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Abstract

User committees, such as Health Facility Governing Committees, are popular platforms for

representing communities and civil society in holding service providers accountable. Fiscal

decentralization via various arrangements such as Direct Health Facility Financing is

thought to strengthen Health Facility Governing Committees in improving accountability in

carrying out the devolved tasks and mandates. The purpose of this study was to analyze the

status of accountability of Health Facility Governing Committees in Tanzania under the

Direct Health Facility Financing setting as perceived by the supply side. In 32 different health

institutions, a cross-sectional design was used to collect both qualitative and quantitative

data at one point in time. Data was collected through a closed-ended questionnaire, an in-

depth interview, and a Focus Group Discussion. Descriptive statistics, multiple logistic

regression, and theme analysis were used to analyze the data. According to the findings,

Health Facility Governing Committees’ accountability is 78%. Committees have a high level

of accountability in terms of encouraging the community to join community health funds

(91.71%), receiving medicines and medical commodities (88.57%), and providing timely

health services (84.29%). The health facility governance committee’s responsibility was

shown to be substantially connected with the health planning component (p = 0.0048) and

the financial management aspect (p = 0.0045). This study found that the fiscal decentraliza-

tion setting permits Committees to be accountable for carrying out their obligations, resulting

in improved health service delivery in developing nations.

Introduction

Accountability in the health system is necessary for the people to receive accessible, relevant,

and responsive health care. Accountability in health care refers to the obligation of health care
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practitioners or the community to respond to public inquiries regarding their decisions and

activities, which are the basis of their mandate, authority, and legitimacy [1, 2]. As a result,

accountability encourages accountability between different levels of the health system, result-

ing in improved health service delivery. Social accountability is highly recommended as an

approach for influencing the responsibility of policymakers and health service providers

through community participation to improve accountability in public health programs [3].

Social accountability through community participation in holding service provider into

account help to address primary health care challenges such as poor utilization and allocation

of resources, unresponsive health service delivery and ineffective and inefficient health system

[4–6]. In primary health care facilities, social accountability or community participation is rep-

resented by community governance structures known as Health Facility Governing Commit-

tees (HFGCs). These HFGCs are created to represent communities, civil societies and other

interest groups for voicing up and shaping health service delivery in community interest [7, 8].

The HFGCs has two key functions in primary health care: first, they must hold into account

health service providers for health facilities to function properly. Second, through community

outreach and co-management of health facilities, HFGCs act as an extension of service

providers.

The importance of individual, family, and community participation in the management

and implementation of health initiatives has been extensively underlined in both the Alma Ata

Declaration of 1978 and the Astana Declaration of 2018. Social accountability through various

mechanisms such as HFGCs promises to increase health service providers and the health sys-

tem’s overall accountability. As a result, functional HFGCs are critical in primary health care

for improving community health service delivery and addressing the health problems of all

individuals. Strengthening community health care through empowering HFGCs means tack-

ling individual and community health concerns by giving them autonomy and the authority to

regulate and govern their own health. Universal Health Coverage (UHC) is primarily achieved

by ensuring that everyone, including patients and the poor, has access to care, that the care is

of sufficient quality, and that no financial obstacles prevent anyone from getting health ser-

vices. As a result, responsible primary health care is intended to promote population health

through well-managed and accountable primary health care facilities that improve population

access to health services and quality care while lowering financial obstacles.

Accountability is related to responsibility and responsiveness in a broader sense since it is

based on the notion of responding to or being able to complete the given tasks [9]. It is all

about account giving or one’s obligation to justify and explain his/her conduct [10]. There are

three components of accountability namely the locus of accountability (who), the domains of

accountability (what) and the procedure of accountability (how). In primary health care, the

locus of accountability refers to who is held accountable or who holds others accountable; in

primary health care, this can include nurses, incharges, patients, communities, or community

governance bodies like HFGCs [11–13]. The domain of accountability refers to the activity or

delegated functions for which a person or entity can be held liable and hence must defend its

conduct [9, 11, 14]. The final component is procedural accountability, which refers to the

methods that are used to assess a party’s accountability [8]. These can include formal or infor-

mal assessments of the locus of accountability’s compliance with the delegated functions, as

well as justifications from the accountable part, such as HFGC, to the extent that they have

completed their assigned duties [15, 16]. After evaluation, the evaluator can decide to sanction

or reward the part held into account.

The interaction between communities and HFGCs in primary health care institutions is

best explained using Principal-Agency Theory. The Principal-Agency Theory describes the act

of a principle attempting to maximize value/output by engaging/delegating tasks to agents,
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with the principal regularly monitoring or holding the agents or the agents themselves to

account based on their performance [9, 15, 17, 18]. The Principal/Agent Theory marches with

the accountability definition that entails the “relationship between an actor and a forum, in

which the actor has an obligation to explain and to justify his or her conduct, the forum can

pose questions and pass judgment, and the actor may face consequences” [9]. Communities,

civil societies, and other interest groups are the primary/forum in which they have assigned

their responsibilities to control primary health care facilities through the HFGCs [8, 19, 20].

HFGCs, on the other hand, are agents/actors who are democratically elected by the principal

or forum, which is a community or a group of interest groups. As a result, the HFGCs should

provide consistent accounting to their electorates, which are communities, whether formally

or informally [21]. As suggested by Bovens (9) Three critical aspects must exist between

HFGCs (actors or agents) and communities (forum or principal). In the course of carrying out

their delegated functions and powers, HFGCs (agents) are required to inform communities

and other interest groups (principals) about their actions. Similarly, communities and other

interest groups (principals) could question the HFGCs (agent/forums) about many aspects

and information relevant to health service delivery in their communities or health institutions.

Finally, after hearing the HFGCs’ responses, the communities and civil societies represented

by HFGCS may be able to cast judgment on the HFGCs. The verdict may be favorable if com-

munities and civil societies believe that HFGCs are performing well, but citizens may impose

sanctions if they believe that HFGCs have failed to carry out their duties and authorities. As a

result, justifying, explaining, reporting, and disciplining may all be considered accountability

[9].

Despite the fact that the global health community recognizes the HFGCs’ importance in

overseeing the execution of primary health care plans, there is limited evidence about HFGC

accountability in achieving social accountability under fiscal decentralization [6, 9]. The avail-

able empirical evidence has been devoted to investigating the method utilized by HFGCs to

hold healthcare providers accountable [6, 7, 21], the link between management competency,

accountability, and hospital board governance [10]. Furthermore, studies have shown the link-

age between citizens and elected politicians [15]. Lodenstein et al. [5] discovered that the

HFGC accountability cycle is less practiced and institutionalized in Sub-Saharan African coun-

tries. Several low- and middle-income countries are now delegating budgetary authority and

responsibility to HFGCs.

The Direct Health Facility Financing context in Tanzania

HFGC was established at health centers and dispensaries in Tanzania as part of the Health Sec-

tor Reforms in 1999 to represent communities in the management of health services offered in

health facilities. The 2013 guidelines of the Council Health Service Board (CHSB) and Health

Facility Governing Committees (HFGCs) [22] have assigned HFGCs specific functions. Partic-

ipating in the mobilization of financial resources, motivating residents to join enhanced com-

munity health funds, and preparing health facility plans and budgets are examples of these

functions. In addition, managing the facility’s income and expenditure, discussing community

health concerns and developing solutions, and assessing community needs and preferences.

Participating in the acquisition of medicine and medical commodities, as well as the develop-

ment and maintenance of health facility infrastructure. Several studies were undertaken in

Tanzania to analyze the accountability and performance of HFGCs since their establishment,

however, revealed that HFGCs were not accountable because they were not carrying out their

duties properly. Boex and WHO [23, 24] It was discovered that HFGCs were not properly car-

rying out their duties and powers because budgetary control and authority over primary health
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care facilities had been delegated to council levels via Council Health Management Commit-

tees (CHMT) rather than HFGCs and health providers. Furthermore, facility monies were

placed into council accounts and administered by the CHMT. Health providers and HFGCs

have no authority over or direct access to facility money. Tanzania’s government introduced

DHFF to address this issue for Health Facilities and HFGCs. DHFF is a Tanzanian government

initiative that empowers and grants autonomy to HFGCs and basic health care facilities to

plan, budget, and manage facility financing in order to improve health service delivery [19]. It

utilizes the term DHFF since payments from various sources are transferred directly to the

public primary health facility bank account. This type of fiscal decentralization is commonly

used in Tanzania’s public basic health care institutions. The DHFF implementation began in

all Tanzanian district councils during the fiscal year 2017/18.

Despite the implementation of fiscal decentration through DHFF in all public primary

health care facilities to empower HFGCs with fiscal and decision-making capabilities while

overseeing health facility delivery, the status of HFGC accountability in primary health facili-

ties implementing DHFF is unknown. Indeed, there is no agreement or guidelines in place to

assess the accountability of HFGCs in the process of managing and implementing health plans

and operations in order to improve the quality of health service supply. This study examines

the level of HFGC accountability and the factors that influence it in Tanzanian primary health

care facilities that are implementing DHFF.

Materials and methods

Research design

The study used a cross-sectional design, in which both quantitative and qualitative data were

collected at the same time in selected health facilities throughout four regions that have imple-

mented Direct Health Facility Financing.

Sample size and sampling techniques

This study used both probability and non-probability sampling procedures to select the repre-

sentative sample from the population [25]. The research units were chosen using a multistage

sampling process. The selection was based on a Star Rating Assessment, which was carried out

in early 2018, the same year that the DHFF implementation began. The President’s Office of

Regional Administration and Local Government completed the star rating assessment in all

primary health care facilities in Tanzania. The primary goal of the star rating assessment was

to examine the performance of health care facilities and provide feedback for future improve-

ments. One of the topics analyzed in the star rating evaluation report was social accountability

(Service Area 8), in which the functionality of HFGCs was evaluated and HFGCs with low and

high functionality were identified [26]. The domains utilized to evaluate the functionality of

HFGCs were the number of meetings held by the HFGC per year, issues covered at HFGC

meetings, HFGC engagement in the planning and budgeting process, and communication

between the community and the HFGC. Other factors were concerns discussed and resolved

at HFGC meetings, HFGC orientation and training, and HFGC engagement in the procure-

ment process. The sampling procedure is summarized in Table 1.

Quantitative sample size. At stage four, the HFGC representatives were obtained using

the proportion sampling technique suggested by [27, 28], The formula assumes a 95% confi-

dence level and a P of 0.5. As a result of the strategies, the number of HFGCs members

required was 288. The number of HFGC members from each selected health facility was then

estimated using the proportional sampling technique developed by [29] where 9 HFGC
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members were meant to be chosen from each HFGC For this study, the total number of simple

size respondents (response) from all health facilities was 280.

Qualitative recruitment of participants. Purposive qualitative recruitment was carried

out. The participants were chosen for interviews and focus groups based on their capacity to

provide meaningful information about the accountability under HFGCs under Direct Health

Facility Financing. Chairpersons of HFGCs were purposely chosen for interviews because they

expected to be well-versed in the functionality and responsibility of HFGCs. In the case of

FGDs, all members of HFGCs were involved because they were all expected to assist in carry-

ing out HFGC’s duties and obligations. The point of saturation determined the amount of 14

interviews and 16 focus groups. Saturation occurred when interviewers and FGD participants

continued to provide similar responses, resulting in no new information being supplied

throughout the interview. Because qualitative participants were a subset of quantitative partici-

pants, their profiles are comparable to those of the quantitative participants. The HFGC chair-

person and members were involved in the quantitative collection.

Data collection methods and techniques

Quantitative data collection. A systematic closed-ended questionnaire was used. Face-

to-face interviews with participants were utilized to obtain data from selected HFGC members.

The Open Data Kit software was used to develop the data gathering software (database)

(ODK). The acquired data was then entered into the ODK. To collect data, a quantitative

approach based on mobile data collecting (MDC) was used. After data was captured via mobile

phones, it was transferred to a central server. Four research assistants who were interviewing

respondents received three days of training on mobile data collection skills and methodologies,

followed by pre-testing of the imparted skills at selected facilities outside the study region. The

acquired data were provided to the researcher using the ODK platform. All selected facilities

had GPS coordinates as part of quality control, so all research assistants used tablets with GPS

sensors. The response rate for HFGCs who completed the questionnaire was 280 out of 288.

Qualitative data collection. In-depth interviews with HFGC chairpersons were under-

taken to examine the group’s responsibility. The interview guide, which included an account-

ability index, was used to question the HFGC chairpersons. To acquire qualitative data, a

Focus Group Discussion (FGD) involving HFGC members was also used. In the health facili-

ties chosen for this study, interviews and focus groups were held.

Data collection tools. Based on the delegated tasks of HFGCs as allocated by the HFGC

establishing guidelines and DHFF protocol in Tanzania, quantitative data collection tech-

niques were created into an accountability index. This study did, in fact, use the accountability

Table 1. Sampling process and sampling techniques.

Stage Respondent Sampling procedure Inclusion criteria

First

stage

Four (4) regions selected Kilimanjaro, Mbeya, Ruvuma

and Songwe

• purposive Performance of the region, Zonal representation

Second

Stage

8 LGAs selected; Two LGAs from each region were

selected in stage one

• purposive Performance of the LGAs in star rating assessment, nature

of the LGA (Urban and Rural)

Stage

Three

32 health facilities were selected from all (8) councils. 2

health centers and 2 dispensaries from each LGA because

they all implement DHFF

• Stratification of health facilities

into Health centers and

Dispensaries

• Purposive selection of health

centers and dispensaries

Performance of health facility (A good and poor

performing health center and dispensary), Location of the

facility within the LGA (Diversity)

Stage

Four

280 HFGC members; 9 members from each selected

health facility

• Simple random selection of

HFGC members

members of the HFGC

https://doi.org/10.1371/journal.pone.0267708.t001
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indicators used by the star rating assessment to assess the functionality of HFGCs. As a result,

the broader issues that informed the questionnaire development were financial management,

planning, and budgeting, community linkages and complaints, and community mobilization

to join enhanced community health insurance. Others were involved in procurement, perfor-

mance management, and service quality assurance.

We generated qualitative data collecting guides based on the HFGC functions allocated

to HFGCs in Tanzania by the HFGC guideline of 2013 and DHFFprotocol, which correlate to

the indicators used to assess the functionality of HFGCs during the 2018 Star Rating

Assessment.

Data analysis

To determine if HFGCs act to fulfill their tasks, descriptive statistics were used to assess their

responsibility. The accountability of HFGCs was assessed using predictors of accountability

such as the availability of a price list, a suggestion box, meeting minutes, and evidence of com-

munication between the HFGC and the community. Interviews and FDGs were transcribed

verbatim for qualitative data analysis. In-depth interviews took an average of 25 minutes, while

focus groups took an average of 32 minutes. The analysis of the audio data began with defining

or selecting elements of the recorded audio that were connected to the HFGCs’ accountability

index. Multiple Logistic Regression was employed to assess the factors associated with the

accountability of HFGCs. The selected parts of the audio-recorded interview and FDGs were

then transcribed. The transcription of the audio was completed by the Research Assistant who

was in charge of gathering it. The response of the participants was evaluated deductively using

the direction of Principal agency theory after transcription of the text statement demonstrating

the feelings and experience of the HFGCs in carrying out their duties on the implementation

of DHFF. As a result, the statement referring to the experience of HFGC members’ participa-

tion in various HFGC functions was reviewed to assess accountability.

Data cleaning. The data cleaning was done especially for open-ended questions like trans-

portation used to reach the Health facility, which allowed research assistance to write, some of

them wrote "by car" and others wrote "Car" because they have the same meaning we renamed

car to by car because they have the same meaning

The random missing did not detect because the data was collected using a mobile device via

the ODK platform, there were data quality checks on a daily basis for any observation, and we

communicated with research support for explanation and direction.

Ethical approval and informed consent. Sokoine University of Agriculture provided eth-

ical approval or an IRB for the project. The Sokoine University of Agriculture provided the

IRB with the number SUA/ADM/R. 1/8/668. The permit was then filed to the President’s

Office of Regional Administration and Local Government (PO-RALG) to be granted permis-

sion to conduct research on local government authorities. PO-RALG granted the researcher a

permit with the registration number AB.307/323/01 to conduct research in the chosen areas.

All human participants in this study gave their informed permission. Those who agreed to par-

ticipate in the study and signed informed consent papers before doing so.

The study, however, was subject to various biases, such as the giving of monetary incentives

to the participants. Face masks, sanitizers, and transportation allowances were among the

incentives provided. Because the data was collected during the second wave of COVID 19 in

Tanzania from February to April 2021, face masks and sanitizers were provided. As a result,

adherence to the COVID 19 protocol was prioritized, despite the fact that this may be per-

ceived as having an impact on participants. Participants who lived a long distance away from

the health center where the data was collected were given transportation.
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Results

The demographic profile included 280 respondents from four regions who were members of

the HFGCs. Respondents were classified according to the type of health facility, their position

in the HFGC, their age in terms of years, sex, and educational level, as indicated in Table 2

below.

HFGCs accountability index

The developed accountability index of the HFGC in developing nations is shown in Table 3

below. This accountability index was produced based on a review of the literature, the Tanza-

nia HFGC guideline, and the DHFF protocol, which illustrate the functions that HFGCs are

required to execute in the course of governing and managing health facilities.

Accountability of HFGCs

To assess the accountability of HFGCs in Tanzania, prepared accountability indexes were dis-

tributed to respondents in order to determine the extent to which their HFGCs have met all of

the aspects of accountability. Respondents were asked to rate the extent to which the HFGC

achieves that data in each item. The information is presented in Table 4 below.

Table 2. Demographic characteristics of HFGs members N = 280.

Variable Frequency Percent

Region

Kilimanjaro 93 33.21

Mbeya 64 22.86

Songwe 54 19.29

Ruvuma 69 24.64

Type of Health Facility

Dispensary 161 57.50

Health center 119 42.50

Position

Chairperson 43 15.36

Secretary or facility in charge 34 12.14

Member of the HFGC 203 72.50

Age

<30 32 11.43

31–45 100 35.71

46–60 107 38.21

61+ 41 14.64

Sex

Male 139 49.64

Female 141 50.36

Education level

Primary 150 53.57

Secondary 64 22.86

Certificate 24 8.57

Diploma 30 10.71

Advanced diploma 5 1.79

University degree 7 2.50

https://doi.org/10.1371/journal.pone.0267708.t002
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Table 4 shows the results of HFGC members’ perceptions of the HFGC’s accountability at

public primary health institutions implementing DHFF in selected Councils in Tanzania. In

general, the results show that HFGC members view HFGCs to have high accountability for

78.57 percent of the time and low accountability for 21.43 percent of the time. Specifically, it is

perceived that HFGCs are more or have higher accountability in mobilizing communities to

join Improved Community Health Funds, receiving medicine, medical commodities, and

goods, ensuring patients receive timely care in their facilities and authorizing funds per the

budget. Meanwhile, HFGCs have been found to have low accountability on topics such as

employee motivation, recruiting, and training, engaging with stakeholders to identify health

challenges, and ensuring the client services charter is applied successfully in health facilities.

Experience of HFGCs on their accountability in primary health facilities

implementing DHFF

Participants responded to several themes during FGDs and in-depth interviews, but the

themes that emerged as common among respondents were mobilizing communities to join

Improved community health funds, participating in Receiving medicine and medical com-

modities, financial management (authorizing expenditure and income), and collecting and

discussing community health challenges.

Financial management. Participants’ responses on how they have been fulfilling their

obligations of managing financial resources varied in this theme area.

"We constantly review financial condition because without finances, you can’t manage the
facility, therefore finance was number one, how to boost revenue, and how to spend it." (FGD

15-High performing Facility, Chunya District Council)

Table 3. HFGCs accountability index.

HFGC Accountability Index

Linkages with stakeholders to identify health challenges

Established collaboration with other development partners

Convened HFGCs official meetings as per schedule

Presented and discussed facility plan implementation reports in HFGCmeetings

Evidence on the matching of facility resources with patients or community needs

Timely care to facility patients when they attend a health facility

presented to the Ward Development Committee/ Village Council

Authorized funds by HFGC as per budget

Facility expenditure did as per financial guidelines

Discussed quarterly facility financial reports in HFGCs quarterly meetings

Participation of HFGC in the facility procurement process

Participation of HFGC in the planning and budgeting process

Participation of HFGC in receiving medicines and other goods

HFGC participation in staff motivation, recruitment and training

HFGC ensures income and expenditure are known to the community quarterly

HFGC ensures the suggestion box is available in a location where it can be seen by the patients

HFGC ensures the price list for services provided is displayed to the extent that can be seen by the patients

HFGC participates in mobilizing the community to join improved community health funds

HFGC ensure the Mobile number and names for complaints are displayed in a location where they can easily be

seen by users

HFGC ensures the client service charter of the facility is displayed in a location where it can easily be seen and read

by the health service users

https://doi.org/10.1371/journal.pone.0267708.t003
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Another participant responded

"I believe the agenda that is unavoidable in the meeting when we meet is about how much we
have collected (revenue collection and future plans)."HFGC Chairperson- High performing

facility, Mbeya City Council)

"In financial management, we make sure that all funds are deposited into the facility bank
account, and if there is a need for funds, such as paying the cleaners, we convene a committee
meeting and agree on the transaction." (FGD 1-Low performing facility, Madaba District

Council)

Mobilizing community to join community health fund. Participants reacted to the way

they have carried out their responsibilities in ensuring community people join enhanced com-

munity health funds in the individual primary health facilities through focus groups and in-

depth interviews.

Table 4. Perceived accountability of HFGCs in the public primary health facilities implementing DHFF in Tanza-

nia N = 280.

Statement on the extent HFGC accomplishes their Responsibilities High Acc N

(%)

Low Acc N

(%)

HFGC communicates with other stakeholders to identify health challenges and needs 150(53.57) 130(46.43)

HFGC has established collaboration with other development partners to work

together in providing services to the community

201(71.79) 79(28.21)

HFGC convene meeting with Facility Health workers to discuss different issues of our

facility

222(79.29) 58(20.71)

HFGC ensures Health facility progressive reports are presented in the HFGCs

meetings

227(81.07) 53(18.93)

HFGC ensures that health facility resources match patient’s or Community needs 214(76.43) 66(23.57)

Patients receive timely care when they attend our health facility 236(84.29) 44(15.71)

Facility progressive reports are presented to the Ward Development Committee/

Village Council

224(80.00) 56(20.00)

HFGC authorizes the use of funds as budgeted 230(82.14) 50(17.86)

HFGC ensures facility funds are used as per financial guidelines 229(81.79) 51(18.21)

HFGC ensures financial reports are provided quarterly and comply with the

reporting systems

227(81.07) 53(18.93)

HFGC endorses and participates in the procurement process of all goods and services

of the health facility

225(80.36) 55(19.64)

HFGC participates in the planning and budgeting process 229(81.79) 51(18.21)

HFGC participates in receiving medicines and goods procured by our facility 248(88.57) 32(11.43)

HFGC d make a recommendation on staff motivation, recruitment and training to

the Council Health Service Board

122(43.57) 158(56.43)

HFGC ensures income and expenditure are known to the community quarterly 188(67.14) 92(32.86)

The suggestion box is available in a location where it can be seen by the patients 203(72.50) 77(27.50)

The price list for services provided is displayed to the extent that can be seen by the

patients

192(68.57) 88(31.43)

HFGC participates in mobilizing the community to join improved community health

funds

254(90.71) 26(9.29)

he Mobile number and names for complaints are displayed in the location where they

can easily be seen by users

214(76.43) 66(23.57)

The client service charter of the facility is displayed on the location where it can easily

be seen and read by the health service users

176(62.86) 104(37.14)

Overall accountability 220(78.57) 60(21.43)

https://doi.org/10.1371/journal.pone.0267708.t004
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"We organize the community by speaking with patients when they visit the facility, and we
also speak with the village chairperson to assist us during village meetings so that we can con-
tinue mobilizing the community" (HFGC Chairperson- High Performing facility, Songea

Municipal Council)

Procuring and receiving medicine and medical commodities. One of the main responsi-

bilities of HFGC committees is to guarantee that they are involved in identifying the medicines

and medical supplies that health facilities require. They also endorse medications and medical

commodities to be procured by the facility, and they are a part of the team that receives medi-

cines and medical commodities procured according to orders. In terms of how well they per-

form this function, respondents had the following reactions.

"We always question the health facility in charge about the availability of medicines and med-
ical supplies, and then we negotiate a new structure of receiving them either through prime
suppliers or the Medical Commodities Department," (FGD 11- low-performing Facility-Dis-

trict Council of Chunya)

Another participant added

"We are part of the medical reception team, so we evaluate medicines and medical supplies to
verify whether they match what we requested; if they don’t, we don’t receive them."HFGC

Chairperson–High performing facility, Moshi Municipal Council)

Reporting, collecting and discussing with community about health facility operations

and challenges. Participants testified about how they have communicated the progress and

plans of their health facilities to the community. They also talked about how they have dealt

with community health issues and how they have managed their health care facilities. Partici-

pants also agreed that the fundamental function of HFGCs at primary health care facilities is to

identify, discuss, and resolve community health concerns. Above all, they acknowledged the

importance of the HFGCs members’ existence to the powers of the communities. They testi-

fied that they were voted to serve on HFGCs because the community believes they are capable

of managing the health facilities. Participants responded in the following ways during focus

groups and in-depth interviews:

"We have communicated to the community what we are doing and the status of the health
center operations through meetings with communities and another gathering." (HFGC Chair-

person- Moshi Municipal Council)

“As members, we collect and debate community health challenges. . .When a member of the
community lodges a complaint, we collaborate with health experts to determine the best
method to address it." (FGD 3- Tunduma Town Council- High-Performance Facility)

Another participant said

"Some of us here have been in this HFGC for three terms because the community trusts us and
has voted for us in every election because they believe we are doing a great job of reforming
health service delivery at this institution." (FGD 2- Mbozi District Council-Low performing

facility).
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Factors associated with the accountability of the health facility governance

committee

As indicated in the methodology section, binary logistic regression was used to examine

parameters related to accountability. The results are shown in Table 5 below. The accountabil-

ity of the health facility governance committee was found to be substantially related to the

health planning element (p = 0.0048) and the financial management component (p = 0.0045).

In terms of health planning, the results revealed that health facility governance committees

with effective planning were considerably more likely to have high accountability than their

counterparts (AOR = 5.46, p = 0.0048). Members of the committee who had good financial

management were more likely to have high accountability than those who had bad financial

management [(AOR = 5.33, p = 0.0045).

Discussion

The purpose of this study was to assess the perceived accountability of HFGCs in primary

health care institutions adopting DHFF in Tanzanian municipalities. According to the data,

HFGCs members believe that HFGCs have high accountability (78 percent) in DHFF Tanza-

nia’s primary health institutions. These findings are significant and unique because the major-

ity of previous research has focused on assessing social accountability in basic health care [4, 6,

30]. This study was highly precise in examining the accountability of HFGCs under fiscal

decentralization in Tanzania, and particularly in underdeveloped nations. The high account-

ability of HFGCs in the DHFF setting is confirmed by findings in Kenya following the intro-

duction of direct facility financing (DFF) HFGCs, where the ability to fulfill their

responsibilities was judged to be satisfactory [7]. In Tanzania, a similar finding was discovered

in a study undertaken by Mwakatumbula to analyze the impact of DHFF in primary health

facilities, as it was discovered that community autonomy and participation in the management

of HFGCs were high in the DHFF setting [31]. Engagement of HFGCs in the planning process

of the comprehensive health facility plan and participation in the health facility procurement

process has been proven to be significantly associated with HFGC accountability. A similar

result was observed in Kenya during the implementation of DFF, where HFGCs participated

actively in the planning and budgeting processes [32].

HFGCs, in particular, have been proven to have a high responsibility in areas such as moti-

vating people to join community health funds, financial management, procurement and

obtaining medicines and medical commodities. This is the kind of authority that has been

devolved to the HFGCs. In certain other developing nations, like Burundi, it was discovered

that, despite fiscal autonomy, HFGCs were unable to mobilize facility resources [33]. In other

nations, however, fiscal decentralization enabled HFGCs to increase their functioning and

responsibilities because they were made responsible for all aspects of service provision, includ-

ing requesting funds to fund facility operations [34–36].

The participation of HFGCs in resource management at primary health facilities imple-

menting DHFF has been found to be highly associated with their accountability, according to

both qualitative and quantitative studies. Respondents mentioned the powers and autonomy

afforded by the DHFF system as the reason for their significant engagement [37, 38]. For

example, HFGC members have shown through qualitative data that they have been dealing

with ensuring financial procedures conform with financial regulations and expenditures based

on the budget and facility plan. This finding is consistent with other studies that have been

conducted to determine whether the DHFF improved performance in Tanzanian primary

health care facilities. It was discovered that community ownership and autonomy have

increased to the point where community health structures such as HFGCs are monitoring
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Table 5. Binary logistic analysis for factors associated with the accountability of HFGCs.

Variable High Accountability Low Accountability Unadjusted Adjusted

N (%) N (%) OR[95%CI] p-value OR[95%CI] p-value

Type of Health Facility

Dispensary 124(77.02) 37(22.98)

Health center 96(80.67) 23(19.33) 1.25[0.69, 2.24] 0.4619

Position

Chairperson 35(81.40) 8(18.60) ref

Secretary 30(88.24) 4(11.76) 1.71[0.47, 6.26] 0.4148

Member of the HFGC 155(76.35) 48(23.65) 0.74[0.32, 1.69] 0.4752

Age

<30 21(65.63) 11(34.38) ref ref

31–45 72(72.00) 28(28.00) 1.35[0.58, 3.15] 0.4923 1.69[0.46, 6.24] 0.9151

46–60 93(86.92) 14(13.08) 3.48[1.37, 8.74] 0.0080 3.13[0.72, 13.59] 0.8366

61+ 34(82.93) 7(17.07) 2.54[0.85, 7.59] 0.0939 0.49[0.09, 2.59] 0.6903

Sex

Male 108(77.70) 31(22.30) ref

Female 112(79.43) 29(20.57) 1.11[0.63, 1.96] 0.7236

Education level

Primary 115(76.67) 35(23.33) ref Ref

Secondary 51(79.69) 13(20.31) 1.19[0.58, 2.45] 0.6279 1.06[0.35, 3.22] 0.9151

Certificate 17(70.83) 7(29.17) 0.74[0.28, 1.93] 0.5363 0.86[0.19, 3.75] 0.8366

Diploma or above 37(88.10) 5(11.90) 2.25[0.82, 6.17] 0.1143 1.36[0.29, 6.19] 0.6903

Governance

Poor 25(35.21) 46(64.79) ref ref

Good 195(93.30) 14(6.70) 3.06[1.22, 7.65] 0.0169 1.05[0.26, 4.19] 0.9461

Participation in Health Planning and Budgeting

Not good 35(41.67) 49(58.33) ref ref

Good 185(94.39) 11(5.61) 25.6[12.4, 53.12] < .0001 5.46[1.68, 17.77] 0.0048

Participation Financial management

Poor 33(41.25) 47(58.75) ref ref

Good 187(93.50) 13(6.50) 23.55[11.2, 49.7] < .0001 5.33[1.68, 16.89] 0.0045

Partcipation Procurement process

Poor 56(53.33) 49(46.67) ref ref

Good 164(93.71) 11(6.29) 20.49[10.0, 41.9] < .0001 2.84[0.85, 9.46] 0.0893

Informational reports

Poor 114(66.67) 57(33.33) ref ref

Good 106(97.25) 3(2.75) 13.05[6.34, 26.8] < .0001 1.42[0.43, 4.66] 0.5662

Participation in Human resources management

Poor 186(76.54) 57(23.46) ref ref

Good 34(91.89) 3(8.11) 3.47[1.03, 11.72] 0.0450 1.63[0.59, 4.53] 0.0866

Important management aspects

Poor 57(57.89) 8(42.11) ref ref

Good 209(80.08) 52(19.92) 2.92[1.12, 7.63] 0.0285 0.78[0.19, 3.29] 0.7392

Level of Health Facility performance

Low performance 102(76.12) 32(23.88) ref

Good performance 118(80.82) 28(19.18) 1.32[0.75, 2.34] 0.3389

https://doi.org/10.1371/journal.pone.0267708.t005
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health service provision [39]. Fiscal decentralization through DFF was found to have strength-

ened the accountability of HFGCs in financial management in the coast area of Kenya, even

though in some other facilities, HFGCs were unable to account for the devolved fiscal powers

due to a lack of awareness of their tasks [32, 40].

The inclusion of HFGCs in the procurement process has also been considered to contribute

to HFGC accountability. It has been shown that, under DHFF, HFGCs do participate in the

entire process of acquiring products such as pharmaceuticals, medical equipment, building

materials, and other services necessary by the facilities as outlined in the health facility plan

and budget. Indeed, it has been shown that HFGCs are entirely liable for supporting all

finances for procurement purposes, as well as ensuring that they see and get what has been

acquired. This has boosted transparency in healthcare management. According to a study con-

ducted in India, procurement/logistics is a significant input in the performance of the health

system; consequently, when important units such as HFGCs are accountable for the given

tasks within the procurement process, successful health care delivery is ensured [34]. However,

due to their poor educational level and understanding of health issues, some other members

thought that health personnel continue to dominate the procurement process even in their

presence. This was also documented in Nepal, where health staff and powerful elites manipu-

lated HFGCs’ participation in the management of health facility operations [41].

Despite HFGC members’ perceptions of high accountability in many accountability

indexes, members also view HFGC to have low accountability in managing health profession-

als and interacting with other stakeholders. The fact that health worker management is still

centralized at the council and national levels contributes to HFGCs’ lack of accountability in

managing health employees. In the health industry, recruitment, training, and wage payment

are not governed by health institutions but rather by the council and the national level. HFGCs

are only concerned with complaints involving a specific health worker. However, this should

not be used as an excuse by HFGCs because the 2003 health facility guideline states that

HFGCs are responsible for supervising facility staff [42]. Furthermore, HFGC’s accountability

in communicating with other stakeholders other than the community is minimal. It was antici-

pated that HFGCs would bring together additional stakeholders such as the private sector, civil

societies, and other non-governmental or faith-based organizations to contribute to the estab-

lishment of primary health care facilities in their respective areas. However, many HFGCs

appear to have focused solely on communication with community members, neglecting other

critical issues such as mobilizing stakeholders to deliver health services [30, 43, 44].

The findings have validated the Principal-Agent Theory’s relevance and the responsibility

of HFGCs. This is due to the fact that participants in the interviews and focus groups explained

that they have been working hard to meet the expectations of their communities (Principal).

They also stated that they have used various channels to provide input to the community on

what they have been doing at their facilities and how various difficulties have been solved. This

is in relation to the principal-agent theory, which states that the agent must account to the

principal. The findings revealed that the ability of HFGC members to be elected for another

term is contingent on how the HFGC and its members have been carrying out their responsi-

bilities. This is supported by the responses of participants, who agreed in interviews that they

served in the HFGC for three terms because community people voted for them based on their

performance. As the principal-agent theory explains, this means that communities have been

passing judgment (rewarding or penalizing HFGC and their members) after analyzing their

functionality in serving communal interests.

In general, this study is very relevant in two aspects for the decentralization of health ser-

vices and the responsibility of community health systems. First, the study was able to deter-

mine the accountability status of HFGCs in primary health care under DHFF, which earlier
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studies had not done thoroughly. Second, the study revealed elements linked with the account-

ability of HFGC under DHFF in developing countries that previous studies had not consid-

ered. Third, while this study may not have covered all features that can be duplicated in all

countries, it has developed an accountability index that may be used to measure the account-

ability of HFGCs under fiscal decentralization.

Conclusion

This research provides critical input to policymakers and development partners working to

increase the accountability of community health systems in primary health care in developing

countries. Fiscal decentralization through DHFF creates a more conducive climate for HFGCs

to carry out their delegated obligations, resulting in accountable community health systems.

External and internal support are still required to provide a more comfortable/hospitable

working environment for health facilities, such as clarifying the duties of HFGCs in managing

facility health workers through legal frameworks. There is a need to strengthen HFGCs’ com-

petence to carry out their specific functions, as well as to educate them on the breadth of their

powers and autonomy in administering primary health care facilities.
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