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ABSTRACT TC "ABSTRACT" \f C \l "1" 
This study explores how social and cultural factors shape healthcare seeking behaviors among elderly people in Dodoma City, Tanzania. Using qualitative methods guided by the Social Model of Disability and Cumulative Disadvantage Theory, it finds that cultural beliefs, gender roles, and faith significantly influence how elders understand illness, choose treatments, and engage with healthcare services. Many attribute sicknesses to spiritual or supernatural causes, while gender norms and economic dependency limit timely medical care. Although faith and community networks offer emotional and social support, they can also delay biomedical treatment. The study concludes that elderly healthcare should be culturally sensitive, gender-aware, and inclusive combining traditional, spiritual, and biomedical practices. It recommends strengthening gerontological training, health education, and social protection to promote fair access and dignified ageing in Tanzania.
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LIST OF ABBREVIATIONS TC "LIST OF ABBREVIATIONS" \f C \l "1" 
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CHAPTER ONE TC "CHAPTER ONE" \f C \l "1" 
INTRODUCTION TC "INTRODUCTION" \f C \l "1" 
1.1 Chapter Overview TC "1.1 Chapter Overview" \f C \l "1" 
Chapter One provides the foundation of the study by introducing the background, problem statement, objectives, and significance of exploring elders' experiences in accessing healthcare services in Dodoma City Council. It also outlines the research questions, scope, and limitations, setting the stage for an in-depth social work investigation.
1.2 Background to the Problem TC "1.2 Background to the Problem" \f C \l "1" 
Globally, the ageing population is rising at an unprecedented rate, with the number of people aged 60 and above expected to reach 2.1 billion by 2050 (United Nations, 2020; WHO, 2021). This demographic shift poses significant challenges to healthcare systems, especially in developing countries where health infrastructure and social protection mechanisms remain fragile (Aboderin & Beard, 2015). The World Health Organization (WHO) emphasizes that older adults require accessible, affordable, and age-sensitive health services to achieve the goals of healthy ageing and social inclusion. However, studies from both high- and low-income countries reveal that older adults continue to face systemic barriers such as ageism, limited geriatric specialists, and inadequate health financing (Hughes et al., 2017; WHO, 2021).
Regionally, Sub-Saharan Africa is experiencing a demographic transition marked by a growing proportion of elderly persons amidst persistent poverty and underdeveloped healthcare systems. The African Union’s Policy Framework and Plan of Action on Ageing (2002) recognizes that most countries in the region have not adequately integrated ageing concerns into public health policies and programs. Consequently, many elderly individuals in African contexts rely heavily on family-based or informal care systems, which are increasingly strained by urbanization, migration, and changing family structures (Aboderin, 2019). In countries such as Kenya, Uganda, and Ghana, studies indicate that older persons often encounter discrimination, poor service quality, and long distances to health facilities, leading to low utilization of healthcare services (Mubangizi, 2016; Ochieng, 2015).
In Tanzania, the 2022 Population and Housing Census shows that persons aged 60 and above constitute about 6 percent of the total population (NBS, 2022), a figure expected to rise steadily due to improvements in life expectancy. The Tanzanian government has acknowledged this demographic trend through various policy initiatives, including the National Ageing Policy of 2003 (revised 2024) and the National Health Policy of 2007, both of which guarantee free and prioritized healthcare for citizens aged 60 years and above. 
The Health Sector Strategic Plan V (2021–2026) and the Social Protection Policy (2022) further underscore the government’s commitment to equitable health access and the reduction of vulnerability among older adults (URT, 2021; URT, 2022). Despite these frameworks, evidence shows that implementation remains weak, and many elderly persons still face systemic, socio-economic, and cultural barriers when seeking healthcare (HelpAge International, 2019; Luhende, 2020).

Empirical studies reveal that older Tanzanians struggle with long waiting times, shortage of medicines, poor provider attitudes, and lack of transport to health facilities (Mubyazi & Bloch, 2006; Tibaijuka et al., 2017). Furthermore, most health facilities lack geriatric units, and healthcare providers often lack training in elder care, leading to services that are neither age-friendly nor dignified. Such challenges reflect a gap between policy promises and the lived realities of older citizens, undermining national commitments to universal health coverage and social justice. Social workers, whose professional mandate includes advocacy for vulnerable populations, play a critical role in addressing these barriers through psychosocial support, empowerment, and policy engagement (IFSW, 2014; NASW, 2017). Yet, their role in geriatric healthcare remains inadequately explored in Tanzania’s urban context.
Dodoma City Council provides an important case for examining these issues. As the national capital, it has experienced rapid urbanization and population growth, placing immense pressure on existing healthcare facilities. Although healthcare infrastructure has expanded, it remains poorly adapted to the specific needs of elderly populations (NBS, 2022). Older adults in Dodoma frequently encounter bureaucratic challenges, hidden costs, and limited sensitivity among healthcare providers (Luhende, 2020). Despite policy guarantees of free healthcare, disparities persist between entitlement and actual access. This situation reveals the urgent need for empirical, context-specific evidence to understand how elders experience and navigate healthcare systems in urban Tanzania.

Therefore, this study explores the lived experiences of elderly persons in accessing healthcare services in Dodoma City Council. By examining these experiences through a social work lens and aligning them with Tanzania’s national policies on health and ageing, the study seeks to generate evidence that informs more inclusive, equitable, and elder-sensitive healthcare delivery.

1.3 Statement of the Problem TC "1.3 Statement of the Problem" \f C \l "1" 
In an ideal situation, older persons should enjoy equitable and dignified access to quality healthcare services that are responsive to their age-specific needs. Globally and nationally, this principle is enshrined in human rights frameworks and national health policies, including Tanzanian’s National Health Policy of 2007 and National Ageing Policy of 2024, which guarantees free healthcare services to citizens aged 60 years and above in public health facilities (URT, 2003). A well-functioning healthcare system should be inclusive, age-friendly, and guided by social justice principles that ensure no individual is excluded based on age or socio-economic status (WHO, 2021).
However, the reality in Tanzania reveals a persistent gap between policy and practice. Older persons face numerous social challenges when attempting to access healthcare services. These include long waiting times, lack of specialized geriatric services, inadequate transportation, poverty, and discrimination or neglect by healthcare providers (Mubyazi & Bloch, 2006; HelpAge International, 2019). In speedy growing councils like Dodoma City Council, the rapid urban expansion has not been matched by adequate healthcare reforms or infrastructure investments that cater to the needs of the elderly. Consequently, many older adults either forego necessary treatment or rely heavily on overburdened family members and traditional remedies (Luhende, 2020).
Despite various studies addressing healthcare access in Tanzania, there is limited empirical research focusing specifically on the lived experiences of elderly populations within urbanizing councils like Dodoma. Most existing studies adopt a quantitative approach that overlooks subjective experiences, psychosocial barriers, and coping mechanisms employed by elders. The absence of detailed, context-specific, and qualitative accounts constitutes a significant knowledge gap in understanding the nuanced challenges this group faces (URT, 2021; NBS, 2022).
This gap is of critical societal concern because Tanzania’s ageing population is growing, and failing to ensure their well-being undermines both the national development agenda and community social cohesion. There is an urgent need for evidence-based social work interventions and policy adjustments that reflect the real-world experiences of older adults and promote age-inclusive healthcare systems.
Therefore, this study explored the lived experiences of elders in accessing healthcare services in Dodoma City Council. By examining their voices, perceptions, and challenges, the research aimed to contribute to a deeper understanding of ageing and health access, thus informing social work practice, policy, and advocacy for elderly wellbeing in Tanzania.

1.4 Objectives of the Study TC "1.4 Objectives of the Study" \f C \l "1" 
1.4.1 Main Objective TC "1.4.1 Main Objective" \f C \l "1" 
To explore the lived experiences of elderly persons in accessing healthcare services in Dodoma City Council.
1.4.2 Specific Objectives TC "1.4.2 Specific Objectives" \f C \l "1" 
i. To explore elderly persons’ perceptions of quality healthcare accessibility in Dodoma City Council
ii. To explore the socio-cultural factors influencing healthcare-seeking behaviors among the elderly.

iii. To investigate the coping strategies used by elderly persons in response to challenges encountered when accessing healthcare services.
1.4.3 Research Questions TC "1.4.3 Research Questions" \f C \l "1" 
i. How do elderly persons perceive the accessibility of quality healthcare services in Dodoma City Council?

ii. What socio-cultural factors influence the healthcare-seeking behaviors of elderly persons?

iii. What coping mechanisms do elderly persons adopt in response to challenges they face in accessing healthcare services?
1.5 Significance of the Study TC "1.5 Significance of the Study" \f C \l "1" 
This study holds significance for academic, policy, and practical domains within the field of Social Work and beyond. Firstly, it contributes to the growing body of knowledge on ageing and healthcare access in Sub-Saharan Africa, a region often underrepresented in gerontological research (Aboderin & Beard, 2015). While national policies in Tanzania, such as the National Ageing Policy of 2003, acknowledge the rights of older persons to free healthcare, there remains a critical gap in empirical, context-specific evidence on how these policies translate into lived realities at the community level (URT, 2003). By exploring the actual experiences of elderly individuals in Dodoma City Council, this study provides insights into how structural and institutional factors influence access to healthcare among older populations.
Secondly, the findings of this study are valuable for informing social work practice and advocacy. Social workers play a vital role in promoting social justice and ensuring that marginalized populations, including older persons, have equitable access to essential services (NASW, 2017). Through a nuanced understanding of the barriers and coping mechanisms identified by elders themselves, this research can guide the development of culturally sensitive and inclusive social work interventions. Additionally, it can influence the design and delivery of age-responsive healthcare services by providing evidence to policymakers and healthcare planners on the unmet needs of this growing demographic.
Lastly, at a societal level, this study underscores the urgency of addressing elder care as part of Tanzania’s broader social development agenda. With the ageing population expected to increase significantly in coming decades, ignoring the healthcare needs of older persons may lead to deepening health inequalities and intergenerational tensions (WHO, 2021). Thus, this study supports efforts to build an inclusive society where the rights and dignity of the elderly are upheld.
1.6 Scope of the Study TC "1.6 Scope of the Study" \f C \l "1" 
This study is confined to exploring the lived experiences of elderly persons aged 60 years and above in accessing healthcare services within Dodoma City Council in three wards of Nzughun, Makole and Makulu. It focuses on their perceptions, barriers faced, and coping strategies employed when seeking medical care. The study adopts a qualitative approach and does not attempt to quantify the prevalence of health issues or service utilization rates. Geographically, it is limited to selected wards within Dodoma City Council, and thematically, it is restricted to healthcare access rather than the broader aspects of ageing such as income security or housing.

CHAPTER TWO TC "CHAPTER TWO" \f C \l "1" 
LITERATURE REVIEW TC "LITERATURE REVIEW" \f C \l "1" 
2.1 Chapter Overview TC "2.1 Chapter Overview" \f C \l "1" 
Chapter Two presents the theoretical framework and empirical literature review that guide this study. It begins by discussing relevant theories that provide insight into the social and structural dimensions of ageing and healthcare access. The chapter then critically reviews previous empirical studies related to elderly healthcare experiences, particularly within African and Tanzanian contexts. By examining both global and local literature, the chapter identifies existing knowledge gaps and situates the current study within the broader academic discourse.
2.2 Conceptualization of Key Terms TC "2.2 Conceptualization of Key Terms" \f C \l "1" 
2.2.1 Ageing TC "2.2.1 Ageing" \f C \l "1" 
Ageing is the process of growing older, typically characterized by gradual physiological, psychological, and social changes (WHO, 2015). Ageing in this research refers to the stage of life from 60 years and above, as defined by Tanzanian policy, marking a group eligible for senior citizen rights, including healthcare exemptions (URT, 2003).
2.2.2 Elderly Persons TC "2.2.2 Elderly Persons" \f C \l "1" 
Elderly persons are individuals typically aged 60 years and above, who often face unique socio-economic and health-related challenges due to biological and social ageing (Aboderin & Beard, 2015). The term is used to refer to people aged 60 and above residing in Dodoma City Council, whose lived experiences of seeking healthcare services are the central focus of this study.

2.2.3 Healthcare Access TC "2.2.3 Healthcare Access" \f C \l "1" 
Healthcare access is the ability of individuals to obtain and use appropriate health services in a timely manner to achieve the best health outcomes (Penchansky & Thomas, 1981).
Healthcare access is examined from the subjective perspective of elders, focusing on their physical, economic, and social ability to reach and utilize healthcare services in Dodoma.
2.2.4 Lived Experience TC "2.2.4 Lived Experience" \f C \l "1" 
Lived experience refers to the personal knowledge gained through direct, first-hand involvement in everyday events rather than through representations or formalized accounts (Van Manen, 1990).The study uses lived experiences to explore how elderly individuals describe, interpret, and make meaning of their interactions with healthcare systems and providers.
2.2.5 Social Work TC "2.2.5 Social Work" \f C \l "1" 
Social work is a practice-based profession that promotes social change, development, cohesion, and the empowerment of people, grounded in principles of social justice and human rights (IFSW, 2014). Social work provides the professional and ethical lens through which the challenges faced by elders in accessing healthcare are examined, with a view toward advocating for inclusive, elder-friendly health policies and services.
2.3 Theoretical Framework TC "2.3 Theoretical Framework" \f C \l "1" 
This study adopts a dual-theoretical framework, combining the Social Model of Disability with the Cumulative Disadvantage Theory, to provide a comprehensive lens through which to examine the lived experiences of elderly persons accessing healthcare services in Dodoma City Council.
2.3.1 The Social Model of Disability TC "2.3.1 The Social Model of Disability" \f C \l "1" 
Initially developed by Mike Oliver in the 1980s, the Social Model of Disability shifts attention from individual impairments to the structural and societal barriers that disable individuals (Oliver, 1983). In this model, disability is not seen as an inherent personal deficit but as a product of social, economic, and physical environments that fail to accommodate difference and diversity. Although the model originated in disability studies, its principles have been effectively extended to other marginalized populations, including the elderly (Oliver & Barnes, 2012). 
Within the healthcare context, the model is instrumental in identifying external factors such as ageist attitudes, inaccessible infrastructure, and exclusionary policies that limit elders’ ability to receive quality care. It advocates for the removal of these societal barriers and emphasizes the role of social justice, empowerment, and advocacy all of which are central to social work practice (IFSW, 2014). For elderly persons in Tanzania, particularly those in urbanizing areas like Dodoma, the Social Model helps interpret healthcare inaccessibility not simply as a consequence of ageing or illness, but as the result of systemic inequities and institutional neglect (Hughes et al., 2017).

2.3.2 Cumulative Disadvantage Theory TC "2.3.2 Cumulative Disadvantage Theory" \f C \l "1" 
To capture the ageing-specific dimensions of healthcare access, the study also incorporates Cumulative Disadvantage Theory (CDT), originally proposed by Merton (1968) and later expanded by Dannefer (2003). This theory posits that disadvantage accumulates over the life course due to structural inequalities, resulting in widening gaps in health, income, and social support as individuals age.
CDT is particularly relevant to older Tanzanians, many of whom have experienced lifelong socio-economic marginalization including poverty, limited access to education, and informal labor markets which negatively affects their access to healthcare in later life (Mubangizi, 2016; URT, 2021). The theory explains how unequal starting points and sustained disadvantage compound with age, creating persistent barriers to accessing essential services, including healthcare.
Importantly, CDT complements the Social Model by adding a temporal and life-course dimension: it recognizes that barriers encountered in old age are not isolated incidents but part of a long-term trajectory of social inequality. In this way, CDT offers a more nuanced understanding of how structural factors interact over time to shape current health outcomes and service accessibility for the elderly.
2.3.3 Justification for Integrating the Two Theories TC "2.3.3 Justification for Integrating the Two Theories" \f C \l "1" 
By combining the Social Model of Disability and Cumulative Disadvantage Theory, this study benefits from a multidimensional lens: The Social Model addresses the immediate social and institutional barriers to healthcare access, while CDT offers a longitudinal perspective on how lifetime disadvantages culminate in old age. Together, these theories align well with the core values of social work, including respect for human dignity, the importance of social justice, and the need for systemic advocacy. They provide a robust theoretical foundation for exploring how healthcare systems in Tanzania can be made more inclusive and responsive to the lived realities of elderly persons.
2.4 Empirical Literature Review TC "2.4 Empirical Literature Review" \f C \l "1" 
Access to healthcare services for elderly individuals is a growing concern worldwide, and it has been widely studied in various contexts. This empirical literature review critically examines existing research on the healthcare experiences of older adults, particularly in relation to social barriers and institutional factors that limit their access to healthcare services. The review explores studies from both developed and developing countries, providing insights into the complexities of healthcare access for the elderly and highlighting the strengths and weaknesses of these studies.
2.4.1 Healthcare Access for Older Adults: Global Perspectives TC "2.4.1 Healthcare Access for Older Adults: Global Perspectives" \f C \l "1" 
Several studies have explored healthcare access for elderly populations in different global settings. In developed countries, studies often focus on healthcare systems' responsiveness to the needs of older adults. For instance, a study by Hughes et al. (2017) in the UK examined how older adults' healthcare needs are often ignored due to societal attitudes and physical infrastructure barriers. The authors found that ageist attitudes in healthcare settings lead to long wait times and inadequate care. One of the strengths of this study is its focus on the intersection of ageism and healthcare, which brings attention to the social constructs that limit healthcare access. However, a significant limitation is that the study primarily addresses healthcare access in urban areas, leaving out rural settings where barriers might be more pronounced due to infrastructural challenges.
In a similar vein, Bowe (2018) conducted a study in sub-Saharan Africa to explore the healthcare access of elderly persons in rural settings. The study showed that elderly individuals in rural areas experience more significant challenges than their urban counterparts, due to a lack of healthcare facilities, long travel distances, and cultural attitudes that marginalize the elderly. While the study sheds light on the unique challenges faced by rural elderly populations, it suffers from a lack of specific data on individual experiences and fails to consider the potential role of social work interventions in mitigating these challenges. The study also does not delve deeply into the healthcare policies that are in place to address these barriers, leaving a gap in understanding how existing policies either support or fail the elderly in accessing healthcare.
2.4.2 The Impact of Socio-economic Factors TC "2.4.2 The Impact of Socio-economic Factors" \f C \l "1" 
Socio-economic factors are often cited as significant barriers to healthcare access for the elderly. A study by Mubangizi (2016) on elderly care in Tanzania emphasized that poverty, coupled with the lack of adequate social security systems, significantly hampers the ability of older adults to access healthcare services. This study highlighted the crucial role of income and insurance coverage in enabling or restricting access to healthcare, with the elderly in lower-income households facing the most considerable difficulties. One of the strengths of this study is its comprehensive analysis of socio-economic factors in a Tanzanian context. However, the study does not fully address the role of cultural perceptions of ageing, which might influence the willingness of elderly individuals to seek care, particularly in rural areas.
In contrast, Rogers (2019) provided a study on the socio-economic determinants of healthcare access for the elderly in rural Kenya. This study indicated that the elderly, especially those without financial support from family or the state, often delay or avoid seeking healthcare services. The strength of Rogers' study lies in its emphasis on the intersectionality of socio-economic factors, cultural beliefs, and healthcare accessibility. However, a notable weakness is its reliance on quantitative data, which limits the depth of understanding of the subjective experiences of the elderly. A qualitative approach could have provided richer insights into the personal narratives of older adults navigating these barriers.
2.4.3 Healthcare System and Institutional Barriers TC "2.4.3 Healthcare System and Institutional Barriers" \f C \l "1" 
Several studies have explored the role of healthcare systems in either facilitating or hindering elderly access to care. Tibaijuka et al. (2017) conducted a study on healthcare infrastructure in Tanzania and its effect on elderly care. The authors concluded that the underfunding of healthcare systems, particularly in rural areas, directly impacts the availability and quality of care for elderly individuals. While this study provides essential insights into infrastructural challenges, it is limited by its focus on the healthcare system alone, without considering the broader socio-cultural factors influencing healthcare access.
Moreover, Sharma & Reddy (2019) focused on the institutional barriers elderly persons face when accessing healthcare services in India. They noted that the bureaucratic nature of the healthcare system, combined with the low priority given to elderly care, makes it difficult for the elderly to receive timely medical attention. The study also noted that elderly persons, particularly those with chronic conditions, face difficulties in accessing specialist care due to long waiting times and a lack of elderly-specific healthcare provisions. This study's strength lies in its detailed examination of institutional barriers, but a limitation is the absence of a comprehensive look at rural healthcare systems, which may be even more difficult for elderly individuals to navigate.
2.4.4 Cultural and Ageist Barriers TC "2.4.4 Cultural and Ageist Barriers" \f C \l "1" 
Ageism and cultural attitudes towards the elderly are frequently discussed in relation to healthcare access. Ochieng (2015) explored the role of cultural perceptions of ageing in healthcare access in Kenya. The study found that cultural attitudes towards older persons often seen as a burden on society contributed to their marginalization within healthcare systems. This study contributes significantly to understanding how cultural perceptions shape the way the elderly seek care, or avoid it altogether. However, a notable weakness is that the study is narrowly focused on Kenya and does not compare these cultural factors with other regions in Africa, limiting its broader applicability.

Similarly, Moyo et al. (2020) explored the healthcare access of elderly persons in Zimbabwe, emphasizing how cultural beliefs about ageing and health affect the elderly’s ability to access services. They found that elderly persons often avoid seeking help for medical conditions due to a belief in traditional healing methods or a fear of being stigmatized. While the study offers valuable insights into the cultural aspects of healthcare access, it lacks an in-depth analysis of institutional or infrastructural barriers, which could have provided a more comprehensive understanding of the challenges faced by older adults.
2.4.5 Gaps in the Literature and Contribution of this Study TC "2.4.5 Gaps in the Literature and Contribution of this Study" \f C \l "1" 
A critical analysis of the existing literature reveals several gaps. Firstly, much of the research on healthcare access for the elderly focuses on either developed or rural settings, with little exploration of urban areas in sub-Saharan Africa, particularly Tanzania. Secondly, while socio-economic and infrastructural barriers are well-documented, less attention is given to the role of social work interventions and community-based solutions in improving healthcare access for the elderly. Thirdly, cultural attitudes and the role of traditional healthcare systems remain underexplored in the context of healthcare access for elderly individuals in Tanzania. This study aims to fill these gaps by focusing on the specific context of Dodoma City Council, an urban area with unique social, economic, and cultural characteristics. The study will provide a comprehensive examination of how social, economic, cultural, and institutional barriers intersect to limit healthcare access for the elderly in this setting. Additionally, it will explore the role of social work interventions in addressing these barriers and improving healthcare access for older adults.

2.5 Research Gap TC "2.5 Research Gap" \f C \l "1" 
Although the body of literature on healthcare access among older adults is growing, most Tanzanian studies have predominantly focused on rural contexts or adopted quantitative approaches, leaving a gap in qualitative insights into urban elders’ lived experiences. For example, studies by Mubangizi (2016) and Bowe (2018) have focused on rural poverty and healthcare exclusion, shedding light on geographic and infrastructural barriers. However, these findings are not fully transferable to urban settings like Dodoma, Ilala, or Arusha, where healthcare infrastructure may exist but systemic and social obstacles such as long queues, bureaucratic inefficiencies, and ageism persist and remain underexplored.
While there are emerging studies from urban councils such as Ilala and Arusha that address general healthcare access and urban health challenges (e.g., Luhende, 2020), few delve deeply into the specific psychosocial and socio-cultural experiences of elderly persons. Most of these studies focus on service delivery efficiency or policy frameworks without engaging directly with the subjective realities of older adults or incorporating a social work perspective. A more thorough review of such urban studies could enhance the contextual assumptions of this study, but their limited focus on ageing-specific and experiential data reinforces the need for a new inquiry centered on elder voices and experiences.
In addition, the role of social work practice in supporting elderly healthcare access is notably underdeveloped in existing Tanzanian research. Although social work is mandated to promote equity, empower marginalized groups, and advocate for access to services (IFSW, 2014; NASW, 2017), its practical contributions in the context of urban elderly healthcare remain insufficiently explored. Most studies emphasize policy deficits and institutional barriers but fail to show how social workers can intervene at micro (individual and family), mezzo (community), and macro (policy) levels to address these challenges.
This study addresses these dual gaps by: Providing qualitative, context-specific evidence from an underexplored urban site (Dodoma City Council), thereby complementing and refining assumptions based on literature from Ilala, Arusha, and other urban areas. Centering social work practice by examining how social workers can use lived experience narratives to advocate for elder-sensitive healthcare reforms, improve client-provider interactions, and develop community-level support interventions. By doing so, the study not only fills a knowledge gap in Tanzanian gerontological research but also contributes directly to the advancement of social work practice strengthening its evidence base, informing training curricula, and guiding ethically responsive interventions in ageing populations.

CHAPTER THREE TC "CHAPTER THREE" \f C \l "1" 
RESEARCH METHODOLOGY TC "RESEARCH METHODOLOGY" \f C \l "1" 
3.1 Overview TC "3.1 Overview" \f C \l "1"  
This chapter outlines the methodological framework that guides the study exploring the experiences of elders in accessing healthcare services in Dodoma City Council. It details the research design, philosophical orientation, study area, target population, sampling procedures, data collection methods, and ethical considerations. The chapter further explains how data will be analyzed and interpreted, emphasizing the appropriateness of qualitative methods in uncovering the complex realities and lived experiences of elderly individuals. Through this approach, the study seeks to provide deep, contextual insights that quantitative methods may overlook, ensuring that the voices of elderly people are central to the understanding of healthcare access challenges in urban Tanzania.
3.2 Study Philosophy TC "3.2 Study Philosophy" \f C \l "1" 
This study adopted an interpretivist research philosophy, which emphasized understanding the subjective experiences and meanings individuals assigned to their social realities. Interpretivism was suitable for exploring the lived experiences of elders accessing healthcare in Dodoma City Council, as it allowed for in-depth engagement with participants and recognition of context-specific realities (Creswell & Poth, 2018; Bryman, 2016). Unlike positivism, which seeks objective truths, interpretivism valued personal narratives and cultural interpretations, making it ideal for capturing the complex social and emotional dimensions of elderly healthcare access (Schwandt, 2014). This approach supported qualitative methods such as interviews and focus group discussions, ensuring a rich, empathetic understanding of the elderly’s healthcare challenges.

3.2.1 Research Design (Case Study) TC "3.2.1 Research Design (Case Study)" \f C \l "1" 
This study adopted a case study design, which was particularly appropriate for exploring complex social phenomena within their real-life contexts. A case study enabled a comprehensive and in-depth understanding of the experiences, behaviors, and perceptions of a specific group in this case, elderly individuals in Dodoma City Council regarding their access to healthcare services (Yin, 2018). The case study design proved valuable as the research aimed to answer “how” and “why” questions, focusing on contextual conditions believed to be relevant to the phenomenon under study (Creswell, 2013).
In social work research, case studies were especially useful for uncovering patterns and meanings that might not have been evident through other research designs. They facilitated a holistic examination of a single setting, allowing the researcher to explore socio-cultural, economic, and institutional factors influencing elderly healthcare access (Stake, 1995). This design aligned with the interpretivist paradigm, as it promoted the use of qualitative data and interactive engagement with participants. In this study, the case of Dodoma City Council provided a defined and context-rich environment for exploring how older adults experienced and interpreted the barriers and enablers of healthcare access.

3.2.2 Research Approach TC "3.2.2 Research Approach" \f C \l "1"  

The research employed a qualitative approach, which was best suited for understanding human experiences, social processes, and the meanings individuals assigned to their interactions and environments. Unlike quantitative methods that focus on measurement and generalization, qualitative research emphasized depth over breadth, aiming to produce detailed and context-specific insights (Denzin & Lincoln, 2018). This approach enabled the researcher to collect data through open-ended techniques such as in-depth interviews and focus group discussions, thereby giving voice to the lived realities of elderly participants.
A qualitative approach was particularly relevant in social work research because it allowed for a deep exploration of personal and collective experiences, especially in contexts involving marginalized populations (Silverman, 2020). In this study, qualitative methods illuminated the unique socio-cultural, economic, and institutional dynamics that shaped how elderly individuals in Dodoma City Council accessed healthcare services. The approach also facilitated the identification of underlying attitudes, values, and coping mechanisms, offering insights that were not readily quantifiable but were crucial for informing policy and practice.

3.3 Study Area TC "3.3 Study Area" \f C \l "1" 
Dodoma City Council was purposefully selected as the study area due to its unique combination of rapid urbanization, political significance, demographic changes, and a growing elderly population. While other urban councils such as Arusha, Mwanza, or Mbeya also experienced urban expansion, Dodoma presented a particularly compelling case for examining elderly healthcare access for several contextual and policy-related reasons.
Firstly, Dodoma served as the official capital of Tanzania and underwent accelerated infrastructural and demographic transformation following the government's relocation of central administrative offices from Dar es Salaam (URT, 2021). This transition placed considerable pressure on existing public services, including healthcare, without a corresponding development of elder-specific services (Luhende, 2020). The mismatch between population growth and healthcare preparedness in Dodoma made it an ideal case for analyzing how urban expansion affected service accessibility for vulnerable groups, particularly older persons.
Secondly, according to the 2022 Population and Housing Census, Dodoma Region had a higher proportion of elderly residents (6.3%) than the national average (5.7%) (NBS, 2022). This demographic trend underscored the need to understand the health service needs and experiences of elders in the area. Moreover, anecdotal reports and preliminary assessments revealed persistent challenges in the implementation of ageing-related healthcare policies at the local level, further positioning Dodoma as a critical site for policy and practice analysis.
Thirdly, Dodoma’s role as the administrative capital made it strategically significant for policy experimentation. The city often served as a pilot site for public policy rollouts and governance reforms. As such, findings from Dodoma held the potential to inform interventions that were both scalable and replicable in other urban councils across Tanzania.

Lastly, despite its growing importance, empirical research focusing specifically on elderly healthcare access within Dodoma City remained limited. Existing studies largely concentrated on rural settings or broader urban health issues without closely examining the lived experiences of older adults in this rapidly evolving urban context (Tibaijuka et al., 2017; Mubyazi & Bloch, 2006). In light of these factors, Dodoma City Council offered a relevant and representative urban setting for exploring the complex interplay of social, economic, and institutional barriers affecting healthcare access among elderly persons.
3.4 Population of the Study TC "3.4 Population of the Study" \f C \l "1" 
The population of this study comprised elderly individuals aged 60 years and above residing within Dodoma City Council. According to the 2022 Population and Housing Census, Dodoma Region had approximately 194,394 elderly persons, representing about 6.3% of its total population (National Bureau of Statistics, 2023). This study specifically targeted a segment of this elderly population who had experienced, whether positively or negatively, accessing healthcare services in the area. These individuals formed the basis for gathering in-depth, qualitative data on the barriers and facilitators of healthcare access among older adults in an urban Tanzanian context.

3.5 Sampling Design and Procedures TC "3.5 Sampling Design and Procedures" \f C \l "1" 
This study adopted a purposive sampling design, commonly employed in qualitative research to intentionally select participants who were most knowledgeable and experienced with the phenomenon under investigation. In this case, the target population included elderly individuals aged 60 years and above residing within Dodoma City Council, who had interacted with or attempted to access healthcare services. Additional participants included key informants such as healthcare providers, social welfare officers, and community leaders who worked directly with older adults and were thus well-positioned to offer professional insights into the challenges faced by the elderly.
The estimated sample size ranged from 20 to 30 participants. However, the final number was determined by the principle of data saturation, referring to the point at which further data collection no longer yielded new information, themes, or insights relevant to the study objectives. While this principle is widely accepted in qualitative research, this study clarified how saturation was assessed in practice during the fieldwork process.
Saturation was evaluated through an iterative process that occurred concurrently with data collection and preliminary analysis. The first indication of saturation was the repetition of similar themes and patterns across participant responses. For instance, when multiple participants consistently described comparable experiences such as long waiting times, financial constraints, or discriminatory treatment in healthcare settings, and these narratives began to recur with little variation, it suggested that thematic saturation was being approached.
Moreover, the researcher employed NVivo software to code interview transcripts and track the emergence of new codes. When successive interviews failed to produce new codes or categories and existing ones were merely reinforced, it indicated that data saturation had been reached. The researcher also monitored whether these themes cut across different subgroups of participants such as both male and female elderly persons, and across various wards within Dodoma City Council. The recurrence of themes across diverse categories of participants further confirmed the adequacy of the sample.
Another measure of saturation involved checking the comprehensiveness with which the study’s objectives were addressed. As the interviews progressed, the researcher referred back to the three main research objectives perceptions of healthcare access, socio-cultural influences, and coping strategies to assess whether participants' narratives had sufficiently illuminated each area from multiple perspectives. This thematic exhaustiveness served as an indicator that the data was rich and complete enough for analysis.
To ensure transparency and rigor, the researcher maintained a field journal and reflexive notes throughout the data collection process. These documented evolving observations, patterns in participant responses, and decisions made regarding the sufficiency of the data. While the projected range of 20 to 30 participants was informed by existing recommendations in qualitative research, the researcher remained open to expanding the sample if saturation had not been achieved within that range.
In sum, data saturation in this study was assessed through a combination of recurring narratives, coding redundancy, thematic completeness, subgroup consistency, and reflective field observations. These procedures ensured that the study yielded in-depth and trustworthy insights into the lived experiences of elderly persons accessing healthcare services in Dodoma City Council.

3.6 Inclusion and Exclusion Criteria TC "3.6 Inclusion and Exclusion Criteria" \f C \l "1" 
In this study, the inclusion criteria were carefully crafted to ensure that participants were relevant to the research objectives. The study specifically targeted elderly individuals aged 60 years and above, as this age group is officially recognized as elderly under both Tanzanian national standards and international ageing guidelines (United Nations, 2002). Participants were also required to have resided within Dodoma City Council for no less than six months, ensuring that they were familiar with the healthcare environment of this specific urban setting. Additionally, participants needed to have had experiences whether successful or unsuccessful with accessing healthcare services within the past year, in order to provide insights into recent and contextually grounded healthcare experiences. Furthermore, willingness to participate in interviews or focus group discussions and the provision of informed consent were essential prerequisites. These inclusion criteria ensured that all participants could contribute meaningful, experience-based perspectives directly relevant to the study's focus.
Conversely, the exclusion criteria were equally important in maintaining the study’s focus and reliability. Individuals younger than 60 years were excluded, as the study was limited to the elderly population. Similarly, individuals who did not reside within Dodoma City Council were excluded to preserve the research’s urban and site-specific relevance. Participants who were unable to communicate effectively whether due to cognitive impairments, severe physical disabilities, or language barriers were also excluded, as the study relied on clear and coherent verbal narratives obtained through interviews and focus group discussions. Lastly, any individuals who refused to participate or who withdrew their consent during the research process were excluded. These exclusion criteria ensured that the data collected remained reliable, valid, and specific to understanding healthcare access among elderly residents in Dodoma City Council.

3.7 Data Sources TC "3.7 Data Sources" \f C \l "1" 
This study relied on both primary and secondary sources of data to provide a comprehensive understanding of elderly individuals’ experiences in accessing healthcare services. The integration of these data sources ensured that the findings were well-informed, contextually grounded, and reflective of both current realities and existing knowledge.
Primary data were obtained directly from participants through in-depth interviews and focus group discussions, capturing personal narratives, perceptions, and lived experiences of healthcare access. These firsthand accounts offered rich qualitative insights into the barriers and facilitators encountered by elderly persons in Dodoma City Council. 
Secondary data, on the other hand, were drawn from relevant documents, including policy reports, government publications, census data, and existing academic literature. These sources provided background information, contextual statistics, and a theoretical foundation that supported and enriched the analysis of the primary data. The combination of both data types enhanced the study’s depth, validity, and relevance.

3.7.1 Secondary Data Source TC "3.7.1 Secondary Data Source" \f C \l "1" 
Secondary data were obtained from existing literature, policy documents, government reports, and previous academic studies relevant to elderly healthcare access in Tanzania and comparable contexts. These sources included national policy frameworks such as the Tanzania National Ageing Policy (2003), Health Sector Strategic Plans, census reports, and publications by organizations such as the World Health Organization (WHO) and HelpAge International. The secondary data were instrumental in contextualizing the study, identifying knowledge gaps, and supporting the analysis of primary data by providing a background understanding of the systemic and institutional factors influencing healthcare accessibility.

3.7.2 Primary Data Source TC "3.7.2 Primary Data Source" \f C \l "1" 
Primary data were collected directly from elderly individuals aged 60 years and above residing in Dodoma City Council who had experiences with healthcare services. Data were gathered through in-depth interviews and focus group discussions, enabling participants to share their lived experiences, perceptions, and challenges related to accessing healthcare. Additionally, key informant interviews were conducted with healthcare providers, social welfare officers, and community leaders to gain multiple perspectives on the healthcare system’s responsiveness to the needs of the elderly. These primary sources provided rich qualitative insights that were central to understanding the real-world barriers and coping mechanisms of older adults in the urban Tanzanian context.

3.8 Data Collection Methods TC "3.8 Data Collection Methods" \f C \l "1" 
This study utilized qualitative data collection techniques to explore the lived experiences of elderly persons in accessing healthcare services. The primary methods included in-depth interviews and focus group discussions, which allowed for rich, detailed, and context-specific insights.

3.8.1 In-depth Interviews TC "3.8.1 In-depth Interviews" \f C \l "1" 
In-depth interviews were conducted with elderly individuals aged 60 years and above who had experience accessing healthcare services within Dodoma City Council. This method allowed for a deeper exploration of participants’ personal experiences, perceptions, and feelings in a confidential and non-judgmental setting. A semi-structured interview guide was used to maintain consistency while allowing flexibility for participants to express their unique narratives. Each interview lasted between 30 to 60 minutes and was audio-recorded with participants' consent. This method proved particularly suitable for uncovering sensitive issues such as discrimination, neglect, or emotional distress that elders may have faced in healthcare settings.

3.8.2 Focus Group Discussions TC "3.8.2 Focus Group Discussions" \f C \l "1" 
Focus Group Discussions (FGDs) were conducted to gain collective insights into shared experiences, community perceptions, and social norms affecting elderly access to healthcare. Each FGD comprised 6 to 8 participants, grouped by similar characteristics such as gender or location to encourage open dialogue. The discussions were guided by a thematic outline and facilitated by the researcher to ensure inclusivity and respectful engagement. FGDs were audio-recorded with participants’ consent and lasted approximately 60 to 90 minutes. This method proved valuable for identifying common challenges and coping mechanisms, as well as stimulating interaction that revealed social and cultural dynamics influencing healthcare behavior among elders.

3.9 Qualitative Rigor TC "3.9 Qualitative Rigor" \f C \l "1" 
To ensure qualitative rigor in this study, several strategies were employed to enhance the credibility, transferability, dependability, and confirmability of the research findings. Credibility was achieved through prolonged engagement with participants and the use of triangulation by collecting data via both in-depth interviews and focus group discussions. This approach facilitated a comprehensive understanding of participants’ lived experiences and helped validate the consistency of the information provided. Transferability was supported by providing rich, thick descriptions of the research context, participants, and findings, enabling readers and other researchers to assess whether the study’s results are applicable to similar settings or populations. 
Dependability was ensured through meticulous documentation of the research process, including data collection and analysis methods, as well as any modifications made during the study. An audit trail was maintained to provide transparency and accountability throughout the research. Confirmability was enhanced by maintaining neutrality and reflexivity during the study. The researcher kept a reflective journal to monitor personal biases, assumptions, and emotional responses that could influence data interpretation. Furthermore, participants’ voices were presented as authentically as possible, with direct quotations used to support key findings. Together, these measures established the trustworthiness and rigor necessary for high-quality qualitative research.

3.10 Data Analysis, Processing and Presentation TC "3.10 Data Analysis, Processing and Presentation" \f C \l "1" 
This section outlines the approach used to analyze and present the qualitative data collected from in-depth interviews and focus group discussions. The study adopted a thematic analysis strategy to identify and interpret patterns and meanings from participants’ narratives.
3.10.1 Data Processing and Analysis TC "3.10.1 Data Processing and Analysis" \f C \l "1" 
Data analysis followed a thematic approach, which was suitable for exploring qualitative data drawn from personal narratives and social contexts. All interviews and focus group discussions were audio-recorded and transcribed verbatim to ensure the accuracy and integrity of participants’ accounts. The transcribed data were then imported into NVivo software, a qualitative data analysis tool that facilitated systematic coding and organization of large volumes of textual data.
Using NVivo, the researcher conducted open coding to identify significant statements, ideas, and experiences shared by participants. These codes were subsequently grouped into categories, which were refined into broader themes reflecting the core issues emerging from the data. NVivo assisted in managing and visualizing the data, tracking coding consistency, and maintaining a transparent audit trail. This software-enhanced thematic analysis ensured a rigorous and efficient process for identifying patterns and relationships across participants’ experiences. Ultimately, the use of NVivo enhanced the depth, reliability, and organization of the data analysis process.

3.10.2 Data Presentation TC "3.10.2 Data Presentation" \f C \l "1" 
The findings of the study were presented thematically, aligned with the major themes and sub-themes identified during analysis. Verbatim quotations from participants were included to illustrate and support each theme, thereby enhancing the authenticity and richness of the findings. The narrative presentation was descriptive and interpretive, offering insights into the participants’ lived experiences while linking them to the research questions and objectives. This approach ensured that the voices of elderly individuals remained central in communicating the realities of healthcare access within their urban Tanzanian context.

3.11 Ethical Considerations TC "3.11 Ethical Considerations" \f C \l "1" 
This study adhered to strict ethical standards to protect the rights and well-being of all participants. Ethical clearance was sought and obtained from the University’s Research Ethics Committee prior to the commencement of fieldwork. Additionally, formal permission was requested from relevant governmental authorities, including Dodoma City Council and the Ministry of Health, to conduct research involving elderly individuals and healthcare institutions.

All participants were fully informed about the purpose, procedures, potential risks, and benefits of the study, with an emphasis on their voluntary participation. Written informed consent was obtained from each participant before data collection. To ensure confidentiality, participants’ identities were anonymized using codes or pseudonyms, and all data were securely stored and accessed only by the researcher. Participants were also informed of their right to withdraw from the study at any stage without facing any negative consequences. These measures upheld principles of respect, autonomy, beneficence, and justice throughout the research process.

CHAPTER FOUR TC "CHAPTER FOUR" \f C \l "1" 
FINDINGS AND DISCUSSION TC "FINDINGS AND DISCUSSION" \f C \l "1" 
4.1 Chapter Overview TC "4.1 Chapter Overview" \f C \l "1" 
This chapter presents the findings of the study based on the voices and lived experiences of elderly individuals residing in Dodoma City Council. Drawing from in-depth interviews and focus group discussions, the chapter explores how elders perceive, navigate, and respond to the healthcare system in their locality. The presentation and interpretation of findings are guided by the study’s specific objectives and anchored within the theoretical framework combining the Social Model of Disability and the Cumulative Disadvantage Theory.
The chapter is organized thematically, with each section corresponding to one of the three research objectives: Perceptions of elderly persons regarding accessibility to quality healthcare services in Dodoma City Council, Socio-cultural factors influencing healthcare-seeking behaviors among the elderly and coping strategies used by elderly persons in response to healthcare access challenges.
Each theme is introduced with a summary of relevant findings, followed by verbatim quotes from participants that bring authenticity and depth to the narrative. The analysis integrates empirical insights with existing literature and theoretical perspectives, offering both descriptive and interpretive reflections. Particular attention is paid to the emotional, social, and systemic dimensions of the elderly's health-seeking journeys. Through this approach, the chapter not only reveals the practical realities of elder healthcare access but also highlights the broader socio-structural and cultural dynamics that shape these experiences. The discussion critically engages with the implications of these findings for social work practice, policy, and healthcare service delivery in urban Tanzania.
4.2 Perceptions of Elderly Persons Regarding Accessibility to Quality Healthcare Services in Dodoma City Council TC "4.2 Perceptions of Elderly Persons Regarding Accessibility to Quality Healthcare Services in Dodoma City Council" \f C \l "1" 
This section presents insights gathered from elderly participants about how they perceive the accessibility and quality of healthcare services in Dodoma City Council. The narratives reflect various dimensions of access, including physical availability, waiting time, staff attitudes, affordability, and responsiveness. Each quotation is preceded and followed by the researcher's interpretive commentary, providing a contextualized and analytical lens to the lived realities described.
Elderly persons in Dodoma often measure healthcare accessibility not only by proximity to facilities but by the overall quality of care received. One recurring concern was the long wait times and perceived neglect due to their age. This perception illustrates a gap between policy guarantees and actual service delivery.
“You can arrive early in the morning and still wait until afternoon. Young people get help faster, but we the elderly are just told to wait endlessly.”— Male, 74 years old, 6 July 2025, Makole Health Center

This quote highlights a form of structural ageism embedded in service provision. Despite national guarantees for free and prioritized elderly care, such delays suggest a lack of geriatric-friendly service arrangements. The experience undermines the dignity of the elderly and contradicts the equity principles within social policy frameworks aimed at promoting inclusion and responsiveness in public health.
Beyond wait times, some elderly participants raised concerns about service availability during emergencies, particularly at night or weekends. These narratives reflected a sense of fear and uncertainty when health needs arise outside regular hours.
“At night, even if you are seriously sick, you hesitate to go to the hospital. You fear there is no one to help or the doors will be closed.”— Female, 69 years old, 5 July 2025, Nzuguni Ward

This comment reveals the psychological and physical vulnerability elders experience when services are inconsistent. Perceived or actual unavailability of care outside routine hours discourages timely help-seeking behavior. This fear erodes trust in the system and exacerbates the health risks of already frail populations, suggesting a need for 24-hour elder-sensitive service provision.
Many elders expressed a strong belief that their physical appearance and mobility limitations influence how health workers treat them. Participants often linked poor treatment to visible signs of ageing.
“Sometimes you go to the hospital and you feel invisible. You speak slowly, you walk slowly—and they treat you like you are a burden.”— Female, 82 years old, 10 July 2025, Makulu Dispensary

This statement underscores how age-based bias and stigma can manifest in health worker interactions. The emotional toll of feeling overlooked is compounded by reduced mobility, communication barriers, and a lack of empathy from providers. Such experiences limit the quality of service and reflect the systemic exclusion of elderly persons in institutional care environments.
A frequent theme among participants was dissatisfaction with how health workers communicate with elders. Many respondents lamented being spoken to rudely or not being given clear explanations about their health conditions.
“They just hand you pills and say ‘take this’ without telling you what it is for. We are old, but we also deserve to understand.”— Male, 71 years old, 7 July 2025, Chamwino Clinic

This quote points to a communication gap rooted in ageist assumptions that older persons cannot grasp medical information. It signals a missed opportunity for patient-centered care and highlights a critical area for social work advocacy and training among healthcare professionals especially on respectful communication and informed consent for elders.
Several elderly individuals reported instances where they were denied care or medications on grounds that they lacked proper documentation or identification, despite policy mandates for universal access.
“They told me my ID was too old to be accepted. Imagine being denied medicine because your card looks worn out.”— Female, 76 years old, 9 July 2025, Kikuyu North Health Post

This quote illustrates how bureaucratic rigidity becomes a barrier to essential services. Such practices contradict the inclusive spirit of Tanzania’s National Ageing Policy. For vulnerable elders, administrative barriers serve as powerful deterrents to health-seeking and contribute to medical neglect and avoidable suffering.
Access to essential drugs emerged as a recurring concern. Elders often described going home without critical prescriptions or being told to purchase medications elsewhere, often at unaffordable prices.
“They write you a prescription but say ‘go buy it outside.’ But outside, medicine is expensive. So, you just go home with pain.”— Male, 67 years old, 11 July 2025, Nzuguni Health Center

This comment signals the structural disconnect between free service entitlements and their actual implementation. Lack of drug availability within public facilities imposes hidden costs on elders, who often lack income or insurance. It also reveals a gap in health system accountability and supply chain management that disproportionately affects the elderly.
Even when health workers are available, some elders feel emotionally unsupported during care. This concern was especially expressed by those living alone or without strong family networks.
“I felt so lonely there. No one smiled or asked me how I was feeling. They just looked at the paper and gave me tablets.”— Female, 80 years old, 14 July 2025, Makole Hospital

This account illustrates the emotional dimension of healthcare, where empathy is as important as treatment. For older adults, especially those facing isolation, emotional support and validation are critical components of quality care. The lack of relational warmth in healthcare settings contributes to dissatisfaction and a sense of neglect.
Some participants appreciated aspects of the healthcare system, particularly when they encountered empathetic workers or streamlined services. These positive reflections, while fewer, are important to note.
“There is one young nurse who always greets us kindly. She listens and explains things. When she is on duty, I feel hopeful.”— Male, 73 years old, 13 July 2025, Makulu Health Center

This reflection provides a contrast to dominant negative experiences and shows that quality care is possible when staff are trained and motivated. Positive interactions can rebuild trust in the system, reduce emotional distress, and improve patient outcomes. Such cases underscore the potential of capacity-building for elder-sensitive healthcare.
For some elders, transport costs and distance from facilities limited their ability to seek timely care, especially when relying on others for mobility.
“Sometimes you want to go to the clinic, but you have no fare, and walking is too far. If no one helps, you stay at home in pain.”— Female, 70 years old, 8 July 2025, Chamwino Ward

This quote illustrates how economic and physical barriers intersect to delay or prevent care-seeking. It reflects the broader social determinants of health and points to the need for mobile outreach services, community support mechanisms, or transportation subsidies tailored for elderly populations.
The perception of being deprioritized in queues was widely echoed. Elders felt younger or more ‘appealing’ patients were often given preferential treatment.
“You see people who came after you being called in first. You complain and they say, ‘wait, your turn is coming.’ But your turn never comes.”— Male, 68 years old, 15 July 2025, Nzuguni Clinic

This complaint reveals how informal practices undermine formal policies aimed at elderly prioritization. Such experiences foster frustration and reinforce feelings of exclusion, discouraging future visits. It suggests a failure in policy implementation and monitoring within frontline service delivery.
Others spoke about how their appearance and attire influenced how they were treated. Respect was often linked with perceived economic or social status.
“If you dress well, they talk to you nicely. But if you look poor, they don’t even listen properly. They judge us by clothes, not our pain.”— Female, 72 years old, 12 July 2025, Makole Health Center

This testimony reflects class-based discrimination intersecting with ageism. For older adults already facing health and mobility issues, such superficial judgments worsen their experience of care. It also raises ethical concerns about dignity and non-discrimination in healthcare settings.
A few elders mentioned how healthcare experiences vary significantly depending on the specific facility or day of the week, creating unpredictability in access and care quality.
“Some days the service is good; other days it’s like a market. You don’t know what to expect, so you feel anxious every time.”— Male, 75 years old, 16 July 2025, Kikuyu South Dispensary

This quote highlights the lack of consistency in service quality, which leads to anxiety and mistrust among elders. Regular unpredictability discourages frequent care-seeking and points to managerial and administrative gaps that require systemic reforms.
Finally, many elders equated poor healthcare access with societal neglect, reflecting on how they felt forgotten in national development priorities.
“We served this country in our youth, but now we are old, no one remembers us. Even the hospital treats us like expired people.”— Female, 78 years old, 18 July 2025, Makulu Ward

This poignant expression captures the deep emotional and moral injury experienced by elders. It reflects how marginalization in healthcare settings becomes symbolic of broader societal abandonment. Such sentiments highlight the urgent need for age-sensitive policies backed by practical reforms that honor the elderly as valued citizens.
In many accounts, elderly respondents expressed concern that physical access alone does not guarantee service. They described delays and feelings of being neglected due to their age. For them, the right to healthcare is undermined by procedural injustice and a lack of priority, despite policy provisions for the elderly.
“Even if you are early, they keep you waiting. They say ‘we’ll attend to you soon,’ but that ‘soon’ can take all day.”— Female, 70 years old, 4 July 2025, Nzuguni Dispensary

This quote reveals that the elderly endure prolonged waiting periods, often without communication or concern from healthcare staff. Such delays not only inconvenience patients but compromise the quality of care and patient dignity. The lack of age-friendly processes discourages elderly patients from seeking timely medical help, contradicting Tanzania’s goal of inclusive and equitable healthcare for all.
Participants frequently expressed a lack of trust in the healthcare system’s ability to provide effective treatment. Their perceptions were shaped not just by treatment outcomes, but by the perceived attitude and commitment of healthcare providers.
“They give you medicine, but you don’t even know what it’s for. Sometimes I wonder if they just want to finish with us quickly.”— Male, 68 years old, 5 July 2025, Makole Health Center

This quote emphasizes that trust is eroded when health workers fail to communicate with elderly patients. A transactional approach to treatment leaves elders feeling dismissed and disrespected. Clear explanations and compassionate communication are central to quality care and must be strengthened within geriatric services.
The perception of being disregarded is not limited to queues or medication. Some elders described the healthcare environment as indifferent or even hostile, which adds a layer of emotional burden to their experience of illness.
“You feel like no one notices you. They pass by, talk to each other, but they don’t look at you unless you shout.”— Female, 75 years old, 7 July 2025, Makulu Dispensary

This narrative reveals a painful sense of invisibility. When elders are not acknowledged, even in moments of distress, it contributes to emotional alienation and health anxiety. Institutions that ignore the presence of vulnerable patients undermine not only service delivery but also the basic principles of human dignity and ethical care.
Many elderly individuals shared how their voices were not heard in clinical decision-making. The assumption that age equates to ignorance or irrelevance was a recurring theme in their stories.
“You try to explain your symptoms, but they interrupt you. They think we are confused because we are old.”— Male, 72 years old, 8 July 2025, Kikuyu South Health Facility

This comment highlights the silencing of older adults in clinical encounters. Dismissing elder narratives can lead to misdiagnosis and ineffective care. It also reflects structural ageism, where age becomes a basis for undervaluing knowledge, memory, and bodily awareness factors that should instead inform personalized treatment.
For some participants, the quality of healthcare was directly associated with interpersonal respect. The way elders are spoken to and whether they are listened to deeply shapes their perception of care.
“When they greet you well and ask how you are feeling, it already makes you feel half healed. But when they are rude, it hurts.”— Female, 78 years old, 9 July 2025, Chamwino Health Post

This statement illustrates the therapeutic role of empathy in healthcare. Respectful interaction is not a luxury but a component of healing, especially for elderly persons who may feel marginalized. Elder-sensitive training should prioritize kindness, active listening, and emotional presence as professional healthcare values.
Despite Tanzania’s policy of free healthcare for elders, some participants reported informal payments or being asked to purchase basic supplies and drugs out-of-pocket, making services inaccessible.
“They say healthcare is free, but when you get there, they tell you to buy gloves or medicine. If you don’t have money, they send you home.”— Male, 76 years old, 10 July 2025, Nzuguni Health Center

This quote reflects systemic inconsistencies between healthcare policy and practice. Elderly persons, often financially vulnerable, are disadvantaged when required to bear unexpected costs. This undermines trust in public health institutions and deters service use among the most economically marginalized.

Participants also expressed that overcrowding and under-resourced facilities worsened their experience, especially when coupled with limited physical mobility.
“There are too many people, and the benches are hard. If you sit for hours, your back hurts. But you have no choice.”— Female, 80 years old, 12 July 2025, Makole Hospital

This statement highlights the inadequacy of health infrastructure in meeting the physical needs of elderly persons. Aged bodies require comfort, rest, and accessibility, none of which are ensured in overcrowded facilities. Investing in elder-friendly infrastructure is vital to improve care delivery.
A recurring theme in the interviews was the emotional impact of being treated as irrelevant or expendable due to age. This sentiment often emerged in moments of acute illness.
“Sometimes I think they believe our time has passed. They don’t try hard to help, as if saving us is not worth the effort.”— Male, 77 years old, 13 July 2025, Makulu Ward

This quote reveals the damaging internalization of ageist attitudes. When healthcare systems send implicit messages that older lives are less valuable, it not only demoralizes patients but violates ethical principles of care equity. Social work advocacy must challenge such attitudes and elevate the rights of elders in clinical practice.

Several respondents emphasized the role of social networks and family support in accessing care. Without these, many elders felt stranded or unsupported during their hospital visits.
“If my daughter doesn’t escort me, I can’t go. I don’t know how to explain things or who to talk to alone.”— Female, 73 years old, 14 July 2025, Chamwino Ward

This reflection shows that health access is not just institutional it’s relational. Without caregivers or family, elders face physical, communicational, and psychological barriers. There is a pressing need to integrate social support systems, including trained volunteers or community aides, into elder care services.
A few participants lamented the absence of geriatric specialists or staff trained in dealing with the complex needs of older adults.
“They treat us like everyone else. But at our age, things are different. We have different pains, different problems.”— Male, 70 years old, 15 July 2025, Makole Health Center

This quote underscores the need for differentiated care. A one-size-fits-all approach fails to account for the multi-dimensional health realities of elderly patients. Integrating gerontology into health training curricula could greatly enhance responsiveness and outcomes for this growing demographic.
Elders also reported feelings of fear or intimidation when approaching health providers, especially when previous encounters were negative or dismissive.
 “You feel nervous to talk. What if they scold you? So you just nod and go home, even if you didn’t understand.”— Female, 74 years old, 16 July 2025, Kikuyu North Dispensary

This quote captures a power imbalance that silences elderly voices. Fear of ridicule or mistreatment discourages open communication and limits access to adequate care. Creating a supportive environment where elders feel safe to ask questions and seek clarification is essential to inclusive care.
Some participants noted inconsistencies between different facilities, suggesting that the quality of healthcare often depends on individual workers rather than a standardized system.
“At one hospital, the doctor was very kind. At another, they shouted at me. It depends on your luck.”— Male, 79 years old, 17 July 2025, Nzuguni Clinic

This observation points to a lack of consistency in service quality. Elder care should not rely on “luck” but be institutionalized through clear standards, monitoring, and accountability. Addressing variability in provider behavior is crucial for establishing trust in the public health system.
For some elders, their overall perception of healthcare quality was linked to a deeper sense of societal neglect of being forgotten or undervalued by the systems they helped build.
“We are like dry leaves now. No one listens, no one cares. The hospital is just another place where you are reminded that you are old and unimportant.”— Female, 81 years old, 18 July 2025, Makulu Dispensary

This powerful quote reflects emotional and existential dimensions of exclusion. Healthcare becomes a mirror of broader societal disregard. For social workers and policy-makers, this serves as a wake-up call to recognize and affirm the dignity of elders through policy, practice, and discourse.
Across multiple groups, participants echoed the frustration of being made to wait longer than younger patients. Elders collectively felt that their age disqualified them from being treated with urgency. These delays were perceived as systemic neglect and age-based discrimination rather than mere operational issues.
“You sit from morning to afternoon, but they call younger people first. We feel like we are no longer important.”— FGD, 4 July 2025, Nzuguni Ward Community Hall

This quote illustrates how long waiting times foster a sense of exclusion among elderly persons. Repeated experiences of being deprioritized contribute to psychological distress and reluctance to seek future care. Addressing this perception requires strict enforcement of elder-prioritization policies and capacity-building among frontline staff on age-sensitive triage.
Focus group participants often emphasized the mismatch between health policy promises and lived reality. Many were aware of the policy granting free healthcare to elders, yet consistently experienced indirect costs or service denial.
 “They say it is free, but when you reach the hospital, you are told to buy medicine and bring your own gloves.”— FGD, 6 July 2025, Makole Subward Office

This contradiction reveals how policy implementation failures perpetuate inequality. Even small costs are prohibitive for elders without stable income, turning promised rights into inaccessible benefits. Effective oversight and budgetary allocations are essential to ensure the free care policy genuinely reaches older populations.
Participants highlighted how hospital infrastructure was not elder-friendly. Stairs, hard benches, long queues, and lack of assistance for movement all contributed to a perception of physical inaccessibility.
“The buildings are too high, the benches are too hard, and no one helps you stand or walk. We struggle in silence.”— FGD, 7 July 2025, Makulu Ward Community Shelter

This statement reflects the physical marginalization of elders in facility design and operations. When health environments are not adapted for age-related limitations, they become barriers to care. Inclusive architecture, seated waiting areas, and elder assistants are critical for creating supportive spaces for elderly health seekers.
Participants commonly lamented the lack of respect and warmth in how health staff interacted with them. This lack of interpersonal sensitivity was as distressing as clinical neglect.
“Some nurses don’t even greet you. They talk like you are wasting their time. That hurts more than the sickness.”— FGD, 8 July 2025, Chamwino Ward Multipurpose Hall

This quote underscores the emotional trauma caused by disrespectful communication. Respectful treatment is a pillar of dignified care, especially for elderly patients. Enhancing staff etiquette through training and monitoring can transform service delivery and rebuild trust between providers and elder clients.
Several groups pointed out that communication barrier due to hearing difficulties, slow speech, or lack of explanations impeded understanding and compliance with medical instructions.
“They speak fast and don’t explain. We leave with medicine, but we don’t know what it is for or how to use it.”— FGD, 10 July 2025, Kikuyu South Meeting Room

Such communication breakdowns can lead to misuse of medication, worsening of conditions, and reduced treatment adherence. Elder care requires patient-centered communication that considers sensory, cognitive, and educational differences. Training on geriatric communication should be a core part of professional development for healthcare workers.
FGD participants often spoke of emotional fear and anxiety associated with hospital visits. These feelings were rooted in past experiences of being ignored, shouted at, or poorly treated.
“You go there afraid. Not of the illness, but of how they will treat you. You feel like a beggar, not a patient.”— FGD, 11 July 2025, Makole Ward Community Hall

This testimony shows that fear of disrespect is a major deterrent to healthcare-seeking among elders. A hostile service environment undermines the goals of universal health access. Building empathy in health professionals and ensuring complaint mechanisms for elder abuse are necessary to restore safety and confidence.

Many groups emphasized the inconsistency of services across different facilities or even across days of the week. This unpredictability made it difficult to plan or trust in the healthcare system.
“Today they treat you well, tomorrow they ignore you. It depends on who is working that day.”— FGD, 12 July 2025, Nzuguni Elderly Association Center

This quote illustrates the systemic instability that disrupts care continuity. Variability in service quality reflects gaps in supervision, professional standards, and accountability mechanisms. Standardized protocols and performance monitoring can help reduce disparities and promote uniform elder-friendly service delivery.
Participants acknowledged the compassion of a few individual healthcare providers who went out of their way to help. These rare experiences stood in stark contrast to the norm and were deeply appreciated.
“There is one young doctor who treats us with kindness. We pray he never gets transferred.”— FGD, 13 July 2025, Makulu Elders’ Group Meeting

This quote suggests that individual empathy can significantly improve elders’ perception of healthcare. However, reliance on individual goodwill rather than systemic practice exposes elders to inconsistent experiences. Institutionalizing compassionate care through training, incentives, and leadership is essential for sustained improvement.
Most participants linked their difficulties in accessing care with economic hardship. Even small costs transport fare, prescribed drugs, or required forms were described as insurmountable.
“We have no pension, no income. Even 1,000 shillings is a lot. So we stay home with the pain.”— FGD, 14 July 2025, Chamwino Ward Elders' Meeting House

This quote reinforces the idea that healthcare access is shaped by economic realities. For elders without stable income or family support, healthcare becomes a luxury. This calls for stronger social safety nets, targeted subsidies, and community-based elder support systems.
Participants emphasized that elders living alone or without adult children were particularly disadvantaged. Healthcare access, they explained, depended heavily on social support systems.
“If you have no one to take you, you don’t go. We depend on children or neighbors for everything.”— FGD, 15 July 2025, Kikuyu North Ward Meeting Room

This statement reflects the dependency and vulnerability of elders who lack caregivers. Public healthcare must be linked with community support interventions such as mobile clinics, escort services, or volunteer networks to address the social barriers impeding access for isolated elders.
Some groups noted the presence of favoritism and corruption, where staff reportedly prioritized those who paid bribes or had personal connections.
“If you know someone or give something small, they treat you quickly. If not, you wait until you give up.”— FGD, 16 July 2025, Makole Ward Social Center

This troubling quote suggests a breakdown of equity and ethics in health service delivery. Informal payments further marginalize poor elders and deepen distrust. Stronger governance, transparency, and anonymous reporting systems are needed to tackle corruption and promote fair access for all.
Participants reported that certain providers seemed annoyed by repeated visits from elders, particularly those with chronic conditions needing regular check-ups.
“They say ‘you again?’ when we return for medicine. But what can we do? Our age brings sickness.”— FGD, 17 July 2025, Nzuguni Ward Elders’ Hall

This quote shows how routine healthcare needs are met with disdain rather than understanding. Chronic conditions are part of ageing, and treating elderly patients with respect in repeated interactions is crucial. Geriatric sensitivity training is necessary to shift provider attitudes and expectations.
In most FGDs, participants expressed a collective sentiment of abandonment. They believed the government had forgotten about them and that healthcare neglect was a reflection of broader societal disregard.
“We built this country, but now we are ignored. Even hospitals remind us we are not needed anymore.”— FGD, 18 July 2025, Makulu Ward Community Meeting

This powerful statement encapsulates the emotional reality of being an ageing citizen in a society where institutional systems fall short. The healthcare experience becomes a symbol of broader marginalization. Advocacy for elder rights must go beyond technical fixes and promote respect, inclusion, and generational justice.
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This section presents findings related to the socio-cultural factors that shape the healthcare-seeking behaviors of elderly persons in Dodoma City Council. Through in-depth interviews and focus group discussions, participants revealed how cultural beliefs, spiritual practices, gender roles, social expectations, and intergenerational dynamics significantly influence their decisions to seek or delay healthcare. These socio-cultural influences often intersect with structural barriers, creating complex behavioral patterns that extend beyond individual choice.
The findings underscore how elders’ perceptions of illness, healing, and aging are embedded in deeply rooted cultural and social norms. For many, health-seeking is not only a medical decision but also a spiritual, communal, and moral act governed by traditional values, familial responsibilities, and gendered expectations. This section explores these intricate factors, providing insight into how they either support or hinder access to timely and appropriate healthcare services among the elderly population in Dodoma.
Many elderly participants revealed that long-standing cultural norms discouraged them from seeking formal medical care unless the illness was perceived as life-threatening. Self-medication or waiting for the condition to worsen was commonly practiced due to internalized cultural resilience.
“In our tradition, we don’t rush to the hospital for small things. We wait. Sickness passes with rest and prayers.”— Male, 71 years old, 5 July 2025, Nzuguni Ward

This quote illustrates how cultural constructs of strength and endurance shape healthcare-seeking behavior. Seeking care only in severe cases may delay timely interventions, increasing health risks. Social workers and community health educators must respect these beliefs while sensitively promoting early health-seeking behavior as a preventive measure.
Participants emphasized that strong faith and spiritual beliefs often led elders to rely on prayer or religious rituals as a first line of healing. Some even considered illness as a divine test or punishment.
“We believe that God is the true healer. Before going to hospital, we pray and fast. If healing doesn’t come, then we go.”— Female, 68 years old, 6 July 2025, Chamwino Ward

This quote reflects how spiritual practices influence health behavior. While faith can offer comfort, it may also delay access to clinical care. Health promotion campaigns must collaborate with faith leaders to harmonize spiritual healing and modern medicine for timely interventions among elders.
Gender norms also shaped healthcare behavior. Several male participants indicated reluctance to seek help, linking it to cultural ideals of masculinity and self-reliance.
“As a man, you don’t want to show weakness. Going to hospital all the time makes people think you are finished.”— Male, 74 years old, 7 July 2025, Makulu Ward

This narrative shows how gendered expectations discourage help-seeking among older men. Masculinity norms that equate vulnerability with weakness create internal barriers to care. Community outreach must address these perceptions to normalize healthcare as a strength-based and responsible act for men of all ages.
Women participants expressed that caregiving duties often came before their own health needs. Some avoided seeking care because they lacked someone to cover household responsibilities.
“If I go to the clinic, who will cook or care for my grandchildren? I go only when I am very sick.”— Female, 70 years old, 8 July 2025, Makole Ward

This quote illustrates how caregiving roles can hinder women’s access to timely care. Gendered division of labor in older age reinforces sacrifice and neglect of personal well-being. Elder-focused health programs must integrate community and family support structures to ease this burden and improve access for elderly women.
Some elders delayed or avoided hospital visits due to community stigma associated with certain illnesses especially chronic diseases and disabilities, which were often misunderstood or spiritualized.
“People say if you’re always sick, it’s because of curses or bad spirits. You start to hide it instead of going to hospital.”— Female, 76 years old, 9 July 2025, Kikuyu North

This comment reveals how stigma reinforces secrecy and delays health-seeking behavior. Misconceptions linking illness to curses isolate elderly patients and obstruct access to formal care. Health workers and social workers must confront these stigmas through culturally appropriate education and community dialogue.
Participants described a preference for traditional healers, especially for illnesses that were believed to originate from spiritual or ancestral causes.
“We first go to the mganga. Some diseases don’t come from the body they come from the spirits. The hospital can’t treat those.”— Male, 73 years old, 10 July 2025, Chamwino Ward

This quote shows the enduring cultural legitimacy of traditional medicine. For many elders, spiritual and biomedical explanations co-exist. A collaborative model between hospitals and certified traditional practitioners may increase healthcare utilization while respecting cultural worldviews.
Some elders felt ashamed to disclose their health problems, especially reproductive or personal illnesses, due to cultural taboos and modesty expectations.
“There are sicknesses you can’t talk about freely at this age. It’s embarrassing. Even to doctors.”— Female, 69 years old, 11 July 2025, Makole Health Center

This quote reflects the silence imposed by cultural taboos around intimate health issues. When shame overrides urgency, elders may delay or avoid treatment altogether. Gender-matching between patients and providers, and private consultation spaces, can help foster trust and openness in elder care.
Intergenerational advice shaped decisions too. Some elders described how younger relatives influenced when and where they sought care, sometimes even discouraging hospital visits due to cost or fatalism.
“My son says, ‘you’re old, even if you go, they can’t cure you.’ So I just stay home.”— Male, 75 years old, 12 July 2025, Nzuguni Ward

This quote exposes ageist attitudes embedded in family dynamics. When elders internalize such beliefs, they may surrender their right to healthcare. Social work intervention is critical in empowering older persons and challenging dismissive attitudes that devalue elder lives within households.
The concept of aging with dignity also influenced health decisions. Some participants felt that constantly seeking care or showing frailty was inconsistent with a graceful old age.
“When you grow old, you are supposed to accept some things. Too much complaining or hospital-going makes you look pitiful.”— Female, 78 years old, 13 July 2025, Makulu Ward

This perception links aging with silent endurance. While culturally admired, such stoicism can prevent timely intervention. Health messaging should reframe help-seeking as responsible rather than shameful, and reorient the definition of dignified aging to include proactive healthcare access.
Some elders reported that traditional gender roles made it difficult for women to make independent health decisions, especially when their husbands disapproved.
“Even if you feel sick, you must ask your husband first. If he says wait, you wait.”— Female, 66 years old, 14 July 2025, Chamwino Ward

This quote highlights power imbalances in health decision-making, especially among older couples. Disempowered women may endure prolonged suffering due to marital control. Health outreach programs must integrate gender equality and couple education to promote shared health decision-making among elderly couples.
Participants noted that village and religious leaders played an influential role in shaping health behavior, especially when they endorsed or discouraged hospital care.
 “If the pastor says go to the hospital, we go. If he says pray, we pray and stay home.”— Female, 72 years old, 15 July 2025, Kikuyu South

This quote reveals the persuasive power of community leaders over elder health behavior. Partnering with religious and local leaders in health promotion campaigns can expand outreach and improve service uptake by leveraging trusted social institutions.
Some participants described the cultural expectation of remaining strong for the family, which discouraged seeking help or revealing pain to avoid burdening others.
“We are the elders; we must show strength. If we complain, the young ones get worried. So we keep quiet.”— Male, 79 years old, 16 July 2025, Makole Ward

This quote shows how caregiving expectations can operate in reverse. Elders become emotional protectors, masking their suffering for the sake of younger family members. Social work practitioners should educate families to create safe emotional spaces where elders can express health concerns without guilt.
Finally, cultural norms around food and herbal remedies influenced the use of home-based treatments over formal healthcare services.
“We boil herbs and use local food to heal. These are our ways from long ago. Hospitals are for the young generation.”— Female, 80 years old, 17 July 2025, Makulu Dispensary

This quote reflects the persistence of traditional health practices. While many home remedies are harmless, exclusive reliance on them for serious conditions can be dangerous. Community health programs should validate useful practices while sensitively correcting harmful beliefs through respectful dialogue and demonstration. Cultural ideas about aging and suffering were common themes. In several FGDs, elders described how being in pain was seen as a normal part of aging, and therefore not always deserving of medical attention.
“When you reach our age, pain is expected. You don’t need to rush to hospital unless you feel you are dying.”— FGD, 4 July 2025, Chamwino Ward Elders’ Hall

This quote highlights cultural normalization of illness in old age. Such beliefs discourage early intervention and reinforce resignation among elders. Health education must address these perceptions by promoting health as a right at every stage of life and debunking the myth that aging and suffering are inseparable.
Participants consistently shared that strong religious beliefs often led them to prioritize spiritual solutions over medical ones. For many, prayer, fasting, or visiting a pastor took precedence over visiting a clinic.
“We first go to church. We pray, and if healing doesn’t come, then maybe we think of going to hospital.”— FGD, 6 July 2025, Makole Ward Community Center

This quote reflects the spiritual dimension of health-seeking. While religion provides emotional support, overreliance can delay timely care. Integrating religious leaders into health promotion campaigns can help bridge the gap between faith and medicine, fostering better care-seeking among elders.
In several groups, men expressed hesitation to seek care due to gendered expectations. Seeking help was seen as weakness, while enduring pain was viewed as a sign of strength and manhood.
“A man must be strong. Going to hospital too much makes people think you are finished.”— FGD, 7 July 2025, Nzuguni Ward Meeting Room

This quote reveals how masculine ideals hinder male elders from accessing healthcare. Social norms that discourage vulnerability reinforce late-stage health-seeking. Health outreach tailored to older men should emphasize that seeking care is a responsible, protective act not a sign of weakness.
Elderly women spoke of being overburdened with family responsibilities, often sacrificing their own health needs to fulfill caregiving roles within the household.
“If I fall sick, I wait until I finish with the housework. Sometimes by the time I go, the sickness has worsened.”— FGD, 8 July 2025, Kikuyu South Ward Community Hall

This comment underscores how gender roles delay women’s health-seeking behavior. Elderly women often prioritize family needs over their own health, reflecting entrenched expectations of selflessness. Supporting caregivers and promoting shared responsibilities at the household level is crucial for improving access to care.
In many FGDs, participants described how community stigma influenced care decisions. Being seen as frequently ill or reliant on healthcare was viewed negatively and associated with spiritual weakness or curses.
“People say if you keep going to hospital, you have bad luck or were cursed. So you try to keep quiet.”— FGD, 9 July 2025, Makulu Ward Elders' Center

This quote illustrates how stigma deters elders from seeking help, especially for chronic or poorly understood illnesses. Health education should directly address these myths and promote supportive dialogue within communities to reduce shame and suspicion surrounding illness and treatment.
The preference for traditional healers over biomedical services emerged across groups. Elders believed that some conditions, especially spiritual or ancestral illnesses, could only be treated traditionally.
“The hospital cannot treat everything. Some problems need herbs or someone who knows the spirits.”— FGD, 10 July 2025, Chamwino Ward Community Shelter

This quote shows the continued cultural relevance of traditional medicine. While traditional healing has social and spiritual value, reliance on it for biomedical issues can be harmful. Collaboration between health systems and vetted traditional practitioners could foster referrals and respectful care continuity.
Gender dynamics within households also impacted women’s ability to make health decisions. Some participants revealed that husbands’ approval was needed before seeking care.
“You cannot just go to hospital without informing your husband. Even when sick, you must wait for him to decide.”— FGD, 11 July 2025, Makole Ward Elders’ Hall

This finding reflects patriarchal norms that suppress women’s autonomy. Delayed decision-making due to marital power imbalances puts elderly women at risk. Elder care programs should engage both partners in health education and empower women to make timely decisions regarding their well-being.
Several elders noted that healthcare is seen as something for the young, and that older people should rely on wisdom, rest, or prayer rather than medicine.
“Hospitals are for the young. We old ones are supposed to be quiet and wait for nature to take its course.”— FGD, 12 July 2025, Nzuguni Ward Community Shelter

This quote reflects fatalistic beliefs that exclude elders from modern healthcare. Cultural ideals of silent endurance may reduce access to life-saving care. Social workers and community health officers must challenge these views through intergenerational dialogue and elder empowerment campaigns. Elders shared that advice from family members, especially adult children, played a big role in determining whether or not they would seek formal healthcare.
“If my children say ‘go,’ I go. If they say wait, I wait. They know more, and I depend on them.”— FGD, 13 July 2025, Kikuyu North Elders’ Meeting Room

This shows how intergenerational influence shapes elder decisions. While family support is vital, it can sometimes result in delayed care when misinformed. Family-focused health education should promote respectful elder autonomy while encouraging informed and supportive decision-making by relatives.


Shame and embarrassment around discussing private health issues especially for reproductive, urinary, or bowel problems was a major theme in both male and female groups.
“We don’t talk about those kinds of problems openly. You just keep it to yourself until it becomes serious.”— FGD, 14 July 2025, Chamwino Ward Community Center

This quote highlights how cultural modesty and taboos discourage timely disclosure of sensitive health issues. Private consultation rooms, same-gender providers, and trained elder counselors can help mitigate these barriers and create safe spaces for open discussions. In several groups, elders linked illness to ancestral punishment or community wrongdoing. This belief discouraged medical care and encouraged ritual cleansing or family reconciliation first.
“Some sickness comes when the ancestors are not happy. No medicine will help unless the family performs a cleansing.”— FGD, 15 July 2025, Makulu Ward Social Hall

This spiritual interpretation of illness influences treatment-seeking pathways. While culturally significant, it may delay medical care. Health practitioners need cultural competence to understand these worldviews while offering clear explanations about when medical intervention is essential.
Participants noted that cultural pride and the desire not to appear weak often made elders conceal their symptoms or downplay pain.
“If you cry about every pain, people will say you are not aging well. So we learn to keep quiet.”— FGD, 16 July 2025, Makole Ward Elders’ Meeting Room

This quote reveals how cultural expectations of “aging gracefully” suppress self-advocacy for health. Such silence, though admired, poses risks. Community messaging should redefine dignified aging to include proactive care, resilience, and open communication about health concerns. Finally, food and herbal knowledge passed down through generations was cited as the first step before seeking outside medical intervention.
“Our grandmothers taught us about roots and special foods. If we feel sick, we try those first before going to the hospital.”— FGD, 17 July 2025, Nzuguni Ward Elders’ Meeting

This quote illustrates the cultural continuity of natural remedies and food-based healing. While often harmless, exclusive reliance on them for serious conditions can delay care. Healthcare outreach must validate useful indigenous practices while educating on when professional medical help is necessary.
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This section explores the coping mechanisms employed by elderly persons in Dodoma City Council as they navigate the various barriers to accessing healthcare services. Despite policy promises of free and equitable healthcare for older adults, many face persistent challenges such as long waiting times, medication shortages, financial constraints, discrimination, and inadequate infrastructure. These structural limitations compel elders to adopt diverse coping strategies that reflect both resilience and vulnerability.
Through in-depth interviews and focus group discussions, this study reveals how elderly individuals rely on personal endurance, social networks, traditional remedies, modified health-seeking behaviors, and psychological strategies such as emotional detachment and humor. These adaptive mechanisms not only demonstrate the resourcefulness of older adults but also expose the gaps in the healthcare system that force them into such choices. The findings presented in this section highlight the urgent need for elder-centered reforms, improved support services, and integrated social work interventions to reduce the burden of coping and ensure dignified access to healthcare.
Elders often develop practical strategies to avoid long queues, such as arriving very early in the morning even when it involves physical strain or risk. This was a widely shared tactic to improve chances of being served.
“I leave the house before sunrise, sometimes even before I eat. That way I can be among the first in line.”— Female, 72 years old, 4 July 2025, Makole Dispensary

This quote highlights how elders sacrifice comfort and safety to access services. It demonstrates resilience, but also exposes how service inefficiencies force vulnerable populations to adapt under strain. Improving triage systems for elderly prioritization could reduce unnecessary hardship.
Some elderly persons rely heavily on social networks, particularly neighbors and extended family, for transportation, interpretation, or emotional support during hospital visits.
“I wait until my neighbor is free. She helps me walk, talk to nurses, and explains what they say to me.” — Female, 75 years old, 5 July 2025, Nzuguni Ward

This quote emphasizes the central role of informal caregiving. Social capital becomes a survival tool where institutional support is weak. Strengthening community-based elder support systems could institutionalize this reliance into a more predictable, formal framework. To cope with the unaffordability of prescribed drugs or service charges, many elders reported using herbal remedies or locally available alternatives.
“If the medicine is too expensive, I boil neem leaves or chew roots like our parents used to. It helps, even if not fully.”— Male, 70 years old, 6 July 2025, Chamwino Ward

This coping strategy reflects cultural continuity and economic necessity. While some herbal practices may be effective, others may be inadequate or even harmful. Community education should integrate safe traditional practices while promoting timely medical treatment when necessary. Elders often described enduring pain or postponing care entirely due to fear of mistreatment, long queues, or financial cost.
“Sometimes I just sleep through the pain and pray. If it gets better, I thank God. If it doesn’t, then I think of going.”— Female, 78 years old, 7 July 2025, Makulu Ward

This quote highlights spiritual endurance as a coping mechanism. While it demonstrates strength, it also signals quiet suffering and resignation. Social workers must address such emotional suppression and help create more accessible, compassionate healthcare environments.
Participants described self-medicating using leftover or shared prescriptions from previous visits or other family members.
“I keep medicine from last time. If the same symptoms come back, I use it again instead of going back.”— Male, 74 years old, 8 July 2025, Makole Health Center

This practice is economically motivated but medically risky. It illustrates how poverty and mistrust in the system lead to compromised health behaviors. Health providers should improve education on medication safety and consider flexible refill policies for chronic patients.

Some elders shared that they intentionally delay going to the hospital to avoid being scolded or humiliated by health workers.
“I wait until I’m really weak. Then I go, hoping they will feel sorry instead of shouting at me.”— Female, 69 years old, 9 July 2025, Kikuyu North Dispensary

This emotionally-driven strategy reveals the deep psychological toll of healthcare discrimination. Elder care should prioritize kindness, dignity, and respectful communication to reverse fear-based coping mechanisms and encourage earlier service use.
To cope with distance and transportation issues, some elders arrange to attend multiple appointments or collect different medicines in one visit.
“If I go, I ask for everything at once check-ups, medicines for this month and the next. I can’t keep going back and forth.” — Male, 77 years old, 10 July 2025, Nzuguni Health Facility

This strategy reflects how logistical constraints shape healthcare behavior. While efficient from the elder’s point of view, it may not align with treatment timelines. Flexible scheduling and mobile clinics could address these mobility and cost-related challenges. Others reported skipping meals or personal essentials to save money for healthcare-related expenses, especially medications.
“If I know I’ll go to hospital, I reduce my food for some days. That way I can save a little to buy medicine.”— Female, 73 years old, 11 July 2025, Chamwino Ward

This quote reveals the harsh trade-offs elders make to maintain health. Food insecurity and economic vulnerability intersect with healthcare access. Social protection schemes like health vouchers and nutritional support are essential for this demographic.
Some elders have become skilled in navigating systems informally learning whom to talk to, what to say, or even when to visit for better treatment.
“I know which days the kind nurse is there. If I go then, I get better help without stress.”— Male, 76 years old, 12 July 2025, Makulu Dispensary

This strategy shows how elders compensate for unpredictability through observation and experience. However, it also points to systemic inconsistency in service quality. Institutionalizing quality standards can reduce dependency on staff personalities and luck.
Elders often cope with lack of support by emotionally detaching themselves from expectations of fairness or dignity in care.
“I don’t expect much anymore. I just go, sit quietly, and take whatever they give me.”— Female, 80 years old, 13 July 2025, Kikuyu South Ward

This passive coping strategy indicates emotional withdrawal and psychological exhaustion. It reflects deep-seated despair rather than resilience. Empowering elders through health rights education and feedback mechanisms can help restore agency and voice.
Participants described rotating clinic visits among peers, where one person attends and returns with medicine for others with similar conditions.
“If one of us is strong enough, they go and collect medicine for two or three others. We support each other like that.”— Female, 74 years old, 14 July 2025, Makole Ward

This cooperative strategy underscores community solidarity among elders. It helps overcome mobility barriers but raises concern about misdiagnosis or incorrect dosages. Creating structured peer-support systems could formalize these efforts while ensuring safety.
A few participants disclosed that they sometimes pretend to have urgent or different symptoms just to get faster service.
“If you don’t exaggerate your problem, they make you wait. So I say it’s worse than it is to get attention.”— Male, 73 years old, 15 July 2025, Chamwino Clinic

This manipulative tactic reflects desperation and mistrust in the system. It reveals how elders feel compelled to distort their condition to secure care. Addressing root causes delays, triage inefficiency, and ageism can reduce such behaviors.
Lastly, many elders described using humor and storytelling as a way to emotionally cope with recurring frustrations in the health system.
“Sometimes we just laugh about it. If you don’t, you’ll cry. Telling stories helps ease the pain of being ignored.”— Female, 79 years old, 16 July 2025, Makulu Ward

This quote speaks to the emotional resilience elders cultivate through shared narratives and humor. While this offers psychological relief, it also masks deeper frustrations. Group therapy, elder clubs, and storytelling forums could harness this coping style in a therapeutic and empowering way.
Elderly individuals in Dodoma City often navigate a healthcare system marked by exclusion, unpredictability, and emotional neglect. In the face of such systemic shortcomings, they adopt a variety of coping mechanisms to maintain access to care. These strategies are not simply responses to isolated incidents but reflect long-term adaptations to structural inadequacies, including economic hardship, ageist discrimination, and infrastructural barriers.
“When I fail to go to the hospital, I ask my neighbor to go and collect the medicine for me. Sometimes I even give them my ID and card.”— FGD, 16 July 2025, Makole Ward Elders’ Meeting Room

This quote demonstrates the reliance on community solidarity as a practical coping strategy. In a context where transport costs and physical frailty impede hospital visits, elderly individuals delegate tasks to trusted neighbors. Such arrangements illustrate the informal networks that substitute for institutional support, but they also raise concerns around data protection and errors in medication handling. Social policy must strengthen home-based outreach services to complement such community-driven strategies.
In many discussions, participants mentioned their increasing dependence on traditional remedies as a fallback when formal healthcare was inaccessible. This strategy, while culturally embedded, also reflects systemic failure in delivering consistent services.
“We boil herbs and apply them or drink. These are the ways of our elders. When hospitals fail us, we go back to nature.”— FGD, 13 July 2025, Makulu Elders’ Group Meeting

This statement illustrates the coping role of indigenous knowledge systems. While some herbal remedies may provide relief, their unregulated use poses risks when substituted for biomedical treatment. Nonetheless, the retreat into traditional practices reflects a coping strategy rooted in cultural continuity and necessity. Integrating traditional practitioners into health promotion initiatives could bridge the gap between customary practices and formal care.
Financial improvisation is another widespread survival strategy. Elders who lack income engage in ad hoc efforts to raise funds for medicine, transport, or required documentation often through borrowing or small-scale selling of goods.
“If I don’t have money, I sell groundnuts or borrow from my daughter. That is how I manage to go for check-ups.”— FGD, 14 July 2025, Chamwino Ward Elders' Meeting House

This quote reflects how economic vulnerability forces elders to engage in informal micro-economies to meet health costs. While this reflects agency and resilience, it is also a symptom of deeper structural neglect. A functioning pension system or conditional cash transfers for health could offer a more sustainable alternative to these reactive coping strategies.
Participants also shared their use of prayer and spiritual rituals as emotional and psychological coping mechanisms, especially when healthcare outcomes were uncertain or distressing.
“When I don’t get the help I need, I just pray. God knows our pain even when the doctor ignores us.”— FGD, 15 July 2025, Kikuyu North Ward Meeting Room

Spiritual coping provides elders with a sense of emotional resilience and control in disempowering healthcare environments. While this offers psychological comfort, it may also delay proactive health-seeking. Spirituality remains a key dimension of coping for many elders and should be incorporated respectfully into holistic elder care frameworks.
Many participants indicated that they deliberately reduce their frequency of hospital visits to avoid mistreatment, long queues, or high costs. This form of ‘strategic withdrawal’ is a passive coping strategy that reflects resignation rather than adaptation.
“I only go when I feel I will die. Going too often is a waste of time and energy.”— FGD, 17 July 2025, Nzuguni Ward Elders’ Hall

Such comments reveal a dangerous threshold for health-seeking behavior. Delayed treatment not only worsens outcomes but also signals deep disillusionment with service provision. Health workers must be trained to restore trust, while community-based interventions can serve as a first point of contact to mitigate late-stage care-seeking.
Finally, the emotional resilience cultivated through shared storytelling and peer support emerged as a powerful collective coping strategy. Many elders gain strength by discussing experiences in their community gatherings or religious groups.
“When we sit together like this and talk, I feel less alone. At least I know others face the same challenges.”— FGD, 18 July 2025, Makulu Ward Community Meeting

This quote reveals the therapeutic value of peer solidarity among elderly persons. Group dialogue becomes a space for emotional release, practical advice, and moral support. Social work practitioners and healthcare outreach teams can harness these existing networks to deliver psychosocial support and health education more effectively.
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The findings of this study provide deep insight into the multifaceted realities of healthcare access among elderly persons in Dodoma City Council. This section critically discusses those findings in light of the study's initial problem statement, objectives, theoretical underpinnings, and relevant empirical literature. The aim is to demonstrate how these elements collectively illuminate the systemic, socio-cultural, and behavioral complexities that shape the health-seeking experiences of older adults in urban Tanzania.
The study began with the recognition that despite clear policy mandates such as Tanzania’s National Ageing Policy (URT, 2003; revised 2024) guaranteeing free healthcare for persons aged 60 and above, older adults continue to face systemic barriers to healthcare access. The empirical findings affirmed this concern by showing that the elderly often experience long wait times, dismissive communication, lack of age-appropriate infrastructure, and hidden out-of-pocket costs. These findings reveal a significant policy-practice gap a recurring challenge noted in the literature (Mubyazi & Bloch, 2006; Luhende, 2020; HelpAge International, 2019).
From a theoretical perspective, these discrepancies between policy and lived experience are aptly explained by the Social Model of Disability. This model frames disability and by extension, elder marginalization not as a personal deficit but as the consequence of social and institutional barriers (Oliver & Barnes, 2012). In the case of Dodoma’s elders, the health system’s inability to accommodate the slowness of mobility, hearing difficulties, and emotional needs of ageing bodies becomes a disabling factor. The frustration of being deprioritized in queues or misunderstood by medical staff is not simply an outcome of ageing, but of an environment that fails to adapt to ageing realities.
In alignment with the Cumulative Disadvantage Theory (CDT), the study also shows how lifelong socio-economic disadvantages such as poverty, informal employment, and gendered labor accumulate over time to produce constrained healthcare access in old age (Dannefer, 2003). For instance, many participants described depending on family or neighbors for transport or medication, reflecting not just immediate need but a long-standing lack of economic independence. The intersection of financial insecurity, inadequate pension coverage, and health system inefficiencies produces what CDT conceptualizes as a trajectory of deepening vulnerability in later life.
Critically, the study’s qualitative methodology anchored in interpretivist philosophy and operationalized through in-depth interviews and focus group discussions enabled the surfacing of nuanced emotional, psychological, and social dimensions often obscured in quantitative assessments. For example, perceptions of being treated as “expired” or “invisible” were not merely anecdotal complaints but pointed to a broader crisis of dignity and recognition. Such emotional marginalization, echoed in the voices of participants who felt ignored or shamed in clinical spaces, reinforces the findings of Ochieng (2015) and Moyo et al. (2020), who identified ageism and cultural stigmatization as critical obstacles to elder care.

Objective one, which sought to explore elders’ perceptions of healthcare accessibility, reveals that access is not merely about physical proximity but about meaningful interaction, respect, and trust. The frequent delays, communication breakdowns, and inconsistent service quality speak to a failure in institutional empathy a key concern in social work ethics. Despite policy promises, the operational culture within healthcare facilities appears dominated by bureaucratic routines and youth-centric assumptions that overlook the pace, patience, and communication style required for elder care.
Objective two, examining socio-cultural factors, highlights how healthcare-seeking behavior is deeply embedded in traditional beliefs, gender roles, and spiritual values. While these factors provide coping tools such as prayer and herbal remedies they also act as barriers when they delay clinical intervention. Gender norms, in particular, pose unique challenges: older men resist help-seeking due to expectations of stoicism, while older women prioritize caregiving over self-care. These findings resonate with Rogers (2019), who noted the intersection of gender and age as a compounding determinant of delayed healthcare in elderly populations.
Importantly, the influence of spiritual beliefs and traditional medicine underscores the need for a culturally pluralistic healthcare model. Rather than dismissing traditional practices, social work and healthcare professionals must engage in culturally sensitive dialogue that builds bridges between biomedical and spiritual paradigms. This aligns with global best practices in gerontological social work, which advocate for integrative approaches that respect diverse worldviews while promoting evidence-based care (IFSW, 2014).
Objective three revealed the coping mechanisms adopted by elderly persons in response to these structural and socio-cultural barriers. These ranged from relying on neighbors for logistical support to reverting to herbal treatments or withdrawing from care altogether. While these coping strategies reflect resilience and resourcefulness, they are ultimately compensatory mechanisms that conceal systemic failure. The tendency to delay treatment until a condition is perceived as life-threatening is not merely a behavioral choice but an adaptation to a healthcare system that has proven unreliable, unaffordable, or emotionally harmful.
The findings further illuminate the fragmented and person-dependent nature of healthcare quality, where service outcomes depend more on individual staff attitudes than institutional standards. This inconsistency breeds mistrust and unpredictability, conditions that are antithetical to the principles of age-friendly health systems. Such a landscape calls for not only technical reforms such as geriatric specialization and elder-prioritization protocols but also deep organizational culture change to embed values of empathy, patience, and inclusiveness.
From a social work standpoint, these findings implicate multiple levels of intervention. At the micro level, practitioners must empower elders with information, psychosocial support, and accompaniment during clinical visits. At the mezzo level, community groups and elder associations can be strengthened to advocate collectively for improved services and to serve as platforms for peer education and solidarity. At the macro level, there is a pressing need for policy enforcement, monitoring mechanisms, and budgetary allocations that translate rights into tangible services.
In sum, this discussion underscores that elderly healthcare access in Dodoma is shaped by a confluence of systemic neglect, socio-cultural expectations, and individual adaptations. The gap between policy rhetoric and service reality reflects not only administrative inertia but a broader societal ambivalence toward aging and elder hood. Integrating the Social Model of Disability and Cumulative Disadvantage Theory helps illuminate the structural roots of these problems, while the findings grounded in lived narratives challenge both policymakers and practitioners to rethink how dignity, equity, and care are delivered to older populations in urban Tanzania.
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5.1 Summary of the Findings TC "5.1 Summary of the Findings" \f C \l "1" 
This study explored the lived experiences of elderly persons in accessing healthcare services within Dodoma City Council, guided by three specific objectives: to examine elders’ perceptions of healthcare accessibility, to understand the socio-cultural factors influencing their health-seeking behaviors, and to investigate the coping mechanisms they adopt in response to access-related challenges. Grounded in an interpretivist paradigm and using qualitative methods specifically in-depth interviews and focus group discussions the study generated rich narrative data from elders across Makole, Nzuguni, and Makulu wards.
The findings revealed that while Tanzania's healthcare policy framework guarantees free healthcare for persons aged 60 and above, older adults experience a reality marked by exclusion, disrespect, and systemic failure. Many participants described long wait times, discriminatory treatment, lack of geriatric sensitivity, and poor communication as routine encounters in health facilities. These experiences not only erode trust in healthcare institutions but also compromise elders' dignity and discourage future help-seeking. In addition to these institutional failures, socio-cultural beliefs, spiritual practices, and entrenched gender norms emerged as significant influences on elders' decisions regarding when and where to seek care. Older men often resisted seeking care to maintain social expectations of strength, while older women prioritized caregiving roles at the expense of their health. Furthermore, participants disclosed that certain illnesses were concealed due to stigma, and religious interpretations of sickness often delayed timely medical consultation.
In response to these structural and cultural barriers, elderly individuals developed a range of coping strategies. These included reliance on herbal remedies, delegation of health-related tasks to neighbors or relatives, economic improvisation such as borrowing or selling small goods, and the adoption of spiritual rituals as emotional relief mechanisms. However, these strategies were less reflective of empowerment and more indicative of the lack of accessible, dignified, and elder-friendly healthcare. The findings were analyzed through the lens of the Social Model of Disability and the Cumulative Disadvantage Theory, both of which underscore how systemic neglect and life-course inequalities interact to produce persistent vulnerability in old age.
5.2 Conclusion TC "5.2 Conclusion" \f C \l "1" 
This study set out to explore the lived experiences of elderly persons in accessing healthcare services within Dodoma City Council, guided by three interrelated objectives: to explore elders’ perceptions of healthcare accessibility, to examine the socio-cultural factors influencing their health-seeking behavior, and to identify the coping strategies employed in response to access challenges. These objectives were anchored within two complementary theoretical perspectives the Social Model of Disability and the Cumulative Disadvantage Theory which together provided a multidimensional lens for understanding how social structures, historical inequalities, and individual experiences intersect to shape the realities of ageing and healthcare access.
The integration of these theories was critical in revealing that barriers to healthcare for the elderly are not merely personal or medical, but deeply structural and social. The Social Model illuminated how institutional arrangements, physical infrastructure, and provider attitudes contribute to exclusion and marginalization. In contrast, the Cumulative Disadvantage Theory helped explain how lifelong inequalities such as poverty, limited education, and informal employment accumulate to disadvantage older adults in later life. Together, these perspectives reinforced the study’s central argument that healthcare inaccessibility among elders reflects broader patterns of social injustice and systemic neglect.
Methodologically, the qualitative case study design was instrumental in capturing the depth and diversity of elders’ lived experiences. Through in-depth interviews and focus group discussions, the study generated rich, narrative data that illuminated not only the structural barriers but also the emotional and cultural dimensions of elder healthcare access. The voices of participants revealed recurring themes of long waiting times, lack of geriatric sensitivity, hidden costs, poor communication, and cultural beliefs that delay care-seeking. These findings aligned closely with the theoretical framework, illustrating the interaction between social systems and individual agency in shaping health outcomes. The interrelationship between the study’s objectives, theoretical framework, and findings underscores the coherence of its analytical approach. Each objective built upon the other: perceptions of access highlighted systemic failures; socio-cultural influences explained behavioral responses; and coping strategies demonstrated resilience amid exclusion. Collectively, these components illuminated the multidimensional nature of healthcare access for elderly persons where institutional, economic, and cultural factors converge to determine health equity and dignity in ageing.
Ultimately, the study concludes that improving healthcare access for elderly persons in Tanzania requires more than infrastructural expansion it demands a paradigm shift toward elder-sensitive, rights-based, and socially just healthcare systems. Social work practice emerges as central to this transformation. As a discipline rooted in advocacy, empowerment, and human dignity, social work can bridge the gap between policy and practice by promoting geriatric awareness, strengthening community-based support systems, and ensuring that ageing populations are integrated into development agendas. By critically reflecting on how theoretical insights, methodological choices, and empirical findings interconnect, the study contributes both to scholarly understanding and to practical pathways for policy reform. It calls for continuous engagement among policymakers, social workers, and health practitioners to ensure that elderly persons in Tanzania are not merely passive recipients of care but active agents in shaping their health and wellbeing.

5.3 Recommendations TC "5.3 Recommendations" \f C \l "1" 
In view of the study’s findings, it is imperative that healthcare institutions and policymakers in Tanzania translate policy commitments into tangible reforms that center the lived realities of older adults. There is an urgent need to institutionalize geriatric care by training health workers in age-sensitive communication, triage, and service provision. Such training should be grounded in respect, empathy, and the principles of social justice to ensure that older persons are not merely tolerated in health facilities but welcomed and prioritized. The inclusion of gerontology in medical and social work curricula would help cultivate a new cadre of professionals equipped to address the complexities of elder care.
Healthcare infrastructure must also be reimagined to reflect the physical and emotional needs of the elderly. This includes the provision of comfortable waiting spaces, mobility assistance, elder-only service counters, and 24-hour elder-responsive emergency services. Furthermore, monitoring mechanisms must be strengthened to ensure the implementation of free healthcare policies for the elderly, including the elimination of informal payments and bureaucratic hurdles related to documentation.
Community-level interventions are equally crucial. Social work practice should be integrated into primary healthcare systems, with trained community social workers tasked with elder follow-up, home visits, and advocacy for vulnerable individuals. Religious and traditional leaders, who hold influence in shaping health behaviors, must be engaged through inclusive health education campaigns that balance spiritual beliefs with biomedical awareness. Finally, social protection mechanisms such as pensions, transport subsidies, and community-based health insurance schemes should be expanded to reduce the economic burden on elders and enable consistent access to care.

Overall, this study recommends a holistic and multi-level approach to elder healthcare, one that embeds the values of dignity, inclusivity, and social justice across all levels of policy and practice. Only then can the right to health for Tanzania’s ageing population move beyond paper promises and become a lived reality.
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Data Collection Tools

To achieve the objectives of this study, two main data collection tools will be used: an in-depth interview guide and a focus group discussion guide. These tools are designed to elicit rich qualitative information directly related to the experiences, perceptions, and coping strategies of elderly individuals in accessing healthcare services in Dodoma City Council.

APPENDIX ONE: In-depth Interview Guide

Introduction
Thank you for agreeing to participate in this interview. The purpose of this discussion is to understand your experiences as an elderly person in accessing healthcare services in Dodoma City Council. Your responses will be kept confidential and used only for academic purposes.

Section A: Background Information
1. Age

2. Gender

3. Ward/Area of residence

4. Living arrangement (alone, with family, etc.)

5. Health conditions (if any)

Section B: Perceptions of Healthcare Accessibility (Objective i)

6. Can you describe your recent experience visiting a healthcare facility?
7. How easy or difficult is it for you to access healthcare services in Dodoma City Council?
8. Do you feel that the healthcare services you receive are of good quality? Why or why not?
9. Are there specific times or conditions when access becomes more difficult?

Section C: Socio-cultural Influences on Healthcare-Seeking Behavior (Objective ii)
10. Are there any cultural or family beliefs that influence how or when you seek healthcare?
11. How do your family members or community support you in seeking healthcare?
12. Are there times when you choose not to seek medical help? What influences that decision?

Section D: Coping Strategies (Objective iii)

13. When you face challenges in getting healthcare, what do you do to cope or find alternatives?
14. Have you ever used traditional medicine or other informal ways of treatment? Why?
15. What support do you think would make it easier for you to access healthcare services?

Closing
Is there anything else you would like to add about your experience with healthcare services?

APPENDIX TWO: Focus Group Discussion Guide

Introduction
Thank you all for coming today. We are here to talk about your experiences as elderly persons accessing healthcare services in Dodoma City Council. Your views will help us understand the common challenges and support needed. This discussion is confidential and voluntary.
Warm-up Question
1. How would you describe healthcare services for elders in your area?

Discussion Questions by Objective
Perceptions of Accessibility (Objective i)

2. What are your general feelings about how easy or hard it is to get healthcare when you need it?
3. What are some of the good things or problems you face when visiting health centers or hospitals?

Socio-cultural Influences (Objective ii)

4. Are there any traditional beliefs in your community that affect when or how elders seek care?
5. How do your family or neighbors help you when you are sick or need to visit a health facility?

Coping Strategies (Objective iii)

6. What do elders in your community do when they cannot access hospital services?
7. Are there any local solutions or community efforts that help elderly people get care?
Closing Question

8. What do you think should be improved in the healthcare system to better serve elderly people like you?
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