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1. INTRODUCTION

1.1  Background

The Government of Tanzania has always been committed to providing Tanzanians with equitable access
and utilisation of health services. The first strategic Health Plan which was developed three years after
independence and later revised after the Arusha Declaration (1967) emphasised the need for expansion of
health facilities in the rural areas, The increase in health facilities comresponded with the policy of
self-sufficiency in trained manpower. The Plan placed more emphasis on the role of the Government as the
sole provider of health services, whereas the role of the private sector was greatly discouraged and
restricted as it was seen to undermine the efforts to make health services equitable.

An equitable geographical distribution of health service infrastructure was to a greater extent achieved.
However, because of the economic problems of the 1980s, the Government was not able to meet the
recurrent expenditure for these services.

To address these problems, MoH appraised the health sector performance with the intention of revising
strategies to improve quality of health services and increase equity in accessibility and utilisation. This
appraisal culminated in the report; "Proposals for Health Reform", MoH, December 1994,

1.2  The Reform Vision

The health vision is to improve the health and well being of all Tanzanians, with a focus on those
at most risk and to encourage the health system to be more responsive to the needs of the people.

Specific objectives of the health policy are to:

1) Reduce infant and maternal morbidity and mortality and increase life expectancy through the
provision of adequate and equitable maternal and child health services, promction of adequate
nutrition , control of communicable diseases and treatment of comrnon conditions;

11) Ensure that health services are available and accessible to all in both urban and nural areas;

ii1) Move towards self sufficiency in manpower by training all the cadres needed to implement
health reforms;

1v) Sensitize the community on common preventive hzalth problems and improve the capabilities
at all levels of society to assess, analyze problems and to design appropriate action through
genuine community involvement;

V) Promote awareness in government and the community at large that health problems ciin only
be adequately solved through multi-sectoral cooperation. Such sectors are edwcation,
agriculture, water and sanitation, community development, women organizations, po.itical
parties, and non-government organizations with the ministry of health taking a leading rol>;

vi) Create awareness through family health promotion that the responsibility for ones health, re'sts
squarely with the able bodied individual. Able-bodied individuals will there fore be expected to
pay fees when they access health services unless they fall in the exemption categories;

vii) Public private mix will be promoted in the delivery of health services.
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The Proposal for Health Reform was turned into the "Strategic Health Plan for 1995-1998", (HSR. Group,
February 1995). In October 1995, the Government and donors held a joint mission to appraise the
Proposals and Strategic Plan for Health Refonm, and to evolve options and actions for reform. The result
was that they agreed to develop the "Action Plan for 1996-1999" (May 1996), specifying the expected
outputs, inputs and activities to be implemented. Implementation of the Reform Plans started in July, 1996.

In the beginning of 1997, it was decided to broaden the scope of the Reform Plans in view of the on-going
trends to develop a sector-wide improvement programme (SIP). The SIP approach addresses all arzas in
the health sector, including those already identified in the Health Reform and ensures that donor funds are
used for agreed priorities and aid is delivered in a more effective and efficient manner using cornmon
implementation arrangements.

The "Health Sector Programime of Work (POW) for July 1999 — June 2002" is designed to implement
Tanzania's health policy, building on the earlier Health Reform proposals and plans. It must therefore be
stressed that it is not a new plan but rather a framework plan that broadens the scope of earlier plans within
the Sector Wide Approach (SWAP).

The health sector programme of work for 1999/2002 entails a detailed unified HSR (POA) plan
of action and costings for 1999/2000 and a programme of work for the other two years. The
health sector programme of work has been written on eleven subtopics. These include:

1. Situation analysis which touches on status of health services in Tanzania and
justifications for health sector reforms.

2. Health sector objectives and targets to be attained by each level of health system.

3. District health services which dwell on issues of organization and management, key
principles of service provision, referral system, quality care, provision of essential
drugs, supplies and equipment, cost effective essential clinical and public health

. packages, intersectoral collaboration and comumunity involvement.

4. Secondary and Tertiary hospital service whose key components are organization and
management, key principles of service provision, hospital institutional development
and non for profit hospitals.

5. Role of the ministry of health, key management and administrative issues, policy
development, reorganization of Ministry of Health, integration of vertical programmes,
necessary legislation in view of Health Sector Reforms, advocacy of health sector
reform, research and development and strengthening the health sector statutory
regulatory bodies.

6. Human resource development, capacity building, formal in service training, technical
assistance.

7. Central support system, personnel management, drug and supplies management and
medical equipment management, physical infrastructure management, trangport
management and communication.
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8. Health care financing, government funding via Ministry of Health, Prime Minister’s
office and Local Government. '

9. Public Private Mix, developing new ways of promoting private sector participation,
contracting out of services, required legislation, professional associations and
traditional and alternative medicine.

10. Ministry of Health and donor relationship, Sector Wide Approach, Donor Co-
ordination, joint funding, Ministry of Health Donors meeting and review and
evaluation.

11. Resource envelope for financing the three year plan.
1.3 Purpose of Document

The purpose of this document is five-fold. First, it seeks to up-date the situation analysis presented in the
December 1994 Proposal for Health Sector Reform (HSR). Second, it reviews the status of
implementation of the HSR since its start. Third, it tries to specify the challenges still facing the health
sector. Fourth, it seeks to establish - within a development framework - a coherent set of objectives and
quantifiable targets for the health sector over the next three years i.e. 1999/2000-2001/02. Fifth, within an
articulated set of strategies to address priority concerns about the health sector, a realistic resource envelope
is identified from both public, semi-public and private sources within Tanzania, and externally (i.e. through
donor support), to finance a POW. Intended resource allocation shifts are also quantified.

It is important to emphasise that this document is NOT a three year plan in the traditional sense of a plan.
Rather, it is a reiteration of objectives, policies and priorities developed over several years, which are
translated into a three year time frame of strategies (including their key components) and ‘enveloped’ in
finite resource assumptions. In short: this document is intended to guide the preparation of one year plans
and budgets by all the various units in the health sector and not to subvert that exercise through a process of
over-centralised planning and control, insensitive to the most pressing needs of local commumities,
households and individuals throughout Tanzania.

1.4 Structure of Document

The POW document is structured as follows: Chapter 2 presents an update of the situation analysis
presented in the Health Reform Document, followed by the status of implementation and the challeenges
that continue to face the health sector.

Chapter 3 discusses the overall goals and objectives in line with the National Health Policy. Furthermore
the objectives and targets are defined for the POW. This chapter also defines the priorities and quality
improvement needed for the selection of strategies and key components. '

Chapter 4 translates the priorities into a set of eight strategies, each of which is presented in terms of the
purpose and concerns it addresses, the key components of the strategy and the work that is expected to be
achieved within the three years. Finally the performance indicators by which progress in implementation
can be monitored and evaluated at both local and national levels are presented.

Chapters S and 6 address the resource requirements and availability, and the resource shifts expected over
the three years' period, in line with policy intentions for the health sector, and in line with extending
coverage, improving quality and sccuring efficiency gains in the health sector. Specifically, a resource
envelope is provided for all three years, on both development and recurrent expenditures. Chapter 6 takes
this resource envelope, itself developed on a set of macro-economic and sector-specific assumptions made

3
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explicit in the model, to reflect the predicted shift of resources over the three year period towards priority
services and priority needs. In line with policy intentions, shifts in the balance of resource allocation are
sought in favour of district services and of non-salary recurrent growth.

To translate this Programme into action, particular attention has been directed to the institutional
framework, the links between health development and overall social development, human :-esource
implications, and the need for strengthened efforts on evidence-based, cost-effective intervention:. on the
delivery of services. Chapter 7, the Conclusion, reiterates the need and the opportunity to inve bve all
stakeholders in the process of translating goals and objectives into strategics, and then into plaris and
budgets, to ensure that targets for the start of the next millennium are achieved.
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2.

2.1

2.1.1

SITUATION ANALYSIS
Context of Health Sector Reform

Trends

Equity in health care and training of the relevant health personnel to deliver basic health services wert'
important components of the health policy adopted after independence. The health 1acility picture explains
the health system which has been built on the principles of equity in access and self-reliance. This
observation is reflected by an actual 93% of the population living within 10 km of & health facility and
about 72% within § kms of public health services (MOH, 1978)1. As a result of this policy, a number oi
achievements have been realised; such as:

2)

b)

d)

€)

A significant increase in the number of health facilities between 1961 and 1996. The number of
hospitals increased from 98 to 224, health centres from 22 to 344 and Dispencaries from 875 to
4276. The ownership of these facilities is shown below (Table 1);

An almost tenfold increase in the number of trained health personnel of different cadres;

An increase in life expectancy from 45 years (male) and 47 years (female) in 19¢37 to 49 and 51
years respectively in 1988. ‘

A drop in the infant mortality rate from 162/1000 live births in 1967 to 98/1000 liv € births in 1995
and a crude death rate from 23/1000 to 15/1000 (1992)2;

A completed immunisation coverage of children under one of 60% by (1996)3;

Table 1: Health facilities and type of ownership
Number by ownership "
Facility y tals
. Government | Voluntary rastatal | Private | Tot:
Hospital 81 81 17 43 224 |
Health centres 284 43 6 11 344
Dispensaries 2512 724 260 780 4276
Totals 2877 848 283 836 4844 |

Source: Health Statistics Abstract, MoH Dar es Salaam 1997

The distribution of health facilities per population (population estimate 199:5) are the following:

Table 2: Distribution of health facilities per population
Total population 20264815 '
Number of health facilities 48144 _
Estimated population per health facility 6,04 1
Number of health facilities per 10,000 population 1.7

Source: Health Statistics Abstract, MoH Dar es Salaam 1997

b -

Tanzania Haalth Inventory (1978)
Demographic health survey, 1992
Demographic health aurvey, 1993



Health Secior Reforin Programme of Work (POW); July 1999 —~ Jung 2002 Final 20/06/99

In spite of the expansion of the infrastructure of health services and achievements in improved health
status, the morbidity pattern has not changed significantly. Many of the current common health problems
such as malaria, diarrhoeas, acute respiratory disease, vaccine preventable diseases, malnutrition, as well as
reproductive health problems are preventable or casily treatable with primary health care interventions.
However, it is not possible to solve all these problems unless intersectoral collaboration with other related
ministries 1s strengthened, in such sectors as agriculture, education and water,

Recently, Tanzania has been experiencing a series of events which have a bearing directly or indirectly on
the health care system. The on-going political, economic and social reforms have contril'uted to the need
for a review of the health care delivery system. The decline in the health service delivery system has been
apparent. Recent studies on the performance of the health sector are full of examples of incffective policy
implementation initiatives such as dependence on donor funding for basic programmes, poor distribution of
staff, inadequate supplies (particularly drugs), poor management, lack of supervision and lack of
motivation, and the growing gap in knowledge between the community and public health providers. These
problems have been witnessed both in rural and urban areas.

The Government has realised these shortcomings and corrective measures are being taken, The problems
identified can be summarised into four main categories: ideological, organisational, managerial and
financial. While it is convenient to categorise these central issues into groups, the relationships among the

categories should not be ignored. ‘

2.1.2 IXdeological Issues

Prior to HSR it was the Government's responsibility to provide health services to all its citizens. With the
onset of reforms it is the task of every Tanzanian to take an active part in disease prevention and health
promotion. Health services are now partially paid for directly by the consumers, as user charges have
alteady been introduced in referral, regional and district hospitals. As for the health centres and
dispensaries, preparations are still underway.

To cope with the increasing needs of health care delivery systems, the government has adopted a policy of
complementation rather than confrontation with the private sector. As a result, private practice has been -
legalised since 1991 to flourish alongside the public sector. However, regulation of private practice has not
been properly undertaken.

2,13  Organisational Xssues
f the ernmen

Hitherto the government has been the main provider of health services to the couniry. Given the present
economic climate, it has for some time been realised that it is no longer possible for the Govemnnient to be
the sole provider of health services. The role of the Govemnment is therefore in the process of ¢hanging.
The role as provider will be reduced and the role as facilitator strengthened, including monitor-ing and
regulatory functions.

Distribution of Health Facilities

The distribution of health facilities has a heavy rural emphasis because more than 70% of the poplation
live there. Plans for the establishment of health facilities have in the past taken into consideiation the
facility/population ratio, but with time this has in some aress been seriously overtaken by the high
population growth (rate).
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The Referral System

The health system and especially the Government’s referral system, from dispensary to consultant hospital,
assumes a pyramidal pattern of a referral system recommended by health planners (c.g. in Better Health in
Africa, 1993). If the system had functioned as originally intended, access to health services in rural areas
would have improved considerably especially in areas that are unlikely to have large numbers of private
providers. Unfortunately, scveral sections of the referral system are not functioning as intended, largely
because of consistent under-funding, weak management support systems, and poor commumications (roads
and telecommunication). This situation has resulted in the following:

a) Levels of care and services available in one type of facility often cannot be distinguished
from those of a facility at a lower level. Health centres are operating like dispensaries;
and most regional hospitals perform like district hospitals but at a higher cost;

b) Patients who are willing and able to find a way up the referral system, are not barred from
bypassing a lower level. This is often done in search of higher quality servicey;

c) Inadequate and costly transport have led to a situation whereby patienis treated at referral
hospitals often come from areas immediately surrounding the facility.

L1} resources

One of the objectives of the Arusha Declaration was to create self-sufficiency in human resouirce.
Deliberate efforts were made to create a health human resource base that was self-sufficing. In 1995, the
total number of medical doctors were 1,264, trained nurses were 26,023, and allied health profession.ls
were 15482, :

The Relationship between the Central and the Local Government

Devolution of authority to regional, district, and local authorities can increase the health system's
responsiveness to local conditions and needs. Ideally, decentralisation promotes the development of health
services by taking advantage of the locally available resources and placing more emphasis on the needs of
the community.,

In Tanzania, the Government’s administrative structure has since independence been decentralised to the
village level hence bringing the decision making process closer to the people. I ikewise, the health care
delivery system has been decentralised to match the administrative structure.

At the Central level, the MoH has been responsible for policy formulation and development f guidelines
to facilitate the implementation of the national health policy. The Regions have interpretzd national
policies and overseen the implementation in the districts and the Districts have been respomsible for
implementation. However, a number of factors have rendered the decentralised health system to be less
effective, such as:

(a) The Central level still retains most of the authority, some of which would be necessary to { 2:ilitate
implementation at the district level. Vertical programmes are planned at the Central le vel with
very little participation (if any at all) of the implementers.

(b) The concept of decentralisation is not yet well understood. However, strengthening the:

i) Regional Health Management Teams (RHMTs);
1i) District Health Menagement Teams (DHMT);
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i1) District Health Boards and Facility Health Boards:
iv) Joint accounts under the Financial System (FS); and comprehensive district health plans,
aim at empowering the districts in decision making.

The Dual Respongibility of Health Services at District Level

The present health services delivery system at district level has a dual responsibility. ' While the District
Medical Officers? office and district hospitals are under the Regional Administration, all other services are
under the Local Government. This creates problems of accountability.

2.1.4 Managerial Issues

Conceptual Framework

Health care management structures have been established on the basis of the existing Governtment
administrative structures. In 1972, when the Government adopted a deconcentration’ approach of
decentralisation, the management of health care was split into two levels: the national level under the
MoH, responsible for the management of consultant and specialised hospitals, pariumedical training
institutions, and national health programmes; and the regional level under the regional administration,
responsible for the administration and managemen! of regional and district health services. The
management of health services was further split in 1982 when the Government decided to adopt
devolutiond as another form of decentralisation, through the re-introduction of Local Governments. Local
Governments were entrusted with the administration of health facilities below hospital level with a few
cases where hospitals are managed by the City Councils (the three district hospitals in Dar es Salaam).

Health Sector Planning

It is expected that most of the 113 districts will have produced comprehensive district health plans, using
the MoH District Health Planning Guidelines at the end of this fiscal year. These guidelines have recently
been streamlined and simplified to make them more "user-friendly” for the districts.

Co-ordination of Health Services

There are two basic mechanisms that have been established to co-ordinate the activities of the various
actors5 that provide health care services, namely: Primary Health Care Committees and R egional/District
Management Committees. However, PHC Committees meet seldom6 and Management Commitiees are
undermined by vertical programmes whose operations by-pass regional and district administrative
structures. The current co-ordination system is therefore seriously fragmented.

Management Support Systems

All the district management personnel have been trained in the Health Management Informatic m System
(HMIS) aiming at improving the quality of information and the availability of vital statistics.

Reliable transport is in place in the districts as all the vehicles from vertical programmes have been
integrated and converted into a two vehicle operation: one vehicle for supervision and the othe ¢ for
distribution of drugs and supplies.

4 Devolution refers to creating or strengthening sub-nutional levels of government which are substantially
independent of the national levels with respect to a defined get of functions.

5 The various actors include: The Ministry of Health, the Prime Minister's Office, Local Government, NGOs,
Traditional Healers and private praclitioners.

1] Problems affecting Primary Health Care Commitrees In Jringa rural district, 1991, unpudlished.

8
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National supervision guidelines have been developed which will be used to overscz all health activities at
the district level.

Capacity Building

The physical expansion of health services has taken place hand in hand with training of human resources.
However, the training has not achieved the goal of creating an effectively managed health service7.
Training is often biased towards individual programme nceds rather than general health service and
management needs, and towards knowledge rather than skills development.

Management of Vertical Programmes

The implementation of vertical programmes - e.g. HIV/AIDS control, MCH/FP, TB/Lepiosy, EPI and
others B have resulted in duplication of functions such as in-service training and supplies as well as a
serious lack of co-ordination. Some donors prefer to operate such programmes directly with 1he regions
and districts without the overall co-ordination of MoH. The final outcome is an uneven distr ibution of
health care services, resulting in the absence of integrated planning, implementation, monitisring and
evaluation. However, progress has been made in integrating the vertical programmes - €.g.
HIV/AIDS/STD, TB/Leprosy, and EPI,

Staff morale
The majority of health staff are very poorly motivated. This is partly due to:

a) The absence of co~ordination between programmes which makes many decisions on staff
development fragmented;

b) Staff promotion being administered by different authorities (central MOH, local Gover.ament,
mission NGOs, etc.) that rarely take into account individual performance;

c) Inadequate or often unavailable working tools and equipment;

d) Uncertain housing that, when available, is often very badly maintained;
e) Salaries that cannot meet the basic needs.

Quality Assurance

There has been little effort to ensurc that the health care provided is of good quality.8 With the gaeral
increase in public expectations for quality health care in all spheres, particularly where the putih:¢ is
required to contribute towards the cost of the service, the need to focus on quality assurance in the heth
reform is therefore very obvious. The quality of care public and private organizations is of major conce ™
to MoH and it should ensure quality in both the public and private service delivery units. The

present mechanism of monitoring the quality in the public as well as private sector is very weak.

2.1.5 Financial issues

Financing of the health sector has been the overall problem since the beginning of the 1980s. Lack of
financial resources has resulted into problems of low staff morale due to low wages, drug shortages, lack

7 The Health Sector Reform, Appraisul Mission, Ministry of Health, 1993.
8 A study on the Prescribing habits of Primary Health Care Facillties in Kilombero District, Lucy Gilson, 1992,

9
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of equipment and supplies, and the overall detoriation of the infrastructure. Another problems has been
that a districts budget depends on the number of health units. This has meant that there was an incentive

to build many health units even though they were poorly staffed, inadequately equipped and under-
supplied. A third problem has been the dependency on donor funding, on which preventive programmes
have been more or less been fully dependent. A fourth problem has been that the financing sources were
not diversified before 1993 with the introduction of cost sharing schemes in hospitals. Finally the lack of a
uniform, global, functioning financial management system has caused major problems for MoH and the
donors.

2.1.6 Public/Private Mix

The private sector provides 40% of the health care delivery points in the country. The MoH has alrcac!y
started to give the private sector a more effective role in health care delivery to complement the public
health efforts. In order to have a proper public/private mix, appropriate laws and systems have to. be
Instituted.

The issue of equity will probably not be improved with more private sector involvernent and so the public
sector will therefore remain central in the MoH’s provision of health services.

2.1.7  Population and Health Issues

The natural rate of population increase (NRI) for Tanzania is 2.8% according to 1988 census. The Total
Fertility Rate (TFR) is high at 5.6 children per woman in 1994 although it has dropped from 6.3 in 1991.
The contraceptive prevalence rate (CPR) has doubled from 5.9% for modern methods between 1991/92
(Tanzania Demographic and Health Survey - TDHS) to 11.3% in 1994 (1994 Tanzania Knowledge,
Attitudes and Practices Survey - TKAPS). This rise has resulted from the increased access to injections,
condoms and pills, as well as more limited use of longer term (NORPLANT, IUCD} and permanent
methods (VSC). In 1994 the public sector was the source of supply for 74.2% of women using modem
contraception.of women using modern contraception and the private sector (religious organisations
facility, private hospitals/clinics, Pharmacy/medical store, CBD workers) accounted for 17.7%.

Tanzania established its population policy in 1992. The policy aims at providing quality life to the people.
Its emphasis is on regulating the population growth rate, hence population quality by improving the health
and welfare of the women and children. It also provides guidelines to strengthen the process of
integrating population activities and implementing national social economic plens so that they are more
accurate and efficient. To achieve this the government has developed population programmes in close
collaboration with non-governmental programmes.

2.1.8 Food and Nutrition Activities

Though some child nutritional issues show positive signs in Tanzania (e.g. nearly 904% of mothers initiate
breast-feeding within 1™ day of birth), other indicators (Tanzania Demographic .

and Health Survey 1996) show persisting levels of under-nutrition which have show.1 no improvement
over the past 5 years. Almost 20% of children under 5 are severely stunted idicating chrox;uc
malnutrition and/or infectious disease (below minus 3 standard deviations height-for-age from the median
reference population) and 7% of under 5s are at least moderately wasted (below mﬁl.lus 2 standard
deviations height-for-weight) indicating acute malnutrition or illness. Over 30% ol under 55 are
underweight using the composite index weight-for-age. Over 10% of those newboms we{&*hed are below
2.5 kg (low birth-weight) and almost 10% of non-pregnant women showed acute malnutritio.n

based on Body Mass Index (BMI).

10
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The TFNC (Tanzania Food and Nutrition Centre) is the agency which is responsible fior identifying health
issues in relation to food and nutrition in the country. TFNC in collaboration with othe r sectors will direct
National Nutrition goals towards:

a) Reduction of malnutrition

b) Prevention of low birth weight

c) Reduction of high matermnal mortality

d) Reduction of anaemia and

e) Elimination of micro-nutrient deficiencies.

2.1.9 Research

Most of the research on health issues, both operational and bio-medical, are not related to the n exds of the
health system. It has often been orchestrated by interested parties from outside or by academic 1nstitutions
for their own purpose. In order to cope with the problem, the Government needs to strengthen thie =xisting
health research institutions, i.e. the National Institute of Medical Research, Tanzania Food and N-:.atrition
Centre, and the Health Systerns Research Unit at the MoH by providing them with adequate resout ces to
carry out and monitor appropriate resecarch, A Health Research Users Trust Fund has been estab/ ished
which helps the MoH to secure research resources.

2.1.10 Legal Aspects

The Professional and Public Health Acts have been reviewed and found 1o be basically appropriate.
However, some amendments need to be made so that they cope with the changing political, social ancl
economic atmosphere prevailing in the country. The major problem has been the weakness in the
implementation of these Acts. Penalties need to be upgraded to match the current value of the
Tanzanian currency. Likewise prison sentences for public health offences should be a deterrent nature.
In order to improve implementation, MOH has gazetted the private hospitals (standards guidelines for
health facilities) regulations 1997.

2.2 Status of Implementation of Health Sector Reforms
The Proposal for HSR was published in December 1994, The proposal was divided between ideclogical,

organisational, management and financial reforms. In the following the proposed reform is presented
along with the status of implementation.

11
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HEALTH REFORM PROPOSAL

STATUS OF IMPLEMENTATION |

221  Ideological Reform
The Government is to be more of a facilitator than the
main provider of health services

The private for-profit sector will be encouraged to ‘ake
a more active role than it used to do.

I

This is one of the comerstones of the Health Reform.
The process is on-going.

Private Medical Practice Legalised in 1991.

2.2.2  Organjsational Reforms

Administrative structyres

Support to community-based health care activities
should be encouraged since they benefit the majority
of the population and represent the actual
implementation of Primary Health Care

Scheme for commumity health fund established in
Igunga District andhas rolled on to Nzega, Singida,
Iramba, Hanang, Songea Rural and Songea Urban
Districts.

Functional review of MoH undertaken and
implemented.

Proposals have been prepared by Ministry of Health and
sutmitted to Civil Service Commission for approval

MoH aim at making the professional councils such as
the Medical Council, Nurses Council, etc. autonomons

Under discussion - no final decision has yet been taken. |

MoH to concentrate on developing policy, gnidelines,
regulations and setting standards

This iz one of the cornerstones of the Health Reform.
The process is on-going.

District Health Boards

District Health Boards and Hospital Boards to be
established.

District Health Boards have been established in Igunga
and Kagera districts and efforts are directed to establish
more boards in Rufiji and Morogoro Rural districts,
DHBs in six districts in Tanga Region have been
established. The existing Local Government Act is
used as the mechanism for the establishment.

Refinement of the referral health system

Health centres to be continued to run as they are while
studying whether they should be tumed into
dispensaries or hospitals

Still under consideration

Existing referral system reinforced.

Transport is not the single answer to a better referral
system. Better communication methods and systermns
must also be put in place. No firm decision has yet been
taken.

Introduction of by-pass fees introduced

Not yet mntroduced

Roles and functions of dispensaries and health centres
in urban settings redefined.

Not yet defined

2.2.3 Managerial Reforms

Duual responsibilities for district health services
management

Management of district health services and the district
hospitals transferred to Local Government;

Draft proposal for the relationship between and the role
of different levels submitted to the Civil Service
Comrmission

12
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The post as District Medical Officer (DMO) to be
advertised and recruitment based on merit.

Expected to take place with the introduction of the
DHBs

The DMOs should preferably have a diploma or
university degree in public health (MPH).

The proposed one-year MPH course at the University of
Dar es Salaam in collaboration with the University of
Heidelberg is underway. Senate has approved the
curriculum and is expected to begin in October 1999.
Currently students continue to be sent abroad in small
numbers. i

The post of DMO should have a scheme of service.

Being discussed. No decision has yet been taken.

The post of regional medical officer continues to be
filled through MoH appointments and qualifications
biased towards public health.

This is implemented

—

Financial Management

Funds for district health services deposited in Account
no. 6 and the DMQ given the authority over this
account,

Account no. 6 has not solved the problen:. A special
account will therefore be set-up under the: DHB with the
DMO given the authority to sign.

All transactions transparent and audited regularly.

The Financial System being developed shouid solve this
problem

Accounting officers encouraged not to re-allocate
resources,

More realistic budgets developed.

The Financial System being developed should solve
this problem.

The Financial Systern being developed should sol ve this
problem.

13
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ﬂuman Resource Management

Monetary incentives provided to staff working in areas
with high work load.

Instructional courses in promotion, increments and
disciplinary actions revived for civil servants in health
management positions,

Responsibilities given to District authorities to
promote to the scales that are presently under the
| authority of the Civil Service and/or Local
Government Commissions,

Remuneration of staff in the public health sector are
competitive with the private sector.

The Government to analyse tasks that are carried out
in the delivery of health services in order to provide
appropriate manpower mixes.

Centre for Education Development in Health Arusha
(CEDHA), Institute of Primary Health Care and the
four other Zonal Continuing Education Centres to
develop training programmes for District Health
Management Teams (DHMT) in health planning and
Management.

Under discussion with Civil Service Comraission.

Will be included as part of the District management
training,

This authority will be transferred to the DHBs,

This authotity will be transferred to the DHBs.

Proposals presented to Civil Service Cormn:uission.

Training material being developed. Testing will start in
the near futare.
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Remuneration of staff in the public health sector are
compctitive with the private sector;

This authonty will be given as part of the DHBs.

The Government to analyse tasks that are carried out
in the delivery of health services in order to provide
appropriate manpower mixes;

Proposals presented to Civil Service Commission.

Centre for Education Development in Health Arusha
(CEDHA), Institute of Primary Health Care and the
four other Zonal Continuing Education Centres to
develop training programmes for District Health
Management Teams (DHMT) in health planning and
management.

Training material being developed. Testing will start i
the near future.

2,24 ¥inancial Reforms

Sources of financing

Diversification of sources of health financing
continued.

Health insurance established,;

The government has introduced the cost sharing
scheme in 1993. It covers the referral hospitals,
regional and district hospitals. In Dar es Salaam cost-
sharing has been introduced in sowne health centres
and dispensaries. In Igunga District, cost sharing was
introduced when the Community Health Fund was
launched in 1996.

The government s in the process of introducing 2
Health Insurance scheme as another source of
financing health services.

. Revenue from earmarked taxes considered;

Discussed as one option among many.

Allocation of public expenditure

More emphasis put into financing of cost-effective
services with greater impact on health status of the
communities.

Budget allocations to the health sector based on
population patterns, income distribution and utilisation
of health services.

Work op-going as part of the development of essential
packages. Components of essential health packages
such as IMCI are being tested in Morogoro Reiral and
Rufiji.

MOH tries to adhere to the formula but difficul with
present budget constraints where money is not released
according to plan.

2,.2.5 Public/private mix reforms

Existing legislation on private practice amended;

Already amended.

The Government rehabilitates and consolidates
existing health facilities over new facilities;

Being implemented.

New health facilities only to be built when a feasibility
analysis proves need and after consuitation with
ministerial, regional and district level officers,

Being implemented but difficulties continue with
cormmunity imtiatives.

Investment in health facilities directed towards helping
vulnerable groups;

Being implement.
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Remuneration packages reviewed in the public health
sector;

Being pursued as part of the Civil Service reform.

Cost of training to be recovered from individual
benefits for health staff that decide not to remain in the
public service;

Tuition fees have been introduced instead,

Training of different health cadres Liberalised.

Private health training schools established but not yet

carry out and monitor appropriate research;

regulated or inspected by MoH.
2.2.6 Research reforms
Existing health research institutions strenpthened to Under discussion

Health research fund within the MoH to be
established.

The Health Regearch Users Trust Fund has been
established as an independent body.

2277 Nutrition and Population Reforms

The Government's role in Nutrition and Population
izsites emphasised;

TENCs role strengthened. Nutrition policy developed.

|

Intersectoral avemes to be promoted for Family
Planning, District Health Teame shall ensure that
their PHC Cormmittees discuss Family Planning and
develop strategies and plans for implementation;

MOH encourage districts to include national prioritizs
like family planning in planning

The Government to invest more in population
programmes through an intersectoral approach.

Reproductive health policy developed by MOH.

p———— |

228 Revision of the Health Pollcy

The National Health Policy revised to be in
conformity with health reforms:

The National Health Policy has been revised. R calth
Services are no longer free of charge. Additions i'o the
policy include user-charges, community health fi nd and
insurance scheme. Private medical practice has beven re-
introduced.

i)

23

Continuing Challenges of the Health System

In spite of the on-going health reforms, the following issues continue to be challenges for the health cetre

system:

Limited Access to Health Care

80% of the total population are within one hour walk to the health facility and the remaining 20% have
limnited physical access. Certain geographic factors may prevent some parts of the population to get 10 fchc
health facility easily for example: rivers; mountains; floods; huge forests; seasons e.g. heavy rany

S¢ason,

16



Health Sector Reform Programme of Work (POW); July 1999 - June 2002 Final . 30/06/89

Where the health reforms advocate cost recovery or cost sharing, some people lack financial access and a
large proportion of the population cannot afford even the little that is requested in cost sharing.

Inadequate service provision and guality

There is inadequate funding of health services due to the inefficient allocation of resources because of the
lack of planning capacity at all levels (though reform is emphasising capacity building with major
emphasis on district level); the general deterioration of the country's economy; as well a less funds from
donor community (donor fatigue). This underfunding leads to:

a) Poor maintenance or no mainitenance of the infrastructure

b) Inadequate supplhes including drugs and equipment

c) Little supervision due to transport problems and lack of subsistance allowance
d) Lack of on-the-job training and continued education

) Poor motivation

D Poor quality of services

Deterioration of the health conditions of the population

In spite of some improvements, there remains the existence of:

a) High maternal mortality rates

b) High child and infant mortality rates

c) Poor sanitation and water supply

d) Recurrent epidemics e.g. cholera, malaria

f) General increase of prevalence of infectious diseases e.g. dysentery, meningitis,

g) HIVVAIDS and plague.
Poor community, intersectoral and private sector es

External relationships continue to be a problem with:

a) Inadequate community involvement, in decision making conceming their health;
b) Poor community participation in contribution towards health;

c) Limited linkage with other sectors;

d) Until recently, the private sector was completely neglected.

Limited linkages to Civil Service Reforms, Local Government Reforms and Macro-economic
Reforms

There appears to be lack of synchronisation between the Health Reforms, Local Government Reforms
and Civil Service Reforms despite the fact that they are interrelated.

17
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3. HEALTH SECTOR OBJECTIVES AND TARGETS
3.1 Ohjectives

The overall objective of the health policy in Tanzania is to improve the health and well-being of all
Tanzanians with a focus on those most at risk, and to encourage the health system to be more respeasive 1o
the needs of the people. Success in achieving this objective will require adequate solutiorss to the
systematic problems that currently affect the delivery of health care. In the medium term, a firm foundation
must be built for the improvement in the quality of health care as well as for increasing access 10 health:
facilities. There is also a critical need for the effective implementation of measures that will help 12stablish
a broad enabling environment for health. These measures must take into account factors that are ex ternal to
the health system, such as cultural attitudes and the health seeking behaviour, physicel environment ia
which the population lives, which have an important bearing on health outcomes.

The specific objectives of the health policy are to:

1. Reduce infant and maternal morbidity and mortality and increase life expectancy throu gh
the provision of adequate and equitable maternal and child health services, promatioa Of
adequate nutrition, control of communicable diseases and treatment of comnorn!
conditions;

2. Ensure that health services are available and accessible to all in urban and rural areas;

Move towards self sufficiency in manpower by training all the cadres required at all
levels from village to national levels;

4. Sensitise the community on common preventable health problems and improve the
capabilities at all Jevels of society to assess, analyse problems and to design appropriat.®
action through genuine community involvement;

5. Promote awareness in Government 2nd the community at Jarge that health probleros cen
only be adequately solved through multi~sectoral co-operation. Such sectors ere
education, agriculture, water and sanitation, community development, women's
organisations, political parties and non-Governmental organisations with the MOH
taking the lead;

6. Create awareness through family health promotion that the responsibi lity for ones' health
' rests squarely with the able-bodied individual as an integral part of the family.

MoH, following the thrust of the on-going health reforms, will take the process forward iv. the POW with
the following underlying objectives (immediate objectives):

1. Improve access, quality and efficiency of primary health (district level) services,
2. Strengthen and reorient secondary and tertiary service delivery in
support of primary health care.
3. Improve capacity for policy development and analysis, development of guid elines for

national implementation, performance monitoring and evaluation, and legisla tion and
regulation of service delivery and health professionals.

4, Jmplement a human tesource programme to train adeguate numbers of health suuft 0
manage the services (primary, secondary and tertiary).
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5. Strengthen the national support systers for personnel management, drugs and supplies,

medical equipment and physical infrastructure management, transport management and
communications.

Increase the financing sources and improve financial management
Promote private sector involvement in the delivery of health services.

8 Within the sector-wide approach, develop and implement a system for donor in
mvolvement, co-ordination, monitoring and evaluation.

3.2 Targets

The targets for measuring the impact of the Programme of Work are detailed below. Source for the data to
measure these vary, and have different methodological implications: the Tanzanian Demographic and
Health Survey, conducted at 5 year intervals, reflects some information such as infant and under-5
mortality based on the 5 year period preceding the survey; MTUHA gives other information such as under
2 mortality which is currently based on incomplete returns and which may be subject to non-representative
changes in view of the incomplete data; the MMR is not known accurately in the country, and may n fact
g0 up as more high risk women present to the health system: e.g. previously “invisible” deaths become
more visible; definitions of supervised delivery, ANC protection against tetanus, and completed
immunisation vary so 2 different data source have been cited; case fatality rates are from MTUHA and
have aggregated data from different causes of the diseases mentioned.
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Aspect

—

Indicator

Outcome Indicators — Targets for Programme Impact

T Cnrrent Sitnation ]

Target

Means of verification

1. Health status

P P,

88

UEMR

Comments

TDHS
Census

Useful for .comparison between locations and over nm‘e,‘!
requires large population surveys, e.g, national census or
DHS :

TDHS

As above

[’ FFIMR

HMIS

As above

I MMR

;529

TDHS Cither {variovs)

As above , but harder to validate. Most of the aveiahi
is institntion-based, but many, if not most, of the deliveries
andmatemnal deaths do not occur in health uniis.

Life expectancy
-  Male
- Female

l

|

: |
137 J
1

|

|

49
5t

T Censs

Difficult to gather and usually done only as part of a very |
large survey, such as a national census or DHS

| 2. Nutrition

% U5 severely stunted

17.8

TDHS

Stunting is the prevalent from of malutrition in Tanzania; it
is curnulative, and indicates chronic undemutrition. ¥t is a
good measure of household well-being; it can also be
assessed on relatively small samples for specific locales. i

% U5 wagted

17.2

(¢-g., m a natural disaster with popuiation displacement).

This indicator is a messure of acute starvation, and can be |
doe to iliness (e.g. diarrhoea), or short-ferm underfeeding

Wasting is generally resolvable with proper/adequate
feeding, and is not cummubthve.  As such, it is a useful
medsure In emergency sillations, but not so valuable for
monitoring development programme impact.
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3. Fertility

|

CPR (modern )

16%

Contraceptive prevalence rate is a proxy indicator, based on
the reported uptake of modemn contraceptives. It has many
limitations, including that it does not reveal whether the
contraceptives are eing wused property/adequately {or
whether, in fact, they are used at all for maay of the methods).
Monitoring birth intervals is a much better measure of actual
fertility behaviour. Frequently intervals is a much better
measure of actual fertility behaviowr. Frequently tendss to
gather and present information only about women (and too
often, only about ‘married® women), ignoring men,
adolescents and single mothers.

5.8

TDHS

Total fertility rate is another large population-based figure,
and very slow to change, making it poor for assessing
attributable programme impacts.  Whileit gives some
information about pregnancies that are toc many, it does not
identify patterns of pregnancies that are too early
(adolesscentrs), too close together {(birth spacing}, or too late
(mothers beyond the age of 35-40}.

4. Preventive
health services

Malaria prevention - % of
homes with bed gets
among all hommes
{especially m endemic
i areas})

Await  Situation
Analysis

i AIDS prevention — HIV
sentinel surveillance as %
of seropositivity among
pregnant women

36% - Urban
44% - Rural
40% Overall

HTV surveillance data

Tubercalosis — Proportion
of newly diagnosed TB
patient who conpleted the

DOTs regimen
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%  pregnant  wornen | 69.5% May want to look at timing of attendance during the
receiving 4 or more ANC ANC period; place of delivery/trained attendant or not
checks. ) S and link ANC attendance to delivery conditions.
% of children under ! year | 85%
recetving DPTP 3
5. Clinical health | Inpatient case fafality rate | 19.7 Assumes record-keeping sufficient to tract cases of
services frora malana, as % malaria. [t can miss deaths from malaria that occur
outside the health unit afier having come in for
freatment, or generate misleading figwes if the
patienthas been treated in more that one unit for the
sarne episode (e.g. public and private facilities).
Proportion of caesarean Hospital HMIS ‘l
operations, asactual rumber
over expected oumber
6. Management | Proportion of population | 72% DHMT inventory and

and Equity within 5 kilometers of a mapping
designated health unit
{ Number of prescobing | Await  sifuation DHMT inventory and
health units within 10km of { analysis mapping
another umf, by district and
ownership
Assamptions:

% enrolment of girls in secondary schools would change from 17.8% (1977) to 18% (2001)

9% female literacy would change from 55.4% (1997) to 68% (2001)

% househnlids with 3242 water from 48% (1997) to 52% (2001}

%, households with access to sanitary facilities from 64% (1997) to 68% (2001).

In addition to the impact indicators above, there are 2 mumber of Perforizance Izdicators which were developed for the ene year PCA which appear in

that docament.
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33 Priorities for Health Interventions and Quality Assurance
33.1  Essential Health Package

The Ministry of Health Policy has stated that the Tanzanian basic health package will cover
the following:

(1) Reproductive and Child Health Services
» Matemnal conditions
ANC
Obstetric care
Post- Natal Care
Gynaecology, STD/HIV

* Family Planning

* IMCI (e.g. Malaria, ARI, CDD etc)
e Perinatal Care

» Immunisation

-»

Nutritional deficiencies

(i1) Communicable Disease Control

¢ Malaria

o TB/Leprosy

e STD/HIV/AIDS
L ]

Epidemics (e.g. Cholera, Meningitis)

(iii)  Non- Communicable Disease Control
Cardiovascular diseases

Diabetes

Neoplasms

Injuries/Trauma

Mental Health

Anaemia & Nutritional Deficiencies

() Treatment of other common disease/local priorities within the
district eg. Eye diseases, Oral Health,

) Community Health Promotion/Disease Prevention
e« JEC
s Water, hygiene and sanitation.

This package will be incorporated mto district health plans to enable the districts to utilise properly the
meagre resources available.

3.3.2 Quality Assurance

The need to focus on ensuring quality assurance is obvious. The major concern lies with the quality of
health care provided in public health facilities and in the increasing number of health units owned by
private practitioners or organisations. Good quality of care will be achieved by ensuring proper training n
quality assurance and in appropriate supervisory, moniforing and evaluating tools. Standards of health care
will also be developed along with reinforcing mechanisms for complying with them.
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4. STRATEGIES

Major changes are occurring in the way that health services are organised and financed as “Health Sector
Reforms” are being placed high on the agenda of many Govemnments and donor agencies. The WHO has
defined HSR as “a sustained process of fundamental change in policy and institutional arrangements,
guided by Government, desighed to improve the functioning and performance of the health sector and
ultimately the health status of the population”. In practice it is a review of responsibilities and mechanisms
of health care provision leading to integrated service delivery with transfer of authority for implementation
to local authorities.

The reform process is associated with two main themes: First, the development of a more rational use of
resources by establishing priorities according to the burden of disease and cost-effective interventions; and
second, addressing the organisation of health services and the managerial capacity to effectively finance
and deliver health care.

Accotdingly, the objective of Tanzanian HSR is to improve the health and well-being of all Tanzanians,
especially the indigent and the most vulnerable, and to make health services accessible, sustainable and
efficient. Therefore, the strategy for HSR will be holistic. All aspects of the health sector will be affected
by the reforms, from administration and management of the health network (i.e. Central, Region, District
and Local establishments) to the clinical facilities and preventive services and the health training
institutions. The Central Government, Local Government, donors, the NGOs, communities, and private
practitioners will all be involved as the focus shifts from disease specific programmes to 2 comprehensive

sector approach.

In order to meet the challenges of providing health services within a HSR agenda, eight interlinked
sirategies are envisioned:

Strategy I: concemns itself with the provision of accessible, quality, well-supported rost-effective
district _health seryices with clear priorities and essential clinical and public health
packages which are organised at the decentralised level.

Strategy 2: provides back-up secondary and tertiary level referral hospital services to support primary
health carc;

Strategy 3: redefines the role of the central MOH as a facilitator of health setvices, providing policy
leadership and a normative and standard-setting role;

Strategy 4: addresses the challenges of human resource development to ensure well-trained and
motivated staff, deployed at the appropriate health service level;

Strategy 5: ensures the required central support systems such as personnel, accounting and auditing,
supplies, equipment, physical infrastructure, transportation and commuiriication.

Strategy 6: ensures health care financing which is sustainable, involves both public ard
private funds as well as donor resources, and explores a broader nix of options such
as health insurance, community-cost-sharing as well as user fees.

Strategy 7:  addresses the appropriate mix_of public and private health care services.

Strategy 8: restructures the relationship between MOH and the donors.
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The assumptions behind these strategies are that:

More resources will be injected into the system and existing resovrces used more efficiently.
Government allocations to the health sector will increase; donor funds 'will be seen as additive to
Goverment allocations; Government disbursement systems will improve; financial managernent
systems will improve; existing resources will be used more efficiently.

Resources will be distributed more equitably: Realignment of financial and human resources from
tertiary and secondary health services to primary health services (district health systems); upgrading of
existing health facilities; expansion of access in underserved areas.

Priorities, objectives and standards will be clearly defined and monitoreu: Priorities will be
clearly defined at each level within an overall policy framework; standards will be developed:
performance indicators will be agreed upon and systems for monitoring put in place.

Managers at institutional and district level will have greater anthority in the allocation and us«:
of available resources: Institutional reforms will aim at producing a souncd organisation.t
framework; clear lines of responsibility and control will be developed; global udgiets introduce;
some aspects of condition of service and staff incentives will be decided locally; contracting with the:

private sector will be encouraged.

Staff will be better motivated through improvements in working conditions: Incentives in
various fonms will be provided; staff development programmes will be put in place.

Drugs and essential supplies will be available as required: The existing system (supply driven)
will be replace with an indent system (demand driven).
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STRATEGY 1: DISTRICT HEALTH SERVICES
A, Concerns and purpose

Strengthening district health services to address key public health concerns is an important priority for the
Government. The concerns are that: physical access in some areas is still a problem; financial access is a
growing problem. Gender access is increasing, however, valunerable groups such as women ana' the poor
may lack cash or have the time for opportunity cost of using health facilities with long waiting time.
Hence the overall purpose of this strategy is to further strengthen district capacity to improve the cioverage
and quality of health care, and to provide it in a efficient and effective marner.

B. Current Status

In March 1996 cabinet approved the role of the district health boards for executive authority over distrivi
health. Funds for managing health services were in account No 6 at the district level. Currently basic
health facilities are available within 5 km. of most of the population.

National priority programmes ( MCH/FP, TB/ Leprosy, Malaria etc.) are in the process of being intsgruted
at the district level. Under the technical leadership at national and regional levels, basic health packages are
being developed and some components of health package are being tested in a few districts.

The kit system has at least ensured some drug availability in the health centres and dispensaries but it has
a number of weaknesses. The indent system and capitation of regional hospitals are being viloted. Shift to
an indent system to cover all districts is planned.

The referral system is not functioning as expected. It is common to find consumers by passing one level of
service to another. The health centres in most districts operate like dispensziries.

Transport and radio communication to support referrals is non existent in most districts.

Health personnel at district level, currenily lack management skills, to effectively manage a tumber of
activities and responsibilities that will be decentralised to the district level by the centre.

PHC intersectoral committees rarely meet. Individual ministries plan their activities separately without
consideration of needs from other ministries

Very little progress has been made to promote public/private mix.

Communities have been involved in setting up and participate in village / community health cornmiitees,
activities such as mobilisation of children for NIDs. Communities also participate in identifying TBA s and
CBDs.

C. Key Components

Decentralisation to the district

District Health Boards (DHBs) will be established starting with 35 districts in first year in conformity wi;h
local government reforms, then 35 during second year and the remainder in third year. These Boards W}“
be charged with responsibilities to make overall policy decisions for district health services. The Adisn-xct
hospital will have its own Hospital Board (HB) under the overall guidance of the DHB. The H3 will haye
responsibility for final decisions in administration and management of the district hospital. "The Disiriot
Medical Officer (DMO) is the accountable officer with full responsibility and control of funds and
resources to run the district health services.
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The DHMTs will be further strengthened in bhealth management so that the DHBs will have a well trained
And strong executive hand for efficient and cost-effective management of health resources. The Zonal
Continuous Education Centres will train the DHMTs and orient the DHBs in district health services and
systems and in administration and financial management. The DHMTs managerial capacily, prioity
setting processes, and accountability, should all be improved in order to encourage donors to move frqm
supporting disease specific vertical programmes, towards supporting comprehensive health plans. Jont
funding mechanisms for donor and Government funds will be set up at all levels.

The remainder of the districts that will not yet have been decentralized will continue to provid'e hea'lth
services according to approved district health plans. These districts will be implement their plais' using
grants from the central government, as well as funds from projects for some of the dis'ricts.

All districts will implement some health sector reforms compoenents such as implementation of H MIS,
national transport syste, drug indent system drug indent system, cost recovery initiatives such as user 1°ees,
national health insurance and community health fund.

Cast-effective essential clinical and public health packages

A fairly limited number of priority health problems accounts for the majority of death:s in Tanzania. In
addition to the vaccine preventable deaths in children and the other common causes of ch ildhood mortali ty
such as ARIs and diarrhoea; malaria accounts for 25% of total mortality in all ages (MOH 199¢ v);
maternal deaths account for 6-7% of deaths; and 5% of deaths are due to TB.

Despite the close correlation between budget allocation and the the burden of disease, money has nc it
always been targeted towards the most cost effective interventions within those discases. it is therefor ¢
imperative that a package of both public health measures and clinical service which are highly cos I--
effective and help to resolve major health preblems are identified. Ideally the services deiivered in th e
package should meet the following criteria: I) address major health problems; ii) have a signiiicant impa: °t
on the health status, iii) address prevention as well as curative; iv) be cost effective; v) impro ve equit y;
and vi) respond to the demands of the population. The Tanzania basic hcalth package proposal in secti or.
3.3.1 18 expected to meet these criteria.

Definition of services proyided at each type of facility/Referrai System

Under the 4 consultant hospitals and 17 regional Lospitals, there are 60 district hospitals providir.g back-: 1p
to lower health units. The district hospital serves an average population of 250,000 people. At tl »®
divisional level below the district there are 302 health centres each serving batween 50-80,1390 peopl *.
These are staffed by a Clinical Officer (CQO), Assistant Clinical Officer (ACO), Health Assistants (HA) .
Public Health Nurses, Nurse Midwives, Laboratory Assistant and Maternal Child Health Asdes. The
health centres provide both preventive and clinical services and serve as training centres for Village Health
Workers (VHW) and Traditional Birth Attendants (TBAs). At the ward level, there are about 3,500
dispensaries each serving between 6-8,000 pople or 3-5 villages. Staff at the dispensaries including the
Rural Medical Aide (RMA) are potentially capable of training, supervising and supporting VHWSs and
TBAs, as well as Community-Based Distributors of contraceptives. About 1000 villages have VHWs who
are engaged in promotive activities such as disease control, as well as simple treatment of common
llnesses.

Referral system

In theory, the referral system is well organised but in reality the management of the systems has often
failed the community. It is common to find consumers by-passirg one level of service to another. The
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most affected level is the health centre which in most cases fails to serve as a referral centre for
dispensaries. Further, levels of carc and services available in one type of facility often cannot be
distinguished from those at a lower level e.g. health centres are operating like dispensaries and most
regional hospitals operate like district hospitals but at a higher cost. There is a worry that some clnicians
do not refer in time; this problem might be taken up by the quality assurance system with the introduction
of some form of peer review not only of the system but also of the actual patients.

An important pre-requisite for an effective system is a functional communication and transportation system
between the lower and higher levels. At present the status of telephone or radio communication between
the lower and higher levels i.c. dispensaries/health centre and the district hospital is pactically non existent.
Many referred cases to the higher level cspecially the district hospital could be better managed at the level
below if a reliable telephone/radio communication and transport system existed. Feedback from higher to
lower levels does often not take place.

Strengthening of the dispensaries and health centres diagnostic capacity could reduce referrals if simple
and effective diagnostic tests are made available together with the required training. In the urban setting,
specific strategies will be needed to define the referral health system, characterised by high population
density, short distances and easy accessibility. The DSM Urban Project has experience with this.

Rela shi th the jonal level

Most implementation will be at the district level while overall monitoring and supervision will be carried
out at the regional level, The present structure where lower level programme co-ordinators are supervised
by and reporting directly to programme supervisors or managers at higher (regional and national) levels
and thus bypassing the DMO/DHMT will be discouraged. It is the responsibility of the DMO and DHMT
to ensure that this is implemented while ensuring that prompt response and feedback is provided to health
facilities and reports to the regional and national level are not delayed. When moving to the integrated
structure where clear roles and responsibilities are defined and developed, it must be assured that the staff
has the capacity to maintain the quality at all levels

Sustainability and commtmijy involvement

The community must be involved in taking care of their own health. Participation of the community in
decision making must thercfore go beyond the DHBs. Community based health activities will thc_re:fore be
encouraged. One way of doing this is through developing community health plans as known as in Igunga
District,

The community in the district are a very rich labour resource which may create community activities
related to health. Generally the question of development of a sustainable health services depends ofi how
the community is sensitised, supported and motivated to develop a sense/feeling of ownership of the health
services, the health infrastructure, and a transparent relationship and trust between health providers and
community members.
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Key principles of service provision

The health sector refers to the totality of policies, programs, institutions and actors that provide health care
and organised efforts to treat and prevent disease. Thus, among other things, reformed district health

services should address key principles of service provision including;

(a) Equity

(b) Efficiency

© Cost-effectiveness
(d) Clear priorities

(e) Gender sensitivity

Equity in health services is frequently promoted as a means of achieving income redistribution or poverty
alleviation. The specific form these services should take, however, depends on the goals and alternative
policy options available as well as the political factors which made health services an accepitable option for
this purpose in the first place. There are other meanings of the term “equity” but here we focus on the
income dimension.

Much depends on what exactly is to be transferred to the poor and what policies are available to do so.
The most effective way in the sense of there being the least leakage of benefits to the non-poor, is to target
the use of services to the poor alone. If this is feasible, then it does not matter what goods are used for the
purpose as long as poor people value and use it and the non-poor can be excluded. Examples are fopd,
housing, cash grants or health care. Usually, this degree of targeting is not feasible due to infoymation
constraints on the part of government officials exacerbated by the incentives to pass oneself off as being
poor. Therefore more indirect approaches are required,

The main forms of indirect targeting are geographic and variable pricing. Health cere as a whole may be a
candidate for subsidy or within health this may be specific to types of diseases, drugs, etc. Another
possibility for transferring resources is to provide a fixed amount of services or cash per person. However,
what is important is that the use be “infra-marginal”, i.e. everyone or at least the poor actually uses at least
as much as offered. An alternative would be to emphasise those diseases, treatment, etc. which place the
largest burden (financial, productivity loss, household stress) on the poor. This could include many of the
infectious diseases but it could also include treatments for diseases whose treatmeni's may not be cost-
effective in the clinical sense, but have significant impact on poverty when they hit the ¢ 'oor.

The District Health Planning Guidelines, can be viewed as a national health policy inst.-ument, to check
and guarantee equitable distribution of the health resources in districts, depending on th ¢ district health
priorities, size of the population and its geographical distribution. The districts the=fore must _be
supported to build their capacity to recognise, categorise, and range population groups by: i) socio-
economiic status, i) age, iii) gender and iv) place of residence.

Efficiency: HSR have the potential to have a positive impact on allocative efficiency ?through _tht‘-
reallocation of the additional resources generated, and on operational efficiency through directly ﬁ.‘“umcmg
district health services. Allocative efficiency can be looked at in terms of the districts' capacxty"and
capability to develop realistic and practical district health plans with clearly set priorities, znd well defined
cost-effective interventions.
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UNICEF's chuld survival interventions during the 1980s were based on cost-effective ana]yéis and were
successfully implemented. The use of cost effectiveness analysis in prioritising interventions is one
example of the way in which information can improve policy and health outcomes.

Clear priorities. The district health services must clearly define its health priorities. With the meagre
health resources made available to district, the DHMTs have o build the capacity to use these resources
wisely against competing community health needs. The achievement of clearly defined priorities will be
achieved if the DHMTs have the capability and capacity to assess community health needs (e.g. through
the use of the HMIS) and maximise the use of the community representative (through the DHBs and other
health committees). DHMTs must also mvolve the NGOs and the private health providers in the
formulation of the district health plans to further consolidate the districts’ health prionties.

Gender issues are increasingly becoming of great concern across different strata of the communities.
Gender sensitivity must be clearly observable at the district level. The health problems which particularly
affect women and children like high maternal mortality and infant mortality due to childhood diseases
must be reflected in the district healthh plan and health services. However, the health sector alone cannot
deal with such health problems. The DHMTs must therefore sensitise and encourage multi-sectoral
activities by involving other sectors like Education, Water and Sanitation, Agriculture, Legislators and
Local Government in the formulation of gender sensitive issues and the promotion of a healthier
environmernt.

QOuality care and assurance

Quality of care is the degree to which health services are available, affordable, accessible and acceptable to
individuals, families and communities and which are capable of producing and sustaining the desired
impact on death, disease, disability, discomfort and dissatisfaction. In practice, while the health care
provider may be most concerned about the effectiveness of a technical procedure in making an impact on
the health of his/her patients, the patient may be primarily concerned about how much the service costs,
how quickly he/she receives the service, and how well the patient gets in a given length of time. Generally
the quality of health care is influenced by personnel capabilities, availability of equipment, drugs and
supplies, infrastructure, and the general attitude of both the health provider and the consumer. At present,
the quality of health care is low due to inadequate diagnostic equipment and supplies, poor infrastructure
and working environment and poorly motivated staff.

MoH will provide guidelines and help in the formulation of a quality assurance system that will be used in
all health facility and throughout the country. The zonal training educentres, in capacity building of the
DHMTs (and RHMTs) in effective leadership in quality care and assurance leadership.

Provigion of essential drugs, supplies, and equipment

Physical proximity of health care facilities is the beginning of effective health care coverage. However, a
facility that is near people's homes will have little value if it lacks essential drugs, supplies and equipment.
Drugs offer a simple cost effective solution to many health problems provided they are available,
accessible, affordable and properly used. From the household perspective, the availability of drugs is one
of the most visible symbols of quality of care. For the health provider a regular supply of drugs, supplies
and equipment is a fundamental component of a well functioning health system.
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A major bottleneck in the provision of essential drugs, supplies and equipment to health facilities at » 1
levels, has been the persistent problem of inadcquate budgetary allocation for these items although &
sigmificant proportion of the health budget is used to cover and supplies. However in the area of essential
dr}zgs, as a result of inefficiencies and waste, far morc is being spent than necessary which falsely
reinforces the view that the answer to drug shortage is always more money. Great cffccts are likely to be
achieved through more effective use of existing resources, and rational and effective supply management.

In the present drug kit system, where drugs are supplied on a regular basis, there arc periods during the

course of a month, when most of the essential drugs are not in stock. Experience has shown that clients -
attend in more numbers shortly after the arrival of the kit to collect the family drug stock for fear that there

are not enough when they need them. Thus creating an artificial “drug shortage period” during the latter

part of the month until the arrival of the next monthly drug kit. In response to the dclining availability of

public resources for financing drugs, the adoption of community managed drug revolving funds can help

assure sustainability of supplies. The introduction of the indent system should have a marked effect on this

problem.

Intersectoral gollaboration

Provision of health services to the population should not be viewed as the enclave of the public health
sector. Other sector such as water, agriculture and environment management make significant
contributions to health of a community. HSR aim to strengthen collaboration with other sectors, local
Government, NGOs, voluntary agencies, private sector in the following; areas:

Advocacy for health within other sectors and the general population: inclpsic_m of hefilth
issues on the agenda of other sectors meetings, workshops and seminars; investigatmg possible
inputs from local community groups. "

Promotion and strengtheming integrated planning, implementation, monitoring and
evaluation: Developing and implementing institutional arrangenents for integrated intersectoral
planning for health interventions with community participation where appropriate; co-sponsor of
projects with significant health benefits; serving on joint review, monitoring and evaluation teams;
strengthening the exchange of infomation among different sectors.

Provision of complementary activities such as-day care centres, schb_ol health programmes:
Support the community in setting up day care centres; regularly provide inputs to schools on
health matters.

Providing incentives for intersectoral collaboration: Incentives for participation in intersectoral
meetings; support for research into appropriate mechanism for collaboration; inclusion of
intersectoral collaboration as a criterion for performance evaluation.
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D. Pilans for 1999 - 2002

Objective:

o

Improve access, quality and efficiency of primary health (district) health services

A :

Devolve and Conduct situation analysis to Health needs in target districts | Number of target districts that | Situation analysis report DHMTs
decentralise assess needs, m districts where identified have identified health needs
intensified health sector reforms
will be initiated. MOH/MOLG
Establish DHBs and HBs in Guidelines for selection and Number of DHBs and HBs Gazette order review of TPP
target districts composition of DHB and HBs | established DHBs minutes.
made available
Training reports MOLG
DHBs and HBs established in
target districts
QOnent DHBs and HBs on their DHBs and HBs oriented Number of DHBs/HBs MOH/MOLG
roles and function oriented
Adapt and implement guidelines | Improved working relationship § Number of target district with | Improved working DPP
for promoting public private mix | between public and private guidelines on public private relationship public/ DHMT
health providers mix private
Strengthen District Health DHMTs in target districts Number of DHMTs trained in | Number of DHMTs DHR
Management Teams capacity in { trained in planning, budgeting, } planning, moniforing, traming. Availability of
planning, budgeting, supervision, drugs and medical | evaluation and supervisicn comprehensive district
supervision, drugs and medical | supplies management, plans
supplies management, monitoring and evaluation
monitoring and evaluation
Orient district administration on | District adminisirators in target | Number of district Orientation workshop [oid3
their role in HSR and SWAp. districts criented administrators oriented report LGRT
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Estabiish mechanism to ensare

‘Transparent accounting system | Presence of accounting Audited financial reports | LGRT
transparent and accountable .that meets expectations of system that satisfies partners wansparency
management of financial partners established :
resources ' Number of districts with joint | Joint accounts staiement DHB
I Special joint accounts in target | account of accounts
| districts :
Broaden and improve health Broad financing options in use | Proportion of funds raised Financial reports DHB
finapce options from other sources DPP
Establishment of exemption Exemption modalities in place | Number of individual Exemption recards DHB
modalities to protect the paor exempted
and vulnerable groups
. Develop capacity of DHMT to Essential health packages Number of target districts District health plans and DHR
Provide cost select prioritise cost and implemented at all fevel district | implementing essential health | implementation reports
effective essential implement the district health : packages,
clinical and public package
packages
Ersure availability of essential Essential drugs, medical Status of drugs and medical Drug and Essential MSD
drugs, medscal supplies and supplies and essential supplies in primary health medical equipment
essential equipments at facilty equipment available according | facilities returnis
levels according to health to health packages provided by
packages peeds each facility.
Strengthen and monitor Indeat system institutionalised | Number of districts operation | Indent system monitoring | MSD
operation of indent system in in target districts, inder system Teports
target districts
Conduct supervision according Supervision carried out Number of health facilities Supervision reports DHMTs
to national supervision according to national supervised
guidelines guidelines
DHMTs norms and standards Norms and standards adhered Improved case management Case management returns | DHMTS
applied in order to promote ard | to in health service delivery
monitor provision of quality
kealth care in the districts
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hospitals to provide referral
health services to primary level
facilities in the district

departments at hospitals

Strengthen referral | Undertake communication needs | Radio communication aad Number of health facilities Referral ransport and #BPH
system assessment provide radio transport provided linked with communication or | comrounication review DHB

phones, transport and or other | ambulance

commumication links between

district hospital, health centres

and dispensaries to facilitate

referrals

Strengthen strategically located | Referral system working Decongested out patient Out patient returns DHS

Provide training to fill gaps in
knowledge and skills

available at all levels of health

| care systems

job descriptions

district health facilities,
personnel records

Develop and introduce higher By pass fees affected Number of referral hospitals Referral register retums’ HBs
user fees for clients who by pass that have affected by pass fees | register on clients paying
the referral system by pass fecs
Strengthen strategically selected ' Strategically locared health Number of strategically HMIS returus DHMT
health centres that will provide | centres in target districts located health centres DCLG
needed referral support to identified and strengthened strengthened
dispensaries
Down grade the rest of health Rest of health centres relegated | Number of health centres DBH Dpp
centres to dispensaries to dispensaries relegated DHB
[mprove Human Assess esoure Staff gaps identified and filed Number of vacant positions Personnel record/staff DHMTs
Resources ASSESS resources filled records
formance required to support
pe implementation of health
packages Staff training peeds identified | Number of staff trained Training records RHMT
according to needs
Job descriptions for staff Nurnber of staff with updated | Staff inventories in DHMT
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¢ provision of health services

L

implemented according to
central puidelines

implementing QA schemes

{ Refine job description for staff (15‘3 description for staf¥ { MNumber of staff with updated Personrel records \ DHMT
at all fevels of health system in | available at ali leveis of health | iob descriptions |
ﬂ the district cdre system I ;
Develop and implement Moniter and evaluate staff Staff performnance monitored | Personne] confidential rDHMTs
iechanisms for evalnation of performance and evaluated records [
personnel perfurmance |
+ R— | d
Improve quality of Implement quality assurance ¢ Quality assurance Number of health factliyes QA reports ‘ DHAT
care schemes and approaches in approaches/schemes

|
1

1

Set up therapeutic committees to | Therapeutic committees Presence of integrated Therapeutic comumittes / DIIMT J
: monitor quality of care | strengthened to cover alf | monitoriog Teporis ]'
i l essential aspects J £
—
Improve Build capacity on transport Transpert management Integrated transport use Transport management L DHMT |
management of management in larget disticts improved according to plan mformation system i
transport. equipment ! |
and infrastructure [ ,
Strengthen capacity {o manage Equinment and infrastructure Mauntenance pianschedule Equipmient and OHMT :
i and maintam cquipment weil managed and maintained infrastructure record and l
infrastructiure refarns [
T ; — :
Strengthen inter Strengthen linkage witl other [ntersectoral collabaration { Inier sectoral comnuitecs ¢ Juter sectoral comimuttes l DED [E
sector colleboration | sectors at district level t strengthened and functional _Lmeeting field regularly minutesregorts !l i

Prepare and nitiate advocacy Each sector clear onroleand | Number of seciors including | District sector plans j DED
for health sector reforms and expected contributions health activities in their plans [ .
district strategies J
Promaote integrated planning, Integrated plans developed ) Planning mcetings l Minutes of commitiees DED 1

| implementation to address cross !
cutling issucs I

L
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tmplementation and follow up
of community initiatives

activities in the heajth

| centre/dispensary

| &nd health initiative

Teports

Strengthen public Strengthen links between private | Collaboration and working Favourable not duplicated HMIS 1 DHB
private mix 1 health providers, missions, telationship among health cross referrals established
NGOs and DHMT providers improved
Private health providers Comprehensive district health Extent of private health Planning meeéting reports | DHMT
inchided in health planning plan prepared providers and voluntary
agencies involvement and
representation on planning
1 committees
Conduct joint supervision ‘| Joint supervision monitoring Extent of private and Monitoring and DHMT
monitoring and evaluation and evaluation conducted voluntary agencies | evaluation reports
representation on joint
menitoring and evaluation
Strengthen collaboration for Collaboration with traditional | Number of districts have Disirict reports DHMT
alternative and traditional health | health system and other collaborations mechanisms in
system alternative systems 1 place with
strengthened traditionalralternative systems
Strengthen Conduct orientation workshops | Primery facility staff oriented Plans are according to felt Training reports DHMT
community for health and dispensary staff needs of the comnmunity
involvement on advocacy and community
1 orpanizations for health
Orient viliage health committees | Comusunities involved in Active village and community | Health centre/dispensary | DHMT
iv mobilise funds in support of setting health priorities, hezlth committees plans and implementation
health and promote community | planning, maintenance, security PrOZIEss FEpOIS,
ownership of health services of primary leve] facilities, Extent of Community community funds reports
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STRATEGY 2: SECONDARY AND TERTIARY HOSPITAL SERVICES

A Concerns and Purpose

The referral system, as outlined under Strategy 1, assumes a pyramidal pattern of referral from disper. saries
to national referral hospitals. Curative health services are provided in three levels. District level prij, 1ary
health care services (Level 1) consist of services provided by dispensarics, health centres and the dis wist
hospital. Level Il referral hospitals are code named as Regional hospitals. These offer more speciali sed
services and act as sccondary referral health facilities for the districts. Level II hospitals serve a catchm ent
population of about 1,000,000 people. In addition tu services offered by Level 1 District Hospitals, L vel
11 hospitals offer more specialised scrvices in medicine, psychiatry, oral health, surgery, child heal th,
obstetrics and gynaecology. At present there are such hospitals in 17 regions of mainland Tanz:nia
(except Mbeya, Pwani and Dar es Salaam). Mbeya region is in the process of constructing a new regic mal
hospital.

Highly specialised medical and health care services are provided at Level IIT (tertiary) referral hospit als.
They also offer both formal and in-service training to different medical cadres and conduct resea €
activities, At present, level 1l referral services are provided by four referral hospitals at Muhint al:
Medical Centre (MMC) in Dar es Salaam, Bugando Medical Centre (BMC) in Mwanza, Kilimanjat ©
Christian Medical Centre (KCMC) in Moshi and Mbeya Referral Hospital (MRH) in Mbeya, Dodoma anc \
Mtwara are carmarked for the next tertiary hospitals. In addition there are national hospitals which provide

specialised services in psychiatry (Mirembe lHospital/lsanga Institution in Dodoma) and tuberculosis

(Kibong'oto Hospital in Kilimanjaro Region).

Public hospitals, through the referral system, provide the backbone of increasing levels of curative care 1n

support of primary and district health scrvices. The expansion of the number of these hospitals has major

budgetary consequences. Although level 11 and Jevel 111 referral hospitals consume a high proportion of the

health budget, the quality and availability of their services, the efficiency and cffectiveness of their

management and the access of the poor and vulnerable to hospital care are seriously compromised. Basic

essential medical equipment, drugs and supplies are often not available. Many of these hospitals are faced

with shortages of specialists. In addition, they also provide a large measure of primary health care services

m addition to specialist services, which often leads to overcrowding and ineffective use of available

resources. ‘The physical superstructure has also suffered (with many of the facilities in a serious state of

disrepair) due to under-funding and lack of maintenance.

Large public hospitals, especially referral institutions, are multi-faceted, complicated organisations which
are difficult to run well -~ not only in Tanzania but everywhere in the world. Often they are inefficient and
expensive, their contribution to public health is quite limited and they serve only a small proportion of the
population, favouring those with higher than average incomes, usually in urban areas.

Tanzania has remained strongly committed over the past two decades to strengthening Primary Health
Care (PHC) and district health systems -- reantorced by studies indicating that PHC was much more cost-
effective than hospital care. The main strategy towards hospitals has been to try cutting the large share of
the health budget that they received. However political and other constraints have prevented a reduction in
the size or number of hospitals, so funding cuts have mainly effected maintenance, equipment, supplies,
and other non-staff costs. As a result, the share of health resources for PHC did not increase substantially
(and currently stands at about 52% of the recurrent health budgetl), but the quality and efficiency of
hospital care has dropped. The failure to shift resources and the decline in

b Waorld Bank PEFR Tearn Tunzanian Poblic Expenditure Review in the Health Sector, p.14
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hospital care can also be attributed to the limited analysis or systematic planning of hospital services. and
the lack of major initiatives to improve their performance.

B. Current Status

Majority of hospitals offering level Il and level 1 services operate under direct government supervision
except {for Muhimbili Medical Centre which has a semi autonomous Board of Trustees. Bugando Medical
Centre and Kilimanjaro Christian Medical Centre are autonomous in that they have independent Boards.
The remaining tertiary and specialised hospitals Mbeya Referral Hospital, Mirembe Hosprial/Isanga
Institution and Kibong’oto Hospital are governed by boards indirectly managed by the Ministry of Health.
Also, Management Comimittees under direct government financing and supervision administer all lzvel 11
(regional) hospitals. These hospitals are in a currently in a critical situation with deferiorating standards,
services, facilities and capacityas examplified by:

(1) A continuing drop in the standards and availability of hospital care, so that a virtual collapse in
public referral hospital services has become a real possibility, particularly with the rapid loss of
skilled medical and nursing capacity to the private sector. _

(1) The decline in public hospital services has the greatest effect on. The poor and dis 'a.dvaptaged, are
increasingly getting no care, or setting very poar care, or experiencing crippling fin ancial burdens
when they tall ill.

(i)  Deepening public disillusionment, discontent and dissatisfaction with @l goverrment health
services, because its perceptions are strongly influenced by the quality and availability / of hospital
care.

Ihe three major reasons for these difficulties with hospital services are financial constraints, dt ‘teriorated
infrastructure and, in particular, under-management. '

These conditions have made it extremely difficult for hospital managers and staff to work effectis ely. The
fact that many of them are .still struggling to provide good services and often succeeding de:pite the
difficult circumstances, is a strong indication of their perseverance and dedication.

C. Key Components

Reform of Hospitals Services

The Health Sector Reform Programme of Work intends to transform curative services particularly ﬁ'li
referral and regional hospitals, with the aim of achieving devolved and decentralisizd management
authority, broadened hospital financing, strengthened management performance improvem  nt in rescurcey
and infrastructure by concentrating on proving refetral health services and living of some of the primary
level curative health functions currently being undertaken.

MMC has been chosen as the first priority for reform, so that reform at secondary and tertiary hosy )ita]j:r
will be built on jts experience, successes and mistakes. In addition the lessons over the past LW yea.s 0
MOI and ORCY in piloting many changes will be valuable for the other hospitals and the referm pracess
itself. '

The roles of national specialised hospitals needs to be revised. Also, a comprehensive reform is Tequit ed
in almost all referral hospitals encompassing reforms in managemeut of dccentrqlistd hea ith Cc\\'-
financing, public-private-mix of service delivery, organisation and structure of public health s ervices,
health research and preparation of health packages to be provided by cach health facility.

'The objectives for hospital reform will be to:

« Ensure the quality, accessibility and availability of essential hospital care
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o Establish the equity, cfficiency, alfordability and financial viability of reterral and regional hospitals

* Strengthen the referral system, so there are effective referral and regionsl hospitals to back up and
support other health services, and health sector resources are used appropriately

* Keep the hospitals’ share of the health budget from increasing, and if possible reduce il somewhat.

*  Base future hospital development in the country on well-formulated strateg ic plans

*  Deligate primary curative health services to the district
Introduce by pass fees in order to strengthen comphance to referral.

To achieve these objectives it will be necessary to transform referral and regiond) hospitals into well-
managed. efficient and effective institutions -by reforming: almost all hospital services; the systems,
procedures and structures of management; aind the approach and attitudes of managers and staif.

Strengthen Mol Capacity to oversee Hospita) Reforms

By the end of the reforms the Ministry should have ceased instructing, controlling and -supervising most
aspects of hospital management. Instead, it should establish goals, targets and policies for the hospital
services that it wants provided. '

Strengthening of hospital management

(1)

(1)

(iii)

(iv)

(v)

{v1)

(v11)

Separation of responsibilities: between those paying for hospital services (i.e. the Minmstry
of Health and other customers) and those delivering services (1.c. the hospi'tals). The
Ministry will thus exercise its influence over hospitals mainly through the process of
payment for services.

Clarity: each hospital will have a framework document clearly describing its role, service
aims, objectives and how its performance will be measured. It will also spec:ity the
responsibilities and accountability of hospital boards, executive directors and the M finistry
of Health. : :

Management self-sufficiency:  reformed hospitals will still remain subject to goverament
policies and poiorities, but their Boards and Executive Direclors will have maximu:m
control over their resources, with no interference from the centre of government.

Modern management practice: by using strategic and businesg planning, commercial
style financial management and independent external auditing, hospitals will know the real
costs of their services and be able to manage on the basis of resource consumption rather
than just cash

Customer satisfaction and guality care: hospitals will focus on their patients and other
customers, find out what they need and check that they are being satisfied. *‘Customer
satisfaction” will be one of their performance measures

Continuous improvement: each reformed hospital will have Key Performance
Targets, and  achievements will be published to provide transparency and enhanc::
accountability. ' '

Freedoms and flexibilities: to vperate in a business-like way hospital boards and
managers need to be freed from many current rules and regulations, so they would
normally be given freedom over such areas as recruittnent, appointment and management
of staff; posts and conditions of service; financial authority; choice of

suppliers; purchasing and confracting; and acquisition and disposal of assets, especially
land and buildings
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{(vii)  Fingncial viability: more effective income-generating measures will be introduced at
hospitals to increasc financial self-sufficiency, but with safeguards to ensure equitable
access for poor people to essential care and cross-subsidisation of services for them with
income from private patients and other sources

{(ix) Internal Devolution:  strengthening the management of divisions, departments and other
service units within a hospital by increasing their authority over resources and their
accountability for performance and outputs; establishing cost-centre budgeting and
accounting; and creating single lines of authority.

Strengthening of nationa! health services

) Linkage: Hospital Reform will complement and reinforce the other elements of Health
Sector Reform by: strengthening the referral system, developing better back-up services and
technical support for district and primary care; increasing hospital collaboration with training
institutions to improve the number, capacity and skills of health workers; and building support for
appropriate research in areas of priority health needs

(i1) Financial restraint::  keeping the hospitals’ share of the government’s health budget from
increasing —— and if possible reducing it somewhat

(i)  Strategic management: introducing the “eyes on, hands off” approach at national level, so the
Ministry of Health can watch what is going on at a strategic level but not get involved with the
day-to day operations of hospitals

(v)  Focus on national hospital priorities:  developing a national capacity to plan the equitable
distribution of hospital resources and services; to establish policies and guidelines to ¢nsure equity,
accessibility and accountability to stakeholders; to develop output and performance targets for
hospital services based on national needs and available resources; to monitor and assess hospitals’
achievements of their targets; and to allocatc funding according to service delivery needs and
hospital perforrhance and outputs.

Strengthening Referral system

The referral system, from levels T to level 11 health facilities assumes a pyramidal pattern. The poor state
of health services has led to collapse of the referral system and led to by-passing onc level of service to
another. ' ’

Strengthening of health service delivery will go hand in hand with strengthening of the referral system. It
is envisaged that level II and level 111 hospitals will operate out-patient departments for referral cases
only. These hospitals may operate fast-track (high cost) out patient services for customers by- ~passing
lower facilities. Jn major urban centres it may be necessary to identify and strengthen level I health
facilities, which will have the mandate to refer cases to higher level facilities.

D. PLANS FOR IMPLEMENTATION OF HOSPITAL REFORM

Year 1 Reform of Muhimbili Medical Centre, situational analysis in District and Regional
Hospitals based in 35 districts and situational analysis for Mbeya Referral Hospital.

Year 2 Strengthen capacity of district and regional hospitals based in first 35 disticts to provide
referral, and sityational analysis in the next 35 districts. \
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Year 3 Strengthen capacity in the second 35 districts, Mbeya Referral 1lospital and situational
analysis in the remajning districts

Year 4 Strengthen capacity in the remaining districts

Year 5 Evaluate the implementation of Hospital Reforms.
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D. PLANS

LEVEL 2 AND LEVEL 3 HOSPITAL SERVICES

Objective: Improve the management, quality of services, efficiency and financial viability in level 2 and level 3 hospitals that support primary
level services, teaching and research.
SFECIFIC ACTIVITIES OUTPUTS INDICATORS MEANS OF RESPONSIBLE
OBJECTIVES YERIFICATION UNIT/PERSON
Effectively plan Conduct situation analysis in tevel 2 and | o Situation analyses of all e Analysis reports DHS
and manage the Jevel 3 hospitals including financial specialised, referral and £
reform process in Inability training needs for capacity regional hospitals
individual haspitals | Building
at all levels
Form a hospital reform commitiee in cach | » Hospital reform committees ¢ Annual hospital DHS
hospital operational reports
Review lessons learnt in pilot reformis of | ¢ Review resulis presented ¢ Review reports DHS
MOI, ORCT and other hospitals and apply
as appropriate '
Prepare and implement change ¢ Change management e Workshop reports DHS
maznagement stakeholder stakeholder consultation and documents '
Consultation plans plans s  Progress evaluation | DHS
reports
Prepare and implement a stratcgic plan *  Hospital strategic plans ¢ Hospital strategic DHS
for each hospital prepared and implemented plans
¢ Progress renaris i DIIS
Prepare tools for menitoring reform | e Monitaring tools for the s Evaluation repon DHS
process for each hospital and implement reform developed and DHS ]
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SPECIFIC ACTIVITIES CUTFLTS INDICATORS MEANS OF RESPONSIBLE
OBIJECTIVES VERIFICATION UNIT/PERSON
!
implemented - i
Proved support for models in support of Models for hospital reforms BE ;
Hospital Reforms (at MOI, ORCI and researched and tested ;
other hospitals} ' ;
-1mprovc Appoint or reconstitute and Orient new Hospital Boards. Executive L
management Board, Executive Management Team Management Team «  Progress report PSDHS
of level 2 and apponted
tevel 2 hospitals L
Progressively revise the organisation New organisation structure s  Organogram DHS
structure ¢f the hospitals Prepared é
Establish on-going change E
Management process o
Devolve authonty and accountability to »  QOrganization Boards ]
lower levels of management Authority and structurereports EDMO U'c t
accountability devolved to :
departments/units
Develop management mformation MIS in all hospitals »  Annual report vF
systems and link to performance targers. 3
outputs and unit costs j
institute on-going process of Human Resource e Plans Boards E
management capacity building Development plans ED/MO /e !
and institutional development developed E
Establish new procedures & systems to Increased stakeholder »  Bascline and Boards |
ensure that the Hospital Board and satisfaction with hospital subsequent surveys | ED/MO vc E
Management are accountable to performance i
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SPECIFIC ACTIVITIES OUTPUTS INDICATORS MEANS OF RESPONSIBLE
OBJECTIVES VERIFICATION UNTI/PERSON
o the MOH/regional authorities, fhe
patients and communities they serve
Improve quaiity of | Stenpthen capacity for delivery of e Hosnital standards and +  Guidelines
patient-care and clinical. nursing and clinical supportive piidelines for patient ¢ National standards HMTEMT
clinical support | services management developed and guidelines
services in level 2 e Specialised training for
and level 3 health professionals
hospitals conducted i
. e . ]
Review and establish standards, s Guidelines and standards »  (Guidelines HMT/EMT
procedures and structures for patient care
mapagement E
1 Establish and implement a system for s Quality assurance scheme +  HMIS report
quality assurance and rmonitoring of approaches for all s  Periodic quality HMT/EMT f
comprehensive patient care aspects (clinical diagnostic, assessmieni report
and therapeutic
implemented
Adapt natignal guidelines to revise and +  Composition of hospital e Number of e Minutes of
broaded the composition of therapeutic therapeutical committees hospitals with dugnostic and
commtittees to include responsibility for revised and broadened. therapeutic therapeotic
quality assurance of diagnostics and committee committees meeting, | HMTEMT L
therapeutic scrvices functioning
according to
revised guidelines L
Develop protocols and implement quality | ¢  Quality assurance Number of hospital +  Minutes of
assurance scheme/ approaches for al schemes/approaches for all | with quality assurance diagnostic and HMT/EMT
aspects of clinical diagnostic and aspects of clinical and incentive schemes/ therapeutic ;
therapeutic services (including an diagnostics and therapeutics | approaches commiittees CMQ i
incentive scheme). implemented '
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Assist voluntary agencies and private Voluntary agency and Improved quality s Periodic quality DHS
health care providers imprave quality of private hospitals assisted 10 of care in assessment reports ]
care according to national standards and recruit trained staff. acquire voluntary agency ber
noms. affordable equipment of and private h
good quality and establish hospitals. ;
mairttenance system
Cross-referral of
patients :
Joint supervision
visits conducted.
Broaden and Implement a plan for the introduction Financial guidelines and ¢ Financial
improve health strengthening of appropriate financial procedures developed management DHS/DPP/CA
financing options procedures manuals and reports
and fluancial Develop the finance management Introduction of procedures ¢  Performance
management 1o capacity of the Hospital Management commenced in ali hospitals appraisal reports
move forwards Team and finance department Training programs
financial viability introduced,
of level 2 ?md fevel - Identify'develop sources of Number of financing s Balance sheet EDy
2 HOSPHal revenue, and improve collection options introduced MO e
3 i;?tﬁces Introduce a business oriented approach Proportions of own income « Financial reports
to financial management throughout the contribution to recurrent ED/
safeguards 1o |y pital. which includes detailed budget o Financial reports | MO
:le.—ll;::ble budgetary controls, business plans as well Bussiness oriented
access to as the wide use of management reports accounting policy apphied e Financial procedures
essential care ‘ _ documents i
for poor Strengthen external and internal auditing External and intcrnal e Audit report D ‘ :
peaple auditing mechanisms MO e
established L
Introduce cost centre accounting and unit Cost centre Financial «  Cost centre
costing statcments Financial statements B

45




Healtht Sector Reform Prograziime of Work (POR’): July 1999 — June 2662

| Develop criterial for exemption of
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Exerpiion thiterial and ¢ Exemption regisies Er

! poor people and introduce ! mechanisms for exception ED [
1 mechanisms for subsidisation of of poor people introduced > Minuigs of MO e t
services with in come £57 other exemplion meetings ‘

source *“‘;é

Introduce Review and introduce policies. = Staff employed directly by s Staff conmacts DHR E
comprehensive, systems and procedures for managing hospital DAF ;
effective and active | human resources ED i
buman resource MOic
management ; 5
Establish the huran resources o  Human resources ®  Oreanegram of E

! departments in level 2 and level department and plan Human resources ED ¢
3 hospital established department and MG ¢ ;

HRH plan g

Identify requirements for specialised s  Requirements for ®  ASSESSMENt reports ED f

personnel to fulfil the referral of level 2 specialised personne] MO v :

and levels 3 hospital dentified.

Recruit and retain competent specialist s Competent specialists ¢ Personnel records ED E

personnel recruited. MO i ’

Strengthen and Develop and implement policy »  Plans for administrative Boards g
Integrate Procedures and organisation systems and staff training ED &
Administrative Structure for: Medical records, plan elaborated MO e E
and clinicat Information systems, Laundry, Catering, i
support system Security, Transport Services, Estates and E
-Housing, Communications

Strengthen capacity for administrative support | s Recruitment and staff trainfng «  Plaps ED [

systems plans elaborated MO e £

Strengthen and mntegrate chinical support Well detined and integrated ® [nteprated requisition ED !

systems (including drugs, diagnostic and hospital supplies department and issues MO t'c i

B dental supplies and systems established »  Stock taking reports g
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manage, aad
maintain them.

plans for future maintenance
development

harmonised with MMC
reforms

T —
Tdentify and acquire specialised clinical Specialised clinical equipment | Assessment reports ED
equipment and other facilities to fulfil the | and facilities identified and MO ik
referral functions of level 2 and level 3 acquaired Inventory lists
hospitals
Set up/strengthen clinical Equipmest plant and craft Maintenance schedules ED
equipment, plant and crafts maintenance workshop MO ife
management, maintenance and established/strengthened or
repair system, contracted out '

Set up/strengthen estate management and | System established or T Maintenance schedules ED

in trastructive mainfenance system contracted on MO ik

Provide transport and strengthen Transport provided and Maintenance schedules ED

transport management system transport management system Plan MO i/c
strengthened or contracted out Project reports

Rehabilitate Institute hospital policy for { Policies and plans developed s Plan ED

equipment plast maintenance, replacement and MO /e

and buildings and | disposal

establish systems : : I _

and capacity to Assess existing capacity and develap | = ADB Rehabilitation project

Develop capacity 10 manage
and maintain available facilities.

L1

Implement Hospitals’ Rehabilitation Plan

| and harmonise with the hospital reform

process

¢  ORTE Project harmonised
with hospital reform
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Strergihen the

[ Develop and implement guidelines and

= Referral guidelines and

and equipped

referral system at | procedures for effective referral of procedures develop. DHS
level 2and level 3 | patients (and services)berween level 2
hospitals fo support | and level 3 hospitals and other levels of *  Standard referral forms
1 level | hospital the health systern (for public private, and developed to include
services VA health providers). : feedback report _
. Clarify roles of different levels of the Roles and functions of each Hospital HMIS Report DHS
referral system. referral leve] clarified.
Develop and implement feedback « Feedback provided to »  Feedback reports - EDMO ve
mechanism from kevel 2 and levels referring levels standard
3 health facilities to lower referring feedback forms ¢ Feedback register
levels »  Feedback register
established anzd maintained
in level 2 and level 3
hospital
Strengthen Conduct situational analysis of Situation analysis of oral s Agsessmen! report DHS
specialised in Jevel | specialised services {oral health, mental mentral health, Diagnostic
2 and level 3 health, Diagnostic services, Equipment services medical equiprnent,
haspital and maintenance, mortuary and Blood mertudry and Blood transfusion
institution transfusion services m leve 2, 3 hospital services conducted
Develop and implement plans for . DHS
strengthening specialised services,
Oral Health Dental equipment i dental * Implementation
clinics rehabilitated plans DHS
Dental laboratories established ¢ Reportts
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Mental Health

»  Documentation, taining
and research capacity of the
National Mental Health
Resource Centre
Strengthened.

= Appropriate
* Equipment
*  Manpower

Assessment reports

| Services and training a

Mirembe and Isanga
Institetion upgraded
and Established.

i
*  Assessment reports

Psychiatric Units in

-level 2 hospitals

established or
straightened.

Diagnostic Services

Role of central
pathology laboratory at
MNH as a National
reference laboratory
detailed.

Implementation plans

R

Laboratory services of
Mbeya Referral
Hospital upgraded to
category a standards

292

KCMC Research
Laboratory integrated
with clinical diagnostic
labaratory
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L]

Histopathology
services at Bugando
Medical Centre
established

Blood transfusion services at all
fevels strengthened,

Suppart provided
} for nationat and

referral functions
of service delivery,
teaching and
research

Develop a Memorandum of -+ «  Memorandz of . Agreement
Understanding between the hospital and Understanding developed documents
the MUCHS and proceed to implement

- L
Develop working relationship of the . .
hospital with MOI and ORCI
Develop and implement good referral *  Referral guidelines in place | » Guidelines

procedures between the hospital and other |

levels of the health system

{ Analyse the situation of the Central

Pathology Laboratory and Equipment
Maintenance Workshop and determine
fature relationships

Analyse the situation of heaith staff
training which will not be the

responsibility of MUCHS, and determine

future arrangements and accountability
for this.

Situation analyses
conducted and plans
developed

Reports and plans
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Provide teaching facilities for attached e  Plans for implementation or | @ s Plans
health worker training schools guidelines developed
Develop and implement good referral . » .
_procedures between the hospital and other |
levels of the health system
. L] L] ]
Strengthen services | Suppert reform pilot project at MOI +  Reviews nndertaken . " | s Review reports
in specialised -
hospitals and
1 institutions . ; .
Introduce contract employment for » Contracts agreed . e Contracts
hospital staff in MOI with the start of
Phase II operations !
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STRATEGY 3: ROLE OF CENTRAIL MINISTRY OF HEALTH

A. Concerns and Purpose

With the devolution of power from the central to the local level, the role of the MoH headquarters will
be: to formulate technical policies, regulations, legislation; and to develop guidelines to facilitate the
implementation of the national health policy. At present the MoH has limited capacity to analyse macro
policies and to develop specific technical policies required to meet the ongoing Civil Service Reform.
This concern is underscored by the limited training of staff, lack of policy information and dissemination,
weak advocacy, and inadequate logistics. Closely related to the requirements of policy formulation and
analysis, is the need to further improve the Health Management Information System (HMIS) so that
performance in the decentralised system is measured and can be used for policy decisions.

B. Current Status

The MoH clearly understands its new role as facilitator of health services and overall initiator of health
reforms.

As such therefore the Moll is embarking on piloting a number of sectoral imitiatives, e.g. CHEF,
establishing district health boards (DHBs) in districts where reforms zare being tested. It is also
developing guidelines to streamline the process of decentralization. In order to effect the HSR, the MoH
with collaboration with Local Government and Civil Scrvice Department a2 number of workers have been
retrenched to reduce the size of workforce and to improve the quality of work. This is a major challenge
to the MoH as retrenchment without creating incentive packages might not be achieved accordingly.

However, Moll currently is involved in rethinking of the norms and standards in view of the
mushrooming of private practice facilities in urban areas most of which observe abysmal standards and in
so doing 1s compelled to introduce an inspectorate unit and review the existing legislation so as to bring
1t in linc with on going HSR.

MoH have already started the process of improving the quality of services for example Integrated
Supervision guidelines and training guidelines on quality assurance are being developed. Similarly the
MoH is appreciating the desirability of integrating vertical programmes which were hitherto controlled
either from the centre or directly by donors.

This doesn’t undermine the integrity of vertical programmes as most e.g. EDP, EPI and Malaria, have
had a very significant role, but which now need to be incarporated into PHC management.

The MoH are training DHMT in HIMS in almost all districts and advocacy and communication sirategy
has been developed. MoH is equally well then on imparting necessary autonomy to the statutory bodies
like the Medical Council of Tanganyika, the Nurses Council, Pharmacy Board etc.

In line with the re-defination ot its role according to the HSR, there is a need to MoH HQs to have a well
representative organisation, functioning and management restructuring to increase central level
etficiency.
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C. Key Components

Policy development & analysis

Support will be provided to further develop the Central Ministry of Health’s capacity to formulate,
develop and implement policics. The Ministry of Health will not merely analyse health issues and
formulate health _ '
policies, but also translate them into operational plans and programres that are feasiblc, implementable
and can be monitored and their impact evaluated. :

Decentralisation/Devolution of Power

Central Ministry of Health will have the overall responsibility for the on-going decentralisation a_nd
health reform process. It will formulate training programmes and ensure that the health refornis are being
implemented. The RHMT will supervise and coordinate districts to ensure that HSR activities are
implemented.

At the regional level, the RHMT will supervise and coordinate HSR activities to ensure that tizey are
implemented.

Links with Civil Service Reforms

The government is in the process of streamlining the civil service to increase productivity. The obje ctive
is to reduce the growth and size of the governments’ workforce, yet ensuring an uninterrupted delivery _"3f
services and improved quality. Employment will be service-demand driven and reward-based on qu ality
performance and dedication to service. \

Organisational structure

The Ministry of Health is being reviewed by the Civil Service Reform Programme for re-adjustment and
will take on a smaller structure with its functions and roles defined. The staff is expected to be rc(}uced
and the remaining motivated for better performance. The Boards/councils and comnnissions are going 1o
be autonomous such as Medical Council, Nurses Council, cte. while Government Chemist will become
an agency.

Setting norms and standards

The national basic package of essential public health measures and clinical interventions i:s being defined.
The package is expected to be a way of setting national priorities for tackling the major h\f:althvproblgms
in Tanzania. The interventions in the package will be defined according to the level of the Sfacility. Clear
guidelines and protocols for each component of the package will be defined. Health v\_'o.r‘l{ers will 1?(:
trained in the effective implementation of the package and interventions activities will be incorporated in
the district health plans.

The successful provision of a cost-effective package of essential interventions entails the existence of
quality in the delivery of health care. MoH will develop the necessary standards to unprove gu.:allty of
care and ensure that the different health personnel will be trained to perform their tasks acoording; to the
standards. MoH will also oversee that the standards are applied in private pracﬁz:g,
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Performance mopitoring and evaluation

Work in this area will focus on strengthening the development of relevant performance indicators and
building up the HMIS and operations rescarch. MoH will need training in these areas together with
better information technology, and support for dissemination of information.

Integration of Vertical Programmes

MoH’s present organisational set up has led to the existence of numerous vertical programimes that
sometime compete instead of supplementing each other. Vertical programmes have resulted in
duplication of funetions such as training and supplies as well as a serious lack of co-ordination The final
outcome has been an uneven distribution of health services in the country, MoH recognises the urgent
need for integration and is committed to fully support and guide the process in collaboration with all
stakeholders and partners. :

Necessary legisiation in view of HSR

A number of Acts and regulations that are directly or indirectly given to guide health professional bodies,
practice, and the public health administration need to be reviewed and new ones to be formulated to
accommodate the changes in the legal framework of the HSR, as follows:

Legislation to be reviewed.:

‘The Medical Practioners and Dentists ordinance Cap.409
Nurses and Midwives (Registration) Act 1997.

The Private Hospitals (Regulation) Act 1977 as amended.
Pharmaceutical and Poisons Act, 1978

The Opticians Act, 1966

The Mental Diseases Ordinance, 1937

Public Health Legislation and Regulations

Any other legislation in view of HSR

s & & & & ® * »

Legislation to be formulated:

* The Health Services legislation
» Any other new legislation in view of HSR

Advocacy for HSR and Communication

Reforms in the health seetor are still new concepts among politicians, health workers, other stakeholders,
and the populations, Without their awareness and involvement in all the stages of the reform progess, the
commitment will not be there. MoH has therefore already developed a communication and promotion
strategy.  Activities to propagate the reforms include establishing national, regional and district’
communication teams; conducting training workshops, advocacy seminars and sensitisation meetings for’
health providers, religious groups, media personnel, health providers, and health facility staff ;
developing information material for radio and television programmes, news flashes, cartoons and press
releases: production and distribution of leaflets, posters and fact sheets; and promotion of traditional and
cultural media in schools and villages.
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Research Development

Health systems research should be encouraged to be done by Mol programmes, the private sector, health
practitioners and the communities themseives. It will include learning how to work with other sectors in
a wide development of activities that may prove as important for health as the tasks undertaken in the
health sector. Furthermore, evaluative research should be encouraged to determine the cffectiveness,
acceptability and efficiency of the health services and programmes and also to appraise p]anncd
activities. Nationa! guidelines specifying priorities will be developed and revised regularly based on the
experiences and results. This will also ensure that systems research results are put into use in the delivery -
of health care.

"l“he Health Systems Research Unit in Mol will be responsible for health systems research activities,
including behavioural research. The unit will formulate, supervise and research activities. Its role is not
to carry out research activies itself, The Unit needs to be strengthened and more {unds allocated. MoH
will -
financially support operational research initiatives, facilitate the establishment of a documentation data
bank, and the means for dissemination of research results. MoH has already set up a research fund.

Biomedical research will be approved, monitored and evaluated by National Institute for Medical
Research (NIMR) which will oversee that the biomedical research is in consonance with the national
priorities. NIMR has started to undertake systems research as well. With the strengthening of the Health
Systems Research Unit in MoH, negotiations will be undertaken with NIMR to limit ils role to
biomedical research only.

Strengthening the Statutory Agministratiw and Regulatory Bodies/Institutions

There are categories of statutory administrative and regulatory bodies with specific functions to regulate,
license and perform certain field of administrative activities. Statutory bodies which include the
Tanzania Food and Nutrition Centre, National Institute for Medical Research, National Food Control
Commission and Medical Stores Department will be strengthened and given the necessary autonomty to
perform their functions. The Government Chemical Laboratory will be transformed into Executive
Agency. The autonotny will aim at 1mprovmg income generating achvmes and better financial
management.

On other statutory regulatory bodies like the professional regulatory bodies which include the Medical
Council of Tanganyika, Nurses and Midwives Council, the Pharmacy Board, the Optictans Council,
Pharmacy Board and the Laboratory Technologists (Registration) Council will be given the necessary
autonomy 10 strengthen the different professions in the the health sector. Their primary furrction relates
10 training and maintenance of standards of professional practices whether private or public. Autonomy
has to go hand in hand with a mechanism for adequate funding of their activities. Similary, other
regulatory bodies such as the National Food Control Commission, the Private Hospitals Adyisory Board
and the Private Health Laboratory Board will be strengthened in order to ensure that quality of service is
properly maintained.

h
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STRATEGY 3 ROLE OF CENTRAL MINISTRY OF HEALTH
OBJECTIVE: Ta irﬁprove capacity for sector wide management; policy development, analysis and national

planning; development of

guidelines for national policy implementation; performance monitoring, evaluation, legislation and regulation of service

delivery and practice.
Specific Objective Activity Oufputs Indicators Means of Vertication Responsibié
Consclidate the néw
central MoH structure for
implementation of new
functions and roles
| Disseminate the new MoH Organization structure Roles and responsibilities | Knowledge of the DAP
organisation structure to ali MoH disserninated understoad understanding of officers
staff, health institutions and partners on their roles and functions
Appoint/recruit personnel with Heaith Service staffed Recruitment of skilled | -Staff list with DAP
required qualifications. Skills and | by skilled health personzel credentials/qualifications
experience to fill positions in the new | personmel
MoH structure and retain them by
appropriate renmuneration and working
conditions
E Orent/re—orient key MoH staff on Staff oriented Number of staff oriented | Orientation reports DAP
| their new roles functions and
responsibilities
Develop and establish machanism for | Mechanism for Types of mechanisms Pericdic reports DPP

inter-sectoral collaboration in sector
wide management of health care
delivery services :

intersectoral
collaboration established

established and
functioning




coacepts of health economics and

_planning

economics and planning
in place
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| | |
Bulld capacity for policy ;
development, analysts and
national planning for
health :
i Provide required skills to members of | Skills in health planning | Number of technical Training reports DFP !
the budget technical commniittee in budgeting and financial | committee tramned :
health planning., budgeting and management provided [
financial menagement in line with :
Health sector reforms :
Introduce modem communication and [ Communication and data | Number of facilities and Inventory DPP
data processing facilities : processing facilites equipments provided
! installed
Provide technical support to MoH ! Technical support for Number of sections Reports and plans DPP
sections. regions and districts for i planning provided districts and regions :
development, interpretation gnd ! supported in planning and |
planning for implementation of budgeting
nationa! policy guidelines i |
‘ | 5 ?-
‘Strengthen co-ordination of health - Health system { Number of health systemn | Research reports | DPP [
systems resgarch identification of Research ! research conducted on F |
research problems, dissemination and strenghened i identified problems :
utilisation of research results
- Inventory of
research in place ]
; 's
Orient/re-arient McH staff in modemn Skills in health Number of staff oriented Orientation reports DPP
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Devciopirevise and
implement joint plans for
advocacy and
communication of HSR
with MRALG. Other
sectors and partners.

Prepare plans for advocacy and IEC Plans for advocacy Advocacy plans foreach | Plans of actions DPP,
on HSR with MRALG and MoE prepared level in place MoE d
MRA&LG
Facilitate/conduct advocacy and IEC Advocacy conducted Number of district with . Advocacy report PP,
for HSR in target districts advocacy conducted ' MoE
' 1 MRA&LG
Surpervise, monitor and evaluate Supervision. monitoring | Number of districts Reports DPP.
implementation of advocacy and IEC | and evaluation I supervised monitored and MoE.
plans conducted evaluated MRA&LG
Decentralise and develove
power to disticts.
Develop/revise criteria and gutdelines | Criteria and guidelines Availability of criteria Guidelines DPP.
far establishment, composition azd established and guideline CSD,
functioning of DHBs MRA&LG
Provide Local Authorities with | Technical assistance Number of districts Technical reports DPP 1
information and techrical assistance provided supported

for establishment of DHBs
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!

—

: ! Grient DHBs members on toles, Members of DHBs Number of districts with 1 Orientation reports Dr® l
s | functions and responsibilities Oriented oriented DHBs L o
¢ Developirevise policy and !
. operational Guidelines for
| implementation of
! national health policy
! I
i Develop/refine essential health Nationdl essential health | Essential health Health package document | CMO l
: packages and guidelines for priority | interventions package interventions package for
setting and costing for different leveis ; established and costed. each levels of health care
! of care delivery available, N
1 Support preparation of District supported to Number of districts with Comprehensive district DPP
Comprehensive district Health Plans prepare compresensive | comprehensive health health plans ! DHS
and setting priorities according to health plans plan . DPS
¢ available resource envelope DHR o
Developirevise guidelines for health Guidelines Types of guidelines Guidelines document DPS
promotion prevention, management  : developed/revised available
centrol and surveillance of
communicable and non-communicale |
diseases
! i
Establish norms and standards for Norms and standards Types of nerms and Norms and standards CMO
health practice and health care established standards available documents
facilities
Develop/revise policy and operational
guidelimes clinica, diagnostic, Guidelines Types of guidelines (Guidelines documents : DHS
therapeutic and referral services in developed/revised avatfable ‘
delivery of curative kealth services |
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L |
Develop guidelines processes. | Guidelines processes | Integration Plans Plan documents BPP
machanisms and plaos {er aradual mechanisms and plans available DPS
integration of service delivery part of | developed [.
veriical programmes. :
Devetop mechanisms for
perforrance monitoring
and evaluation of health
services
{.Performance indicator, :
Develop performance indicators, models and Indicators. models and Protocals, MOU and DHS
models and regulations for contracting | Regulations developed regulations agreements DPP
and reporting of health care delvery. Available
Develop MoH staff capacity in Capacity of MoH Number of staff trained Training reports CMO
contracting, performance monitoring, { technical staff developed
allocation system and capital planning
Design and implement performance Performance monitoring | Performance monitaoring | Reports and protocals | CMO
monttoring, allocation system and and incentive and incentive mechanistn '
incentive mechanisms. mechansism designed in plance
and implemented
Strenghthen National Develop appropriate-national plans ¢  Plans and policy *  Avajlability of policy | *  Policy guideline and DHS
Systems and capacity to | and policy guidelines for Hospital -guidelines guidelines and plans plan documents
oversee hospital services | services and reform developed
Establish systems and capacity for + Contracting, +  Avallabilitv of s  Framework documents | DHS
contracting, financing and monitoring financing and systems
hospital services monitoring systems | e  Capacity building
established plans {
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Assist bospital to introduce reforms

Referral and
Regional hospital
] teforms assisted

| v

064,57
o z f R
e Availability of plans ; Financial plans | DHS ;
and criteria for | MoF -

financing

Develop and revise the
legal framework needed

SIS SN

!
!
for the Health Sector ',
reform, ;’_ 1 i
' |
Formulate new and revise existing Legislation formulated | Number of legislation | Gazetted Acts ‘ DPP i
health Jegislation to provide legal and revised formulated and revised ! l
basis for implementation of various | i i
policy guidelines and to accammodate | I {
old and new management structures in f I l
line with HSR. i ] |
T l [
Canduct advocacy for revised legal Advocacy conducted Number of target groups 1 Reports | DPP ;
framework oriented o N |
Public Health legislation i i i
Harmonise and consolidate existing cansolidated Availability of the single | Gazetted Act DPP :
pubhic health legislation into a single Act for public Health i
Act, : [ :
| |
Invalve various stakeholders in the Stakeholders involved in | Number and categories of | Reports . DPP
process of formulating and revising the process of stakeholders involved | |
health legislation. formulating and revising ‘ [
jl_health legislation '
Strengthen MoH legal unit to meet MoH legal Unit Number of additionat s Personnel data and job | DPP
increasing demands of {egal support strengthened staff recruited and trained description DAY
for various MoH sections in line with e Staff with relevant
HSR and sector wide mapagement of Post graduate training
| health care delivery ]
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Regulate Service delivery
and health practice ta
ensure provision good

quality health care
services in public,
voluntary agency and
private health care
facilities
Strengthen the Health Inspectorate Techmical and 1 Checkiklist for | Supervision Reports of the | CMO
Unit of MoH and establish technical Management Audit for | supervisors/Inspecior ! Inspectorate Unit of MoH
Inspectorate teamns in all MoH all hospitals strengthened and departrnental
departments ' Inspectorate or supervisory
tearns
Facititate and support professional Mechanism for self — Effective seif - regulation | Reports and proceedings of | CMO
bodies 1o establish systemns and regulations of mechanisms available professional bodies
mechanisms for seif regulation of professional bodies
health practice and protection of established
patients against malpractice
Facilitate and support Association of | Mechanisms for self- Effective self regulation Reports and praceedings of | CMQ
Private Hospitals in tanzania regulations of health of health service apex organizations of
(APHTA), Christian Social Service: service providers 1 providers available service providers
Comynission and other apex established

organisations of health service
providers to self-regulate and roonitor
quality of service provided.
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Promotion of traditional j » Formulate policy guideline for Policy guideline Availability of policy 1 Policy guidelines DHS l
-practitioners in health allernative healing practice formulated, prited and guidelines documents [
service delivery. ' ] disseminated ' ' i
+ Formulate legislation to monitor | Legislation formuiated Availability of legislation | Gazetted Act and register | DHS ;-
and register the activities of and traditional and registration of book
traditional practioners | .practitioners registered. | traditional practioners B i
T i
Design and implernent | Participate in inter ministerial Inter-ministerial Number of meetings Minutes of the meetings | DHS %
appropriate management coordination meetings. coordination meetings ;
systems and {inkage to conducted [
central government bodies l
such as CSD, MRALG. [
MoF, Planning -,
Cornmission.
[ :
Develop and strengthen ' "
roles, functions and ;
relationship of statutory !
autonomous and semi- I
agtonomeus institutions, ]
agencies, Boards, { . [
Councils and |
Commissions. !
Initiate and complete the process for Process for the formation | Availability of documents @ Framework document, 5 1
the transformation of selected bodies | of agencies undertaken. Strategic Plan document CMO
into Executive Agencies. and business support
l document
Intreduce performance management Performance Improved job satisfaction ﬁcrsonnel records
reforms and motivation systems to .management reforms and | and efficiency for CMO
personne] Jmotivation systera to persentel J
personne] introduced R
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Introduce realistic income generating | »  Realistic income Accomplishment of Price List in place —‘

measures to increase self sufficiency.

generating measures
in place

s Improversent of
financial
managernent in
place

market assessment to
clients

CMO

L

Development and improvement of
systems and capacity to manage and
maintain equipment, buildings and
provide materials and supplies

s Chemicals and
reagents procured

{ «  Equipment repaired

and new ones
-purchased

¢ Renovation and
completion of
constructing of
buildiags
{Government
Chemical
Laboratory)

Availability of good
buildings, equipment,
materials, chemicals and
supplies.

Records

CMO
CGC

B. REGIONS

S

Consolidate the new
structure of the Regional
health Management tearn
in the Regional Secretariat
for inmplementation of new
toles and finctions.

»  Provide technical support to the

MRA&LG on roles and functions
of RHMT within the regional
Secretariat

e Roles and functions
of RHMT

incorporated

RHMT with appropriate
skills mix available

e  Staff list with

credentials/qualificatio
n

DFP
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| ]
Provide technical suppert | »  Building capacity to RHMT on ¢ Capacity of RHMT [ e Numberof RHMTs ! e Training reports DHR
to district health services interpretation of pational policy strengthened to strengthened
and regional health quidelines, district health plans, support DHMTs and
services quality assurance and advocacy of DHBs..
HSR .
Conduct supervision. monitoring and | District health services Nurpber of DHMTs and Supervision reports | RHMT
evaluation of district health services DHBs supervise

1

supervise




Health Sector Reform Programme of Work (POW): July 1999 - June 2002 Final 06/30/99

STRATEGY 4: HUMAN RESOURCE DEVELOPMENT
A. Concerns and Purpose

'The health sector reform as part of the Civil Service Reform programme is the Government's response to
the pressing need to improve performance of the health sector, resulting in the delivery of better quality
health services at all levels, The vision 1s to evolve an efficient, responsive, accountable, adequately
compensated and effective health service. Human resource development involves the processes of policy
formulation and plannmg, education and training, and deployment and management of the health
workforce within a health system. The main aim is to develop human resources for health to implement
the health reforms effectively by improving skills and building management capacity at all levels of the
health system.

The Government's objective since independence has been to create self-sufficiency in human resources,
Health Sector plans for the early seventies were geared towards the production of large numbers of health
workers for the rapidly expanding health services. Currently the need is for quality improvement and
keeping up the ongoing HSR. To date more than 30 cadres of health personnel are being trained by the
MoH, each with their own set of duties. ‘The policy for the development of human resources for health
(HRH) which provides genera) guidelines to improve the scope and quality of health services 15 n place.
This was followed by the development of a five year plan which among other things, addresses the
discrepancies which do exist between the policy intentions and reality such as:

(a) Poor performance/low quality of health services offered;

(b) Imbalance and maldistribution of workforce (i.e. geographical distribution and skill mix) who are
concentrated in urban areas and larpe referral hospitals, becoming less accessible to rural in
favour of urban areas;

(¢) Lack of management skills among the health workers who are in the managerial positions;

(d) Inadequate management and deployment of human resources for health (e.g. inadequate salaries
but overstaffing in some umits);

(¢) Low level of education amony health workers (pre-service and continuing: the level of education
among health workers is low, the largest cadres such as Nurse B, RMA, MCHA, Medical
Attendants having been recruited at standard seven level; plus few health workers. pet
opportunities for new skill development).

H Shortage of gualified applicants to be trained as health workers,

(2) Low morale of health workers, partly as a result of delays in promotion and inefficient handling
of staff administrative issues leading to low job satisfaction and motivation among health staff.:
The fact that the salaries of health workers are unsatisfactory, is an important factor contributing
to the demoralisation among the health force.

(h) Lack of accurate data regarding present HRH requirements and future needs.

Therefore there is a need and scope for rationalisation of the training and deployment systems in line with
various policy intentions.
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B. Current Status

Various steps have been taken to improve the performance of health workers. An znalysis was done n
1994/95 on recruitment, tramning and deployment niceds, which contribute to a more rational process of
downsizing the number of personnel and maintaining quality. Curricula are being developed for those
cadres who do not have them while existing ones undergo regular revision to bring them into conformity
with requirements.

Selection of pre-service and in-service candidates for training in the health sector is done centrally by the
Ministry of Health Headquarters. This has proved to be unsatisfactory because of the lack of a system of
career advice in schools, forgery of certificates among other problems.

Supervision of health training institutions is conducted by teams comprising of MOH officials, staft from
schools and hospitals. The information collected is shared among staff of the tramming department,
principals and other staff of schools. Financial constraints make it difficult t¢ cover all schools.

In al) health training institutions trainees contribute part of training fee (cost sharing) in a move to mobihse
and improve finances in the institutions. '

C. Key Components

Effective human resource development builds upon several key components: capacity

building (both pre-service or basic and in-service training); ¢mployment including recruitment pmce_«:ﬁurcs
and bonding; deployment in which levels are manned according to budget availability and staff transferred
from over-staffed to under-statfed facilities; and retrenchment of weak performing workers or those who
are less skilled or have volunteered to take early retirement as well as those lost by atirition etc.

Retrenchment and employment

One of the serious challenges of HRH in line with HSR has been the retrenchment exercisie. In wiew of the
low level qualified staff and overstaffing at many lower levels, and the large share of the budget being
allocated to salaries. MOH has been engaged in a refrenchment exercise. In the past people were recruited
without consideration of the requiremments of the job and also not taking into considera tion approved
staffing norms. This now results in the need for retrenchment.

Although the retrenchment policy aims at bringing about efficiency, m some quarters it has brought
inefficiency because the lower skilled staff are not replaced with staff with higher qualifications. In other
words, it is accepted that staff with lower level qualifications should disappear but not the post. A number
of posts left vacant have created an added workload to the staff left behind.

One result of retrenchment has been reduction of female workers, who tend to be concentrated on thee less
educated and “lower” end of the health carc system. This has gander considerations for the worke; © as

well as access by female clients to female health workers.

The decision by the Government to suspend recruitment of new employces especially medical dc_)ctm's,
nurses and other allied health personnel have brought a negative impact in the delivery of health services.
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Staff of health facilities

To get rid of the above described shortcomings, MOH will ensure that every health facility has the required
number of personnel with the required knowledge and skills and that the personnel arc adequately
remuncrated. Staffing in health facilities will be based on the following key components:

e Staffing norms, guides or standards for specific work locations or facilities will be developed.

e Modalities will be established to attain a fair geographical distribution of human resources and their
slall mix. '

* MOH in consultation with the Civil Service Commission will develop competitive remuneration
packages.

» Entry requirements to health schools will be raised to attain a higher aggregate level of education
among the health workforce and the qualification of teachers will be raised

* Heads count to determine the current staffing and subsequently to build an HRH database as part of the
new HMIS will be undertaken.
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B. Current Status

Various steps have been taken to improve the performance of health workers. An znalysis was done
1994/95 on recruitment, training and deployment needs, which contribute to a more rational process of
downsizing the number of personnel and maintaining quality. Curricula are being developed for thqsc
cadres who do not have them while existing ones undergo regular revision to bring them into conformity
with requirements.

Selection of pre-service and in-service candidates for training in the heslth sector is done centrally by the
Ministry of Health Headquarters. This has proved to be unsatisfactory because of the lack of a system of
career advice in schools, forgery of certificates among other problems.

Supervision of health training institutions is conducted by teams comprising of MOH officiale, staff from
schools and hospitals. The intormation collected is shared among stafl of the traiming department,
principals and other staff of schools. Financial constraints make it difficult to cover al) schools.

In all health training institutions trainees contribute part of training fee (cost shering) in a move to mobilise
and 1mmprove finances in the institutions.

C. Key Components

Effective human resource development builds upon several key components: capaciiy

building (both pre-service or basic and in-service training); employment including recruitment procedures
and bonding; deployment in which levels are manncd according to budget availability and staff transferred
from over-staffed to under-staffed facilities; and retrenchment of weak performing workers or those who
are less skilled or have volunteered to take early retirement as well as thosc lost by atirition ete.

Retrenchment and employment

One of the serious challenges of HRH in line with HSR has been the retrenchment exercise. In view of fhc
low level qualified staff and overstaffing at many lower levels, and the large share of the budget qug
allocated to salaries. MOH has been engaged in a retrenchment exercise. In the past people were recruited
without consideration of the requirements of the job and also not taking into considera tion approved
staffing norms. This now results in the need for retrenchment.

Although the retrenchment policy aims at bringing about cfficiency, in some quarters it has brought
inefficiency because the lower skilled staff are not replaced with staff with higher qualifications. In other
words, it is accepted that staff with lower level qualifications should disappear but not the post. A number
of posts left vacant have created an added workload to the staff left behind.

One result of retrenchment has been reduction of female workers, who tend to be concentrated o the Jess
educated and “lower” end of the health carc system. This has gander considerations for the worke; = 85

well as access by female clients to female health workers.

The decision by the Government to suspend recruitment of new employees espr::cially miedical dc_)cto.«z's.
nurses and other allied health persormel have brought a negative impact in the delivery of health services.
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Staff of health facilities

To get rid of the above described shortcomings, MOH will ensure that every health facility has the required
number of personnel with the required knowledge and skills and that the personnel are adequately
remuncrated. Staffing in health facilities will be based ou the following key components:

«  Staffing norms, guides or standards for specitic work locations or facilities will be developed.

e Modalities will be established to attain a {air geographical distribution of human resources and their
skill mix. '

*» MOH in consultation with the Civil Service Commussion will develop competitive remuneration
packages.

e Entry requirements to health schools will be raised to attain a higher aggregate level of education
amony the health workforce and the qualification of teachers will be raised

« Heads count to determine the current staffing and subsequently to build an HRH database as part of the
new HMIS will be undertaken.
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D. PLANS

STRATEGY 4: HUMAN RESOURCE DEVELOPMENT: Pian for Work July 1559 — 2002

OBJECTIVE: Implement a Humap Resources Program to Train Adequate number of Health Staff to Manage the Services

SPECIFIC ACTIVITY ] OUTPUT INDICATORS MEANS OF i RESPONSIBLE
OBJECTIVES VERIFICATION | PERSON/UNIT

ligp;-g;rf;ir::;mauce . Esta.b_lish and enhance access of a Expanded and accessible Number of staff data | Computerised data | DHR

ot Hea ) computerised personnel data base for the computerised personnel data computerised sheet
whole health sector. base for the whole sector

available.
» Update the 5 year HRH Plan to match ‘Updated S year HRH planto | Updated HRH 5 Updated 5 vear DHR
with the 3 year Pow for HSR. match with 3 year POW year plan HRH Plan f
* Review curricula of all cadres in line with | Reviewed curricula i Number of reviewed | Curricutum review | DHR
HSR requirements. o ' E curriculum Teports
* Match training opportunities with health Selection according to needs Nuzﬁber.of Report of selection | DHR
sector worker needs | individuals selected | proceedings
* Provide in-service training to MOH-HQ In-service training on policy Number of staff Training report DHR
Regions and Districts Management staff on | provided trained
new policy issues and their new roles
* Provide technical training to fill gaps in Training technical skills Numberof staff Training Report DHR
knowledge and skills for health care provided, trained.
| providers at all levels, , ]
* Provide health learning Materials (HLM) | Health leaming materials No.of materials Presence of learning | DHR
to the health training institutions. provided purchased. matetials
* Conduct annual a one year MPH course at | MPH certificate to graduands No.of MPH MPH Training DHRMUCHS
MUCHS, mainly DMOs and other graduates trained records
workers. amnually.
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Establish Medica! laboratory technology *  Bugando Laboratory DMLT courses Training curricula = DHR
training schools at Bugando Medical Centre Assistants Training centre | established at BMC,
(BMC), Kitimanjaro Christian Medical upgraded to Diploma level | KCMC and MRH = DHS
Centre {KCMC) and Mbeya Referral
Haospital (MRH) *  Diploma in Medical The School of
Laboratory Technology Medical Laboratory
courses established at Technology at
KCMC and MRH MMC remaias with
Advanced Diploma
in Medical
Labaratory
Technology
{ADMLT) course
only.
* Orientate students of Higher learning Orientation done to the students | No. of students Traming records DHR
Institutions.(Universiet} with-policies and of Higher Learnig Institutions trained.
_strategies of HSR and involve them in areas { (HLI) on policy and strategies
of HRD of HSR.
Involvement of HLI in area of
HSR
+ Review and improve renumerations and Renumeration of incentive No. of professional | Personal records DAP
incentive packages of Health workers at all | packages reviewed and staff by category : DHR
levels. . improved. retained.
+ Provide necessary working teols and Necessary working tools Number of health Inventory records DHR
improve working environment. provided. institutions with HBs
essential working
tools
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2. Strengthen capacities | * Enhance decentralization of raining. i Decentralized training No. of trzining Training report DHR
of zones, regions and improved. undertaken, ]
gi:t;:::lslizn;::femng * Develop system /guidelines for selection Selection systemy’ guidelines Numbet sefected Selection Repcﬁ DHR
Development ] of students established students according )
p to selection criteria
+ Strengthen and provide budget support to | Improved performance of zonal | Number of s Number of staff | DHR
the Zonal continuing education centres to continuing education centres strengthened zones trained
perform training ﬁmctiops‘ for health o Availability of
employees based on training needs working tools
assessrnent.
» Update distance education guidelines, ' Continuing Education Numiber of updated | Presence of the { DHR
modules and accreditation for upgrading in | guidelines and modules revised | guidelines and updated guidelines
commumity health, district management and modules and modules
technical training. _
s Conduct DHMT waining in phases to DHMT training provided to the | Number f distrits Training reports
cover all district (115 districts). staff of 115 districts, provided with from zones ! DHR
' PHMT traming
. . g Number of districts
= Provide capacity building in district. .| Improve perfermance of ; -
! region and zones in tine with HSR DHMTs, REDMTs and HBs of staif provided | Training | DHR
with training
Programme of Work.
« Improve function of DHMTs, RHMTs and | Improved performance of Number of Training report DHR
hospital management team with training in | managers management staff
management traimed
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* Empower basic traiping instititions to be | « Authority to sefect candidates | Number f students Selection report DHR
able to select candidates for different selected using the
professions with locally relevant selection = Relevaat selection guidelines | local relevant
criteria in the zones selection criteria
* Provide Supportto conduct Education Improved teachers/frainers Number of teachers | Supervision report DHR
Audit to assess curricula, teachers competence performing up 1o
competence and assessment methods at all standards
fraining institutions..
3. Improve Anancing of . . i . . ) 11 . .
human resource + Review tllle-ccst shz_mn_g guidelines for the Rc,wesf:eé cost sharing Revised gnideline Financial report DHR
development, Health Training institutions guidelines
* Review training costs in order to derive at .| Rational training fee charge Training fee charge | Financial report DHR
-rational fraining fee. derived
+ Steamline and rationalize the healtth Health training institutions Reduced mumber of | School data report. DHR
trairing institutions. rationalized. training institutions. .
Involved private and NGO in provision Private and NGQO.s involved in | Number of private Training report DHR
| taining services. training, and NGO,
institution providing
fraining services.
Develop guidelines for contracting out some | Guidelines developed for Developed Institution report PHR
service in fraining nstitution. contracting out same services guidelines
4, Strengthen the ] e '
National Support + Establish guidelines for management ?f Human Resourc; for Health Availability and use | Human Resource for | DHR/DAP
System for Haman human resource for I}&&lth at all levels in management guidelines of Humaa Resource Heaiﬂl management
Resource for Health line with pubhc‘ser‘_ace, management and established. for_ Heleth guidelines.
employment gnidelines, guidelines at all
levels of the health
care system.
*Develop staff norms guides and standards | Staffing norms and standards Number of districts | Staffing norms and | DHR/DAP
for specific work locations of health guidelines established. | facilities using standards
facilities. staffing norms and guidelines.

L

standards as per
guidelines.

72




Health Sectar Reform Programme of Work {POV): July 1999 — June 2002 Final

963099

» Establish and implement a fair
geographical manpower distribution of
health human resources according to
manning levels and their skili mix in
collaboration with the Loca! Government

—! Manpower distribution

"gul

delines established.

Number of facilities
staffed according to
manpower
distribution
guidelines.

]

Manpower
: distribution
! guidelines.
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STRATEGY 5: CENTRAL SUPPORT SYSTEMS

A. Concern and Purpose

In order for MoH to deliver its services efficiently, it must have support systems in place to ensure
that personnel, finances, drugs and medical supplies, equipment, physical infrastructure, transport and
Health Management Information System (HMIS) are dealt with in a uniform way.

The problems facing health care are clearly reflected throughout the country in the delivery of health
services; they are mainly related to under funding and inadequate management capacity at various
levels of health care delivery system. Limited services are being offered without supporting systemns
i.e. monitoring and supetvision, communication and consultation, skills updating and logistic support.

When it comes to drugs and medical supplies management, MSD has continued to be the main body
responsible for procurement of drugs and medical supplies for the public health facilities. However,
there is stil] a shortage of some drugs and medical supplies at MSD and in the public health facilities.
Another concern especially in the health facilities is the irrational use of drugs and misuse of medical
supplies.

Medical equipment in most of the public health facilities is below acceptable standards and in most
cases inadequate and poorly maintained.

Estates and infrastructures in majority of the health facilities are poorly maintained and require
renovation.

In the area of transport management at the district level, utilisation of the available vehicles in some
districts are not related to the set objectives.

It is a]bq imperative to focus on the HMIS collection of data, its analysis and their unhsatlon in
planning and decision making.

The purpose of the strategy is, therefore, to develop support systems that will strengthen and facilitate
provision of better health services to the people.

B: Current Status

As clearly pointed out in the development objective of the health policy, to encourage the health
system to be responsive to the needs of the people, intermediate and long term solutions are required
to iron out problt,ms that currently affect the delivery of health care services. The MoH therefore has
the objective of developing support systems at the National level so that are implemented throughout
the country.

To prevent the shortage of drugs and other medical supplies in public health facilities, the MoH.- is
piloting the indent and capitalisation programmes to sustain the availability of drugs and medical
supplies in all health facilities.

Hospital Therapeutic Committees have been established in various district and regional hospitals to
function as a control body within the respective health facilities to ensure rational use of drugs and
other medical supplies. :

MSD has been strengthened in terms of personnel and rehabilitation of warehouses to help improve its

procurement and storage capacity to cater for the increased volume due to the integration of vertical
programumcs.
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The MoH has developed Standard Guidelines for staff compliments at cach level of health care
provision. However, this guide needs to be revised from time to time to incorporate inputs from the
experiences of health workers mannmg the facilities.

The MoH has developed laboratory policy guidelines and standards to facilitate the standardisation of
equipment, techniques and implementation of quality assurance schemes.

A project to rehabilitate radiology, laboratory and dental equipment has been initiated in which the
Tanzanian Government contributes 40% and the Royal Netherlands Government the remaining 60%.

The MoH has established the Central Transport Unit (CTU) whose main functions are to establish and
supervise transport management systems in the districts. Each district now has two vehicles, one for
supervision activities and another for distribution of drugs, vaccines and other medical supplies using
the district transport matrix system. :

Tertiary and secondary health facilities have been utilising part of the collection from the cost-sharing
fund to carry out minor rehabilitation and renovation of the existing infrastructures. In other areas, the
primary health care committecs have been sensitising the community to contribute funds for minor
renovation in dispensaries and health centres. '

Currently .all districts have health personnel who have been trained in HMIS and provided with
computers to enable them to collect, store and analyse vanous data from health facilities.

Key Components

Technical Personnel

Optimal utilisation of the workforce requires a modern personnel management system. Guidelines

will be established for management of human resources at all levels on the basis of the following key

elements: ‘

Employment: lixplicit job description, establishment control, recruitment procedures, personnel
records and database, induction, proper and rational distribution of personnel and
utilisation of support staff.

Retaining: Career structures, promotion procedures, living and working conditions and pays
incentives.

Supporting:  Supervision, communication and consultation, continuing education (skill updating)
and logistic support.

Developing:  Performance appraisal, continuing cducation (new skills)
Staffing norms, guides or standards for specific work levels of facilities will be revised. Moc?alitigs
will be established to attain a fair geographical distribution of health human resources and their skill

mix. DHBs in consultation with MoH and Civil Service Commission will develop remuneration
packages.

Drugs and Medical Supplies Management

Adequate amounts of essential drugs and medical supplies should be ‘mai_ntaincd to offer rehable,
effective and quality health services. Effective drugs and mcdigal supplics management, can only be

75




th Sector Reform Programme rk (P t July 1999 — June 2002 Final ‘ 163099

achieved through careful selection, procurement, distribution, quality assurance and rational use
including justifiable prescribing.

The Pharmaceutical Sector Master Plan (PSMP) describes comprehensively the procurement, storage,
distribution and use of drugs in the country. However, this is out of date and needs to be reviewed to
cope with the reforms that are currently going on.

Support will be given to health facility staff to build their capacities to enable them perform realistic
quantification of drugs and medical supplies requirements using the available morbidity pattern and
consurmption data in their respective areas.

Information on actual drug and medical supplies utilisation patterns and accessibility are missing. The
responsible sections in the MoH will revise HMIS forms by adding essential indicators and adjusting
the existing ones to enable the MoH and districts to monitor the utilisation patterns of drugs and
medical supplies.

Facility requisition based system (pull) will be introduced in phases to replace the current kit system
(pushy) for primary health facilities countrywide. At the same time, a Drug Revolving Fund will be
initiated in all secondary and tertiary health facilities through the Hospital Capitalisation Programme.
The MoH has prepared training programme for health workers in administrative, logistic and
budgeting procedures and quantification skills necessary to operate, support and maintain such
systems. Special emphasis will be made on the training of prescribers on rational prescribing and
rational use of drugs.

Medical Equipment Management

Effective procurement, management and efficient maintenance of medical equipment are very
important in the provision of effective, safe and affordable health care at all levels in the country.

The MoH will develop and implement a policy on medical equipment management. Such a policy
will include development of standard lists for each level and a firm replacement policy. Selection of
medical equipment will be govemed purcly by MoH specifications based on need
assessment/replacement and standard lists. A system for planned preventive maintenance will be
developed and include provision of workshops, tools and training of equipment managers end
technicians. Budget lines for preventive maintenance will be established at various levels.

Estate and Infrastructure Management

The MoH will develop and implement a policy on estate and infrastructure management. When

planning new health facilities, the estate and infrastructure policy will include

1) ctiteria for siting of new health facility and

i1) standards for construction of new facilities, including standard module designs that will
facilitate conversions and add-on constructions if upgrading is needed; standards for
construction materials; standards for estate equipment and furniture and criteria for determine
levels and prioritisation of rehabilitation.

Management of estate and infrastructure will cover:

1) the development of in-house capacity to manage or advice on contracts to ensure conformity
with standards and quality, .
ii) rehabilitation of existing facilities to a level that will facilitate preventive maintenance and

ii) establishment of preventive maintenance systems and training modules for technicians and
health staff. Budget lines for preventive maintenance will be established at the various levels.
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ran Management

The transport policy is to provide adequate vehicles for the distribution of drugs and medical supplics,
supervision visits and movement of patients. Such a policy will include guidelines on vehicle
(including motorbike) replacement, running and monitoring.

Transport planning, budgeting, management and administrative systems will be strengthened. This
will involve training of DHMTs and RHMTs on route scheduling as well as vehicle planned
preventive maintenance (PPM) schedules, Suitable public mechanical workshops for repair of
vehicles will be selected for each district. Transport budget will be based on the route schedules and
PPM schedules developed for each district. The use of Transport Management Information System
(TMIS) forms for the transport data bank will be enforced. Each DHMT and RHMT will be provided
with vehicles to cater for the above mentioned activities.

The Central Transport Unit (CTU) will provide support to regions and districts in transport
management and ensure that procedure is correctly followed. CTU will be responsible for the
operation of TMIS and for the establishment and maintenance of the various databases,

Health Manapement Information System

The MoH is planning to develop and strengthen an integrated functional routine data collection
system in all health facilities. The Health Information and Research section at the MoH will provide
support to RHMTs and DHMTs in ensuring that collection of data is correctly done and used in
planning and decision making. The section will be responsible in supporting regions and districts in
proper maintenance of installed computer systems.
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D. Plans for 1998/99 - 2000/01

STRATEGY 5: CENTRAL SUPPORT SYSTEM

OBJECTIVE: To strengthen the national support systems for drugs and medical supplies, medical equipment, physical 1
infrastructure, health management information system and transport management.
OBJECTIVE ACTIVITIES OUTPUT INDICATORS MEANS OF RESPONSIBLE
YERIFICATION UNIT/PERSON
Strengthen drugs and Strengthen procurement, storage, *  MSD establishment revised No. of specialised staff Personnel records MSD
supplies management distribution system st MSD» to enable recruitment of staff recruited
system for specialised disciplines DHS
*  Logistics and Supplies HMIS reports
management information Availability of updated
system strengthened logistics and supplies
management system
Review of the Pharmaceutical *  Pharmaceutical Sector Availability of the reviewed | Reports DHS/PSU/MSD/
Sector Master Plaa to match with Master Plan reviewed master plan
the current reforms DPS
Develop and implemest plans to = Plans to integrate vertical Availability of integration Integration plan Dpp
integrate vertical programme supply supply systems developed plans document
systems into MSD
*  Vertical supply systems Availability of CRINs and store ledgers
integrated into MSD {Family contraceptives, TB/Leprosy MSD
Planning supplies, drugs, AIDS/STD drugs,
TB/Leprosy drugs, -diagnostic supplies and
NACP/STD supplics, dental supplies at MSD
diagnostic supplies and
dental supplies)
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Expand gradually use of indent Use of indent system for No. of districts procuring through | CRINs and store ledgers | MSD
system for procurement of drugs procurement of drugs and indenting system
and medical supplies from MSD to | supplies from MSD gradually DHS
all districts expanded to all districts
Capitalisation of district,, regional A Drug Revolving Fund Constant availability of essential | Reports and Store DHS
and referral hospitals established and operational n all | drugs and medical supplies m ledgers

hospitals hospitals DPP
Expand graduatly use of diagnostic | Use of diagnostic kit system No of districts receiving CRINs and store ledgers | DHS
supplies kit to all district hospitals, | gradually expanded to all districts | diagmostic kits
health centres and dispensaries
Update essential lists for drugs, Updated essential drugs and All essential drugs and medical CRINs and store ledgers | DHS
laboratory, diagnostic and dental medical supplies lists based on supplies available at MSD
supplies according to health health packages in place Stock taking reports MSD
packages delivered by different
levels of health facilities
Develop guidelines and conduct Guidelines on plannimg for Availability of supplies planning | Records DHS
orientation on planning for diagnostic and dental supplies at guidelines i all health facilities
diagnostic and dental supplies at district level developed
district level (quantification Number of district with personnel
methods, budgeting procedures and | District personne! oriented on use | oriented on use of guidelines
rational use of resources) of diagnostic and dental supplies

planning guidelines
Revise HMIS monitoring forms to ;| HMIS monitoring forms revised HMIS reflects information on Records and reports DHS
reflect use of indent systern and to reflect indenting and essential | indenting of drugs and medical
utilisation patterns of essential drugs and medical supplies supplies HIR Section
drugs and medical supplies utilisation.
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Strengthen Medical Update and enforce medical *  Equipment policy guidelines | Availability of updated equipment | Policy guidelines DHS
Equipment Management | equipment policy guidelines. updated policy guidelines, standard
systermn equipment list and replacemnent
*  Inventory of medical policy.
equipmment in all hospitals
: conducted
= Standard equipment lists for
each level revised
= A firm replacement poticy
developed
Establish and strengthen health care | »  Health care equipment *  Avazilability of an equipment | Preventive maintenance | DPP
equipment preventive maintenance maintenance and repair maintenance and repair and equipment repair
network through central and zonal warkshops provided with network records pys
workshops based in secondary tools, spare parts, trained
tertiary referral hospitals managers and technician. HMT/EMT
Budgets and Financiat
= Budget lines for preventive | Availability of budgets for reports
raaintenance established at  { preventive maintenance and
levels repair of equipmment at all levels
Develop and implement a training Training prograrame on Number of technicians and users | Supervision, monijtoring | DHS
programme for technicians and equipment procurement, trained and evaluation reports
USETS o equipment procurement, management, preventive
management, preventive maintenance and budgeting
maintenance and budgeting. developed and implemented
Develop and implement a scheme Scherne to supervise, monitor and | Number of workshops attaining Supervision, monitoring | DHS
to supervise, moenitor and evaluate evaluate quality of maintenance high quality standards of and evaluation reports
quality of maintenance and repair of | and repair of medical equipment | preventive maintenarce and
medical equipment developed and implemented equipiment repair
Strengthen plants and Update and implement policy Policy guidelines on management | »  Availability of updated Policy guideline DPP
crafts management guidelines on plants and craft of plants and crafts updated and policy guidelines and document
management implemented implementation plan
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Strengthen estate Update guidelines for establishment | = Criteria fqr‘s_iting alaew; Avatiability of updated guidelines | Guideline documents DPP
management of public, voluntary agency and health facilities ypdated
private health facilities
*  Standards and medules for
construction of new facilities
updated
=  Standards for estate
eguipment and fizniture
Develop in-house capacity for = In house capacity to advise Number of health facilities with Training reports DPP
management of estate at ail levels on contracts and ensure in-house capacity for :
conformity with standards management of estate
developed
= Preventive maintenance and
rehabilitation systemns
established
*  Training modules for
technicians and health staff
developed
Develop guidelines and orient Guidelines for conmmunity *  Availability of guidelines = Guidelmes DPF
health staff on community involvemnent in estate document
invalvernent in estate management, { management, rehabilitation and »  Number of health staff
rehabilitation and preventive preventive maimtenance oriented *  Orientation reports
rmaintenance developed and health swaff
oriented
Strengthen transport Update policy gnidelines on Policy guidelines op transport Availability of updated guidelines | Guidelines DPP
management transporf management taking into management updated based on
account experiences from test experiences from test regions
regions
Implement plans to strengthen CTU strengthened to co-ordinate | Availability implementation plans | Implernentation plans pPP
Central Treasport Unit to co- transport management and
ordinate transport rmanagement and | maintenance system
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Study experience on use and Vehicies used by health sector | Number and type of vehicle Guideline docurment | DPP -
availability of reliable maintenance | standardised to a few models models selected
facilities for different types of based on experience on use and
vehicles and recommend on availability of reliable
standardisation of vehicles fo a few | maintenance facitities at all levels
models

Develop and Strengthen | Finalisation of hospital HMIS Hospital HMIS installed in all 20 | Number of bospitals operating HMIS hospital reports HIR Section
an integrated functional developroent and installation in 20 | hospitals in Tanzania mainland HMIS
routine data collection regions
system
Orientation of RHMTs and DHMTs ; Orientation course conducted for | Number of orentation courses Training reports HIR Section
on HMIS dita smatysis, presentation | RHMTs and DHMTs conducted foro RHMT's and
and use in plamting and decision DHMTs
making
Establish and integrated disease An integrated sentinet Number of sentinel sites Sentinel reports HIR Section
sentinel surveillance system surveillance systern established established
Review of the HMIS HMIS reviewed Niznber of HMIS workshops Workshop report HIR Section
conducted
Maintenance of installed compater | Installed computer systems Number of computers sufficiently | Maintenance reports HIR Section
systerns in regions and districts meainteined maintained
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STRATEGY 6: HEALTH CARE FINANCING

A, Concerns and Purpose

Underfunding at all levels of health services in Tanzania has led to shortages of drugs and medical
supplies, deterioration of physical structures, and low staff morale. Health expenditure has for many
years been substantially supported by external finance, with resource allocation favouring expensive
curative care. There are inadequate resource management skills, and hence heavy dependence on a
single source of financing (i.c. government: both domestically-raised resources and donor funds) for
provision of health services.

According to data compiled by the Ministry of Health in May 1996, between 1977 and 1992 funds
allocated to the health sector declined from 7.5% to 4% of government expenditure. Due to this, the
Government took steps to reverse the trend by allocating a higher percentage of its budget to the
health sector. From 1992/93 to 1996/97 the Government reversed the trend and the estimated
percentage increased from 4.4% in 1992/93 to 11.4% in 1993/94, 11.6% in 1994/95, 12.1% in
1995/96 and 12.3% in 1996/97. '

Although these figures indicate increased Government allocation, a recent review conducted by the
Tanzanian Government in collaboration with the World Bank estimated that the Government is sble
to finance only 29% of the total financial requirements of the health sector. This figure is based on
the current per capita spending figure of US$3.46 (government and donor expenditure on health) and
a total requirement of US$12, the minimum required to provide acceptable health-services (including
provision of water and sanitation, amounting to a third of the total) as recommended by the World
Bank elsewhere - for example Cambodia - an estimate for basic minimum health care costs is US$5
per capita. Therefore, although the current level of health financing is grossly inadequate with the
expenditure at US $3.46 per capita (this figure includes donor and government funding), it is
nevertheless apparent that with a major effort Tanzania should be able to mobilise sufficient resources
over the period of the plan to significantly improve the health status of her population, even if the
World Bank's (WB) estimate of US$8/capita (without sanitation and water) is still some way off.

The introduction of the Health Sector Reform (HSR), by the Government of Tanzania has additional
resource mobilisation as a major priotity with the aim of ensuring sustainable financing of the health
sector, by expanding and diversifying the resource base. In order to narrow the existing financial gap,
alternative ways of financing health care are being explored and some have already been introduced.
These alternative financing methods include:

e Cost Sharing which was started in 1993/94, by introducing user fees to public hospitals in phases.

e Government has also launched a pilot test in Igunga district (Tabora region) of a Community-
based prepayment scheme (Community Health Fund), and roll on to Nzega, Iramba, Singida
Rural, Songea Urban, Songea Rural and Hanang Districts.

o In addition, Government has finalized the designing of health insurance scheme, a preliminary
plan for such a scheme has been developed.

Developing these sources of additional finance will be a priority for the Ministry of Health during the
plan period 1999/2000-2001/2: as such, they are given some prominence in this section. All these
approaches are intended to lead to an improved and sustainable health sector service. These measures
will also lead to improving the viability of the public system and increasing the volume of resources
available for health services, thus ailowing the Government to target scarce central tax-funded
expenditures for the poor and to preventive and community health interventions.
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B. Current Status

A National Health Insurance scheme as part of broad financing reforms is in its pre-implementation
stages. Assessment of potential for establishing a national health insurance in Tanzania has been
completed. The National Health Insurance team that oversee the cstablishment of scheme has been
“formed. Study tours to Kenya, South Africa, Thailand and Philippines have been made as a learning
process that has facilitated the designing process.

The Community Health Funds (CHF) has been pre-tested in Igunga District as a prepayment scheme
that will ensure greater security of access to health care, and empower households and communities in
health care decisions and participation. The progress in Igunga district has been rolled over to other
six districts.

User charges have now been introduced in all referral, regional and district hospitals. Performance
and impact evaluation of user charges at hospital levels is now undertaken. The evaluation lesson will
be used during the introduction of cost shating to lower level health facilities.

C. Key Components

entral Government Funding via Ministry of Health, Prime Ministers Office; and Local
Government

Central Government Funds
The central Government finances the health services in two ways:

(i) The Ministry of Health provide funds to the referral and specialized/national hospitals and the
various medical schools. It also provides funds to parastatals such as the Muhimbili Medical
Centre (MMC), the Tanzania Food and Nutrition Centre (TFNC), and the National Institute
for Medical Research (NIMR). The Ministry gives subventions to KCMC and Bugando
referral hospitals, voluntary agency owned hospitals and the District.

(ii) The Prime Minister's Office provides funds for the running of regional and district hospitals
. including salaries for the employees.

Local Government Funds

The Local Governments are responsible for the running of dispensaries and health centres in rural
areas. They have to provide funds for: procurement of drugs and medical supplies; salaries and staff
training and development; and maintenance of the dispensaries and health centres, Local
Governments get their funds from central Government subventions and local taxes. Tables showing
the budgetary allocations to the Health sector during 1996/97 — 1998/99 under the Ministry of Health,
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Regions and the Councils are as shown below:
Table I. Recurrent Budget (Tshs ‘000"
1996/97
1997/98 [068/99
PE oc Total PE C
o O Total PE e Total
Ministry [ 000
of Health | 12,197,084 | 5,542,706.2 |17,739,790.2 | 11.373.060.0 | 10.661,8604¢ | 2034920.4 | 11,750:176,300= | 17,126,611,700= | 28,876,788,
Regions | 6,029,755.9 |2,609474.5 |8,639,230.4 | 6,678,4352| 570,732.8* | 7.249,168.0
8 ' ' ' , z A9801 7 676960600 | 756,553.4000e | 8/433,514,000/
Councils | 11,696,046.4 | 6,483,735.3 [ 18,179,781.7 833,229.9*
. 12,134,753.0 ? 12,967,682.9 | 13,512,000/= 850,230,600/~ 14,718,742,600
0%, . - J=
Totals |29,922,8863 | 14,635,916 | 44,558,802.3 12,065,823.1
30,186,248.2 42,252,071.3 |} 33,295,648,900 | 18,733,395,700/= /52.029.044.600

Source:Ministry of Finance September, 1998

Note * implies that, funds earmarked for the purchase of kerosine and drugs during 1997/98 in
the regions and the Councils have been transferred to the Ministry of Health budget

allocations.
P.E:  implies Personal Emoluments which consist of the Government’s wage bill
O.C:  implies the ‘Residual’ left to fund the general operating costs of departments, and includes
components such as travelling, oftice supplies, maintenance and running expenses, as well
as some remaining monetary allowances.
eve ent Budget

The development budget has always borne the brunt whenever there is a budget crisis. As a result,
there is a shortfall between approved estimates and disbursements. For example, in 1996/97, only a
mere Tshs. 156.2 million out of the approved budget of Tshs. 27.4 billion had been disbursed (RPFB
1997/98 -1999/2000). In addition to the problems of budget crisis, most of the development projects
are underfunded. It also suffers from serious underfunding and poor reporting of donors. Under these
circumstances, a clean up operation which focused on the need for setting priorities in order to reduce
the number of projects - so that they can be fully financed - is already undertaken. However under
funding for the selected priority projects continues due to deterioration of economic growth and
shortageof funds from the government. At the same time, all projects with foreign funding will be
included in the government budget only after there has been a firn commitment for disbursements,
before end of March of each year.

In table II below, development budget allocations suggest that there has been an increasing trend

vetween 1995/96 to 1997/98 of between 3.7% to 10.9% - thus suggesting that the Health sector is
among the top priority sector’s of the economy,

85



30/06/99

Health Sector Reform Programme of Work (POW): July 1999 — June 2002
Table II. Development Budget (Tshs \‘000')

Budgetary Allocations 1995/96 1996/97 1997/98
Total Govt. Development budget (regions and | 21,159,221.0 | 27,428,950.0 28,457,431.0
ministries)

585,640.0 | 1,796,551.0 2,653,355.0
Regions and Ministries health dev, Budget

27% 6.5% 9.3%

% of total dev. Budget allocated to health
{Ministry and Regions) _
Total dev budget for all District Councils 1,736,40.0 2,382,870.0 2,381,006.0
Health development. Budget (Councils) 280.475.0 451,72.0 712,989.0
% of total development. Budget allocated to 16.1% 18.9% 19.9%
heath (Councils)
Grand Total (ministries, regions, and councils) | 22,895,626.0 | 29,811,820.0 | 30,838,437.0
Development budget :
Grand tota] development budget allocated to 866,115.0 2,248,274.0 3,366,344.0
health (ministries, regions and councils)
% of grand tota] development budget allocated | 3.7% 7.5% 10.9%
to health sector (ministry, regions and
councils)

Source: Ministry of Finance July, 1997

Reliability and transparency

The Govemment funding system is transparent to all sectors and if economic growth is stable,
ministries, regional authorities and district councils will get the allocated budget ceiling i.e. its
reliability lies on stability of the economy. The budget guidelines normally issued by the Government
before preliminary budget preparations, stipulates quite clearly the budgetary allocations for each
sector, and this has to be adhered to. After budget estimates have been passed by the parliament, the
figures are clearly shown in the Public Expenditure supply votes (Recurrent and Development) for
Ministries, regions and district councils, The procedures for getting funds is clear and its
accountability and auditing work follows financial regulations given by the Ministry of Finance.

Donoy funding

Major donors provide funds to the Ministry of Health for the running of national, regional and district
health projects, while others assist by bringing their experts and offering medical equipment and
medicines. Such assistance is usually directly extended to the Government or routed through
international organizations such as Danida, WHO, UNICEF, SIDA etc. "

Despite the fact that, there has been an extremely positive response from donors in support of health
sector reforms currently going on in many countries, associated with this support has been a serious
problem of external dependency and selective project support. Many countries have been trying to
move the health system in the direction of national sustainability. The change of approach from
project to programme has led to more oriented assistance, Experience gained over the years suggests
that donors have their own priorities that influence to a certain extent their preferred areas of
assistance. However, some donors are scen as patronising; they impose unhelpful conditions; they
finance far too many of their own nationals as Consultants; the Government/Donor relationship lacks
transparenicy; and that the two do not demonstrate accountability towards one another,
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It 1s thus very important that the Govermment needs to be able to highlight the advantages and
disadvantages of any donor support, with a view to pointing out possible ways of managing the
support cxtended and creating transparency to foster accountability. This will be particularly
important to develope a sector-wide approach eventually leading to ‘basket' or joint-account funding,
which will require agreement between Government and participating donors as a whole on common
funding, procurement, disbursement, accounting, auditing, reporting, monitoring and evaluation
procedures,

Fun issions (NGOs

NGOs make significant contributions towards rendering health services to the communities in
Tanzania. A good number of the existing hospitals, health centres and dispensaries belong to
Voluntary Agencies (VAs) and parastatals. These facilities are widely spread in rural areas where the
majority of the people live. Some NGOs run several health and medical schools for health workers.
These organizations also contribute their own funds to run their hospitals, health centres and the
medical schools. The government provides grants to VAs in order to subsidize costs for services
rendered in rural areas by the NGOs.

It is thus important for the Government to create a conducive environment in order to encourage more
NGOs to participate in health service provision at a recommended standard and quality that will also
be accessible by all.

The cxisting system and legislation, do not favour transparency in relation to NGOs' financial
contributions to the health sector. Under the health sector reform strategy, it is of fundamental
importance that existing legislation should be reviewed and updated in order to ensure transparency,
standards and good quality care.

In developing the resource envelope for an eventual move towrds a sector-wide apptoach and the
associated financing opportunities and requirements, effort will be put towards assessing the resource

contributions of the NGOs and missions to the resources available to the health sector as a whole.

Funding by Private Providers of Health Care Services

Private practice in the health sector began with the introduction of trade liberalization and various
developments in the economy as a whole. By enacting the Private Hospital Regulation Amendment
Act 1991, the Government was committed to allowing private practice (even for profit) in the country.
The health sector recorded an increase of pharmaceutical stores and private clinics. The coniribution
of private health care providers in rendering health services, has been noted specifically in improving
peoples' health. However, most of the private health care providers are concentrated in urban areas.
The quality of health care provided needs to be monitored quite regularly so as to ensure a
standardardized good quality of care. Moreover, legislation needs to be amended to allow room for
rnore transparency. Again, a mechanism has to be developed to ensure that efforts by the private
sector complements those by the government. It is conceived that, the government will still remain
the main provider of public services while the private sector provides services after charging fees
(Health Sector Reforms, 1995). This will reinforce the intention to shift resources towards preventive
health measures, and particularly enhance access to them by the poor.

Nat_iong! Health Insurance

The potential resource contribution to the health sector of a National Health Insurance (NHI) Scheme
is massive. The need to design and implement a national formal sector health insurance scheme in
Tanzania is a result of a number of concerns that have been raised regarding the financial erisis in the
health sector. The concerns are based on the observed decline in the amount of resources flowing into
the sector, which has resulted in a decrease in the availability and quality of health services provided..
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Introduction of the user fee in public health facilities accelerate the need of national health insurance,
since the universal health insurance coverage provided through taxation was removed.

A National Health Insurance, scheme as part of the broad financing reforms is in its pre -
implementation stages. One of the studies found that up to 80% of employees were operating medical
schemes in various ways, with medical costs amounting to 12% of the total personal emoluments
(PE). The study suggested that an organised health insurance scheme for Tanzania could reasonably
mobilise enough resources to pay for 25% for MOH’s recurrent budget. Studies to assess NHI
scheme feasibility and potential to generate additional revenue has been completed and recommended
favourably towards establishment of the scheme. The proposed Bill is expected to tabled in the
January 1999 Parliamentary session,

The objective of an NHI Scheme would be:-
a) To increase financial resources and reduce the financing gap in the health sector

. b To facilitate private financing of curative health services allowing reallocation of
resources to public health care services which are preventive in nature

c) Through institutional arrangements, promote development of the private sector in
order to participate in the financing of health care services,

At the central level the scheme would be administered by an autonomous government agency who
will contract same of its services in the regions and districts e.g. claim processing, and reimbursement
to competent insurance agents through a competitive tendering process. The government recruited a
health insurance Pre-implementation Team which was responsible in completing the design. Its
responsibility will also extend towards assisting the Board of the National Health Insurance fund to
set up NHFI 1 offices and recrwitment of its management.

Community Health Fund

As part of government policy on health sector reform, much effort has been extended in

encouraging the community involvement and participation in supporting their own health.
Community Health Funds have, of recent times, been advocated as a way of extending health
coverage to a majority of the rural populations in developing countries.

By involving the communities directly, they develop a sense of ownership of the health facilities that
might even attract their direct participation of offering labour. At the same time, those communitics
contributing to such schemes, normally are motivated to participate in planning for their own health
services and acquire experiences to recognize priority health problems in their own community, and
thus contribute to the bottom-up planning that is essential in health planning.

The introduction of a community health fund scheme in Igunga district, Tabora region, as a pilot for
pre-testing the establishment of the scheme in Tanzania, was intended to enable the Government to
observe the problems that are likely to be experienced especially in communities that have not had
such experience. By so doing, the experiences gained from Igunga will form the basis and criteria for
extending the scheme into other six districts as rolling on and finally to all districts in the country.
However, implementation and evaluation of the Community Health Fund will involve a far more
vigorous understanding of the costs of providing different combinations of basic health services, and
assessment of what people are willing and able to pay for a basic package of quality services. The
greater the value-for-money that can be achieved, the more the country will gain.

A CHF scheme would provide residents of a typical rural district with the opportunity- of acquiring a

health card. The health card would be issued at a flat rate determined with Community consultation
and would contain entitlement to a basic package of curative and preventive health services. It would.
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be offered at a time when the family is most able and willing to pay, thus providing security of access
toa health facility throughout the year. Contributions would likely take place at harvest time, with the
option of contributing in instalments. Households unable to pay the membership fee would be
classified as such by the Ward Committee and awarded a Community Health Fund card on a sliding
fee basis or be given free of charge. Households unwilling to join the Community Health Fund would

be required to pay user fees for health services at health facilities when a mermber of the Household
falls sick or is injured.

From the Community Health Fund management perspective, funds would eventually be pooled from
many households in a district, so as to incorporate the fundamental insurance principles of risk
pooling. This would thus enable the Community Health Fund member to enjoy a basic package of
curative and preventive health services at a dispensary or RHC of their choice. The Community
Health Fund will be autonomously managed with guidance from the District Health Board. It would
be _in a position to negotiate with health care providers to honour entitlement of its health card holders.
This is because Community Health Fund management can attract large humbers of members, and will
be in a good position to act on their behalf to "get 2 good deal" because of its market power.

From a health provider perspective, the Community Health Fund represents a potentially reliable
source of income and clientele. From a government or regulatory perspective, a provider, operating in
conjunction with Community Health Fund financing would contribute greatly to its goals of
decentralization particularly fiscal decentralization and district based care. This would, of course,
require close monitoring and evaluation to ensure that health care standards are maintained.

The CHF Guidelines on operations and development have already been developed, based on the
Igunga pilot test that aims to coniribute to the Government’s objectives of health reform by shedding
light on how one particular financial mechanism can contribute to efficiency, equity, sustainability,
decentralization and private sector development. Further work will be undertaken, again based on the
Igunga experience, to ensure sustainability of CHF schemes and to determine their full potential for
resource mobilisation during the plan period. The progress and success of CHF in seven districts will
pave the way for rolling on to all other districts in Tanzania.

Cost shating

The implementation of cost-sharing (user-charges) in hospitals in Tanzania started in July 1993. The
policy decision was motivated by the financial difficulties and shortfalls experienced in the health
sector for a number of years which led to unavailability of essential drugs, medical supplies and a
decrease in quality of health services provided by public facilities. The implementation was
conducted in phases according to the level of facilities and type of services. Phase I involved
increasing rates of user~charge for Grade I & II patients in referral, regional and district hospitals that
had Grade I & II facilities in July, 1993. Phase II started on 1st January 1994, and involved the
introduction of user-charges in Grade III patients in referral and regional hospitals. Phase III which
started on 1st July 1994, involved the introduction of user charges for Grade III patients in district
hospitals. However, Phase IV (final) which was intended to introduce user charges in Health Centres
and Dispensaries has not been implemented, as it needs more preparation in terms of awareness/public
sensitization, financial management and reporting systems.

The main objective of the cost-sharing scheme is to generate additional revenue that will assist in
running and improving the quality of health services that are provided in. publicly owned health
facilities in the country. In principle, revenues collected from user charges are retained and used
locally by the collecting facility on items directly related to improving availability and quality of care.
These revenues are potentially important resource additions to Government budget allocations for
health.

An evaluation exercise carried out by MoH in 1996 covered thirteen hospitals (two referral, five
regional and six district), 368 health care providers, 52 advisory committee members and 356 out-
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patients and patient escort (consumers) of whom 41% and 59% were males and females respectively.
Findings from the evaluation revealed that, on revenue performance, a total of Tshs. 1.47 billion had
been collected up to May,1996. 38% of the collection came from referral hospitals, 17% from district
hospitals, while 25% was from District designated hospitals, In 1993/1994, a total of Tshs 264.7
million was collected, while Tshs 775.4 million was collected in 1994/95. The collections made in
1994/95 accounted for only 50% of the projected revenue collections throughout the country. Further
analysis revealed that the main areas of revenue generation were the consultation fee (which
accounted for 53.8% but at the moment consultation fee has been stopped) of the total collections,
followed by admission fee (28.1%), drug fee (11.3%), and medical examination fee (6.8%).

The Cost sharing Policy for the next three years will be evolved in view of experience learned and
will require the following tasks to be performed:

a)

b)

c)

d)

Consolidate and improve the implementation of cost sharing in hospitals - i.e. to
support the hospitals in management, supervision, audit, monitoring and evaluation of
the implementation of the cost sharing policy.

Promote and provide advocacy on the concept of cost sharing by developing
apptopriate mass media communication programmes.

Introduce “revolving Funds” to the public health facilities so that the problem of
unvailability of drugs in Public health facilities is gradually reduced

Capitalise 20 districts hospital with drugs and set up a drug revolving fund with 100%
cost recovery.

Extend cost sharing user charge to the lower health facilities i.e. Health centres and
dispensaries. This will be implemented jointly with CHF prepayment scheme paid
voluntarily by household for comprehensive health care for the whole family for the
year. Experience gained from Igunga District show that for those who have not joined
CHF have to access for the service by a user fee. The introduction of user fees at
Health centres and dispensaries in Igunga without complaints or political concerns is
number one success of CHF scheme as a financing source and underling the
correctiveness and effectiveness of Ministry of Health Policies in cost sharing.

This success has paved the way for introduction of cost sharing to lower level health
facilities jointly with CHF for cost effectiveness reasons
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STRATEGY 6: HEALTH CARE FINANCING: Plan for Programme of Work
July 1999 - fane 2502
OBJECTIVF: To Broaden Financing Options and Improve Financia! Mjapagement
— — r —
SPECIFIC ACTIVITY OUTPUT INDICAYORS MEANS OF RESPONSIBLE
OBJECTIVES VERIFICATION ;| PERSON/UNIT

1. To Establish cost » Review CHF implementation in seven Consolidated report on Useful lesson leamed Evaluation Report | BPP
Sharing Mechanisms | districts CHF Lessons from 7 pilot districts
to lower level Health ] -
Facilities and « Madify the CHF Guidelines based on the Modified/revised Lessons included in Modified DPP
Community Fund to review of seven districts Guidelines in place Revised Guidelines Giiidelines
ali Districts [ )

+ Promote and Advocacy of CHF and cost Increased awareness on CHF and Cost sharing CHF and cost DPP

sharing National wide CHF and cost shaning revemue collection sharing Accounts

« Extension of CHF to ail districts and cost CHF functional in alt Number of districts CHF and Cost DP?P

sharing to Health Centres and dispensaries districts and Cost sharing maplementing CHF and | sharing reports in

in all Health Centres and cost sharing al districts
dispensaries

« Monitoring and Evaluation of CHF and Cost | CHF and cost Sharing Action tzken on results Monitoring and DPP

sharing implementation activities strengthened Evalnation Report

sImprove impiementation of Cost Sharing in Cost sharing Mechanisms | Increase in revenue Hospital accounts | Hospital Boards

Hospitals in hospitals improved collection

« Compile and Revise Hospital Unit cost Different Unit cost Combiled report in place | Hospital Unit cost | DPP

studies Reviewed
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» Introduce Revolving funds m Public health Revolving funds Number of Public health | Revolvisg funds in | DPP
facilities to reduce the unavailability of drugs introduced facilities with Revolving { public facilities :
finds
» Intreduce Revolving funds in 29 religious Revolving funds Number of regious Revolving funds in | DPP
hospital (CSSC) introduced in religious hospital with Revolving | 29 religious
hospital. fimds hospital.
+ Test full cost recovery of drugs in 10 district | Full cost recovery of drugs | Number of district with | full cost recovery DPP
after capitalisation in 10 districts cost Tecovery i 10 district
Hospitals
2. To Implement = Rent offices and Procure office equipments & : - NHIF Office provided -NHIF operating on Eease contract DPP
National supplies for National Health Insurance Fund rented offices
Insurance Scheme (NHIF)
-Office equipment and - Number of Equipments | -Inventory of office
supplies purchased and supplies purchased equipments &
supplies
» Appointment of Members of NHIF Board NHIF Board operational Gazetted notice for Appointment DPP
appointment letters
= Briefing of accredited health providers and Accredited health No of accredited health Briefing notes DPP
administrative contractors providers and providers and
administrative contractors | administrative
‘ briefed contractors briefed
+ Advocacy for NHIF More revemne collected Eligible contractors NHIF accounts DPP
contribute to the scheme
» Computerization of the Scheme. NHIF operations Computerised scheme in | Printed database DPP
computerized place
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« Purchase of vehicles for operational use

3 - 4 vehicles purchased

Number of vehicles in

Purchasing invoice

expenditure management for govermment fixnds
as well as Project Funds {refer ale 1o Strategy
3). i

staff .

year

place and receipts DPP
« Menitoring and Auditing NHIF Strengthened NHIF Action taker on results Menitoring Report DPP
scheme according to and NHIF
results Accounts
! 3. To Strengthen » Participate in Public Expenditure Review. Data collected, analysed PER results included in Review Report DPP
Planning and and submitted to the the Rolling Plan and
Budgeting process Review team and PER Forward Budget
report Guidelines
* Preparation of Annual Plans and Medium Annual Plans and Medium | Approval of annuaf & DPP
Term Plans according to Rolling Plan and Ternm Plans prepared Medwm Termo Plans and | pjan Decuments
Forward Budget Guidelines use
- 1
» Purchase of office Equipments for Budget Office equipments 2 computers Inventory of office i
: indine Machine & . . : DPP
preparation (computers Binding Machine purchased |  binding machine equipments
photocopier) I heavy duty
photocopier
* Traiping in Health Planning, budgeting, Training conducted for Four (4) staff trained per | Training Report DPP
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STRATEGY 7: PUBLIC/PRIVATE MIX

A Concern and Purpose

Public/private mix involves simultaneous health services provision by the Government and the private
sector in which the government takes the role of providing guidelines and regulating the services. In 1977,
with the introduction of the Private Hospitals (Regulation) Act the practice of health care services for
profit was restricted. Given the series of major economic and social changes in the 1980s, the government
has adopted a different approach to private sector health care services. The amendment of the above
mentioned Act in 1991 gave recognition to the individual qualified medical practitioners and dentists to
manage and own hospitals and clinics for profit.

The private sector, including NGOs provide 40% of all health care services. They play a very important
role in providing health care. However, the private sector has not been involved in national health policy
formulation, and their contribution to health has not been fully recognised. There is little government
support and linkages to the private sector. The Public/Private Mix Strategy aims at addressing these issues
by fostering linkages to the private sector, promoting partnerships between the public and private provision
of health services and providing support to the private sector.

B. Current Status

Mistrust continues to exist between the public and the private and voluntary agencies. There is very little
co-operation and co-ordination of planning and delivery of health services among public, private and
voluntary agency providers, Currently no mechanism is in place that promotes carrying out of joint
inspection of health facilities (Public and Voluntary) to promote quality. Since re-introduction of private
practice in 1991, very little inspection of private health facilities has been taking place although private
health facilities have mushroomed.

There is currently no regulation of Traditional Medical Practice in place. Conceming drug regulation, the
Pharmacy Board does not ensure quality control in private phanmacies.

Legislation has been passed to regulate private laboratories and a board that will regulate private
laboratories has been established.

Contracting out of some health support service such as catering, vehicle maintenance and laundry to the
private sector has been intitiated in some public health facilities. There is need to pub in place & system
that will failitate cdontracting out of some preventive and clinical services to private health providers.

Although the government recognises the role of traditional medicine in our societies. But, todate there is
no regulation of traditional medicine in place. Currently there is no mechanism developed (in place) that
promotes catrying out of joint collaboration between the treditional health and orthodox medical

practitioners. There is a need to put in place a system that will facilitate the promotion of traditional
medicine at the district, region and central level.

C. Key Components
Developing new ways of promoting private sector participation

There is mistrust in the existing relationship/collaboration between the public and private sectors.
MoH need to re-examine the relationship and create an environment that will assure the private
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sector that the proposed reforms are geared towards restructuring the health care delivery services
on a competitive basis. The Government’s role vis a vis the private sector should be thew of o
policy-maker, regulator and monitor of the health care services.

Since the introduction of the 1991 Act, there has been mushrooming of health care facilities con cemtratizd
in urban areas. This has led to increased spending on health care due to higher unit costs and util sation of
services. Several factors have driven these increases, including fees for service, providers have sta/ws 1n
the financial performance of hospitals or clinics through share ownership, and the fact that many pro iders
benefit financially from selling drugs.

The private sector has a major role to play with the burden on the health services increases over time due
to the rapidly expanding HIV/AIDS epidemic, the ageing of the population and other epidemiological
shifls. However, the sector need to be regulated so that the patients are ensured of quality service at an
atfordable price.

Hospitals and clinics

Licensing of new private facilities will be based on the assessment of need against a set of objective
criteria. More detailed work on the development of these criteria is required. Statutory control will be the
responsibility of the MoH.

Government should collaborate with the Association of Private Hospitals in drafting guidelines for
supervision and monitoring of private health scrvices to ensure quality of health care delivery. Emphasis
should e put in the guidelines on continuous in-service training.

Pharmacies

The Pharmacy Board has been empowerd by the Act of Parliament to control importation; distribution;
sale anduse of pharmaceuticals in the country. The Pharmaceutical and Poisons Act, 1978 is outdated and
needs to be reviewed in order to cater for reforms and liberalisation of trade that are currently taking place.
The Pharmacy Board does not have the autonomy to execute its duties effectively. The Pharmacy Board
Secretariat is under staffed. The Regional Pharmacists and Regional Medical Officer who are Drug

Inspectors by law can not cover inspectorate activities throughout the country in a manner that is required.

Distribution of Pharmaceutical outlets in the country does not provide equitable services to the Tanzanian
communities. Source regions have many Pharmaceutical outlets while others have less.

The quality of products moving on the Tanzania market is questionable. Drugs come i through various
parts of entries which are not well controlled.

The current output of Pharmaceutical personnel from the training institutions. The available training
Institutions are underutilised.

Private health laboratories

Many new health laboratories has shut up since liberalisation. In order to ensure quality laboratory
services an Act has been approved and guidelines for implementation are being drafted.
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Traditional medicines practices and alternative methods of healing’

Traditional medicine practices are recognised in the National Health Policy (1990) and the HSR (1996)
and through the Medical Practitioners and Dentists Ordinance Chapter 409 and the 1978 Act of the
Pharmacy and Poison Act. However, these services sometimes cause risks to the patient’s health (through
quacks, charlatans, opportunists etc.). Therefore the undesirable practices need to be addressed under
defined regulatory mechanism. There is no legislation at the moment to govern, control and co-ordinate
traditional medicine practices and alternative methods of treatment. This has led many traditional
medicine practitioners and their clients to operate in secrecy and fear due to the ambiguous legal and
medical status. This has hampered the advancement of traditional medicine practices.

Contracting out of services

MoH will explore arrangements for contracting out services that can more efficiently be managed
by the private sector or where the private sector has comparative advantages over he delivery of
services.
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D. Plans for 1999/2000-2002

STRATEGY 7: PUBLIC PRIVATE MIX
OBJECTIVE: Promeote private sector involvement in the delivery of health services

BT

i = LT = = RN SR e fv?%;; g e =
Promeote private »  Develop poticy Private sector more Number of DHBs «  District health DHS
sector involvement in guidefines which mvolved in provision of having integrated health services defivery DPP
the delivery of bealth strengthen/promote quality of health care. services delivery (takes plans.
services at ail tevels involvement of into account roles
private sector piayed by Private
Providers and voluntary
agencies)
DHS
Number of Private
hospitals and voluntary + MOH bospitat
agencies hospitais classification records
inctaded and designated
as secondary/tertiary
levels,
«  Pevelop joint Some tertiary vefermd Number e Records in MOH DHS
strategy MOH, private and voluntary private/volunary T
private and agencies hospitals agenctes relfurral
voluntary agencies in strengthened. hospitals strengthened
order to streagthen
capacity of referral Number of patients * Healhreturns
hospitals and reduce with disease conditions
need for treatment previcusly referred
abroad. treated Iocaily
+ Revive and Grant- in aid remitied Number of voluntary +  Accounts records DPP
strengthen the grand on time to voluntary agency health facilities :
in- aid committee to agency hospitals receiving grant
ensure the smooth
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flow of funds regularly and on tme
voluntary ageicies
health services.

+  Review and update Funding of gramt aided Number of voluntary Accounts records DPP
Grant in -aid institutions reviewed to agencies receiving
allocation system {o include other factors grants based on new
take info accoumt guidelines
other factors such as
bealth packages
delivered, into
consideration other
than number of beds

¢ Introduce an Al hospitals private, Number of public and »  Accreditation register | DHS
accreditation system, public and voluntary private health
that will aceredit all accredited according to institutions accredited.
haospitals in the bealth package they
couniry public, provide.
private both and
voluniary on annual
basis in order to ,
uplift standards Number of private and

» Include the private Private health providers voluntary agency staff »  Training reports DHR
and voluntary and voluptary agencies oriented
agencies in included in MOH health
orientation process reforms orientation
for health reforms .

s  Promote privte Better understanding of Level of awareness and | »  Supervision reports DHBs
NGOs and health probles by all quality of participation DPP
community groups Improvernent of quality _
in health education of health servives and
and behaviour quality of life values in
change life

*  In collaboration with New health facilities Number of health *  Health facilites DPP
private health established in need facilities setap or records MOF
providers and areas, by private sector expanded by private Revenue
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Ministry of Finance and voluntary agencies, sector ! Authority
provide ways or or exisiing ones APHIL A
incentives that will expanded, o fit in with
encourage the health packages
private sector set up expected of themes.
4iid improve the
quatlity of their {
health services
allover the country
Promote private and Better understandmg of
NGOs and community health problems by all
groups to be involved in
health education and Improvement of quality of
community behaviour service
change
Involve private sector in Private sector and Number of private health # Mimtes reports PHC secretariat
development of voluntary agencies provider associations and
supervision guidelines, represented and religious heahth provider
development of QA, participate in assoctations represented or
norms and standards to development process consulted during
epsure provision of development process
guality assurance
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Develop progressive Some services identified and | Number types of services ¢ Returns and signed DPP
policies to assist district contracted out contracted out. contracts

health boards and

hospital health boards to

contract out some
services 1o the private

sector
Allow DHBs or HBs to Some health delivery Number of contract signed s  Signed contracts DHBs
negotiate with some services contracted out of between DHB/DHBs to HBs

private health providers | private sector by DHBs or coatract out some services
or voluntary agencies to HBs
contract to them some of
the health delivery
services
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Prublic / private health

Encourage coordination Number of cross referrals Patient returns DHS
and dialogue between services including referrals amd services pravided APHTA
private/ public providers coordinated, specialised
e.g. inventory of services | equipment used cost
available and exchange of | effectively
information
Promote establishment | Conduct advocacy to Advocacy undertaken Communities increased Reports on advocacy Chief pharmacist
of community encourage communities to | throughout the country. awareness of need to coverage
pharmacies especially establisk pharmacies in establish community
in ritral areas designed areas pharmacies
Establish guidelines for Guidelines established Availability of guidelines to | Guidelines Chief pharmacist
setting up of community commuruties
pharmacies
Increse out put of Increaese production of Percentage increase in out Training Recards Chief pharmacist
appropriate pharmacentical personnel put of pharmaceutical
pharmacaceutical from trainining institutions personnel
personnel
Improve collaboration | Update existing Guidelines updated Number of DHBs using up Updated guidelines PHC Secretariat
with traditional guidelineg to fit in with dated guidelines
medicine HSR priorities
Pramote research in Research undertaken on Number of researches Research resuits Chief Pharmacist
traditional traditional herbs conducted and feed back

herbs/medicinal plants

provided to owners of herbs
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STRATEGY 8: MINISTRY OF HEALTH AND DONOR RELATIONSHIP
A. Concern and Purpose

MoH has had a long relationship with donors in support of projects and programmes. This relationship has
enabled MoH to fund, receive technical assistancc and carry out operational researches for individual
Health projects and programmes.

Despite the above achievements, there have been some shortcomings in the form of assistance through this
relationship. One of the problems has been that donors often do not follow Government financial
procedures in disbursing and accounting of funds but prefer to disburse funds directly to the beneficiary
institutions, using their own procedures and not the Treasury system. This practice has made it difficult for
the Government to account for and co-ordinate donor funds.

Management of various health projects and programmes have remained vertical leaving little room for
sharing information and actions. Furthermore, individuals projects and programmes have continued to
mount independent missions for project reviews and appralsalq resulting into overburdening MoH staff in
servicing separate missions.

Efforts will be made to reverse the state of affairs. This will be instigated by improving the transparency
and accountability of funds disbursed by donors and the Government; instituting mechanisms to ensure
that support to the health sector is addressed in 1ts totality with sharing of information and actions.

B. Current Status

Currently most programmes and projects in the health sector are still running vertically, meaning each
donor finances his/her programme or project as before with very little if any knowledge of it in the MOH.
This as earlier, stated has created problems on where and the use of these funds to the extent that
Government s unable to know exactly how much assistance it receives and its effect on the economy.

However of late negotiations, discussions have been going on between MoH and donors a statement of
intent was signed by a number of donors at the beginning of this year, to move towards addressing health
sector priorities in its totality.

More importantly most of the donors are at a point of reviewing their support to the health sector.
This is an opportunity to restructure the present support and relationship.

C. Key Components

Sector-Wide Approach

The Sector-Wide Approach entails that all participating parties develop and fund one POW which covers
all national, regional and district health requitements, Under this approach the MOH and doriors are
required to meet the following conditions:

Development and fund one Programme of Work and one yearly Action Plan,

One set of common administrative arrangements such as {inancial management and procurement;
MOH managing funds and implementation of programme activities;

Strict adherence to signed agreement and conditions;

MOH and donors be more transparent and show openness regarding thelr goveming policies and views
on implementation;

¢ MOH and donors show flexible when implementing the plans.
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Donor Co-ordination

Donor co-ordination falls under the Planning Department. Its role is to attract funding and sce that the
agreements between the concerned parties are fulfilled. The Planning Department will be strengthened m
terms of human resources, skills and physical resources to set up a strong External Donor Co-ordination
Unit. The framework paper for MoH/Aid coordination will be revised and improved to meet current
requirermnent.

Joint funding

As one measure in enhancing integration of health services and improving resource utilisation, common
mechanisms for financial disbursement and accounting will be introduced. As a transtional stage before
Ministry of Finance completes the requirement for donors to use Government Exchequer systems,
intermidiate arrangement will be developed to facilitate common administrative and financial management
of the POW, which comforms to the block grants recommended by Local Government Reforms.

Gradually this intermediate arrangement will be transformed into the government/donor financial
management arrangement as required by Treasury.  All major co-operating partners will be asked to
follow one system of planning, disbursement, procurement, implementation, monitoring, accounting and
auditing. Support will focus on the whole sector rather than on vertical programmes or discrete projects.
Donors will reschedule appraisal missions to coincide with joint annual review and evaluation missions.

Updating of the plan of work will have the following annual circle;

¢ Before the end of February each year the Ministry of Health and Ministry of Regional Administration
and Local Government, collects information from headquarters, regions and districts on realistic plans
for the coming year. Treasury provides budget ccilings.

» Plans, ceilings and expected user fees are shared with donors in March. Donors indicate their expected
funding level.

e MOH and MRALG compiles these commitments and work out a formula for sharing of financial
resources. ‘

+ Government and donor funds will be disbursed by MRALG to the respective regions and d‘istriqts
through recommended block grants arrangement and those for Ministry of Health negotiation will take
place on mechanisms of disbursement.

¢ Annual accounts, audit reports, and annual progress and performance reports will be collected by
MRALG and communicated to MoH to form the input to the joint MoH/donor review in November.

Funds will only be used on agreed plans at all levels. Management of funds will meet acceptable standards
on accounting and reporting. A strong monitoring and internal audit unit will be set up in headquarters,
regions and districts. The accounting unit will be strengthened. Reliable external audit will be conducted
according to international standards. MOH will quarterly “prepare and circulate financial reports to
interested parties. Rigorous training and retraining will be done to adapt and maintain. the Fmangxal
Systems. Procurement systems will meet international standards, General planning, budgeting,
management and administrative systems will be strengthened.

MOH/Donor’s Meeting:
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'MOH/Donor’s Meeting:

Progress meetings with the local representatives of the donors will be held in between the joint meetings in
May and November, Individual meetings with donor to clarify certain aspects and modalities will be
organised, if requested but it is expected that most discussions will take place at the joint meetings.

Review and Evaluation

Reviews and evaluations will be the responsibility of MOH and its collaborating partners. The Planning
Department will be responsible for organising the reviews and evaluations. Prior to the joint reviews and
evaluations, draft terms of reference will be prepared by MOH and circulated and agreed with the donors.

Since the POW covers all programmes in the MOH, separate review and evaluation missions requested by
donors will not be organised.
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PLANS
STRATEGY 8: MINISTRY OF HEALTH AND DPONOR RELATIONSHIP: Plan for Program of Work July 1999 — June
2002
OBJECTIVES: Te develop and implement a comprehensive system for donor, Government of Tanzania involvement,
coordination monitoring and evalsation of the health sector.
SPECIFIC ACTIVITY OUTPUTS INDICATORS MEAN OF RESPONSIBLE
OBJECTIVES VERIFICATION PERSON/UNIT
\ 1. Establish *Identify sources of funds for Sources of Funds for | Finance Plan for POW | Papers of DPPMRALG —’
mechanism to financing Plan of Action and finance Plan and & POCA Agreement 5
support three year . Programme of Work and agree on the | mode of financing }
Programme of Work | mode of financing i.e. Joint or identified :
paraliel ‘
. ]
+Develop key monitoring & Key Indicators ta Mounitoring and Monitoring & DPP [
evaluation performance indicators for | monitor & evaluate evaluation protocols evaiuation :
joint monitoring and evaluation of performance performance report ‘
the Health Sector developed J
+Identify and corpile consulancy A list of consuitancy | consultants recruited Consultants reports | DPP !
needs and TOR elaborated in needs and terms of a ‘
implementation of Plan of Work, reference efaborated. ! [
address mechanisms for joint funding ! :
the consultancies. ’ !
Intergrated sectoral g |
» Intergrate information on health statistics Avallablht-y gf sectoral DPP !
budget, research and health health statistics Reports. | |
information L i
2.Operaticnalisation | =Convene quarterly donor Four donor Number of quarterly Minutes of the DPP !
of POW including coordination meetings coordinating meetings held donor G.O.T. ;
preparation of meetings held in one meeting
| transitional
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conducts Joint annual review

conducted

appear in Annual Plans

annual review

financing year
arrangement through
MRALG
*Technical policy and guidelines to Technical policy and | The extent of adherence | The Technica! DPB/DHR
ensure maximum benefit from guidelines on to technical guidelines | policy and
Technical Assistance. Technical Assistance | on recruitment and use | guidelines report
Developed of Technical Assistance
*Introduce joint funancing systems in | Joint financing Number of districts Accounts based on | DPP/CAMRALG
districts in phases. system introduced in | covered by joint Joint financing and MOF
all districts. financing systems systems
*Organise and conduct scheduled Schedule of Joint Missions conducted Joint mission reports | DPP i
jsint missions including joint annual | missions available Jointly.
reviews. and quarterly up- |
dated.
*Adhere to the Agreed fimancial POW financed. Activities implemented, | Activities and DPP/CA
System. accounted and audited. | audited report
*Agree or a common external audit - | External Audited Approval of audited Externat audit report | CA (MOH)
system Account bealth accounts by all
Parties
,“Prepare quarterly financial and Quarterly financial Quarterly performance Quartesly CA/DPP
performance report to share with Performance and and fmancial report performance and
partnecs ' reports available produced. financial report
available
-Planping Department organise and Joint anmual review Dates for Joint Review | Report of Joint !

| I
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FINANCING THE HEALTH SECTOR PROGRAMME OF WORK
JULY, 1999 — JUNE, 2002

The Resource Envelope

The Health Sector Reform 3 year Programme of Work (1999 - 2002) will attempt to
co-ordinate resources

from the Government of Tanzania, multilateral and bilateral donor funds and other
sources e.g. Community

Health fund, National Health Insurance and Cost Sharing funds. It is expected that
US$198,444,072 will be

available to support the POA in the first year. US$199,255,774 is expected to be
made available for the second

year of the programme and US$187,030,471 in third year. It is expecled that the
government contribution will

increase from year to year in line with budgetary allocation to fit in with POW needs.

The indicative figures showing Government and donor contributions are shown in the
Table below:
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Summary resource envelope by source July 99- June 2002

July 99 — June 2000

July 2000 — June 2001

July 2001 — June 20002

Total July 99- June 2002

SOURCES
In USS % In USS Y In USS Yo In USS %
Government of Tanzama 93,639,254 47 % 98,363,217 | 49% 103,281,378 | 55% 295,283,849 | 50%
External Donors and Multi-rateral 101,161,818 | 51% 97,249,557 | 49% 80,106,093 43% 270,400,430 | 46%
Agenis
Cost sharing Initiatives 3,643,000 2% 3,643,000 2% 3,643,000 2% 10,929,000 2%
TOTAL BUDGET US DOLLARS 198,444,072 100% 199,255,774 | 100% 187,030,471 584,730,317 100%
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