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EXECUTIVE SUMMARY

Background: Tanzania’s national strategy for growth and reduction of poverty has been the
national guiding framework for growth and poverty reduction in the second half of 2000s. While
Tanzania has made significant progress in reducing infant and child mortality and some progress
in aspects of child malnutrition, the sustenance of these progresses depends much on the
coverage of interventions, socio-economic development and changes in, ecological, demographic
and epidemiological patterns. All these necessitate a review of the current strategies for a better
improvement in the health delivery service in Tanzania.

Objective: To improve the availability of the required mix of services at various levels of the
health system to ensure quality of health service delivery and their consequences on the health
outcomes and also to mitigate the impact of climate change on the health of the population by
putting in place mechanisms to respond proactively against the epidemics.

Methods: A desk review of government policy document, published and internet search was
done to (i) assess the status of implementation of Primary Health Service Programme; (ii) assess
the status on equipment, vaccines, medicines, and supplies at lower levels of health delivery
system; (iii) explore further roles to be played by the devolution of responsibilities for health
facilities and health planning to Local Government Authorities; (iv) explore the potential of
different health financing options; (v) explore the issues behind little progress in some health
indicators e.g. maternal and neonatal mortality and suggest a practical way forward to come to
workable solutions; and (vi) address the impact of climate change on the health sector.

Findings: Primary Health Service Programme: In light of the perceived role of PHC towards
poverty reduction, an overview of the implementation status of the MMAM is presented in
relation to the essential health systems’ inputs needed to realize the health sector- related NSGPR
targets. Findings from the analysis indicate that quality of health care both professionally
determined and as perceived by users have seen some improvement. Reports indicate that ability
to deal with diseases such as malaria, implementation of vitamin supplementation programmes,
drug supply to facilities and health workers attitude to provide care have improved to satisfactory
levels. In addition, health workers have been trained in many districts to implement such
programmes as IMCI, services for PMTCT have been improved and expanded throughout the
country. Government funding has also been incrementally although still below the Abuja
commitment. There has also been some improvements in maternal health services, Tuberculosis
treatment services, immunisation coverage. Insecticide treated nets coverage and utilisation
among children and pregnant mothers has also improved over the years. Generally, the HIV
prevalence rates have been reported to be declining due to integrated implementation of a
number of health programmes under the auspices of PHC framework. In spite of these notable
improvements, the analysis has highlighted some obstacles which might potentially hinder the
smooth implementation of the PHC programme or reverse the benefits achieved so far. One of
the critical challenges is inadequate human resources both in terms of numbers and the necessary
skills to implement health programmes. Details of other challenges are described in the main
text.

Medicines and Equipment: The availability of medicines and medical supplies at lower level of
health services delivery is not satisfactory despite the introduction of different strategies. This is
mainly attributed to (i) insufficient of drugs budget, (ii) low capacity of health facility staff in
forecasting need of the facilities and (iii) delays in procurement and/or distribution by Medical
Store Department. Coverage of each immunisation antigen increased from 50% to over 90% in
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2000s of <1 year children, and it has significantly contributed in reducing mortality among
children. On the other hand there is an increase by 7.4% in number of health facilities in
providing routine vaccination during the past four years. Coverage of each immunisation antigen
increased from 50% to over 90% in 2000s. There is an increase in number of health facilities
providing routine vaccination (from 4072 in 2005 to 4374 in 2008). Despite the encouraging
recorded increase in coverage of EPI vaccines, there has been a steady decrease in coverage of
DPT-HB3 from year 2004. Currently, there has been a significant shift in funding for EPI
vaccines activities which has affected the implementation social mobilization/village campaigns
and monitoring and evaluation activities. Overall there have been improvement in supply of
medicines, equipment and medical supply in public health facilities, but still there is shortage. In
order to realize the NSGPR targets, the government needs to improve availability of medicine,
equipment and medical supplies at lower level of health services delivery

Devolution of responsibilities: Decentralisation by Devolution is the latest reform process
adopted alongside the Local Government Reform Process in Tanzania with a key focus to shift
responsibilities from central to local government structures. Many of the organizational elements
have been established to allow the councils and their health management teams to undertake
meaningful budgeting through the CCHP and to supervise and operate local health facilities.
Moreover, Legislation to give effect to the reforms has been enacted and legal instruments
necessary for implementation of the reform have been issued. However, this reform process has
encountered several constraints such as staff shortages, poor performances of the available health
workers, inadequate managerial skills, poor and inadequate infrastructure and irregular
availability of drugs and supplies. The programmes, projects and activities implemented under
the D by D have contributed to improvements in health outcomes and to some improvements in
the quality of health services at community level. There has been a limited use of research/
scientific evidence for planning, monitoring and evaluation of programmes.

Health Financing Options: Health service delivery continues to remain largely financed by
public resources through the government budget. Large share of government budget of the total
budget is allocated to health sector. Despite the large share of government budget allocated to
health sector, the sector remains largely underfunded. The health per capita spending of around
USS$ 11 is well below the required WHO estimate of US$ 34. Other sources of funding health
sector, including pooled funds, private contributions, user fees, and private contributions have
also provided significant funding to the health sector. Significant achievement in decentralizing
health service delivery and funding to the local levels have been recorded, with more than 40%
of government health budget being spent at the LGA level. This has significantly helped to
improve health services in rural areas as well as improving health indicators. There is also a
significant funding to the health sector which is off-budget, through HBOs, CSOs, NGOs, for
which health services are provided for free or beneficiary pay directly. Foreign financing, which
targets more on development activities, is a significant amount of the health budget but it is
declining overtime. It is recommended that the Government should try to protect budgetary
allocations to the health sector, and reverse as soon as possible the declining trend of resources
channelled the sector. There is need to make some more efforts in order to get a significant share
of off-budget funding into the budget so that it becomes easy to account for the overall funding
of the sector as well as monitor the progress achieved in health outcomes. The Government
needs to address the issue of disparity among district in terms of resource allocation, which is the
result of allocating resources based on existing number of staff and facilities among districts.
There is also need to address shortages in budgetary allocations for health sector infrastructure
maintenance. There is a need for regulation of the health insurance industry so as to be able to
get a consistency between the different schemes. Community Health Fund (CHF) coverage needs
to be expanded to the rural areas around the country, as it is recommended way of funding health
service provision especially for rural poor.



Progress in Maternal and Neonatal Health Indicators: Tanzania has made significant progress
in some health indicators including reducing infant and child mortality as well as some progress
in aspect of child malnutrition. However, there is little progress in reducing neonatal and
maternal mortality. Tanzania is among countries with highest maternal and neonatal mortality
where are significantly more in rural than urban setting. Maternal mortality ratio ranges from 578
to 950 per 100,000 live births while neonatal mortality rate is estimated at 32 per 1,000 live
births and accounts for nearly 50% of infant mortality rate in the country. Approximately 80% of
maternal deaths in Tanzania are due to preventable causes; including obstetric haemorrhages,
obstructed labour, pregnancy induced hypertension, sepsis and abortion complications. On the
other hand, nearly 50% of newborn deaths occur in the first 24 hours of life while over 75% of
them happen in the first week of life. Major causes of neonatal deaths in Tanzania include sepsis,
pneumonia, tetanus and diarrhoea. Indirect factors that could contribute to little progress in
reduction of maternal and neonatal mortality in Tanzania is low coverage of Mother and
Neonatal Care interventions and services due to inadequate resource allocation which has
resulted to poor quality of service. About 62% pregnant women attend antenatal care visits four
or more times as recommended. Furthermore, only 47% of all births in Tanzania occur at health
facilities and 46% of all births are assisted by a skilled health worker. Other factors include
inadequate of provision of emergency obstetric care services in most health facilities. Currently
only 64.5% of hospitals are providing comprehensive Emergency Obstetric care (EmOC) while
only 5.5% of health centres are providing Basic EmOC and only 5 % of health facilities provide
comprehensive post abortion care. It is estimated that 83% of women who deliver a live baby
outside the health facility do not receive a postnatal check-up.

Impact of Climate Change on Health Sector: The world’s climate is changing and will continue
to change at rates projected to be unprecedented in recent human history. Vulnerability to the
risks associated with climate change may exacerbate ongoing socio-economic challenges. In
addition to natural disasters such as floods, landslides, and droughts, climate associated
infectious diseases such as malaria, schistosomiasis, Rift Valley Fever, meningococcal
meningitis, cholera, and other diarrhoeal diseases are common health problems in Tanzania.
Unfortunately, there is no single policy document that is solely responsible for climate change in
Tanzania. The National Environmental Management Act Policy of 1997, which recognizes the
importance of climate change, calls for responsible ministries to put up measures to address
climate change. A Disaster Management Division under the Prime Ministers Office is
responsible for response to all types of disasters in the country. However, mandates to respond to
diseases epidemics are directly under the Epidemic Preparedness and Response Unit of the
Ministry of Health and Social Welfare. . All environmental management issues inter alia
climate change are coordinated by the Vice President’s Office.

Conclusion: There are number of challenges to implementing the primary health care
programme. Overall there have been improvement in supply of medicines, equipment and
medical supply in public health facilities, but still there is shortage. Also public health facilities
at lower level of health services delivery have inadequate storage space and storage equipment;
and experience shortage of qualified pharmaceutical staff which affects forecasting. The access
to quality, safe, effective and affordable medicines at community level has been boosted by the
introduction of ADDO. The coverage of each antigen of EPI vaccines is over 80% which is
about to hit the NSGPR target of 85% coverage. However, data shows that there has been a
slippage in coverage of DPT-HB3 from year 2004. There is need to improve availability of
medicine, equipment and medical supplies at lower level of health services delivery. There is
need to improve coverage of EPI vaccines among children under one year of age and the women
of childbearing age. In order to strengthen the achievement of the reforms through D by D, it is
necessary to develop and implement innovative capacity building strategies, resource
mobilisation, strengthen educational, economic and political empowerment of women, support
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by way of policy and legislation. The programme must become more outward focused,
including strengthening its networking and develop more effective ways of achieving greater
prominence, influence, acceptance, negotiating strategies and impact on key decision makers at
all levels through a coherent and effective communication strategy that will provide an effective
link among various stakeholders. There is a need for regulation of the health insurance industry
so as to be able to get a consistency between the different schemes i.e. NHIF, SHIB and many
others. Community Health Fund (CHF) coverage needs to be expanded to the rural areas around
the country, as it is recommended way of funding health service provision especially for rural
poor. Improve information and sensitization in order to ensure that the population is cognizant of
the availability of free health service provision for some groups while at the same time
acknowledging the continuous challenges that the sector confronts in the areas of funding and
human resources for health. The government needs to continue develop and increase capacity of
medical personnel especially in rural located government health facilities. In order to
considerably reduce maternal and newborn deaths it is recommended to strengthen the health
system and increase coverage of maternal, newborn, and child health interventions such as
skilled attendance during childbirth, emergency obstetric and neonatal care and family planning
services, as well as improving socio-economic status of women through education and economic
empowerment. This review has also shown that climate change threatens to slow, halt or reverses
the progress Tanzania is making to achieve its NSGPR. It is therefore important that the country
prepare itself to appropriately address its impact. Improved risk assessment is necessary to
inform decision makers on health impacts from climate change and that it is important that all
stakeholders including the community, are engaged in a process to update and adapt priorities,
mobilize resources and build interdisciplinary research and implementation capacity on climate
change and its mitigation.




BACKGROUND AND TERMS OF REFERENCES

Background

Tanzania’s national strategy for growth and reduction of poverty (NSGPR) has been the national
guiding framework for growth and poverty reduction in the second half of 2000s. These second
generation PRSs generated a strong agenda, aiming at sustaining broad-based growth whilst
emphasizing improvement in quality of life and social wellbeing as well as equity and good
governance.

Substantial progresses have been made in improving social services (NSGPR Cluster II), but
there are issues of concerns, especially in the health sector. The concerns are based on the
evidence which shows that while Tanzania has made significant progress in reducing infant and
child mortality and some progress in aspects of child malnutrition, however, the sustenance of
these progresses depends much on the coverage of interventions. Despite the progress registered
there is little progress in reducing neonatal and maternal mortality.

There is also a concern raised by climate change and the environment, which has lead to two
significant effects (i) threats of outbreaks of new diseases such as SARS, Avian flu, Ebola, and
swine flue, resurgence and resistance to common medicines of tuberculosis, and other diseases
and (ii) increase in neglected disease burden which as foothold in the environment and especially
water bodies and agricultural plantations such as bilharzias, river blindness, typhoid fever, worm
infections, etc. It includes failure to link upfront the new epidemics and zoonosis with climate
change. It is urged that these concerns relate to problems around issues of availability of
recommended mix of resources and skills in the health sector and the constrained posed by
shortage of health professionals and other resources.

Government plans to continue the expansion of health facilities in order to increase availability,
access and equity concerns to address Millennium Development Goals (MDG) 4, 5, and 6. But
so far many challenges are posed by such expansion, in terms of running and maintenance costs
and above all, the recommended mix of health infrastructure, medical supplies, and human
resources. The government budgetary burden can be lessened and expansion continued if non-
traditional financing mechanisms can be expanded, regulated, and sustained. To address these
concerns, the current health Sector Strategic Plan III needs to be up-dated on which areas need
up-scaling of the on-going interventions and which new approaches should be put in place. The
impact of climate change on the population through new and unexpected epidemic zoonoses, and
the increase of neglected endemic diseases need to be measured and mitigated.

Objective

To improve the availability of the required mix of services at various levels of the health system
to ensure quality of health service delivery and their consequences on the health outcomes and
also to mitigate the impact of climate change on the health of the population by putting in place
mechanisms to respond proactively against the epidemics.

Scope
1. To assess the status of implementation of Primary Health Service Programme (MMAM)

2. To assess the status on equipment, vaccines, medicines, and supplies at lower levels of
health delivery system
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7.

To explore further roles to be played by the devolution of responsibilities for health
facilities and health planning to Local Government Authorities

To explore the potential of different health financing options (e.g. through the use of cost-
sharing mechanisms, user fees, and risk pooling arrangements) in increasing coverage of
the utilisation of health services, improve quality and ensure sustainability.

To explore the issues behind little progress in some health indicators e.g. maternal and
neonatal mortality and suggest a practical way forward to come to workable solutions

To address the impact of climate change on the health sector

To provide a set of recommendations and proposed way forward.

This review focuses on how on track Tanzania is in achieving phase 1 of the National Strategy
for Growth and Reduction of Poverty which comes to it end in 2010.



CHAPTER 1: STATUS OF IMPLEMENTATION OF PRIMARY HEALTH SERVICES
PROGRAMME

Summary: In 2007, the government of the United Republic of Tanzania has launched the Primary Health
Care Services Development programme as one of the renewed efforts to effectively engage the health
sector in poverty reduction strategies. While the connection of health sector and poverty reduction efforts
have been well established in various government policy documents and the development literature, not
much is known in Tanzania about the contribution of the primary health care programme in meeting the
NSGPR targets in particular and the MDGs in general. The main objective of this review chapter is thus
to present the findings of an assessment of the status of implementation of the PHC programmes in terms
of its achievements and challenges towards realising its original goals. The statuses of the necessary
inputs/ resources for implementing the programme are discussed with gaps identified and policy
recommendations provided. The analysis of data presented in this chapter is based on review of
government policy documents, published and unpublished literature from studies conducted in Tanzania
and internationally. The literatures were categorized based on two criteria: a) whether they address the
general issues on primary health care or b) if they particularly discuss the particular issues of contribution
of primary health care in relation to poverty reduction. Thematic content analysis was used to synthesize
the collected data. Findings from the analysis indicate that quality of health care both professionally
determined and as perceived by users have seen some improvement. In relation to this, reports indicate
that ability to deal with such diseases as malaria, implementation of vitamin supplementation
programmes, drug supply to facilities and health workers attitude to provide care have improved to
satisfactory levels. In addition, health workers have been trained in many districts to implement such
programmes as IMCI, services for PMTCT have been improved and expanded throughout the country.
Government funding has also been incrementally although still below the Abuja commitment. There have
also been some improvements in maternal health services, Tuberculosis treatment services, immunisation
coverage has improved over the year with a corresponding reduction in under five mortality rates.
Insecticide treated nets coverage and utilisation among children and pregnant mothers has also improved
over the years. Generally, the HIV prevalence rates have been reported to be declining due to integrated
implementation of a number of health programmes under the auspices of PHC framework. In spite of
these notable improvements, the analysis has highlighted some obstacles which might potentially hinder
the smooth implementation of the PHC programme or reverse the benefits achieved so far. One of the
critical challenges is inadequate human resources both in terms of numbers and the necessary skills to
implement health programmes. Health workers are unevenly distributed with remote and rural districts
being the most disadvantaged. Inadequate funding is another problem that has featured in almost all the
reviewed policy documents. This shortage has compounded the existing problem of inequities in
accessing and utilising health care services whereby the poor and vulnerable groups are the most affected.
Important also is a narrow window of enforcing public private partnership in financing and delivery of
health care services. Evidence provided in this report indicate that private health facilities are
concentrated in urban areas while more than 70% of Tanzanian population reside in rural areas with
higher burden of poverty , diseases and other public health problems. Details of other challenges are
described in the main text. The chapter concludes by acknowledging that few years since its inception, the
implementation of PHC programme has shown some promising signs of being capable of realising its
original objectives. However, this will only happen  if the highlighted health system’s capacity
constraints inherent in the process of implementation are adequately addressed and ensure that strategic
partnerships between the government and non-governmental actors (including the private sector) are
strengthened or revitalised.

BACKGROUND

The common focus shared by both the Primary Health Care (PHC) approach in implementing
health programmes and the National Strategy on Growth and Poverty Reduction (NSGPR) in
Tanzania centres on three key issues identified as: (i) an emphasis on improvement of quality of
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life and social well-being; (ii) good governance and accountability through informed community
participation and; iii) an emphasis on  multi-sectoral linkages and synergies. Under such a
framework, both the goals of PHC programmes in particular, and those of NSGPR in general are
thought to be realized when cross-cutting issues are mainstreamed and dealt together. In
Tanzania, series of poverty and human development reports have provided information about the
progress and obstacles towards the targets of poverty reduction. An increasing investment in
priority sectors such as health and education has thus consistently featured in these reports as one
of the optimal strategies towards reaching the country’s NSGPR targets in line with the MDGs.
However, there is little data on monitoring the success and or failures of the PHC programme in
Tanzania in relation to both achieving the national health policy goals and its expected
contribution to poverty alleviation strategies.

Thus, in order to conclude on whether the implementation of PHC programmes are a success or
failure, it is worthwhile to understand whether the required resources are adequately available,
appropriately deployed and are sustainable. In addition, an understanding of whether these
resources are equitably distributed and that the implementation process is effected within the
framework of an optimal organization structure with good management practices, is equally
important. Noted, is the goal of PHC programmes on improving access (coverage) to health
services among Tanzanians and contribute to their efforts towards a decent life without poverty.
Except for discussion of equity in PHC financing which has been dealt in other sections of this
report, all the above raised issues are discussed in detail in this part.

As part of the major report, this chapter presents results of the assessment of the implementation
of PHC programme in relation to its potential contribution towards poverty alleviation efforts in
Tanzania. It also discusses about the required resources needed to effectively implement the
programme and whether they are adequately deployed and equitably distribute relative to needs.
Opportunities, challenges and the way forward are discussed at the end of the chapter. The data
used for this analysis and discussions presented in this chapter were derived from a review of
policy documents, published and unpublished literatures both from within Tanzania and
internationally.

HISTORICAL OVERVIEW

Primary health care as a concept and a tool for planning started to enjoy an elevated emphasis
after the declaration of Alma-Ata in 1978. Before 1978, countries in the world including
Tanzania had already started to implement different forms of PHC. As a concept, PHC was
defined as “essential health care based on practical, scientifically sound and socially acceptable
methods and technology, made universally accessible to individuals and families in the
community through their full participation and at a cost that the community and the country can
afford to maintain at every stage of development in the spirit of self-reliance and self
determination” (http://www.who.int/hpr/NPH/docs/declaration_almaata.pdf).

There are common experiences in many countries, including Tanzania, regarding the
conceptualization and design of the PHC programmes. More often than not, PHC has been
conceived as ‘level’ of care than a tool for health planning towards improving people’s quality of
life.  With the onset of the implementation of health sector reforms and particularly
decentralization reforms in the health sector, PCH has metamorphosed to becoming a tool of
health sector planning (Cueto, 2004, Chatora & Tumusimwe, 2003). In this framework, PHC is a
tool to foster community participation in health planning, increase transparency and
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accountability in the management of health affairs by and for the people whose needs for health
care are greatest. It should however be noted that, none of the objectives of decentralization
reforms was to create a new form of inequity by sidelining the better off in terms of their health
care access and utilization relative to need . Nevertheless, from early to mid-1990s, the
implementation of many PHC programmes have moved away from being comprehensive as
recommended in the Alma Ata Declaration to becoming selective. This has being championed by
the UNICEF and World Bank based largely on cost effectiveness evidence (Cueto, 2004) and
ignoring the basic principles of PHC which emphasized comprehensiveness, responsiveness and
multi-sectoral collaboration. Most of the programmes that emerged after this period were,
vertical- disease specific and the definition of health presented by the Wold Health Organisation
was by default (if not by design) narrowed to emphasize more on curative biomedical models of
care than the participatory approaches towards prevention of diseases and health promotion
(WHO 2008, Chatora &Tumusimwe 2003).

The original version of PHC as announced in the Alma-Ata conference in 1978 strongly
emphasised that all PHC health programmes should be implemented ‘comprehensively” to
reflect the notion that, the pursuit of achieving good health is not just a fight against diseases but
a coordination of efforts and resources from different players in order to improve the overall
social wellbeing (Cueto 2004 and WHO, 2008). From mid 1990s, the PHC approach as
embraced by the ‘comprehensiveness’ proponents was soon described as too broad and
unrealistic (Cueto, 2004).” It was thought that the broad-based approach to diseases and public
health problems was not the optimal way to reach the goal of health for all. Following this,
selective primary health care was introduced as the name for a new approach towards planning
and implementing PHC programmes. The focus of selective PHC was on packaging low-cost
technical interventions that were appropriate to tackle the main disease problems of poor
countries. Championed by the UNICEF and the World Bank following the 1993 famous report
Investing in Health (World Bank, 1993), the design and implementation of primary health care
interventions by emphasizing on specific diseases and health programmes that were proven to be
cost-effective. This approach had by default, downplayed the equity concerns which were at the
core of comprehensive primary health care programmes as stipulated. The four best interventions
based on cost-effectiveness evidence were advocated throughout the developing world. They
were: growth monitoring, oral rehydration techniques, breastfeeding, and immunization,
famously abbreviated as GOBI (Cueto, 2004).

The four interventions were seen to be easy to monitor and evaluate, in addition to being
measurable as they were said to have ‘clear targets’. Funding appeared easier to obtain because
indicators of success and reporting could be produced more rapidly. In the next few years, some
agencies added food supplementation, female literacy, and family planning (FFF) to the acronym
GOBI, creating GOBI-FFF (Cueto, 2004, Avery, M.E. & Snyder, J. (1989)).

In Tanzania, the home grown version of the PHC was largely shaped by the post-independence
nationalistic policies that from the very beginning identified three enemies of development
namely ignorance, diseases and poverty. The year 1967 was very momentous especially
following the pronouncements that formed the cores of the Arusha Declaration (Kumaranayake
et al. 2000). Thereafter the PHC programmes were implemented as a response to this policy
framework. The strategy was perceived as an engine to fight poverty and bring an inclusive
development for all Tanzanians. To increase coverage of health services equally to all who are in
need, the country committed itself to a policy of providing free health care services at the point
of use. However, by the late 1970s and early 1980s Tanzania experienced deepening economic
and social crises, with profound implications for financing and delivery of social services
(Munishi, 2003; Kumaranayake et al., 2000). In addition, the World Bank’s structural adjustment
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conditionalities had in 1985-1986 pressured Tanzania to embark on a radical policy shift
towards implementing economic and civil service reforms with a strong emphasis on
‘efficiency’ in the management and delivery of social services (Munishi, 2003). The immediate
consequences of these reforms were among others, substantially cutting down government
spending on social services (including health) and down-sizing or euphemistically, ‘right-sizing’
the public service bureaucracy (Munishi, 2003). Following this, resources for health sector had
been substantially reduced with expenditure per capita falling by 46% by the end of 1980s
(Kumaranayake et al., 2000). The public sector employment freeze of 1993 which was however
lifted ten years later, have had serious implications for recruitment of health professionals needed
to implement what the World Bank believed to be ‘cost-effective’ health interventions.

Thus, in order to evaluate the status of implementation of the PHC programme in Tanzania and
particularly its potential contribution to poverty reduction efforts, the highlighted historical
reflections are critical to the understanding of the design and implementation of the programme,
assess the successes, failures and the reasons attributable to these outcomes.

The relationship between health and poverty has been established in the literature and the
consistent conclusion emerging from many studies is that the two relates in vicious cycles
(Acknowledging this fact, United Nations and all governments of the world have since 2000
announced that health improvement must be one of the crucial aspects in countries’ efforts to
realise the overall Millennium Development Goals (MDGs). In fact, three of the eight
Millennium Development Goals address health issues. In Tanzania, series of Poverty and Human
Development Reports (PHDR) have provided information about the progress and obstacles
towards the targets of poverty reduction in Tanzania (URT/PHDR, 2005). Increasing investment
in priority sectors such as health and education has thus consistently featured in these reports as
one of the optimal strategies towards reaching the country’s poverty reduction targets in line with
the MDGs.

CURRENT SITUATION OF THE IMPLEMENTATION OF PHC PROGRAMME IN
TANZANIA

The Primary Health Care Programme was launched in 2007. The programme had a number of
milestones that were to be reached in order to make sure that the provision of quality health
services does not only improve health of the population in its own sake but also contribute to
achieving the NSGPR goals. The outlined PHC programme priorities below are thus the
indicators for assessing its implementation status, achievement and failures.

Programme priorities
Priority I: Human Resources for Health
e To address the human resources crisis by increasing output both in terms of quantity and
quality. The emphasis is to have the right number of qualified, skill mix and motivated
staff in right place at the right time.
¢ Providing attractive incentive package targeting mainly those working in underserved
rural and remote areas
e Expansion of training intake, recruitment and create an enabling environment for the
retaining the recruited health workers
e The overall objective is to fill the current gap of 68% of required human resources for
health in the country



Priority I1: Improving District Health Services

¢ Construction of 3088 dispensaries, 19 district hospitals, 95 maternity waiting homes and
2,074 health centres

e Rehabilitation of 250 dispensaries, 120 health centres and 54 district hospitals

¢ Construction, upgrading and rehabilitation of 128 training institutions

e Improving/ strengthening communication and referral system for 144 councils in
Tanzania

¢ Improve maternal health by increasing the number and; improve capacity of Emergency
Obstetric care facilities

Priority I11: Maternal and U-5 mortality
e Reduce maternal mortality from the current 578 to 175 per 100,000 live births (by the
year 2017)
¢ Reduce Under-5 mortality from 112 to 45 per 1000 live births (by the year 2017)
¢ Increasing births attended by skilled professionals from the current 46% to 88% by the
years 2017

Priority IV: Malaria
e Reduce the burden of malaria by 80% by the end of the programme period through
sensitization of community members on malaria prevention and control measures at all
levels; promoting the use of ITNs and introduction of indoor residual spraying

Priority V: HIV and AIDS
¢ Increase and strengthen services on care and treatment of people living with HIV and
AIDS
e Increase access of services for the Prevention of Mother to Child Transmission (PMTCT)
in all health facilities

¢ Provision of voluntary counselling, home based care services and increase the number of
HIV and AIDS patients on ARVs from the current level of 70,000 to 800,000

Priority VI: Tuberculosis and leprosy control
e Reduce prevalence and death rates associated with tuberculosis by 50% by the end of
2017
¢ Elimination of leprosy as a pubic health problem in the country.

Priority VII: Non-Communicable diseases
¢ Promotion of acceptable lifestyles and training of service providers
e Strengthen and improve environmental health and sanitation and hygiene services by
formulating and enforcing environmental health by-laws in all villages.
e Strengthen health promotion and education strategies
¢ Empowering communities to participate in health promotion activities

Priority VIII; Nutrition
e Capacity building for nutrition intervention at district and community levels by recruitment
and deployment of staff that will provide technical support and ensure coordination of
nutrition programmes and create linkages with other sectors.

Priority IX: Public-Private partnerships
- To sustain and strengthen partnership between the public and the private health sectors.



ACHIEVEMENTS IN TERMS OF HEALTH STATUS INDICATORS

Disease burden

It is reasonable to believe that improving health service quality and access may have a positive
impact on health status improvement among users. Tanzania is currently facing significant
challenges in meeting the 2010 health related-NSGPR targets in particular, and the 2015 MDGs
related health targets in general. Quality of health services, both perceived and professionally
determined, is an important entry point to health service utilisation and thus a precursor for
positive health outcomes. The recent evaluation shows some indication of improved quality of
health services in Tanzania. It is reported that ability to deal with malaria, implementation of
vitamin supplementation programmes, drug supply to facilities and health workers attitudes and
capacities to provide care, have improved to satisfactory levels (MoHSW, 2008).

In the last few years, there have been notable efforts by the government to ensure that health
service coverage is expanded as much as possible to reach all those who face significant access
barriers. From 2004 for example, services for PMTCT have been improved and expanded
throughout the country; and new protocols for malaria treatment have been implemented and
evaluated. In addition, health workers have been trained in number districts to implement a range
of life serving health programmes such as IMCI. Government funding has incrementally been
increasing in attempts to not only meet the Abuja Declaration, but also improve health care
access and utilisation among the poor and other vulnerable groups. Despite these and some
notable improvements, there are still continuing disparities in health care outcomes between the
rich and the poor and between the remote and urban communities (Mamdani & Bangser 2004;
URT 2005; MoHSW/WHO 2007; MoHSW 2008).

Reports and other published literature indicate that there are still geographical inequalities in
access to health services in Tanzania attributed to a number of reasons, ranging from inadequate,
demotivated and unevenly distributed human resources; inadequate funding and unavailability of
other essential inputs such as equipment and poor state of health facilities (Mamdani &Bangser
2004; Manongi et al; 2006, TDHS; 2004/2005).The poor in remote areas faces difficult access
barriers due to distance to referral services compounded by poor road infrastructure, formal and
informal payments even in services that are supposed to be free at the point of service, to
mention a few (Mandani & Bangser 2004; URT, 2005). The decision by the Ministry of Health
and Social Welfare to introduce new resources allocation formula and to increase the allocation
of funds for preventive services are in deed positive developments towards increasing PHC
service access.

Life expectancy

With life expectancy, which is the most common indicator of the overall population health, 52
years was set as the NSGPR target. In the 2002 population and housing census, the average life
expectancy for a Tanzanian was recorded at 51 years (URT, 2005). The demographic impact of
HIV/AIDS pandemic might threaten the efforts towards realising this goal

Tuberculosis and Leprosy

The Tanzania National Tuberculosis and Leprosy Programme is one of the most successful
programmes in the world. However, the effect of HIV/AIDS might hinder the possible future
achievement of the programmes. With regard to the coverage of TB related services, the recent
MOHSW performance report indicates that the proportion of TB cases successfully treated (or
cured) has risen from the national average of around 80% in 2000 and 2002 to about 82% in
2005 (MoHSW 2008). The tuberculosis notification rate per 100,000 populations was estimated
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to be 163 in 2006 and has remained the same in 2008 (162/100,000). The percent of TB
treatment success rate (which indicate the number of TB patients who successfully complete
treatment as a proportion of TB cases diagnosed) improved from 84.7% in 2006 to 87.7% in
2007. The programme has surpassed the global target set at 85%. On the other hand, the
proportion of leprosy case diagnosed and successfully completed treatment stand at 97.2% and
91.7%, respectively (HSPPR, 2009). The use of Directly Observed Treatment ( DOT) which is
more of a Patient Centred Treatment (PCT) is also been variously credited in a number of
research reports and policy document to be one of the main reasons towards success stories in
the implementation of TB programme.

Reproductive health

With regard to reproductive health services, among the 7.7 million women aged 15-49 years in
Tanzania, 36% have reported to have received modern family planning methods ( in 2006)
compared to 23% in 2000. In addition 16% were up to 2006 reported as new registered users of
modern family planning methods. Provision of maternal health services has also improved
although the number of maternal deaths has increased over the years. It is reported that 90% of
all the districts have facilities that can provide caesarean section. In addition, health workers
have been trained and imparted with safe motherhood skills in at least 50% of all districts
(MoHSW/WHO 2007). Communication and referral services for all health problems (including
maternal and child health) have also improved. For example up to the time of writing the Service
Availability Mapping Report , 80% of districts have reported to have a working land line
telephone which facilitate communication and referrals. The co-existence of higher coverage and
improvement of (some) maternal health services with the increased pregnancy related deaths
might partly be explained by factors related to access barriers and inability of many poor women
to break these barriers in times of need for maternal health care services.

Child mortality

According to Masanja et al (2008), the prospects for Tanzania to reduce infant and under-5
mortality towards reaching the MDG targets looks promising. From the 1999 and 2004 (TDHS,
2005), infant and under-5 mortality declined from 99 to 68 and from 147 to 112 per 1000 live
births respectively. These estimates exceed the 2003 Poverty Reduction Strategy (PRS) targets
and if these can be sustained, the MGDs targets might be realised. It is indicated that much of
these improvements might be attributed to improved malaria control measures- through both
increased use of mosquito nets and improved curative care by using more effective malaria drugs
(TDHS 2005, URT 2005). With all these improvements there still remain huge rural-urban
disparities. Rural (poor) children have higher chances of dying before the age of five and if they
happen to survive, they are more likely to be malnourished. This pattern might well be explained
by rural-urban socioeconomic differences whereby poverty in Tanzania is predominantly a rural
phenomenon. More details on this aspect are provided in chapter 5 of this report.

Childhood immunization

Immunization coverage has also improved over the years. According to the routine EPI data,
there have been some positive developments in the period spanning 2000-2004. By 2004, DTP-
HB3 coverage reached a peak of 94%. However, this was followed by a steady decline to 83% in
2007. Data from EPI programme for 2008 shows a 3% increase in coverage to 86%.
Accordingly, the latest recorded figure of 83% is apparently below the NSGPR target of 85%
(MoHSW, 2008). However, overall, Tanzania is performing much better in immunisation
coverage compared to its neighbours in the region. Chapter 2 of this report provides a detailed
description on vaccines and issues of immunization.



Morbidity and mortality due to Malaria

The NSGPR target for prevention and control of Malaria is to reduce morbidity and mortality
due to Malaria by 50% by the year 2010. However, there are no data to concretely ascertain the
level that existing malaria interventions have achieved in reducing Malaria morbidity and
mortality in line with the set targets.

Service provision for malaria prevention and control has also shown some improvements in
terms of coverage. It is reported that social marketing programmes have penetrated in virtually
all districts in mainland Tanzania and the number of households using treated mosquito nets have
also increased. The proportion of mothers who received two doses of preventive intermittent
treatment for malaria during last pregnancy is estimated at 57% (THMIS, 2007-07). The
proportion of pregnant women and children <5 years, sleeping under an insecticide treated net
(ITN) is 27% and 26%, respectively.

Data reported by the Tanzania National Malaria Control Program (NMCP) demonstrate
increasing program coverage and reduced burden of malaria in Tanzania. Between 2001 and
2008, the use of IPTp in the last pregnancy more than doubled, prompt treatment of young
children nearly quadrupled, and ownership of ITNs increased nearly seven-fold (Figure 1). At
the same time, the malaria positivity rate (percentage of blood samples found to contain
parasites) declined from 37% to 20%.

Figure 1. Tanzania Mainland: Intervention Coverage and Malaria Control
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Source: National Malaria Control Programme

Core indicators for ITNs recommended by the Roll Back Malaria (RBM) Partnership include
proportion of households with at least one I'TN; proportion of children under five years old who
slept under an ITN the previous night; and proportion of pregnant women who slept under an
ITN the previous night (TMIS, 2008). The Tanzania NMCP has set targets of 80% coverage for
each of these indicators. A sizeable proportion of bednets in use in Tanzania are not treated
(Mboera et al., 2008). While not as effective as ITNs, these bednets still provide some protection
to individuals who sleep under them.

Recent four nation-wide surveys found substantially lower household ownership of ITNs than
the NMCP target of 80 percent. Estimates of household ownership of at least one ITN ranged
from a low of 29% of all households (Mboera et al., 2008) to a high of 57% (NMCP, 2008).
Household reporting ownership of any net also varied between surveys from 56-77%. The
proportion of children less than five years of age reported to have slept under an ITN ranges
between 35 and 54% for any type of net and between 25 and 32% for ITNs. One of the surveys
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reported a comparatively high percentage of children using any net (74%) or an ITN (48%). Use
of ITN by pregnant women is still low with only 52% and 30% of all pregnant women using any
net and ITN, respectively.

Morbidity and mortality due to HIV/AIDS

The available survey reports indicate that there have been recorded declines in HIV+ rates
between 203/2004 and 2007/2008. HIV/AIDS is more prevalent among women than men. For
HIV/AIDS service provision coverage, the available data indicate that by the year 2006 Anti
Retroviral Treatment (ART) services were reported to be available in 65% of districts which had
at least one health facility capable of offering these services. A quarter (25%) of districts
reported to have two or more ART facilities (MoHSW/WHO,2007). By the end of 2007, a total
of 80,628 persons with advanced HIV infection were receiving ARV combination treatment. By
the end of May 2009, a total of 248,280 persons were receiving ARVs, which is a significant
increase of 32%. In addition, PMTCT services are available in 84% of all districts while
HIV/AIDS counselling and testing is now more widely available. For example two-thirds of the
districts in mainland Tanzania are reported to have at least four service delivery points for
counselling and HIV testing. About 34% of the HIV positive women were receiving ARVs to
prevent mother to child transmission in 2007 (NACP, 2007). The proportion has increased to
55% by the end of 2008.

Table 1.1: Number of CTC and estimated number and coverage of clients in need of HIV care and treatments by region,
October 2004- December 2007

Region No. HIV Estimated Estimated No. % Patients % estimated
CTC prevalence PLHIV AIDS enrolled Estimated on ART AIDS on
patients in HIV PLHIV in ART
care HIV care
Arusha 15 53 78,791 15,791 6,143 8 4,790 304
Pwani 7 7.3 69,724 13,945 2,056 3 1,100 7.9
Dar es Salaam 29 10.9 342,700 68,540 18,784 5 10,283 15.0
Dodoma 8 4.9 93,730 18,746 2,784 3 2,034 10.9
Iringa 16 13.4 250,861 50,172 14,607 6 7,276 14.1
Kagera 8 3.7 84,390 16,878 4,429 5 2,378 14.5
Kigoma 5 2.0 31,375 6,275 1,155 4 912 16.8
Kilimanjaro 14 7.3 159,637 31,927 8,637 5 5,353 15.5
Lindi 8 3.6 32,747 6,549 1,666 5 1,018 12.5
Manyara 6 2.0 24,093 4,819 842 3 600 9.2
Mara 7 34 55,104 11,021 1,682 3 1,015 12.5
Mbeya 13 13.5 339,753 67,951 13,750 4 7,816 9.2
Morogoro 13 54 109,507 21,901 6,536 6 3,759 11.5
Mtwara 6 7.4 86,933 17,387 3,351 4 2,069 17.2
Mwanza 14 7.2 224,690 44,938 12,548 6 6,195 11.9
Rukwa 4 6.0 87,286 17,457 1,388 2 834 13.8
Ruvuma 8 6.8 94,034 18,807 4,473 5 3,238 4.8
Shinyanga 8 6.5 199,977 39,995 3,221 2 2,552 17.2
Singida 5 32 39,761 7,952 2,408 6 1,730 6.4
Tabora 8 7.2 123,106 24,621 5,150 4 2,310 94
Tanga 8 5.7 108,584 21,717 7,537 7 4,177 19.2
Total 210 2,636,785 527,357 123,147 5 71,439 13.5

Source: Somi et al. (2009)

By December 2007, a total of 210 health facilities were offering HIV/AIDS care and treatment
services in the country (Table 1). The majority of these facilities are located in Dar-es-Salaam
region 29 (13.8 %), followed by Iringa: 16 (7.2 %), Arusha 15 (7.1 %). Kilimanjaro and Mwanza
each had 14 (6.7 %), while 13 facilities are located both in Mbeya and Morogoro (6.2 %). These
seven regions have 53.9 % of all the facilities offering care and treatment of HIV /AIDS in the
country. Rukwa region has the lowest number of facilities 4 (2%), (Table 1). Most, 147 (60.5%),
of the facilities are owned by the government, followed by those owned by Faith Based
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Organizations (FBO), 63 (30 %) and private institutions, 20 (9.5 %). The analysis of the facilities
according to levels show that majority 179 (85 %) are hospitals, followed by health centres 24
(12 %) and dispensaries 7 (3 %).

As of December 2007, the estimated number of people living with HIV infection in Mainland
Tanzania was 2,636,785, of whom 123,147 (5 %) were enrolled in the HIV care programme.
About half (48.5%) of the patients were enrolled in Dar es Salaam, Iringa 14,607, Mbeya, and
Mwanza. Similarly as of December 2007, the cumulative number of AIDS cases was estimated
to be 527,357, of whom 71, 439 (13.5 %) commenced ART (Somi et al., 2009). The proportion
of all estimated AIDS cases that actually commenced ART ranged from 4.8% in Rukwa to 30%
in Arusha.

Between 2004 and 2007, the total number of patients on who commenced ART was 71,439, of
which 44,176 (63.8%) were females. The number of patients on ART was 488 clients in 2004
and the number increased to 33,268 by 2006 and then decreased to 15,934 in 2007.

During the four years of implementation of HIV care and treatment services in Tanzania, there
has been a number of achievements in terms of increased coverage, number of patients accessing
services, staff capacity building and infrastructure of the health system. Nonetheless, a number of
challenges need to be addressed in order to continuously improve the quality of HIV care and
treatment services in the country. These include: a) strengthen the recording and reporting
system to ensure regular, complete and timely reports b) strengthen co-ordination of various
stakeholders involved in patient monitoring c) training and retraining of staff involved in
recording and reporting d) ensure regular supportive supervision at all levels e) conduct
operational research in the area of HIV care and treatment and f) organise mid term evaluation of
the recording and reporting system (Somi et al., 2009).

Non-communicable diseases

Non-communicable diseases were also among the milestones that the primary health care
development programme planned to address. The burden of non communicable diseases
(diabetes, cardiovascular diseases, cancers, nutritional disorders, etc.) is reported to be rapidly
increasing in Tanzania at the time when the health sector is ill-prepared. The aim of the
programme was to increase awareness on the prevention and control through health promotion
interventions and improvement of treatment at the facilities. Access to information about the
seriousness of the disease (in terms of their associated morbidity and mortality) is likely to have
not reached the majority of populations in Tanzania due to capacity weaknesses inherent in
health education and promotion interventions. In addition, mortality associated with these
diseases will likely to be enormous in the near future due to the fact treatment capacities are
weak due to inadequate resources (human and equipment) in most of the health facilities in the
country. The reviewed document do not provide data on status of implementation of health
promotion programmes which are in deed very crucial in addressing many of non-communicable
diseases

Nutritional related health status

Nutritional status is also an important indicator for monitoring health status improvement among
children. Nutritional status is normally reflected in such indicators as weight- for- height and
weight —for-age. Weight for age is an indicator which describes the current nutritional status of
children. Wasting which is one of the parameters of poor nutritional status, may be caused by the
failure to receive adequate nutrition or repeated episodes of illnesses (MoHSW, 2008). The
NSGPR target has set to reduce wasting to 2% in 2010. The TDHS (2005) indicate that wasting
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among under-5s has decreased to 3% compared to an average of 5% to 7% recorded throughout
the 1990s.

Weight- for- age is a useful clinical indicator for assessing continuous assessment of children’s
nutritional progress and growth. NSGPR has not set a specific target for reducing under weight
among Under-5s and thus difficult to monitor progress (MoHSW, 2008). However, it is shown
in the 2004/2005 TDHS that 22% o of Under-5 children were moderately under weight
compared to 30% in the 1990s. It is further indicated that 3.7% of children under the age of five
years were severely under weight. These data indicate a somewhat rosy pattern of improvement
but more efforts needs to be employed.

Infrastructure

According to the recent service availability mapping report (MoHSW/WHO, 2007), health
facilities in Tanzania are concentrated in rural areas although this pattern does not correspond
with the distribution of health workers. Following the ongoing implementation of health sector
reforms and expansion of health services in rural areas, access to health services is believed to
have been increased over the last few years with the majority of people reported to be within an
average of 5 kilometres from the nearby health facility.

If we perceive PHC a ‘level of care’, the Tanzanian health system follows a strict pyramidal
referral structure with dispensaries being at the lowest level in the pyramid. Dispensaries are
designated to serve between 6,000 and 10,000 people. A health centre, the first referral point
from dispensaries, serves about 50,000 people in its catchment area. Above this level are district
and regional hospitals which provide more or less similar services except that there are more
medical specialists at the regional hospital level than at the district level. On top of the pyramid,
there are four tertiary/ specialist hospitals of which two are owned by faith based organisations
and the rest are owned by the government.

The MoHSW 2005 statistical report has indicated that in mainland Tanzania there are 4679
dispensaries of which, 3038 are government owned. In addition, there are 331 government
owned health centres. There are also 219 hospitals of which 40.6% (89) are owned by the
government. The rest of health facilities are owned by faith based organisations, private sector
and parastatal organisations (Table 1). Total number of health facilities has increased by 11.3%
from 2001 (4990) to 2006 (5552).

Table 1.2: Number of health facilities in mainland Tanzania, 2001-2006

Year Public NGO Private Parastatal Organization Total
2001 3060 748 977 205 4990
2005 3456 952 809 163 5379
2006 3696 931 739 186 5552

Source: Service Availability Mapping (SAM) Report, WHO/ MoHSW Tanzania, 2007

Without considering the type of health facility, Tanzania mainland has an average of 1.5 health
facilities per 10,000 people, a figure which is comparable to Namibia and Zambia in Sub-
Saharan African region (MoHSW/WHO 2007). The Lake zone regions of Kagera, Shinyanga
and Mwanza have the lowest number of health facilities per capita.

Human resources
In 2006, the Ministry estimated that a total of 82,300 skilled health professions were required
compared to 29,100 who were actually available translating into a shortfall of 65%. The cadres
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that are characterised by severe shortages include medical doctors, radiographers, clinical
officers, nurses, and pharmacists. The status of health workers by cadre as by 2009 is shown in
the table below:

Table 1.3: Status of health workers by cadre in Tanzania Mainland

Cadre Establishment Available Deficit % Deficit
Specialist doctor 229 96 133 58.1
Nurse/NW/PHN 20,373 9241 11132 54.6
Radiographer 197 97 100 50.8
Clinical officer 11,316 5655 5661 50.0
Pharmacist/Technician 621 311 310 49.9
AMO/ADO 2,407 1295 1112 46.2
Health officer 1,823 990 833 45.7
Lab Technician 821 480 341 41.5
Asst/Clinical Officer/ MCHA 760 451 309 40.7
Medical Doctor 748 469 279 37.3
Nursing Officer/PHNA 6,559 4381 2178 33.2
Health Secretary 269 196 73 27.1
Medical Attendants/Others 24,154 18891 5263 21.8
Total 70,277 42553 27724 39.4

Source: CCHP Performance Report (2009)

Tanzania has been described to be among the countries in the world with the lowest health
personnel per capita. According to World Health Report (WHO,2006), the ratio of health
personnel with advanced clinical skills (medical doctors and specialists) is 0.02 per 1000
population, the lowest in the world. There is an emerging body of evidence pointing to the linear
association between the availability and equitable distribution of health personnel with some
important health status indicators. In addition, availability of qualified health workers who are
effectively motivated and evenly distributed has recently been concluded to be one of the key
inputs towards reaching Millennium Development Goals (Anand & Bérnighhussen 2004). In a
multi-country econometric study, Anand & Birnighhussen (2007) have found that areas with
lower health worker density are associated with lower immunisation coverage and higher under-
5 mortality. In Tanzania, a study has shown that districts which had higher numbers of under five
mortality were also characterised by an even fewer health workers per capita (Munga & Mastad,
2009). It is thus reasonable to conclude that availability and equitable distribution of health
workers is a crucial health system’s ingredient for ensuring a wide coverage of quality health
services in particular, and health status improvement in general.

The September 2007 Joint Annual Health Sector Review has set aside milestones to be achieved
in order to address the human resources for health crisis in Tanzania. In collaboration with
stakeholders for health sector development, a ‘special rapid recruitment initiative’ was launched
and was meant to address HRH shortages in remote and high HIV/AIDS prevalent districts. It
was envisaged that by the end of September 2007, 176 health workers would have been recruited
and posted to where they are mostly needed. By the 21* of September 2007, 121 health workers
had been posted and reported in 19 districts (MoHSW, 2008).

Another milestone was to fill the 80% of the funded posts in the 2006/2007 financial year. In this
period, the Ministry of Health and Social Welfare got an employment permit to recruit 3,890
health workers to be distributed all over the country as per submitted needs from each district
council. It is reported that by 30" of June 2007, a total of 3,699 (about 95% of total funded posts)
health workers were posted to different regions and districts (MoHSW, 2008. A survey of 46
districts later on indicated that only 64% of the recruited health workers reported to their work
destination and sooner or later, 12% of the reported health workers had left (MoHSW, 2008).
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This rapid recruitment strategy is a commendable move towards the right direction. However, if
it is to effectively address the shortage of health workers in the earmarked areas, it should be
backed by effective incentive and retention strategies in order to make health workers stay longer
in places where they are deployed. This indicates a serious lack of effective health worker
retention strategies in the country’s health sector.

Although the FBOs/NGOs contribute about 40% of health service provision in Tanzania, it has
over recent years experienced difficulties in attracting and retaining health workers. There has
been an exodus of health workers from FBO/NGO sector to public sector due to among other
things, pay rise and slight improvements in working conditions in the latter. It must be noted
that, the private sector in rural areas is pre-dominated by NGO/ and Faith Based Organisations
(FBOs). Thus, the tendency of health workers migrating from this sector to the public sector
might potentially (negatively) affect the private sector’s contribution to the health of rural
communities which is contrary to the expectations envisioned by the Public-private -
partnership architecture.

There is still a problem of poor distribution of the available human resource. Some areas have a
shortage of more than the double of the number of health workers per 10,000 population
compared to others. Kagera, Shinyanga, Tabora and Kigoma are the most affected regions. In
addition to regional variations, the distribution within regions and within district is also uneven.
The less popular districts and the most remote health facilities are especially disadvantaged.
Remote districts which have the lowest (overall) health workers per capita are also characterised
by fewer skilled health workers suggesting a skill-mix misdistribution between the remote and
urban areas (Munga and Mastad, 2009).The inequitable distribution of human resources for
health is likely to persist until a workable incentive package is operational to motivate health
workers to serve in less popular districts and villages. In spite of a broad consensus and evidence
that such measures are needed, there has been slow progress in designing effective interventions
to address the problem.

Amidst these shortages and inequitable distribution of health workers, the crisis of human
resources for health is further compounded by low motivation and productivity, higher attrition
rates due to among others HI/ AIDS, and out migration to other lucrative health care labour
markets (Mastad, 2006; Dambisya, 2007). The reviewed documents have not clearly indicated
the presence of feasible incentive package that will motivate health workers, retain them in
underserved areas and ultimately equalise the distribution of health personnel relative to health
care needs. In addition, remote poor districts are experiencing difficulties in attracting qualified
health workers needed to deliver PHC interventions. However, the partial re-instatement of
centralised recruitment of health workers in the context of ongoing decentralising reforms has
provided a promising approach of recruitment whereby the central government plays as the
facilitator while the local governments own the needs identification and planning processes.
Because of these, there is some indication from published evidence that even the hard to staff
areas are getting the required skilled health workers, although not to the level of meeting all the
requirements (Munga et al, 2009).

Financing

Since the inception of the programme, it was envisaged that financing of the programme will
cost about 15.4 billion Tanzanian Shillings catered for by such sources as government budget
and off-budget sources (user fees, drug revolving fund, National Health Insurance Fund and
Community Health Insurance Fund). Contribution from the communities was set to constitute
20% of the overall budget, contributed through voluntary labour and other material inputs for
construction of facilities (NSGPR, 2005). Data for monitoring programme financing progress
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and disaggregated contribution of each identified stakeholder are provided in chapter 4 of this
report.

Implementation process

The implementation of the primary health care development programme is effected within the
context of health sector decentralisation reforms which emphasises community ownership
through participation in decision making and programme implementation (NSGPR, 2005).
Effective implementation process is dependent upon embracing the vitals of the PHC philosophy
in policy planning and implementation. Such aspects include community participation, inter-
sectoral collaboration and good governance and accountability. These are key to ensuring that
adequate resources are mobilised and effectively deployed to implement the health programmes.
In addition, presence of good governance and accountability mechanisms will ensure that the
created institutional structures of administration are responsive enough not only addressing the
health needs of the population, but also to meeting the broad-based poverty alleviation goal.

Right from its inception, the implementation of the primary health care development programme
has emphasised the need to involve all stakeholders in line with the imperatives of the ongoing
health sector decentralisation reforms (NSGPR 2005; PHCDP, 2007). It was envisaged that
community participation will depend on how people at the grassroots are informed and
appreciate the programme. No milestones were however set to monitor how and what advocacy
strategies will facilitate the achievement of this goal. This will need to be informed by future
evaluation studies.

Different roles were identified, with the central government bodies been charged with the
responsibility of providing policy guidance, technical assistance to and supervising local
governments which are responsible for actual implementation of the programme. At the district
level, the Council’s Health Services Board (CHSB) is responsible for overseeing the
implementation of health services at the district. The Council Health Management Teams (
CHMTs), the technical arm of the board, are charged with the responsibility of running the day
to day management of health service delivery within their jurisdictions. Below these levels are
Ward and Village health committees which organise and mobilise community efforts towards the
realisation of the programme goals at the grassroots levels (NSGPR 2005;PHCDP, 2007). At all
levels, capacity issues remain a serious challenge for all the stakeholders to fulfil their designated
responsibilities.

Public-Private Partnership (PPP)

The milestones set by the programme under this aspect, was to sustain and strengthen partnership
between the public and non-governmental stakeholders. The how question, and when we should
expect this to be fully realised, is not clearly stated anywhere. However, the policy to revitalise
the necessity to involve the private sector in health care provision and financing was already in
place since 1991 when the private sector was formally allowed to be a player in the health sector
activities.

In Tanzania, private health facilities account for almost 31% of which 14% are owned by Faith
Based Organisations (FBOs) (CCHP; 2009). About 90% of the private for profit facilities are
concentrated in urban areas where only 20% of the country population resides(NSGPR 2005,
MoHSW/URT (2007). Through this initiative (i.e. PPP), it was envisioned that the district health
service system, the back bone of the primary health care programme, will be strengthened by
involving more non-governmental stakeholders to ensure wider coverage of services. The aim is
to give room to tap financial, human and institutional resources and team them up with the
limited resources that are at the disposal of the public sector. Future evaluations will need to
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longitudinally and cross-sectionally track the actual contribution of the private sector in terms of
improving access to health services among Tanzanians. Analysis of specific private sector
contribution to specific disease programmes will be quite useful in monitoring private health
sector role as a partner in the health sector.

CHALLENGES

A number of reports indicate that there are still geographical inequalities in access to health care
services in Tanzania and unimpressive developments in health status indicators. Improved
coverage of health service access which in turn is expected to improve overall population health
status, are crucial indicators in assessing whether the implementation of PHC programmes
contribute to the health related NSGPR and MDG targets. The following are some of the
challenges that hinders effective implementation of PHC interventions in Tanzania

Human resources for health crisis, the very objective that the current PHC programme sought to
address, has turned out to be the major challenge towards successful implementation of the
overall objectives of the programme. Acute shortages in terms of numbers, shortages of the
required skills and poor skill mix, imbalanced distribution, low motivation and poor
performance, among others, have been eating the vitals of Tanzanian health systems and affected
the effective implementation of the PHC programme and its possible potentials to contributing to
poverty alleviation efforts.

Recently the government has reintroduced the Rural Medical Aides/Clinical Assistants
(RMASs/CAs) cadre in attempts to address the acute shortage of health workers in remote areas.
In addition, there are still ongoing discussions on the need to implement ‘task shifting’ as another
strategy to address the human resources for health crisis. From a face value, these moves indicate
a positive direction towards filling health worker vacancies in many remote parts of the country.
However, a serious challenge that is likely to negatively affect their implementation is related to
huge supervisory requirements in order for these new cadres to deliver quality services. In
relation to task shifting, there are still no empirical data on its feasibility. In addition , there is no
sound data to conclude whether top-down or bottom up task shifting is more (cost) effective and
in which particular settings. In whatever ways, task shifting, particularly top-down task shifting
which is more logical in settings of extreme scarcity of qualified health workers, will need a lot
of supervision from qualified health workers (who are currently not sufficient). In addition,
substantial resources will be needed to re-train the lower cadres who will be delegated with new
tasks. Review of personnel policies and regulations, restructuring of career paths and revisions of
pay and incentives policies will also need to be done in line with or prior to implementation of
task shifting. However, given sufficient political commitment and sound empirical data, these
strategies can be implemented and might provide positive results. In addition to these strategies,
re-employment of ‘retired but not tired’ health workers might as well provide a contribution to
the human resources crisis in the health sector. Experiences from higher learning institutions
have shown that retired health workers can equally contribute towards realising the
institutions/organisations core mission.

Economic resources constraints in Tanzania compromises its ability to adequately implement the
PHC programmes in order for health sector to make any significant contribution into achieving
the NSGPR and MDGs targets. Apparently, the most crucial constraint is an absolute shortfall of
resources (human, financial and infrastructural). However, there are still other crucial issues
regarding the equity in distribution of these resources needed to implement PHC programmes. In
addition, even when financial resources are mobilised by government and donors, still there are
‘capacity problems’ at district level both in terms of managing human resources and financial
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resources . There is lack of effective and accountable systems of management and governance at
the district and community levels. Weak institutions at lower levels not only breed low level of
local people’s engagement in planning and implementation of PHC programmes but also impose
communication difficulties between the local and the central government actors.

Inadequately functioning referral system is still a problem although there are ongoing efforts to
improve the situation. A inadequately functioning referral system contributes to inequity and
further marginalises the remote and poorer communities from accessing quality health services
which is at the core of the PHC programme goals.

The Public-private partnership ‘window’ for improved PHC programme implementation is
partially open. That is, there is a bias in the distribution of private health facilities and
practitioners towards big urban centres. In essence, the Public-Private partnership in most of
rural areas is largely limited to NGOs and Faith Based Organisations (FBOs)

There still remain important analytical gaps regarding how implementation of PHC interventions
can significantly contribute to achieving the NSGPR and MDG goals in Tanzania. Effective
PHC programme implementation is said to be more effective if it is comprehensive and multi-
sectoral. There is, however, an indication that other sectoral ministries and local government
levels have not been, for many reasons (including capacity constraints), adequately involved in
the planning and implementation of many PHC interventions that are also meant to contribute
towards poverty alleviation.

Given the resources constraints and the time-pressure to meet the close deadlines (2010 for
NSGPR and 2015 for MDGs), the contribution of PHC programmes to poverty alleviation may
not be felt as strong as policy makers would wish to see. Pressure exerted by the need to meet
targets has more often than not created tendency to focus much more on core PHC delivery
functions without been backed by sufficient evidence linked to PHC contribution to poverty
alleviation goals.

There are too much delegations of functions to decentralised local governments. There is quite
some evidence that delegating new functions to weak institutions may lead to both ineffective
implementation and poor (inadequate) outcomes

With regard to nutritional health, under-nutrition is still high despite some little progress
recorded. District and community response levels and actions to address this problem are still
inadequate. In addition, there are no designated nutritional focal personnel at the district and
community levels, making it virtually impossible to coordinate strategies and actions.

Health education and promotion is believed to be a means of increasing individual and
Community participation in health action and thus increase health care access and utilization and
ultimately improve health status. The epidemiological transition that has seen Tanzania
shouldering an added burden on non-communicable diseases most of which life-style related,
may point to an indication that this aspect has not been given its due importance in the ongoing
implementation of primary health care development programme.

HIV/AIDS, multi-drug resistant TB and the emergence (with vibrancy) of non-communicable
diseases due to a fast running ‘epidemiologic transition’ are crucial new challenges at the time
when the health sector is not fully prepared (due to a number of capacity constraints). Multi-drug
resistance (MDR) to rifampicin, isoniazid, streptomycin and ethambutol has recently been
reported in Dar es Salaam (Matee et al., 2009). The emergence of multi-drug TB threatens to
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reverse the achievement so far achieved. There is unfortunately no clear policy for follow up of
patients presenting with MDR, hence increasing the chances to further transmit the strains to the
general population.

With regard to malaria, the review of the Malaria strategic plan (2002-2007) has indicated a
number of weaknesses for implementing malaria interventions in mainland Tanzania (MTMSP,
2008): The first plan had pegged targets at 60%, in line with RBM’s Abuja targets. Evaluation
indicated that most of the targets were not attained. Community access to prompt antimalarial
treatment within 24 hours was very low. More than half of caretakers of children under five did
not take any action within 24 hours from the onset of febrile illness. There were wrong actions
taken by caretakers in the home management of fevers in children. Less than one third of total
clinical cases of malaria in the country were confirmed. Operational research showed a very
large magnitude of malaria over -diagnosis and inaccuracy of malaria microscopic diagnosis.
There are reported low percentages of malaria confirmed cases leading to over diagnosis. It is
indicated more than 95% of all febrile patients receive antimalarials, indicating a huge potential
of wastage of drugs and thus, resources

The National Voucher Scheme steadily raised ITN coverage for the target groups of under five
years of age and pregnant women but coverage for ITNs was below 60%. IRS was implemented
in one epidemic prone district. Larviciding was done in trial projects. Scaling up of IRS to cover
all districts in Kagera region is underway. Coverage for the first intermittent preventive treatment
in pregnant women (IPTpl) has reached 65% but IPTp2 only reached 31%. This low coverage
has been attributed to late booking, hiccups in the SP supply chain and the verticalization of
district capacity training whereby training of providers was done from central level (MTMSP,
2008).

A number of weaknesses have also been identified as regards to malaria epidemics preparedness
and response. Lack of district maps for the stratification of malaria transmission patterns to
facilitate the management of the early detection system; lack of proper and timely data for early
epidemic detection; failure to verify of suspected malaria epidemics at district level; weaknesses
in rapid response to malaria epidemics; unavailability of contingent stocks of medicines and
insecticides; difficulties in interpreting early malaria warning systems that were introduced in
malaria epidemic prone districts; and the shortage of required human resource capacity at
regional and district levels.

Behaviour Change Communication (BCC) has equally not been effective as expected. This is
due to the fact that the communication strategy had not been implemented due lack of funding;
Low technical capacity at national level; Non- functional IEC technical sub committee; Low
community and partner engagement on community based malaria control activities. All these
constraints have been exacerbated by lack of an effective Monitoring, Evaluation and
Operational Research capacities. There are virtually unclear quality control systems for the
correct management of malaria at the Ministry of Health and Social Welfare’s Diagnostic Unit.
There is (almost) absence of strategic actions to address integrated malaria vector control issues.
.Advocacy actions for malaria control (as is for other diseases) has largely and for many years
centred on the national and district (council) levels. Not much has gone down to community
levels.
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CONCLUSION AND THE WAY FORWARD

In spite of recent large scale efforts to implement the primary health care development
programme in Tanzania, coverage of many health interventions and thus, access to health
services among the majority of poor is still a little distant goal to be realised. There are a number
of health system’s capacity constraints contributing to this situation. Human resources, the
scarcest resource, remain to be a critical challenge as the deployment of other resources such as
finances and equipment largely depends on the availability of adequate, well trained and
motivated health workforce. Government funding, which is way too far bellow the Abuja
commitment, is yet another issue that needs a quick strategic response if the goal of PHC are to
be realised, the NSGPR targets are to be met. The institutional framework under which the
programme is to be implemented is still underdeveloped, regardless of huge leaps the health
sector reforms have taken to institutionalise community participation and good governance. In
order to reduce higher maternal mortality, emergency obstetric care and access to antenatal care
and delivery need to be improved. This can be done by improving referral services especially for
poor women in remote areas as well as through impact-oriented health education and promotion
strategies. Child health status has seen some significant improvements over the years, but more
needs to be done. Reports indicate that diarrhoeal diseases and pneumonia kill more children in
low income countries than the effects of HIV/AIDS, Malaria and Measles combined. Yet, there
is no specific and clear strategy to address these diseases in the current programme design. The
inadequate multi-sectoral collaboration is yet another issue. The private sector potentials have
not yet fully exploited to make the sector a meaningful contributor to the goals of improving
health care access (and health status) and to realising poverty eradication targets. Strategic efforts
are now, than ever before, needed to align the efforts and resources of all stakeholders towards a
common goal.

RECOMMENDATIONS

e Health personnel are a critical input of the health system. To improve human resources
situation in the health sector increased production of health professionals might well
provide a long term solution. In a short to medium terms, improving the working
conditions, pay and incentives may serve a number of purposes. Firstly, it may help attract
and retain health workers in remote and underserved areas. Secondly, it may contribute to
health worker productivity (performance) and thus offset the negative effects shortage of
workers. Finally and most importantly, the strategy may attract many students to pursuing
medical training and may also help suppress the intention of many health professionals to
migrate to outside labour markets.

e The Government, through the ministry of health and social welfare need to forge and
strengthen strategic alliances with other stakeholders in order to exchange and share
resources for a common good: that of financing and delivering health services in the
framework of primary health care programme. More engagement of private and other non-
governmental stakeholders is needed

e Need to strengthen the skills for designing and implementing health promotion
programmes. In the current policy document (Primary health care services development
programme document) the health promotion strategies do not clearly feature. Health
promotion is crucial both for the control of communicable and non-communicable diseases

¢ Planning for construction of new health facilities need to be aligned with the production of
health personnel or at least be integrated with health human resources planning. Currently,
many health facilities are concentrated in rural areas (with serious shortage of workers)
while health workers are concentrated in urban areas.
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CHAPTER 2: STATUS ON EQUIPMENT, VACCINES, MEDICINES AND SUPPLIES
AT LOWER LEVELS OF HEALTH SERVICES DELIVERY SYSTEM

Summary: Availability of medicines, vaccines, medical supplies and equipment in health facilities is
necessary for the provision of quality health services and it is one of the major factors that make patients
to visit them for services. This is significantly important particularly at lower level of health service
delivery where the majority of Tanzanian population lives and receives health care services. This chapter
report the status of medicines, EPI vaccines, medical supplies and equipment at lower level of health
service delivery in relation to the attainment of Millennium Development Goals which are translated in
the National Strategy on Growth and Poverty Reduction (NSGPR).Information was collected by
reviewing health sector evaluation reports, government policies and strategies as well as review of
publications through internet search and discussing with officials from Ministry of Health and Social
Welfare. The review has found that despite the government introducing different strategies such as Indent
System and Integrated Logistic System in place of the push system of pre-determined Essential Drug
Programme kit to improve the situation in public sector, still the availability of medicines, equipment and
medical supplies at lower level of health services delivery is not satisfactory. Public health facilities
experiences often stock-out and there is shortage of equipment such as for surgical procedures, diagnosis,
emergency care and storage of data. To the contrary, the supply of medicine and supplies for vertical
programs was observed to be excellent. Some of the main reasons contributing stock-outs include: (i)
insufficient of drugs budget for health centres and dispensaries, (ii) health facility staff not well trained in
forecasting (calculation how much to order) and (iii) delays in procurement and/or distribution by
Medical Store Department (MSD). There is accumulating information showing that the availability of
medicine and medical supplies in health facilities belonging to Faith Based Organisations (FBOs) to be
higher than in government facilities. This partly is based on the flexibility of ordering and procurement
procedures because they could buy from MSD, Mission for Essential Medical Supplies (MEMS) and
private suppliers. It has been suggested for the government to consider options for alleviating the pressure
on MSD by making it possible for health facilities to buy drugs and medical supplies from other approved
suppliers. A new system of Accredited Drug Dispensing Outlets (ADDO) programme or Duka la Dawa
Muhimu (DLDM) has been introduced focusing on increasing accessibility of improved quality care to
the population.

Data show that coverage of each immunisation antigen increased from 50% to over 90% in 2000s of
children below one year of age, and it has significantly contributed in reducing mortality among children
below five years. On the other hand there is an increase in number of health facilities in the country
providing routine vaccination; i.e.; 4072 in 2005 to 4374 in 2008 of which approximately 75% are
government-owned and the remaining belongs to non-governmental organizations, religious organizations
and private practitioners. Despite the encouraging recorded increase in coverage of EPI vaccines, data
show that there has been a steady decrease in coverage of DPT-HB3 from year 2004. Currently, there has
been a significant shift in funding for EPI vaccines activities which has affected the implementation social
mobilization/village campaigns and monitoring and evaluation activities. In conclusion, overall there have
been improvement in supply of medicines, equipment and medical supply in public health facilities, but
still there is shortage. In order to realize the MKUKUTA targets, the government of Tanzania needs to
improve availability of medicine, equipment and medical supplies at lower level of health services
delivery

Background

The health sector has been identified as a priority area in several government strategies and
policies including the National Strategy for Growth and Reduction of Poverty (NSGPR)
commonly referred to as MKUKUTA in Swahili, the Tanzania Development Vision 2025, and
the Tanzania Assistance Strategy (Kimberly Smith . 2004). In the 1990s, the Government of
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Tanzania embarked on a health sector reform program, the overall objectives of which were 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 responsive to the needs of the people.” The main
strategies set forth to achieve this goal include: decentralization of management to districts,
hospital reforms, human resource development, improved management of donor funding through
a sector-wide approach (SWAP), and exploring alternative financing mechanisms for the health
sector. Decentralization was the central tenant of the reform efforts.

The health sector reforms have led to significant changes in health planning and financing.
Under the reform guidelines, Council Health Management Teams (CHMTs) and Council Health
Services Boards are responsible for planning, supplying, and managing health services at the
district level, with guidance and oversight by the Regional Health Management Team (RHMTs).
The role of the central level has in turn been reduced to policy formulation, setting guidelines
and standards, procurement and distribution, training, and monitoring and supervision.

Under health sector reforms, district councils are responsible for social well being of inhabitants
in their location which includes ensuring availability of medicines, vaccines, medical supplies
and equipment in health facilities. Different strategies including MAMM and MKUKUTA
recognize that availability of medicines, vaccines, medical supplies and equipment in health
facilities is necessary for the provision of quality health services; and it is one of the major
factors that make patients to visit them for services. Therefore, it imperative that the government
through the Ministry of Health and Social Welfare (MOHSW) to maintain uninterrupted supply
of the items in the health facilities at all times in order attain the global Millennium Development
Goals (MDGs) which are translated in NSGPR. This chapter focuses on reporting the status on
equipment, vaccines, medicines and supplies at the lower level of health service delivery where
75% of the Tanzanian population lives and receive health care services. The lower health
services delivery system includes health posts, dispensaries, health centres and district hospitals.

The objective was to review the status of medicines, EPI vaccines, medical supplies and
equipment at lower level of health service delivery in relation to the attainment of NSGPR
targets. Specifically, the chapter attempts to provide a review of the current status of; the
implementation of immunization against vaccine preventable diseases and availability of
important resources (human, finance, and supplies) under the Expanded Immunization Program
(EPY); current planning, procurement and distribution of medicines, medical equipments and
supplies for health services in the country; the influence of/relationship between the status of the
EPI activities, availability of medicines, medical equipments and supplies on health services in
Tanzania

This was a review of findings from health sector evaluation reports and government policy
documents. Also the review included published papers and reports from internet search and
discussing with officials from the MOHSW. Reviewed evaluation reports included: Taarifa ya
Utekelezaja ya Wizara Kuanzia Desemba 2005 hadi Machi 2009, April 2009; Health Sector
Performance Profile Report 2008, Update for financial year July 2007 — June 2008; In-depth
Assessment of Medicine Supply System in Tanzania, 2008, Joint External Evaluation of the
Health Sector in Tanzania, 1999-2006, NSGPR Status Report 2006, and Millennium
Development Goals Implementation Report 2006. Policy documents reviewed included NSGPR,
MMAM, Tanzania National Health Policy, and Tanzania National Drug Policy. Findings of the
report are written in two main categories of EPI Vaccines and medicines, equipment and medical
supplies. The current situation of the medicines, vaccines, medical supplies and equipment is
described below.
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EPI VACCINES

Administrative set-up

The Expanded Program on Immunization (EPI) was launched by the World Health Organization
(WHO) in 1974. In Tanzania EPI was introduced in 1975 with the primary aim of protecting
children from Vaccine Preventable Diseases. The overall goal is to contribute in reducing infant
and childhood mortality rates. This is expected to be achieved through high and effective
vaccination coverage for all antigens, using quality vaccines. Under a national program manager,
the EPI at the central level is responsible for policy formulation, overall strategies and
guidelines, planning and budgeting, procurement and distribution, training, monitoring and
evaluation. At the regional level, the program is under the Regional Medical Officer, supported
by a Regional Cold Chain Officer and a Regional Maternal and Child Health (MCH)
Coordinator. At the district level, responsibility rests with the District Medical Officer assisted
by the District Cold Chain Officer and the District MCH Coordinator.

Types of EPI Vaccines

It has been clear that the MOHSW has the mandate to provide safe, potent and effective vaccines
for all children and women of child bearing age thus contributing to reduction in morbidity,
mortality and disability due to childhood preventable diseases. There are two immunization
schedules currently in use which targets children under one year of age and the women of
childbearing age (15-49 years). The program currently provides immunization with BCG (for
tuberculosis), OPV (for polio), DPT-HepB (whooping cough/pertussis, diphtheria and influenza),
TT (tetanus), HBsAg (hepatitis B), and MMR/MMRYV (Measles) vaccines for all infants,
together with TT vaccine for mothers. Schedules for vaccines currently under EPI are shown in
Table 2.1.

Table 2.1: Immunization Schedule in Tanzania for under one year and child bearing age (15-49 years) women

Antigens Number of doses given Age at which given
Under one year
BCG 1 At birth
OPV0 1 At birth, 4, 8 and 12 weeks
DPT-HepB-hibl, OPV1 1 At birth
DPT-HepB-hib2, OPV2 1 Eight weeks
DPT-HepB-hib3, OPV3 1 12 weeks
Measles 1 At 9 months
Women of child bearing age (15-49 years)
TT1 1 Any time in first contact
TT2 1 One month after the 1% visit (TT1)
TT3 1 Six months after TT2
TT4 1 One year after TT3
TTS5 1 One year after TT4

Coverage of immunisation

In Tanzania immunization is offered as part of Primary Health Care (PHC) in all Maternal and
Child Health (MCH) clinics, in all the cases attached to a health facility under the Reproductive
and Child Health Section. In 2007 Tanzania had a total of 5588 health facilities from which 4704
(84.2%) were eligible for providing immunization service. However, 4289 (76.6% of all the
facilities i.e. 91.1% of the eligible facilities) were proving the services. There has been great
achievement in number of health facilities providing EPI vaccine with an increase from 4072 in
2005 to 4374 in 2008 (Figure 2.1).
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Figure 2.1: Number of health facilities providing EPI vaccines in Tanzania
(Source: Taarifa ya Utekelezaja ya Wizara Kuanzia Desemba 2005 hadi Machi 2009, April 2009)

Interestingly, by 2008, there was an increase reaching a total of 4,374 health facilities providing EPI
vaccines in the country of which approximately 75% are government-owned. The remaining belongs to
non-governmental organizations, religious organizations and private practitioners (MoHSW, 2009).

EPI vaccines coverage rates is one the indicators of health sector performance which is also part
of NSGPR indicators. According to Health Sector Performance Profile Report 2008 Update for
financial year July 2007 — June 2008 (MoHSW, 2008), each antigen showed over 80% coverage
as presented in Table 2.2.

Table 2.2: Immunization coverage (%) by year in Tanzania Mainland 2000 — 2006

Antigen Year

2000 2001 2002 2003 2004 2005 2006
BCG 86 91 88 94 100 91 89
DPT-HepB3 79 87 89 89 94 90 87
OPV3 64 65 91 91 96 91 89
Measles 78 86 89 90 94 91 89
TT2+ 77 76 86 83 88 81 78

Source: MOHSW, Integrated Measles Campaign Field Guide, 2008

Examining the NSGPR (Mkukuta Status Report, 2006) and MDGs (MDG, 2006) targets set for
coverage of EPI vaccines of 85% and 90% by 2010 and 2015 respectively it is encouraging that

Tanzania is on the right track. However, data shows that there has been a steady decrease in
coverage of DPT-HB3 from year 2004 below MKUKUTA targets (Figure 2.2).
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Figure 2.2: DPT-HB3 coverage by age 12 months
Source: Health Sector Performance Profile Report 2008 Update for financial year July 2007 — June 2008

Reasons for rise of EPI vaccines in coverage
It should be noted that from 1980 to 1996 EPI was a vertical programme and it was supported by
different partners mainly DANIDA which supported it as a project through strengthening of its
managerial and financial capacity. Other partners were UNICEF, Rotary International, JICA,
WHO and others. External support for EPI was stable for a number of years and greatly
contributed to the stability of immunisation coverage. Hence there were sufficient resources;
vaccines, equipment (Cold Chain), and skilled human resources. The program is relatively
successful in its aim of providing immunization for all infants, and the national immunization
coverage rates based on the entire birth cohorts each year. The increase in coverage of EPI
vaccines could be a result of:
* A multi-sectoral approach to boost immunization and increased collaboration between the
Ministry of Health and its various partners
e  There was commitment from higher political, religious and other community leaders.
e Community awareness through effective social mobilization. This resulted in increased
public awareness and reception of immunization services offered.
* Political stability in the country

Reasons for decline in EPI vaccines coverage

Despite that in early 1900s and 2000s, EPI documented up to 99% immunization coverage
(MOHSW, 2000), in recent years, it has declined to 83% and 86% in 2007 and 2008,
respectively. The observed decline is reported mainly to be a mathematical and discrepancy
between population statistics issued by the National Bureau of Statistics (NBS) and the actual
number of children available in the community. While EPI records indicate to cover almost all
the eligible children and pregnant mothers in the community, thus recording more children and
pregnant mothers than that issued by the NBS. Also, the reported good immunization coverage
was achieved when the programme was running as a project which attracted a lot of funding
from different partners. There has been a significant shift in funding for activities such as social
mobilization/village campaigns and monitoring and evaluation activities. Due to decentralization
of the program activities and funding system at district level, much of the supportive supervision
and service delivery level is done by the RHMT and CHMT members whose knowledge and
skill composition does not suffice the need for EPI services at different service delivery levels.
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Financing mechanisms of the vaccines and vaccination activities

Government reforms in Tanzania have had a significant impact on the financing of immunization
activities. Two outcomes of the reform process that have had the greatest effect on immunization
financing are the creation of the SWAP and the decentralization of health sector planning and
financing. The SWAP has changed the way that the EPI receives much of its donor funding, as
well as the overall level of funding. Many donors that used to finance the EPI directly as a
vertical program now contribute unearmarked funding to the health sector as a whole through a
consolidated ‘basket’ of donor funds. While the EPI continues to receive direct programme
support for specific activities, such as campaigns, or items, such as cold chain equipment, donor
funding for routine EPI costs seems to be considerably more uncertain than in the past.

On the other hand, the Poverty Reduction Strategy Paper, the Tanzania Assistance Strategy, and
the Tanzania Development Vision 2025 identify the health sector and immunization specifically,
as priority areas. Specific immunization or immunization-related targets are included in these
strategy documents, which ensure that the EPI receives a certain level of government and basket
funding to assist the Government in achieving these targets. As a reflection of its priority status,
the EPI program is included as a line item in the Medium Term Expenditure Framework, along
with other priority areas/services.

While about 80% of the vaccine services in Tanzania are funded by the government, UNICEF
and WHO have also been reported to play a role in supporting immunization services. The
government meets costs for vaccines, cold chain equipment, transport, personnel emoluments
and office expenditure. UNICEF is reported to fund activities such as social mobilizations, IECs,
training and acts as a procurement agent for vaccines and cold chain equipment. Similarly, the
WHO meets the costs for disease surveillance and technical support. Other funding partners
include the GlaxoSmithKline (GSK).

The EPI national office does not collect all district health plans and is, therefore, not completely
informed about the level of health sector funding being received by the districts, how they are
allocating those funds among different health activities, or the specific immunization activities
being carried out. Due to time limitations, the study team was not able to collect and review
district comprehensive health plans to assess how district-level funding of immunization
activities has changed. However, funds for kerosene, which the MoHSW had been giving to
districts in the past, are now being transferred directly from the Treasury to the local District
Executive Director (DED) accounts. Thus, a specific line item for kerosene is required under the
district budget guidelines.

It is important to note that central level funds cover the vast majority of immunization activity
costs, including vaccines, cold chain equipment and maintenance (except kerosene), other
equipment and supplies, training, and national monitoring and surveillance. Some of the changes
in donor funding are a result of diverting funds formerly going directly to the EPI to the basket
fund.

DANIDA which used to provide vaccines, injection supplies, cold chain equipment, and other
types of support to the EPI for many years, currently, provides largely through the basket fund.
UNICEF’s support to the routine EPI has also declined significantly over the past few years. At
present, UNICEF receives no earmarked funding for routine EPI costs.
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MEDICINES, EQUIPMENT AND MEDICAL SUPPLIES

Access to essential medicines has been one of the implicit policy objectives in the health sector
since independence. It is indeed one of the important aspects of the Tanzania National Drug
Policy (MOH, 1993). The national drug policy is a dynamic reflection of the National Health
Policy since it attempts to operationalize the general policy statements enshrined in the health
policy document. The overall objective of the National Drug Policy (1993) which is currently
under review is to provide free and comprehensive basic health services to all Tanzanians at
affordable costs. This is in line with the constitution of Tanzania, which provides for the right of
every individual to life and enjoyment of good living standards. The overall objective of the drug
policy seeks to contribute to the attainment of the right to life by ensuring free and
comprehensive health services to all Tanzanians. This is intended to be achieved through making
available to all Tanzanians at all times the essential pharmaceutical products which are of
quality, proven effectiveness and acceptable safety, at a price that the individual and the
community can afford.

The concept of essential drugs underlies the selection of drugs in that those drugs of utmost
public health importance are given first priority. One of the criteria of essential drug selection is
cost and price. Drugs will be selected and distributed as generics, and the number of drugs in the
market will be restricted to two brand name products for each drug on the national drug list. This
may not be the case today since there may be more than two brand names for a generic drug on
essential drug list.

The supply of medicines, equipment and medical supplies for government health sector is
centrally coordinated by the Medical Store Department (MSD). Government approved Faith
Based Organizations (FOB) hospitals also buy from MSD. MSD is a semi-autonomous
government department under the MoHSW created in 1993. MSD has eight zonal stores and a
headquarters and a central warehouse in Dar es Salaam.

Since 1984, dispensaries and health centres have been supplied with medicines and related
supplies through a push system (drug kits); i.e., each primary health facility received a monthly
kit with standardized contents. Although the system was easy to operate, it was unable to address
needs of health facilities due to the difference in morbidity pattern resulting into wastages and
shortages of medicines and related supplies in health facilities. In order to ensure a reliable
supply of medicines, equipment and medical supplies in these facilities, the MOHSW has
developed new system namely Indent System and Integrated Logistic System (ILS).

Regulatory mechanisms for quality, safety and effectiveness of medicines

Tanzania has had difficulties for instance regulating the private pharmaceutical sector. There is
evidence of malpractices among the private retail drug sellers particularly in terms of quality of
drugs, dispensing practice and drug pricing. Despite the development of the Tanzania Food and
Drugs Authority (TFDA) in 2003 to regulating the drug sector, there is still more to be done to
monitor the operations of private retail drug sector. This is important as private retail drug sellers
are closer to most of the population, and normally the first care seeking site for people who may
not be able to go through health facilities for diagnosis.

The government has established the TFDA as a regulatory body for quality, safety and
effectiveness of food, drugs, herbal drugs, cosmetics and medical equipment. It was established
by Act No 1 of 2003 — The Tanzania Food and Cosmetics Act which repealed the
Pharmaceutical and Poisons Act No. 9 of 1978 and the Food (Quality Control) Act No 10 of
1978. This body registers all drugs which comply with the rules and regulations of the Act.
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These are the only drugs and medical resources which can be procured by MSD or any other
private dealer. Unless the drug or medical supply or equipment is registered by the TFDA, it
cannot be imported or used in the country.

Health sector reforms and equity in access to essential medicines in Tanzania

Equity is a fundamental principal attached to Tanzania’s heritage from its past. The health sector
reforms following the Arusha declaration therefore aimed to address the discriminatory urban-
based health care system inherited from the colonialists after independence as stated in The
Second Five Year Development Plan (1969). This plan stressed equitable distribution and access
to social services, with targets set at one health centre for every 50,000 people and one
dispensary for every 10,000 people. The government of Tanzania therefore embarked on free
health care strategy to all people and banned the provision of health care services by the private
sector in 1977. This was to ensure an equitable access to health care for all people in the country
without discrimination, in line with the Alma Ata declaration of 1978 of ‘Health for All’ by
2000. However, due to the economic crises, which faced many developing countries in the
1980s, the health care system could not meet the health care needs of Tanzania’s people.
Hospitals faced shortages of medicine and clinical equipment and unmotivated medical staff.
This situation revealed a defeat of the noble national objective of ensuring equitable access to
health care service by all people in the country and points to the infiltration of commercialization
into the health system. In 2007, Tanzania reviewed its National Health Policy from which the
Primary Health Services Development Program (2007 - 2017), popularly known as MMAM was
derived (see Chapter 1). This was geared into improving accesses and equity of health care
services in the country.

As it has been pointed above the distribution of medicine in Tanzania has been improved by
introduction of different approaches which replaced the pre-determined Essential Drugs
Programme (EDP) Kit system that was a push arrangement for a fixed period of time. Despite
shortcoming, it should be recognized that the current distribution strategies has improved the
availability of medicines, equipment and medical supplies at lower level of health care service
delivery.

Indent and Integrated Logistics Systems

The Ministry of Health has instituted a policy to replace essential drug kits with an indent system
in order to tailor drug orders to fit the needs of each particular area and to reduce wastage. Indent
is a system whereby a Health centre or a Dispensary orders drugs and medical supplies according
to their requirements up to the budget limit. The system serves orders from distant customers,
processing the orders, pack and finally delivering the supplies to the customer (health facility or
dispensary). In the first place, the MOHSW introduced the system as a pilot project in Morogoro
region in 1999, where health facilities placed their orders with MSD through the District Medical
Officer. Initial assessment of the programme indicated that, the indent system reduced the value
of consumed supplies by 24%.

An Integrated Logistic System (ILS) is a system for managing various categories of health
supplies, using a single set of procedures. The ILS is a type of Indent system where Dispensaries,
Health centres and Hospitals order quantities of each supply according to their needs and within
their budget. To be successful, the ILS must fulfil the six Rights of supply management.
According to MSD, the system and its staff must ensure that they order i) the right items; ii) in
the Right quantity; Of the Right Quality; iii) is available at the Right Place; iv) At the Right
Time; and v) For the Right Cost.
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Despite the government efforts, a recent assessment of medicine supply system in Tanzania
observed a problem of stock-outs which have been associated with poor stock management in
estimation of maximum and minimum levels; i.e.; error in forecasting at medical store as well as
health facilities. The main reasons for stock-out at health facilities also included unavailability of
adequate funds and non conformity of quantities delivered to orders. The report also found that
there is inadequate storage space, storage equipment and facilities for control temperatures
(MoHSW, 2008). As presented in Figure 2.3, availability for tracer medicine in zonal medical
stores and health facilities were reported to be 82.5% and 88.9% respectively. The supply of
medicine and supplies for vertical programs (NACP, NMCP and NTLP) were reported to be
excellent (MoHSW, 2007).

90.00% -

88.00% -

86.00%

84.00% -

82.00% -

80.00% -

78.00% -

Zonal Medical Store Health Facilties

Figure: 2.3 Percentage median availability of tracer medicines
Source: MoHSW 2008, In-depth assessment of medicine supply system in Tanzania)

Faith based organisation health facilities have reported to have higher availability of drugs than
government facilities. This is based on the flexible ordering and procurement procedures because
they buy from MSD, Mission for Essential Medical Supplies (MEMS) and private suppliers. For
example MEMS delivers orders to the hospitals within two weeks, hence it is more reliable than
MSD.

Reasons for problems in supply of medicines and other supplies in Public Sector facilities have
been identified to include insufficient of drugs budget e.g. TSh 4 and 8 million for a dispensary
and health centres per year and lack of well trained pharmaceutical staff which are also capable
in forecasting. Others included delays in procurement and/or distribution by MSD; centralization
of processing orders; lack of buffer stock; drug expiration; drug misuse; shortcoming in
storekeeping facilities particularly in primary health facilities; and shortage of transport to allow
distribution at district level.

Accredited Drug Dispensing Outlets (ADDO) Programme

In order to increase the accessibility of quality medicines at community level, the government
aimed at improving the existing Part II poison shops. Part II poisons shops, popularly known as
duka la dawa baridi (DLDBs), constitute the largest network of formally licensed outlets for
basic essential drugs in Tanzania. DLDBs are found in all districts. Although exact numbers are
not available, more than 4,600 DLDBs are estimated to exist, about one for every 7,400 persons.
This figure is over 50 percent higher than the equivalent figure for all public health facilities and
11 percent higher than all public, voluntary, and religious facilities combined. For a variety of
reasons, DLDBs are often the most convenient retail outlet from which to buy drugs. Moreover,
with drugs not always available in public primary health care facilities, patients will often turn to
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DLDBs to obtain medicines and supplies prescribed by the government health worker. Given the
minimal pharmacy services in rural and peri-urban areas, it is obvious that DLDBs play an
important role that could be enhanced in providing access to essential drugs for a significant
proportion of the population. Available data, however, reveal a number of major problems with
DLDBs which include Insufficient number of qualified staff; lack of assurance of drug quality;
high drug prices charged to patients; insufficient variety of drugs legally available to meet
consumer needs; and stocking of drugs unauthorized by the regulatory authority.

Each of these problems is exacerbated by inadequate enforcement of regulations, difficulty in
finding reliable and legal sources of drugs and supplies, and a limited list of authorized drugs.
The Accredited Drug Dispensing Outlet (ADDO) programme is designed to address each of the
problems associated with Part II shops.

The adopted strategy for improving the quality of products and services in DLDBs through
ADDOs seeks to combine changing the behaviour of shop owners and dispensing staff by
providing education, incentives, and regulatory coercion with efforts affecting client demand and
expectation with regard to quality products and services. The core of the system begins with
clients with illness who make decisions to seek or access care. These decisions appear to be
based on cultural beliefs about what type of treatment is needed for a particular illness or
condition (traditional, spiritual, modern, etc.), distance to care providers, seriousness of the
illness, wealth or availability of cash, failure of previous treatments, drug availability in public
facilities, perceived quality of local care providers, and provider referrals.

An assessment of the system has revealed some access gaps in respect to drug availability,
primarily in the public sector, and issues related to quality and affordability of products and
services, especially in the private retail sector (Mhamba et al., 2005). These mainly include the
following: i) geographical access to drugs does not appear to be a problem and is not perceived
as a problem by the public; ii) availability of drugs is a problem at the Medical Stores
Department (MSD), especially, but not exclusively, at zonal stores outside of the Dar es Salaam
zone; iii) availability issues exist in public sector primary health care facilities and also in many
hospitals; iv) availability does not seem to be a significant problem at mission health facilities;
and v) in respect to quality of drugs and services, SEAM data revealed that the public cannot be
assured of the drug quality for a significant proportion of drugs in the Tanzanian market.

These findings pose major challenges to the MOHSW, namely to seek the ways and means to
improve the availability of drugs in the public sector, especially in hospitals and primary health
care facilities, and to improve the quality of products and services in the private sector. To
address these challenges, strategies were developed and approved by the MOHSW for
implementation. The strategies included
e Establishing a network of accredited drug dispensing outlets (ADDOSs) in rural and peri-
urban areas of the country to provide an increased range of products similar to those
approved for primary health care facilities
e Establishing a tiered pharmaceutical product quality assurance program
e Establishing an alternative, private sector supply system to augment the MSD supply
system for the public sector, other MSD clients, and possibly rural retail drug outlets by
providing quality, competitively priced health commodities.

The strategies for establishing a network of accredited drug dispensing outlets and drug quality
assurance are currently being implemented.
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The ADDO program began as a pilot program to improve the quality of care provided in duka la
dawa baridi (DLDBs), private drug shops. DLDBs were originally constituted by the TFDA to
provide non-prescription medicines in the private sector. DLDBs currently constitute the largest
network of licensed retail outlets for basic essential medicines in Tanzania, with more than 6,000
shops across all districts in the country. However, based on evidence that DLDBs were not
operating as intended, (CPM, 2003) the MoHSW through TFDA in collaboration with the
Management Sciences for Health and Regional and Local Government Authorities Strategies for
Enhancing Access to Medicines (SEAM) Program piloted the ADDO program in Ruvuma from
2002 to 2005. The program was designed to provide Tanzanians living in rural and peri-urban
communities the opportunity to purchase quality-assured non-prescription and a limited number
of prescription medicines from regulated, properly operated drug outlets staffed by trained
dispensers, particularly in places where accessibility to public health facilities is limited or when
there are stock-outs of essential medicines at public health facilities. After successful piloting in
Ruvuma, the Government of Tanzania decided to roll out the program to other regions. Findings
from evaluation reports show that ADDOs when compared with DLDB are well stocked with
essential medicines, have improved quality of dispensing and prices of medicines are in line with
the national market prices. Therefore, the roll-out of ADDO country wide is inevitable as will
provide a steady medicine supply to the majority of  Tanzanians
(http://www.msh.org/SEAM/report). However, the government need to accelerate the rollout of
ADDO in order to realise its goal of covering over 80% of rural and peri-urban areas of Tanzania
Mainland to have an opportunity to purchase quality assured basic medicines from a well-
regulated and properly operated private medicine outlets manned by trained personnel by 2010
(http://www.tfda.or.tz).

On the other hand, in line with NSGPR the expected benefit from ADDO program might
contribute to poverty reduction. Specific benefits include:

¢ Improved access to quality, safe, effective and affordable medicines to a larger

population.

¢ Reduced waste of time in searching for medicines and thus serving time for other
productive activities;
Creation of income generation activities for ADDO owners;
Creation of reliable employment for ADDO dispensers especially women
Creation of a skilled pool of trainers, dispensers, and inspectors.
Increased revenue collections to the Local Authorities and Tanzania Revenue Authority.
Improved referral system for patients who first consult drug outlets
Creation of a system for application and repayment of loans by ADDO owners through
micro financing institutions

e Assurance to access of medicines through health financing schemes such as National

Health Insurance Fund and Community Health Fund

Equipment
Examining the issues of equipment per se, the situation is not exceptional as there is shortage.
For example a study which was assesses the situation of emergency obstetric care (EmOC) for
safety motherhood in public health facilities in Tanzania Mainland, reported to have acute
shortage of essential EmOC equipment and supplies especially at health centres and
dispensaries(Malecela et al. 2006). Similarly, a study conducted in Tanga, it was found that
laboratories had limited number of equipment (Ishengoma et al.; 2009) and shortage of
microscope at dispensary level is high. In addressing this shortage, for example, the National
Malaria Control Programme (NMCP) is in process of deploying rapid diagnostic test (RDTs) in
all public health facilities to minimize unwarranted use of high-cost Artemesinin combination
therapy (ACT) (MOHSW, 2009, Malaria Medium Term Strategic Plan 2008-2013 (MMTSP,
2008). It was also reflected in the 2002 Policy Guidelines for oral health care in Tanzania that
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there is lack of equipment and supplies at lower levels; hence there was a need for
rehabilitation/establishment of district dental clinics and provision of appropriate equipment,
instruments and supplies.

Although the focus of this review is on lower level of health delivery, it is astonishing noting that
even at Muhimbili National Hospital equipment problems and supply and staff shortages
together accounted for one quarter of postponements of surgical operations while in laboratory, a
lack of equipment prevented some tests to be performed (Mbembati et al., 2008)

There have been notable improvements in communication as most districts had good
communication facilities including different telephone services such as landlines and cellular
network. Over half of districts have shortwave radio and about 97% have computers but few
have internet connection (MOHSW, 2008).

FUNDING FOR PROCUREMENT AND MANAGEMENT OF DRUGS AND MEDICAL
SUPPLIES IN TANZANIA

While the per capita expenditure on health is about USD 5.5, drug expenditures by the MOHSW
represent between 14-19% of the total health expenditures, with 50-60% of this amount going to
primary health care. Actual expenditure on these items in 1999-2000 was about USD 0.30,
indicating a sizable shortfall in funding for essential drugs in the public sector. Budget
allocations to hospitals for drugs and medical supplies are made on a population basis. PHC drug
kits consume about 50% of drug and medical supply resources, and the first priority for funds
received is supplying kits to health centres and dispensaries.

A financing gap of about USD 3.5 per capita was estimated. The gap is particularly acute in
“other charges” and indicates a shortfall in the provision of essential drugs and medical supplies
in the public health sector.

Procurement of drugs and medical related supplies

MSD successfully procures millions of dollars of pharmaceuticals and medical supplies from the
international and domestic market. MSD management purchases drugs at highly favourable
prices when compared to international standard pricing. MSD is the sole supplier for the public
sector and primary supplier to faith-based and other nongovernmental, non-commercial groups
providing health services in Tanzania. On balance, MSD is a financially strong organization that
procures drugs at extremely favourable prices, has a relatively good distribution capacity, and
has shown a record of improved workforce performance. However, problems with stock
availability have been evident in recent years and projections of significantly increased demand,
together with the implementation of the indent system, are likely to put further pressure on
MSD’s physical and managerial capacity as well as prevent any easing of availability problems.

To its credit, MSD has been taking steps to resolve drug and medical supply availability issues
within its organization. The steps should serve to improve drug availability. However, even with
increased efficiencies, a number of factors seem to indicate that MSD is likely to continue to
exhibit some degree of difficulty in dependably meeting all the requirements of its clients. To the
extent that this is a reasonable evaluation of the situation, the government may want to consider
options for alleviating the pressure on MSD by making it possible for health facilities to buy
drugs and medical supplies from other approved suppliers as it has been observed from MoHSW
(2008) reports where about 45% of health facility respondents reported to procure product from
other sources (Figure 2.4)
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Figure 2.4: Procurement Sources by Health Facilities
(Source: MoHSW 2008, In-depth assessment of medicine supply system in Tanzania)

Distribution of drugs and medical related supplies

The predominant single distributor of pharmaceuticals and medical supplies in Tanzania is the
MSD. Since the government deposits funds for its health facilities with the MSD, it has a virtual
monopoly for distributing pharmaceuticals and supplies to all public sector health facilities,
including District Designated Hospitals. In addition to supplying government facilities, MSD has
the country’s pre-eminent drug distribution system. The MSD’s distribution strength, combined
with competitive, if not the lowest, prices, means that it supplies the majority of commodities to
mission/faith-based health facilities. Given the country’s reliance on the MSD for drug
distribution, both public sector and private sector representatives have expressed concern that
any inability of the MSD to meet client requirements could have disastrous effects on Tanzania’s
health care system.

MSD has a good distribution capacity and record. For example, a survey undertaken in 1998 to
determine whether medical kits reached their intended beneficiaries indicated fewer
discrepancies with MSD deliveries than with district deliveries. During the period under study,
MSD distributed more than 46,000 blue and yellow kits. Of these, less than 1% could not be
accounted for, which is a noteworthy achievement. When discrepancies did occur, they were
attributed to poor record keeping and the possible diversion of kits in transit.

Major increases in workload in the last three years have stretched MSD’s physical and
managerial capacity. There are signs that MSD is working under considerable stress and that
service is not meeting customer expectations. The increase in throughput volumes is evidence of
this increase in workload. It should be noted that MSD has responded well to this increased
workload, with evidence of improved workforce performance. MSD has responded positively to
the challenges it has faced in recent years. However, projections for future funding indicate
demand continuing to grow significantly. One must question whether it is reasonable to expect
that MSD can continue to absorb an ever-growing demand or whether there is a limit on how
much can be realistically expected. This question is important not only in light of future demand
projections, but also in relation to MSD’s documented weaknesses in certain areas, such as
inventory management.

In summary, the distribution structure of medicine and medical supplies where Manufacturers,
wholesalers, sub-wholesalers, donors, and the MSD are the principal distributors in Tanzania is
described as follows:
e Foreign manufactures sell products to the MSD, local manufacturers,
importers/wholesalers, donors, NGOs/voluntary agencies, and private hospitals.
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e [ocal manufacturers sell products to the MSD, wholesalers, NGOs, and large private
institutions (hospitals, retail pharmacies, etc.).

¢ Donors provide drugs to NGOs and voluntary agencies.

e The MSD distributes products to government health facilities, NGOs/voluntary
agencies, and parastatals from seven zonal stores.

e Major importers/wholesalers sell primarily to sub-wholesalers/stockists, large private
health facilities, and retail pharmacies. Sales to the public sector and NGOs/voluntary
agencies are generally minimal.

e Sub-wholesalers sell to smaller pharmacies, private health facilities, drug outlets
(Duka la Dawa Baridi/Duka la Dawa Muhimu), and smaller wholesalers.

e Consumers obtain their products from public sector health facilities, private sector
facilities, NGOs, pharmacies, and other drug outlets.

Drug and Medical Supply Demand Forecasts

Different sources provide different projections for drug expenditures. Regardless of source, all
projections indicate an increase in demand for pharmaceuticals and medical supplies. Other
sources also indicate an increase in funding for drugs and medical supplies. For example;
Expected financing generated by hospital cost-sharing and the CHF was expected to rise from
TShs 2.96 billion in 2000-2001 to TShs 10.95 billion in 2003-2004. Up to 50% of this funding
was expected to be spent on drugs. National Health Insurance Fund (NHIF) annual expenditures
on drugs are difficult to estimate, but they are expected to approach TZS 220 million. MSD’s
own projections have shown a 40% growth in throughput volumes between 1999-2000 and
2002-2003. Looking at the longer term, MSD projected throughput is expected to triple in size
by 2010. Based on these volume projections, by 2010, MSD’s throughput can be expected to rise
to 40,000-50,000 cubic meters. This compares to 22,000 cubic meters in 2000-2001. At present,
50% of MSD’s business is with pre-packaged kits. For MSD these are four stock items (local and
international blue and yellow kits). Replacing this with an indent system will mean that MSD
will have to pick and pack all PHC-level orders on an individual basis (for more than 3,000
health facilities). This change has major implications for warehousing systems, picking and
packing operations, and inventory management.

MSD’s ability to handle future demands

For the near future, MSD will remain the backbone for supplying the country’s public sector
health commodities. However, evidence that it may not be able to fully satisfy public sector
demand is compelling. Out-of-stock rates at MSD zonal stores appear to indicate a stressed
condition. Workload has doubled over the past five years and there is every indication that
workload will continue to increase. MSD is actively taking steps to improve its operational
capacity but even in the best of all worlds, there is scant evidence, if any, that a single vendor can
or should be expected to reliably provide 100% of country requirements. One approach that
could alleviate supply availability problems is the implementation of an alternative supply
system such as the prime vendor system described previously. In essence, the system would
provide quality, low-cost medications to public and approved private sector facilities with
convenience at least comparable to that of MSD. Such a system is predicated on availability of
funds in the regions/districts to procure needed supplies. Since all funds are currently deposited
with MSD, the current hospital funding mechanism for drugs and supplies would require
modification.

The key questions to ask regarding MSD’s ability to handle future demands are (i) can MSD
meet current demand satisfactorily and (ii) can MSD meet expected future demand. In
considering these questions, MSD’s capacity to absorb the effects of the indent system must also

40



be assessed. It is useful to look at the implications for MSD of continuing to be the sole supplier
for publicly funded health facilities. Although organizational and informational system
improvements may take MSD some way toward achieving this target, there must nevertheless be
room for doubt as to whether MSD would achieve everything expected. In fact, based on the
available evidence, it is arguable that demand has already outstripped MSD’s ability to supply. It
is recognized that implementation of an alternative supplier program will require extensive
cooperation from both the public and private sectors, and a thorough evaluation is required by
the government to determine feasibility of such a program.

MAJOR CHALLENGES

EPI Vaccine

Decline in EPI vaccines immunization coverage rate in recent years for example from
99% before 2007 to 86% in 2008.

Inadequate storage facilities: Although the Vaccine Management Assessment Report
reported a general adequacy in infrastructure in terms of buildings, storage capacity and
transport at all levels (MOHSW, 2007), this review has noted that the change from single
disease condition vaccine to the introduction of the pentavalent vaccine in 2005 which
utilizes one vaccine vial for each child/client has increased the bulkiness of the vaccines.
This requires a large storage system at national, regional, district and service delivery
levels

Shortage of funds due to shift in financial support for social mobilization services; hence,
community campaigns are not funded

EPI personnel not being core members of the RHMT and CHMT affect the quality and
frequency of supervision at service delivery level.

Discrepancy between NBS population statistics and the actual number of eligible children
and pregnant mothers for immunization.

Finance for immunization programme after GAVI support ends, particularly in light of
declining bilateral and multilateral support to the EPIL.

Medicine, equipment and medical supplies

Shortage of storage space and storage facilities for medicines and medical supplies
Transport shortcoming at district level which affects the smooth and timely distribution
of medicine, equipment and medical supplies

MSD remaining the sole agent for procurement and distribution of medicines, equipment
and medical supplies.

Shortage of qualified pharmaceutical personnel

Centralised Indent and Integrated Logistics systems ordering of medicines, equipments
and medical supplies through MSD

Fixed financial allocation for medicines and medical supplies for health facilities
Acceleration of ADDOs rollout across the country while ensuring the service quality in
operating regions

LESSONS LEARNT

EPI Vaccines

EPI vaccination in Tanzania is offered as part of Primary Health Care (PHC) in all
Maternal and Child Health (MCH) clinics, in all health facilities under the Reproductive
and Child Health Section
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There are two immunization schedules currently in use which targets children under one
year of age and the women of childbearing age (15-49 years)

From 1996, the management of day-to-day immunization activities at service provisional
point was left to councils as part of the Health Sector Reform. The central MOH was left
with the role of policy formulation, issuance of guidelines and immunisation standards,
procurement of vaccines, cold chain equipment and supplies and monitoring and
supervision.

The number of health facilities providing EPI vaccines has increased to reach 4,374 by
2008 of which approximately 75% are government-owned and the remaining belongs to
non-governmental organizations, religious organizations and private practitioners
Coverage of EPI vaccines has improved above 80% for each antigen but there is a steady
decline of DPT-HB3 from 2004.

The EPI programme activities receive funds from both the government and direct from
development partners mainly from GAVI, UNICEF, WHO, World Bank and GSK. The
government budget for EPI activities is through MTEF and Basket fund. The received
funds are inadequate to support different activities of the programme. Overall, it is
estimated that government funding for the programme has been at about 20% of the total
programme costs.

Reasons for rise and stability of EPI vaccine coverage included (i) sufficient resources
from external support as vertical programme, (ii) commitment from higher political,
religious and other community leaders, (iii) community awareness through effective
social mobilization and, (iv) political stability in the country.

Reasons for decline and fluctuation of EPI vaccines coverage could be due to (i)
discrepancy between population statistics issued by NBS and the actual number of
children available in the community, (ii) significant shift in funding for EPI vaccines
activities such as social mobilization/village campaigns and monitoring and evaluation
(iii) knowledge and skill composition of RHMT and CMHT does not suffice the need for
EPI services at different service delivery levels in term of supportive supervision

Medicines, equipment and Medical supplies

The supply of medicines, equipment and medical supplies for government health sector is
centrally coordinated by MSD, also government approved FOB hospitals also buy from
MSD

MSD is a semi-autonomous government department under the MoHSW created in 1993
and has eight zonal stores and a headquarters and a central warehouse in Dar es Salaam
Since 1984, dispensaries and health centres were supplied with medicines and related
supplies through a push system Essential Drug Kit whereby each primary health facility
received a monthly kit with standardized contents

There regulatory infringement in private pharmaceutical sector and this compounded with
failure of TFDA to effectively monitor their operations due to limited funds.

There is a notable availability of medicine, equipment and medical supplies which could
be associated with improved fund allocation and ordering and procurement procedures
through Indent and integrated logistics systems.

Health facilities face frequent stock-out of medicines which could be contributed by
problems related to ordering and procurement procedures which are centralised and poor
forecasting as a result of inadequate qualified pharmaceutical personnel.

The government improved accessibility of quality medicines at community level by
establishment of Part II poison shops, popularly known as duka la dawa baridi. Duka la
dawa baridi tailed to perform up to standards due to insufficient number of qualified
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staff; lack of assurance of drug quality; high drug prices charged to patients; insufficient
variety of drugs legally available to meet consumer needs; and stocking of drugs
unauthorized by the regulatory authority

ADDO programme or know as Duka la Dawa Muhimu was introduced in to replace
DLDB, and is charged to provide Tanzanians living in rural and peri-urban communities
the opportunity to purchase quality-assured non-prescription and a limited number of
prescription medicines from regulated, properly operated drug outlets staffed by trained
dispensers, particularly in places where accessibility to public health facilities is limited
or when there are stock-outs of essential medicines at public health facilities.

There is acute shortage of equipment for different functions such diagnosis, surgical,
EmOC, communication, storage and transport.

There is inadequate qualified pharmaceutical and other health personnel

RECOMMENDATIONS AND WAY FORWARD

There is a notable improvement in availability of medicine, equipment and medical supplies at
lower level of health services delivery. These achievements are not satisfactory enough to
achieve therapeutically better outcomes to the patients in contribution towards realisation of the
MKUKUTA targets by 2010. In this regard, there is an urgent need for the government to review
the implementation strategies to ensure that medicine, equipment and medical supplies are
available at all times. This could be achieved by:

1.

il.

1il.

1v.

Allowing public sector health facilities to order and procure drugs, equipment and
supplies from private wholesalers by ending the monopoly of MSD. The MSD has the
capacity to meet only about 65 to 70 percent of customer needs, making it difficult for
public facilities to get the medicines they require. The introduction of other private
suppliers will stimulate market competition and could be achieved by conducting
stakeholders meeting to discuss the idea where implementation strategies of
introducing competitive suppliers could be consensually reached and drawn.

Decentralization of the processing of Indent system and ILS from health facilities
orders to Zonal Medical Stores to facilitate procurement and distribution. Current all
orders are centralised contributing to unnecessary delay taking into account weak
stock management at MSD.

Increasing allocation of funds as the current budget for health centres and
dispensaries does not meet the demand. Also there is a need to improve disbursement
of funds direct to District council instead of being retained by MOHSW. Distribution
of medicine, equipment and medical supplies upon receipt of cash for respective
order by MSD this contributes in the stock-out and is compounded by poor
forecasting.

Training, recruiting and deploy qualified pharmaceutical and other health personnel.
Lower level of health services delivery faces an acute shortage of skilled health
personnel to offer better health including forecasting of medicine and medical
supplies. It is estimated that Tanzania has about 640 registered Pharmacists, 352
Pharmacy Technicians and 312 Pharmacy Assistants. With more than 5400 health
facilities in the country, definitely there are inadequate of pharmaceutical personnel at
different level of health care delivery.
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Accelerate the roll out of ADDO across the country to meet the target of over 80%
coverage of rural and peri-urban areas by 2010. The government is committed to
ensure the targets are met within the scheduled timeframe hence there is an urgent
needs to solicit more funds by working closely with different development partners.
ADDO will contribute a steady supply of safe and effective medicines to majority of
Tanzanians but regulatory bodies, TFDA in particular need to ensure the quality of
services provided because regulatory infringement is extremely common with drug
shops in low income countries including Tanzania (Goodman et al., 2007). During the
era of trade liberalization, ADDO are exposed to poor-quality drugs, including
counterfeits which will defeat the whole good intention of its introduction based on
the health risk they present.

The coverage of EPI vaccines have significantly improved despite slippage of DPT-HB3. Based
on its key contribution in reduction of childhood and maternal mortalities to realize of
MKUKUTA targets, it is important to improve coverage of EPI vaccines among children under
one year of age and the women of childbearing age, that is, 15-49 years by:

@)

(ii)

(iii)

Increasing funding allocation for social mobilization and demand creation: Social
Mobilization is traditionally perceived as a community-based or country-level
action. It capitalizes on people’s energies and commitments, on available
resources, and on situations that can help move a group of people to achieve a
common purpose, and understand why it matters to them. Therefore, it is a key
component in ensuring improved coverage of EPI vaccines but funds allocated for
these activities are inadequate. Currently, government efforts are supported by
Global Alliance for Vaccines and Immunization (GAVI) which bring together all
the key partners in immunization including UNICEF, the World Health
Organization, the World Bank, governments, non-governmental organizations,
vaccine manufacturers and the Bill and Melinda Gates Foundation

Strengthening vaccination campaign: Despite the availability of safe and effective
EPI vaccines, the incidence of new cases necessitate the need of have special
vaccination campaign in order to improve coverage and accelerate childhood
survival. Hence National Immunization Days and massive national campaign
need to be strengthened by the government soliciting funds from different
development partners. For example in 2008, UNICEF supported campaign that
provided four life-saving interventions for children including measles vaccine,
vitamin A supplementation, de-worming tablets and long-lasting insecticide
treated bed nets to prevent malaria. The government also dispensed oral polio
vaccine at border posts and other strategically located centres.

Strengthening mobile and re-establishing outreach vaccination services by
targeting marginalized and poor groups including urban and peri-urban poor and
ethnic minorities: Extra outreach session can ensure that the poorest children are
also protected against vaccine preventable diseases. This strategy is one of the
components of Reaching Every District (RED) approach which aim at improving
organization of immunization services so as to guarantee sustainable and
equitable immunization for every child (WHO-AFRO, 2004). The government
need to ensure health facilities are operational (functioning fridge, available
vaccines, injection equipment, transport for outreach, trained and supervised
health workers)
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(iv)  Training and improve supportive supervision: Since decentralization, the
programme is facing shortage of well qualified and committed personnel to
conduct effective supportive supervision from RHMT and CHMT members.
There is an urgent need for the officer at regional and district responsible for EPI
vaccine to be co-opted member of RHMT and CHMT.

(v) Enhanced surveillance for completeness and timeliness reporting: Surveillance is
an important phenomenon to monitor the implementation progress of the
programme whereby outbreaks could be detected and notified promptly to
immediate response for its containment. Through surveillance the programme
have been able to identify, notify and respond to different outbreak in different
areas in Tanzania but the surveillance reports suggest the detection rate needs to
be improved. The government need to solicit enough funds to enable the
programme to intensify surveillance for early detection in order to attain the
elimination goals.
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CHAPTER 3: FURTHER ROLES TO BE PLAYED BY THE DEVOLUTION OF
RESPONSIBILITIES FOR HEALTH FACILITY AND HEALTH PLANNING TO
LOCAL GOVERNMENT AUTHORITIES

Summary: Decentralisation by Devolution (D by D) is contemporary reform process adopted alongside
the Local Government Reform Process in Tanzania since early 1980’s with a key focus to shift
responsibilities from central to more autonomous local government structures. Because of D by D, Local
Government Authorities (LGAs) have taken full responsibility for planning, budgeting and management
of government services, including health, education, and water supply. Nevertheless, there is a need to
further understand the achievements and achievement of decentralisation by devolution linked to progress
toward MDG and PRSP/MKUKUTA goals. During December 2009, we reviewed various policy and
scientific literature to explore further roles to be played by the devolution of responsibilities for Health
Financing and health planning to Local Government Authorities. There are notable achievements of D by
D, including the devolution of responsibilities for health facilities and health planning to Local
Government Authorities — supported by financial resources (through the Health Basket Fund and Block
Grants). However, there have been constraints such as staff shortages, poor performances of the available
health workers, inadequate managerial skills, poor and inadequate infrastructure and irregular availability
of drugs and supplies, a limited availability of information on expenditures in Councils and dominance of
bureaucrats over community representatives at district level when it comes to planning and budgeting.
The programmes, projects and activities implemented under the Decentralisation by Devolution have
contributed to improvements in health outcomes and to some improvements in the quality of health
services at community level. The programme’s current and future gains [need to] be consolidated and
sustained in order to ensure sustainability of reform process and its acceptance among the stakeholders.
There is a need to develop a set of social, political, economic, ICT factors and the dynamic “reform
regime” in a very flexible and pro-active manner.

INTRODUCTION

Since independence, the Government of Tanzania has committed itself to fighting against three
enemies, including poverty, ignorance and diseases. Different policies and strategies have been
pursued in line with political situation in the country from single to multi party governed nation.
Decentralisation by Devolution (D by D) is contemporary reform process adopted alongside the
Reform process in Tanzania since early 1980°s. A key focus of D by D has been to shift
responsibilities from central to more autonomous local government structures. With a view to
achieve the MKUKUTA and the Millennium Development Goals, Local Government
Authorities (LGAs) have empowered to take full responsibility for planning, budgeting and
management of government services, including health, education, and water supply. The
objective of this Chapter is to explore the documented achievements achievement so far and
further roles to be played by the devolution of responsibilities for health facility and health
planning to local government authorities.

Information presented herein was obtained through a review of both grey and published
literature, obtained from library archives as well as from Internet search on Google and Pub med
focussing on policy dynamics in Tanzania and various reform processes undertaken since
independence in 1961 in fighting war against the main enemies namely poverty, ignorance and
diseases.
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BACKGROUND TO LOCAL GOVERNMENT REFORM PROCESS IN TANZANIA

The Government of Tanzania has a long history of reforms since attainment of Independence in
1961, when three enemies, namely poverty, illiteracy and diseases were declared. Soon after the
independence, the new government abolished the Native Authorities established in 1926. After
the Independence, a new structure of Councils covering the whole country introduced, by 1972,
this number had risen to 68. Between 1972 and 1984, the local council authorities were replaced
by a direct Central Government rule, through the District/urban development councils, following
the 1972 declaration of decentralisation policy “madaraka mikoani”.

During 1972-1984, the government put an emphasis in decentralisation policy which among
others included, merging of Urban Councils with neighbouring rural councils, emphasis on
"Socialism and Self Reliance" and extension of central Government Authority and control to
village level.

Following fundamental political, social and economic changes which were initiated since early
1980’s, Tanzania has moved from being a centrally planned and controlled one-party socialist
state to being a multi-party democratic state with an open economy.(URT 2009) In 1982, the
Parliament of the United Republic of Tanzania enacted legislations Acts No.7, 8, 9, 10 and 12 to
reinstate power to the people through established sound Local Governments. Local Government
elections took place in 1983 and Acts No.7 and 8 reintroduced rural and urban Local
Government Authorities respectively effective from January 1984. The reintroduction of local
government authorities (1984 -1998) raised hopes for an improved performance through greater
involvement of citizens.

However, the improved performance in service delivery as well as development initiatives
through broad-based public involvement was not being achieved as anticipated, due to several
underlying reasons:

Weak human resource capacity and management

Weak leadership and poor management of the councils.

Shortage of properly qualified, disciplined and committed personnel.

Shortage of revenue due to narrow tax base.

Over-employment within the Councils.

Lack of transparency and accountability in the conduct of Councils' business.

AN o e

In 1996 the Government decided to restructure the regional administration, giving more room for
development of the Councils through the Local Government Reform Program ‘LGRP’ Regions
became facilitators, rather than implementers. At national level the councils are overseen by the
Prime Minister’s Office for Regional Administration and Local Government (PMO-RALG).

The LGRP was formulated and implemented by the government in order to address the problems
which constrained the performance of the local government authorities noted in the earlier
reforms. Through the programme, the government intends to strengthen local authorities and
transform them to be effective instruments of socio-economic development at local level.
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DECENTRALISATION BY DEVOLUTION

Decentralisation by devolution falls under Cluster III in NSGPR, which addresses: Governance
and Accountability. Seven goals, each with one or two operational target (s) have been stipulated
under cluster III, aiming at achieving the following four broad outcomes: ensuring good
governance and the rule of law: leaders and public servants are accountable to the people:
democracy, political and social tolerance are deepened: and peace, political stability, national
unity and social cohesion are cultivated and sustained. The third goal focuses on establishing
effective public service framework in place to provide foundation for service delivery
improvements and poverty reduction through the two operational targets namely;

. Administrative systems of public institutions are managed transparently and in the best
interests of the people they serve.
. Decentralisation by devolution institutionalised and implemented to enhance public

ownership of the development and poverty reduction process.

Decentralisation by devolution was formalized in the 1998 Policy Paper on Local Government
Reform that spelled out a policy of decentralization by devolution ‘D by D’
(www.pmoralg.go.tz). D by D is a vast, dynamic and complex programme of change and change
management which entails the transfer of powers, functional responsibilities and resources from
central government to local government authorities. It also stands as the main strategy for the
government to achieve the overall objective of the Local Government Reform: to improve the
delivery of services to the public (PMORALG, 2004; Mmari, 2005).

In line with devolution principles, the Government’s vision is to have a local government system
in which Local Government Authorities are: (a) Largely autonomous institutions, free to make
policy and operational decisions consistent with the laws of the land and government policies;
(b)Strong and effective institutions underpinned by possession of resources (both human and
financial) and authority to perform their roles and functions; (c) Institutions with leaders who are
elected in a fully democratic process; (d) Institutions which will facilitate participation of the
people in planning and executing their development plans and foster partnerships with civic
groups; (e) Institutions with roles and functions that will correspond to the demands for their
services; and (f) Institutions which operate in a transparent and accountable manner (Ngware &
Haule, 1993; URT, 2007a,b, 2009). Tanzania has devolved many Government functions to Local
Government Authorities (LGAs) which are now responsible for delivering public services
including health (URT, 2009).

Decentralisation by devolution in health sector

The government of Tanzania gives a special focus on council health services in the context of D
by D and the commitment to reaching the NSGPR and Millennium Development Goals (MDGs)
within the overall Government Vision 2025 (Mmari, 2005; URT, 2007a,b).

The D by D policy has put the Local Government Authorities in charge of delivery of social
services and has given to the Prime Minister’s Office for Regional Administration and Local
Government (PMO-RALG) the task to supervise them. Devolution has a far reaching impact on
the health sector, whereby Local Government Authorities have become responsible and the
MOHSW has withdrawn from direct service provision at district and municipal level (URT,
2009).

Local Government Authorities are responsible for delivering three types of public services in
Tanzania: (1) concurrent functions; (2) exclusive local functions; and (3) delegated functions.
Concurrent functions are public services which are funded and regulated by the central
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government, but for which the provision is devolved by the sector ministries to the local
government level. Health services belong to these concurrent services. All Councils produce
annually a Comprehensive Council Health Plan (CCHP), which incorporates all activities of the
Council Health Services, and all sources of funding at the council level (government funds,
locally generated funds, local donor funds, etc.).

The CCHP is produced by the Council Health Management Team (CHMT), with inputs from the
health facilities, the non-state actors and other co-opted members. It is approved by the Council
Health Services Board (CHSB), which consists of community representatives, officers from
other departments, and representatives from the private sector. The final plan is approved by the
Full Council Meeting. The Regional Secretariat (Regional Health Management Team) approves
the CCHP and forwards it to national level. The PMO-RALG together with the MOHSW
assesses the CCHPs and gives final approval, before funds can be disbursed to the LGAs.

The LGAs provide quarterly technical and financial progress reports (including the health
component) to the respective Regional Administrations, as part of the local government
monitoring system. The Regional Administrations approve the reports, which are forwarded to
national level and aggregated by PMO-RALG. In the future improvement of the quality of the
technical progress reports and better utilisation by the MOHSW for monitoring is planned.

The funds for health services are managed by the Council and kept on a separate account (known
as Account No. 6). Funds for health are released by the Ministry of Finance and Economic
Affairs (MoFEA), including funds from the Health Basket Fund, kept in a holding account at
MoFEA. Funds generated through insurance schemes and cost-sharing are kept in separate
accounts under supervision of the CHSB. The Health Facility Committees with community
representatives decide on utilisation of those funds in their respective health facilities, with
guidance provided by the CHSB.

The Regional Administration is part of PMO-RALG and directly supervises the work of the
LGAs. The Regional Medical Officer is an officer of the Regional Administration and the
coordinator of the RHMT. The RHMT performs its duties of supervision and support to the
District Health Services. In recent years, the RHMT functions had been reduced as part of the
local government reforms. However, an agreement has been reached that stronger technical
support by the RHMTs on behalf of the MOHSW is mandatory to improve the quality of the
health services. During the implementation of the HSSP III these intentions will be concretized
(URT, 2009).

Government’s policy of devolution makes LGAs responsible for implementation of health
services, and regions responsible for supervision. The central level provides leadership and
stewardship in the health sector. The Councils, will take full responsibility for executive tasks in
health and social welfare, applying LGA and PMO-RALG administrative procedures, with
technical support from the MOHSW. Human resources in facilities will be prepared for
management functions, to facilitate further decentralisation.

The RHMTs will concentrate on technical support to improve quality of the Council health
services, without taking-over operational responsibilities. The central level (Ministry of Health
and Social Welfare) will create an enabling environment for the health services, leaving
executive functions to the appropriate stakeholders. The Ministry will decentralise more
executive functions to its agencies and institutions (URT, 2009).

In the current reforms, the Ministry of Health and Social Welfare is responsible for policy
development, strategic planning, resource mobilisation and monitoring and evaluation in the
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health sector. Further integration and harmonisation of MOHSW activities with the NSGPR
management and monitoring is expected in the coming period. As result of the D by D the
Ministry does not have direct responsibilities for operational service delivery at the LGA level.
However, the Ministry provides guidance to service providers and monitors the quality of the
service delivery.

The Tanzania Quality Assurance Framework, with an accreditation system, will be an important
new tool for the Ministry in guiding the health sector. The technical guidance by the Ministry to
the service providers is mainly given through the health programmes, which are based at the
head quarters. These programmes provide treatment guidelines, standard operational procedures
and contribute to capacity building of service providers. In the future this support will be more
integrated and coordinated, in order to improve efficiency (URT, 2009). It is envisaged that in
the future, further decentralisation will give more responsibilities to the health facilities to plan
and manage health activities in collaboration with communities and village governments.

ACHIEVEMENTS

It is worth appreciating the fact that the work done by the Reform programme since its inception
was to lay solid ground in terms of philosophy, policy, initial implementation measures etc as a
basis for enabling LGAs themselves to own and champion the reform process. At the same time
one should appreciate the reality that the recorded and commendable achievements are inducing
even greater genuine demands from stakeholders while capacity and resources remain as
inhibiting factors.

Recent external health sector evaluation report (MFAD, 2007) earmarks significant progress in
decentralizing planning, budgeting and management of health services to local level, linked to D
by D. Important institutional bodies are in place and functioning including the Council Health
Management Teams, Primary Health Facility Committees and Hospital Management
Committees. Councils are engaged in the Comprehensive Council Health Plan (CCHP) process
in a meaningful way. The budgetary aspects of the CCHP have been strengthened over time and
the introduction and support of a comprehensive health services planning tool throughout
mainland Tanzania is a notable accomplishment.

The Ministry of Health and Social Welfare is implementing the devolution of decision making
policy to the district and regional level so that most activities and plan of activities are centred
under the CHMT. Under this, the powers to recruit and retain health workers remain under the
district councils. The government is trying to increase employment and retention of health
workers in order to provide better health services. A programme/ plan of increasing
matriculation/student’s admission in the universities and colleges which offer any health course
is been implemented.

Devolution of responsibilities for health financing

Ministry of Health and Social Welfare is one of the pioneer ministries in the implementation of
D by D policy whose thrust was to ensure devolution of expenditures to the LGAs over time.
What has worked and what has made a difference in the health sector in Tanzania has been the
devolution of responsibilities for health facilities and health planning to Local Government
Authorities — supported by financial resources (through the Health Basket Fund and Block
Grants). Many of the organizational elements have also been established to allow the councils
and their health management teams to undertake meaningful budgeting through the CCHP and to
supervise and operate local health facilities.
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A study conducted in 8 councils, found that the process of granting expenditure autonomy to the
local levels is in progress in the health sector. Block grants, which are the funds transferred by
the central level to the local authorities constitute the largest share of the expenditures in all the
Councils (URT, 2007). The funds allocated to health sector through the councils have been used
in consistence with stipulated guidelines. For instance, block grants have been proven to be
allocated to personnel emolument and other charges, which is consistent with the guidelines set
out in the CCHP manual (URT, 2007). Shares of resources managed centrally (by MoHSW) and
locally (by LGAs) have changed slightly, indicating a slow pace in decentralisation of health
sector financing (URT, 2009). In FY2005/06, about 67% of total health spending was centrally
managed (by MoHSW), while the rest (33%) was managed by the Local Government Authorities
(LGAs). The situation improved in FY 2007/08, with the share of health spending managed
centrally (by MoHSW) declining to 58%, while the share managed by LGAs increased to about
42%. So far, the share of health sector financing managed centrally has averaged around 60%,
with the Councils and Regions managing about 40% of the resources. However, this separation
does not take into account expenditures by the MoHSW on drugs and supplies which eventually
go to the LGAs (Ngware, 2005). In the course of, local Councils, especially rural ones, have
benefited from a redistribution of health allocations through a more equitable pro poor Resource
allocation formula in recurrent funding for health care (URT, 2007).

It is therefore worth noting the shift towards allocating more resources to the LGAs in the
context of D by D (also further detailed in Chapter 4 of this review) is a right direction in the
sen