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Abstract

Introduction: The Star Rating Assessment (SRA) system was established by
the Tanzanian government as a method to improve the quality of healthcare.
To identify factors influencing SRA implementation, we looked at the dep-
loyment of SRA Systems in Kibaha Town and Rufiji District Councils. Me-
thods: To comprehend the experiences of distinct healthcare professionals
and Quality Improvement Teams (QITs) on implementation of SRA, we used
a descriptive cross-sectional study methodology. Focus Group Discussions
(FGDs) and in-depth interviews (IDIs) were used to gather data, which was
then evaluated using qualitative content analysis. Results: According to the
study’s findings, the majority of group discussion participants were not aware
of the SRA system, the QIT members were unaware of their responsibilities
for implementing Quality Improvement Plans (QIPs), and the Council Health
Management Teams (CHMT) members were not including QIP follow-up in
their quarterly supportive supervisions. Shortage of staff, financial resources,
insufficient staff training on the SRA system, and insufficient support from
CHMT were among the stated difficulties experienced during the deployment
of the SRA system. Discussion: The provision of high-quality healthcare in the
study sites has improved as a result of the introduction of the SRA system.
Nonetheless, there is a need to support healthcare facilities during implementa-
tion and provide them with greater training on the standards assessed by SRA.
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1. Introduction

Tanzania Vision 2025 prioritized high-quality livelihoods, with health as one of
its key emphases. Achieving a high-quality livelihood requires, among other
things, that everyone have access to high-quality primary healthcare (PHC)
(United Republic of Tanzania, 1999). People still struggle to access PHC due to a
paucity of PHC facilities. By December 2015, there were a total of 6640 (53%)
dispensaries out of 12,545 villages of which 4554 (36%) are government owned
and a total of 695 (15.7%) health centres out of 4420 Wards of which 513 (11.6%)
are government owned (Ministry of Health and Social Welfare, 2007; Kapologwe
et al., 2020). Despite achievement of the Millennium Development Goal (MDG) 4
of reducing the mortality rate for children under five from 166 per 1000 live births
in 1990 to 54 per 1000 live births in 2015, the number of new-born and under-five
fatalities from preventable diseases is still high (The Ministry of Health, Commu-
nity Development, Gender, Elderly and Children, 2016).

The persistently high maternal mortality rate (MMR) is a result of a lack of
adequate skilled human resources for health, the availability and irrational use of
medications, medical supplies, and equipment, and limited access to reproduc-
tive health care. The MMR was estimated at 556 fatalities per 100,000 live births
as of December 2016 (National Bureau of Statistics, 2010; The Ministry of Health
and Social Welfare, 2014).

The Ministry of Health adopted the Big Results Now (BRN) strategy from the
Malaysian model in 2014 to address these challenges. The BRN strategy put a
strong emphasis on prioritization thorough monitoring systems, and perfor-
mance accountability as a way to raise the standard of care in PHC facilities.
Performance Management of Health Facilities, Human Resources for Health,
Health Commodities, and Reproductive, Maternal, Neonatal, and Child Health
(RMNCH) were the four priority areas identified (The Ministry of Health and
Social Welfare, 2014).

Star Rating Assessment System Description

The Star Rating Assessment (SRA) system was launched as one of the priority
areas under Performance Management of Health Facilities as part of the BRN
implementation. The SRA method was designed to evaluate and rank PHC facil-
ities by tying a star level to each facility’s performance. The star ratings run the
gamut from zero, which indicates subpar performance, to five stars, which indi-
cates excellent performance (The Ministry of Health and Social Welfare, 2014;
Yahya and Mohamed, 2018).

The SRA system uses standardized tools called Star Rating Tools (SRTs) to
grade the standard of healthcare facilities across a number of service categories.
There is SRT for hospitals, health centers, and dispensaries at the council level
because each level of PHC facilities has its own set of instruments. Each SRT has
12 service areas, which are divided into four domains: facility management and
staff performance; service charters and social accountability; conducive and safe

environments; and quality of care and services. The service areas and domains
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are comparable across all SRTs; however, the number of indicators depends on
the level of health facilities. For example, the SRT has 112 indicators for hospit-
als at council level and 100 indicators for dispensaries.

The first step in putting SRA into action was training assessors at the national
and council levels. Following that, SRTs were used to evaluate PHC facilities,
and each facility was given a Quality Improvement Plan (QIP) after input from
the facility, council, regional, and national levels was gathered. The QIP was im-
plemented by the facilities, and Council Health Management Teams (CHMTs)
and Regional Health Management Teams (RHMTs) then remained vigilant as
part of their routine supportive supervision.

After assessment, the findings were communicated to various service delivery
levels to ensure ownership and accountability, particularly during the imple-
mentation of QIPs. Yet, as seen by the lack of improvement in QIP implementa-
tion between baseline assessment and re-assessment, most institutions have had
difficulty implementing QIPs (English et al., 2018; Yahya and Mohamed, 2018).
The study’s objective was to assess the SRA system’s implementation process in
PHC facilities in two Local Government Authorities (LGAs) in the Pwani region.

2. Methods
2.1. Study Setting

The study was carried out in two LGAs in the Pwani region: Kibaha Town
Council (TC) and Rufiji District Council (DC) (Figure 1). Pwani region was
purposefully selected because it had 18% of PHC facilities with three stars or

higher, which is close to the national average (20%). In addition, the region was
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Figure 1. The map of Pwani region showing study councils and facilities.
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a focus of performance-based financing interventions (pay for performance—
2011-2015 & Results Based Financing—2016-2019) aimed at improving health-
care facility performance. Kibaha TC and Rufiji DC were chosen using extreme
sampling, with Kibaha TC being the best performing council in the region, with
38% of health facilities scoring three stars or higher, and Rufiji DC being the
worst performing council, with 3% of health facilities scoring three stars or
higher (The Ministry of Health, Community Development, Gender, Elderly and
Children, 2018). Furthermore, the health facilities were selected in clusters (hos-
pitals, health centers, and dispensaries), and in each cluster, an extreme sam-
pling was carried out, with two health centers and two dispensaries chosen from
each council and category of best performing and poor performing (The Minis-
try of Health, Community Development, Gender, Elderly and Children, 2018).
The plan was to include district hospitals from each council, but because Kibaha
TC did not have a district hospital, only Utete District Hospital (in Rufiji DC)

was included in the study.

2.2. Study Design

From November 2018 to May 2019, a descriptive cross-sectional study using a
qualitative technique was carried out in Kibaha TC and Rufiji DC. The design
aided in gathering individual healthcare providers’ and Quality Improvement
Teams’ (QITs’) experiences with SRA implementation. Cross-sectional study
entails the detailed description and analysis of a single group, person, process, or
system, or any other entity at a specific point in time (Ritchie et al., 2013). Be-
cause the purpose of this study was to assess the success or impediment factors
for SRA implementation in PHC facilities, a descriptive cross-sectional study
was an appropriate study design (Aberdeen, 2013; Ritchie et al., 2013; Creswell
and Poth, 2016).

2.3. Study Population

The study population included healthcare workers and managers at all levels of
healthcare delivery, from the facility to the national level. Participants included
facility managers, QIT members, CHMT members such as the District Medical
Officer (DMO) or District Health Secretary (DHS) and the Council Quality Im-
provement (QI) Focal Person, and RHMT members such as the Regional Medi-
cal Officer (RMO) and the Regional QI Focal Person. In addition, national SRA
coordinators from the Ministry of Health, Community Development, Gender,
Elderly and Children (MoHCDGEC) and the President’s Office—Regional Ad-
ministration and Local Government (PO-RALG) were interviewed to gain a bet-

ter understanding of SRA implementation as shown in Table 1.

2.4. Sampling Techniques

The study employed a non-probability sampling technique to identify the key

informant interviewees (KIIs) who provided the information for this study, with
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Table 1. Summary of the study participants.

FGDs IDIs

Male Female Total Male Female Total

Kibaha TC
Mkoani Health Centre 0 5 5 1 1 2
Medewell Health Centre 2 5 7 0 1 1
Galagaza Dispensary 0 0 0 0 2 2
Mwendapole Dispensary 0 0 0 1 0 1

Rufiji DC
Utete District Hospital 2 3 5 1 0 1
Tkwiriri Health Centre 2 2 4 1 0 1
Nyaminywili Health Centre 0 0 0 0 1 1
Nyamwage Dispensary 0 0 0 0 1 1
Mtanza Dispensary 0 0 0 0 2 2
CHMT Kibaha TC 0 0 0 2 0 2
CHMT Rufiji DC 0 0 0 1 1 2
RHMTSs Pwani 0 0 0 0 1 1
MoHCDGEC 0 0 0 0 1 1
PO-RALG 0 0 0 0 1 1
Total 6 15 21 7 12 19

19 KlIs purposely selected. DMO or DHS, QI Focal Persons, and facility in-
charges for the selected facilities were interviewed in-depth. The purpose of se-
lecting KIIs is to identify health managers based on their ability to provide rich
information and insight on SRA implementations in their council and meet the
study’s objectives (Eby, 2003; Anasel, 2017; Vasileiou et al., 2018).

Thus, a total of 9 PHC facilities 4 from Kibaha TC and 5 from Rufiji DC were
included in the study. A total of 21 participants, 6 men and 15 women partici-
pated in four focus groups with QITs held in four locations (Mkoani Health
Centre [5 participants], Medewell Health Centre [5 participants], Utete District
Hospital [6 participants], and Ikwiriri Health Centre [5 participants]), whereas
19 participants, 7 men and 12 women participated in IDIs.

2.5. Inclusion and Exclusion Criteria

The study included health managers from the facility to the national level who
participated in SRA at least once, and those who did not participate in any of the
assessments were excluded. The study included all QIT members who were

available on the day of data collection.
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2.6. Data Collection Methods

Data was collected from the KlIs by the researcher and a trained research assis-
tant for each council. The research assistants were chosen based on their pre-
vious participation in SRA at either the baseline or re-assessment levels. Before
data collection, a one-day orientation was held for research assistants to ensure
the quality of the data collected. IDIs and FGDs guides were used to collect data.
IDIs were held with National level coordinators, Regional and Council QI Focal
Persons, and facility in-charges for hospitals and health centers. FGDs were held
with QITs at Utete Hospital and all selected Health Centres, with the exception
of Nyaminywili Health Centre, which had only three staff on the day of data col-
lection, making it difficult to hold an FGD. The summary of questions asked
during IDI and evaluated components (Table 2).

2.7.Data Management and Analysis

Data collected via audiotape from FGDs and IDIs were transcribed verbatim
and then compared to field notes. Within 24 hours of data collection, recorded
FGDs and IDIs were transcribed. The recorded transcriptions were translated
from Swahili to English and then read several times to ensure data quality and
to get a sense of the overall data. Qualitative content analysis was used to ex-
amine IDIs and FGDs (Graneheim and Lundman, 2004; Erlingsson and Bry-
siewicz, 2017). Qualitative content analysis allows for the inductive develop-
ment of categories from text data; this is important in capturing experiences
from KlIs. Data reduction was then used to create condensed meaning units
(Sirili et al., 2019).

The transcribed texts were then imported into Atlas.ti version 8.2.4 (Smit &
Scherman, 2021). The transcripts were then inductively coded using pre-deter-
mined themes such as achievement and offered awards after SRA; awareness on
SRA system; status of QIP implementation; roles of QIT in QIP implementation;
inclusion of QIPs in annual plans; and supportive supervisions by CHMTs.
Emerging themes were deductively coded while coding (Gale et al., 2013). The
texts were coded based on the study’s objectives, and finally, outputs for all
codes, quotations, memos, and families were created in preparation for writing

the final descriptive report (Anasel, 2017).

3. Results

The analysis of SRA system implementation experiences from study sites yielded
seven categories: achievement of set targets; achievement and offered awards af-
ter SRA; awareness of SRA system; status of QIP implementation; roles of QIT in
QIP implementation; inclusion of QIPs in annual plans; and supportive supervi-
sions by CHMTs.

3.1. Achievement of the Set Targets

SRA’s main goal was to have at least 80% of PHC facilities in the country achieve
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Table 2. SRA evaluated components and summary of questions for IDI guide.

Evaluated Component

Awareness on SRA
system &
Achievements and
Awards after SRA

Achievement of the
set targets

Status of
Implementation of QIP

Roles of QIT in
implementation of QIP

Supportive
supervisions by CHMTs

Inclusion of QIPs
in annual plans

Questions

1) Have you participated in any of the SRA assessments?
Probe: Ask him/her to explain his or her participation in
baseline and re-assessment? his or her roles

2) Do you know the number/percentage of facilities that
attained three stars and above in your region/council?
Probe: awards provided to best performing facilities

3) In your opinion, why most of the facilities did not attain
the set target of three stars and above?

a) Was the orientation conducted to R#CHMTSs adequate
before the assessment?

Probe: How many days the orientation was done? How
many R/CHMTs were oriented? Was monitoring done
after orientation?

4) Does your region/council has copies of quality
improvement plans (for all facilities) developed after
assessment?

a) Probe: Are you conducting QIP follow-up in the
facilities? How are you organized within R/CHMTs?

b) What is the current status of implementation?

¢) Do you have monthly reports on progress of QIPs? (24
selected indicators), verify the availability

5) Do you know your roles in implementation of QIPs?
a) Probe on roles of documentation of all QI activities
including QIPs

6) In the past one year have you conducted supportive
supervision to your facilities?

a) Probe: How do you conduct S, is it joint or by
interventions based?

b) In quarterly supportive supervision infer alia, do you
check the progress of SRA?

¢) Do you get challenges in supervising the aspects of SRA
during supportive supervision?

7) Was the QIP developed during baseline and
re-assessment included in facility plan or CCHP?

a) Probe: If Yes, what activities were included (verify)
b) If No, Why?

three stars or higher by June 2018. Surprisingly, only 20% of facilities met the
goal. Only one facility (Ikiwiriri HC) in Rufiji DC met the three-star standard.

Utete District Hospital, the council’s referral center for lower-level health facili-
ties, received two stars. Kibaha TC, on the other hand, had 11 out of 12 (92%)
public PHC facilities with three stars or higher. According to participants, there

are several reasons for the failure to meet the set targets. One of the reasons was

insufficient staff training to a set of standards that were assessed during SRA.
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The majority of the facilities’ staff reported that they had not been trained on the
standards used to evaluate their health facilities. For example, one of the res-
pondents reported that they were not aware of the standards used for assess-
ments:

“...you know what, they didn't train us on the standards that were used to
evaluate us. We don't even know what criteria have been used so far; Ive heard
that there are different standards for dispensaries, health centers, and hospitals.
It s difficult to say whether lack of standards caused us to fail.” (IDI-Facility).

Another factor mentioned by some participants, particularly those who took
part in the BRN lab, was a failure to set realistic goals. The targets were set dur-
ing the BRN Ilab in 2014 without the benefit of realistic baseline data, resulting in
overly ambitious targets that are difficult to achieve. One participant stated:

“...BRN was planned under political pressures, we were planning even with-
out data to support, and everything was planned on the table. The goals were
overly ambitious. At the time, the facilities did not have a single paracetamol,
and the infrastructure was completely inadequate, do you think you can get 80%

of the facilities to have a star in that situation?” (IDI-National).

3.2. Achievements and Awards after SRA

Following the assessment, awards were given to the best performing councils
and facilities. The awards were divided into two categories: the first was for the
best performing council, in which councils were required to achieve the target of
at least 80% of their health facilities receiving three stars or higher. There was no
council in the Pwani region that met this goal. The second category was for best
performing health facilities, which required a facility to have three stars or high-
er, and the award was given to the top five performing facilities in the region.
The top five facilities for the December 2018 re-assessment were Nyota ya Bahari
Health Centre (Mkuranga DC), Msata Dispensary (Chalinze DC), Mwendapole
Dispensary (Kibaha TC), Mataya Dispensary (Bagamoyo) and Ikwiriri Health
Centre (Rufiji DC). Councils received trophies, while health facilities received
certificates. According to one of the health facility in-charges in Kibaha TC, the
facilities that received certificates were highly motivated:

“I was just surprised, they brought this (pointing...) certificate and we were
among the best performing facility in the region. The Deputy Minister of Health
presented this certificate, and we gathered and celebrated that day, and all of our
neighboring facilities (including Tumbi) were surprised. Wére still working
hard to get to five stars.” (IDI-Facility).

The high-rated facilities were highly motivated, whereas the low-rated facili-
ties were potentially discouraged by their ratings. As a result, the underper-
forming facilities must be supported by the appropriate authorities. Among the
required supports are comprehensive QI training for all facilities to close per-
formance gaps among health facilities and funding for QIP activities that require
budget.
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3.3. Awareness on SRA System

Among the initial questions posed to interviewees was their knowledge of the
star level attained by their facilities in the most recent previous assessments.
Some of the interviewed staff were unaware of their facility’s star rating, and this
was especially true of staff in health centers and hospitals. For example, none of
the QIT members could name the star level of their facilities without hesitation
among the four health centers evaluated. On the other hand, despite the fact that
the results are shared with the facilities on the day of assessment, facility in-
charges who were supposed to take the lead in implementing SRA activities were
unaware of their facilities’ star level. One of the facilities in charge at Kibaha
TC’s Health Centre narrated:

“In the previous assessment, our facility received two stars, but the results
from CHMTs indicated that we received three stars, which differs from the re-
sults we have. In addition, we heard from CHMTSs that all facilities in the council
received three stars.” (IDI-Facility).

In Rufiji DC, awareness was relatively high because one of the QIT members
from one of the facilities was aware of the SRA system and precisely explained
the concept of SRA, which was even compared to hotel ratings as follows:

“SRA is a system designed to improve the quality of services in our facilities. It
was held in our hospitals (Utete District Hospitals), dispensaries, and health
centers rather than regional or national hospitals. The quality of services is eva-
luated using standards that determine the facility's star level, which can range
from zero to one, two, four, or five stars. The good news is that the services have
been improved, and the ratings are more or less the same as those of hotels with
two, three, or up to five stars.” (FGD, Facility).

The SRA system’s implementation has been hampered by a lack of awareness.
Furthermore, the SRA program was found to be given low priority when com-
pared to other performance improvement activities such as performance-based
financing. As a result, it is high time for leaders at relevant authorities to invest
in the SRA program, as the program will be ineffective unless leadership fully

supports it.

3.4. Status of Implementation of QIP

The implementation of QIP was a critical component in the SRA system imple-
mentation process. Following the assessment, the assessors prepared QIP for the
identified gaps in collaboration with health facility management teams. The ob-
servation revealed that the majority of the facilities are no longer implementing
the QIPs that were provided to them, which was supported by the fact that the
majority of the facilities did not have copies of the QIPs. For example, only two
of the nine facilities evaluated had copies of their QIPs. It was also discovered
that most facilities have placed a greater emphasis on RBF indicators while ig-
noring SRA indicators, which are implemented through QIPs. One of the facility

managers stated:
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“Do you know what I mean? They gave us the Star Rating Tool, and the
CHMTs brought us the QIP, but we had no idea how to use it. We were told that
the SRA program no longer exists and that we must deal with RBF, where we
receive money quarterly. RBF is responsible for all of the renovations you see
here.” (IDI-Facility).

3.5. Roles of QIT in Implementation of QIP

QIT plays an important role in the implementation of QIPs by ensuring that
those gaps are assigned to specific individuals from the facility’s departments/
units. One QIT member demonstrated a good understanding of QIT roles in
QIP implementation by explaining how they identify gaps and find solutions:

“The QIT includes all representatives from each department, one individual
from each department presents gaps identified from their respective depart-
ments and then we sit down and find the solutions to address them. Also, those
Iidentified as gaps or not in place during the assessment are included in the QIP,
which will show the gap, responsible person (such as facility in charge), time-
frame, and whether or not the gap requires funds.” (FGD-District).

On the other hand, some QIT members from some of the facilities were una-
ware of their roles in the implementation of QIPs, as well as their routine roles,
such as monthly meetings, meeting schedules, and the documentation of QI ac-
tivities in the facility.

“I believe we meet every three months, or whenever there are problems to be
solved, or when directed by our administrator.” (FGD-Facility, Kibaha TC).

The gaps in knowledge among QIT regarding their roles in QIP implementa-
tion must be addressed by relevant authorities. Continuous QI training of QIT
members, including their roles and responsibilities in implementing QI initia-

tives, is required.

3.6. Inclusion of QIPs in Annual Plans

The PO-RALG has a role of overseeing the plans and budgets for Tanzanian
PHC facilities. Annual plans are developed at the facility level and then compiled
at the council level as Comprehensive Council Health Plans (CCHP). One of the
agreements reached during SRA design was that any gaps in QIP that required a
budget be included in facility annual plans. There are pre-determined indicators
known as priority areas under Tanzania’s national essential healthcare interven-
tions package that are used in the planning process (Wright, 2015). Facilities are
expected to include QIP activities that require financial resources in their plans
during the annual planning cycle, depending on the budget ceiling. However,
due to budget constraints, only some of the gaps are included in the plans.
Gaps with no financial implications are filled using the QIP’s guidance and
technical assistance from CHMT and other stakeholders. A review of the facil-
ities’ plans revealed that some of the gaps had been filled, but the facility
in-charges were unaware of whether those gaps were caused by the QIPs de-

veloped during SRA.
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3.7. Supportive Supervisions by CHMTs

Supportive supervision is one of the primary roles of CHMTs and is provided to
the council’s facilities at least quarterly. CHMTS’ role in QIP implementation in-
cludes monitoring QIP progress during quarterly supportive supervision and
ensuring gaps are addressed. According to one of the facility managers, the
CHMT conducts supportive supervision on a quarterly basis, but they are not
dealing with the QIPs anymore; instead, they have a checklist with other indica-
tors.

“They (CHMT) usually come for supervision, especially when distributing
vaccines; they bring their checklist, and after supervision, they provide feedback
and write some recommendations in this register (MTUHA Book 2), but I m not
sure if they were looking at BRN (SRA) issues.” (IDI, Facility).

When some of the supervision reports by CHMTs in the facilities evaluated
were reviewed, there was evidence of QIP monitoring in two of the nine facilities

included in the study.

4. Discussion

The study sought to assess the implementation of the SRA system in two selected
councils in the Pwani region, Kibaha TC and Rufiji DC. In various countries, the
star rating system has been used to assess the quality of health-care services pro-
vided by health-care facilities (Yahya and Mohamed, 2018; Betts and Cruse,
2020). The Centers for Medicare and Medicaid Services in the United States
rates nursing homes using a star rating system to provide residents and their
families with an easy-to-understand assessment of nursing home quality, making
meaningful distinctions between high and low performing nursing homes (Cen-
ters for Medicare & Medicaid Services, 2023). The main goal of Tanzania’s SRA
system was for at least 80% of PHC facilities to have three stars or higher by June
2018. Attaining this goal has proven difficult in the majority of facilities. For
example, approximately 34% of PHC facilities received zero stars in the baseline
assessment (The Ministry of Health, Community Development, Gender, Elderly
and Children, 2017b), and the percentage of zero stars decreased to 6% in the
reassessment, but the percentage of facilities that met the target was only 20%
(The Ministry of Health, Community Development, Gender, Elderly and Child-
ren, 2018).

Overly ambitious targets set during the program’s planning stage were one of
the reasons for failure to meet the set target. Because there was no evidence of a
documented feasibility study prior to BRN implementation, all targets were set
in one sitting for six consecutive weeks as part of BRN priorities (The Ministry
of Health and Social Welfare, 2014).

The study councils’ levels of achievement of set targets vary to varying de-
grees. In Rufiji DC, for example, only one facility received three stars, account-
ing for 3% of the assessed facilities. This could be due to a number of factors, in-

cluding a lack of healthcare workers and inconsistent supportive supervision due
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to geographical location, as some facilities are in difficult-to-reach areas, partic-
ularly during the rainy season (Mboya et al., 2016; Renggli et al., 2018; Sirili et
al., 2019). In contrast to Rufiji DC, the situation in Kibaha TC is promising, with
nearly 40% of facilities receiving three stars or higher, and the situation is even
better for LGA-owned facilities, with only one facility (Galagaza Dispensary) re-
ceiving two stars in the re-assessment (The Ministry of Health, Community De-
velopment, Gender, Elderly and Children, 2018). Kibaha TC has relatively good
performance, which is likely due to the fact that it is located in the urban area
and close to the commercial city of Dar es Salaam, which contributes to most
healthcare workers preferring to work there over Rufiji DC, which is located in
the rural area, where retention of healthcare workers is a challenge.

Achievement and awards were reported as motivating factors because the
majority of the facilities awarded were eager to achieve higher star levels; how-
ever, this may lead to demotivation for poorly performing facilities if they are
not supported to close the identified gaps.

Staff awareness of the SRA system varied by facility type, but was relatively
high at the dispensary level compared to health centers and hospitals. The ob-
served differences in level of awareness could be attributed to insufficient par-
ticipation of staff during feedback sessions and clinical meetings. It was surpris-
ing that some facility managers were unaware of their facilities’ star rating. This
could be due to the fact that the majority of the in-charges were newly ap-
pointed, as well as a lack of emphasis on SRA and a shift in emphasis to RBF,
which provides financial support to the facilities.

Implementation of QIPs is one of the key components of SRA in Tanzania;
however, it was only partially completed because most gaps, even those that did
not require financial support, were not addressed. This was most likely due to a
lack of advocacy to various stakeholders, such as political leaders, who have au-
thority in supporting health-care planning and budgeting.

The QITs, who are the primary implementers of QIPs, appeared to be una-
ware of their roles and responsibilities in the SRA’s implementation. This was
attributed to the discovery that team members’ roles were changed from time to
time, causing QIT members to fail to consider QIP implementation as one of
their roles.

One of the agreed-upon strategies in the implementation of the SRA system
during BRN lab was the inclusion of QIPs that require financial support in the
PHC facility annual plan (The Ministry of Health and Social Welfare, 2014). Di-
rect Health Facility Financing was another strategy in which facilities were given
financial autonomy by receiving funds directly in their facility bank accounts. In-
stead of the previous system, where plans were done at the council level, this has
enabled the facilities to plan for their realistic plan (United Republic of Tanzania,
2017; Kapologwe et al., 2019; Kapologwe et al., 2020; Mwakatumbula, 2021). The
inclusion of QIPs in the annual plan fell short of expectations because most facil-

ity in-charges were unable to translate the QIPs with the priorities indicated in
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planning guidelines (Presidents’ Office—Regional Administration and Local
Government, 2011).

Furthermore, the successful implementation of SRA is heavily reliant on
quarterly supportive supervision by CHMTs (The Ministry of Health, Commu-
nity Development, Gender, Elderly and Children, 2017a). The supervisions were
conducted infrequently and did not include tracking the progress of QIPs. This
is consistent with an analysis of countrywide data from the SRA system, which
revealed that LGA administration accounts for 20% of the variation in facility
improvement; thus, interventions targeted at the CHMT level may help to sup-
port facility improvement (Gage et al., 2020).

Finally, we recommend that healthcare workers continue to be trained, that
various stakeholders be involved, and that the SRA system be digitalized. This is
supported by a study conducted by Couper et al. in four low- and middle-in-
come African countries, which revealed a significant concern about skill gaps
and the quality of training provided to middle-level health cadres (Couper et al.,
2018). The training gap and quality have been a challenge in implementing the
SRA system. The emphasis of training should be on problem-solving approaches
and practical procedures. If the SRA training is conducted in the manner sug-
gested by the majority of participants, the gaps observed during baseline and

re-assessment will be significantly reduced.

5. Conclusion

The implementation of the SRA system in Tanzania was hampered by a number
of factors, including a lack of skilled healthcare providers, inadequate training,
and financial resources. As a result, it is critical for implementers to ensure that
the reported challenges are addressed by: training health care providers, includ-
ing QITs, on SRA standards, strengthening the CHMTSs quarterly supportive
supervisions to accommodate follow-up of implementation of actions to address
the gaps contained in the QIPs, rewarding best performing facilities and sup-
porting those with low scores, including QIPs that require financial support in
annual plans. The assessment demonstrated the importance of having a solid
implementation process in place to ensure that set goals are met (Durlak and
DuPre, 2008). Although our study has pointed out the success and failures of
SRA implementation, future research should also look into the factors that in-

fluence the SRA system’s implementation fidelity (Carroll et al., 2007).
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