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ABSTRACT

Introduction: Social accountability initiatives are considered a way to address inefficiencies and

improve overall health system performance. Tanzania has introduced Health Facility Governing

Committees (HFGCs) to improve social accountability of the health system. However, information on

how communities perceive these committees is lacking. This study aimed to assess the prevalence

and social determinants of the HFGCs accountability from the community perspective in Tanzania.

Methods: The research employed a cross-sectional survey design in two Tanzanian districts (Handeni

and Mbarali) selected for their contrasting health performance. Data collection took place from

July to October 2022, involving 1184 households in 31 villages/mitaa. The study measured social

accountability through a set of six questions, focusing on community support, sensitization, feedback,

trust, engagement, and overall accountability of HFGCs. Socio-demographic data such as sex, age,

education, occupation, type of health facility and district were also collected and analyzed using linear

regression to identify factors influencing perceptions of accountability.

Results: The findings revealed a low prevalence of social accountability as measured by the variables

of community awareness and engagement with the HFGCs. Only a small percentage of respondents

felt adequately informed or involved in the activities of these committees. Social determinants such

as higher education levels and certain occupations, such as business and retirement and those living

in Handeni district, correlated positively with a better perception of social accountability.

Conclusion: The study highlights significant challenges in the operational effectiveness of HFGCs in

Tanzania, with a notable disconnect between these bodies and the communities they serve. Despite

the theoretical framework for social accountability, actual community engagement remains low,

impacting the overall efficacy of health governance at the local level. Future research should focus on

improving community awareness and participation in these committees to improve their functionality

and accountability, thereby aligning with national health objectives and local needs.
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INTRODUCTION
Social accountability refers to mechanisms that en-

gage and involve citizens in policy processes to ensure 
that their views are taken into account and to hold pub-
lic officials accountable for delivering responsive ser-
vices [1,2]. Social accountability has recently emerged as 
an important mechanism for strengthening community 
engagement and local-level infrastructure, providing a 
vital link between community stakeholders and public 
service entities [1,3,4]. Ensuring accountability at the 
local and sub-national levels is therefore considered cru-
cial to achieving the ethical imperative of the Sustainable 
Development Goals’ to “leave no one behind” [5].

In the context of health systems, social accountability 
refers to the obligation of the system to recognize and 
respond to people’s needs and demands [6]. As such, so-
cial accountability initiatives are seen as a way to address 
inefficiencies and as a contributing factor to strengthen 
overall health system performance in line with the Sus-
tainable Development Goals´ aim of universal health 
coverage [5,7,8].

Tanzania represents a case where social accountabil-
ity mechanisms were introduced into the health sys-
tem immediately after its independence. After an eco-
nomic decline in the 1970s and 1980s when the gov-
ernment struggled to finance public services, a health 
sector reform starting in the 1990s aimed, among oth-
ers, to increase community participation in the decision-
making process of the different health facilities [9]. For 
that purpose, the Health Facility Governing Commit-
tees (HFGCs) were established to decentralize decision-
making authority and develop a more efficient, accessi-
ble and sustainable healthcare system [6,10,11]. Eight 
to eleven members (depending on the health facility 
level) form the HFGC, consisting of both elected mem-
bers, such as service users and private providers, and 
non-elected members, such as the facility in-charge and 
representatives from the ward development committee 
and village leaders [10].

The responsibilities of the members of the HFGCs 
include planning, budgeting, implementing, and moni-
toring service delivery at the facilities [12]. The HFGCs 
have two key functions concerning social accountability: 
to ensure the proper functioning of the facilities by hold-
ing providers accountable to community needs and to 
act as a platform for the service providers to reach out 
to the community [6].

While the role of HFGCs is seen as crucial in promot-
ing social accountability, previous research has found 
that the functionality of HFGCs in Tanzania varies 
[10,13,14]. For example, Kesale et al [15] found that 
HFGCs were active in terms of gathering the community, 
discussing community concerns and engaging in plan-
ning and budgeting processes, but they had insufficient 
capacity to mobilize resources, a lack of management ca-
pacity among their members and poor communication 
between the committees and other boards within the 
health system. As a result, a lack of social accountability

might lead to less responsive, efficient, and equitable
healthcare services [16]. Social determinants, such as ed-
ucation and health literacy, economic conditions, health
system infrastructure, governance, community network
and access to information have been shown to impact the
accountability and HFGCs ability to fulfil their mandate,
creating a context-specific implementation and outcome
[16,17]. While most existing research has focused on the
functionality and performance of HFGCs, less is known
about how the community perceives the social account-
ability of the committees. This study aimed to assess
the prevalence and social determinants of the HFGCs
accountability from the community perspective in Tan-
zania.

METHODS
Study context

The Tanzanian public health system is pyramidal,
with health services provided through a hierarchical
referral system at three levels (primary, secondary and
tertiary), most of which are provided by the government.
Primary healthcare facilities include dispensaries, health
centers and district hospitals. Dispensaries and health
centers are the first point of contact where most of the
illnesses are treated. While dispensaries provide mainly
outpatient care, health centers provide both outpatient
and inpatient care. Patients requiring a higher level of
care are referred to district hospitals. Regional Referral
Hospitals (RRHs) are found at the secondary level and
specialized, national hospitals are found at the tertiary
level, higher in the referral system [18,19].

Facilities at all levels of the health system should have
HFGCs (hospital, health center and dispensary commit-
tees) and Council Health Services Board (CHSB) at the
district level to facilitate community participation [10].
The composition and function of the committees and
boards are shown in the Supplementary material.

Study design
This study included data from a cross-sectional sur-

vey conducted between July and October 2022 in the
districts of Handeni and Mbarali (Figure 1). The study
districts were purposively selected based on the district’s
performance in the 2018 Star Rating Assessment con-
ducted by the Ministry of Health. In the assessment,
Handeni scored low, while Mbarali high [14]. Handeni
is one of 11 districts in the Tanga region located in North-
East Tanzania and the district had a total population of
384,353 in 2022 [20]. Livestock farming, hunting and
gathering, fishing, forestry and subsistence farming are
the main economic activities in the district [21]. One
hospital, one health center and five dispensaries were
selected from the district. The study was conducted in
Handeni Town Council, a semi-urban location (Figure
2a). Mbarali mainly a rural district, is one of the seven
districts of the Mbeya Region in the southern part of Tan-
zania. The district had a population of 446,336 in 2022
[20]. The main economic activities of the district include
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agriculture, fishing and business. The district has one
hospital, five health centers and thirty-four dispensaries
(Figure 2b).

Figure 1. Map of Tanzania and regions. Arrows point
to the study selected regions [20].

Data collection
Two district hospitals, three health centers and nine

dispensaries were included based on geographical acces-
sibility in both districts. A list of villages in the case of
Mbarali and neighborhoods (mitaa) in the case of Han-
deni in the catchment area of these facilities was then
compiled, resulting in a total of 31 villages/mitaa, 15
(48.4%) from Handeni and 16 (51.6%) from Mbarali.

The sample size was calculated based on a power
of 80%, a significance level of 5%, a prevalence of the
different outcomes of 50% and a non-response of 10%,
giving a total of 1184 households. The number of house-
holds in each village/mitaa was estimated based on the
population of each village/mitaa. The starting point for
inclusion in each village/mitaa was determined with
help of the local government leaders and every tenth
household was selected until the desired sample size
for the corresponding village/mitaa was reached. All
selected households participated in the survey. A team
of trained research assistants administered the question-
naire to the selected household head (man or woman),
whoever was available and interested in participating.

Outcome
Six questions representing different aspects of social

accountability were included as outcomes for this study.
The questions were developed by the research team after

reviewing the literature and considering the aim of the
study: i) Do you think the community supports activi-
ties of the health facility governing committee? ii) Do
you think the community is sensitized about activities
of the health facility governing committee? iii) Have
you ever received any feedback on the activities of the
health facility governing committee?; iv) Do you have
trust in the members of the health facility governing
committee/board?; v) Do the health facility governing
committee members collect views from the community
regarding delivery of health care services at your health
facility?; vi) Do you think members of the health facility
governing committee are accountable to the commu-
nity? Participants had to answer “Yes”, “No” or “I don’t
know”, with “No” and “I don´t know” responses being
combined in the analysis as “I don´t know” responses
were interpreted as a lack of knowledge and awareness.

Independent variables
The questionnaire collected additional information

on demographic, socioeconomic and health system fac-
tors. Sex, divided into men and women, and age, further
categorized into four groups (21-30, 31-40, 41-50 and
51-60 years) were included as demographic variables.
Two variables: education, divided into none, primary,
secondary and tertiary, and occupation, categorized as
farmer/pastoralist, business, other and retired, were
used as socioeconomic variables. Finally, the type of
facility closer to the village/mitaa (dispensary, health
center and district hospital) and the type of performing
district (Handeni, low and Mbarali, high) were used as
health system variables.

Statistical analysis
All statistics were calculated using the software R

version 2023.06.2+561. Firstly, the frequency and per-
centage of the independent variables and the different
outcomes were calculated. The answers to the six dif-
ferent questions of social accountability were used to
create a continuous index. Answering “No” was given
the value of 0 and “Yes” the value of 1, creating an in-
terval ranging from 0 to 6. Using that score as the de-
pendent variable, a linear regression analysis was per-
formed. Firstly, the sociodemographic variables were
used as separate independent variables and secondly
those variables which were statistically significant in the
univariate model were added to the multivariable linear
regression analysis. The variance inflation factor (VIF)
was used to examine the collinearity between the inde-
pendent variables in the linear regression models. Since
the VIF was below 1.9 for all variables, all variables were
included in the model.

Ethics
This study received ethical approval from

the National Ethical Review Committee in Tan-
zania – National Institute for Medical Research
(NIMR/HQ/R.8a/Vol.IX/3928). The President´s Office
Regional Administration and Local Government and

3



Hemgren Sigås et al

Figure 2. Map of the Tanga region and Handeni district (a), and the Mbeya region and Mbarali district (b). Both
maps include data on population, sex ratio, number of households and average household size [20].

relevant regional and district authorities permitted to
conduct the study in their health facility catchment area.

All participants were informed of their rights and
risks of participating in the study. Verbal consent was
obtained from community participants, and written con-
sent from healthcare workers and policymakers. Verbal
consent was preferred because, based on previous expe-
rience, it was considered more culturally appropriate for
engaging with participants. However, the verbal consent
process still met ethical standards by ensuring that par-
ticipants were fully informed about the study and volun-
tarily agreed to participate. Privacy and confidentiality
were ensured as participants´ personal details were not
linked to the information provided. The dataset used
for this study does not contain any sensitive personal
data.

RESULTS
Characteristics of participants

The total sample size included 1184 participants. Ta-
ble 1 shows the distribution of the characteristics of
the study population. There was a higher participation
of women than men but relatively equal participation
across age groups, with slightly higher participation in

the 51-60 age group (31.5%). Almost two-thirds of the
participants referred to having completed primary edu-
cation and the majority were engaged in agriculture or
pastoralism as occupation (71.5 %). Most of the partici-
pants reported that the nearest health care facility was a
dispensary (40.1%).

Accountability
A low prevalence regarding all dimensions of social

accountability was observed, with positive answers rang-
ing from 4% on the question about receiving feedback
from the HFGC to 20.2% who thought that the commu-
nity supported the activities of the HFGCs (Table 2).

The linear regression analysis showed in the crude
model that social determinants such as education, oc-
cupation and the type of district were associated with
an increased prevalence of social accountability. When
adjusted, the three variables remained statistically sig-
nificant. Those with medium (β=0.34; 95% CI: 0.05-0.62)
and high education (β=0.74; 95% CI: 0.27-1.21) and those
with other (β=0.31; 95% CI: 0.01-0.62) and retired (β=0.76;
95% CI: 0.27-1.24) as occupation had a higher score in the
social accountability index compared to their reference
groups. Finally, those living in Mbarali scored less than
those from Handeni (Table 3).
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Table 1. Frequency and percentages of sociodemographic
characteristics among the study participants.

Characteristics N=1184 n (%)

Sex

Men 375 (31.6)

Women 811 (68.4)

Age (years)

20-30 230 (19.4)

31-40 291 (24.5)

41-50 291 (24.5)

>50 374 (31.5)

Education

None 185 (15.6)

Primary 781 (65.9)

Secondary 179 (15.1)

Tertiary 41 (3.5)

Occupation

Farmer/Pastoralist 848 (71.5)

Business 217 (18.3)

Other 90 (7.6)

Retired 31 (2.6)

Type of facility

Dispensary 476 (40.1)

Health center 414 (34.9)

District hospital 296 (25.0)

District

Handeni 522 (43.8)

Mbarali 622 (56.2)

DISCUSSION
This study aimed to assess the prevalence and social

determinants of the HFGCs accountability from the com-
munity perspective in Tanzania. The results showed an
overall low awareness and knowledge regarding all six
aspects of social accountability among the community
members, with higher education, business and retired
occupations and those living in Handeni showing higher
levels of social accountability.

Prevalence of social accountability
Low community knowledge and awareness of the

HFGCs is consistent with other studies investigating so-
cial accountability in health facilities in Tanzania [14].
Effective communication between the HFGCs and the
community has previously been identified as crucial
in promoting social accountability [22,23]. However,
the situation seems not to have improved over time.
This observed low prevalence reflects a persistent defi-
cient communication and information sharing between
the HFGCs and the community, illustrated for instance,
where HFGCs are not invited to the community or where
a community representative is inactive on the committee.
Naher et al [1] have described how a more bottom-up

system could lead to more formal mechanisms through
which the community can voice its concerns and increase
collaboration to strengthen social accountability.

Table 2. Frequency and percentage of the different
dimensions of social accountability.

Characteristics N=1184n (%)

Knowledge on community support

Yes 240 (20.2%)

No 946 (79.8%)

Sensitized community regarding

the HFGCs¹

Yes 91 (7.7%)

No 1,095 (92.3%)

Feedback received from the HFGCs

Yes 40 (3.4%)

No 1,146 (96.6%)

Trust in members of the HFGCs

Yes 182 (15.4%)

No 1,004 (84.7%)

Views collected from the HFGCs

Yes 96 (8.1%)

No 1,090 (91.9%)

Accountable HFGC-members

Yes 173 (14.6%)

No 1,013 (85.4%)

¹ HFGC: Health Facility Governing Committee

Kesale et al found that HFGCs that adopted fiscal
decentralization through the 2018 Direct Health Facility
Financing (DHFF) experienced high levels of function-
ality [12]. However, while HFGCs may have become
stronger in some areas, this does not mean that this goes
hand in hand with social accountability.

A recent review of the impact of decentralization on
the functioning of HFGCs internationally found that the
devolution of powers and functions to HFGCs at the
primary health care facility level did not guarantee ef-
fective functioning of HFGCs or increased community
participation at the facility level [15].

Factors associated with social accountability
The results highlighted certain occupations (retired

and business) and high education as relevant social de-
terminants that increase knowledge of the social account-
ability of HFGCs. One explanation for this could be the
increased need for health services among retired peo-
ple [24], which leads to closer contact with the health
system and therefore better knowledge of how it works.
Also, having business as occupation could have a pos-
itive impact on social accountability, as the flexibility
to manage their own time more freely could provide
them with an opportunity to get involved in the local
community and HFGCs; a desire to express power and
influence in their local community could also explain
their potentially higher involvement. Although it was
expected that those with higher education could have a
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better understanding of how the health system works 
and therefore score higher, it was surprising that Han-
deni, a poor performing district, reported a higher level 
in terms of perceived social accountability. While fur-
ther research is needed to elucidate the specific reasons,

it is well-known that factors related to health system
performance are complex and multidimensional [23],
and therefore it is difficult to draw conclusions from this
study about the importance of perceived social account-
ability for the health systems performance.

Table 3. Mean, standard deviation, crude and adjusted linear regression models with their 95% confidence intervals (95%
CI) assessing the relationship between sociodemographic variables and social accountability.

Mean (sd) Univariable model

Coefficient (95% CI)

Multivariable model

Coefficient (95% CI)

Sex

Men 0.8 (1.5) Ref.

Women 0.6 (1.3) -0.16 (-0.32 to 0.00)

Age (years)

20-30 0.6 (1.2) Ref.

31-40 0.6 (1.2) -0.05 (-0.28 to 0.19)

41-50 0.8 (1.4) 0.15 (-0.08 to 0.39)

51-60 0.7 (1.5) 0.12 (-0.11 to 0.34)

Education

None 0.5 (1.1) Ref. Ref.

Primary 0.7 (1.3) 0.20 (-0.01 to 0.42) 0.22 (0.00 to 0.44)

Secondary 0.8 (1.5) 0.37 (0.09 to 0.64) 0.34 (0.05 to 0.62)

Tertiary 1.4 (1.7) 0.94 (0.49 to 1.40) 0.74 (0.27 to 1.21)

Occupation

Farmer/Pastoralist 0.6 (1.3) Ref. Ref.

Business 0.7 (1.2) 0.09 (-0.11 to 0.29) -0.01 (-0.21 to 0.20)

Other 1.1 (1.8) 0.46 (0.17 to 0.75) 0.31 (0.01 to 0.62)

Retired 1.5 (2.1) 0.93 (0.45 to 1.41) 0.76 (0.27 to 1.24)

Type of Facility

Dispensary 0.7 (1.3) Ref.

Health center 0.8 (1.4) 0.08 (-0.10 to 0.26)

District hospital 0.6 (1.3) -0.05 (-0.24 to 0.15)

District

Handeni 0.8 (1.4) Ref. Ref.

Mbarali 0.6 (1.3) -0.18 (-0.33 to -0.03) -0.16 (-0.31, -0.00)

Strengths and limitations of the study
The large sample of participants in the community

survey and the high response rate (100%) strengthen
the validity of the study and reduced the possibility
for selection bias. However, some limitations should be
noted. First, the two districts included were purposively
selected based on their performance in the Star Rating
Assessment and may not be representative of the rest of
the rural districts in the country. Second, the question-
naire was not designed to explore social determinants
of social accountability, which limits the scope of the
potential factors included. In addition, as there is no
standard way of measuring social accountability, the
validity of our survey and its comparability with other
studies can be questioned. We also acknowledge the

arbitrary criteria used by the researchers to define the
prevalence of knowledge and awareness below 20% as
low. Given the self-reported nature of the surveys, both
recall and response bias could be operating. For exam-
ple, participants may be more likely to recall negative
than positive events, or some might have given a positive
answer to please the interviewers. To reduce such biases,
the questionnaire was piloted, and the data collectors
underwent a thorough training in communication and
data gathering techniques. However, it is not possible
to assess the extent of this and those biases could have
been present.
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Conclusion
This study assessed the community members´ per-

ceptions of social accountability of HFGCs in two rural
districts of Tanzania. The results revealed a widespread
deficit covering several aspects of social accountability.
Those with higher education and those who were retired
or engaged in business were associated with higher lev-
els of social accountability. Further research is needed
on community perspectives on social accountability in
the health systems and on interventions that can increase
their knowledge and awareness to strengthen commu-
nity participation.
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La perspectiva de la comunidad sobre la responsabilidad social en el sistema de salud: un
estudio transversal de Tanzania

RESUMEN

Introducción: Las iniciativas de responsabilidad social son una estrategia para abordar las ineficiencias
y mejorar el desempeño del sistema de salud. Tanzania ha implementado los Comités de Gobierno de
los Centros Sanitarios (CGCS) para reforzar esta responsabilidad social. No obstante, falta información
sobre la percepción comunitaria de estos Comités. Este estudio buscó evaluar la prevalencia y los
factores sociales que influyen en la responsabilidad de los CGCS desde la perspectiva comunitaria en
Tanzania.
Métodos: La investigación utilizó una encuesta transversal en dos distritos tanzanos (Handeni y
Mbarali) seleccionados por sus diferencias de rendimiento. La recopilación de datos se llevó a cabo
entre julio y octubre de 2022, abarcando 1,184 hogares de 31 aldeas/vecindarios. El estudio midió la
responsabilidad social a través de seis preguntas que abordan el apoyo comunitario, la sensibilización,
la retroalimentación, la confianza, el compromiso y la responsabilidad general de los CGCS. Además,
se recogieron datos sociodemográficos (sexo, edad, educación, ocupación, tipo de centro de salud y
distrito) que se analizaron mediante regresión lineal para identificar los factores que influyen en la
percepción de responsabilidad.
Resultados: Los resultadosmostraron una baja prevalencia de responsabilidad social, particularmente
en las variables de concienciación y compromiso de la comunidad hacia los CGCS. Solo un pequeño
porcentaje de los encuestados se sentía adecuadamente informado o involucrado en las actividades
de estos Comités. Factores como un mayor nivel educativo, determinadas ocupaciones (tener un
negocio o estar jubilado) y vivir en el distrito de Handeni se correlacionaron positivamente con una
percepción más favorable de la responsabilidad social.
Conclusiones: El estudio resalta importantes desafíos en la eficacia operativa de los CGCS en Tanzania,
mostrando una desconexión entre estos comités y las comunidades que atienden. A pesar del marco
teórico de responsabilidad social, la participación comunitaria sigue siendo limitada, lo que afecta la
eficacia de la gobernanza sanitaria a nivel local. Futuros estudios deberían enfocarse en fortalecer la
sensibilización y participación comunitaria en estos comités, alineándose con los objetivos de salud
nacionales y necesidades locales.

Palabras clave: responsabilidad social, sistemas de salud, rural, comunidad
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