International Journal of Healthcare Sciences ISSN 2348-5728 (Online)
Vol. 5, Issue 2, pp: (211-221), Month: October 2017 - March 2018, Available at: www.researchpublish.com

Use of Mycare Tool to Assess Clients’
Experiences of Services in Healthcare Facilities
of Mwanza Districts, Tanzania:

A Qualitative Appraisal

Laisser RM*, Maendeleo B?, Nyanza E*

123 Catholic University of Health and Allied Sciences (CUHAS) Mwanza Tanzania

Abstract: The purpose of this study was to explore and describe clients’ experiences of primary healthcare services
in six selected primary healthcare facilities located in Mwanza districts, Tanzania.

A qualitative appraisal using focus group discussions was used to collect data. Qualitative content analysis was
employed to analyze data. Data collection and analysis was guided by elements of quality care regarding staff
punctuality, queue system, staff attitudes, treatment availability, information provision and opportunity for clients
to provide feedback; guided data collection and analysis.

A total of 59 informants were included. Majority (64.4%) were female. More than half (54.2%) were young adults
(20-40 years) with 39% of them to be between 41-60 years old. Fewer (6.8%) were 60 years and above. Results
from focus group discussions yielded 6 main categories. The category “punctuality” showed informants’ need for
staff to utilize their time better. The “attitude” category described under its subcategory “role of language”
showed informants to be dissatisfied with language barriers when health care providers used a national language
Kiswahili instead of native Sukuma. “respect to clients” and “empathetic” subcategories emerged to indicate
satisfaction in relationship aspects. “Unavailability” of treatment “costs too high”, “favoritisms,” “HCW always in
a hurry” and “no opportunity to provide feedback” emerged as major issues that needed improvement. The study
demonstrated an overall negative experiences on the care provided. The healthcare facilities need to ensure health
providers adhere to professional communication skills, provide compassionate care, treatment and honor clients’
opportunity to give feedback for improved primary healthcare services.

Keywords: Primary healthcare facilities, clients, experiences, quality care, MyCare tool, focus group discussion,
Tanzania.

1. INTRODUCTION

Health care facility users in Tanzania like many other low income countries have challenging experiences to be
considered for quality improvement [1]. Clients” experiences in this study focused on six basic elements of quality
services as stipulated in MyCare tool. Among them were punctuality of staff, queue system, staff attitudes, availability of
treatment, information provision and opportunity of clients to provide feedback to their healthcare providers. Studies have
indicated quality of services improved when clients were engaged in evaluation of services [2], [3], [4]. Clients
involvement enhanced appropriate, effective, safe and responsive healthcare [5, 6]. Given an opportunity to share
experiences on services, clients were able to assess whether their health needs and preferences were adequately met or
not; [7], [8], [9] the outcome that brought positive changes in subsequent healthcare services. Clients engagement also
improved healthcare outcomes without significant time and cost [10]. Health care quality improvement in our context
considered care which is efficient but also effective resulting to improved health outcomes of the clients based on their
needs and expectations; accessible and timely care; aacceptable care that take into account the preferences and aspirations
of users and their cultures; equitable one which is the given without disintegration of clients or favouritism and care that is
safe with minimal risks and harm to users [11].
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Recently, most countries indicated efforts to improve quality of services but elements of quality which demanded
engagement of clients remained problematic [12]. Policy makers developed quality care models while health care staff
seemed to follow them but concentrated with their professional activities resulting into clients’ dissatisfaction of services
[13], [14]. Ina cross sectional study to two districts in Tanzania on delay to receive maternal health services; indicated
that women experienced delay in receiving care at the health facility. Poor quality of care was reported by 74% of the
women studied while a waiting time of more than 3 hours was noted by 61% of the women [15] . The health services in
Tanzania are offered at different levels. The central hospitals at the higher level which include one national hospital and 3
consultant hospitals followed by regional referral hospitals in each geographical region and and districts hospitals one for
each district. In each district there are health centres, dispensaries and a village health posts. Majority of the countries,
population receives health services in the districts, health centres and dispensaries [16] .

This study aimed to explore and describe clients’ experiences of services from six (6) randomly selected primary
healthcare facilities of Mwanza Tanzania.

2. METHODS
Study Design:

A qualitative appraisal was used to explore clients’ experiences of healthcare services in primary healthcare facilities from
three districts in Mwanza region Tanzania. Focus group discussions were conducted to explore clients’ experiences and
their evaluation of services using MyCare tool with steps as explained below. The tool helped researchers to be focused
on the six elements of care required by the study during focus group discussions. An exit interview questionnaire helped
to obtain clients’ characteristics

The MyCare tool:

MyCare tool consisted of six elements namely punctuality, attitude of staff, queue system, availability of treatment,
availability of information and opportunity to provide feedback [6].

Steps in the use of MyCare tool:

Step 1: Preparation: Engagement of facilities which were willing to improve their services by inputs from clients were
recruited in this step, permissions were confirmed and logistics arranged.

Step 2: Baseline Focus Group Discussion (FGD)- For each recruited facility one baseline FGD with regular clients who
used the services within 6 months prior the study were held. FGD guide to gather information and feedback regarding
healthcare services were conducted in this step.

Step 3: Feedback meeting to share FGD findings among clients and the healthcare workers (HCWSs) was conducted
Step 4: Facility-Community Dialogue

Healthcare workers and the same clients who participated in the FGD were invited to jointly discuss the findings and
agreed on recommendations and plans for quality improvement. Three (3) major priority improvement activities for the
primary health care facility to work on the first 3 months after the FGD were identified, improvement actions set together,
responsible persons from the facility was selected and the indicators to verify progress and timelines were written together
with the clients

Step 5: Quality Improvement Progress Review Meeting

In this step the healthcare facility and the clients checked the progress of the planned activities. The step was undertaken 3
months after step 4 to allow few long term plans developed in step 4 to be achieved.

Study setting:

The study was undertaken in Mwanza region Tanzania. Mwanza region is located in the northern part of Tanzania
bordered by Mara region to the west, Shinyanga region to the south and Kagera region on the east. It consisted of a total
population is around 3 million inhabitants. Health services are offered in one consultant hospital Bugando medical centre,
3 district hospitals and several primary health care centers and dispensaries which were either public, faith based or
private. The study took place in 6 selected healthcare facilities which were two hospitals, 3 health centres and one
dispensary. One facility was privately owned, three were faith based and two were government owned facilities Since
almost all the healthcare facilities had related characteristics of its users, the facilities were purposively selected on the
bases of researchers’ accessibility during data collection.
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Respondents’ sampling:

Purposive snowball sampling method was used to select respondents from the community who were using the 6
participated health facilities. With the support of healthcare workers; in each facility one client was first chosen he /she
was then asked to select another person who was likely and willing to provide information for the facility improvement -
this second person also mentioned the third until the criterion of 10 people set for one FGD was reached. The process was
repeated in all the six FGDs from the six facilities. A total of 60 respondents were recruited.

Focus Group Discussions:

Focus group discussions (FGDs) were conducted (step 2 of MyCare tool) for each of the 6 selected primary healthcare
facilities. Each of the FDG took a maximum of 2 hours and was moderated by a minimum of two researchers while a third
researcher acted as participant observer where possible joined to provide support in notes taking and operationalization of
recording device including provision of support to clients in need. All of the moderators were experienced health
professionals with background in either nursing or environmental health. They were also skilled in provision of healthcare
services. The FGDs were conducted in neutral venues which were quiet and comfortable places for respondents’
relaxation during the discussions. Kiswahili language was used mostly but sometimes Kisukuma (local language) words
were chipped in to elaborate points. Translators were arranged prior the discussions for few discussants who wanted to tell
a point in Kisukuma too, though this was rare. The FGDs consisted of thematic standardized guide to inquire clients’
experience of services in terms of - attitudes of HCW, number of visits, information provision, availability of treatment
/drugs, queue system, opportunity for feedback and other issues as per clients’ expectations. Participants were asked to
give scores from their opinions in each element. The best score was 1 when clients were satisfied with an element while
the least satisfied had to score 4. Each responded gave a score for each element after the focus group discussions

Exit questionnaire:

An exit questionnaire consisted of demographic characteristics of respondents was administered at the FGD venue to each
FGD respondent such as sex, age and type of work/professions The researchers administered the questionnaire prior each
FGD. Before the administration of questionnaire respondents were informed of the importance of the socio-economic
backgrounds needed. Written informed consent were obtained from each respondents. The study was conducted from
April to December 2016.

Analytical approaches - FGD data

Information from FGDs were transcribed and analyzed by the researchers using qualitative content analysis approach.
This method is suitable for describing and understanding peoples lived experiences of a certain phenomenon [17] such as
during clients’ meetings with the HCWs. In qualitative content analysis phrases, expressed thoughts, segments of words
as given by informants were synthesized as they arrived. The first thoughts concerning the study were recorded from the
beginning to ensure appropriate grouping of related phrases as well established a pattern of dominant thoughts related to
services offered and received and how the clients/patients viewed them. The emerging themes during the FGDs were
discovered in each element which we considered them as sub categories in this study. According to Graneheim and
Lundman (2004), asserted that the outcome of a content analysis can be manifest (content nearer to the text) and presented
as categories and sub- categories. The outcome can also be latent by aiming to capture the underlying meaning of the
informants experiences, formulated as themes or sub-themes [18]. In this study the analysis was at the manifest level and
the researchers constantly moved between text and interpretation, and involved peers who were research colleagues in the
interpretation process, in order to increase the study credibility [19] & [20]. The categories for our study were
conceptualized as per MyCare tool six elements. Qualitative content analysis was chosen for the FGDs because they
convey informant’s experiences at any level of analysis that is at the manifest or when using latent messages For example,
perceptions, attitudes, experiences of care and support which the clients received were conveyed in our study. The exit
questionnaire recorded respondents’ characteristics and analysed with Excel computer program

Ethical considerations:

This study was approved by the the joint BMC/CUHAS Ethical Review Committee in Mwanza certificate number
CREC/107/2015. The Districts Medical officers for Misungwi, llemela and Nyamagana districts gave permission to
conduct the study while respondents gave written consents to participate in the study. We had prior agreement with the
the primary healthcare facilities for their regular clients to evaluate the services. Confidentiality of data and respondents
was maintained where the Pl was responsible to store information safely. Other researchers had access when necessary.
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3. RESULTS
Response rate:

Response rate of participants was high at 98.3% (59 out of 60 respondents). For each primary healthcare facility all 10
participants recruited for FGD responded. One participant dropped in between due to a transfer from Mwanza to another
region after the first FGD in one of the healthcare facility.

Respondent’s characteristics:

More than half (54.2% n= 32) respondents were at the age group 20-40 years old while 39% (n=237) were between 41- 60
years old. Fewer 6.8 % (n=3) were 61 years and above The majority 64.4% (n= 38) were females while 35.6% (n=21)
were males (Table 1)

Table 1: Respondents basic demographic characteristics

Characteristic Age group Frequencies | Percentage
Age

20-40 32 54.2

41-60 23 39

61 and above 3 6.8
Sex M 21 35.6

F 38 64.4
Employment status

Self-employed/peasant 54 91.5

Employed 3 5.1

Retired 2 3.4
# Households members

1to4 25 42.4

5t09 27 45.8

10 and above 7 11.9
Marital status

| Married 43 72.9

Single 16 27.1

Divorcee 0 0
Years used the facility

0-2 24 40.7

3-5 26 44.1

6 and above 9 15.3

Findings from FGDs:

The qualitative findings in this study were kept at the manifest level which avoided abstract level of researchers’
interpretations. This was to allow clear understanding of results by the HCWs at the primary healthcare facilities feedback
meetings and the clients during facility community dialogue meeting (step 4 of MyCare tool) where plans for
improvement of services were discussed. MyCare tool elements were also used as categories for the same reasons.

Category 1: “Punctuality” of Health care workers (HCWS):

The positive aspect of punctuality of HCWs in this study was regarded when timely services to clients were observed with
adequate amount of waiting time and also when the HCW were available all the time. The negative aspect of punctuality
was when the HCWs became slow in service provision, had unnecessary movements and when the facility took long time
to start services.

Findings indicated that respondents had different views on this category. Some of them reported HCWs to be always
punctual while others experienced delay of services as a common phenomenon in some of the facilities or sections in the
same facility. Respondents who were on positive side reported that HCWs were punctual on the days they ever attended
the healthcare facilities. They reported to meet HCWs on duty any time they needed services and that punctuality was not
a serious problem since clients were supported. However, respondents who were not satisfied with punctuality pinpointed
specific departments /sections such as at the laboratory section and when they did not meet the doctors despite having
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appointments with them. At some point specialists and nurses were blamed. We present few quotes drawn from all the
six facilities to exemplify both positive and negative motivation regarding punctuality category

D1 “At this health centre there are less problems. | used to be attended somewhere else and moved to this place. | am
comfortable with their services they keep time. Unless one need to wait for a specialist but most people know this so they
come in the afternoon”.

D 2 “As for me they are punctual they attend me without delay —may be because they know me well.

D 3: “My experience is a bit different. In my last visit | arrived at about 9.00 am just to be told to wait for others — When
more people came it was already long cue and some people bypass those who came early”. They need improvement.

D 4: “At the laboratory Section they took my card and gave a note to wait. In had to wait for so long”

D5: “I am challenged with their specialists. For example, today I came here with my sick child to meet a specialist but 1
was told to wait until 4.00 pm. | need to go to work but my child is sick | can not work properly despite that | came with
my mother to help me with the child”

The analysis illustrated a polite way of clients’ reporting the need for HCWs to improve in spending their work time
better despite that there were different justifications for the delays.

D 6: “Staff reported early in the morning but told us that they had to start with prayers until about 9.00 am. They should
have invited us for prayers, we needed prayers too”

D 7: “I recently went to the hospital and got attended on the next day as the doctor was not around despite my
appointment”.

D 8: “From my experience the staff do not keep time as it is required. Recently I came with my sick mother who was
admitted. We stayed so long and when | went to ask the nurse -she shouted at me telling me that | should just wait they
knew we were there and they were going to attend us. I was not happy with the response.”

Category 2: “Attitudes” of HCWs:

Positive attitudes of HCWs in the study considered whether the HCWSs were polite attentive, passionate, friendly,
supportive, and sympathetic/empathetic. Negative attitude was where the HCWs were arrogant, slow in service provision,
careless or corrupt.Findings indicated some discussants to be positively motivated with HCWs reception, friendliness,
welcoming language and the way staff were supportive and their responses to clients’ questions when asked. However,
for those who were dissatisfied with the reported indicators of corruption poor language, slow when called by the clients
and lacked respect to clients. Figure 1 indicates 5 sub categories which emerged with few examples of positively and
negatively motivated clients’ quotes.

| speak Kisukuma but they always talk to me in Kiswahili
My son had to escort me when ever | came for treatment so that he can
interpret for me
/’f -
W _—

* Role of language <

* Welcoming — }
——— ' staff here are welcoming and friendly

* Respect to clients unlike other places

. Empathetic
* Element of Br_jbe

/| ey
/| ™~ .
! I h ~
Fa The nurse stayed with my child when | had to go to the office
| for a sick -sheet.
T The Matron passed on the cue and asked if anyone had any
7 Theyare slow. If .ina \ \_problem J
hurry you may have to )

“_‘“enter into your pocket”

=

Figure 1: Sub categories and quotes for attitudes of staff category
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Category 3: “Queue System”:

An efficient queue system in a health facility expected for this study was the one where “first come first saved”
phenomenon is exercised. The queue that did not allow favouritism nor discrimination of clients and that clients were
called in order of file/tags or register numbers. Also where priority was given in special or emergency cases. The
unfavourable queue system was the one which allowed for favouritisms unclear system resulting into long waiting time.

Findings showed respondents to be satisfied with the flow pattern in four among the six primary healthcare facilities. Use
of tags with numbers were given to clients on arrival to the facility. At times fellow clients or the HCWs guided clients
well where to go. However, dissatisfaction occurred in two facilities. Few examples of respondents’ quotes are presented
below.

D1: “The place is self guiding it is small and it is easy to sit at the lounge using numbers to ensure the cue is maintained.
1 am happy”

D1: “To be sincere all the time I have been attending here | went straight for services, there was no long queue. | always
come early enough”

D 2: ““When doctors are not around the queue is long and overcrowdings occur. One day I stayed in a queue for 3 hours-
I was even sleeping due to overcrowdings and tiredness. The other time a nurse came and favoured someone who was not
on the queue — may be it was her relative who knows”.

DA4: ‘They start at 8.30 am according to their labels outside there but you sit on a queue they are not a round the cue is
too long and not sure if they will call you as per your position in the queue. Everything is not as it was used to be”

Category 4: “Availability of Treatment”:
In this category clients were expected to be positive with the facility which they always get their prescribed treatment.

The FGDs indicated negative experiences regarding unavailability, cost and unfair responses among HCWSs regarding
treatment which made the healthcare facility users “pinned down” with some of the clients questioning the approaches
regarding purchase of treatment for inpatients.

D 1: The cost of treatment is too high and one time | was forced to pay for treatment which my relative did not use. My
relative was sick and when | brought him to this hospital he was diagnosed with a condition which needed surgery.
Treatment were prescribed but before he took them and underwent that surgery my relative died. They brought a big bill
and the drugs which my relative never used were included “The facility pinned me down” .

D2 : “I was admitted but the treatment were not available — a prescription was written for me to go and buy outside the
hospital and give them to nurses to give me when the time to take them is due. The other bad thing about this is that they
charged the treatment in their bill” ... “My question is why don’t they buy them and keep in stock for inpatients ?

* "When I came here last time there was no freatement
Unavailabilty of prescribed which was prescribed for me"

treatment + "_I'think there might be a problem sometimes of
ging prescripiions af their pharmacy =

. « "They made a bill for me and when I askedto pay half the
Costs are toohigh for amouni- they refused and asked me io go somewhere else if ]
treatment cannoi pay full cosiz at one go”
«“Jam not happy — treatment is challenging in this hospital

_first the cost is high I cannot afways gfford”

. + After Twar artended by the doctor the nurse /siter fold me 1o
Buying di:lJES else go and buy drugs ot a pharmacy in fown
where 15 not + Jumping onte a Daladala (public frasnport) af sy age is not
pleasing pleasant”

Figure 2 Subcategories and examples of quotes for availability of treatment category
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Category 5: Information Provision:

Analysis of FGD indicated respondents to be provided with necessary information particularly on taking their treatment
and about their diseases when they asked. Some of the HCWs used Kiswahili or proffessional language which was not
understood by clients/patients.

D 1: “In my meetings with the doctor he was able to tell me about my condition and he answered all my questions”

D2: “The good thing about this hospital when they found that the condition is difficult to them —theygive yo information
and refer you early to the regional hospital

D 3: “ During most of my consultation with the HCWs staff the language used was too proffessional where it beamme
difficult to understand well. This problem occured to young staff — One time | did not understand what they were telling
me but | failed to ask — I just left home because it was shamefull to ask him infront of my relative who was very respectful
to me”

Eeceive needed information HCWs not settled HCWs always in a hurry

L
Seren e " i
. T have never been told "We are not told everything
Yes itis nice here 1 they are always in a hurry”

2alth education

"There is a TV which U they tellyou about

"They are not seftled- alot
of work at orne time" treatment or any information

Fives siructions
seems partial

sometimes -good to
soathm ind while

MG when yvou ask they are in a
waiting

hurry mos

Figure 3: Some of the subcategories which emerged for Information provision category
Category 6: “Opportunity to provide feedback”:

This study described positive opportunity for feedback when the facility received suggestions from clients. The existence
of accessible suggestion boxes, viable customer and available staff to provide help were among the positive indicators of
this category. The negative aspect for this category was a situation where clients were never informed about complaints
process, unaware of opportunities to give their suggestions or feedback of the services obtained or afraid to give any
feedback about the the facility.

It was found that there was no opportunity for clients to give any feedback in all the primary healthcare facilities studied.
There were no customer care desks with ineffective use of suggestion boxes.

The following quotes exemplify the situation.

D 1: “There are no meetings with clients at any time in this facility to allow us share our views— | have never heard about
them”

D 2: “The suggestion box is available but it does help us because we have no place to share anything —we don’t know if
they will read *

D 3: It is not possible to hold a staff and ask her/him for any information about their hospital except for what has brought
you to the centre /I mean my health problem”
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Facility performance rates:

During each FGD clients evaluated the the primary health care facility and rated each quality care components according
to their own personal experiences of services. The findings are indicated on table 2.

TABLE 2: PERCENTAGES () OF GRADES FOR PERFORMANCE OF HEALTHCARE FACILITIES IN EACH QUALITY
CARE COMPONENT OF MYCARE TOOL AS PERCEIVED BY RESPONDENTS

Quality Care component # (%) of clients’ grades for facility performance by component (n=59)
1 (very good) 2 (good) 3 (poor) 4 (very poor)
Punctuality of HCW 19 (32.2) 18 (30.5) 28 (49.1) 4 (6.77)
Attitude of HCW 17 (28.8) 24 (40.8) 8 (13.6) 10 (16.9)
Queue system 30 (50.8) 5 (8.5) 6 (10.6) 17 (28.8)
Availability of treatment 3(5.0) 6 (10.1) 30 (50.8) 20 (33.9)
Information Provision 5 (8.5) 23 (38.9) 29 (49.1) 2 (3.4)
Opportunity of clients to provide feedback | 1 (1.6) 1(1.6) 40 (67.8) 17 (28.8)

Generally clients indicated better ratings for the queue system category. Availability of treatment and opportunity to
provide feedback was poorly rated.

Suggested Improvements to the health facility:

Findings showed that most of the aspects that needed improvement were mainly managerial aspects which the facilities
were able to tackle with very limited costs and time. Examples of respondents’ suggestions for each category are shown
on Table 3.

TABLE 3: EXAMPLES OF SUGGESTIONS TO FACILITIES BY RESPONDENTS

Category/MyCare quality element | Suggestion for improvement
Punctuality Medical specialist from the regional and consultant hospitals in urban facilities
— which were contracted by the primary healthcare facilities were requested to start
their duties earlier in the afternoon than their usual 4.00pm
Attitudes of staff Laboratory staff in respective health facilities to improve their communication
‘ with clients and give provide information to clients regarding waiting time for
specimen results

Queue system — HCWs to avoid favoritism and should offer services according to “first come first
served" phenomenon. Use of numbers for first in first saved was encouraged
Availability of treatment Health facilities to find mechanisms of reducing treatment costs.,

Have all drugs available at the facility and that the staff at dispersing windows to
avoid replacement of prescribed treatment with what exists at the facilities

without prescription.

— Few clients who were on health insurance scheme to be availed with all their
prescribed at the same health facility instead of being asked to collect some of the
treatment treatment from other places
Information provision More health information messages to be channeled on TV sets located at some
facilities.
- All staff to improve giving out information and reduce unnecessary phone use and
charts during work hours
Facilities to provide adequate information on prescribed treatment
Opportunity to provide feedback | All facilities to allow clients to give their feedback on services by having either
regular meeting with their clients. Improve use of suggestion box.
— All facilities to inform clients their rights to express any dissatisfaction or

satisfaction with the services.

4. DISCUSSION

Exploring clients’ experiences regarding health services which aiming to improve services has gained research interest
since the past decade [21], [22]. Most of the previous studies aimed to reduce healthcare costs but also clients were
partnered to help in redesign of services for improvement [7]. The present study generated information from clients’ prior
visits to primary healthcare facilities. Congruent with others [1], [2], [3] the aim was to use information from clients in
planning for better provision of primary healthcare services that met clients’ needs and expectations. The basic elements
of quality in MyCare tool (6) helped to have systematic discussions while most quality of care tools used in literature
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were disease specific with patients’ satisfaction rating tools for data collection [23], [24]. Other surveys followed complex
measurement tools that seemed to be more expensive and time demanding [ 25]

More than half of the respondents in the current study were young adults aged between 20-40 years old. More than 90%
of the respondents were peasants/self-employed/petty business. The later may be explained by the fact that most of the
users of primary healthcare facilities live in sub urban areas of Mwanza districts where the main activity included small
scale farming and petty business. Clients in our study had different views regarding punctuality. However, 49.1%; (n=28)
rated punctuality to be poor. Those who were motivated by staff appreciated never to be delayed by the staff while those
demotivated reported some to be attended on the next day. Our findings are similar to other studies where workplace
habits and considerations of clients’ choices were important in patients satisfaction of the quality improvement [25], [26].

As regards to staff attitudes, 69.5% (n=41) of respondents in our study reported that the staff attitudes were very
good/good in the six primary healthcare facilities studied. The motivation to good scores was indicated by the sub
categories “welcoming”, “respect” to clients and “empathetic” — the issues which clients as humans wanted to see from
HCWs. Other studies indicated patients to report their wishes and preference to clinicians who had excellent technical
skills and those who cared about them as people [25]. Our findings reported with a subcategory “empathetic” indicated
that HCWs recognized and responded to a clients’ needs adequately. Being empathetic and responsive to other's physical
and emotional distress has been identified in a number of studies as an active ingredient in the outcomes of care [27], [28],
[29], and it fostered a sense of well-being and trust. Malcolm Gladwell asserted that the first 30 seconds of listening to an
interaction with patients can predict through intuition a variety of good outcomes in a clinical interaction [30].

Almost half (50.1%; n=30) of the studied respondents rated the element of queue system to be very good, while 28.8%
(n=) rated very poor. The situation can be explained by the nature of the tool where different perceptions and expectations
among different clients played part in the differences noted . Our findings showed that 84.7% (n=50) of the respondents
reported the availability of treatment category as poor/very poor. This finding is explained by the fact that essential
medicines availability was a worldwide problem by 33% of the population [31]. Cameron A et al, (2009) in their study to
36 developing and middle-income countries reported in 2008 that only 29-54% availability of generic medicines in public
sector, where Africa was recorded the lowest [32] According to WHO (2016) essential medicines had to satisfy the
priority of the population health needs. They had to be available and adequate at all times, in the appropriate dosage
forms, with assured quality, adequate information and affordable costs by the community [33]. The sub categories
“unavailability of prescribed treatment,” “the costs are too high” for treatment and “buying drugs elsewhere is not
pleasing “ in our study refuted this necessity. Our findings indicated respondents to be unhappy with missing of their
prescribed drugs, change of prescriptions, high costs and were unmotivated to purchase treatment outside their health
facilities. Experiences of being dissatisfied with treatment regimen occur but importantly respondents in our study
suggested for adequate information regarding treatment availability

It was noted in the current study that staff used difficult words /professional language to clients despite that those who
understood the language appreciated information about their diagnoses as given by the doctors. Our sub sub category
“staff always in a hurry “depicted lack of staff time to talk to clients. This element also led to the clients not having
opportunity to give their feedback to the staff. This later category was also least appreciated and rated poor by 67.8%
(n=40) of the respondents.

Methodological considerations:

To ensure trustworthiness this part efforts were made to enhance credibility by recurrent visits to the study area before
data collection (during planning phase of MyCare tool steps) for orientation and assessment of the situation. Prolonged
engagement with staff to build trust and familiarization was done by the first author (RL) while keeping her pre
understanding within i brackets The research team had Quality review meetings (Step 5 of Mycare tool) with informants
and staff an element which increased trust of data However, our study is limited to the primary healthcare facilities in low
resource settings.

5. CONCLUSION

In conclusion, the clients had different experiences of healthcare services. Few clients were given adequate support by
healthcare workers. Poor communication, delays in attending clients and favouritism which were perceived as indicators
of corruption frequently occurred. Unavailability of treatment, lack of adequate information and opportunity to provide
feedback on services highlighted low quality of care that needed attention by the health system and its facilities in
Tanzania.

Page | 219
Research Publish Journals




International Journal of Healthcare Sciences ISSN 2348-5728 (Online)
Vol. 5, Issue 2, pp: (211-221), Month: October 2017 - March 2018, Available at: www.researchpublish.com

ACKNOWLEDGEMENT

1. Researchers acknowledge PharmAccess International technical support in training for data collection, providing
materials (MyCare tool) and financial support in data collection to four (4) among the six (6) primary health facilities
studied

2. The authors would like to acknowledge CUHAS management for encouragement and provision of god research
environment for the authors

REFERENCES

[1] K Khamis, B Njau, (2014) Patients’ level of satisfaction on quality of health care at Mwananyamala hospital in Dar
es Salaam, Tanzania. BMC Health Services Research.14:400. doi:10.1186/1472-6963-14-400.

[2] WHO: Quality of care: a process for making strategic choices in health systems Geneva. World Health
Organization, 2006.

[3] WG Lernman, GA Sivera, J Wolf J,(2014). The patient experience movement. Patient experience journal Vol 2 pp 9-
11

[4] C Doyle, L Lennox, D Bell (2013). A systematic review of evidence on the links between patient experience and
clinical safety effectiveness. British Medical Journal Vol 3 doi 10.1136/bmjopen-2012-001570

[5] A Coulter, J Ellins J. (2006) The effectiveness of patient-focused interventions: A review of evidence. The health
Foundation. [http:/www.health.org.uk/sites/default/filesPatientsFocused interventions-Review of evidence pdf ]

[6] PharmAccess Mycare: engaging clients in monitoring healthcare and health insurance Dar es Salaam, PharmAccess,
2015

[71 MP Poney, H Hihat, M Khalifa, P Lebel , V Neons &Dumez (2015) Patient partnership in quality improvement of
healthcare services: Patients’ inputs and challenges faced. Patient experience Journal Vol 20 pp 29-34

[8] RG Baker, Evidence Boost: A review of research highlighting how patient engagement contributes to improved care.
Canadian  Foundation for Healthcare improvement 2014,[http://  www.cfhi-fcas.ca/publications and
resources/research reports/]

[9] C Fancott: What if patient experiences guided quality improvement and organizational change? Canadian foundation
for healthcare improvement 2013 [http:// www.cfhi-fcas.ca/publications and resources/research reports/]

[10] M Stewart, BJ Brown, A Donner, OC McWhinney, J Oates, W Weston, J Jorden (2000) : The impact of patient
centered care on outcomes J pham Pract Vol 49 pp 796-804 [http://www..mdedge.com/jfponline/article/60893/
impact-patient-centered-care-outcomes]

[11] S Leatherman, K Sutherland (2014) Quality of care in the NHS of England. BMJ vol , 328: E288—-E290
[12] World Development Report: Making services work for the poor. Washington, DC, 2014
[13] DM Berwick: Letter from Donald M Berwick (2016) AmJ Mang Care Vol 22:(12 Suppl): s 330-2

[14] BR Golden, R Hannam, H Fraser, M Leung, S Downey, J Stewart, E Grinchko (2011) Improving the patient
experience through design. Healthc Q.Vol 14 pp :32-41.

[15] RM Laisser, S Managwa, E Libaba, M Kimweri and C Bedwell. (2015) “Phase 3 delay” threats to labouring
women. AJM Vol pp 35-41

[16] G Kwesigabo G,MA Mwangu ,DC Kakoko ,I Warriner, CA Mkony,J Killewo ,SB Macfarlane,E E Kaaya
EE, P Freeman (2012). Tanzania's health system and workforce crisis. J Public Health Policy Vol 33 suppl:
S35-44

[17] H White (2002) Combining qualitative and quantitative approaches in poverty analysis. World Development Vol 30:
pp 511-22

[18] UH Graneheim and B. Lundman (2004) Qualitative content analysis in nursing research: concepts,
procedures and measures to achieve trustworthiness Nurse Education Today Vol 24 pp105-112.
Page | 220
Research Publish Journals



http://www.cfhi-fcas.ca/publications%20and%20resources/research%20reports/
http://www.cfhi-fcas.ca/publications%20and%20resources/research%20reports/
http://www.cfhi-fcas.ca/publications%20and%20resources/research%20reports/
https://www.ncbi.nlm.nih.gov/pubmed/?term=Kwesigabo%20G%5BAuthor%5D&cauthor=true&cauthor_uid=23254848
https://www.ncbi.nlm.nih.gov/pubmed/?term=Kaaya%20EE%5BAuthor%5D&cauthor=true&cauthor_uid=23254848
https://www.ncbi.nlm.nih.gov/pubmed/?term=Kaaya%20EE%5BAuthor%5D&cauthor=true&cauthor_uid=23254848

International Journal of Healthcare Sciences ISSN 2348-5728 (Online)
Vol. 5, Issue 2, pp: (211-221), Month: October 2017 - March 2018, Available at: www.researchpublish.com

[19] S Parvizy, A Nikbahkt, SP Tehrani, S Shahrokhi (2005) Adolescents’ perspectives on addiction: Qualitative study.
Nurs Heath Sci Vol 7 pp 192-8.

[20] Dahlgren L, Emmelin M, Winkvist A: Qualitative methodology for international public health. 2007, Umea
University, Umed, Sweden.

[21] PL Bradshaw (2008) Service user involvement in the NHS in England: genuine user participation or a dogma-driven
folly? J Nurs Manag, Vol 16:pp 673-81. in safety, quality, and experiences of care, Patient Experience Journal:
(2014) [http://pxjournal.org/journal/voll/iss1/8]

[22] A Coulter (20050 : What do patients and the public want from primary care? BMJ. Vol 331 (7526): pp 1199- 201

[23] I Marshal, N Grant N. and D Ron Hays. The Patient Satisfaction Questionnaire Short Form (PSQ-18) Santa Monica,
CA: RAND Corporation, 1994. [https://www.rand.org/pubs/papers/P7865.html].

[24] PJ Clapham, AG Pushman, & KC Chung, (2010) A Systematic Review of Applying Patient Satisfaction Outcomes
in Plastic Surgery. Plastic and Reconstructive Surgery Vol 125 :1826-183 [http://doi.org/10.1097/PRS.0b01
3e3181d51276]

[25] W Dong, Q Zhang C Yan, W Fu, L Xu (2017) Residents’ satisfaction with primary medical and health services in
Western China. BMC Health Services Research. Vol 17 pp 298.

[26] M Tai-Seale, B Pescosolido (2003) The public's opinions of physicians: do perceived choice and exercised
choice matter? Am J Manag care Vol, 9:pp631-8

[27] M Hojat, J Spondorfer, DZ Louis, JS Gonnella® 2011) Empathic and sympathetic orientations toward patient care:
conceptualization, measurement, and psychometrics. Acad Med. Vol , 86:pp 989-95.

[28] M YL Chu-Weininger., & R Balkrishnan, (2006) Consumer satisfaction with primary care provider choice and
associated trust. BMC Health Services Research, Vol 6:139. [http://doi.org/10.1186/1472-6963-6-139]

[29] B Murray, S McCrone S (2015),An integrative review of promoting trust in the patient-primary care
provider relationship. J Adv Nurs.Vol 71pp 3-23.

[30] MB Gladwell: The power of Thinking without Thinking. [htpp:// motsach.info. 2012]

[31] WHO Medicines Strategy 2004-2007: Geneva: World health organization. 2004. [http://apps.who.int/medicinedocs/
en/d/Js5416e/.]

[32] WHO Sri Lanka. Geneva: World health organization. 2016.[http://www.who.int/countries/lka/en] Sri Lanka’s
healthcare challenges. London: The economist intelligence unit. 2014.. [http://country.eiu.com/article]

[33] A Cameron, M Ewen, D Ross —Degnan, D Ball, R Laing (2009) Medicine prices, availability, and affordability in
36 developing and middle-income countries: a secondary analysis Lancet, 378 :(9659) 240-9

Page | 221
Research Publish Journals



http://doi.org/10.1186/1472-6963-6-139
http://country.eiu.com/article

