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A B S T R A C T

Background: Client feedback systems are increasingly becoming important in person-centered health care. The 
systems provide opportunities to the public to interact with the health care providers and policymakers, present 
their concerns related to the performance of the health care system in order to improve the quality, equity, and 
responsiveness in the provision of services, hence increase social accountability. This study aimed to assess the 
situation of client feedback systems in Tanzania, focusing on the awareness and usability of existing facility- and 
community-based feedback platforms from the client’s perspective.
Methods: The study employed a concurrent mixed-method design using both quantitative and qualitative 
methods. Quantitatively, surveys were administered in July 2023 to 1009 clients who received either inpatient or 
outpatient services from 109 health care facilities in 20 councils across 10 regions of Tanzania mainland to 
gather structured data on satisfaction levels, perceptions of feedback mechanisms, and suggestions for 
improvement. Qualitative data were collected through Focus group Discussion (FGD) to get in-depth healthcare 
workers and or clients’ perspectives and experiences. These methods provided nuanced information, contextual 
insights, and a deeper understanding of the client feedback process. Combining these approaches yielded a 
comprehensive, multi-dimensional view of the client feedback mechanism landscape. We used Generalized 
Linear Mixed Model and thematic analysis for quantitative and qualitative data respectively.
Results: Our findings revealed that, the majority of the clients were aware of their right to provide feedback 
(79.78 %), and in particular familiar with the suggestion box (82.95 %) followed by phone calls (34.49), 
nevertheless most of them never provided feedback (67.3 %). Phone calls (83.75) and SMS (44.10 %) were the 
most preferred platforms to provide feedback. Comparatively, clients attending higher level health facilities, 
clients who visited facilities 4–5 times or more, those who received services for 45–60 min or more and those 
who were aware of existence of client feedback system than their counterparts were significantly more likely to 
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provide feedback. Moreover, in qualitative findings availability of real time feedback, authenticity, user- 
friendliness of the system, digitalization, clarity in referral pathway and information use to support decisions 
and quality improvement was important factors to enhance usability.
Conclusions: Improving the usability of client feedback system is essential to attain person-centered health care 
and advance universal health coverage. The majority of the clients attending heath care facilities are aware of 
their right to provide feedback, nevertheless, most of them never provide feedback. Our study, have shed light on 
the need to invest on user friendly systems through co-creation and digitalization in order to improve client 
feedback systems in Tanzania. Moreover, the need to promote the use of available feedback systems and in
formation generated to support decision making and quality improvement is critical for success.

Background

Client feedback systems are increasingly becoming important in 
person-centered health care (Wong et al., 2020). The systems provide 
opportunities to the public to interact with the health care providers and 
policymakers, and present their concerns related to the performance of 
the health care system to improve the quality, equity, and responsive
ness in the provision of services, hence increasing social accountability. 
(Lodenstein et al., 2017). Providing feedback on the experience of pa
tients and addressing the identified gaps will improve the performance 
of the health care system in meeting the needs of the clients. (Berger 
et al.,2020; Isangula et.al 2023; Nejatian et al., 2024). A robust quality 
improvement (QI) approach relies on effective client feedback systems, 
which facilitate the monitoring of healthcare delivery from the client’s 
perspective (Gowda et al.,2020; Huque et al.,2021). These systems not 
only provide actionable insights into clients’ satisfaction and percep
tions of service quality but also promote person-centered health care 
which is essential to advance universal health coverage. (World Health 
Organization 2018a; World Health Organization 2018b; Tomaselli et al., 
2020). Client feedback systems are aimed at ensuring that the voice of 
the clients is considered in improving the health care system (Huque 
et al., 2021; Mirzoev et al., 2021). The power asymmetry that exists in 
the client (patient)-doctor relationship can be balanced by empowering 
clients through the client feedback systems. Empowered clients can help 
in improving the quality of services as often clients can identify issues 
that the management is not aware of but are vital for improving their 
experiences with the services being provided (Bombard et al., 2018). 
Patient feedback is also considered integral to patient safety and in 
enhancing professional development (Baines et al., 2019).

Client centered services require the clients to have a voice in the 
healthcare system. The Institute of Medicine recognizes client (patient)- 
centered services as among the six domains of quality of care (Tzelepis 
et al., 2015). Response to feedback provided by the clients helps in 
improving the quality of services but also responsiveness to the services 
being provided (Mirzoev et al.,2021).

Globally, existing evidence attests to the existence of manual and 
digital feedback systems (Huque et al., 2021). While the former is 
commonly practiced in many countries, the latter is at an infant stage 
especially in the low- and middle-income countries (LMICs). Typically, 
client feedback has been provided via paper and pen through suggestion 
boxes, exit interviews or via hotlines. Literature shows mixed findings 
with regards to their feasibility and effectiveness; In some studies, dig
ital tools have been shown to be effective in identifying gaps to improve 
service quality (Giles et al., 2017; Tendo-Bugondo et al., 2023). 
Important facilitators include organization support, positive belief from 
health care workers and co-creation during system development (Wong 
et al., 2020; Soresi et al., 2025). In other study in Tanzania (Isangula 
et al., 2023), suggestion boxes were reported ineffective in many facil
ities, with concerns about non-user friendliness and lack of responsive
ness. Moreover, in Bangladesh (Huque et.al., 2021) identified lack of 
documented processes and guidelines, awareness and inadequate inte
gration of feedback systems as limited factors for successful imple
mentation of client feedback systems. In Tanzania healthcare system, 
multiple client feedback systems have been initiated. The systems range 

from manual to digital client feedback systems. Manual feedback sys
tems through suggestion boxes are mostly used in all public health care 
facilities nationwide (Isangula et. al., 2023). The management of sug
gestion boxes is usually by an independent person, apart from facility 
staff who oversees the facility. The boxes are periodically opened and 
feedback shared to the facility management for actions. Other manual 
feedback systems include complaint desks, Village/Mtaa assembly, 
health facilities meetings and the utilizations of Community Health Care 
Workers (CHWs) to share feedback from the community to the facilities. 
Recently the Afya Maoni and Mama na Mwana digital client feedback 
systems (UNICEF, 2022) have been deployed to improve client feedback 
on Reproductive and Child Health (RCH) services in dispensaries, health 
centers, district and regional referral hospitals. Mama na Mwana is 
envisioned to become in the future a holistic client feedback mechanism 
for health services in Tanzania mainland. Mama na Mwana is hosted by 
the Ministry of Health server and cover 17 regions to date. Clients reg
ister through sending the keyword “mama” or “maoni” to 15077 then 
the system generates questions to the client depending on the service 
selected for feedback. Responses are sent to an integration service in 
Government of Tanzania Health Operations Information Management 
System (GOTHOMIS), and the formatted data is sent through to District 
Health Information System (DHIS2) and integrated Monitoring and 
Evaluation System (iMES) where dashboards are generated for use at 
different levels of the health system. Other systems include phone calls 
or SMS. In order to guide systematically the implementation of feedback 
system nationwide, the country has developed a national guide for 
complaints, compliments, and suggestions management (CCSM) in 2018 
(MoHCDGEC, 2018). Despite these achievements elsewhere in the low- 
and middle-income settings, there is scant information in understanding 
the comprehensive picture of the client feedback systems. The current 
study aims to assess the current situation of the client feedback systems 
in Tanzania; specifically, to understand awareness and usability of 
existing facility and community-based client feedback platform from the 
client perspective.

Methods

Study settings and design

This comprehensive study on client feedback mechanisms was car
ried out across 10 regions (Dodoma, Kigoma, Mwanza, Simiyu, Mbeya, 
Iringa, Morogoro, Tanga, Dar es Salaam and Lindi) encompassing 20 
councils in Tanzania mainland. The selection of 9 regions was randomly 
while ensuring zonal representation as described in other studies in 
Tanzania (Kengia et al., 2023; Kagoma et al., 2024), while Dar es Salaam 
was chosen purposeful due to its uniqueness in terms of population 
density and diversity. By including regions from various geographical 
locations and demographic profiles, the study sought to obtain a na
tionally representative understanding of client feedback systems on a 
national scale. The regions covered in the study spanned rural, urban, 
and peri-urban areas and covered all facility levels including dispen
saries, health centers, council hospitals, regional referral hospitals, and 
tertiary hospitals allowing for insights into the unique challenges and 
strengths faced in different contexts and levels of care. This approach 
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aims to provide a comprehensive overview that can inform the devel
opment of targeted strategies and interventions to improve client feed
back mechanisms, while also contributing to a deeper understanding of 
these mechanisms across the country.

The study employed a concurrent mixed method design that involves 
collecting and analyzing both quantitative and qualitative data simul
taneously, merge the data, and use the results to understand a research 
problem Creswell and Clark (2017). In the quantitative component of 
the study, surveys were administered to clients to gather structured data 
on satisfaction levels, perceptions of feedback mechanisms, and sug
gestions for improvement. Qualitative data were collected through 
Focus Group Discussion (FGD) to get in-depth clients’ perspectives and 
experiences. These methods provided nuanced information, contextual 
insights, and a deeper understanding of the client feedback process. 
Combining these approaches yielded a comprehensive, 
multi-dimensional view of the client feedback systems in Tanzania.

Sampling and sample size

The study employed a multistage sampling approach. 10 geograph
ically dispersed regions were selected out of 26 regions in 9 zones of 
mainland Tanzania in order to ensure regional representation. 9 regions 
were randomly selected from 8 zones of Tanzania. In 7 zones 1 region 
was taken per zone while in Lake zone 2 regions were selected due to the 
number of regions relative to other zones. Moreover, Dar es Salaam was 
chosen alone as a separate zone due to its population size and diversity. 
Within each selected region, councils were also chosen randomly to 
capture urban, peri-urban, and rural contexts. Finally, health facilities 
within these councils were stratified by level (dispensaries, health cen
ters, council hospitals, regional referral hospitals, and tertiary hospi
tals), and a random sampling technique was used to select facilities from 
each level. This approach ensured representation across different levels 
of care and geographic contexts.

The calculated minimum sample size for quantitative data was 384 
clients as has been obtained from Cochran formulae, by using Standard 
normal deviation of 1.96 corresponding to 95 % confidence interval (Z), 
Estimated proportion of for quality of health service (50 %) for 
maximum sample size (P), and Marginal error is 0.05 (e), In this study, 
although the calculated minimum sample size was 384, we collected 
data from 1009 participants to enhance the reliability and generaliz
ability of the results. This decision is supported by the Law of Large 
Numbers, which ensures the sample means approximates the population 
mean as sample size increases, and by the need to reduce sampling error, 
improve precision, and enable subgroup analysis. Furthermore, a larger 
sample accounts for potential non-responses or unusable data while 
ensuring the findings remain robust and representative of the popula
tion. On the qualitative side, purposeful sampling was employed to 
gather clients’ perspectives through focus group discussions (FGDs). The 
purposive sampling approach was implemented by recruiting clients 
who received either outpatient or inpatient services from selected public 
health facilities across urban and rural settings. Facilities were chosen 
based on their geographical diversity, volume of clients and operational 
implementation of client feedback mechanisms. The participants were 
selected to include those who were present during the day of FGD taking 
into consideration gender representation, leaders of the health facilities 
governing committees and community health workers. These qualitative 
insights complemented the quantitative findings, providing a compre
hensive understanding of the client feedback systems in Tanzania.

Data collection and management

Survey design

A research team comprised with five experts with backgrounds in 
health services research developed the surveys questionnaires for the 
client and health facility staff based on literature on client’s feedback 

and their experience with Tanzania’s health system. The survey ques
tions for the clients addressed four areas: 1) awareness on client feed
back system; 2) experience on using client feedback tools; 3) usability 
and acceptability of client feedback tools; and; 4) factors that hinder the 
utilization of client feedback tools (Additional File 1). Moreover, the 
survey questions for the health facility staff (Additional File 2) explore 
the following topics: 1) availability of feedback management ap
proaches or systems; 2) feedback handling processes in the facility; 3) 
factors that hinder the utilization of client feedback approaches or sys
tems; and 4) satisfaction and recommendations for improving. Re
sponses were either binary (yes/no), selecting from a list, or a 5-point 
Likert scale. The survey was written in English and translated into 
Swahili. We pilot-tested the survey with healthcare workers and clients 
in Dodoma and revised any unclear questions.

Quantitative data collection

Surveys were conducted in person by independent, trained research 
assistants using a Swahili version of the survey on tablets with Open 
Data Kit software. Research assistants randomly selected clients who 
were accessing either outpatient or inpatient services, explained the 
study and invited their participation. We did not collect any identifiers, 
and no incentives were offered for completing the survey. Electronic 
data quality checks were conducted daily to ensure data quality and 
completeness.

Qualitative data collection

Interviews were conducted in English and Swahili by independent 
trained research assistants using a semi-structured interview guide. The 
interviews explored 1) knowledge on client feedback mechanisms in 
health facilities; 2) existing approaches of client feedback across health 
facilities; 3) challenges faced by clients in accessing and using the client 
feedback approaches; 4) accessibility of feedback platform; 5) client 
feedback approaches and problem solving towards quality improve
ment; 6) user friendliness of available client feedback mechanism and 7) 
cost associated with managing the client’s feedback mechanism (Addi
tional File 3). The interview protocol was developed in English and 
translated into Swahili. Interviews were approximately 30 min long and 
conducted in a private space. Interviews were audio recorded and 
transcribed verbatim. No participant declined to speak with us or ended 
the interview prematurely. Transcripts were reviewed for accuracy and 
uploaded to NVivo V.11 (QSR International, Melbourne, Australia) for 
coding.

To maintain data quality and integrity, a rigorous Data Quality 
Assurance (DQA) process was implemented throughout the study. The 
DQA involved regular checks and monitoring at various stages, 
including during data collection, data entry, and data analysis. Field 
Supervisors conducted regular data review in the data collection system, 
phone calls with sampled respondents and quality control assessments to 
ensure adherence to standardized protocols and procedures. Addition
ally, Research assistants underwent thorough training to enter the 
collected data accurately and efficiently into the ODK platform. Data 
cleaning and validation procedures were carried out to identify and 
address any inconsistencies or errors.

Data analysis

a) Variable and their measurements

The dependent of this study (Ever providing feedback) was captured 
by asking clients if they ever provide feedback at the facilities, those 
respondents who reported never provides feedback were coded zero (0) 
while those who reported to provide feedback at least once were coded 
one (1). Independent variables of this study include variables related to 
accessibility of client feedback systems. Other independent variables 
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were social demographic of clients such as age, gender, marital status, 
education level, type of facility client served, number of visits in last 
twelve months, time spent to reach at health facilities and time 
consumed to get services.

b) Quantitative data analysis
We employed fundamental descriptive statistics, including frequency 

and percentages, to describe both the sample and the clients’ charac
teristics. Given that the outcome variable had two possible responses 
(0 =Never provided feedback, 1=Providing feedback). To identify fac
tors associated with clients’ likelihood of providing feedback, we fitted a 
Generalized Linear Mixed Model (GLMM) with a binary logistic link 
function. This model was appropriate given by binary nature of the 
outcome and the hierarchical structure of the data, where individual 
clients were nested within health facilities. The inclusion of random 
intercept for each facility accounted for potential clustering effects and 
unobserved facility-level heterogeneity. The general form of the logistic 
mixed model is given by: 

log
(

P(Y = 1)
1 − P(Y = 1)

)

= β0 + β1X1 +…+ + βkXk + εj 

Where P(Y = 1) is the probability that a client ever provided feedback Xi 
are set of fixed-effect predictor variables, βi are their corresponding 
coefficients and εj represents the random effect associated with the jth 

facilities. The model results are reported as regression parameters and 
standard errors, which indicate the direction and strength of the rela
tionship between each predictor and the likelihood of feedback provi
sion. A positive estimate suggests higher likelihood, whereas a negative 
estimate indicates a lower likelihood of providing feedback relative to 
the reference category. All analysis was performed using SAS version 
9.4, and statistical significance was assessed at the 5 % level.

Qualitative data analysis and procedures

We employed a thematic analysis approach to analyze the in-depth 
interviews (IDIs) and focus group discussions (FGDs). The collected 
data were transcribed, coded, and categorized into themes using an 
inductive approach to identify key patterns and insights on awareness 
and usability of community and facility-based health sector Client 
Feedback. The analysis focused on participants’ self-reported awareness 
and experiences.

Ethical considerations

Our research protocol was approved by the National Health Research 
Ethics Review Sub-Committee in Tanzania with Ref. No: NIMR/HQ/ 
R.8a/Vol.IX/4326]. Approval for field visits in regions and councils was 
requested and granted by the President’s Office Regional Administration 
and Local Government, Regional Secretariat, and Local Government 
Authorities (PORALG). Prior to administering the survey or interview 
participants gave written and informed consent. Participants were 
informed that their involvement in the study was voluntary and could 
withdraw at any time for any reason and were provided with the op
portunity to ask questions.

Results

1) Background information and participant characteristics

Table 1 provides information about the clients’ who received 
outpatient or inpatient services demographics. Most clients, almost 
68 %, were female. Their ages ranged from 18 to 80 years, with an 
average age of 34.13 ± 12.72. Among them, 41.43 % were between 21 
and 30 years old, 24.28 % were aged 31–40, and 12.69 % were between 
42 and 50 years old. When it comes to education, a large proportion of 
clients in this study had a primary level of education, accounting for 

49.26 %. Following that, 29.53 % had secondary education, 11.30 % 
had post-secondary education, and 9.91 % had no formal education. 
With respect to the healthcare facilities, more than half of the re
spondents were from health centers (35.38 %) and council hospitals 
(24.38 %). Additionally, 17.44 % were selected from regional hospitals, 
17.24 % from dispensaries, and 5.55 % from tertiary hospitals. 
Regarding the frequency of visits in the last twelve months, 22.79 % 
visited once, 33.20 % visited 2–3 times, 21.61 % visited 4–5 times, and 
22.40 % visited more than five times. Most clients (about 28.64 %) took 
15 min or less to reach the healthcare facility, while 12.98 % took more 
than an hour to arrive. Concerning the time spent waiting to receive 
services, 32.80 % of clients reported waiting for more than an hour to 
receive service (refer to Table).

Clients were assessed for their awareness regarding their right to 
provide feedback on the services they received at healthcare facilities. 
The results showed that most clients, 79.78 %, were aware of this right, 
while 20.22 % were not aware (see Table 1). In terms of familiarity with 
feedback systems, many clients, approximately 82.95 %, were familiar 
with the suggestion box, and 34.49 % were aware of the option to 
provide feedback via phone calls. Other well-known platforms included 
complaint desks (16.35 %), village meetings (15.06 %), social media 
(6.54 %), and the "Mama na Mwana" program (3.47 %). When it comes 
to the sources from which clients learned about client feedback mech
anisms, a significant proportion, more than half (58.47 %), learned 
about them through notices displayed on facility noticeboards, while 
31.32 % were informed by healthcare workers. Furthermore, in terms of 
their preferred methods for using digital client feedback platforms, 

Table 1 
Social demographic characteristics of clients who received outpatient or inpa
tient services (n = 1009).

Variable Frequency Percent

Age
≤ 20 94 9.32
21–30 418 41.43
31–40 245 24.28
41–50 128 12.69
51 + 124 12.29
Sex
Male 323 32.01
Female 686 67.99
Current marital status
Married 754 74.73
Single 255 25.27
Education level
None 100 9.91
Primary 497 49.26
Secondary 298 29.53
Post-secondary 114 11.30
Type of Health Facility
Dispensary 174 17.24
Health center 357 35.38
Council Hospital 246 24.38
Regional R hospital 176 17.44
Tertiary Hospital 56 5.55
Number of visits in last 12 months
1 230 22.79
2–3 335 33.20
4–5 218 21.61
> 5 226 22.40
Time to reach the health facility in minutes
≤ 15 289 28.64
16–30 361 35.78
31–45 70 6.94
45–60 158 15.66
61 + 131 12.98
Time to get services in minutes
≤ 15 220 21.80
16–30 238 23.59
31–45 70 6.94
45–60 150 14.87
61 + 331 32.80
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phone calls (83.75 %) and SMS (44.10 %) were the most favored means 
of communication (Table 1)Table 2.

The use of client feedback tools was assessed, and results are pre
sented in Table 3. It was observed that a bit over half of the clients 
involved in this study 552(54.71 %) had complaints regarding the ser
vices provided in the health facilities. among them, 329 respondents 
provided feedback on the health facilities. More than half of the re
spondents (60.16 %) reported that clients do not provide feedback 
because they are not sure of the confidentiality of the information they 
provide, other complaints reported that,the client feedback process is 
complex, Clients are too busy to provide feedback, healthcare workers 
do not value client feedback, the feedback (especially for complaints) 
provided could be used against them and Clients are concerned that 
their feedback will not be taken seriously (see Table 3).

Among 1009 clients who were involved in this study 32.61 % of 
them reported that they ever provided feedback through the client 
feedback system existing in the facilities while most of them never 
provided feedback (Fig. 1)

Factors associated with the use of client feedback system 
platforms

As described in the methodology section, a Generalized Linear Mixed 
Model (GLMM) was employed to examine the factors associated with the 
use of client feedback systems, accounting for the facility as a random 
effect. The fixed effects of the independent variables are summarized in 
Table 4, while the parameter estimates are presented in Table 5. The 
analysis revealed that the use of client feedback platforms was signifi
cantly associated with several factors: the respondent’s sex 
(F(1846)=4.31, P = 0.0381), Education level (F (3846) =4.31, P = 0.014), 
Number of visits in the last 12 months (F (3846) =4.31, P = 0.0278), and 
the time taken to receive services in minutes (F (4846) =4.31, 

P = 0.0003). The age of respondents was not associated with the use of 
client feedback systems (Table 4).

Table 5 presents parameter estimates, standard error, t and p values 
from the Generalized Linear Mixed Model which shows the magnitude 
and direction of factors associated with the use of client feedback system 
platforms. Regarding sex, male respondents were significantly more 
likely to provide feedback as compared to female (β=0.321, 
p = 0.0381). Compared to those clients who had no formal education, 
those respondents who had secondary and those who had post- 
secondary education level were significantly more likely to provide 
feedback (β=0.5866, p = 0.0363) and (β=0.9318, p = 0.0043) respec
tively. With respect to facility type, results showed that clients from 
health centers were significantly more likely to provide feedback as 

Table 2 
Awareness of client feedback system.

Variable Frequency Percent

Being aware that clients are expected to provide 
feedback on services received at the health facility

No 204 20.22
Yes 805 79.78
Client feedback systems clients know
Mama na Mwana 35 3.47
Afya Maoni 9 0.89
Waja 7 0.69
Suggestion boxes 837 82.95
Complaint desks 165 16.35
Village/Mtaa meetings 152 15.06
SMS including WhatsApp messages 28 2.78
Phone calls 348 34.49
Health facility meetings 28 2.78
Social Media platforms e.g., Twitter, FB 66 6.54
Other 209 20.71
Learn about the client feedback tools /platforms
From a health worker 316 31.32
From a client 146 14.47
Noticeboard at the facility 590 58.47
Social media 67 6.64
A colleague 17 1.68
Others 215 21.31
Ways preferred to use digital client feedback platforms
Over the phone (phone call) 845 83.75
Through an SMS 445 44.10
Online via the Government website 124 12.29
Through a mobile app 151 14.97
Via email 118 11.69
Online via social media 197 19.52
Other 100 9.91
How accessible are different client feedback 

approaches or platforms
Accessible 781 77.40
Not accessible 228 22.60

Table 3 
The use of client feedback tools.

Variable No 
n (%)

Yes 
n (%)

Have any complaints or compliments regarding the 
services provided in this health facility

457(45.29) 552(54.71)

Ever provided feedback for the services you received in 
a health facility

680(67.39) 329(32.61)

Clients do not provide feedback because they are not 
sure of the confidentiality of the information, they 
provide

402(39.84) 607(60.16)

Clients worry that the feedback (especially for 
complaints) provided could be used against them

405(40.14) 604(59.86)

Clients are concerned that their feedback will not be 
taken seriously

329(32.61) 680(67.39)

Clients are concerned that healthcare workers do not 
value client feedback

356(35.28) 653(64.72)

Many people lack awareness of client feedback systems 207(20.52) 802(79.48)
The client feedback process is complex 466(46.18) 543(53.82)
Clients are too busy to provide feedback 426(42.22) 583(57.78)

Fig. 1. The use of client feedback system.

Table 4 
Type III Tests of Fixed Effects.

Effect Num 
DF

Den 
DF

F 
Value

P- 
value

Age 4 846 1.08 0.3671
Sex 1 846 4.31 0.0381
Education 3 846 3.56 0.014
Facility 4 846 1.62 0.1662
Number of visits in the last 12 months 3 846 3.05 0.0278
Time to get services in minutes 4 846 5.35 0.0003
Clients doubt the seriousness of their 

feedback
1 846 1.53 0.2169

Client apprehension about healthcare 
workers not valuing their feedback

1 846 0.08 0.7793
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compared to clients from dispensaries (β=0.5763, p = 0.0148), the 
same as in tertiary hospitals, clients from tertiary hospitals were 
significantly more likely to provide feedback as compared to those from 
dispensaries (β=0.6467, p = 0.0129). Regarding the number of visits in 
the last twelve months, those clients who visited facilities 4–5 times 
were significantly more likely to provide feedback on those facilities as 
compared to those who visited at once (β =0.4972, p = 0.023), 
furthermore, clients who visited the facility more than five times were 
significantly more likely to provide feedback as compared to those who 
visited the facility at once (β=0.5743, p = 0.0089). About time to get 
services (the duration clients waited from the time of arrival at the fa
cility to the time they were attended to by a provider) was revealed that 
clients who received services for 45–60 min (duration of the client- 
provider interaction or the procedure itself) were significantly more 
likely to provide feedback as compared to those who received services 
within 15 min (β =0.5743, p = 0.0089), clients who waited for services 
for 45–60 min and those who waited for more than an hour were 
significantly more likely to provide feedback as compared to those who 
received services within 15 min (β =0.484, p = 0.0204), and (β =0.484, 
p = 0.0204) respectively (Table 5).

Qualitative findings

Three themes emerged after analysis of FGDs in relation to awareness 

of the client feedback systems in the health system: the awareness that 
clients have to provide feedback on services provided in health facilities, 
the role of clients in the client feedback system, and types of client 
feedback systems that exist

Awareness that clients have to provide feedback on services provided in 
health facilities

The findings indicate a general lack of awareness and opportunities 
on the different options for the clients to provide feedback on the ser
vices they receive in health facilities. When compared between urban 
and rural settings, awareness of the provision of feedback was higher in 
urban settings where digitalized systems were also coming into the 
picture as simplified methods of client feedback mechanisms. A report 
from one FGD indicated that: 

“There are challenges that if community members do not get the needed 
services, they report to village leaders and a follow up is made, but they 
could have provided feedback themselves instantly at the health facility 
and their issue could be addressed” (Healthcare worker, Male)

Another FGD participant reported that 

“We need to advocate more for digitalized client feedback systems so as to 
increase awareness to the clients as well as to the health care providers” 
(Healthcare Worker, Female)

Roles of clients in the client feedback system

Analysis of FGDs pointed to the fact that stakeholders in the client 
feedback system must understand their roles to function well. Roles of 
the clients in the system included: launching complaints, suggestions 
and compliments and following up implementation of their feedback to 
create accountability in the health care systems. Some participants, in 
the FGDs, indicated that the clients must know their rights so that they 
may be able to provide feedback. 

“Although our main duty (as clients) is to launch our problems with the 
services, but we need first to know our rights and rights of those who 
provide services” (Client, female)

In addition, participants indicated that the supply side have roles in 
the functionality of the clients feedback system and include: 1) linking 
client needs with the services provided in the health system, 2) col
lecting, keeping records and analyzing the complaints, compliments and 
suggestions, 3) channeling complaints and suggestions to decision 
making bodies 4) setting budgets to address the complaints and sug
gestions, 5) communication (referral) and mediation between different 
levels of the healthcare system 6) Identifying and addressing the com
plaints drivers timely. One participant in the FGD said: 

“I have a lot of responsibilities one of them being to revive client’s com
plaints, either as a result of poor instructions based on the services, we 
provide, especially, in the area of social welfare” (Healthcare worker, 
male)

Types of client feedback systems that exist

Participants in the KIIs reported a range of client feedback mecha
nisms in health facilities and at the community level ranging from active 
(such as in person, mobile phone calls, community meetings) to passive 
approaches (such as suggestion boxes and register books)

Of the types mentioned, small number uses digital systems. The 
suggestion box and telephone use were commonly mentioned across 
facility levels. 

“To me face to face method mostly used for complains even though few 
suggestions might be received through this method but I’m sure 

Table 5 
Parameter Estimates from the Generalized Linear Mixed Model for factors 
associated with the use of client feedback system platforms.

Effect Estimate S. 
Error

t 
Value

P-value

Intercept -2.1615 0.4483 -4.82 <.0001
Age
≤20 1
21–30 0.04771 0.2661 0.18 0.8577
31–40 0.04497 0.2833 0.16 0.8739
41–50 0.1392 0.3186 0.44 0.6622
51+ 0.4953 0.316 1.57 0.1175
Sex
Male 0.321 0.1545 2.08 0.0381
Female 1
Education level
None 1
Primary 0.3041 0.2607 1.17 0.2437
Secondary 0.5866 0.2798 2.1 0.0363
Post-secondary 0.9318 0.3254 2.86 0.0043
Type of Health Facility
Dispensary 1
Health center 0.5763 0.236 2.44 0.0148
Council Hospital 0.3782 0.2617 1.45 0.1487
Regional R hospital 0.3838 0.2865 1.34 0.1808
Tertiary Hospital 0.6467 0.2497 2.59 0.0129
Number of visits in last 12 months
1 1
2–3 0.1972 0.2015 0.98 0.328
4–5 0.4972 0.2182 2.28 0.023
> 5 0.5743 0.219 2.62 0.0089
Time waited to get services in 

minutes
≤ 15
16–30 − 0.1809 0.2268 − 0.8 0.4252
31–45 0.3538 0.3156 1.12 0.2625
45–60 0.7729 0.2391 3.23 0.0013
61 + 0.484 0.2084 2.32 0.0204
Clients doubt the seriousness of 

their feedback
Yes − 0.2745 0.2221 − 1.24 0.2169
No 1
Client apprehension about 

healthcare workers not valuing 
their feedback

Yes − 0.06038 0.2154 − 0.28 0.7793
No 1
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complaining are the most feedbacks received through this method. We 
have two approaches here the first one is written approach in which clients 
put their feedback into suggestion box and the second one is through 
phone calls. Based on our timetable here we open suggestion box in every 
Friday”. (Healthcare worker, Male)

Face-to face meeting may limit provision of feedbacks by clients, 
Phone calls or SMS could reduce fear from the clients to present their 
feedback to the health facility. 

“But when we meet face to face, some clients fear presenting complaints. 
They worry about returning the next day. Pregnant women and mothers 
use ‘Mama na Mwana’ to give feedback via mobile phone”. (Healthcare 
worker, female)

Usability of client feedback system

Regarding the added value and usability of client feedback, partici
pants in FGDs agreed that the system adds value as it serves as an eye for 
the quality of health services in a given health facility. However, they 
had reservations about the usability of the information from the client 
feedback system, especially when; 

1) The feedback is not real time as in suggestion boxes
2) The feedback is non-synthesized
3) The feedback provided has doubtful authenticity
4) The system is not user friendly
5) The system has a clear referral system to other levels 

Most of clients using healthcare services report that they have 
feedback to provide based on their experience. However, utilization 
of current feedback systems is low, implying that the design of these 
systems does not meet the needs of clients. As a result, their voices 
are often not heard, even when they have feedback to provide. This is 
particularly true for women who are less likely to provide feedback 
than men. 

In such cases, it is difficult to make both instant and long-term 
decisions. To ease the usability of the information collected from 
client feedback systems, there is a need for real time feedback, 
easiness in synthesis of information (how well feedback is organized 
and communicated for effective use by the health system), proof of 
authenticity of information and having a system that is user-friendly 
and can provide referrals for difficult issues. The current system 
could add more value if the challenges highlighted above are solved. 
Participants in FGDs casted doubts about whether in the current 
system, the feedback collected is actually used to make decisions 
related to quality improvement as some complaints are repetitive 
and no solutions are available. 

“The system should not only be used to collect information, but the in
formation should be synthesized and actions (solutions) be implemented 
(Client, female)”.

6) Factors influencing usability of client feedback system

Four themes emerged with regards to factors that influence usability 
of client feedback systems;

User-friendliness, Lack of referral system, Absence of real-time 
feedback, Doubts on authenticity

User-friendliness

Reports from study participants indicated that the existing client 
feedback are not user friendly. For example, participants in FGDs had 
the following to say 

“Pens and pieces of papers are not available most of the time, of which 
these are the useful tool for those who use suggestion box. Clients most 
likely excluded are Those with disability” (Client, Male)

Lack of referral system of client feedback

Participants also indicate that there is no clear referral system for 
client feedback, as some clients would prefer their complaints for 
example are referred to next level if not well addressed at one level of the 
health system “What I can say is that the system lacks a referral system to 
different levels” (Client, female)

Absence of Realtime feedback

Most of the feedback is provided from client complaints and sug
gestions are implemented late to actually address the issues that were 
reported to be problematic 

“For instance, calls add value since it enables quick response to challenges 
compared to feedback box which take long time” (Client, male)

Doubts on the authenticity of feedback

While various feedback mechanisms exist, some are limited in their 
ability to facilitate meaningful engagement and actionable insights. 
These deficiencies can hinder the effective use of feedback in decision- 
making as echoed by a healthcare worker and a client respectively; 

“Some information provided by clients is not trusted, leading to delays in 
responses and follow-ups, which often reduces their effectiveness” 
(Healthcare worker, male)"If we just report our concerns as they are, they 
might be ignored. We try to make them sound more serious so they get 
attention." (Client, female)

Discussion

This study represents the first comprehensive assessment in the 
Tanzania health system for understanding awareness and usability of 
client feedback system. Client feedback systems need to be strengthened 
in the stride forward towards achieving Universal Health Coverage.

Our findings reveal that majority of the clients were aware of their 
right to provide feedback, and in particular familiar with the suggestion 
box followed by phone calls, nevertheless most of them never provided 
feedback. Phone calls and SMS were the most preferred platforms to 
provide feedback. Comparatively, clients attending higher level health 
facilities, clients who visited facilities 4–5 times or more, those who 
received services for 45–60 min or more and those who were aware of 
existence of client feedback system than their counterparts were 
significantly more likely to provide feedback. Moreover, in qualitative 
findings availability of real time feedback, authenticity, user- 
friendliness of the system, digitalization, clarity in referral pathway 
and information use to support decisions and quality improvement was 
important factors to enhance usability.

Our findings are consistent with other studies from LMICs. In 
particular, existence of multiple client feedback system [Mirzoev et al., 
(2021); Huque et al.,(2021)], and the fact that awareness, authenticity, 
clear line of accountability are important enabler of usability of the 
system [Mirzoev et al.,(2021); Huque et al.,(2021)]. Additionally similar 
to our findings, in a study done in India co-creation and the design of 
user-friendly system with possibility of availing real time interaction is 
critical for success [Gowda et al.,(2020)] and also digitalization may 
play an important role in enhancing the functionality of the current 
platform [Ong et al., (2020); Small et al.,(2021)].

We found that Phone calls and SMS were the most preferred client 
feedback platform. Online patient feedback is becoming increasingly 
popular worldwide Baines et al., (2021).The use of SMS and Phone calls 
have been shown to be important for continuous monitoring of the 
service quality Rubrichi et al.,(2014);Shah et al.,(2021); O’Brien et al., 
(2017).To meet the purpose in the healthcare system, client feedback 
systems should be lively, dynamic and interactive to connect 
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stakeholders and engage them in a sustainable loop of seamless flow of 
information (Gowda et al., 2020).

Digitalization has a potential to improve our system Ong et al., 
(2020); Small et al.,(2021). Introducing digital client systems has been a 
current move globally, nevertheless being sensitive to local context and 
organizational leadership are issues that should be considered when 
introducing digital systems. Tailoring digital systems to client needs and 
looking for alternatives for groups that are often left behind in these 
systems such as the elderly and people with disability, should be a pri
ority while designing and scaling up digital systems (Abernethy et al., 
2022).

Improving the usability of client feedback systems is essential for 
advancing person-centered health care and promoting social account
ability within health systems (Huque et al., 2021; Mirzoev et al., 2021). 
Our findings similar to another study in Tanzania by (Isangula et.al 
2023) suggest that building effective and responsive client feedback 
systems in Tanzania requires investment related to ensuring the avail
ability of user-friendly client feedback systems. Co-creation during sys
tem design is critical for success (Gowda et al.,2020). Moreover, as noted 
by (Huque et al.,2021) in Bangladesh it is important to have clearly 
documented processes and guidelines in order to enhance understanding 
of the different options to present feedback and accessibility. On the 
other hands responsiveness of the client systems towards client expec
tation needs to be guaranteed (Isangula et.al.,2023), The adoption and 
implementation of Client service charter that provides information with 
regards to what the client should expect is of paramount importance 
during the deployment of feedback systems (Kinyenye et.al.,2020a), 
Furthermore, it is important to build capacity to health care providers to 
be able to analyze and use the information from the client feedback 
systems for decision-making and quality improvement (Berger et.al. 
2020). Strategic investment, in lower-level primary health care facil
ities, is required due to low utilization of client feedback systems noted 
in our study, similar to another study in Tanzania (Kinyenje et al., 
2022b), that showed most of Tanzania PHC facilities are not socially 
accountable.

Strengths and Limitations

This study has a number of strengths. It is the first comprehensive 
study for assessing Client feedback in Tanzania, and covers a large, 
representative sample using a concurrent mixed-methods approach. 
However, this study is limited in that the qualitative interviews may 
have been susceptible to social desirability bias.

Conclusions

Improving the usability of client feedback systems is essential for 
advancing person-centered health care and fostering social account
ability within the health system. While most clients attending healthcare 
facilities in Tanzania are aware of their right to provide feedback, the 
majority do not utilize available mechanisms. Our study, have shed light 
on the need to invest on user friendly systems through co-creation and 
digitalization in order to improve client feedback systems in Tanzania.
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