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Abstract

such facilities.

services.

Background: There is growing evidence that patients frequently bypass primary health care (PHC) facilities in
favour of higher level hospitals regardless of substantial additional time and costs. Among the reasons given for
bypassing are poor services (including lack of drugs and diagnostic facilities) and lack of trust in health workers. The
World Health Report 2008 “PHC now more than ever” pointed to the importance of organizing health services
around people’s needs and expectations as one of the four main issues of PHC reforms. There is limited
documentation of user's expectations to services offered at PHC facilities. The current study is a community
extension of a hospital-based survey that showed a high bypassing frequency of PHC facilities among caretakers
seeking care for their underfive children at two district hospitals. We aimed to explore caretakers’ perceptions and
expectations to services offered at PHC facilities in their area with reference to their experiences seeking care at

Methods: We conducted four community-based focus group discussions (FGD's) with 47 caretakers of underfive
children in Muheza district of Tanga region, Tanzania in October 2009.

Results: Lack of clinical examinations and laboratory tests, combined with shortage of drugs and health workers,
were common experiences. Across all the focus group discussions, unpleasant health workers' behaviors, lack of
urgency and unnecessary delays were major complaints. In some places, unauthorized fees reduced access to

Conclusion: The study revealed significant disappointments among caretakers with regard to the quality of services
offered at PHC facilities in their areas, with implications for their utilization and proper functioning of the referral
system. Practices regarding partial drugs administrations, skipping of injections, unofficial payments and
consultations by unskilled health care providers need urgent action. There is also a need for proper accountability
mechanisms to govern appropriate allocation and monitoring of health care resources and services in Tanzania.

Background

To facilitate access to health care, many low-income
countries have delegated care for uncomplicated health
problems to primary health care (PHC) facilities. In Tan-
zania, these are termed dispensaries or health centres.
According to Tanzania health policy 2003, dispensaries
are designed to offer outpatient services including repro-
ductive and child health services, and basic diagnostic
services [1]. Health centres offer outpatient and
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inpatient services, maternity care, laboratory, dispensing
and mortuary services [1]. Dispensaries in Tanzania are
usually run by non-physician clinicians called clinical
officers, who are trained to attend simple health condi-
tions and refer complicated ones to hospitals. These are
assisted by one or two nurses. Health centers are staffed
by a wider range of more qualified health workers. If ef-
fectively utilized by the targeted population, these facil-
ities serve to reduce overcrowding at higher level
hospitals that are designed to manage more complicated
cases through the provision of more specialized care.

It is well known that providing quality care to sick chil-
dren particularly at an early disease stage is crucial for
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attaining better health outcomes including preventing
child deaths from treatable illnesses. However, the quality
of care provided at most PHC facilities in developing
countries continues to be questionable [2,3]. Problems of
frequent shortages of drugs, diagnostic equipments and
health workers characterize most of such facilities [2,3].
As much as 72% of Tanzania’s population live within 5 km
and 93% within 10 km of a health care facility [4]. With
this density of PHC facilities, access in terms of distance is
reasonable but the problems of care-seekers bypassing
these facilities have repeatedly been reported [5-7]. In a
population-based survey, in rural western Tanzania, it was
reported that 44% of women seeking institutional delivery
had bypassed their nearest PHC facility [5]. In this study,
the women reported that quality of care (e.g. best provider,
availability of drugs) and trust in health workers were the
main reasons for selecting the health facility for delivery.
Results from a household based survey in Lushoto district
showed that patients bypassed their lower level of care to
seek hospital treatment because of poor quality of services
and poor availability of drugs [6]. The problems of bypass-
ing lower level facilities have also been reported in Kenya,
Sri-Lanka and Namibia [8-10]. Reasons given for bypass-
ing PHC facilities in all the above mentioned studies can
be summarized as “unfulfilled expectations”, referring to
dissatisfaction and disappointment from the quality of the
services offered at such facilities.

Organizing health services around people’s needs and
expectations was strongly emphasized in the World
Health Report of 2008 as one of the major four PHC
reforms termed “services delivery reforms”[11]. The report
brought into attention the fact that the PHC movement
had underestimated the speed with which the transition in
demand for professional care would bypass the initial
attempts to expand rapidly access to health care by relying
on sub-optimal care provided at most of the PHC facil-
ities. The report further claimed that, “neglecting people’s
needs and expectations is a recipe for disconnecting
health services from the communities they serve”.

There is limited documentation of the user’s expecta-
tions to services offered at PHC facilities. The current
study is a community extension of a hospital-based sur-
vey that showed a high bypassing frequency of PHC fa-
cilities among caretakers seeking care for their underfive
children at two district hospitals in the study area [12].
Our study objective was to explore caretakers’ percep-
tions and expectations from the quality of services
offered at PHC facilities in their area with reference to
their experiences at such facilities.

Methods

Study context

The study was carried out in Muheza district of Tanga
region in north-eastern Tanzania. Muheza district is
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located about 25 km from the city of Tanga. Based on
the 2002 census and an annual population growth rate
of 1.4%, the district had a projected population of
306,862 in 2009 [13]. This population is served by 59
dispensaries (49 public, 10 private), six health centres (4
public, 2 private), and one district hospital [14]. The dis-
trict is predominantly rural, and the people are mainly
subsistence farmers of maize, cassava, oranges, coconut,
rice and banana. Malaria is the leading cause of admis-
sions and deaths among under-five children [14,15]. In
2005, the underfive mortality rate in Muheza district
was 150/1000 live births (140/1000 live births in the
whole region of Tanga). The above features make the re-
gion as well as the district similar to most of the rural
Tanzania [16].

Study design and data collection

Due to its exploratory nature, the study employed quali-
tative research methods. We conducted four focus group
discussions (FGDs) in four villages of Muheza district in
September 2009 (Table 1). The villages were purposely
selected from a list of eleven villages where the hospital
survey participants reported to live. We used three main
criteria for villages selection; 1) A village must be at least
10 km from the district hospital, 2) It must have a dis-
pensary or health centre nearer than the district hospital
and 3) It should have a significant number of bypassers
(caretakers who did not at all utilize their nearer dis-
pensary or health centre during the index child’s sick-
ness) and non-bypassers (caretakers who utilized their
nearer dispensary or health centre prior to coming to
the district hospital) as documented in the hospital sur-
vey [12]. In addition to above, we also selected villages
in different geographical directions from the district
hospital.

FGD participants were recruited one week before the
meeting, through a village leader who was informed of
the criteria for the selection of the study participants.
The inclusion criteria were that the participants 1)
should have at least one child less than five years under
their care and 2) there should be only one caretaker par-
ticipating per household. We advised the village leader
to pick households skipping several in between even if
they had a potential participant so as to have a wider
area represented. A total of 47 women and men

Table 1 Composition of FGDs

FGD number Participants

Men Women
Village 1 0 9
Village 2 7 5
Village 3 4 10
Village 4 0 12
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participated in four focus groups, each comprising of 9—
14 participants. The majority were women reflecting the
fact that women are the ones who commonly take chil-
dren to the hospital within the study setting. Two FGDs
were mixed while two were with women only. The dis-
cussions were held either in village government halls or
a school classroom.

A guide was used to introduce topics for discussion in
the form of questions. We left caretakers to discuss
among themselves with the principal investigator as a
moderator. Topics discussed included available health
care options, quality of available primary health care ser-
vices, barriers and obstacles faced by caretakers while
seeking care for their sick underfive children at the PHC
facilities in their areas, and reasons for bypassing PHC
facilities. We added emerging new issues in the guide as
the discussions progressed and we asked them in subse-
quent FGDs. The discussions were conducted in Swahili
(the national language) by the principal investigator as a
facilitator and two research assistants and were all tape-
recorded. The discussions lasted between 55 and 90
minutes. At the end, participants were given an oppor-
tunity to ask general questions on health issues, and the
principal investigator and one research assistant who
was a clinician responded accordingly.

Ethical consideration

We obtained verbal consent for participation and audio
taping from all the study participants prior to com-
mencement of the discussions and after having explained
the aim of the study. To secure confidentiality and facili-
tate an open discussion, we did not ask for a written
consent and did not record the names of the partici-
pants. Only their sex was recorded. The study was
approved by the Medical Research Coordinating Com-
mittee at the National Institute for Medical Research in
Tanzania.

Data analysis

Data was manually analysed using the principles of the-
matic content analysis [17]. Audio materials were tran-
scribed and analysed in the original discussions
language, Swahili. Analysis commenced by examining
the data material thoroughly so as to identify units in
the text that were relevant to the subject in question.
The identified units were then coded, categorized and
later grouped under meaningful themes. Initial word to
word transcription of the audio materials was done by
one of the research assistants. Translation into English
was done by the principal investigator at a later stage
when meaningful themes had been identified. The sec-
ond author took part in the analysis.
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Results

Unfulfilled expectations

The findings reveal that caretakers had certain expecta-
tions to the quality of care to be offered when they
brought their children to a health facility. When these
expectations were not met, caretakers became dissatis-
fied. The study established substantial frustrations
among caretakers related to availability, accessibility and
acceptability of the services offered by PHC facilities in
their area. Experiences not only of lack of quality ser-
vices but also unacceptable health workers’ behaviours
dominated the discussions. In the following section, we
present the findings as caretakers’ unfulfilled expecta-
tions to the health services provided at the primary care
level.

Expecting examinations before treatment

No tools, no touch

Our study established a growing demand among care-
takers wanting to know for sure what’s wrong with their
children before they are given treatments. Caretakers
expressed their disappointments regarding the common
practice among clinicians of prescribing drugs to their
children without having any investigation performed.
This was also given as the main reason for bypassing
PHC facilities, as one female caretaker expressed: “Now-
adays people are civilized, they are afraid of giving the
child drugs before she is investigated. They want to be
sure if it’s real malaria. The fever could be just a result
of the teething process. So they go there (district hos-
pital) to get the child investigated”. (Woman, Village 2).

Although health centres and even dispensaries are
supposed to provide basic diagnostic services, such ser-
vices were reported to be almost never available. Care-
takers in this study expressed their high demand of such
services: “The main thing that bothers us and makes us
go to town is the lack of diagnostic services. They should
at least bring diagnostic services to our dispensaries. Be-
cause we know even if you go there (dispensary), the
child will just be given ALU (first line anti-malarial drug)
but may be the sickness is not even for ALU.”(Woman,
Village 2).

In one village, caretakers claimed to previously be pro-
vided with diagnostic services at their facility. However,
the laboratory is no longer running because of the fre-
quent shortage of laboratory reagents. She explained:
“When they first brought the diagnostic services, people
were being investigated normally for malaria, fever etc.,
but now they tell you that there is no reagent. Even
temperature is not taken. They will just touch the child,
and if the body is warm then you are told she has mal-
aria. You will just be given drugs to give the child at
home”.(Woman, Village 3).
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In addition to not receiving diagnostic services care-
takers also reported that even basic clinical examinations
were sometime not performed by the attending clinician.
Commonly, the attending clinicians asked questions and
prescribed drugs without even touching the child as
expressed in the quote below: “There used to be that
thing they put in your mouth or armpit, for checking
temperature. Now even temperature is not taken. They
do not even touch the child, you talk they write”
(Woman, Village 3).

Medical tools as table decorations

Caretakers claimed that, even when the tools for clinical
examination were available, they were often not utilized
by the attending clinicians. Sometimes they were just
displayed/left on the table as the following quote illus-
trates: “Another thing is that thing they wear around the
neck, for examining the chest and the heart (stetho-
scope). For them, it is a table decoration. Every time you
go with your child you find it stuck on the table. He just
writes, he does not even look at your face. They should
take it back to Teule (district hospital), if they do not
know its use” (Woman, Village 3).

Expecting drugs to be available and sufficient

Frequent shortage of drugs was reported to be com-
monly encountered at PHC facilities. Caretakers
reported often to be provided with the antimalarial
ALU® (which was commonly available) and ordered to
buy other drugs. Occasionally, even this malaria drug
was not available at the facility nor in drug shops, in
which case caretakers were forced to buy other types of
malaria drugs, like Fansidar® which is no longer recom-
mended by the Ministry of Health and Welfare
(MoHW). One caretaker reported: “Antimalarial drugs
are as well not available sometimes. We are used to go
and buy these old ones like fansider. The drug will help
the child for three, four days, and then malaria comes
back very severe” (Woman, Village 1).

Unsafe drug dispensing practices

In connection with drug shortages, an alarming drug
dispensing practice was reported in two villages where
FGDs were conducted. In one of the villages, a woman
said: “They ask if you brought a bottle, if you do not
have they tell you to go and buy. They pour you some
amoxicillin and you go. One bottle is divided among two
to three children” (Woman, Village 3).

A caretaker in another village reported the same ex-
perience: “You may reach there and be told to go and
bring a container. The mother is supposed to go back
home and bring a container so that they pour you some
drug. They measure mills and distribute one bottle
among two to three children” (Woman, Village 1).
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Caretakers raised several concerns pertaining to the
above practice. First, they complained that most of the
time the drug provided was not sufficient for the num-
ber of days prescribed: “You are told to give the child
drug for five days, after three days the drug finishes and
you do not know what to do” (Woman, Village 3).

Secondly, caretakers expressed their worry about the
hygiene of the containers they used for taking the drug,
since most of them were obtained under emergency con-
ditions: “You are told to go look for a container at home
or shops. You do not know of the safety of that con-
tainer where you obtained it. They pour you drug, you
give the child and diarrhoea becomes worse” (Woman,
Village 1).

Health worker dependent drug availability

In one of the villages caretakers reported a sudden
change pertaining to the availability of drugs after having
new clinicians at their facility. One male caretaker
reported: “Before they could bring drugs, but after five
or ten days you are told drugs are out of stock. But since
they brought these ladies, we are thankful because you
could go even the whole month and drugs are available.
It takes a long time before you are told drugs are out of
stock” (Man, Village2).

Expecting health workers to be available

Unreliable availability of health workers at PHC facilities
was another issue raised across all the four FGDs. The
number of staff at most facilities was claimed to be in-
sufficient to provide the expected services, and this was
even more aggravated by their frequent absenteeism.
Commonly only one nurse was available who had to do
everything, as the quotes below points out: “Sometimes
you find that the main doctor is not around and only
one nurse is doing everything. She then will become the
doctor. She will be the one taking care of the MCH
clinic services, she will be the one working at the Ante-
natal clinic etc.” (Woman, Village 4).

The same concern was raised by caretakers from a dif-
ferent village as reported by this woman: “Sometimes
there is only one nurse, when others have gone on holi-
day. The same nurse has to give drugs to patients, attend
children at MCH, and take care of pregnant women. By
the end of the day she is very tired. She can’t do her job
properly.” (Woman, Village 1).

Expecting facilities to be open

Dispensaries in Tanzania operate between 8 am and
4 pm and are closed on weekends and public holidays.
However, it was reported that sometimes the facilities
were closed even during the week days when no health
staff was available to provide services. Ideally when the
dispensary is closed, the health staffs who are supposed
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to reside within the same community can still be con-
tacted at their homes and are expected to provide ser-
vices if the need arises. However, staffs are usually
inaccessible after opening hours since most of them do
not live within the communities they serve. One woman
complained: “If your child gets sick at night, there is no-
where to run to until morning. If you have money then
you will look for transport and take her to Teule (district
hospital) the same night. If you can’t afford then your
child might die while you are watching her (Woman,
Village 3).

Skipped injections due to facilities closure

If a child was prescribed hourly injections and the dos-
age fell on weekends, caretakers reported that the injec-
tions were skipped until the next working day: “On
weekends the situation is even worse. Lets say today is
Friday and your child has been prescribed hourly injec-
tions. When it reaches Friday evening, all nurses leave,
as most of them live in Muheza (district centre). So the
dose will be stopped until Monday when they come
again. There is no service on weekends” (Woman, Vil-
lage 1).

Wellbeing of newborn babies

The problem of unavailability of services in the evenings,
weekends and holidays, was also reported as being of
major concern for pregnant women and the outcome of
the newborns in the area. It was reported that it was al-
ways a big challenge when a woman went into labour
when the facility was closed, and most of the time there
was no health staff available to assist with the delivery
process as they did not reside within the community.
One woman expressed: “... There is no nurse here to
deliver the child at night. If labour starts at night you
have to look for transport to go and deliver at Teule
hospital, even if its 2 am. Nurses are only available dur-
ing the day, when it reaches 4 o'clock they close and
leave until the next day. That’s why we are always full at
Teule (District hospital). When you start feeling bad you
decide to go straight to Teule as early as possible
(Woman, Village 4).

In one village, a male village leader reported assisting
pregnant women in labour at night several times, either
to look for transport to take them to the district hospital
or to mobilize funds from neighbours to pay for the
transport costs. He also claimed that there were several
occasions when there was no enough time to look for
transport before the baby came out, in which case, him-
self and his wife had to assist with the delivering process.
Below are his words: “I must tell you, I have delivered
women, not once. I am not a nurse but sometimes a
woman is brought to me and she is ready to deliver. It’s
not possible to put her in the car and there is no nurse
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to assist, so I have to do it. In this case I don’t know
whose fault to say it is” (Man, Village 2).

Unavailability of electricity as a reason for facilities closure
at night

Even when the health worker was willing to work at night,
the working environment was reported not to be support-
ive. Caretakers in one of the villages reported that even
when they got assistance from the nurse who lived within
the village, they were supposed to bring a lamp to the dis-
pensary since there was no electricity or any other alterna-
tive source of light. One caretaker reported: “When you
knock at the nurse’s door, before she even comes out she
asks if you brought a lamp. If you don’t have she tells you
she can’t work because the dispensary does not have light.
That has happened to me three times. But because I have
relatives closeby I go to them and they give me a lamp.
Sometimes they tell me it has no kerosene, so I have to
look for kerosene elsewhere” (Woman, Village 3).

In one village, a village leader reported that nurses in
his area were being paid night allowances, and he was
even requested to monitor their presence at night. How-
ever, the allowances were discontinued, and nurses are
no longer working at night.

Expecting to be treated well

Undesirable health workers behaviours was another
main complain raised by caretakers across all FGDs.
Caretakers expressed their concerns on the way nurses
and sometimes doctors treated them. Below are some of
the behaviours that were of concern:

Unnecessary delays

Unnecessary delays particularly among the nurses came
as one of the main complaints. Caretakers reported leav-
ing their homes early so as to get to the facility early but
most of the time they were left waiting in queues for
long periods without any good reason as one caretaker
expressed: “You might reach there and find two nurses,
one cleaning and other arranging files. You went so
early, lets say you arrived a few minutes before 8 am,
but you may not be touched or even spoken to until
11 am” (Woman, Village 3).

Another woman from the same village added: “They
also have a habit of going for tea like students. You may
be told the doctor has gone for tea and you may wait for
3 hours and he may not be back. Or they may just be
talking inside and you are waiting outside. That’s why it
is always full at Teule because of nurses’ ignorance here”
(Woman, Village 3).

Lack of urgency
It was reported that even when caretakers requested for
immediate attention due to the seriousness of their
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children’s condition, still lack of urgency dominated.
Caretakers reported sometimes to receive impolite
answers from the nurses and doctors when they
approached them to request for urgent care. The quotes
below illustrate: “When you approach the nurse and tell
her that my child’s condition is not good she tells you
‘do not teach me my job’. Then you remain with nothing
to do but wait while observing your child until when
she feels like helping your child by herself.” (Woman,
Village 3).

Another woman in a different village added: “Some-
times when you see that your child’s condition is not
good and approach the nurse she may chase you away
and even yell at you ‘go sit and wait outside’. (Woman,
Village 4).

A man from the third village reported his experience,
related to the above complains, at one primary health
care facility in his area: “I guess two years ago, while we
were on our way to the facility, my child got very high
fever. While at the facility waiting for our turn to see the
doctor, my child started convulsing. I requested other
patients ahead of me so that I go in first, and due to my
child’s obvious condition they allowed me. However,
soon after I entered the doctor’s room he yelled at me
“get out, who told you to come in”. I told him to look at
my child’s condition and that my child was convulsing
but he yelled at me “go away, do you know what a con-
vulsion is?” I went back outside with my convulsing
child. Fortunately a nurse was passing by and got to see
my child’s condition and took him to the doctor and
that’s when he got to attend him” (Man, Village 2).

Lack of sympathy

Lack of compassion by health workers to sick children
was among other complains raised by caretakers. The
latter story is a good example of this. It was as well
reported that clinicians referred to by caretakers as doc-
tors, commonly did not even touch the child. This was a
big disappointment to most caretakers who expected
their children to be properly examined. One caretaker
expressed: “Your child’s name might be called when it is
your turn to see the doctor but when you get to sit near
the doctor he may tell you to move away and that your
child smells urine, claiming that we don’t clean them
properly. But you tell me, from the time I left my house,
all the way to the hospital, if my child doesn’t pass urine
then wouldn'’t that be a sickness? And when you tell him
the child’s problem he just writes without even touching
the child because he smells bad” (Woman, Village 3).

A man from a different village had these to say: “I will
just give an example; there was a doctor here who has
been recently transferred. No matter how serious your
child was, when you requested for help outside working
hours, he would just tell you, while sitting on his house
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veranda, this is neither a hospital nor working hours.
But thank God that we now have very kind women who
are ready to assists us any time” (Man, Village 2).

Expecting services without payments

According to Tanzanian health policy, health care ser-
vices to children below five years is supposed to be pro-
vided free of charge at public health facilities. However,
caretakers claimed to incurr some costs for various ser-
vices when they brought their children to the primary
care facilities. This was reported in three villages while in
one village caretakers reported not to pay at all. The pay-
ments were reported to be for various services and were
differed from one facility to another. Payments could be
for consultation, drugs, investigations (when available)
and facility guard. The quotes below illustrate: “To see a
doctor is two hundred, the drug that you are poured in a
container costs two hundred and five hundred for mal-
aria investigation, total nine hundred. There at Mkanya-
geni children are not free” (Woman, Village 4).

Another woman from the same village added: “Here at
our facility the only investigation available is that for
malaria, which costs five hundred. If you don’t have five
hundred they will just give you ALU (first line antimalar-
ial drugs) to give the child at home. We also pay one
hundred for the guard” (Woman, Village 4).

In one village, caretakers reported to pay for the “free-
of-charge maternal and child health (MCH) services”,
like monthly child weighing. The quote below illustrates:
“Consultation and treatment costs one thousand and we
pay two hundred for the guard who watches the dispens-
ary. Weighing a child at the clinic costs two hundred”
(Woman, Village 1).

However, Village 1 was the only village where care-
takers reported paying for monthly child weighing.
Other villages claimed not to pay for this service. We
probed further to find out what happened when care-
takers were not able to pay for these services and below
was a response from one of the villages: “I f you don’t
have two hundred they will not weigh your child and if
you don’t have one thousand you won’t get any service”
(Woman, Village 1).

Inaccessibility of services resulting from the inability
to pay was also mentioned in the quote above by a
woman from Village 4, who claimed that even though
malaria investigation was available at their nearer PHC
facility children were just prescribed ALU if caretakers
were not able to pay for them. Occasionally, caretakers
reported to pay and still be told that the drugs were out
of stock and given a prescription to go and buy them
elsewhere. Caretakers complained that this caused a lot
of inconveniences as they had to look for other funds to
buy the drugs which could take sometime while the
child continues to suffer.
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Expecting written referral information

Another thing complained about by caretakers was the
lack of proper referral services when their children were
referred to a higher level hospital. Across all the focus
group discussions, caretakers complained of the fact that
they were only given verbal referrals, and no written
document was provided for them to take to the referred
hospital. Caretaker’s main concern was that they were
not able to answer correctly some of the questions that
were asked at the referred facility. They expressed their
wish to have some sort of a written report from the pri-
mary care facility which would assist them. The quotes
below illustrate: “He just tells you to take the child to
Teule. Its only words while he is the one who treated
the child without improvement. Why not give me any
introduction so that when I reach there they know
where I started. When I arrive at Teule (district hospital)
I have to start afresh while his introduction would have
helped.” (Man, Village 2).

Another caretaker from a different village had this to
say: “No arrangements, its just verbal, ‘take a child to
Teule; finish. Whether you went or not they don’t care.
You won'’t even be given a nurse to accompany you or
even a piece of paper to say this child we failed, help her
there, its just words. Also if you ask questions you may
be answered rudely.” (Woman, Village 3).

Discussion

Concerns raised by caretakers in this study, related to
their unfulfilled expectations from services provided at
PHC facilities, provide an insight into barriers to services
utilization other than geographical accessibility. The
findings provide relevant information on outcome indi-
cators of access i.e. utilization and satisfaction, by the tar-
geted population [18]. Obrist et al. defined access to
health services as five dimensions namely availability, ac-
cessibility, affordability, adequacy and acceptability [19].
He claimed that, these dimensions directly influence the
course of the health seeking process and hence utilization
of the services. We argue that the same dimensions de-
fine quality of care as perceived by users of a given facil-
ity. Hence, in the following section we discuss our
findings based on the above five dimensions of access.

Availability and adequacy of services
The current study was conducted among caretakers who
lived within an area with a good geographical access to a
PHC facility (dispensary and/or health centre); however,
the facilities were reported to be characterized by fre-
quent shortages of staff and equipments (including es-
sential medicines and diagnostic services).

The discussions established a growing demand among
caretakers regarding the provision of diagnostic services
at PHC facilities in their area. This was found to be the
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most common reason for bypassing PHC facilities also
in the study at the two district hospitals in the area [12].
This could be explained by the raising awareness among
caretakers regarding standard childhood infection man-
agement, which requires confirmation of diagnosis
through diagnostic tests. It could also simply be a result
of caretakers’ previous experiences of treatment failures,
when their children were provided drugs at such facil-
ities without having any tests performed. Some diseases
like pneumonia and diarrhoea can be correctly diag-
nosed by thorough history taking and clinical examin-
ation. Instruments like IMCI and WHO guidelines for
the management of common illnesses with limited
resources have been proven successful in achieving this
goal [20,21]. However, for a disease like malaria a con-
firmatory test is very crucial in ascertaining the correct
diagnosis. Most PHC facilities in Tanzania lack diagnos-
tic equipments and it is a common practise for clinicians
to rely solely on history and clinical findings to make a
diagnosis [22]. As a malaria endemic area, many clini-
cians in Tanzania prescribe antimalarials to children pre-
senting with a history of fever, often without a thorough
clinical examination to rule out other infections (some-
times even when tools are available to enable them to do
s0). Many of these children receive no additional anti-
biotics. Malaria prevalence has been going down in Tan-
zania as well as in other parts of sub-Saharan Africa
[23], and this may indicate that if not properly investi-
gated children with fever may wrongly be diagnosed as
malaria cases and the treatment provided may not ne-
cessarily lead to recovery.

Findings from a study that evaluated the diagnostic ac-
curacy and case management of clinical malaria in the
primary health services of a rural area in south-eastern
Tanzania provide a good example [24]. In this study, a
representative sample of pediatric consultations was
carefully examined at peripheral health facilities
throughout Kilombero District. While the attending
health workers diagnosed 640 (41.1%) of all consulta-
tions as clinical malaria cases, the study established only
397 (25.5%) of all consultations to be malaria cases by
using a blood slide [24]. Furthermore, 118 (30.2%) of
confirmed malaria cases that were misdiagnosed as other
infections by the attending clinicians went home without
antimalarial drug prescription. Likewise, some children
who were misdiagnosed as malaria cases by clinicians
went home with only an antimalarial which obviously
was not going to help. In another study conducted in
rural areas of Morogoro and Dodoma regions in Tanza-
nia, on average only 22% of the assessment tasks
required by the IMCI guidelines were performed by the
attending clinicians [25].

The reported shortage of drugs and health workers is
not a new finding [7,26,27]. According to the MoH
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Sector Strategic Plan (2003), the majority of skilled
health workers in Tanzania work in large cities, and as a
result, rural facilities are left understaffed [27]. Care-
takers experiences related to drugs and health workers
shortage in this study were disturbing. The reported
practice regarding distributing one syrup among several
children is unacceptable. This practice may not only lead
to severe disease and death of insufficiently treated chil-
dren but also development of drug resistance. In Tanza-
nia, low cadre nurses working at PHC facilities are
trained to work under instructions from clinical officers
or medical doctors. Caretakers in this study reported the
nurses to be the ones making the diagnoses and pre-
scribing drugs at some of the PHC facilities when the
clinicians were not present. This practice could result in
mismanagement of children as the attending nurses may
not have sufficient knowledge to make the correct diag-
noses and give correct treatment. In a study mentioned
above on misdiagnosis of malaria, 121 (7.9%) and 71
(4.6%) of consultations were made by the untrained
nurses and trained nurses respectively [24].

Accessibility and affordability of services

Caretakers reported inaccessibility of services at night
from dispensaries in their area. This does not seem to
support the primary objective of PHC facilities, which is
to improve access of care to poor people who can not af-
ford to travel to distant hospitals. As opposed to day
time, it is always a challenge to travel to a higher level
hospital at night if the need arises, due to lack of public
transport. In addition, other alternatives of care like drug
shops are also closed. This leaves poor people with fewer
options. Caretakers in this study expressed their con-
cerns about this problem at the dispensary level espe-
cially in relation to the safety of the newborn babies
when pregnant women go into labour at night. The
reported occasional skipping of hourly injections until
the next working day as a result of inaccessibility of ser-
vices at night and during the weekends and holidays is
another example of the dangers implied.

Children below five years are exempted from the offi-
cial user fees under the cost-sharing policy of Tanzania
[28,29]. However, caretakers in this study reported being
denied of certain services when they could not pay.
Caretakers from different villages reported paying for
different services, while in one of the villages they
reported not to pay at all. The issue of unofficial pay-
ments is not a new finding; it has been documented pre-
viously by other studies in Tanzania [30-33]. This
indicates poor monitoring of PHC facilities.

Acceptability of services
Health services must be respectful of medical ethics, cul-
turally appropriate and gender sensitive [34]. Several
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concerns were raised by caretakers in this study regard-
ing how health workers treated them. Concerns regard-
ing the lack of urgency, unnecessary delays and lack of
sympathy to sick children may not only lead to under-
utilization of services at such facilities but could also re-
sult in unnecessary child deaths. The issues of poor
provider-patient relations in Tanzania have previously
been documented [30]. A study in Kenya also reported
similar findings [35]. Patients in this study complained
of indecent behaviour by the attending nurses at the
studied government hospitals, such as discrimination,
lack of respect, and impolite languages and ignorance.

Referral, which is a process by which a health worker
transfers the responsibility of patient care, temporarily
or permanently, to another health professional [36], is a
critical part of appropriate primary care and the Inte-
grated Management of Childhood Illness (IMCI) strategy
[37]. As a rule, the referring physician should clearly
specify the objectives of the referral in the referral letter.
The use of verbal referral without any written documen-
tation was another practice at PHC facilities that was
complained about by caretakers in our study. Caretakers’
wish of having a written document to present to the re-
ferred hospital is valid. This document could prevent
giving the same treatments at a referred hospital that
might have failed at a referring facility, hence avoiding
unnecessary delays in the provision of appropriate care.

Poor quality of services at PHC facilities in Tanzania,
characterized by the chronic shortage of equipments,
supplies and staff, has previously been documented in
other studies [6,7,26,30,38]. This not only affects care-
seekers but could also be demotivating for health work-
ers working at this level of care. In a study conducted in
three districts of Kilimanjaro region in northern Tanza-
nia, it was reported that clinical officers described the
lack of laboratory services as “gambling with the health
of patients” [39]. They claimed that people in their com-
munities knew what quality of services they wanted, and
some community members looked for the quality they
simply could not provide.

At the same time, caretakers in this study acknowl-
edged the fact that health workers were not sufficient
and that it is impossible for the same health worker to
work day and night without rest. Several other studies
have attributed poor health workers’ performances with
poor working conditions, including low salaries [40,41].
Our study findings indicate that, the quality of care
could be solved by focusing on both the individual
health workers and the conditions under which they
work.

Methodological strengths and limitations
The current study was complementary to the hospital-
based survey [12] and was designed to provide the



Kahabuka et al. BMC Health Services Research 2012, 12:158
http://www.biomedcentral.com/1472-6963/12/158

community views on the quality of care offered by PHC
facilities in their area. The results from this qualitative
study were similar to the findings from the hospital-
based quantitative survey. The fact that the two studies
from the same area applying different methodology give
similar conclusions adds to the validity of the findings
from both studies.

The focus groups were somewhat bigger than what is
the standard. This was because more than expected of
the caretakers that were approached were willing to par-
ticipate. However, we did not encounter any difficulties
during the discussions as a result of group size. The
higher number of female caretakers participating as
compared to male caretakers was expected, and it can
be seen as strength of the study, since women are com-
monly the ones taking children to health facilities in the
study area.

Conclusion

Our findings support the observations made in the
World Health Report of 2008 [11], that neglecting peo-
ple’s needs and expectations may contributes to making
health care services less relevant to the communities
they serve. Caretakers in this study have pointed out im-
portant weaknesses in services provided at the PHC
level. Practices regarding partial drugs administrations,
skipping of injections, unofficial payments and consulta-
tions by unskilled health care providers need urgent ac-
tion. These practices hamper the quality of services at
PHC facilities, previously defined in terms of availability,
affordability and acceptability, and hence perpetuate the
problem of bypassing this level of care. Good procedures
for referrals which is crucial to a functioning PHC, were
also reported to be deficient. There is also a need for
proper accountability mechanisms to govern appropriate
allocation and monitoring of health care resources and
services in Tanzania.
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