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Abstract

Background: In Lower and Middle‐Income Countries (LMICs), decentralization has

dominated the agenda for reforming the organization of service delivery (LMICs).

The fiscal decentralization challenge is a hard one for decentralization. As they strive

to make decisions and use health facility funding, primary healthcare facilities

encounter the obstacles of fiscal decentralization. LMICs are currently implementing

fiscal decentralization reforms to empower health facilities and their Health Facility

Governing Committees (HFGCs) to improve service delivery. Given the scarcity of

systematic evidence on the impact of fiscal decentralization, this study examined the

functionality of HFGCs and their associated factors in primary healthcare facilities in

Tanzania that were implementing fiscal decentralization through Direct Health

Facility Financing (DHFF).

Methods: To collect both qualitative and quantitative data, a cross‐sectional

approach was used. The research was carried out in 32 primary healthcare facilities

in Tanzania that were implementing the DHFF. A multistage sample approach was

utilized to pick 280 respondents, using both probability and nonprobability sampling

procedures. A structured questionnaire, in‐depth interviews, and focus group

discussions were used to gather data. The functionality of HFGCs was determined

using descriptive analysis, and associated factors for the functioning of HFGCs

were determined using binary logistic regression. Thematic analysis was used to do

qualitative research.

Result: HFGC functionality under DHFF has been found to be good by 78.57%.

Specifically, HFGCs have been found to have good functionality in mobilizing

communities to join Community Health Funds 87.14%, participating in the

procurement process 85%, discussing community health challenges 81.43% and

planning and budgeting 80%. The functionality of HFGCs has been found to be

associated with the planning and budgeting aspects p value of 0.0011, procurement

Health Sci. Rep. 2022;5:e611. wileyonlinelibrary.com/journal/hsr2 | 1 of 12

https://doi.org/10.1002/hsr2.611

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium,

provided the original work is properly cited.

© 2022 The Authors. Health Science Reports published by Wiley Periodicals LLC.

mailto:akesale@mzumbe.ac.tz
https://onlinelibrary.wiley.com/journal/23988835


aspects p value 0.0331, availability of information reports p value 0.0007 and

Contesting for HFGC position p value 0.0187.

Conclusion: The study found that fiscal decentralization via DHFF increases the

functionality of HFGCs significantly. As a result, the report proposes that more effort

be placed into making financial resources available to health facilities.
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community participation, fiscal decentralization, functionality, health facility governing
committees, Lower‐Middle Income Countries, primary healthcare facilities

1 | BACKGROUND INFORMATION

In all countries, community participation in primary healthcare (PHC) is

essential for achieving excellent health and people's well‐being.1–3

As a result, community participation in the design, execution,

and monitoring of health service delivery at PHC institutions is

essential for achieving excellent health, among other things (PHC).4

Decentralization initiatives in Lower and Middle‐Income Countries

(LMICs) allowed communities to participate in governing and admin-

istering PHC delivery. Community governance structures known as

Health Facility Governing Committees (HFGCs) were created to govern

Decentralization initiatives in LMICs allowing communities to partici-

pate in governing and administering PHC delivery. Community

governance institutions called HFGCs were created to represent

communities in the governance and management of PHC facilities.5–7

The newly formed HFGCs are assigned specific responsibilities and

powers in the administration of primary healthcare facilities.8,9

Following that, LMICs have continued to pursue reforms such as fiscal

decentralization to empower and strengthen community engagement,

or the use of HFGCs to improve health service delivery at PHC

institutions.10 It is considered that the more empowered and

autonomous HFGCs are, the more likely they are to carry out their

delegated obligations, hence improving the health system's responsive-

ness to community needs and preferences.6,11 Therefore, HFGC's

functionality in this context entails the ability of the HFGCs to

accomplish their assigned functions or duties and responsibilities.

In theory, decentralizing governance and control of health

service delivery to user committees such as HFGCs improve service

delivery and establish a link between healthcare professionals and

communities.8,12 However empirical studies suggest that achieving

enhanced users committee's participation in governing and managing

health service delivery can be very complex.13 Several issues related

to the complexity of having effective and functional user committees

or HFGCs in PHC institutions have been identified in the literature.

Country context and nature of decentralization undertaken by each

county are some of the cited reasons for ineffective HFGCs in

PHC.13,14 For instance, Abimbola et al.15 in Nigeria HFGCs were

found to be underperforming in their roles because some members

were unaware of their responsibilities and had the insufficient

financial capacity and ability to manage facility resources. Ved et al.16

suggest that in India community participation through village health,

sanitation and nutrition committees are not functional because they

are not aligned with decentralized government. To unlock the HFGCs

functionality gaps, the literature suggests the implementation of

full decentralization (fiscal, political, and administrative) at PHC

facilities.17–19 This stems from the fact that fiscal and political

decentralization provides an atmosphere in which HFGCs can use

their powers and fulfill their mandates. This is reinforced by the

empowerment framework, which says that an agency and opportu-

nity structure influences an individual's or group's ability to make

effective decisions. The ability of an individual or group, such as

HFGC, to make a meaningful decision that is influenced by their age,

material ownership, abilities, experience, and educational level is

referred to as agency. Opportunity structure refers to the formal or

informal setting in which individuals or groups function, such as fiscal

decentralization, which is determined by norms, the availability

of funding, availability rules, and regulations.20,21 Currently, some

LMICs are implementing fiscal decentralization through various

arrangements in primary health facilities among other things to

empower and improve HFGCs' functionality.

In Tanzania, HFGCs were established in 1999 as part of Health

Sector Reforms to increase community involvement in the administra-

tion and management of PHC facilities.22 These HFGCs are made up of

members of the community who are either elected or appointed by

their peers, civil society, and private health providers. The following

functions are delegated from these HFGCs: Participate in the

development of facility plans and budgets for the management of

facility income, expenditures, and performance. Similarly, to gather

funds for construction and maintenance management. Furthermore,

discussing and addressing the community's concerns, as well as rallying

the community to participate in the improved Health Community

Fund.22,23 However, before 2018, empirical evidence suggests that

HFGCs performed poorly in carrying out their duties.24,25 For instance,

Maluka et al.26 and Kamuzora et al.27 found that implementation of

decentralization in the district was offering only a tiny number of local

elites, particularly medical professionals, were offered powers and were

are allowed to participate in decision making, leaving community

people and other stakeholders powerless. In other research from

Tanzania, low funding, a lack of fiscal autonomy, late transfer of funds

to the facility, and a lack of community participation in planning were
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identified as impediments to decentralization at PHC facilities.24,28–30

To address these issues, Tanzania's government implemented Direct

Health Facility Financing (DHFF) to increase fiscal decentralization at

PHC facilities and allow more community/HFGC and service providers

to participate in the governance and management of their health

facilities at the facility level.

2 | THE INTRODUCTION OF HEALTH
FACILITY FINANCING IN TANZANIA

In 2017/18 by introduced the DHFF arrangement in all public primary

health facilities. The DHFF was introduced to improve the performance

of the PHC system.22 Under the DHFF arrangement, intergovernmental

transfers for health and other funds such as Users' fees, funds from

insurance schemes and development partners are directly deposited to

the health facility bank accounts. The DHFF arrangement empowers

service providers' and HFGCs' autonomy to plan, budget and manage

facility finances to improve health services delivery.22

The main goal of the DHFF implementation in Tanzania was to

address HFGC functionality issues such as restricted budgetary

autonomy and powers, among other factors. However, there have

been few studies undertaken inTanzania to investigate the functional

condition of HFGCs in the setting of DHFF. Studies on DHFF have

focused on the prospect and challenges of its implementation as

well as the impact of DHFF on financial management.31–33 Given the

limitations of previous studies in informing about the status of

HFGCs in carrying out their given powers and responsibilities in

the context of the DHFF, this study was designed to evaluate the

functioning of HFGCs in Tanzanian PHC facilities implementing the

DHFF. The study is essential because the findings may be beneficial

in establishing a link between fiscal decentralization empowerment

and its impact on HFGCs' functioning. The findings can undoubtedly

assist other developing nations in replicating fiscal decentralization in

PHC institutions, whether through DHFF or otherwise.

Figure 1 depicts the connection between the properties of

HFGCs and the DHFF context, as well as its impact on HFGC

functionality. Figure 1 implies that the functionality of HFGCs is

determined by the qualities of its members, such as their education

level, experience, occupation, leadership, selection, and composition.

The fiscal decentralization context (DHFF) in which HFGCs operate

creates a favorable setting for them to carry out their delegated

tasks. The DHFF is expected to empower HFGCs by providing

prompt access to funding, standards for using finance, and training

for HFGCs on their roles and financial management. In addition,

the DHFF framework is intended to explain HFGC's powers and

mandates as they carry out their tasks and obligations. As a result of

the DHFF empowerment, the HFGC's ability to carry out its

responsibilities will be enhanced, and health service delivery at their

facilities will improve.

3 | METHODS AND MATERIALS

A cross‐sectional design was employed in which both qualitative and

quantitative data were collected simultaneously. The study was

conducted between February and May 2021 in all four regions.

3.1 | Sample size and sampling procedure

This study used a total sample size of 280 respondents. The sample

size for this investigation was determined using a four‐stage

multistage cluster sampling process. Because the study encompassed

F IGURE 1 Conceptual framework
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geographically separated areas and face‐to‐face data collection was

essential, multistage cluster sampling was used. The sample criteria

were based on the Ministry of Reginal Administration and Local

Government's Star Rating Assessment of all primary health facilities

in Tanzania, which was completed in early 2018. Tanzania's

government implemented a star rating system to assess the

performance of PHC facilities, including the functionality of HFGCs.

The assessed primary health facilities and their HFGC were ranked to

determine the low and high‐performing health facilities and HFGCs.34

Star rating assessment of 2017/18 has been taken as a baseline

because it is in the same year DHFF was introduced6,35 (Table 1).

At stage four, the representatives from HFGCs were obtained

by applying the proportion sampling technique as proposed by

Buddhakulsomsiry and Israel,36,37 the formula assumed 95% confi-

dence of level and p at 0.5. therefore according to the techniques the

size of HFGCs members required was 288. Then the number of

HFGC members from each selected health facility was determined by

applying the proportional sampling technique as used by Pandev38 in

which 9 HFGC members were supposed to be selected from each

HFGC. The total simple size respondents (response) from all health

facilities for this study was 280.

3.2 | Qualitative participant recruitment and
selection criteria

Qualitative recruitment of participants was done purposively. The

participants who were involved in the interviews and Focus Group

discussions (FGDs) were selected based on their ability to provide

relevant information about the functioning of the HFGCs under

DHFF and the depth of their roles in the HFGCs. Non‐HFGC

participants were excluded from this study. Therefore, HFGC

chairpersons were purposely selected for interviews and members

of HFGC were purposively selected for FGDs. The FGDs guide was

composed of 11 questions which were all about the governance of

HFGC and functions of HFGCs. A total number of 14 interviews were

conducted with HFGCs chairpersons and 13 FGDs were conducted

with the HFGCs members composed of 6–9 participants. The number

of 14 interviews and 13 FGDs were obtained after reaching the

saturation point. Saturation was reached when interviewers and

FGD participants kept providing similar responses therefore no new

information was added through the interview.

4 | DATA COLLECTION

4.1 | Quantitative data collection

A closed‐ended structured questionnaire based on specific HFGC

functions was used to acquire quantitative data from each selected

member of HFGCs. Open Data Kit was used to construct the data

gathering software (database) (ODK). After that, all of the data was

entered into the ODK. A mobile data collecting quantitative approach

was applied to collect data. Data was collected via mobile phones and

then transmitted to a central server. Four research assistants

participated in a 3‐day training session on mobile data collection

skills and methodologies, which was followed by pretesting of the

skills in facilities outside of the study area. The ODK platform was

used to send the acquired data to the researcher. All selected

facilities had GPS coordinates as part of quality control, thus all

research assistants used GPS‐enabled tablets. A total of 280 out of

288 HFGCs responded to the survey.

4.2 | Qualitative data collection

In‐depth interviews with HFGC chairpersons and FGDs involving all

selected HFGC members were used to collect qualitative data. Before

beginning data collecting, research assistants received training on the

interview and focus group guides. Before heading to the study region,

the qualitative data collection tools were tested. The interview

outline included 21 questions about HFGC's functionality and

TABLE 1 Sampling process and sampling techniques

Stage Respondent Sampling procedure Inclusion criteria

First Stage Four (4) regions selected • purposive Performance of the region in star rating
assessment, Zonal representation

Kilimanjaro, Mbeya, Ruvuma, and Songwe

Second
Stage

8 LGAs selected; Two LGAs from each region
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

• Proportion sampling selection
of HFGC members

members of the HFGC

Abbreviations: DHFF, Direct Health Facility Financing; HFGC, Health Facility Governing Committees.
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governance. The 11 questions in the FGDs guide were all regarding

the governance of HFGCs and their functions. HFGC chairperson's

interviews involved questions like the what are main functions of

HFGCs, indeed Chairpersons were required to explain how they have

been accomplishing each of the functions under DHFF. HFGC

members who were involved in the FGDs were required to highlight

duties that they have been accomplishing in governing health

facilities, their roles in implementing DHFF. FGD participants also

were asked about the challenges and the factors that might help

members to implement DHFF effectively.

To reduce bias in this area, we asked open‐ended questions

that prevented respondents from agreeing or disagreeing. Indeed,

we questioned and guided individuals to produce accurate and true

information. The researcher bias was reduced by focusing on the

collected data and consistently basing decisions on replies and

perceptions rather than pre‐existing beliefs. The research questions

were kept short and well‐organized, starting with a general topic and

ending with a specific question about HFGC functionality under DHFF.

4.3 | Quantitative analysis

The statistical program Statistical Product and Service Solution was

used for the analysis (version 25). At a 5% level of significance, all

statistical tests were determined. Data were analyzed using descriptive

and inferential statistics, and the sample and participant characteristics

were described using frequency tables and bar graphs. A binary logistic

regression model was employed to determine characteristics associated

with HFGC functionality because the outcome variable was dichoto-

mized (0 = poor function, 1 = good function).39 The general multiple

logistic regression models are given as:








it π x

π x

π x
β β x β xlog [ ( )] = log

( )

1 − ( )
= + + + p p0 1 1

Where, π x( ) is the likelihood of HFGC functionality is “good function”,

x s′i are set of independent variables and β s′i are their respective

parameters.40 The results of the model are presented in the form of a

regression parameter estimate and estimated odds ratios (OR). The

estimated OR, determined by taking the exponent of the regression

parameter estimates, shows the increase or decrease in the likelihood of

having good functionality at a given level of the independent variable as

compared to those in the reference category. An estimate of OR >1

indicates that the likelihood of having good functionality for participants

at a given level of the independent variable is greater than that for

the reference category. Similarly, an estimate of OR<1 specifies that the

chance of being having good functionality at a given level of the

independent variable is less than that for the reference category.

4.4 | Variables of the study

The dependent variable for this study was the functionality of HFGC.

The Functionality of HFGCs in primary health facilities implementing

DHFF was statistically analyzed based on the experience of HFGC

members in accomplishing their assigned functions as indicated in the

4 points Likert Scale in which each point was in percentage. Then, the

4 points Likert scales were dichotomized for further analysis. The first

two points namely “Very Low” and “Low” were coded 0 and “High”

and “Very High” were coded 1. the score of functionalities was

calculated by summing up all dichotomized variables. The possible

minimum score was 0 and the possible maximum score was 9.

The functionality score was categorized into two categories

those who scored above the median (5) were regarded as good

functioning while those who scored 5 or less were regarded as poor

functioning. This practice is consistent with the analysis conducted in

the study of health system responsiveness conducted in Tanzania.23

The independent variables for this study included nine (9) items

(functions) which determined the functionality of HFGCs as indicated

in Table 3.

4.5 | Qualitative analysis

A total of 14 in‐depth interviews and focus groups were recorded,

verbatim transcribed, and anonymised for analysis. The theme

framework was employed as the theoretical framework to assess

the data of HFGCs after data collection based on topic areas. The

material was classified independently by four researcher assistants,

and the researcher then analyzed the coded content, subcategories,

and categories to determine critical conclusions. As a result, the

statement referring to HFGC members' participation in various HFGC

functions was studied to determine the functionality of HFGCs and

to determine if the empowerment framework's argument was

applicable or not.

4.6 | Reliability

Many aspects of interest in the social sciences and other professions,

such as anxiety or job satisfaction, are difficult to quantify. We ask

a number of questions and integrate the answers into a single

numerical value in such circumstances. When things are utilized to

make a scale, however, they must be internally consistent.

Cronbach's alpha was used in this study to assess our instrument's

internal consistency and reliability. It assesses how well a set of

variables or items accurately reflects a single, one‐dimensional latent

feature of people. Cronbach's alpha values vary from 0 to 1, with

values greater than 0.7 indicating adequate internal reliability. Table 3

presents Cronbach's alpha values and the number of items joined for

each factor. The Cronbach's alpha value for the 9 specific functions

of HFGCs is 0.922. This indicates that there is a high level of internal

consistency for our scale.

The consistency of the study decision trail was used to establish

qualitative dependability. The process began with the selection of

assistance researchers who were well‐versed in the research issue,

i.e., they had a background in community health and governance at
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the very least. The researchers were trained and orientated on

qualitative data gathering for 3 days, as well as the data collecting

method (interview and FGD tool). Data collectors did, in fact, take

part in pilot research to get a sense of what's going on in the field.

The environment for interviews and focus groups was setup ahead of

time. To ensure privacy and uniformity, a separate room was set aside

for interviews and focus groups that were far enough away from

being reached or heard by healthcare practitioners. All this was done

to ensure participants' freedom. apart from obtaining written

consent, we sought oral consent before beginning these interviews

and tried to record the oral agreement on tape. we also wanted to

lighten up the tone of the interview and make it more relaxed and

conversational. Through explanation and self‐determination (partici-

pants could withdraw from the study at any moment), we adhered to

the ethical norms of the research procedure. The same research

assistants that collected the data and had expertize with the

atmosphere, participants, and reactions to the data collection process

analyzed the data verbatim and transcribed the audio recordings.

Some of the participants were interviewed after the data was

analyzed to see if what was written matched their opinions.

4.7 | Ethical approval

This research was carried out in conformity with the principles of the

Helsinki Declaration. All procedures were followed in compliance

with the applicable norms and legislation. 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 Regional

Administration and Local Government (PO‐RALG) to be granted

permission to conduct research on local government authorities. PO‐

RALG issued a permit with the registration number AB.307/323/01

to allow the study to conduct research in the chosen areas. All human

participants in this study gave their informed consent by signing

consent forms before being included in the study.

5 | FINDINGS AND DISCUSSION

5.1 | Sociodemographic characteristics

Table 2 shows the sociodemographic characteristics of the study's

participants. The age of the members of HFGC was measured in

years, the sex of the members was classified as male or female, and

the educational level of the members was classified as the primary

school in this study. A secondary school diploma, a certificate, a

diploma, an advanced diploma, and a university degree are all

options.

Table 3 shows the characteristics of the study's participants. The

study's participants were divided into four regions: Mbeya, Kiliman-

jaro, Songwe, and Ruvuma; health facilities were divided into health

centers and dispensaries; and member positions were divided into

chairperson, secretary, and normal member.

5.2 | The functionality of HFGC under DHFF
context

Table 4 shows the members' experiences with the nine primary

functions that have been assigned to HFGCs in Tanzania. Under the

DHFF context inTanzania, HFGC members were meant to report the

TABLE 2 Sociodemographic characteristics of HFGC members

N = 280
Variable Frequency Percent

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

Abbreviation: HFGC, Health Facility Governing Committee.

TABLE 3 Number of participants as per region, type of facility,
and position

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

Abbreviation: HFGC, Health Facility Governing Committee.
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amount to which their HFGC had been functioning in each function in

their primary health facility.

5.3 | Factors associated with the functionality of
HFGCs under DHFF context

As presented in the methodological section binary logistic analysis

was used to assess factors associated with the functionality of HFGCs

as presented in the methodological section. The result shows that

In unadjusted analysis, the functionality of HFGCs was significantly

associated with the region (p = 0.0456), Age of respondents

(p = 0.0272), Education level (p = 0.0135), Governance (p = 0.0086),

Health Planning aspects (p < 0.0001), Financial management aspects

(p < 0.0001), Procurement Aspects (p < 0.0001), Informational

reports (p < 0.0001), Measures taken by HFGC (p = 0.0287), Quality

(p < 0.0001) and Important (p = 0.0032). After adjustment of variables, it

was reviled that the functionality of HFGCs was significantly associated

with Contesting position, Health Planning aspects, and Procurement

Aspects and Informational reports (Table 4). With respect to Contesting

position, the result showed that those HFGCs members who had

contesting positions were significantly more likely to have high

functionality at their health facilities as compared to those who had

no contesting position (AOR= 6.413, p = 0.0187). With regard to

Health Planning aspects, it was noted that those respondents who had

good planning were significantly more likely to have good functionality

as compared to those who had poor planning aspects (AOR= 10.325,

p = 0.0011). As compared to those respondents who reported to have

poor procurement aspect, those respondents who reported to have

good procurement aspect were significantly more likely to have high

functionality (AOR= 4.986, p = 0.0331). With respect to Informational

reports, those HFGC members who reported to have good information

reports were significantly more likely to have high functionality

as compared to their counterparts (AOR= 10.387, p = 0.0007,

see Table 5).

5.4 | The autonomy and powers of HFGCs

Participants agreed that the number of HFGCs and their fiscal powers

have increased as a result of the DHFF implementation. The DHFF

setup, according to the participants, has given HFGC more room to

participate in planning and budgeting as well as obtaining financial

resources. All these have eased the process of allocating and

managing the use of allocated resources. One of the HFGC

chairpersons, for example, had the following response:

“Under DHFF arrangement member of HFGCs, we are

comfortable with exerting of power in different dimen-

sions…. It is very easy now to do what HFGC is required

to do because we have all powers now” (HFGC

Chairperson, Chunya DC‐ 13, February 2021)

5.5 | Mobilization of community to join community
health insurance

HFGCs have been heavily involved in organizing communities to join

CHF under the DHFF structure, according to participants in the

depth interviews. Village gatherings, religious organizations, and

burial rites were listed as examples of varied techniques used to

organize community members to join CHF. In‐depth discussions with

the HFGCs chairwoman confirmed this as well.

“As we are speaking, CHF education is being provided to

the community members, we members were divided into

different groups and approached the churches found in

our ward for sensitizing the community to join CHF.

We have been also sensitizing communities through

visiting their hamlets” (HFGC Chairperson – Madaba

District Council, February 2021)

TABLE 4 HFGC functioning in various areas under decision making under DHFF, n = 280

Variable (specific function of HFGCs) Poor functionality (%) Good functionality n (%) Mean (SD)

Participate in Preparing facility plan and Budget according to community needs 56 (4) 224 (80) 3.91 (0.92)

Managing facility income and expenditure 63 (22.49) 217 (77.5) 3.88 (1.03)

Participate in managing the procurement of healthequipment, drugs and services 42 (15) 238 (85) 4.00 (0.88)

Participate in managing facility performance 80 (28.57) 200 (71.43) 3.73 (1.05)

Management of facility resources 63 (22.49) 217 (77.5) 3.90 (0.95)

Mobilization of facility finances from different sources 118 (32.13) 162 (57.86) 3.49 (1.05)

Participate in managing constructing facility infrastructures 70 (25) 210 (75) 3.79 (1.05)

Discussing the challenges confronting the community 52 (18.57) 228 (81.43) 3.96 (0.87)

Mobilizing community to join improved Health Community Fund 36 (12.86) 244 (87.14) 4.23 (0.87)

Overall HFGCs functioning 60 (21.43) 220 (78.57) 3.86 (0.79)

Abbreviation: HFGC, Health Facility Governing Committee.
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TABLE 5 Factors associated with the functionality of HFGCs

Variable
Unadjusted logistic regression Adjusted logistic regression
OR [95% CI] p value AOR [95% CI] p value

Region

Kilimanjaro 5.137 [1.033, 25.551] 0.0456 1.950 [0.303, 12.531] 0.4817

Mbeya 0.136 [0.054, 0.343] <.0001 8.580 [0.982, 74.960] 0.0519

Songwe 0.113 [0.044, 0.291] <.0001 6.416 [0.854, 48.195] 0.0708

Ruvuma Reference Reference

Age

<30 Reference Reference

31–45 0.966 [0.410, 2.277] 0.9368 1.017 [0.233, 4.431] 0.9823

46–60 2.105 [0.859, 5.163] 0.1038 2.115 [0.421, 10.623] 0.3629

61+ 4.203 [1.176, 15.025] 0.0272 1.536 [0.213, 11.061] 0.6699

How selected

Elected Reference Reference

Appointed 0.639 [0.351, 1.165] 0.1441 2.987 [0.637, 14.004] 0.1651

Contesting position

No Reference Reference

Yes 1.775 [0.989, 3.187] 0.0546 6.413 [0.749, 30.191] 0.0187

Education level

Primary Reference Reference

Secondary 1.799 [0.876, 3.693] 0.1097 1.683 [0.506, 5.592] 0.3957

Certificate 1.577 [0.554, 4.489] 0.3931 4.080 [0.747, 22.276] 0.1045

Diploma or above 3.942 [1.327, 11.706] 0.0135 6.145 [0.749, 50.430] 0.0909

Governance

Poor Reference Reference

Good 3.372 [1.362, 8.349] 0.0086 0.621 [0.100, 3.870] 0.6100

Health Planning aspects

Not good Reference Reference

Good 30.794 [14.812, 64.020] <.0001 10.325 [2.540, 41.972] 0.0011

Financial management aspects

Poor Reference Reference

Good 17.745 [8.959, 35.148] <.0001 1.056 [0.264, 4.223] 0.9386

Procurement Aspects

Poor Reference Reference

Good 23.364 [11.497, 47.481] <.0001 4.986 [1.138, 21.858] 0.0331

Informational reports

Poor Reference Reference

Good 36.127 [14.675, 88.936] <.0001 10.387 [2.671, 40.391] 0.0007

Measures were taken by HFGC

Poor Reference Reference

Good 3.882 [1.152, 13.086] 0.0287 0.463 [0.097, 2.203] 0.3335
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Participants also discussed the difficulties that many communi-

ties face in recruiting community members to join CHF. Despite their

commitment to this function, FDG comments indicated that the

number of community members joining the upgraded community

health fund is not promising in comparison to the efforts made.

“The challenge we encounter now is the number of

community members joining the CHF is very low compared

to the efforts we have put in sensitizing the community

about the importance of being a member of CHF.

5.6 | Participation in planning and budgeting process

In the implementation of the DHFF, it was discovered that HFGC

engagement in planning and budgeting is high. Participants believed that

under the DHFF, they no longer had to wait for council‐level planning to

be completed. They revealed that they have been actively participating in

the planning process through HFGCmeetings, with certain members also

participating through the planning committee. Participants in the focus

groups described their involvement in many functions, including financial

roles. The following was said by one of the FGD members.

“We are currently able to control and monitor funds used

in our facilities because we participate in deciding the use

of facility funds… as HFGC chairperson, I make sure

whatever we endorse to be used should also appear in the

health facility plan and should be budgeted too” (HFGC

Member‐ Madaba District Council‐14 February 2021)

5.7 | Procurement of medicine and medical
commodities

Participants expressed their satisfaction with their ability to partici-

pate in the procurement of medicines and other services and items

under the DHFF. They defined their involvement in the process as

identifying drugs that needed to be purchased and approving the

usage of monies to purchase medicines and other goods. They

further stated that they had engaged in obtaining procured products

and services. FGDs on the procurement process revealed the

same thing.

……when the health facility in‐charge wants to buy

anything she informs us as committees, therefore we

revisit our health plan and budget to see if such an item

was planned to be procured….

Another one added

……. The problem comes when we receive medical

commodities sometimes we get stuck on the standard

and quality of the materials that are to be received

because we don't know how to go through them……

5.8 | Financial management

Participants felt that they had actively participated in the

management of health institution finances under the DHFF.

They highlighted the HFGC meeting as a decision‐making

place where they have been discussing and making financial

management decisions. They did, however, mention certain areas

where they are struggling, such as raising funds from sources

other than the government, health insurance, and out‐of‐pocket/

user costs.

……. In our facility, we haven't identified or solicited any

other sources of finance than user fees, improved

community health funds and National Health Insurance

Funds… we didn't know if we were responsible for going

out of what we have… (HFGC Member 2 Tunduma Town

Council, March 2021)

TABLE 5 (Continued)

Variable
Unadjusted logistic regression Adjusted logistic regression
OR [95% CI] p value AOR [95% CI] p value

Quality

Poor Reference Reference

Good 12.812 [5.712, 28.739] <.0001 1.922 [0.592, 6.241] 0.2769

Important

Poor Reference Reference

Good 4.162 [1.612, 10.744] 0.0032 0.964 [0.155, 6.000] 0.9683

Abbreviations: CI, confidence interval; HFGC, Health Facility Governing Committee; OR, odds ratio.
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5.9 | Communication between HFGCs, health
workers, and community

Participants expressed favorable feelings about their relationships with

health workers and communities in in‐depth interviews and focus

groups. They agreed that they spoke with health workers and

communities on a regular basis to identify the community's concerns.

They've been collaborating with health workers to address issues in a

variety of ways, including developing health plans and submitting them

to village governments. This is what one of the respondents had to say:

“We communicate with communities through several

ways such as attending village assembly, meeting with

individuals who have experienced some challenges in

accessing health services… then we work closely with

health works to address those challenges”

6 | DISCUSSION

The goal of this study was to evaluate the functionality of HFGCs and

associated characteristics in Tanzanian PHC facilities that were

implementing DHFF. In general, the study revealed that HFGCs in

Tanzanian PHC facilities applying DHFF functioned well. The study

also discovered that contesting the position, participation in health

planning and budgeting, participation in procurement process/

aspects, and discussion of various informational reports tabled in

HFGC meetings are all significantly associated with the functionality

of HFGCs in primary health facilities implementing DHFF.

Participants revealed that before the adoption of the DHFF in

primary health institutions, they only had the political power to make

decisions, but no monetary capacity to enforce such decisions.

Because fiscal responsibilities remained in the hands of the councils,

primary health facility plans, budgets, and procurement processes

were all under their authority. HFGCs lacked the authority and

autonomy to sway financial decisions based on community needs.

However, after the implementation of the DHFF structure, health

facilities and HFGCs have better control over their operations.

Because the DHFF no longer conducts planning and budgeting at the

council level, the HFGCs have been given space to participate in the

planning and budgeting process. Currently, the HFGCs are in charge

of approving all expenditures for facility medicine and other goods

and services. Indeed, health facility management is obligated to

report to the HFGC on quarterly financial, operational, and facility

plan implementation status. As a result, the HFGCs have the

opportunity to gather all pertinent information on facility operations

and discuss it to improve healthcare delivery. These findings

corroborate the empowerment framework's assertion that the

capacity of a group to make successful decisions is linked to the

informal and formal setting in which the group/HFGC operates.20,21

Furthermore, as found in other studies or literature2,41,42 in

lower and middle‐income nations, community participation through

community governing structures is a cornerstone for enhancing

health service delivery at PHC institutions. If political and adminis-

trative decentralization is not implemented simultaneously with

budgetary decentralization, they are unlikely to be effective in

influencing community participation in governance and managing

health service delivery in catchment regions.43–45 The outcomes of

this study back up the link between the effectiveness of community

health institutions like HFGCs and fiscal decentralization via DHFF

arrangements. According to this study, HFGCs are given fiscal

powers and autonomy to govern PHC facilities as a result of fiscal

decentralization under the DHFF arrangement.

HFGCs are functioning under the DHFF because they have been

provided the opportunity to engage in planning and budgeting,

procurement of medicines, medical commodities, and services, as

well as through various operational reports delivered to HFGC

meetings by health facility management. HFGCs may engage with

communities and debate and address community health concerns

through HFGC meetings, thanks to the framework provided by the

DHFF setup. Other community health issues are incorporated into

health facility plans and budgets to be addressed. Participants agreed

that HFGCs receive all quarterly operating reports as required by

DHFF guidelines under the DHFF arrangement, which helps HFGCs

be more informed about their health facilities. All of these were not

done or executed properly before the adoption of the DHFF.

Similarly, the findings of this study are consistent with empirical

evidence from studies conducted in other countries that have

implemented fiscal decentralization through DHFF, such as Kenya,

which revealed that after implementing this type of fiscal

decentralization, HFGC performance improved.42,46–48 Other coun-

tries, on the other hand, implemented fiscal decentralization in PHC

facilities, but HFGC functionality remained weak. In Burundi's PHC

facilities, for example, fiscal decentralization was introduced, but the

HFGCs' functionality did not improve.49 This means that depending

on how fiscal decentralization is implemented, the results may vary,

as in Kenya and Tanzania, where the DHFF arrangement was used,

and Burundi, where payment for results was used.

Furthermore, HFGCs have been discovered to have a wide range

of performance in many functions devolved to them. HFGCs have

been found to have reasonably good functionality in organizing the

community to join community health funds, discussing and addressing

community health concerns, engaging in the procurement process,

planning, and budgeting, as shown in Table 3. The DHFF's environ-

ment, in which HFGCs and facility employees are mandated to collect

community health concerns and address them through facility plans

and budgets, may have contributed to this.32 Other studies conducted

before the implementation of the DHFF in Tanzania indicated minimal

participation of HFGCs in discussing and addressing community health

concerns, low participation of HFGCs in the planning process, and low

attendance at HFGC meetings.18,50,51

The study may have underlined the relevance of fiscal

decentralization in empowering subnational health organizations,

particularly community governance structures like HFGCs. As the

empowerment framework suggests, changing the context in which
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actors operate, such as through the use of the DHFF structure,

improves the functionality of HFGCs, hence strengthening community

engagement in the management and control of health service delivery.

This is influenced by the fact that the factors found to be linked to

HFGCs are also DHFF requirements. To maintain transparency and

seamless operation of HFGCs, DHFF mandated HFGCs to engage in

planning and budgeting, procurement processes, and health facility

management to deliver quarterly reports to HFGCs Meetings. These

findings contradict those of other studies, which found gender,

educational levels, and other factors to be important.1,6,31,52‐54

7 | CONCLUSION

The functionality status of HFGCs within the fiscal empowered

environment is provided in this study, which adds to the body of

knowledge and policy debate on the implementation of fiscal

decentralization through DHFF. The study discovered that HFGCs

in PHC facilities employing DHFF have a high level of functionality.

Other studies conducted before the DHFF implementation revealed

that HFGCs were underutilized and that community participation in

controlling and maintaining health facilities was limited. This research

has helped to find factors related to HFGC functionality under fiscal

decentralization that have not been identified in earlier research. In

contrast to earlier studies conducted in Tanzania that used just

qualitative or quantitative methods, using a mixed‐method approach

allowed researchers to obtain quantitative and qualitative findings

that helped to explain the extent to which HFGCs fulfill their given

duties. Future research should be performed to determine the extent

to which HFGCs fulfill oversight tasks in health institutions while also

conducting managerial functions.
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