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I n t r o d u c t i o n 
Tanzania is current ly i n the implementation of s t ructura l Adjustment 
Program (ASP) which started i n 1986. As far as health care is concerned, the 
SAP calls for a sectoral reform which includes, among other things, reduced 
government involvement i n providing some kinds of care, and le t t ing the 
private sector come i n . The 1991 Hea l th Sector poUcy init iates th i s t u r n 
about policy. Since the health care sector is i n dire need of resources, 
especially finances, the reform intends to invi ted and encourage (as much as 
possible) private capital to invest i n health care services for sale. Even 
though the government had dominated the health care sector i n financing 
and providing aU sorts of health care services, there was (paraUel to i t ) the 
church- sponsored voluntary agency units which constitute 48.6% of the 
hospitals whde the government owns 77 hospitals ( M O H 1994:6) 

W i t h SAP, user fees have been introduced i n the government heal th 
care uni ts where people have been used to gett ing fiiee medical services. 
Even when the services were fi-ee at the government uni ts , some people used 
to prefer to attend the units where they had to pay. Some patients many 
w a l k some kdometers past free-of-charge government health un i t s on to a V A 
u n i t where they are prepared to pay for services. There must be a reason 
w h y people preferred to pay at the V A units instead of gett ing fi-ee services at 
the government owned units . A reasonable explanation is the Q U A L I T Y of 
care which is befieved to be higher at the V A units t h a n at the government 
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units . The extent to which this is true is a concern of many, and an attempt 
to inquire further is a concern of th is discussion. 

Since people have been w i l l i n g to pay at the VA, and perhaps paying 
for a superior qual i ty , i t is important to highl ight on what does constitute 
t h a t qual i ty , especially according to the health care consumers themselves. 
The discussion w i l l compare the government and the V A health care services 
at the dispensary level. I f people are indeed paying for what they consider to 
be qual i ty , the current health sector reform which calls for pr ivat izat ion and 
user fees has to hold qual ity as a major factor tha t w i l l make consumers 
support the policy reforms. Yet there are no adequate comparative studies 
between the government's almost fi-ee services and the NGO's for-pay 
services. 

What constitutes health services i n Tanzania is a complex mix of the 
government owned hospitals, health centers, dispensaries and health posts; 
the Voluntary Agency owned units , the private-for prof i t u n i t and the 
t rad i t i ona l healers' practices. 

The dominance of the government ( u n t i l the l iberalization policy) i n 
the health care financing and provision i n Tanzania resulted from an 
egal itarian and populist orientation which considered health care as a basic 
necessity and a r ight of every citizen irrespective of one's ab i l i ty to pay for 
the services. Therefore health care services have been dominated and 
expanded by the government, and have been rendered free of charge u n t i l 
1993 when user charges were introduced w i t h a lot of caution and 
unwill ingness. 

Along w i t h the government owned uni ts there are the V A un i t s which 
have been allowed to continue as approved organizations. They continue to 
receive a heavy subsidy from the government i n terms of bed grants, 
subsidized drugs, t ra ined personnel etc. Some have been, u n t i l 1991, under 
a complete financing by the government. This is especially so where there 
have been Designated Government Distr i c t Hospitals (DDH). 

There seems to be a tendency for scholars to evaluate heal th services 
as though the government's dominance is eternal, leaving out about 50% of 
the hospitals, and an extensive network of dispensaries owned by the VAs. 
Most evaluations, save for Abel -Smith 1992 Bloom et a l 1992, and M u n i s h i et 
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al 1992, make l i t t l e or no comparative reference to the quahty issues of the 
government and V A health care. A more recent evaluation (Munishi , K a n j i 
and K d i m a 1992) found out tha t there are some significant differences 
between the government owned and V A owned health care un i t s i n the i r 
services on the attr ibutes of structures and personal interrelationships, and 
shghtly i n technical processes. 

This paper tries to take up some highfights fi-om t h a t research 
conducted i n Dar es Salaam region i n 1992, combining i t w i t h another 
research conducted i n several districts i n Tanzania i n 1990/1992. I t is 
considered appropriate to briefly comment on the quafity and methodology 
used to compare the government and V A subsystems i n Tanzania. 
Secondly, some historical background w i l l be briefly highfighted upon i n 
order to understand the role of the V A and the government i n health care 
provision. Th i rd ly , the comparisons are then made using data fi-om the two 
studies. Concluding remarks are made i n view of the current reforms i n the 
context of the s t ructura l Adjustment Program (SAP) which requires more 
private part ic ipat ion i n health care dehvery t h a n ever before. | 

For the purpose of th i s discussion, the comparison focuses on the I 
curative care only. The par t of private care focused upon is a complex ofj 
main ly dispensaries falf ing under the umbreUa of missionary organizations, 
hereafter caUed Voluntary Agencies or VAs. The government units focused 
upon are dispensaries. AU these (government and VA) units defiver curative, 
preventive care and other k inds of pr imary health care. The curative care 
aspect has been singled out for comparative purposes. Some V A uni ts would 
not have the preventive services at the same scale as the government owned 
units . . . 

2. Q u a l i t y of C a r e Differences : the C o n c e p t u a l i z a t i o n a n d 
Methodology ^< . . ^ n r .•.•W*^. 

There are studies which have shown that people prefer the non
governmental health care services because they have a relatively higher 
quafity of care (Anderson Brof in et al 1991:16-20). B u t what is i t t h a t 
constitute the quafity of care? Quafity of care is perceived differently by the 
users of services and providers of services (physicians and other technicians), 
an evaluation of health care services seeking to focus on qual i ty is more 

informative when i t examines the various dimensions and perceptions of 
qual i ty . These attr ibutes are mainly the structures which include the 
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buildings, the setting, space planning and utiUzation, human resources 
attr ibutes by the level of t ra in ing , motivation and number, equipment, 
organization and management (Peters and Becker 1991:273-286, 
Donabedian 1980). The assumption here is tha t given weU planned 
structures, we l l t ra ined personnel and good management, the qual i ty of care 
w i l l be improved significantly. Likewise, a chronic shortage of essential 
drugs and equipment, poor nursing behaviour, substandard techniques and 
a lack of effective control, supervision by management is l ikely to result into 
poor qual i ty of services. 

A major attr ibute of qual i ty is the process which w i l l tend to consider 
medical technology i n place and its ut i l izat ion , the process of c l inical history 
examination, diagnostic competence, prescribing and dispensing. Process 
w i l l also include what is known as "good" practice that predominantly exists 
at the facil ity. The assumption on the process attr ibute is that given 
adequate and proper procedures, some appreciably satisfying health services 
may be a result. I t is unfortunate that this specific a t t r ibute is not fu l ly 
incorporated i n the studies referred to. I t is also noted that "good health and 
good practice" are elusive terms that mean different things to different 
people. This is perhaps why many scholars do not oftenly focus the i r studies 
on th is aspect. 

The t h i r d attr ibute is the outcome which considers whether the 
process attr ibutes have had any influence or whether the actual t reatment 
(process level quality) can be attr ibuted to an improvement i n the health 
status of the individuals who receive health care at such units . This 
(Outcome attr ibute) is invariably called user perceived qual i ty . The 
assumption here is tha t patients can make an aggregate judgment about 
where they usually get treatment that can be positively relate to the i r health 
recovery or restoration (Wouters 1991). 

The measurement of health care qual i ty becomes diflBcult given the 
various dimensional perceptions. Measurement health services qual i ty 
mdeed caU for different methodologies. Neither the s tructura l , the process 
nor the outcome perspective w i l l be adequate i n m a k i n g a conclusive 
judgment that a government or a VA, or health care u n i t A or B is rendering 
higher qual i ty health care services t h a n the other. The attr ibutes must be 
taken i n tota l . However one can decide to emphasize a part i cu lar 
dimensional view, thereby using specific methods t h a t w i l l compare, say only 
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the s t ructura l attr ibutes or the process attr ibutes . Though th is approach is 
p a r t i a l , i t does contribute to an understanding of why people are prepared to 
pay at a u n i t X and not at W. 

Garner et al (1990) presented a method that main ly considers the 
s t ruc tura l elements assessment of health care facdities i n Papua New 
Guinea. He development a checkUst of the presence or absence of some 
essential equipment and medicines. However that methodology does not 
show how the processes are managed and how the service users rate the 
performance of the health care units . Perhaps a useful extension of the 
Garner et a l work that includes the user-perception assessment w i l l give 
more hght. This was done i n the Dar es Salaam region study (Munish i et al 
1992). Addit ional ly how the structures and processes are managed 
(comparing the government to the V A system) could explain w h y a relatively 
higher user-perceived service qual i ty is associated w i t h the VAs. This was 
done i n the country-wide study (Munish i 1991). A combination of the two 
w i l l presumably add more Ught on the quaUtative differences between the 
government and the VA health care services i n terms of quaUty. A future 
study is intended to he more comprehensive to detai l the elements of the 
qual i ty attr ibutes . That methodological approach considers the dimension of 
centralization (from government dominance) to a move towards quaUty 
(Gross et al. 1992). I n other words there is even a great need to further study 
the relationship between a health sector reform t h a t introduces user fees as 
wel l as encouraging private capital part ic ipat ion and decreasing or 
increasing the quaUty of care. There is however a general assumption that 
qual i ty w i l l increase w i t h pr ivat izat ion due to market competitions. 

A further note on methodology is important here. The foUowing 
discussion extracts data from two studies i n which I was a pr inc ipa l 
researcher. The general perspective covering several districts i n Tanzania 
was done i n 1990/1991 dur ing a wider study that covered various aspects 
inc luding drugs delivery efficacy. Both the government and the V A 
dispensaries were receiving the drug k i ts . The study used a sample of 
facUity users i n the health-care-unit catchment areas. There were also areas 
of overlapping catchment areas, where the government and the V A u n i t 
overlapping areas were used for the comparative perspective. This is 
because these are the areas where researchers could readily get people who 
had treatment experiences from both the government and V A health care 
services. Such individuals were interviewed using instruments structured to 

110 

compare the government and the V A health care services. There are many 
places i n Tanzania where government and V A uni ts are located i n close 
prox imity . This made i t easier to estabUsh and get respondents from 
overlapping areas for our comparative study. 

Focus group—discussions were conducted i n the administrat ive posts 
closest to any health care units—one government and the other belonging to 
some V A i n the districts of study. Researcher-faciUtators directed a 
discussion which focused on comparing the quaUty of services, avaUabiUty o f 
equipment and drugs, management style etc. Researchers also held in-depth 
interviews w i t h the dispensary personnel and patients found at the u n i t s 
which were visited. FacUitators used a checkUst of issues for an open 
discussion. FinaUy they asked partic ipants to rate the un i t s according to 
the i r own experience i n recent treatment encounter by a scale of very poor to 
very good. Some found some units to be rendering very good services, whUe 
others were rated poor or very poor. 

The Dar es Salaam region more research or less used the Garner et a l 
approach i n examining and comparing the quaUty of structures and technical 
processes i n government and Voluntary Agencies uni ts . Structured 
interviews and focus group sessions were also used to collect comparative 
data. The process quaUty assessment was done by posting some medical 
assistants (as technicians i n diagnosis, prescribing, dispensing etc.) at the 
prescribes' desks to assess history tak ing , examination, diagnosis and 
prescribing. This methodological procedure proved to have some l imi ta t i ons 
and confounding influences on objectivity. A substitute t h a t was adopted 
was to interview patients found on site and others outside the sites, m a i n l y 
at the i r households, provided t h a t they had used the services of both the 
government and non governmental health care uni ts . The focused group and 
general interviews m i r u surveys adopted the approach used i n the country
wide study, i.e. gett ing respondents bom the overlapping catchment areas of 
both the government and the V A units . 

This discussion takes highl ights from the findings of the two studies. 
I t goes further to consider an important variable t h a t has been rather 
neglected, t h a t is the managerial quaUty-difference. The managerial factor 
is impor tant because even i f the structures, suppUes of drugs and equipment 
and personnel were of the same level, the quaUty of service differences would 
be much a t t r ibuted to the way these resources are ut i l i zed and directed 
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efficiently and effectively w i t h a prime objective of improving performance or 
qual i ty of care. I n other words, i t is assumed that close supervision, 
inspection managed autonomy and control are v i t a l management 
instruments tha t may improve the quahty of services i f we l l ut i l ized. 

In format ion on management differences was gathered by interviews 
at the min is ter ia l headquarters (MOH, M i n i s t r y of Local Government and 
the Prime Minister 's Office). Regional and distr ict headquarters were also 
visited i n t r y i n g to study the management related roles and powers of the 
Regional Medical "Officers and the Distr ic t Medical Officers. Various 
organographs were studied. On the par t of the VAs there were interviews 
held at the i r respective secretarial at the national , regional, distr ict and 
par ish levels. The uni ts are mostly owned and supervised at the distr ict or 
par i sh (reUgious mission) level. 

The choice of districts i n the countrywide study was random meaning 
non systematic, when a region had been estabUshed as having the requisite 
characteristics of mixture of government and V A units . The choice of 
respondents at the health care facUity level as we l l as the choice of those i n 
the overlapping catchment areas was randomized also by a game of chance. 
B u t one was interviewed when he/she or a member of the household had 
adequate experience (more t h a n 3 contracts each) w i t h (the use of) 
government and Vo luntary Agency experiences. Experiences were those 
most recent by our respondents. 

A final note on methodology is t h a t readers need to realize t h a t th is is 
main ly a cross-sectional study that examines the current system. The only 
reason a historical background is necessary is to indicate the processes which 
have come to necessitate the current poficy consideration t h a t caUs i n the 
private sector to invest i n health care delivery i n a s i tuat ion i n which the 
government was increasingly becoming overloaded by a welfare budgetary 
crisis i n conditions of recession and economic doldrums. 

3. H i s t o r i c a l Note on the P a t t e r n of P u b l i c / P r i v a t e Mix a n d 
P e r f o r m a n c e 

What appears to be pubUc dominance i n the current pubUc/private health 
care mix i n Tanzania has historical antecedents. Church organizations 
which entered Tanzania before Tanzania mainland's independence i n 1961 
had two other major objectives i n addit ion to religious propagation. These 
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other goals were education and health care deUvery. The V A performance i n 
health care deUvery independence is quite remarkable. By December 1958 
the church organizations owned 52.9% of aU hospitals i n the country and 
88% of aU the dispensaries (TanganyUca Terr i tory Report 1958:350). 
Therefore the role of the V A dur ing the colonial period,, and even after 
independence, was v i t a l . Most of the V A uni ts were located i n the r u r a l 
areas where the majority of the population resided. Current Tanzania's 
r u r a l (peasant) population can be put at more t h a n 80 percent. 

Af ter independence there were several government measures wh i ch 
seemed to tUt the balance. The first one was a deliberate government 
campaign to start new educational and health care structures to 
demonstrate t h a t i t was doing more and better t h a n the colonial government. 
Secondly these populist inclinations encased i n Utopian socialist ideology 

culminated into the 1967 Arusha Declaration of "socialism and self reliance" 
(Nyerere 1968:1-32). I n that declaration health care became one of the basic 
needs and the government committed itself to deUver i t to a l l who needed i t , 
and fi-ee-of-charge. * . M r 

Out of the Arusha Declaration commitment came locally in i t ia ted 
efforts (seff reUance) i n which sub-district organizations led by politicians 
constructed dispensaries i n anticipation of a government's take over fuU 
responsibiUty. The government provided equipment and personnel, and 
eventuaUy t a k i n g over an entire management responsibiUty i n many of 
locaUy constituted units . I f the number of health care uni ts is seen to be 
growing fast d u r i n g the 1960s and 1970s, much can be a t t r ibuted to the self-
help projects of the pre-and-post-Arusha Declaration and an eventual ity of 
the government t a k i n g over fuU responsibiUty. 

Another step that made the government to appear heavily involved i n 
nealth care deUvery was its 1969 policy of t a k i n g over some responsibiUties 
from the local distr ict authorities i n financing and managing health care 
units , as weU as some of those which were previously owned by the VAs. The 
government took over 17 V A hospitals and t i t l ed them government-
designated hospitals where medical care was deUvered fi-ee of charge. The 
government also took over two VA-owned huge referral hospitals to make 
them i ts own zonal referral hospitals. These two huge V A hospitals have 
been returned back to the V A system i n 1993 ( in a slow and cautions manner 
to avoid negative consequences). 
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The above government centrahzation did make a significant 
difference in tdting the balance. Whereas the government owned only 19.2 
per cent of the dispensaries at independence, its share had increased to 74.5 
per cent in the 1990s. Whereas its hospitals constituted 47 per cent at 
independence, the number had grown but not so much as it constituted 45.9 
per cent in 1990 as compared to the V A hospitals which constituted 47 per 
cent (see Table 1). 

T a b l e 1: Distribution of Health Care Facilities by Management 
and Unit Level (1992) 

Hospitals Health Centers Dispensaries 

Number Beds Numbers Beds 

77 14231 268 6008 2325 

(44) (53.1) (96.1) (97.7) (74.50) 

1 1A 97 8 124 585 
C48 6) (44.4) (2.9) (2.0) (18.7) 

1.3 678 3 18 211 

(7.4) (2.5) (1.0) (.3) (6.8) 

175 26806 280 6150 3121 

100 100 100 100 100 

* Others include those under parastatal organizations and some operating under VA 
licenses. 

Source: Mainland facilities are from Ministry of Health Statistics 1991, Planning 
Directorate. Zanzibar facdities are from "Priority Plan for Health Services, 
1991/1992 - 1995/96" MOH, Zanzibar. 

Note that there are no beds in dispensaries as admissions are structurally 
allowed fi-om the Health center-level upwards. 

By June 1994, the balance in the ownership of hospitals and 
dispensaries had almost reversed where the government is leading (see 
Table 2). As a result of the popuhst (egafitarian poficy) private capital 
participation was rather discouraged. Even the refigious (Voluntary Agency) 
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organizations had to seek special approvals from the government for them to 
estabfish units. 

T a b l e 2: Number of Hoapitala,Health Centers and Diapensariea by 
June, 1994. 

Government % Voluntary % Others % Total 

Hospitals 11 (44.0) 85 (48.6) 13 (7.4) 175 

Health 
Centers 

265 (96.0) 8 (2.9) 2 (1.0) 276 

Dispensaries 2218 (73.6) 585 (194) 211 (7.2) 3014 

Source: MOH, Health Information System Unit. 

* Others do not include the recently established private dispensaries because at the time of 
writing the MOH was still verifying the list. 

What one sees in Table 2 is a situation in which the government primary 
level units were increasing whUe the V A development of units slowed down 
drasticaUy. It is however notable that the V A hospitals are more (48.6%) 
than the government hospitals (44.0). This is a result of the government's 
poficy to concentrate expansion on the primary units, and more so, a poUcy 
in favour of rural development. Note that by 1991, before the health sector 
liberafization policy, the government owned 73.6% of the dispensaries. 

Under the category of "other" in Table 2 are included dispensaries 
and hospitals owned by parastatal organizations (211 dispensaries and 9 
hospitals). These units (financed and managed by parastatals) rendei 
services free of charges to their famihes. Non employees are charged fees 
when they seek services firom such units. 

This brief background presents a situation where the government's 
role in health care financing, management and provision was systematicedly 
growing whUe its own resource base to support the established extensive 
network of health care provision was decreasing or remained constant owing 
to over commitment and growing demand for firee medical services. The 

health care sector also systematicaUy faced a problem of underfinandng 
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owing to the recession which h i t the country i n the 1970s and 1980s. The per 
capital recurrent expenditure i n E C U units of expression was 0.8 (1986/87, 
0.9 (1987/88) 1.1 (1988/89) and 0.8 (1992/93). The public commitment to 
provide free medical services was becoming diff icult to sustain. Donor 
assistance has been very significant. About 47 per cent of the M i n i s t r y of 
Hea l th expenditures i n 1991/1992 were donor-ftinded (United Republic or 
Tanzania p. xiu) . Donor contribution for 1994/1995 for the development 
budget (United Republic of Tanzania 1994:60). 

' W i t h an entrenched commitment to provide free health care services, 
and w i t h diminished capability to sustain them, there has grown a serious 
concern on the quafity of services delivered at the government owned health 
care units . There are few data concerning the quality of care levels at both 
the government and VA-owned health care units . A n assessment of the 
s t ruc tura l attr ibutes of qual i ty i n V A and government health centers and 
dispensaries was carried out i n Morogoro region. That survey found a wide 
var iat ion i n a l l aspects of attributes of s tructura l quality . The var iat ion was 
also between VAs attributes of s tructura l qual i ty . The var iat ion was also 
between V A and government owned units (Gilson 1992). I n an earfier study 
(Munish i 1991) a comparative exposition is made on the status of the 
budding structures of the dispensaries which were visited (see Table 3). The 
summary carries agreement judgments by respondents found at the site of 
the uni ts as wel l as some visited at the ir households. 

T a b l e 3: Comparison of structural quality at Government and VAs (in 
percentages). 

= = = ^ = 

rm(i 

Buildings Waiting 
place 

Equipment Toilets 
= = = ^ = 

rm(i Govt. VAs Govt. VAs Govt. VAs Govt. VAs 

Very Poor 21.4 7.1 7.1 - 50.0 7.5 66.7 7.1 

Poor 14.3 7.1 21.4 - 42-9 - 25.0 -

Fair 35.7 14.3 28.6 28.6 7.1 28.6 8.3 28.6 

Good 21.4 21.4 42.9 35.7 - 28.6 - 28.6 

Very Good 7.1 50.0 - 35.7 - 35.7 - 35.7 

1 16 

The responses p u t up a picture showing the government health care 
uni ts to be generaUy i n poor or very poor condition as far as the attr ibutes of 
buddings, equipment and todets are concerned. On the other hand the V A 
health care attr ibutes are rated much superior- 7 1 % saying that the i r 
buddings are good or very good. This level of ra t ing also appfied to the way 
the w a i t u i g place is rated at the V A units . Equipment and todet facdities 
are u i poor or very poor conditions (90 per cent of the responses) at the 
government owned facUities. 

A study undertaken m Arusha region i n 1990 showed t h a t many 
dispensaries had cracked walls. Many had no storage places for equipment 
and drugs. Some of the dispensary stocks had to be stored i n heal th workers ' 
residences (Munish i 1991: 5-6). A more detaUed account of the Dar es 
Salaam study is presented by quoting specific n a r r a t i n g cases t h a t are 
mostly t5T)icaI of many of the government dispensaries wh i ch were buUt i n 
hurry , b u t have had no maintenance ever since. The briefs are extracts fi-om 
focus-group discussions held at administrat ive posts closest to the heal th 
care u n i t premises. The constitution of the focus group included a researcher 
as a feicihtator, viUage development committee members, some two or more 
facifity users found at the place and a physical examination of the premises 
by the resefarchers to corroborate the notes. Extracts are those of Goba, 
Tuangoma and K i w a l a n i dispensaries as just a few of such cases. Goba and 
Tuangoma are i n n i r a l areas, whi le K i w a l a n i is i n the city (urban area) 

Case A: Goba dispensary ( in Kinondoni Distr ict ) is i n a bad shape w i t h old 
and cracked wal ls , dirty rooms etc. The roof leaks and patients have to w a i t 
outside because there is no adequate w a i t i n g space inside the dispensary. 
There is no water at the unit. Sick and expectant mothers are required to 
make arrangements to provide water for cleaning after def ivery—usually 
relatives carry water to the dispensary. A bucket of water sells a t Tshs 50 to 
Tshs 100. Dispensary workers use several hours i n search of water. This 
may reduce the i r concentration on their professional duties. 

Case B: Tuangoma dispensary (Temeke Distr ict ) is smal l and unkept ; the 
last repairs and pa in t ing were undertaken i n 1975 and there is one unkept 
toUet. There is staff accommodation for only two of the dispensary's 
personnel. The rest usually report late most often after 11. a.m. instead o f 
the usual 7.30, am as they stay i n distant place. The R u r a l Medical A i d 
(RMA) i n charge of the u n i t stays at K i m b i j i , several ki lometers away where 



he has some residence and some smal l f a r m where, he, l ike many others, 
spends most of the t ime. He is said to be 50% of the t ime absent from the 
dispensary t h a t he is supposed to manage. One would not w a n t to assume 
t h a t a t r u s t i n professional ethics (as taught at the medical schools) can be a 
close substitute for close supervision, inspection and control. Indeed on the 
cont inuum of unit 's personnel's autonomy i t is too much td ted i n favor of the 
dispensary personnel's side. One observation is important , i n t h a t fact short 
of proficient management supervision and inspection, t h a t autonomy is often 
abused and thereby reducing the quafity of services rendered to the pubfic at 
large. • 

Case C: Kiwalani dispensary ( in I la la Distr ict ) , is housed i n a budding 
wh i ch appears to be i n ruins , and when there is no act ivity , i t appears hke 
an old deserted structure. I t has no medical examination or consultation 
room. Examinat ion and consultations are carried out i n the patients w a i t i n g 
room—a very smaU space too. There are no todet facilities, not even for the 
uni ts ' personnel. The Medical Assistant ( in charge of the un i t ) argued that 
his transfer to the u n i t is a punishment and he is serving i t w i t h bitterness. 

Af ter th is study report a lot of attention has now been paid to these 
dispensaries w i t h the assistance of donor (mainly Swiss) funds, at least for 
the Dar es Salaam region. 

For quafity to be enhance, the management of h u m a n resources 
inputs is a major enabfing at t r ibute . Those who m a n the various processes 
have to be those who have the requisite t r a i n i n g to handle them efficiently 
and effectively. Under the government regulations, dispensaries should be 
headed by R u r a l Medical Aids (RMAs) who w i U have had t r a i n i n g i n 
diagnosis and prescribing at t h a t level. U n i t s caring to meet quafity 
standards are expected to have these categories of workers doing the 
diagnosis and prescribing. I t seems t h a t some dispensaries do not adhere to 
these technical requirements. This omission was pointed out by a survey 
conducted by M n y i k a and Kdewo i n 1990/1991 i n government dispensaries 
(Mny ika and Kilewo 1991). Table 4 shows the cafiber of personnel heading a 
health facifity. The heads of dispensaries, namely R u r a l Medical Aids 
(RMAs) are by the M O H guidefines the persons responsible for examination, 
diagnosis and prescribing i n addit ion to heading dispensaries. A t some 
large dispensaries these roles are done by medical Assistants (MAs) who are 
a notch higher t h a n the RMAs i n quali f ication. 
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T a b l e 4: Health Care Personnel In-Charge of Health Facility at 
Government Dispensaries and Health Centers (N = 42) 

Cadre Type (in qualifications 
hierarchy) 

Number Percentage 

Medical Assistants 3 7.1 

R u r a l Medical Aids 5 11.9 

Nurse Assistants 12 28.6 

M C H Aids 2 4.8 

Hea l th Assistant 1 2.4 

Hea l th Orderly 2 4.8 

Others 17 40.0 
Source: I H P P Research Data Source, Dar es Salaam. Case of Kigoma Region. 

Table 4 shows a s i tuat ion i n which least tra ined people get entrusted 
w i t h intr icate responsibdities, for example. Nurse Assistants (scheduled to 
keep cleanliness) being responsible for dispensaries (29%) or other low level 
cadres (50% of the time) is an indication of possible low quafity. The 
qualif ied workers i.e. M A s and RMAs, were found to be w o r k i n g i n few places 
i.e. 19% of the cases studied. This has some negative impfications on the 

quafity of hea l th care and the t r u s t the cfients may have about uni ts r u n and 
managed by unquali f ied personnel. There was an extreme cases i n Kasu lu 
Distr i c t i n which a Bwana Ndoro (tsetse fly assistant) was i n charge of a 
dispensary. This goes to question Tanzania's government c la im for a wide 
coverage by the pubfic health provision. I t may mean a lot i n quant i ty b u t 
lower qual i ty , and this is a significant tradeoff. 

A comparison of how the consumers of health care services rate both 
the pubfic and V A health care services ( w i t h a view of h u m a n resources) 
shows t h a t the level of the qualif ied personnel (for diagnosis and prescribing 
processes) is better at the V A uni ts t h a n at the government owned u n i t s . 
WhUe only 27 per cent rate those at the government's un i t s as good or very 
good, the same respondents rate the V A at 82% unit 's personnel as good or 
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very good as shown i n Table 5. (Extracted from the Dar es Salaam region 
study). 

T a b l e 5: Quality of prescribers (MAs and RMA) Rated by Users on the 
Basis of Ability and their Availability at the Point of 
Consultation. 

r = At Government Units At V.Agency Units 

Frequency Percent Frequency Percent 

Very 
Poor 

20 13.0 1 0.6 

Poor 51 33.1 2 1.2 

Fa i r 56 36.4 12 15.6 

Good 23 14.9 46 46.1 

Very 
Good 

4 2.5 36 36.4 

154 100 .0 154 100.0 

Table 5 depicts relative higher levels of the qual i ty of care by the 
MAs, RMAs, nurses and other workers at the uni ts owned and r u n by the 
Voluntary Agencies. The respondents indicate t h a t the M A s and RMAs are 
readily available at the Vo luntary Agency unites but hardly avadable at the 
government owned units . The avadabdity of MAs /RMAs at the government 
uni ts is rated to be poor or very poor by 71 respondents or 46 per cent, 
respectively, but the Vo luntary Agency uni ts are rated to be poor or very poor 
on t h a t count by 3 respondents or 2 per cent respectively. ... 

t The problem of non avadabiUty of key workers at the ir places of work 
is rampant . This negative personnel behaviour was also noted d u r i n g the 
interviews and focus group discussion w i t h the w a r d and village level 
leadership i n the unit 's catchment areas. The interviews depict that 
absenteeism is mainly caused by a lack of systematic supervision, control 
and inspection, low wages which force workers to engage i n other petty 

income generating activities and lack of staff housing units , which forces the 
workers to hve i n places very far from their places of work. 

The group focus minutes did point out some extreme cases of 
unavadabdity of MAs and RMAs at their places of work. A t Gezaulole, the 
R M A i n charge lives on his small farm far from the un i t , and d u r i n g our 
i n t e r m i t t e n t visits , nurs ing assistants were i n charge of diagnosing and 
prescribing. Workers other t h a n MAs and RMAs were found to be doing the 
work of M A s and RMAs even though the regulations and t r a i n i n g levels do 
not allow. Indeed such cases are l ikely to cause problems at the uni ts i n 
question, and most probably, lead to poor services. 

The existence of adequate work ing equipment is another impor tant 
element of the s tructura l at tr ibute of qual i ty . I n addit ion to these, some 
other s t ruc tura l back up faciUties, such as means of communication, are 
important . Some of the dispensaries and health centers are located i n 
remote d istant places. These locations are sometimes inaccessible d u r i n g the 
ra iny seasons. I n the country-wide study that was conducted i n 1991, the 
case of Arusha region was quite informative of the differences between the 
government and the Voluntary Agency (VA) units . 

For the purposes of steri l ization, the M O H units are provided w i t h 
kerosene on a monthly basis. Sometimes the kerosene runs out before 
gett ing new supphes, whereupon patients are asked to make contributions to 
purchase fuel. I n the case of the distant remote V A dispensaries, there are 
solar power uni ts i n place. There were solar-energy uni ts instal led at the V A 
units , for example, Lohondo, Kiteto and Mto-wa-mbu dispensaries, whi le the 
neighboring, government units d id not have any. AdditionaUy, every head of 
station at some of the V A units —the Rura l Medical A i d — i s provided w i t h a 
motorbike for quick errands and patient-case foUow up or patient-extension 
visitations. A U these attributes are absent at the government owned 
dispensaries i n the same locations where the V A uni ts are located. These 
differences mean a lot to the personnel at the u n i t i n terms of enhancing 
workers mot ivat ion and quaUty. They also mean a lot to the service user, 
who may be influenced by the s tructura l gear i n place, and they may judge 
the V A uni ts services to be superior to the government health care services. 

O n the status of the essential equipment at the dispensaries there 
are also significant differences between the V A and the government un i t s . 
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The Dar es Salaam study shows that more than 62 per cent of those 
interviewed rate the avadabihty of up-to-date working tools at the 
government units to be poor or very poor. The same respondents rate the 
status of equipment at the V A units to be good or very good (71%of them). 

One wonders as to what can additionally account for the significant 
differences between the V A and government at their units. One of the 
explanations is management style as it wdl be shown later. But related^ to 
the management is a maintenance culture that is structuraUy in-budt in the 
V A but almost nbn existent in the government system. Again, the Arusha 
region- study show that the Northern Diocese of the Lutheran Church 
maintains a maintenance schedule for equipment located at various places in 
the dispensaries under their jurisdiction. The medical-equipment technician 
is located at the Diocesan headquarters. A calendar of maintenance is 
structure and closely foUowed for routine equipment check-up and repairs on 
sight. Major repairs are done at the Diocesan headquarters, and later on 
they are returned to the respective dispensaries or hospitals. Unscheduled 
repairs can also be requested in order to smoothen treatment processes 

Another back-up facifity to improve the quafity of care at the V A is 
communication network. The 1990 Essential Drugs study in Tanzania 
(Munishi 1991) found out that packages of essential drugs were dispatched 
to remote distant locations 3 to 6 months in advance. This is because the 
government distributors feared that they might fad to supply remote distant 
dispensaries according to the schedule of monthly deUveries, especially 
during the bad weather. 

There are several problems with this (advance) defiveries, including; 
drug damages, pilferage and expiration of drugs shelf life before they are 
dispensed out to patients. Of course quite often some dispensaries got 
suppfies which did not tally with the disease syndrome in their locafities. 

The Voluntary Agency dispensaries in Arusha did not have an 
overstock or hold buffer stocks. I n the Lutheran Church dispensaries, for 
example, orders could be made by a radio caU facifity connecting them to the 
Diocesan headquarters (Diocesan Medical Store). They could order what was 
needed at the time, depending on the diseases prevaifing during that season. 
The government facifities totaUy lacked communication that would enable 

them to report problems, or to order firesh supplies. These structural 
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difference count a lot more in comparing the government and V A services in 
terms of level of quafity of management. '- ^ ' 

Transportation is a major handicap in the government health care 
facifities especiaUy at the level of dispensaries and health centers. I t has 
been noted above that some V A dispensaries are provided with motorcycle 
for simple errands to make work more efficient. Some more established 
dispensaries and hospitals under the V A system have vehicles at station for 
supplies-back up, and in case of emergencies that require referrals. The 
1990 I H P P study found that the Tanga (Municipal) cathohc dispensary had a 
four-wheel vehicle at station. The location of the V A dispensaries at the 
denominational parishes (church premises) means that they can also request 
to use the parish vehicle(s) whenever there is a need to, for instance, for 
emergency referrals. 

4.2 Availability of Drugs and Quality of Service Assessment 
I n countries of the Western industrial world, drugs are not a rare commodity 
because they can easdy be purchased at the drug stores with or without 
prescription. Of course this generalization assumes that one has the 
required cash. I n most developing countries drugs are a very scarce and 
essential commodity. Their avadabdity depends on several factors including 
the avadabUity of foreign currencies and an efficient network of drug stores 
and transportation, factors which are maior stumbling blocks to the 
availabdity of drugs in the government's supply system. I n remote rural 
areas, drug stores may not exist; and where they exist they may not oftenly 
stock the essential drugs. I n such circumstances a patient visiting a 
dispensary for treatment will consider the treatment as being adequate and 
qualitative if he/she can get the prescribed drugs at the premise, whether 
purchasing them or getting them fi-ee of charge. This is the situation in most 
rural and even some urban parts of Tanzania. A n assessment of quafity has 
to include drugs avadabdity. With a privatization poficy of post 1991, quafity 
seems to be commensurate to the availabifity of drugs also. ' * 

Some hints have been made concerning the differences between the 
government and V A units in terms of structural endowment. Apparently the 
structural endowment is closely related to drugs management at the health 
care-facUity level. Government dispensaries are normaUy suppfied by a 
centralized program of essential drugs—^the Essential Drugs program or 
EDP. Estimated suppfies are defivered at the dispensaries each month, and 
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one such k i t is expected to last for 30 days. The EDP study found out a lot of 
problems w i t h the k i t system. These problems included situations where 
some essential drugs such as antibiotics and injectable lasted for 25% of the 
month (Munish i 1991). The over-centraUzation of the EDP management is 
inefBcient i n responding to outbreaks of diseases, deUvering to location-
specific care-needs. The k i ts could not be distr ibuted to go along w i t h the 
changing diseases patterns. Drugs for water borne diseases were defivered 
i n the same amounts as though there were no variations i n weather and 
geographical factors. The government is presently abandoning the supply 
approach. The reorganization is adopting a requisit ion approach i n which 
uni ts w i U order w h a t they require, say l ike the V A uni ts ( M H O 1993). 

On the other hand the V A uni ts are different i n t h a t they get their 
supplies at the distr ict level as the demand arises. The V A unite keep a 
budget which enables them to ensure t h a t most of the prescribed drugs are 
available at the ir dispensing counters. Government uni ts do not keep 
budgets, as they verticaUy look up for government supplies. Perhaps as the 
user fees are introduced i n the government system, heal th care uni ts may 
keep some funds to replenish the ir emergency suppfies. Short of th is facifity, 
t reatment is more complete and more quafitative ( in the perception of 
patients) at the V A units (by the cr iter ion of drug availahdity) t h a n at the 
government uni ts . Service is incomplete and inefficient at the government 
un i t s as patients are to ld tha t drugs are not avadable, and they have to 
purchase them from some distant and unsafe places. Aga in i n remote r u r a l 
areas drug stores are unavadable or iU-equipped; the government has hardly 
the resources for drugs inspection and control of usage to guarantee the 
qual i ty of drugs purchased from street shops. 

The Dar es Salaam region study compares the availabif ity of 
essential drugs at the government and the V A units . I t found out t h a t drugs 
were avadable for less t h a n 50 per cent of the (month) t ime (Table 6) at the 
government uni ts . 

What Table 6 shows is a general af&ur which sees one system (the 
government suppfied side) being abstemiously graded i n terms of quafity 
almost equated to the availabif ity of drugs. A t least 130 of the respondents 
or 84.4 per cent view the availabiUty of drugs at the government uni ts to be 
very poor or poor. On the other side 139 respondents or 90.3 per cent view 
the avaUabiUty of drugs at the Vo luntary Agency uni ts to be very good or 
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good. Only 3 (1.9%) out of 154 respondents indicate the avai labi l i ty of drugs 
at Vo luntary Agency units to be poor or very poor; and only 8 (5 2%) of the 
154 respondents indicated that the availabi l i ty of drugs at the government 
units was good or very good. 

Table 6.: Comparing the Availability of Drugs at Government and 
Voluntary Agency Units 

At Government Units At Voluntary Agency Units 

Frequency Percent Frequency Percent 

Very poor 77 50 1 0.6 

Poor 53 34.4 2 1.2 

Fair 16 10.4 12 7.8 

Good 7 4.6 50 32.5 

Very good 1 0.6 89 57.8 

154 100.0 154 100.0 

The differences i n the availabi l i ty of drugs, according to our probing 
interviews, made patients to travel long distances leaving behind 
government units i n the ir neighborhood to go to d istant ly located Vo luntary 
•\gency units . A t the Kawe Roman Catholic Dispensary ( in Kinondoni 
District) , our respondents had traveled across the city fi-om Kibaha 40 kms 
away ( in Coast Region), Kigamboni 15 kms (Temeke Distr ict ) and the city 
center 9 k m (Ilala Distr ict ) . When probed further to explain why they had 
traveled a l l the way leaving other units behind, they a l l said that i t was 
because of the avai labi l i ty of drugs and personal touch they received from the 
Kawe Voluntary Agency dispensary personnel. I n fact a government 
dispensary w i t h fi-ee services is located 600 metes away across the road from 
Kawe Voluntary Agency dispensary but these were few patients there 
whenever we made comparative visits. The units ' buildings and equipment 
were di lapidated and needed serious repairs. 

A t Msimbazi Roman Catholic dispensary, the researchers had to do 
interviews after the official closing t ime because of the long queues w a i t i n g to 
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be attended. Aga in the u n i t is almost overstocked w i t h drugs and other 
supplies. The M A i n charge explained that the u n i t donates some drugs to 
I l a la government hospital at a t ime when i t is judged t h a t certain k inds of 
drugs i n stock w d l have the i r shelf life expir ing w i t h o u t being used. Thig 
k i n d of h igh endowment repeats i tsel f i f one goes to other uni ts such as 
V o l u n t a r y Agency dispensaries at Tegeta, K i w a l a n i and Temeke and many 
other places across the country. Whereas governments i n Dar es Salaam, the 
V A dispensaries had diversified sources such as direct purchases, domestic 
and internat iona l purchases and donations. 

4.3 Treatment Processes and Quality Differences 
The above discussion has shown that there is a significant difference 
between the government and the V A health care facilities i n terms of 
s t ruc tura l amenities and the i r maintenance, back-up services such as 
communication and transportat ion and the avai labi l i ty of the essential 
drugs. One would fur ther seek to know the differences i n how the processes 
of diagnosis and prescribing are handled. On this factor differences are not 
to be very significant because they (examiner/diagnostic personnel) are 
t ra ined i n the same schools which are under the government. Therefore 
differences may be the result of motivation and management variations. The 
VAs have some schools but the syllabi are the same as those of the 
government schools. I n the M u n i s h i - K a n j i - K i f i m a study (1992) the process 
element of qual i ty was captioned "technical qual ity" . 

The study found out t h a t history t a k i n g was adequate i n 63% of the 
sample consultations, and the Chr is t ian (VA) uni ts performed better than 
the government uni ts (Munish i et al 1992:17). V A uni ts also performed 
better t h a n the government units i n the examination process. I t has to be 
noted t h a t these observations suffer fi-om one major fimitation. This is the 
fact tha t whi le examining or prescribing, some researcher sat by to observe 
the correctness of the procedures. The demonstration effect fear by the 
M A / R M A may question the re l iabi f i ty of the above conclusions as they are 
compounded. We had to have a technical person to examine technical 
processes, and th is has i ts own l imitat ions i n terms of re l iab i l i ty . Due to this 
i m p o r t a n t confounding effect, conclusions are better reserved to w h a t the 
users see (Table 5 above), and i n any case, the earlier study shows that the 
processes are being handled by unquali f ied personnel even where such units 
have qual i f ied people (Table 4 above). 
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W h a t may make a lot of difference i n terms of qual i ty , whi le holding 
the process attr ibutes constant, would be the structural attr ibutes and the 
management mechanisms that ensure that s tructural emenities enable the 
workers to execute their duties efficiently and effectively. The process 
attr ibutes can be held constant because both the VAs and the government 
draw the i r technical personnel from the same t r a i n i n g pool. Presumably ^ t 
the point of qual i fy ing (passing w r i t t e n and practical examinations) a l l 
graduands are averagely the same, what would tend to make a signif icant 
difference is the conduct of management t h a t controls for efficiency, 
supervision and accountability. 

4.4 The Management Differences hetiveen VAs and the Government 
System 

The management of public health services i n Tanzania is divided among 
three major ministr ies . The M i n i s t r y of Hea l th (MOH) is responsible for the 
technical aspects of health care, and i t supervises a l l policy matters 
concerning creative, promotive, and preventive health programs. The pr ime 
Minister 's office funds the regional distr ict hospitals. The M i n i s t r y of 
Regional Admin i s t ra t i on and Local Government is responsible for the 
District councils, which are i n t u r n responsible for the health centres and 
dispensaries under their jurisdict ion. Therefore, the responsibility for public 
health care units falls under several authorities. This undermines the u n i t y 

f command and accountability i n the ind iv idua l health care uni ts , 
especially i n as far as the government owned units are concerned. 

A t the national level the organization and implementat ion of hea l th 
care programs seems to suffer from several problems. The health care 
management information system is not readily available for the purposes of 
control and inspection. Coordination of the three pr inc ipa l ministr ies 
involved—and there are others such as water. Education and Culture , and 
Agricul ture—is very weak and intermit tent . Financial management is poor, 
due to pr inc ipal ly poor communication, coordination, supervision and 
systematic inspection. 

The Tanzania government health care system is supposedly a 
decentralized one i n principle. I t was a deconcentration from the nat ional 
headquarters to the regional and distr ict headquarters. I t is not a 
completely devolved system of management. The recent move (after 1993) to 
allow un i t s to charge for services and related such funds may lead to effective 
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decentralization. Even w i t h the policy, local units are s t i l l heavdy dependent 
on the center. On the other hand the national level system is presently 
incapable to exercise serious control, supervision and inspection of what 
actually goes on at the level of the region, the district and sub-district i n as 
much as heal th services delivery goes. Since 1989 there have been plans to 
revamp distr ict level management. However, there are proposals toward 
th i s ideal, and the Distr i c t Medical Officer w i l l be equipped to be able to do 
some supervision. The government proposes to provided transport and 
supportive personnel. B u t the sector is stiU inadequately funded so far. 

Given the fact that there are no funds available for inspection and 
supervision, these v i t a l management functions are left to a game of chance. 
Occasionally, some units are visited by officials from the distr ict or national 
headquarters. These unscheduled and unpredictable visits are very b r i e f A t 
the level of the distr ict there exists no inspectorate/supervisory personnel, 
transport , means of communication and funds to in i t ia te systematic 
scheduled and unscheduled supervisory and inspection visits to health care 
un i t s . ^ ,,:f :̂vsi?Si'-sfr 

The organization pat tern and management chart leaves no particular 
author i ty to be responsible for the maintenance of s t ructura l and technical 
aspects of qual i ty at government owned health care units (see figure 1). 
W i t h the cost sharing in i t ia t ive started i n the late 1993, i t is hoped that 
funds w i l l now be raised to supplement the meager government funding, 
especially i f funds w i l l be retained at the units level for undertak ing simple 
repairs and maintenance of structures. 

The Regional and Dis tr i c t Medical Officers are persons responsible 
for medical services i n the regions and districts respectively. However they 
do not report only to the M O H headquarters but also to the i r respective 
heads, i.e. the Dis t r i c t Executive Development Director and Regional 
Development Director respectively. They are also answerable indirect ly to 
the Prime Minister ' s Office and the M i n i s t r y of Local Government and 
Regional A d m i n i s t r a t i o n . This creates a cumbersome network of 
answerabi l i ty and responsibdity. Whde the M O H can be held responsible 
for, say, poor diagnosis and prescription, the Prime Minis t ry ' s Officer could 
be answerable for lack of drugs at the regional hospitals, the M O H for lack of 
drugs at the dispensaries and the Distr i c t Councds (under the M i n i s t r y oi 
Local Government and Regional Adminis trat ion) could be held responsible 
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for lack of ftmds to purchase drugs and equipment for government health 
centers and dispensaries. This cumbersome division of labour seems to be 
creating problems and lack of responsibdity, let alone the absence of effective 
supervision and control. 

Prime Minister's 
Office 

Ministerial IAI Ministry of 
Health 

Regional 
Administration 1 Other 

Ministries 

Regional Executive 
Development Director 

Regional Medical Officer i/c 
^egjonaHfosgita^^^ 

District Level 

District Executive Development 
Director I 

District Medical Officer 
iVc District Hospital 

» • [ ^ f e a l t h C e n t e ^ J 

Dispensary 1 
F i g u r e 1: Supervisory Relations in Government Health Care 

System 

Note: 
Administrative and Technical Communication 
Administrative Communication. 
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The s t ruc tura l qual i ty of the government health care units , especially 
buildings, has been said to be i n deplorable conditions. The M O H ^ 
concerned more w i t h the technical aspects of qual i ty . The responsibility for 
the repair and maintenance of buildings lies w i t h the Dis tr i c t Councds 
(under the M i n i s t r y of Local Government and Regional Adminis t rat ion ) . On 
the other hand there seems to be a logical presumption t h a t since the M O H 
is responsible for supplying personnel, equipment and drugs, and that the 
services are called "Medical" rather t h a n "health" anjrway, then the to ta l 
responsibility for the deteriorating qual i ty seems to have been easily blamed 
on the M O H . The other organizations seem to absolve themselves from such 
blames of the fa l l ing standards of public health care facilities. The question 
then remains as to who actually owns, and therefore is responsible for, the 
government health care units , especially those at the suhregional level,. The 
mul t ip l i c i t y of authoritat ive relations may create more conftision. 

The relationship between local level managers of dispensaries (RMAs 
and MAs) and distr ict hospitals are quite distant . They are away from any 
effective supervision and control organization. They are also answerable to 
more t h a n one authorit ies which lack effective sanctions of command, given 
the lack of effective structures for control, supervision and inspection. 

The management system i n the Voluntary Agency system is quite 
different from the government system. One major difference is the fact tha t 
the hospitals and dispensaries are quite devolved from the ir nat ional level 
denominational headquarters to the respective diocesan organizations at the 
sub-national level. The hierarchy is very clear, tha t what reaches the 
nat ional headquarters are matters of policy coordination, fac i l i tat ion of 
contacts w i t h the government and internat ional agencies i n the struggle for 
mater ia l support and supplies. Operational matters are settled at the u n i t or 
the next immediate author i ty level. 

Hospitals and dispensaries are owned by par ish councils i n the 
districts or villages. The owners or facilities are on the scene, unl ike the 
government system where the specific owner is either unknown, but 
definitely being quite far from the premises where the health care services 
are delivered, ownership, and responsibility are clearly shown for any 
prompt action where necessary. 
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W i t h the V A units , the management functions of p lanning , 
organizing, d irect ing and control are eased up, given the closeness between 
the managers and owners. These v i t a l management functional i n the 
government un i t s are usuaUy done globally at the headquarters of the 
regions and ministr ies responsible. Most oft«n these distant organizers and 
planners do not have adequate and accurate information on the hospital or 
dispensary levels i n the remote places. 

y. •:• 
The other management fiinctions of supervision and inspection ( in 

heal th care) are rather technical. The Distr i c t Medical Officers ( D M 0 ) are 
responsible for the technical performance standards for a l l practice/process 
qual i ty enforcement i n both the government and the private health sectors. 
On th i s legal provision, technical inspection is supposed to be undertaken by 
the D M O s and his/her assistants. B u t i t has been discussed above t h a t the 
DMO's office is much handicapped by the lack of communication facilities, 
transportat ion, personnel and fiinding. One can hardly expect DMOs to 
carry out the technical inspections i n the V A uni ts when the resources at 
the ir disposal are inadequate to meet demands for the government system 
i tse l f The V A system has an inst i tuted technical inspectorate system to be a 
close substitute to the absence of personnel from the DMO's office as i t is 
briefly discussed i n the foUowing section. 

4.5 The Management Differences in the Voluntary Agency Units 
Medical services under the Voluntary Agencies are offered by church owned 
hospitals, health centers and dispensaries. The Church-owned heal th uni ts 
are under a loose coordinating organization of nat ional secretariats for the 
denominations i n question, e.g. the CathoUc Secretariat for the Tanganyika 
Episcopal conference uni ts (CathoUcs) and the Evangelical L u t h e r a n Church 
of Tanzania (ELCT) secretariat for those fa l l ing under i ts patronage etc. 
The nat ional level organization is said to be loose i n t h a t the local par i sh has 
some great autonomy over a health u n i t under i ts umbrel la . A t a level 
higher t h a n the par ish—and midway from the nat ional secretariat, there is a 
Diocesan Medical Board which coordinates operations and supplies as we l l 
as matters of policy on the management of the church-owned health uni ts as 
shown i n figure 2. 
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Diocesan M e d i c a l Doctor 
(and other assistants) 

P a r i s h Pr ies t 

H e a l t h U n i t 

F i g u r e 2: Organization of VA Health Units 

What can be noted from figure 2 (which is different from the 
government system) is the fact tha t there is a known responsible facility 
owner close to the u n i t i t se l f The V A health units belong to the parishes i n 
which they are located or the diocesan bishop. The par ish priest i n charge 
supervises the day-to-day activities at the health u n i t i n addit ion to the 
medical practit ioner i n charge of the u n i t i n question. 

V A uni ts seem to be better supervised t h a n the government owned 
uni ts . I n wel l estabhshed church health systems such as tha t operating i n 
Morogoro, Arusha and Kihmanjaro regions, there is Diocesan Heal th 
Management Team composed of the Doctor i n charge for the diocese. Medical 
Secretary, Storekeeper, Treasurer etc. Vis i ts are made twice a year or more 
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hy the team; and more frequently by the Doctor in charge. The team 
normally spend a day or two at a particular un i t to examine medical 
procedures/practice/correctness of diagnosis and prescription; to inspect 
stocks, to appraise and wr i te off or reallocate expiring drugs, to inspect 
i)uildings and equipment and to examine books of accounts at the un i t . The 
Medical Doctor's visits becomes expertly and important ly consultative. 
Diocesan medical doctors serve as consultants (as they visit) to lower-level 
iiealth uni ts i n the ir respective hospital catchment areas. This creates a 
(lualitative difference i n the clinical performance that can be closely related 
to the management difference. j t 

There are other forms of supervision and control besides those 
undertaken by the v is i t ing teams. These include visits by treasurers of the 
dioceses, technicians, storekeepers etc.; and sometimes visits by the District 
Medical Officer etc. There are also some surprise visits by members of the 
Diocesan Hea l th Management Team. 

/.6 Management of Human Relations: The Qualitative Differences 
between Government and VA Health Care Units 

Most often the qual i ty of reception of patients by the health uni ts staff is 
underrated on its contribution to a patient's perception of the qual i ty of care. 
The studies i n Dar es Salaam and Arusha regions indicate different methods 

used to cultivate patients ' or patrons' t r u s t i n the part icular unit 's services. 
Indeed when most patients were requested to compare the qual i tat ive 
ilifferences between they government and VA group of units they mostly 
icferred to the way they were received and nursed; and whether there were 
11 rugs or not. Table 7 shows responds from a survey carried out i n Dar es 
Salaam comparing qual i ty of interpersonal relations between prescribers and 
patients at government and VA units . 

What can be noted from Table 7 is a fact tha t the way prescribers 
handle patients at the government units is qual itat ively different from the 
way they are handled at the Voluntary Agency health units . While the 
facility users rate the V A - u n i t service as high or as good or very good (89%), 
I he r a t i n g is lower for the government units on the same level scale of good 
and very good (33%). The methods by facility personnel vary from simple 
aiechanistic handl ing (pure procedures) at the government uni ts , to a 
"Strategy of cu l t ivat ing a sense of hope and belonging at the V A uni ts 
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(Kibosho hospital i n Moshi , Seliani L u t h e r a n hospital i n A r u m e r u and 
Tanga M u n i c i p a l cathohc dispensary). 

T a b l e 7: Quality of Interpersonal Relation (Patients to Prescribera) 
in Dar es Salaam Units : in ̂  G yifji* 

Rating Government Voluntary Agency Units Rating 

Score Percent Score Percent 

Very Poor 13 9.3 1 0.7 

Poor 23 16.4 0 0 

Average 58 41.4 14 10 

Good 29 20.7 48 34.3 

Very Good 13 12.1 77 55.0 

140 100.0 140 100.0 

Source: Dar es Salaam Urban Health Project Research. 

A t another level the quaUty of reception and nurs ing care would tend 
to make a significant qual itat ive difference i n the manner i n wh i ch facifity 
users compare the government and the V A groups of health faci l i ty services. 
A g a i n i n the Dar es Salaam study, facifity users who were found at site and 
away (but having an experience of using services fi-om both V A and 
government providers) were requested to award scores. The summary is 
presented i n Table 8. 

Table 8 shows faci l i ty users who have experiences w i t h both the 
government and Vo luntary Agency heal th services give higher scores to the 
V o l u n t a r y Agency un i t s services (76 per cent as being good or very good 
nurs ing and reception services). The government units score comparatively 
lower t h a n the V A uni ts (17 per cent for good to very good services). On the 
other extreme end of the users' r a t i n g scale, the V A services are given 5% for 
being poor or very poor; and the government health services score 49% for 
being poor or very poor. Rendering health services w i t h a h u m a n touch 
makes a quaUtative difference between government and V A hea l th units . 
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The now mushrooming private units may hypotheticaUy score more on 
quaUty, perhaps. B u t th is hypothesis requires a more detaded comparative 
study. 

T a b l e 8: Quality of Nursing and Reception at Units ^' - ^ > « 

Rating/Score Government Units Voluntary Agency Units Rating/Score 

Frequency Percent Frequency Percent 

Very poor 29 20.7 2 1.4 

Poor 40 28.6 5 3.6 1 
Average 47 33.6 27 19.4 1 
Good 21 15.0 54 38.6 

Very Good 3 2.1 52 37.1 

140 100.0 140 100.0 

5. C o n c l u d i n g R e m a r k s : T h e Qual i ta t ive Di f ferences u n d e r 
S t r u c t u r a l A d j u s t m e n t - P r o g r a m - I n d u c e d H e a l t h S e c t o r 
R e f o r m s 

The discussion finds that there are significant differences between the 
government owned and VA-owned health care unit-services i n Tanzania. The 
fact t h a t quafity is found to be poorer i n the governmental sector t h a n i n the 
NGO sector is a function of factors which could be attended to so as to 
improve the quafity of services i n the governmental sector. Such factors are 
main ly explained by the existence of a very loose or lax management i n the 
governmental sector. Unit - leve l p lanning supervision, inspection and control 
are major management functions which govern the defivery of efficient and 
effective services i n the V A system. These management functions are almost 
absent or they are loose and in termi t tent i f not nonfunctional at the 
government heal th care units . One would tend to befieve t h a t given detaded 
and consistent management of resources at the disposal of the government 
health care uni ts , there would not be significant difference between the N G O 
and governmental health care services. Of course the problem of m u l t i p l e 
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accountability must also be straightened up as a management reforms 
strategy in the governmental sector. 

The better performance by the NGO sector in the area of health care 
delivery, and the fact that people are willing to pay for such services instead 
of getting them free of charge at government health care units, must have 
influenced the government's decision to embark on health care sector reform 
under the SAP (Abel-Smith and Rawal 1992). What people are prepared to 
pay for is perhaps the perceived and structural quality of care. This impUes 
that the proposed health care sector reform must be accompanied by a 
significant improvement in the quafity of care at those units which are 
charging fees for services. Otherwise it may greatly alienate people and 
probably reduce utilization levels (assuming that the quality and prices in 
the private sector remain constant). ' " • 4 . 

The above discussion also showed that the concept of quafity is very 
slippery. I f quality is perceived by providers as a major factor that attracts 
(commodity) service consumers, the providers will decide on what constitutes 
quality. The inputs wdl be such that they are cheap but attracting patients, 
but not necessarily adding significantly to the general state of a society's well 
being. Providers (especially private practitioners) may install expensive 
equipment to demonstrate prestigious and conspicuous elements that are not 
necessarily related to quafity (in the technical sense) improvement. Such 
installations may just exploit the consumer ignorance, to make consumers 
believe that private care is more capable than the government unit in the 
treatment processes. This implies that with health sector reforms, under 
the SAP, the government system of laws and regulations must also adopt 
criteria for standard performance that apply to both the governmental and 
non-governmental sectors. I f left alone, the private-for-profit- practitioners 
may over-invest in conspicuous-consumption aspects rather than in the 
actual improvement of treatment processes themselves. This defeats the 
purpose of the planned reforms which gear at the improvement of weU being-

The VAs have had heavy subsidies from the government for them to 
(partly) maintain a superior quality of care than the government health care 
units. Subsidies have included bed and personnel grants, tax exemptions, 
etc. With the current health sector reforms a substantial part of the subsidy 
is likely to be withdrawn. The question is whether the V A units wiU be able 
to continue to maintain comparatively better quafities of health care defivery 

136 

at the current costs. On the other hand the desire to compete and maintain 
standard quality of care along with the for-profit private health care may 
force the VAs units to increase their service-prices. This may have effects on 
utdization and equity factors. These are also important issues to be studied 
in more detailed studies as the implementation of SAP progresses in 
Tanzania, with a view to establish its positive and negative impacts on the 
quafity of health care delivery as a whole. 

There are possibilities in the privatization movement that the VAs 
and other private health care and especially preventive health services 
providers wiU tend to invest in high-price prestigious and conspicuous 
developments to attract those who have money. Perhaps basic primary care 
may tend to be excluded from private sector involvement. This will have the 
impfication of putting increasing responsibifities on the government in that 
it may find itself burdened with the responsibilities of rendering the bulk of 
primary health care, whde the VAs and private-for-profit providers invest 
more into tertiary high-tech and conspicuous services that are inaccessible to 
the general population. During the SAP implementation processes the 
government needs frequent policy reviews to ensure incentives and/or 
regulations that tie the private sector (VAs and the for-profit investors) to 
invest in essential primary and preventive services that can be accessible at 
affordable prices. In short, the process of privatization has to be planned, if 
not mapped and monitored to ensure balanced provision, efficiency, and 
effectiveness in both government and private sector. 
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