measures (Charles, 2018).

The D-by-D policy aims  to decentralise and devolve primary healthcare authority from the central government to the local authorities at the grassroots. In other words, it seeks to  improve access to primary healthcare service delivery for the local vulnerable communities. D-by-D is based on a policy paper that is designed to strengthen policy by giving local government authorities (LGAs) additional powers and responsibilities of delivering primary healthcare services to enhance accessibility  for the people (Maluka et al., 2018). 

Furthermore, Shayo (2017) asserted that the most daunting, challenging, but critical task confronting primary healthcare service delivery is program planning and management of district and, when necessary, sub-district levels. Public health service delivery has a personal stake in the local communities’ primary healthcare service delivery. Decentralisation emphasises high-quality primary healthcare service delivery (Shelton, Cooper, & Stirman, 2018). The enhanced autonomy has facilitated the improvement of planning and procedure in primary healthcare service delivery. The reduced central administrative controls within primary healthcare service delivery have also increased local community authority in the primary healthcare delivery. The decentralisation system has an advantage on the local community side towards primary healthcare delivery.

With many scholars addressing the application of D-by-D to improve healthcare services and various initiatives documented by the Tanzanian government in efforts aimed to improve the health sector, primary healthcare has yet to attract deserved attention  as much of the focus has been on general health services. Thus, the D-by-D approach has yet to reach its full potential towards improving and providing quality services to the people. As such,  the findings of the current study have the potential of informing and assessing the existing and ongoing D-by-D policy with overhaul obstacles encountered in its implementation and operations targeting further improvement of primary healthcare services in the Dodoma City Councils and other such local authorities in Tanzania.

1.3
Statement of the Problem

Tanzania has made significant improvements in the health sector over the past decade, including primary health care, due to the introduction of decentralisation by devolution (D-by-D) policy. These improvements include increased funds and budget allocation, a decrease in child mortality rates, and an increase in health facilities. However, there is still a deficit of 49 percent in human resources, with over 109,616 health personnel, compared to 58 percent in 2012 (URT, 2023; URT, 2021 & URT, 2015). The government’s efforts have led to a doubling up of health facilities, improved availability of drug supplies, domestic funds for primary healthcare, and improved access to health insurance schemes. Other measures such as the Primary Health Service Development Programme (2001-2017), National Health Policy (2020), National Digital Health Strategy (2019-2021), and Health Sector Strategic Plan V (2021-2026) have also been introduced to improve the health sector.
However, the quality of primary healthcare services had remained largely unsatisfactory, characterised by shortages of skilled health human resources, inadequate knowledge and skills among health service personnel, and inadequate drug supplies. Despite local authorities having powers in decision and policy-making, they tended to struggle with inadequate access to technology, limited telecommunication infrastructure, and low digital literacy. The prevalence of inequalities in the health sector in Tanzania further posed risks such as the spread of diseases, decreased life expectancy, increased maternal mortality rates, children's morbidity rates, and HIV prevalence. With the D-by-D having been in place since the 1990s, the question that comes immediately to mind is what difference it has made in improving healthcare service delivery at the grassroots through devolution. This study, therefore, set out to examine the role of D-by-D in improving primary healthcare service delivery and  determine the associated challenges to effective implementation that inhibit its otherwise huge potential.
1.4 
Objectives of the Study

1.4.1 
Overall Objective

The overall objective of the study was to investigate the role of decentralisation by devolution in improving primary healthcare service delivery at the ward level in Dodoma City.

1.4.2 
Specific Objectives

The study had to three specific objectives which are to:
i. Examine the distribution of primary healthcare service at the ward level in Dodoma City Council.

ii. Assess the household access to primary healthcare service at the ward level in Dodoma City Council.

iii. Determine challenges of decentralisation by devolution to the primary healthcare service delivery at the ward level in Dodoma City Council.
1.5 
Research Questions
The research questions based on the specific objectives of the study were as follows:

i. To what extent are healthcare services available and distributed at the ward level in Dodoma City Council?

ii. To what extent do households access primary healthcare service at the ward level in Dodoma City Council?

iii. What are the challenges facing decentralisation by devolution on primary health care service delivery in Dodoma City Council?

1.6 
Scope of the Study
This study only covered three aspects related to the role of decentralisation by devolution in improving primary health care service delivery in Dodoma City Council, which were distribution and household access to quality primary healthcare service at the ward level, as well as the identification of challenges to effective implementation of the D-by-D  for primary healthcare service delivery in Dodoma City Council. The study was specifically conducted in Dodoma City Council.

1.7 
Significance of the Study

The study findings could assist the Tanzanian government to evaluate the existing progress of decentralisation by devolution policy and how to address the impairments encountered during its implementation and operationalisation.  They could also inform the modification of the D-by-D policy to make it much more pro-poor and enable it to further improve the provision of efficient and cost-effective primary health services in Dodoma City Council and the country at large. To accomplish the Millennium Development Goal, which views D-by-D to address the main obstacles to health delivery for the populace, the government should use this research as a benchmark and emphasise more decentralisation through devolution. This study has gathered empirical data on the impact of the D-by-D policy on the delivery of primary health care services in addition to shedding light on the significance of the devolution approach to health sector governance, identifying areas of concern, and suggesting alternative approaches to ensure that the D-by-D policy fulfils its potential in enhancing the provision of social services to the local communities, hence its contribution to the body of knowledge in this area in the context of Tanzania.

1.8
Limitation of the Study

The study had two main limitations. The first limitation is related to interviewees’ suspicion of the researcher. Some interviewees, at first, were not cooperative and free to talk, mostly due to the sensitiveness of the topic. Some believed that the researcher was a spy camouflaging his signal interest under the guise of a researcher. To counter those suspicions, the researcher produced her student identification and the research clearance to justify  the academic nature of the research.  Moreover,  the researcher assured them that their information  would be treated with the utmost confidentiality and presented anonymously. The second limitation of this study had to do with the generalisability of the findings because the study was only conducted in Dodoma City Council and served as a case study when  there are  numerous LGAs in Tanzania. Indeed, the results cannot be replicated outright to all LGAs without qualification. Nevertheless, the study was scientifically carried out to justify its applicability to LGAs with similar characteristics to the Dodoma City Council and provide a basis for further investigations of a similar nature.

1.9 
Chapter Summary  
This chapter has provided extensive details on the background of decentralisation by devolution of public services, narrowing down to health services and eventually to primary health care services. It shows how the statement of the problem highlighted what has been done by the government of Tanzania and its success in relation to the D-by-D policy. Also, the chapter has highlighted  the magnitude of the problem, who is affected, what effects have been observed, potential dangers if the problem is not controlled, and what this study would do to address the problem. Moreover, it has shown how the research objectives focused on the roles of  the D-by-D in fostering the distribution, accessibility, and challenges facing that policy. This chapter also details the research questions, significance, scope, and limitations.

2 CHAPTER TWO

LITERATURE REVIEW

2.1 
Introduction

This chapter reviews literature on the role of decentralisation by devolution in improving primary healthcare service delivery. The review deals with both theoretical and empirical literature. Besides situating the study in existing literature and studies, the literature review also strived to  establish the research gap that the study set out to fill.

2.2 
Definition of Concepts
2.2.1 
Decentralisation 

Decentralisation refers to a transfer of authority and responsibility for public functions from the central government to the local authorities. The concept needs basic reorganisation of the primary healthcare service delivery for effective performance, generally based on at least the main three types of decentralisation (Hussein, 2017). The first type is de-concentration, which is one of the weak forms of decentralisation. De-concentration basically redistributes decision-making authority and financial management responsibilities among different levels of the local government. It emphasises a shift in responsibilities from the central government to the lower levels, such as district and ward levels (Assey, 2018). The challenge originated  from the failure since the early 1980s. These challenges include an increase in government expenditure and bureaucracy in decision-making, with district levels not allowed to collect tax. Second, in the 1990s, fundamental political, administrative, and economic reforms aimed to promote efficiency and effectiveness in the primary healthcare service delivery. Several reforms and socioeconomic factors materialised  during this period, with major emphasis placed on primary healthcare service delivery (Anderson, 2021). The third type is decentralisation by devolution, which is related to the advancement of primary healthcare service delivery through the transfer of functions, responsibilities, power, and resources from the central government to the local government.

Decentralisation, for example, in this study means the delegation of primary healthcare service delivery powers, authority, and responsibilities to the lower local community in the administrative system of government, such as the ward, district, municipal, and city levels.  The term emphasises the extension of responsibilities and duties towards promoting accessibility of primary healthcare services to the entire local community.

2.2.2 
Decentralisation by Devolution
Decentralisation by devolution is a significant component in the improvement of primary healthcare service delivery, with a major emphasis on transferring functions, responsibilities, power, and resources from the central to the local government. Its major emphasis is also directed towards building the capacity of local authorities. In this regard, the Tanzanian government adopted the decentralisation by devolution strategy that requires local governments to be largely autonomous institutions with the freedom to make policy and operationalise in terms of law enforcement and policy execution towards optimising the tapping of human and material resources (Zon et al., 2017). D-by-D in this study refers to the delivery of the primary healthcare services in terms of desired outputs and quality primary healthcare to the people in a participatory system while ensuring its effectiveness and efficiency.

2.2.3 
Primary Healthcare Service Delivery 

The primary healthcare delivery system is a function of the health system to address the needs of patients and the public. The direct effort is on the patients’ flow as well as the organisation and delivery mechanism of the healthcare services. Healthcare extensively relies on the diagnosis and treatment of disease or promotion, maintenance, and restoration of health. In fact, the ability to deliver primary healthcare depends on the existence of health facilities, staff, medicine, and the local community. The community in need of healthcare services is specifically important to access primary healthcare at a cheap and affordable price (Hussein, 2017).

2.2.4 
Local Government 

The local government is the public administration in charge of towns, cities, districts, and wards—or based on the district, municipality, and city levels. This administrative responsibility is controlled under the central government, with decentralisation of powers and responsibilities, which has been for a quite long time providing and supervising  such services. The control of authority remains an important defence and security matter, but the delegation relied on the responsibilities over funds, programs, and the provision of services, particularly primary healthcare service delivery to the local community at affordable  rates than the centrally accessible service (Narayanan, 2018). In this study, a local government is an authority that received delegated powers and responsibilities in decisions and sub-laws aimed to address the needs of the local community, particularly primary healthcare service delivery.
2.3 
Theoretical Framework

2.3.1 
Sequential Theory of Decentralisation

The Sequential theory of decentralisation  was developed by Falleti (2005), which basically have three major characteristics: the decentralisation by devolution, which is a process, with actors and stakeholders who have the interest in transforming the local community (Tan, 2019). It aims to promote development that involves the local community with interest in such service. Under such a social set-up, households need to access and afford primary healthcare services under the recognised process. The decentralisation considers the bargaining power of actors and stakeholders, with the household head, who are local community and decision-makers, responsible for implementing the decentralisation by devolution (Odoom, 2017). 

The decentralisation sequential theory is advantageous because of its emphasis on the lower level to be granted authority as actors, stakeholders, and beneficiaries. The resultant improvement of the primary healthcare service delivery ought to enhance the local community’s access to the healthcare service. Yet, decentralisation is limited when it comes to accountability and performance in the sub-national or local governments with several factors because of limited resources, weak institutional capacity, inadequate mechanisms of accounting, and limited information availability. This theory insists on actors providing feedback on the improved primary healthcare service delivery through various programs and interventions under the D-by-D. The bargaining power between actors tends to improve the primary healthcare service delivery on the side of the local communities. This theory assumes that actors could transform the local community through the availability, distribution, accessibility, and responsiveness of the primary healthcare service delivery.

2.4 
Empirical Literature Review

In general, decentralisation can promote political democratisation and enhance effective governance and service delivery. Decentralisation's primary goals are to improve accountability and transparency while bringing the public and government closer together. Indeed, as Abimbola, Baatiema, and Bigdeli (2019) have pointed out, decentralisation may affect public health in several ways, including via health equity, where, in the absence of policies to address disparities, decentralisation may exacerbate gaps in healthcare finance and access. For instance, following decentralisation, wealthy jurisdictions can have a greater boost in their health spending than impoverished ones. 

Additionally, because local governments may have limited financial resources, it may hinder their capability to employ the decision-making space that the central government has allowed them (Kigume  &  Maluka, 2019). Moreover, central governments may also be able to change subnational health care resources annually at their own discretion. As noted by Hulbert and Vammalle (2015), the degree of discretion that central authorities have over these resources determines the stability of health care policy and subnational government budgets. Decentralisation also affects how decisions are made. Frumence, Nyamhanga, Mwangu, and Hurtig (2013) discuss this. According to challenges, decentralisation can improve accountability and transparency while bringing the government closer to the people. Within the general policy boundaries established by the central government, local governments function independently in a decentralised system. 

Pallangyo (2017), who studied institution characteristics and its effectiveness on public health service delivery in Tanzania, found that decentralisation effectiveness began with reforms of LGAs in Phase I that were implemented between 2000 and 2008. These reforms were implemented concurrently with health sector reforms. The primary healthcare service delivery was under the local authorities with a mandate for the  health service provision (Pallangyo, 2017). Under this arrangement, the expectation  was for the health units within the district hospitals (DHs) to provide services under the supervision of the council health service boards (CHSBs) and the health facility committees (HFC).
Hussein (2017) assessed the effectiveness of decentralisation in improving public health service delivery in rural Tanzania. The study found that the LGAs’ duty, as democratic organs, is to facilitate health facilities and services in acceptable quality with qualified personnel according to staffing level in line with the Ministry of Health (MoH)’s policy guidelines, regulations, and standards. Phase two of the reforms (LGRP II 2009-2014) in Tanzania was implemented from 2009 to 2014 with the same thrust towards improving access and quality of public health services (Hussein, 2017).

Also, Mapesa (2017), who studied the effect of local government reform programs on the development of the farmers’ demand, found that the local people had a bearing on decisions about resource allocation, size, and quality service delivery. Decentralised institutions ought to provide improved services in response to local needs and preferences. The accountability of local governments relied on the constituencies (Mapesa, 2020). Institutional systems for amplifying users’ views in the context of better services have been impacted by decentralisation. Under the decentralised system of primary health care service delivery, users have rights and obligations. Reliability and accountability are linked to better primary healthcare service delivery.
Mkoma and Rwekaza (2021) studied decentralisation in Tanzania, specifically in the effectiveness of healthcare. Local government administration has benefitted from decentralisation in terms of effectiveness and efficiency. Tanzania has seen a shift in governance known as decentralisation by devolution, or D-by-D. This shift has resulted in a relative transfer of authority to local government bodies at lower governmental levels. Through public-private partnerships, the objective is to enhance local government administration, particularly community health management. This study aims to examine and evaluate the ways in which D-by-D has enhanced Tanzania’s local government management’s efficacy and efficiency. By increasing the number of households enrolled in the community health fund from 543,328 in 2012/2013 to 2,251,055 in 2017/2018, the findings demonstrated that decentralisation through devolution has improved efficiency and effectiveness in the management of local government affairs. This results in a total of 13,506,330 beneficiaries out of the total population in Singida and Ruangwa districts who are successful in overcoming the challenges.

Additionally, Marijani (2017), who had focused on the community participation in the decentralised health for delivery of primary health care services in Tanzania’s Local Government Authorities (LGAs), found that decentralisation is crucial in establishing governance structures for health services and for allowing mass community participation in the delivery of primary healthcare. In this regard, the community needs to participate in the delivery of services through meetings, initiating and managing projects, and serving on various statutory service boards. The community also needs to respond based on the decentralisation system of primary healthcare service delivery. After all, decentralisation affects healthcare facilities and staff used to operate under the centralised system of government. 

Fjeldstad and Katera (2017), who examined the practice of decentralisation by devolution, found that its intention was to create a healthy and educated workforce. On the other hand, the study found that the government failed to boost the efficiency of the health service delivery. The study further found that accountability and transparency in service delivery are important factors to achieve long-term economic goals. Delegating accountability obligations happens to be input- than output-orientated or demand-driven under decentralisation. As a result,  the decentralisation practice failed to recognise facilities, medicine, staff, and health delivery systems operating within the decentralisation by devolution context. 

Masenge (2017), who examined the impact of decentralisation policies on health service delivery in Tanzania’s local government authorities, found that community members believed that effective healthcare service delivery requires improved and encouraged public involvement, accountability, good governance, democratic procedures, and resource mobilisation—all of which are made possible by decentralisation. To some extent, district-level health care service delivery, quality, and accessibility have all improved because of the decentralisation changes. Resources, both human and financial, political clout, stakeholder participation, and local government autonomy all have an impact on how well services are delivered. 

2.5 
Research Gap 

Previous studies, such as Hussein (2017), emphasised the thrust to improve access to and quality of public health services.  Whereas Mapesa (2020) emphasised the accountability of local governments to their constituencies, Mkoma and Rwekaza (2021) focused on decentralisation in Tanzania, specifically the effectiveness of healthcare. As for Marijani’s (2017) study, it had focused on community participation in decentralised health, which the centralised system of government ought to provide. Others, such as Masenge’s (2017) study had focused on the impact of decentralisation policies on health service delivery in Tanzania’s local government authorities. These previous studies conducted in Tanzania had, however, failed to address the concerns of decentralisation by devolution and primary healthcare service delivery and did not clearly state the role of decentralisation by devolution and the ability to deliver primary healthcare services. This is the gap left unfilled. Therefore, this study was conducted to fill the gap on the role of decentralisation by devolution in improving primary healthcare service delivery in Dodoma City. 

2.6 
Conceptual Framework

The conceptual framework for this study proposes that decentralisation reforms require pre-requisite factors for improving service delivery, as here shown in the conceptual framework.  The distribution and accessibility of primary healthcare in households were mostly dependent on the availability of medical supplies, trained healthcare workers and their availability, medical terminology, and medical equipment. The accessibility considered how many households were utilising primary healthcare and how many households accessed it. Response time from the local government in terms of customer service, number and kind of health services, and distance to medical facilities.

As  Figure 2.1 (below) illustrates, Independent variables in this study were the roles that decentralisation and devolution play, which include LGAs increasing responsiveness in primary healthcare (PHC), strengthening LGAs decisions and policy-making powers, facilitating policy feedback to the central government, empowering local communities, and balancing central and local leadership. On the other hand, dependent variables in this study constituted improved distribution and accessibility of primary healthcare, including increased life expectancy in local communities, lowering maternal mortality rates, affordable primary health care in local communities, a substantial increase in drug supplies, and an increase in the number of health facilities in local communities. Figure 2.1 presents the conceptual framework that informed the study:

	Independent variables (Decentralisation by Devolution)





	-LGAs increasing responsiveness in PHC

-Strengthening LGAs decision making powers

-Facilitating Policy feedback to Central government

-Empowering local communities

-Balancing Central-Local leadership



	Intervening variables (Factors for PHC service delivery)



	-Availability of medicines

-Availability of skilled human resources

-Availability of medical equipment and facilities

-Household accessibility


	Dependent variables (Improved distribution & Accessibility of PHC services



	-Increasing life expectancy

-Lowering maternal mortality rates

-Affordable PHC services

-Increasing drug supply

-Increasing number of health facilities


Figure 2.1: Conceptual Framework on Role of Decentralisation to Improve Primary Healthcare Service Delivery

Source: Researcher  based on literature review (2023)
2.7
Chapter Summary
This chapter has reviewed both theoretical and empirical literature on decentralisation by devolution and healthcare service delivery.  Additionally, it has provided definitions of key concepts such as decentralisation, decentralisation by devolution, primary healthcare services and local government as they apply to the current study and its inquiry. Significantly, the chapter has also delineated the Sequential theory of decentralisation and its application in this study. The literature review, besides contextualising the study in extant empirical studies, has also facilitated the establishing of a research gap that the study set out to fill. Furthermore, the chapter has delineated the conceptual framework that informed the study. The subsequent chapter describes the research methodology that the study used to gather and analyse the data.

3 CHAPTER THREE

RESEARCH METHODOLOGY

3.1 Introduction

Conducting a research study entails undertaking several formal and logical activities, including tracking the problem’s origin, reviewing relevant literature, and analysing and discussing findings to answer the research question. As such, research methodology is essential. This chapter therefore presents the research methodology as it relates to the study. Specifically, it  presents the design, study area, sampling procedure, sample size, and ethical issues. The chapter also describes the data collection and analysis methods employed in the study in addition to providing justification evidence for their selection and usage. It also accounts for the final stages of the research, involving analysing and discussing the research findings to draw conclusions in accordance with the research objectives.
3.2
Research Philosophy
This study follows a pragmatic research philosophy. Godfrey-Smith (2015) expounded that under pragmatism, specific beliefs and systematic methods of inquiry (research studies) should be judged by their practical consequences and usefulness in achieving human goals in a specific context. Thus, knowledge generated from the research findings plays a pivotal role in guiding practices and solving problems facing societies, organisations, and states in general (Godfrey-Smith, 2015). This study solidified the importance of the D-by-D policy on improving social service delivery, particularly health services, and highlighted challenges facing D-by-D with alternative measures to ensure effective implementation of D-by-D to deliver the intended outputs. Also, pragmatists believe that no single point-of-view can ever paint a composite picture of the problem as there may be multiple facts or realities; this means multiple methods and approaches ought to be applied in conducting good research studies. Therefore, this study used both data collection methods—interviews and questionnaires—as methods in the process of data generation, as the study also applied both qualitative and quantitative research approaches.

3.3
Research Approach
This study adopted both qualitative and quantitative research approaches as it describes a particular problem and because the study has integrated numerical or statistical data. The qualitative approach in this study helped to narrow down an overly broad field of research (Decentralisation by Devolution) into an easily researchable topic (role of D-by-D on improving primary healthcare service delivery in Dodoma City Council). When the focus is on existing phenomena within a real-life setting and the examination has no influence over occurrences, the qualitative dimension helps to describe a unit in depth, including enquiries about when, how, feelings, altitude, and why they are being enforced. The purpose of the study was to investigate how decentralisation by devolution might enhance the provision of primary healthcare services and determine the obstacles that D-by-D must overcome to execute this strategy effectively and provide higher-quality primary healthcare services.

3.4
Research Design

A research design serves as a roadmap that describes appropriate strategies for conducting research. This research applied  a case study design (Pirola, Cimini, & Pinto, 2019)  because it provides concrete, contextual, in-depth knowledge about decentralisation by devolution and primary health care delivery (Turner, Cardinal, & Burton, 2017). Moreover,  the case study design facilitated the investigation of the key characteristics, meanings and implications of public health facilities in Dodoma City Council such as at the Dodoma District Hospital, Makole Hospital and Dispensaries at the ward level including Miyuji, Nkuhungu, Nzunguni, Tambukareli, Kilimani, Majengo, Chang’ombe and  Kiwanja cha Ndege.
3.5
Area of the Study

This study was conducted in Dodoma City Council of Dodoma region, specifically at the public hospitals and dispensaries. Dodoma City had a population of more than 410,956 people based on the 2012 census (Masoi & Kibusi, 2019). The rising population has increased the need of health service in Dodoma City, which has enlarged the concerns for heath service delivery  at the hands of local government authorities. Yet, Dodoma City has the lowest average number of primary healthcare facilities per 10,000 population of 0.8 compared to the largest Bahi District of 1.8. This shortfall has increased the challenge in the primary healthcare service delivery system, in which this study will be conducted to address the delivery concerns of primary healthcare services under decentralisation by devolution (Kuwawenaruwa et al., 2020).

3.6
Research Population

A study population is a complete set (persons and objects) that have some mutual characteristics factoring the criteria established by the researcher (Pandey & Pandey, 2021). Subsequently, the total population size of Dodoma City Council, according to the census of 2022, is 765,179.  Basically, the target population in this study were patients and their relatives who get medical care, and medical staff practitioners visited health facilities, specifically Makole Hospital and Chamwino Dispensary at Maili Mbili Ward (Dodoma Health Facilities, 2022). In Chamwino dispensaries, medical staff practitioners were a total  of 16 (6 doctors, 8 nurses, 2 medical laboratory technicians, and 70 patients). Meanwhile, Makole Hospital, which was upgraded to become a district hospital, doctors were 25, nurses were 30, patients were 160, and patients’ relatives ranged between 70 and 80). Thus, the total number of potential study  population was 381.
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Figure 3.2: Map of Dodoma City Council 

Source: Bing.com/Images
3.7
Sampling Techniques and Procedures

A sample is a portion of the population, or a subset of participants selected from the population. The use of a sample instead of the whole population because of the time, funds, and efforts required does not permit the study of all possible members of the population. Using a sample allows the researcher to study a portion of the population rather than the entire population. In this study, the researcher identified and made a sample survey by visiting the different urban places in Dodoma city council where there are numerous dispensaries and hospitals, such as Makole  and Dodoma district hospitals, all of which provide primary health care services operated under the supervision of Dodoma City Council (local government authority).

3.7.1
Sampling techniques

The researcher applied simple random and purposive sampling. Simple random sampling provides an equal chance for every member of the study population to be drafted into the sample (Sharma, 2017). The study applied simple random sampling draw  patients from the medical facilities under review in a single step with each subject selected independently from the other member from the study population.

On the other hand, the researcher used purposive sampling which, according to Pandey and Pandey (2021), allows the researcher to use his/her expert judgement based on the information available to choose the sample of the study. The study used purposive sampling to select participants on the basis of their strategic positioning and knowledge of the research topic including the Dodoma City government health facilities. Purposive sampling technique was also used to select other strategically placed respondents from the healthcare facilities under review. 
3.7.2
Sample size

A sample size depends on the extent of accuracy of data needed, the nature of the population size, and the resources available. In this study, the sum of the targeted populations was 381. The study employed Cochran’s (1977) formula for determining the sample size:
N=z2pq/d2
where, N=Sample Size, z=1.96, p=prevalence, q=1 – p, d=precision (difference)= 0.05

N=1.962×0.26×0.34/0.052
N=135.838976

Therefore, for this study, the sample size from patients’ group and their relatives and, medical practitioners amounted to 136 respondents. The researcher added another  four (4) respondents who were relatives of the patients attending the city health facilities for primary healthcare services.

3.8 
Data  Collection and Analysis
According to Creswell (2012), data are grouped into primary and secondary data. Primary data is information collected directly from the respondents using interviews, questionnaires and observations. Secondary data, on the other hand, is already processed information often by someone else. In this  study, primary data was collected using a questionnaire survey, in-depth interviews, and observation. 
3.8.1
 Questionnaire 

The study  used a semi-structured questionnaire  to allow for flexibility in exploring and probing deeper into respondents’ perspectives. This type of questionnaires had both open and close-ended questions. In all, 97 questionnaires were administered with medical staff practitioners and relatives of patients attending the health facilities under review.  Before administration in the field the instrument was administered with a smaller  sample comprising those who did not take part in the actual study  for the purpose of checking its reliability and validity and making necessary rectifications. Data on the decentralisation by devolution and the primary healthcare delivery were collected using the questionnaire because questionnaires offer a fast, efficient and inexpensive means  for gathering large amounts of information from sizeable sample volumes (Creswell, 2012). Creswell (2012) contends that, questionnaires are particularly effective  in determining subject behaviour, preferences, intentions, attitudes and opinions of the respondents of 97 (included medical staff practitioners and relatives of patients attending selected health facilities).
3.8.2
Interview 

An interview is a purposeful interaction in which one person tries to obtain information from another. This is a verbal face-to-face interaction between the researcher and a respondent. In this study, the researcher held semi-structured interview with key informants, who comprised 41 patients in government healthcare facilities in Dodoma City Council. The method helped to explore the vast information related to the role of decentralisation by devolution on improving primary healthcare service delivery in Dodoma City (Tegan, 2021).

3.9 
Data Analysis

Data analysis refers to examining what has been collected in a survey or experiment and making deductions and inferences (Creswell, 2012). It involves uncovering underlying structures, extracting important variables detecting any anomalies and testing any underlying assumptions. 
The research conducted qualitative analysis using the Reflexive Thematic Analysis developed by Braun and Clarke (2006). They changed their approach to “reflexive thematic analysis” and stressed that themes are an interactive process in which researchers actively generate meaning rather than emerging from facts. Familiarisation, first code generation, topic generation, theme review, theme definition and naming, and report creation are the six steps of thematic analysis. Taking a high-level perspective of the data, coding noteworthy characteristics, generating themes, evaluating themes, defining and identifying themes, and producing a report are all part of the familiarising process. An introduction, a description of the research question and methods, the frequency and existence of themes, their significance, and supporting data should all be included in the findings section. The study highlights how crucial a comprehensive, back-and-forth method is when performing a theme analysis. The qualitative data were also organised according to the research objectives whereby relevant data were selected and coded. 
For quantitative data, the researcher employed descriptive statistics. Q Quantitative data analysisis a methodical process of gathering, arranging, and presenting numerical data to derive conclusions using statistical procedures. Setting objectives and key performance indicators, gathering and sanitising data, visualising the data, seeing trends, exchanging ideas, and acting on conclusions to enhance decision-making are all part of it (Purdue OWL, 2024). A population or a sample of a population can be represented by descriptive statistics, which are concise informative coefficients that provide a summary of a specific data set. measurements of central tendency, measurements of variability (spread), and measures of frequency distribution make up their three categories. Meanwhile, while measurements of variability characterise the data’s dispersion, measures of central tendency characterise the data centre ((Purdue OWL, 2024). Consequently, the researcher tallied the results to convert the data into percentages, with spread sheets used to plot graphs  and show variables as well as associated results from the questionnaires.
3.10 
Validity and Reliability 

3.10.1
Validity 

For the respondents participating in the questionnaire survey, the study ensured that the respondents had ample time to answer and fill out questionnaires. This study ensured  completeness, consistency, accuracy, and timeliness in the data collected to avoid gaps in the information  regarding what was supposed to be collected and what was subsequently collected. The data were received on schedule, allowing for prompt and efficient use of the information. The categories of data were in line with the expected versions of the data being gathered. The data was correct, relevant, and accurately reflected what it should have. Consequently, high-quality data for this study are produced when each of these elements is correctly implemented.
3.10.2
Reliability 

Table 3.1 indicates that the reliability of items used to test the distribution of primary healthcare service at the ward level in Dodoma City Council followed the role played by decentralisation by devolution to examine households’ access to primary healthcare service at the ward level in Dodoma City Council. were found to be 0.871, 0.844 mean, whereas challenges facing D-by-D  in providing  primary healthcare were 0.704.

Table 3.1: Reliability of the Questionnaire Based on Variables
	S/N
	Variable
	Number
	Cronbach Alpha

	1.
	distribution of primary healthcare services at the ward level in Dodoma City Council
	10
	0.871

	2.
	household accessibility of primary healthcare service at the ward level in Dodoma City Council
	10
	0.844

	3.
	challenges facing D-by-D in providing primary healthcare at the ward level in Dodoma City Council
	10
	0.704

	4.
	Overall Reliability
	30
	0.895


Therefore, the overall reliability of the items used to examine the role of D-by-D policy on primary healthcare services stood at 0.895, all of which was above the minimum recommended value of 0.6 and above the accept range of ≥0.70, according to Creswell (2012).

3.11 
Ethical Considerations 

This study followed all the research protocols, including obtaining a research clearance from the Open University of Tanzania that enabled the researcher to obtain further permissions from the Dodoma Administrative authorities. Besides getting informed  consent from the respondents after explaining to them about the nature of the study and their voluntary participation, the researcher assured subjects of their privacy and maintenance of confidentiality, including non-use of identification markers. Indeed, the researcher ensured that there was no breach of the research subject’s privacy or a misrepresentation of facts. Neither did the researcher mislead subjects regarding the nature of the research. The study has also adhered to fair use, including  citing sources both in text and in the reference section. 
3.12
Chapter Summary
This chapter has presented the research methodology applied in this study. Specifically, it has described the research philosophy, research approach, research design, study area, study population, sampling techniques and procedures, data collection and analysis, validity and reliability, and ethical considerations. The next chapter focuses on presenting and interpreting the research results, in addition to discussing the findings in accordance with the research objectives.
4 CHAPTER FOUR

DATA PRESENTATION AND ANALYSIS

4.1
Introduction

This chapter presents, analyses, and discusses the research findings on the role of decentralisation by devolution in improving primary healthcare service delivery at the ward level in Dodoma  City Council. The presentation, analysis, and discussion of findings are based on the research objectives as outlined in chapter one.

4.2
Demographic Information of Respondents

The gender distribution of the respondents indicated that 16 were male patients attending the primary healthcare centres visited by the researcher in Dodoma City Council, whereas 25 were female patients, thus representing 30 percent of the total respondents. For medical staff practitioners from the selected primary healthcare centres, 32 were male and 65 were female and accounted for 70 percent of the sample. The number of female patient respondents was higher than that of males because the women were mostly admitted to such health facilities and suffered mainly from complications associated with reproductive or maternal cases. Moreover, it emerged that women were more likely to go to the hospital when they were not feeling well than men. For the medical practitioners, the primary health facilities had more women than men  since the former occupied different positions of nurses, midwives, clinical officers, and other health workers; moreover, a few of them were medical doctors or clinical officers, pharmacists, or medical laboratory technicians in such positions. These latter positions, however, were largely occupied by my men depending on their academic qualifications in the medical profession.

The researcher also determined the age profile of the medical practitioners from primary health facilities in Dodoma City Council as well as the patients they attended to in those centres. Results show that 34 percent of the medical practitioners were aged between 20 and 30 years, 44 percent were aged  30-40 years, whereas 22 percent  belonged to the 50-60 age group. For patients attending these primary health facilities, 36 percent belonged to the 20-30 age group and 64 percent to  the 30-40 age group. The researcher observed that the age group of between 30 and 40 accounted for the majority of those attending these health facilities due to maternal issues for which  they needed close medical attention and healthcare services.

Moreover, results show that 75 percent of medical staff in primary health care facilities in Dodoma City Council had an ordinary diploma, whereas master’s degrees and postgraduate diplomas accounted  for only three percent, whereas bachelor’s degree holders accounted for 22 percent. On the other hand, findings indicate that 78 percent of the patients involved in the study  only had secondary education; another 17 percent attained a diploma or certificate, with only five percent of the patients having attained a bachelor’s degree. The results suggest that patients with educational qualifications at the level of certificate, diploma, and bachelor’s degree were more likely to have sufficient knowledge about the role of decentralisation by devolution in improving primary healthcare service delivery in Dodoma City Council.

4.3
Distribution of Primary Healthcare Service

The study also examined the distribution of primary healthcare service delivery at the ward level in Dodoma City due to the role decentralisation by devolution initiated by the government of Tanzania  is supposed to play in dispersing health services at the grassroots. The study findings showed that there was an improvement in the distribution of primary healthcare services following the enforcement of the decentralisation by devolution in different health care facilities run by the Dodoma City Council, which included public hospitals, health centres, and dispensaries. The researcher used a table that had numerous types of healthcare services and asked the respondents, particularly medical staff, to indicate the availability or unavailability of such healthcare services in their respective health facilities in the aftermath of decentralisation by devolution. Table 4.1 presents the responses from the participants used to determine the improvements registered in the primary healthcare service facilities in Dodoma City in association with decentralisation by devolution aimed to improve service delivery.
As Table 4.1 illustrates, there was a notable improvement in the primary healthcare service delivery of health facilities falling under the Dodoma City Council thanks to the role played by the decentralisation by devolution policy. The respondents claimed that some healthcare services were not available before decentralisation, and those that were available were of less quality and were accessed only by a few people. The respondents mentioned the primary healthcare services that were not available before decentralisation included dialysis laboratories, radiology, and psychiatry (diagnosis, treatment, and prevention of mental disorders, emotional disorders, and behavioural disorders); other primary healthcare services included nutritionist services, laboratories and blood banks, X-ray, ultrasounds, and  physiotherapy services (diseases of the male and female urinary tract such as kidneys, ureters, bladder, testes, scrotum, prostate, and many more).  Table 4.1 presents data on the availability and non-availability of primary healthcare services following the introduction of the decentralisation by devolution policy and its implementation:
Table 4.1: Indications on Availability/Non-availability of Primary Healthcare Service Delivery after Decentralization
	Distribution of healthcare services
	No. of responses on availability 
	No. of responses on unavailability

	Orthopaedics
	30
	67

	Urology
	30
	67

	Medicine
	76
	21

	Psychiatric
	20
	77

	Obstetrics
	69
	26

	Gynaecology
	35
	62

	Oncology
	0
	97

	Nephrology
	0
	97

	Dialysis Laboratory Radiology
	14
	83

	Surgery services
	35
	62

	General surgery
	28
	69

	Colorectal Orthopaedics Urology
	0
	97

	Gastroenterology
	35
	62

	Cardiology Nephrology Endocrinology Neurology Rheumatology Oncology Pulmonology
	14
	83

	Obstetrics/Gynaecology
	62
	35

	Paediatrics
	76
	21

	Psychiatry
	14
	83

	Urology services
	7
	90

	Paediatric surgery
	0
	97

	Physiotherapy services
	28
	69

	Endoscopy services
	35
	62

	Nutritionist service
	97
	0

	Isolation services
	21
	76

	Laboratory and blood bank
	21
	76

	Radiology services X-ray/ultrasound/CT
	76
	21

	X-ray Ultrasound
	28
	69

	X-ray
	21
	76

	Nephrology & dialysis
	14
	83

	Plastic surgery services
	0
	97

	Orthopaedics services
	21
	76


 Source: Field Data (2023)

The results show that the D-by-D policy empowered local authorities (Dodoma City Council) in Tanzania in terms of decision-making powers, which facilitated the identification of gaps and other needs of primary healthcare services in their local areas of authority. That power  facilitated the construction of new and modern hospitals, health centres, and dispensaries and the building of emergency medical department buildings. Moreover, it facilitated the renovation of existing local health facilities and the hiring of new physicians, clinical officers, medical laboratory technicians, nurses, and other health workers, along with the appropriate distribution of medical personnel in accordance with local needs as determined by local authorities (Dodoma City Council). In other words, all these achievements imply that the D-by-D policy had enhanced and helped to improve the distribution of primary healthcare services at the ward level in Dodoma City Council. These findings  are congruent with Masenge (2017), who similarly found that decentralisation reforms had  improved the quality, access, and delivery of healthcare services at the district level to some extent. Nonetheless, the effective delivery of service  was limited by financial and human resources, autonomy of Local Government Authorities, political influence and stakeholders’ involvement, as Masenge (2017) further attested.
4.3.1
Availability of Emergency Services

The respondents (medical practitioners) further identified emergency services and  associated resources available in their respective health facilities in relation to the role played by D-by-D. This was the art of the studies efforts to determine the distribution of primary healthcare and improvement of service delivery in Dodoma City council  at the ward level and establish whether the decentralisation by devolution had produced the desired results. The study found a triage area for adults and children, an emergency room for children and adults, and a general ward  for critically ill adults and children, all available in terms of infrastructural development to facilitate the provision of emergency services. In terms of human resources,  the study found nurses, clinicians, and the designated medical head of the ICU available at a relatively higher ratio of staff vis-à-vis the number of   patients in the emergency room (ER).

The study further affirms the availability of drugs required for emergency services such as IV glucose, IV crystalloid, diazepam, paracetamol, hydrocortisone, aminophylline, insulin, atropine, frusemide, and gentamycin. For medical equipment, the results show the availability of a blood pressure cuff, stethoscope, cannulae, blood sugar strips, weighing scale, thermometer, urine catheter, oral airway, suction, pulse oximeter, naso-gastric tube, dispensing water, soap, and electrical power supply. Other medical equipment found to be available included X-ray facilities, a system for emergency blood transfusion, and microscopy gear. Such availability of emergency services, as indicated earlier, shows that decentralisation by devolution had a significant  bearing on the healthcare service delivery at health facilities such as medical services and paediatrics. As such, infants, children, and adolescents aged up to 18 years benefitted from such service deals. The findings indicate that there was a 100 percent availability of essential medicines in the health facilities under review. Moreover, for paediatric services, data showed that after decentralisation, 71 percent of the health centres and other health facilities in Dodoma City had the ability to manage emergency cases related to children and their diseases. In other words, decentralisation by devolution has played a vital role in improving healthcare service delivery at health facilities.  Before decentralisation, such emergency services were available only at the district hospital (Dodoma) and private-owned health facilities; naturally, these were also accessed by only a few patients, and the health facilities were also overstretched due to the sheer number of teeming patients.

In addition, the researcher also presented four (4) statements to all the respondents to determine improvement of primary healthcare services delivery at the ward level following the D-by-D intervention. Table 4.2 presents the results:
Table 4.2: Responses on improvement of healthcare services delivery after decentralization 

	S/N
	Availability of primary healthcare services at ward level led by decentralisation by devolution
	
	Responses in Frequency and Percentage (%)

	
	
	5
	4
	3
	2
	1

	
	There is availability of adequate number of health workers
	69 (50)
	23 (17)
	0 (0) 
	46 (33)
	0 (0)

	
	There is availability of medications/pharmaceuticals
	69 (50) 
	58 (42)
	0 (00) 
	0 (00)
	12 (8)

	
	There is availability of health information to all people
	0 (00)
	105 (76)
	0 (0) 
	27 (20)
	6 (4)

	
	There is availability of modern medical equipment/instruments
	36 (26)
	67 (49)
	0 (0) 
	23 (17)
	12 (8)

	
	
	
	
	
	
	


 (Key: 5 = Strongly Agree, 4 = Agree, 3 = I don’t know, 2  = Disagree and 1 = Strongly Disagree)
4.3.2
Availability and Increase Number of Health Workers

The study also found an improvement in the primary healthcare service delivery based on availability and an increased number of health workers such as doctors, clinical officers, nurses, pharmacists, medical laboratory technicians, and other medical practitioners in Dodoma City Council. As   Table 4.2 illustrates, 50 percent of all the study participants responded with “strongly agree” and 17 percent with simply “agree” when rating the availability of an adequate number of health workers in health facilities at their ward level. Thus, cumulatively, 67 percent of all the respondents admitted that decentralisation by devolution had played a pivotal role in increasing the number of health workers in health facilities under the Dodoma City Council. Consequently, hospitals, health centres, dispensaries,  and other public health facilities were now able to improve the delivery of quality services to the people at the ward level. 

However, in some health facilities, such as the Dodoma district hospital, the number of people who needed medical services has been mounting from time to time, which made the increase in the number of health workers fail to match with the larger number of patients. This development has materialised due to the rapid growth of Dodoma City and the regional population generally. In fact, the study established that each year health facilities  under the Dodoma City council received at least one or two clinical officers/nurses or any other health personnel. One of the medical practitioners said: 
Based to the current situation, the issues of hiring health workers to be handled by PO-RALG has made the councils have the power and accountability to identify the needs of health workers up to the ward level. Thus, it has helped to be able to provide those medical staff practitioners as they are available in the market and at least every year we are sure to get one or two health workers in various positions.

Implicitly the D-by-D has empowered local governments (the Dodoma City Council) to make independent decisions that helped to define their priorities in health services and, eventually, improved the distribution of primary health services to the people through enhanced availability of emergency services in local health facilities. These findings are consistent with Mapesa (2020), who found that the local people had a bearing on decisions made regarding human resource allocation, size, and quality service delivery. In fact, decentralised institutions are expected to provide improved services in response to local needs and preferences.  Meanwhile, the accountability of local governments relied on the constituencies, with the decentralisation having affected institutional mechanisms for resounding the users’ voices in terms of the improved services. 
4.3.3
Availability of Medications/Pharmaceuticals

The study also found an increase in the  availability of medicines or required pharmaceuticals in different health facilities under review, chiefly at the ward level, where dispensaries and health centres have become pivotal in primary healthcare service delivery under the decentralisation by devolution framework in Dodoma City. Results presented in Table 4.2 further show that 69 respondents of all the study participants responded to the statement of availability of medications or pharmaceuticals with “strongly agree” (50%) and “agree” (42%), hence a cumulative 92 percent of the study participants who concurred that primary healthcare services delivery at the ward level had improved under the decentralisation by devolution policy. Implicitly, before the decentralisation by devolution era, health facilities, particularly at the ward level, such as dispensaries and health centres, contended with inadequate medications or pharmaceuticals because of the bloated and centralised distribution of pharmaceuticals, thus making it difficult to capture exactly the demands at the ward or grassroots level. During an interview, one medical staff member responded on the availability of medicines at the ward level due to decentralisation by devolution by saying:
Currently, there are many positive changes due to the system of administration through decentralisation by devolution. This has led to the preparation of the medicines and its supplies and, health budget in general, starting and involving stakeholders from the ward level, results into dispensaries and health centres in the respective ward to meet their pharmaceutical needs and thus increasing the availability of all necessary medicines. The Central Government has also increased the budget for medicine and medicine supplies up to the ward level from 49 percent for the year 2020/2021 to reached TZS. 4.58 billion for the year 2022/2023. Which all levels of administration from the central government to the wards are responsible and accountable for ensuring that the funds allocated for the purchase and supplies of medicines reaches the beneficiaries at lower level.
This statement from a medical practitioner, coupled with results  presented in Table 4.2, indicates that local government authorities, from city council to the ward levels, are accountable to ensure their health facilities deliver quality services to the people by ensuring the availability of medicines or pharmaceuticals.  A reliable availability of pharmaceuticals in health facilities at the ward level means the decentralisation by devolution was functioning well in improving primary healthcare service delivery to the people.

4.3.4
Availability of Health Information 

Findings show that  decentralisation by devolution has helped boost the availability of health information to the people, including bringing governance close to the community where all community members have access to health information they need. Results in Table 4.2 also show that 105 of the study participants either concurred (76%) or  disagreed (24%) with the statement on the availability of health information to the people after decentralisation. According to the Dodoma City Council official website accessed on 10th August 2023, there are four hospitals,  13 health centres, and 52 dispensaries. Particularly, the good number of dispensaries and health centres, which are in communities at the grassroots, help bridge the health information access gap.

Overall, the statistics on the availability of health facilities within communities at the ward level in Dodoma City indicate that decentralisation by devolution was beneficial since the city council had at its disposal funds from central government to develop the health sectors and take primary healthcare services closer to the people. Before decentralisation, health information was so centralised that people and their communities faced difficulties in accessing such information as it was largely available in regional or district hospitals, hence limiting its access. Having many primary health facilities located within communities made people access health information at the grassroots. Meanwhile, hospitals, dispensaries, and health centres could also share health information with people when needed, as was the case during the COVID-19 pandemic, disease outbreaks such as cholera, and others, which the people could access as a strategy for preventing and fighting against diseases like malaria, diarrhoea, and TB, as well as HIV/AIDS.

4.3.5
Availability of Modern Medical Equipment

The study also found an improvement in primary healthcare service delivery in terms of the availability of modern medical equipment or medical instruments up to the ward level among the health facilities under review run by Dodoma City Council. Also, results from Table 4.2 further indicate that 103 respondents out of 136 acknowledged that the availability of modern medical equipment in health facilities had reached the ward level, particularly dispensaries and health centres, thanks to decentralisation by devolution. One medical staff practitioner said during an interview to address issues relating to the introduction of the new system aimed to boost the availability of modern medical equipment or medical instruments: 
The Central Government in collaboration with MSD [Medical Supplies Department] together with local authorities has introduced a new system called the Prime Vendor System, whereby through this system in the pilot region, access to modern medicines and modern medical devices has increased from 69 percent in 2014 to 94percen in 2018. The equipment of the main retailer is of definite quality and average prices are comparable to the prices of the Medical Stores Department. Procurement procedures are simplified, shortened, standardised, transparent and professionally managed. Purchasing power was enhanced at all levels of the health system. Proven successful, the pilot of the Prime Vendor System was launched nationally, at the request of the government, to all 26 regions of mainland Tanzania, comprising 185 councils and 5381 health centres.

This statement from a medical staff practitioner indicates that decentralisation by devolution has smoothened the availability of modern medical equipment in health facilities from the regional to the ward level. Such availability of modern medical equipment marks a significant improvement of primary health service delivery to the community under decentralisation by devolution framework. Similarly, Wiedenmayer et al. (2019)  found that the Prime Vendor System counterpart regular government supply through the regional contract approach. This system is secured in the structure of the regional health administration and in the decentralisation by devolution policy of the country. This partnership with the private sector has  further facilitated and the procurement of additional supplies amidst enhanced transparency and accountability.

4.4
Household Accessibility of Primary Healthcare Service

The study also examined the household access to primary healthcare services at the ward level.  In this regard, the study found that decentralisation by devolution has helped to improve primary healthcare service delivery up to the ward level by expanding accessibility of healthcare services to the communities. As addressed earlier, according to the official website of Dodoma City Council as retrieved, on 10th August 2023, there are four hospitals, 52 dispensaries, and 13 health centres. The presence of these health facilities up to ward level were the outcomes of the central government's decision to decentralise, finance, and equip local authorities, particularly in the health sector, in building health centres and dispensaries in their respective areas. Having those health centres and dispensaries widened the number of households able to access healthcare services in their wards, coupled with improved access to medication, medical consultation, and laboratory investigation and diagnosis, as Table 4.3 reports responses from patients attending health facilities seeking services at the ward level:

Table 4.3: Responses on Households’ Access to Healthcare Services

	S/N
	household accessibility to primary healthcare services at ward level
	
	Responses in Frequency and Percentage (%)

	
	
	5
	4
	3
	2
	1

	
	We have access to medication
	29 (71)
	12 (29)
	0 (0) 
	0 (00)
	0 (00)

	
	We have access to lab investigation and diagnosis
	26 (63) 
	15 (37)
	0 (00) 
	0 (00)
	0 (00)

	
	We have access to medical consultation
	32 (78)
	9 (22)
	0 (00) 
	0 (00)
	0 (00)

	
	
	
	
	
	
	


 Source:  Field Data (2023)
4.4.1
Medication Accessibility
Results from the study indicate that after the decentralisation by devolution there was an improvement for households to access medication in different health facilities in their respective wards. As  Table 4.3 illustrates, 29 patients attending either the health centres or dispensaries  strongly agreed  and another 15 patients simply agreed  with the statement that they had access to medication after decentralisation. As  already explained, the use of the prime vendor system allowed the central and local government authorities in collaboration with the MSD to simplify, shorten, and standardise procurement procedures  in addition to making them transparent and well-managed. As a result, medicines became available in health facilities even at the ward level, which in turn enhanced household access to medication prescribed.  Similarly, Prinja et al. (2015) asserted that household access to healthcare is determined by the availability of medicines and medical supplies. Availability of quality medicines in the provision of healthcare services constitutes a fundamental part of universal health coverage, as medicines are essential for healthcare service delivery and account for a high proportion of healthcare budget and household expenditure.
Despite such availability and accessibility of medicines in health facilities, some households could not afford the cost of such medication based on their dire financial situation. In the same vein, Noor et al. (2021) Noor et al. (2021) charged that decentralisation had compromised the unaffordability of healthcare services, mainly of medicines. The study identified user-fee costs and the ensuing rise in medication charges as significant obstacles. These challenges constituted one of the primary barriers to affordability, eventually limiting equitable access to quality health services among the households surveyed.
4.4.2
Accessibility of Laboratory Investigation and Diagnosis

The study further found that decentralisation by devolution has helped to improve household access to healthcare services, including medical laboratory and diagnosis. All the 41 responding patients admitted having accessed laboratory investigation and diagnosis, with 63 percent strongly agreeing and 37 percent agreeing with the statement. Apparently, decentralisation by devolution has helped to prioritise the strengthening of the health system from the district to the ward level, with a focus on revitalising primary care in medical laboratory investigation and diagnosis. The delivery of laboratory diagnosis services at the community level with strong technical support from the national level has made laboratory diagnosis services universally accessible to all. However, as discussed earlier by Noor et. al. (2021), the issue of unaffordability to healthcare services among households in communities due to their financial limitations has made some of them unable to access laboratory diagnosis services. As a result, in some areas of Dodoma City Council, equitable access to accurate and reliable laboratory diagnostics is limited for some families.
4.4.3
Accessibility of Medical Consultation

The study also found some notable improvement in the households’ access to medical consultation in health facilities located in their local areas. Results show that dispensaries and health centres located in different wards in Dodoma City provided wide access to medical consultation in communities. Table 4.3 shows 32 patients (78%) of all the patients who participated in the study strongly agreed, and another nine patients (22%) simply agreed with the statement. The length of time that physicians and other health professionals worked during the week influenced how accessible medical consultations were to families. Results indicated that while medical consultations were provided 24 hours a day in some health facilities, the average wait time for visits to Dodoma City Council ward-level health facilities was just 8 hours. Because medical staff practitioners work long hours, patients and other household members might obtain medical consultation as necessary.
Besides, the ration of doctors per patient attended had an impact on the accessibility of medical consultation to the households. Results show that the average  ratio of one doctor attending to 30 to 35 patients per day. Data from the study indicated that these health facilities at the ward level had an average of admitting 55 patients per day. All these outcomes were influenced by the strengthening of the decentralisation by devolution in sectors such as health systems that increase the number of health facilities (dispensaries and health centres) with a continuation to increase the number of health workers, hence resulting in the improvement of the accessibility of medical consultation. Additionally, the study found that households have wide access to medical consultation as it is affordable in most health centres and dispensaries as well as in public hospitals. According to the findings, the medical consultation fee in the health facilities under review was between TZS. 3,000 and TZS. 5,000, with a maximum of TZS. 10,000 in some health facilities. Respondents reported that TZS. 3,000/= to TZS. 5,000/= was affordable to many of the households. These findings contradict Noor et. al. (2021), whose study on Khartoum health facilities in Sudan reported an increase in medical consultation service charges after decentralisation from 1.7 USD to 2 USD (TZS. 4,241.50 to 4,990.00), which some households found unaffordable in the district hospitals despite being public facilities.

4.5
Decentralization by Devolution Implementation Challenges 
The study also determined challenges facing D-by-D policy implementation in efforts aimed to improve the provision of primary healthcare services to the people in Dodoma City. The results show that the major challenges include inadequate funding, untimely disbursement of funds from Central Government, insufficient and unqualified personnel in local governments and interference and conflict of interests in local governments
4.5.1
Inadequate Funding for Local Governments

The study found that from both the district and ward levels, the respondents reported that financial resources allocated to the councils’ health programs were  too inadequate to meet the requirements, as generated from 98 percent of the respondents who indicated inadequate funds as a challenge facing implementation of D-by-D. It emerged that normally the central government provides a ceiling for the councils’ budgeting for primary healthcare services. As a result, this ceiling restricted the amount that the city council could spend for health services provided in accordance with the specified ceiling points, which were one of the criteria used to determine whether the central government would accept the council plans. The findings, however, indicated that the city council lacked sufficient and consistent sources of funding to meet the costs associated with providing social services, particularly primary health care. Although Dodoma City Council, like other local authorities, is permitted by the Central Government to raise local revenue from low-yielding sources of taxes, it is unable to significantly influence the enhancement of basic healthcare delivery.
All the efforts and initiatives by the Tanzania government in implementing the D-by-D policy indicated financial discretionary powers for local government (Dodoma City Council) authorities to levy local taxes but with the Central Government responsible for providing unconditional grants and other grants to the local authorities. In reality, councils do not have adequate and reliable sources of revenue to generate sufficient financial resources for effective utilisation to support primary health services delivery to their local people. Similar findings were reported by Noory et. al. (2021), who identified challenges to the effective implementation of the D-by-D policy in fostering healthcare services provided by local authorities in Sudan to include lack of adequate financial resources as the central government transferred insufficient funds to the district councils of Khartoum that lacked adequate and reliable local revenue sources to generate counterpart funds to execute health services delivery.

4.5.2
Untimely Disbursement of Funds

The study found that local governments, including the Dodoma City Council, faced a challenge in implementing the D-by-D policy due to delayed funds from the Central Government. In fact, 96 percent of the respondents believe that most funds needed for health services in local areas rely on the central government. Under the present arrangement, the council's health department receives funds from basket funds for operation services delivery and block grants for personal remuneration and other charges. The respondents further reported delays in funds’ remittance from the Central Government, mainly basket funds, which can lead to delaying or suspending health activities. The untimely allocation of funds from the Central Government to local authorities, particularly the Dodoma City Council in this case, has significantly impacted on health activities such as facility construction, drug and medicine procurement, medical equipment, training, and remuneration for health workers. Ultimately, these factors influence the distribution, accessibility, and improvement of primary health care services. Inadequate facilities, limited drug supply, inadequate modern equipment, lack of training, and motivation for health personnel in local facilities limit the provision of primary health services, hindering their progress and limiting their accessibility.

4.5.3
Lack of Adequate and Technically-qualified Personnel

The study found challenges to the effective implementation of D-by-D policy towards improving primary healthcare services to include lack of adequate and technically-qualified personnel at the Dodoma City Council. Respondents, particularly from medical practitioners claimed that some staff at the local authorities had limited and lacked ample skilled to develop a comprehensive council health plan, which could serve as a roadmap for implementing  the D-by-D policy. One respondent said:

To develop a comprehensive health plan for a new city council like Dodoma and its other councils which is absolutely technical activity requires knowledgeable and skilled personnel in planning health and other related activities; however, some members involved in Council Health Management Team were not well exposed to such type of training. 

On the other hand, councillors who constitute such city councils and district councils have limited capacity to analyse comprehensive planned health activities and make correct decisions. Yet, such councils stand as the supreme decision-making organ of the local governments. Such limitations, mainly caused by the low educational levels of some councillors who had only ordinary secondary educational levels, made it difficult to interpret and make analyses and evaluations of comprehensive health activities and decisions.  

The challenge of having inadequate and technically qualified personnel in the pivotal organs undermined the efforts of the country to implement D-by-D policy with a target to improve the distribution and accessibility of primary health care service delivery due to ineffective planning of health activities. Moreover, for some staff and councillors, having limited knowledge and skills towards the execution of health-related activities means that health professionals would dominate the setting of priorities for the health service and other related operational matters. Through such dominance, minimise accountability and the participation of personnel working in local authorities, councillors, and community members. Hence, communities and their representatives should participate in the design and development of the planned social services that touch their daily lives. Based on the D-by-D policy, community representatives and staff working in local governments their participation in the designing, planning, and assessment of primary health care services should be taken into consideration for the effective and successful implementation of health programmes. 

4.5.4
Interference and Conflict of Interests

The study further found that interference and conflict of interests presented a challenge to the effective implementation of D-by-D policy towards improving primary healthcare services delivery. Respondents claimed that city health planners and district health planners experienced political interference from councillors who, sometimes, lobbied for their respective constituencies to get undue priorities and considerations. These undue priorities and considerations could rely on influencing or forcing construction of a health facility to be included in the plan or budget. One respondent said:

Sometimes, a councillor may attempt to manipulate or influence decisions of the health planning team to include the construction of a health centre in the belonging constituency without put into consideration that such construction of new health centre is more than just having a building in particular place, thus requires availability of other resources to run it such as health workers, medical equipment and availability of drug supplies.
The implementation of D-by-D to improve the provision of health services to the public is hindered by any form of force, influence, or manipulation to meddle with the decisions made by the health planning team in any other local authority. This is because D-by-D distorts the entire process of planning and resource allocation in the councils from both the central government and local authorities. Additionally, the ability of local governments to make decisions and formulate policies is compromised by this meddling. These research results, however, run counter to Shayo’s (2022) conclusion that, despite the D-by-D policy’s good intentions, the Central Government has retained most of its authority and, occasionally, meddled in most local authorities’ choices and operations. Additionally, as evident in the situations of the district councils of Moshi and Lushoto, local officials carry out the decisions made by elected members of the local authority. In this regard, Anosisye (2017) contended that many central governments in Sub-Saharan countries are not genuinely committed to giving local authorities strong decision-making authority because they are more willing to collaborate with weaker local authorities than stronger ones, which may oppose the central government. These findings contradict Shayo’s (2022) assertions.

5 CHAPTER FIVE

SUMMARY, CONCLUSSION AND RECOMMENDATIONS

5.1
Introduction

This concluding chapter briefly revisits the research process and reflects on significant findings that this study highlights. The chapter is divided into sections. Section 5.1 presents the summary of the findings, Section 5.2 presents the conclusion, and Section 5.3 presents the recommendations for further studies. The next section presents the summary of the findings.

5.2
Summary of Key Findings

The study investigated the role of decentralisation by devolution on improving primary healthcare service delivery. The objectives of the study were to examine the distribution of primary healthcare service at the ward level, assess household access to primary healthcare service, and determine challenges of decentralisation by devolution to the primary healthcare service delivery at the ward level in Dodoma City Council. Generally, the study found an improvement in service delivery in different healthcare facilities in  Dodoma City, which included public hospitals, health centres, and dispensaries, thanks to decentralisation. After decentralisation by devolution, health facilities from the district to the ward level showed positive progress and enhanced their provision of healthcare services to the communities. 
Decentralisation by devolution has significantly improved household access to primary healthcare services in their residing areas. However, challenges such as inadequate funding, untimely disbursement of funds from the central government, lack of qualified personnel, and interference and conflict of interests hindered its effectiveness. Despite these challenges, decentralisation by devolution plays a crucial role in improving primary healthcare service delivery in health facilities. The empowerment of Local Government Areas (LGAs) facilitated their identification of their health service needs and fulfilment of them due to their proximity to communities. LGAs, such as Dodoma City Council, incorporated with ministries and stakeholders to boost the availability and distribution of healthcare services and level up existing services delivered by health centres, dispensaries, and hospitals. The study further identified new healthcare services, such as dialysis, laboratory radiology, psychiatry, nutritionist services, laboratory and blood bank services, X-ray ultrasound, and physiotherapy services. Additionally, the study identified services that were available before decentralisation but upgraded after decentralisation, such as the ready availability of medicine, paediatrics, endoscopy services, radiology services, and surgery services. The study also found an increase in the number of health workers, improvements in medical emergency services, pharmaceuticals, and access to health information.

Nevertheless, decentralisation by devolution has  played a significant role in improving primary healthcare services by enhancing access to a broader range of healthcare services in the local communities, improving patient-provider relationships, and bringing a sense of ownership of health facilities to both local authorities and their communities. Findings indicated a widening of household access to primary healthcare services due to D-by-D, which encompassed an increase in health facilities in Dodoma City Council (four hospitals, 52 dispensaries, and 13 health centres). The introduction of the prime vendor system and simplified procurement procedures by MSD boosted the purchasing and supply of medicines in health facilities at all levels, thus expanding household accessibility to medicines, pharmaceuticals, medical laboratory investigation and diagnosis, as well as medical consultation.
5.3
Conclusion

The study has explored the impact of decentralisation by devolution on improving primary healthcare service delivery in Dodoma city council. It highlights the role of local government agencies (LGAs) in enhancing the governance of health facilities, ensuring the availability and accessibility of quality healthcare services. The study found that the strengthened collaboration between central government ministries and local governments (LGAs) has led to improved delivery of primary health services, increasing availability, distribution, and accessibility. Services such as dialysis laboratories, radiology, psychiatric, nutritionist services, laboratories, blood banks, X-ray ultrasound, and physiotherapy services have been upgraded. Other services have been upgraded, including medicine, obstetrics, paediatrics, endoscopy services, radiology services, surgery services, and the acquisition of modern medical equipment. Other improvements include the construction of more health facilities, continued recruitment, and the deployment of more health workers, thereby increasing the availability and accessibility of healthcare services to communities.

Overall, the D-by-D policy in Dodoma has improved service delivery by increasing the distribution of health services, including public hospitals, dispensaries, and health centres. Decentralisation by devolution has also improved healthcare facilities by widening access to primary health care services, laboratory and investigation services, and medical consultation services. The study has also highlighted the pivotal roles of local governments in providing advice and direction on health facilities, ensuring political interference, and ensuring community participation in setting priorities. Local governments have autonomy in policy and decision-making, but they need to ensure the formulation of health committees, teams, and councils with technically-qualified personnel. The study has further underscored the need for the central government to review the legal framework for political candidates in local authorities and upgrade their qualifications to better understand and evaluate health plans and budgets.
5.4
Recommendations

After extensive analysis and discussion on the role of decentralisation by devolution on improving primary healthcare services in Dodoma City Council, the following are the recommendations:
iv. The Dodoma City Council should strengthen cooperation with lower local authorities at ward level to identify needs of primary healthcare services and ensure there is equal distribution and allocation healthcare services available to all health facilities in their respective areas.
v. The Dodoma City Council should continue to ensure setting of priorities in primary health services is conducted after scrupulously discussion with every single stakeholder to ensure particularly allocation of health workers does not risk or causing significant discrepancies among health facilities in the city and respective areas.

vi. The Dodoma City Council should strengthen and closely monitor all the procedures of purchasing and supplies of drugs and medical equipment reaches the targeted beneficiaries so as to minimise opportunities for misuse, stealing and loss of drugs supplies and medical equipment among unethical personnel in local governments.

vii. Dodoma city council should continue to widen means of disseminate of health information to its people including the use of social media and to conduct open health meeting regularly to expand coverage and reaching a greater number of people, eventually to have effective and common strategy for prevention and fight against communicable and non-communicable diseases.

viii. The Dodoma City Council should strengthen and closely monitor all the procedures of purchasing and supplies of drugs and medical equipment reaches the targeted beneficiaries so as to minimise opportunities for misuse, stealing and loss of drugs supplies and medical equipment among unethical personnel in local governments.

ix. The Dodoma City Council should continue to widen means of disseminate of health information to its people including the use of social media and to conduct open health meeting regularly to expand coverage and reaching a greater number of people, eventually to have effective and common strategy for prevention and fight against communicable and non-communicable diseases.
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APPENDICES

APPENDIX I: Questionnaires for Medical Practitioners Respondents

Dear respondents,

I am Leah Mbeke, a Master of Arts in Governance and Leadership student of the Open University of Tanzania. In order to support my undertaking of this dissertation project, I will be incredibly grateful if you will respond to my questionnaires. The study topic is ― “The Role of Decentralisation by Devolution in Improving Primary Healthcare Service Delivery in Dodoma City”. 
All the information that you will provide will be treated with discretion and confidential for the purposes of research only.

1.  Personal Information
a. 
Gender
(i) Female
(ii) Male
b. Age group

i. 18-30 years


ii. 31-40 years
iii. 41-50 years


iv. 51-60 years
     c. What is your marital status?

      i. Single

      ii. Married

      iii. Widow

      iv. Divorce

     d. What is your education level?

     (i)
Master’s degree

     (ii)
Degree Level          

     (iii)
 Diploma Level




     (iv)
Secondary school education   

     (v) Primary school education


2.  Questions about availability of primary healthcare services at ward level. 

a. Please indicate which services are available at your primary healthcare centres after decentralization by devolution. Tick for available services & “X” for unavailable services on appropriate response.

	
Types of healthcare services
	Available
	Not Available

	Orthopaedics
	
	

	Urology
	
	

	Medicine
	
	

	Psychiatric
	
	

	Obstetrics
	
	

	Gynaecology
	
	

	Oncology
	
	

	Nephrology
	
	

	Dialysis Laboratory Radiology
	
	

	Surgery services
	
	

	General surgery
	
	

	Colorectal Orthopaedics Urology
	
	

	Gastroenterology
	
	

	Cardiology Nephrology Endocrinology Neurology Rheumatology Oncology Pulmonology
	
	

	Obstetrics/Gynaecology
	
	

	Paediatrics
	
	

	Psychiatry
	
	

	Urology services
	
	

	Paediatric surgery
	
	

	Physiotherapy services
	
	

	Endoscopy services
	
	

	Nutritionist service
	
	

	Isolation services
	
	

	Laboratory and blood bank
	
	

	Radiology services X-ray/ultrasound/CT
	
	

	X-ray Ultrasound
	
	

	X-ray
	
	

	Nephrology & dialysis
	
	

	Plastic surgery services
	
	

	Orthopaedics services
	
	


b. Please indicate resources for emergency services available at primary healthcare centres
	1.
	Infrastructure resources
	Responses
	

	
	
	Available
	Not Available
	
	
	

	
	Triage area for adults
	
	
	
	
	

	
	Emergency room for adults
	
	
	
	
	

	
	ICU/Area for general ward for critically ill adults
	
	
	
	
	

	
	Triage area for children
	
	
	
	
	

	5

6
	Emergency room for children

ICU/Area for general ward for critically ill children


	
	
	
	
	


	2.
	Human resources
	Responses
	

	
	
	Available
	Not Available
	
	
	

	1
	Presence of nurse in the emergency room
	
	
	
	
	

	2
	Presence of clinician in the emergency room/on-call for emergency room
	
	
	
	
	

	3
	Designated medical head of ICU
	
	
	
	
	

	4
	Good ratio of staff/patients on the ICU than in any other ward
	
	
	
	
	

	
	
	
	
	
	
	


3. Kindly list drugs available for emergency service and critical care

i) …………………………… ii) …………………………. iii) ………………………

iv) …………………………… v) …………………………. vi) ………………………

4. Kindly list medical equipment available for emergency services and critical care

i) …………………………… ii) …………………………. iii) ………………………

iv) …………………………… v) …………………………. vi) 
……………………

c. To what extent do you agree or disagree with the following statements after decentralization by devolution on delivery of services at primary healthcare at your ward. Please put a tick on appropriate box.

Keys: 5=Strong Agree, 4= Agree, 3=I don’t know, 2= Disagree and 1=Strong Disagree

	Sn
	Statement
	5
	4
	3
	2
	1

	i.
	There is availability of adequate number of health workers
	
	
	
	
	

	ii.
	There is availability of medications/pharmaceuticals
	
	
	
	
	

	iii.
	There is availability of health information to all people
	
	
	
	
	

	iv.
	There is availability of modern medical equipment/instruments
	
	
	
	
	


APPENDIX II: Questionnaires for Patients/ Relative of patients Respondents

Dear respondents,

I am Leah Mbeke, a Master of Arts in Governance and Leadership student of the Open University of Tanzania. In order to support my undertaking of this dissertation project, I will be incredibly grateful if you will respond to my questionnaires. The study topic is ― “The Role of Decentralisation by Devolution in Improving Primary Healthcare Service Delivery in Dodoma City”. 
All the information that you will provide will be treated with discretion and confidential for the purposes of research only.

1.  Personal Information
a. 
Gender
(i) Female
(ii) Male
b. Age group

i. 18-30 years


ii. 31-40 years
iii. 41-50 years


iv. 51-60 years
     c. What is your marital status?

      i. Single

      ii. Married

      iii. Widow

      iv. Divorce

     d. What is your education level?

     (i)
Master’s degree

     (ii)
Degree Level          

     (iii)
 Diploma Level




     (iv)
Secondary school education   

     (v) Primary school education


2. Questions about household accessibility to primary healthcare services at ward level.

a. To what extent do you agree or disagree with the following statements after decentralization by devolution on access to services at primary healthcare from your household. Please put a tick on appropriate box.

Keys: 5=Strong Agree, 4= Agree, 3=I don’t know, 2= Disagree and 1=Strong Disagree

	Sn
	Statement
	5
	4
	3
	2
	1

	i.
	We have access to medication
	69
	
	
	
	

	ii.
	We have access to lab investigation and diagnosis
	
	
	
	
	

	iii.
	We have access to medical consultation
	
	
	
	
	

	iv.
	We have access to health information
	
	
	
	
	


b. What time do you take to access healthcare services at your ward         ……………………

c. What is the number of patients admitted at hospitals per day at your ward   ………………..

d. What is the duration of working hours and availability of healthcare services    ……………...

e. What is the ratio of doctor/health worker attend over number attended patients    …………

Appendix III: Interview guide for Medical Staff Practitioners in visited health facilities

x. What are the roles of Decentralisation by Devolution in healthcare service delivery in Dodoma City Council?
xi. How do you explain availability of resources for emergency services in your health facility? In term of infrastructure, human resources, drugs and equipment.
xii. What is the situation on availability of health workers in your respective areas? And give out your opinion on that situation?
xiii. For your experience, how does health facility acquire drug supplies and medical equipment?
xiv. For your experience, is there any changes, improvement on availability of medications/pharmaceuticals before or after implementation of Decentralisation by Devolution?
Appendix III: Interview guide for Patients/Relatives of Patients in visited   health facility

xv. What is the current situation on accessibility of primary health care in this health facility after implementation of Decentralization by Devolution policy?

xvi. How do see accessibility of medications/pharmaceuticals in this health facility after implementation of Decentralization by Devolution policy?

xvii. What are your thoughts on accessibility of laboratory investigation and diagnosis services in this health facility led by Decentralization by Devolution policy?

xviii. For your experience, to what extent do people access health information from your local authorities?

xix. What is your view on availability and accessibility of medical consultation in this health facility as outcome of Decentralisation by Devolution.

