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COMMENTARY

A leap in the Health Sector Reform path

The
Health Sector Reform initiatives in Tanzania are

not a new phenomenon. They started in the post
independence era in the early 1 960s when efforts were
directed toward orienting the health sector from
curative to preventive and promotive
health services. The impact of the
earlier initiatives became explicit
particularly in the 1 970s. Remarkable
strides were made in implementing
the Primary Health Care Strategy
which saw expanded health facilities
in rural areas, improvements in trained
human resources for health and
rewarding attempts to achieve equity
in health services. During this period
we experienced rapid development
not only in health, but also in the
provision of education, water and
other social services to the rural a reas
where the majority of the people live.

The economic slump that ravaged
many African countries in the 1 980s,

however, adversely affected health
services and reversed some of the gains of the previous
decade. Despite an extensive network of hospitals,
health centres and dispensaries across the country, the
quality of service left much to be desired and people's
health status remained unsatisfactory. It also became
clear that the management of health services and the lines
of authority and responsibility did not augur well for a
system geared at providing equitable health services.

In 1985, the government resolved to reform all
sectors in order to improve efficiency and accessibility
of services to the communities. We thus embarked on a
process of fundamental change in policy and institutional
arrangements, but it was not until 1994 that the Health
Sector Reform Document was approved by the
Government. Earlier strategies were revisited and new
ones put in place, but upholding equity as the guiding
principle in providing health services. I am happy to
note that so far we have made progress in
Organizational, Managerial and Financial Reforms.

The Reform heralded, among others, a change of
roles. The government is now placed mainly as a
facilitator and key player in policy formulation,
legislation, regulation and quality control. One of the
most fundamental changes is devolution of power to the
district. This gives both authority and responsibility to

Minister of Health,
Honourable Aaron Chiduo

District Health Management Teams and provides a
framework for participation of the community in
planning and implementing their plans. Aware of the need
for an alternative source of financing the Reforms,

radical changes in funding became
inevitable. Whereas the private
sector was recognized as a
formidable partner in providing
health services, the compulsion to
increase public expenditure on health
was felt. The new strategy also
introduced user fees in health
facilities, a mechanism for
administering Community Health
Funds and Health Insurance for civil
servants.

Implementation of the Reform
in the pilot districts has so far shown
the vitality of the change. There are
indicators that point out that the
changes are definitive and are
propelling our system toward
improved health services to

communities particularly those at most risk, in our case,
women and children.

The knowledge being generated by the Essential
Health Interventions Project (TEHIP) in their research
and development interventions has demonstrated the
virtues of evidence-based planning. Although the project
is yet to conclude its findings, it has showed us the way
forward in instituting the required changes for improved
performance of the health sector. It is perhaps not too
early to announce that there are interesting lessons that
are providing input to DHMTs in resource mobilization,
allocation and utilization, and more so in the general
improvement of the management of health services, and
decentralized planning.

All in all , I believe, we are firmly on track in the
implementation of the Health Sector Reform but since
change is a process that must be based on evidence, the
strategies cannot all be effected spontaneously or
concurrently. Much as we would like to see immediate
impact of the new strategies, we are cautious of the scope
and complexity of the task, our capacity to manage the
changes and the additional resources required.

Dr. Aaron Chiduo, MP
Minister of Health
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BOOK

Impressed by breadth of vision
and courage of implementers
By Maureen 0' Neil

What
do I remember most

from my trip to Rufiji and
Morogoro? The hippo

who bumped our little ferry as we crossed
the river in the dark? The romance of
sleeping in a tent under the starry sky,
listening to tales of lions? Two things -
but not those.

First, the enthusiasm and dedication
of everyone associated with TEHIP from
the Permanent Secretary, Mrs. Mariam J.
Mwaffisi, to the young statisticians
working away at their computers. Sec-
ond, the fact that the District Commis-
sioner of Rufiji, Al Hajj Issa Lembuya,
had spent several months at IDRC in Ot-
tawa studying scientific writing. The
former I hoped for and expected, the lat-
ter was quite a surprise and a wonderful
reminder of the reach of IDRC s mission,
many years on. I had not expected to talk
about Ottawa winters on the District
Commissioner s porch overlooking a
green lawn that in the dark of night served
as dinner to hippos.

I was accompanied on this wonder-
ful visit by three IDRC Governors: Dr.
Octavio Gomez-Dantes, Dr. Dan Martin,
and Ms. Paulynn Sicam. Dr. Gomez-
Dantes is Director of Health Policies and
Planning for the Center for Health Sys-
tems Research in Mexico. He came away
from TEHIP with many ideas that he felt
were quite applicable to Mexico. Dr. Mar-
tin and Ms. Sicam were equally impressed.
With the Governors and me were our
Regional Director based in Nairobi and
Executive Director of EHIP. Dr. Eva
Rathgeber, as well as the Canadian High
Commissioner to Tanzania, Mr. Wayne
Hammond, and the CIDA Representative
in Dares Salaam, Mr. Brian Proskumiak.

Dr. Peter Kilima said in his editorial
in the second edition of this newsletter,
"as a butterfly cannot fly with one wing,
likewise development cannot be achieved
without research". TEHIP impressed us
by the breadth of the vision and the cour-
age of its implementers - the team which
includes the frontline health care provid-

ers, as well as the community and, of
course, the researchers. Government
officials from the local level to Mrs.
Mariam Mwaffisi, the Permanent Sec-
retary, received us warmly.

To hear about the practical and
effective way in which the TEHIP so-

The IDRC President, Maureen ONeil admiring a gift after a
visit to the project areas. To her left is the Permanent

Secretary in the Ministry of Health , Mrs. Mariam Mwaffisi
and the Rufiji District Commissioner, Mr. Issa Lembuya. On
her right is the Canadian High Commissioner to Tanzania,

Mr. Wayne Hammond.

cial scientists use the tool of Participa-
tory Rural Appraisal to solicit the voice
of the people and then pass the data to
the District Health Management Team
and subsequently along the chain to
the planners and the District Council
was an eye-opener for us all.

We were gratified to see the ex-
panding use of the insecticide-treated
anti-malaria bed nets - another outcome
of IDRC-supported work. We could un-

derstand very well the impact of practi-
cal improvements like the new e-mail for
health workers, and, for communities, the
clean, well-organized and stocked dispen-
saries.

The innovations of the demographic
surveillance system and its multiple ap-
plications in the hands of a highly moti-
vated health team augur well for improve-
ments in the lives of people in Rufiji and
Morogoro.

As TEHIP researchers analyse the

project data, and as the
benefits to people s
health are docu-
mented, I know that
the Governors who
visited will be eager to
tell the TEHIP story -
not only in Africa but
in the Philippines,
Mexico, America, and
Canada. This joint ini-
tiative of national and
local governments is
of great interest in
other countries.

TEHIP has all the
building blocks for
positive change - deep
conviction to organize
health services di-
rectly related to peo-

pie s illness, good teamwork, innovative
governance, and new approaches to fi-
nancing. IDRC Governors are proud to
be a part of Tanzania s forward-looking
reforms - and were delighted to learn from
Dr. Harun Kasale, Dr. Conrad Mbuya Dr.
Graham Reid, Dr. Don de Savigny, Dr.
Leslie Mgalula and all the others who so
kindly hosted us.
Maureen 0 Neil is the President of IDRC

TWO THUMBS UP

Thanks for issues 1 and 2 of this very informative newsletter. Indeed, the TEHIP
Newsletter addresses key issues in health policy and planning at the district level, while
having a firm grasp on research tools to evaluate related interventions. This is awesome
work. Two thumbs up!

Pierre Ngom, PhD

African Population and Health Research Centre! Population Council

General Accident House, Ralph Bunche Rd
P.O. Box 17643, Nairobi, KENYA

Tel: (254-2) 713-480 : Fax: (254-2) 713-479 (office)
E-mail: pngompopcouncil,or.ke
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OVERVIEW

Planning and priority setting
A unique interplay of both research and development elements

T f "time is the best teacher", as a
Iphilosopher once wrote, the ap-

proximately three years so far devoted
to gathering information on planning
and priority setting in districts will go a
long way in enlightening the Health Sec-

tor on what ought
to be done in order
to provide efficient
and cost effective
services to commu-
nities.

Tied to a

packed schedule
since December
1997, social scien-
tists, health work-
ers, animators and
informants have
been working
around the clock
with communities
and health manage-
ment teams in a
rather unique
project in two dis-
tricts of Tanzania. They are busy col-
lecting and analyzing data that would
help test certain principles of "process"
which, if found workable, would have
rewarding applications in a variety of de-
veloping countries. The teams of re-
searchers, drawn from various Tanzanian
institutions, main goal is to test the fea-
sibility and, measure the impact of an
evidence based approach to health plan-
fling at the district level in Tanzania.

The operational context of TEHIP is
within a country which has adopted a
decentralised, district-based social sec-
tor planning and budgeting process.
Both the Local Government Reform and
within this, the Health Sector Reform
processes are being implemented. Bilat-
eral and multilateral development part-
ners have also worked closely with the
Government ofTanzania in developing a
sector wide approach (SWAP) under a
unified policy and expenditure frame-
work. TEHIP is thus rooted in an envi-

ronment of considerable and ongoing
change. TEHIP works not only to sup-
port such change but produces tools,
evidence and information to support and
steer this process.

In essence, TEHIP has an overall
objective to test a conclusion of the 1993

World Development Report that an
integrated package of minimum es-
sential public and clinical health
interventions could significantly
reduce overall disease burden in
low income countries.

Specifically, it sets out to test
the impact on peoples health sta-
tus and health development re-
sulting from the delivery of the
package of essential health inter-
ventions by:

ensuring adequate capacity
building to promote evidence-
based health planning and budg-
eting at the district level.

determining the information,
management, policy and imple-
mentation requirements for the de-
livery of essential health interven-
tions under actual field conditions,
and

measuring the costs and evalu-

ating the effectiveness of the delivery
of these health interventions in order
to determine the degree to which their
integrated implementation reduces the
overall burden of disease.

In order to test the impact of such

decentralised plan-
ning, the overall
project design has
incorporated a
unique interplay of
both research and
development ele-
ments. The re-
search side has
been devised not
only to understand
fully the setting
but also to identify
weaknesses, assist
in tool develop-
ment to overcome
these weaknesses,
to monitor the
processes and ulti-
mately to track the
impact over time.

HEALTH REFORM
QUESTIONS

How can Health Reform Enhance:

Community Participation

Household - Health Sector Relationship

Resource Allocation and Integration

Financing

Private Sector

Alternative Referral System

Human Resource Management and

Development

Management of PHC

DHMT/PHC Committees

Local & Central Government Roles

Costing of Essential Health Interventions

Sustainability

Access, Equity and Quality of Essential

Health Services?

Reduction of the Burden of Disease
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The four components of TEHIJ Research
Component A focusses on

health systems at both the District
Health Management Team (DHMT)
level and also the facility level. It ob-
serves and records what actually
happens over time with respect to
stakeholder influences, planning,
prioritization, resource allocation
and control, management, etc at the
DHMT level and at the Facility level,
implementation, quality, compli-
ance, satisfaction and coverage.

Component B is concerned
with health behaviours at the house-
hold level. This includes items such
as health seeking decision making,
health facility/traditional healer uti-
lisation, expenditure, compliance,
satisfaction, perceived quality, ac-
cess, equity, etc.

TEHIP, through its collabora-
tion with the Ministry of Health, uses
the existing frameworks and struc-
tures. It is not the goal of TEHIP to
produce the two best districts for

health planning and health service
delivery but to use the two districts'
experiences as pilots to develop sus-

tainable and practical tools which will
permit the process to be potentially
"rolled out" to the remaining 115 Tan-

zanian districts.
Thus far, TEHIP has been able

to address the first two of TEH P's
Core Questions namely:

How and to what extent can
DHMTs do planning which is more
evidence-based?

How and to what extent can
DHMTs implement evidence-based
plans?

To-date, there is good evidence
that DHMTs can bring about impor-
tant process changes in both evi-

dence based planning and imple-
mentation. TEHIP is therefore push-
ing ahead with the search for the an-

swer to the 3rd question which is....

How, to what extent and at

what cost, does this reduce the bur-
den of disease? It is only through
Component C undertaking the de-
mographic surveillance that this an-
swer will be revealed.

Tanzania at the moment has
two districts that are using an evi-
dence-based approach and piloting
tools which TEHIP has developed.
The two districts that TEHIP works
in are considered representative of
classical rural districts and contain
typical district council personnel.

Component C tracks the
health impacts through continuous
demographic surveillance of around
85,000 people at the household
level in each district. Every mortal-
ity event is followed up by a verbal
autopsy and assigned to a specific
cause of death.

Component 0 Planning Tools
(Research and Development ) will
be the subject of a future issue of
TEHIP News.
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PLANNING

Much
of the research for stud-

ies of process falls in the
domain of Health System Research. It
focuses on Health Systems Research for
District Health Planning, Prioritization
and Resource allocation. Here both
quantitative and qualitative studies of
systems and services are specifically
concerned with Process, Content,
Context and Implementation as well as
the linkages among them.

Process. The processes of
planning, prioritization, and re-
source allocation within dis-
tricts (how are priorities set?
who decides them? on what ba-
sis?), and of the context and
support provided by district,
regional and central levels
(what support is provided? Is
it effective?).

Content. The content of
plans developed to implement
priority interventions and re-
source allocation decisions (do
the plans address the priority
burdens and consider cost ef-
fectiveness? Do the plans es-
tablish how the relevant activi-
ties are to be implemented?).

Context. The extent to which dis-
trict managers control resources. What
is the capacity (personnel, skills, sys-
tems) of the district health management
team to develop and implement plans;
resource availability relative to needs for
plan implementation; socio-cultural fac-
tors and their potential influence over
plan implementation; constraints and fa-
cilitating factors; assessment of which
groups support or oppose the implemen-
tation of plans, and why they do so.

Implementation. The implementa-
tion of plans in support of priority health
interventions for example. resource al-
location: health services provided; serv-
ice capacity integration, costs; quality;

coverage; provider compliance, etc.
To address the research questions of

the components a mixed basket of skills
is required. Among those working to
unravel evidence in planning,
prioritization and resource allocation are
health system analysts, health econo-
mists and administrators, social scien-
tists, human resource managers, amongst
others. Such skills and disciplines are

drawn from different Tanzanian in-
stitutions among which are the
Ifakara Health Research and Devel-
opment Centre, the University of
Dar es Salaam and the Muhimbi!i
College of Health Sciences.

Unlike many other studies re-
lated to health system planning. the
research is being undertaken in the
form of a research programme rather
than a research project. It bridges
and transcends disciplines of re-
searchers in their individual capaci-
ties from different departments, fac-
ulties, and institutions in meeting
multiple objectives. There are also
opportunities afforded by linkages

with researchers and data in other as-
sociated research components ofTEHIP.

In order to clarify the research paths
of this component, TEHIP uses three
Health Systems Research (HSR) mod-
ules to study District Health Planning
Prioritization and Resource Allocation
Processes. Deriving from the Principal
Research Objective, each module has its
own specific objective which addresses,
in a sequential manner, district phases
of description, analysis and outcome. To-
gether the modules lead to the design of
information, guidelines and tools which
will have direct relevance to district
health planning capacity.

HSR Module 1: is a situational
analysis of the annual district health

continued on page

Socio-cultural factors do have
influence in plan implementation.
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Health System Planning Process
The principal objective of of this research front is to determine how and to what

extent, District Health Management Teams (DHMTs) can use locally generated
information on burden of disease, cost effectiveness, health system capacity,

and community preferences to plan, set priorities and allocate health resources.



Modules generate information to help district health planning capacity
continued from page 7

planning process. Essentially this
describes the process and generates
descriptive information on the nature
of planning processes, procedures and
instruments in each annual planning
circle over four years.

HSR Module 2: is geared toward
establishing determinants of planning
process effectiveness. The influence of
TEHIP intervention is analyzed. For
example, the effects of evidence based
planning approaches using burden of
disease and cost information analysis on
the planning process over four annual
planning cycles as well as other
important influencing factors identified
in Module I are studied.

MOROGORO RURAL Supervision Cascade

Prepared by TEHIP I MOP-I I OHMT
November, 2000
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Data entry staff at work at the Rufiji Research Station

HSR Module 3: The con-
cern here is validation and strengthening
of planning processes (Strengthening
Process). This determines whether the re-
source allocation objectives of the
planning process have been realized, and
if not, will explain reasons for discrep-
ancies. This module also serves as a
conduit for lessons learned back to the
DHMTs on an interactive basis in order
to strengthen the planning process.

The TEHIP intervention and research
process contains, but is not limited to,
bi-annual interactive benchmark meetings
with DHMTs, at which time occur
communication, exchange and planning
as regards implementation research.
These interactive moments are designed
to coincide with milestones in the district
health planning cycle.

In Rufiji District for example, Haruna
M. Malima and Kilomo Y. Matayo, HSR
research assistants have been attending
all DHMT meetings since January 1998
when research started. "We follow all the
planning steps, examine the plans and
their implementation." The research
assistants attend the DHMT meetings
only as observers but go beyond the
forum to gather information in sites,
conduct group discussions, interviews
and analyze documents such as quarterly
progress reports. They acknowledge that
there have been major changes in
planning, setting priorities and allocation
of resources.



BEHAVIOUR

Focussing on health seeking behaviours

Behaviour research could help explain the use or non-use of essential interventions

The principal objective of this research component is to identify and analyze
trends at household level in the utilization of selected essential health

interventions provided through DHMT plans in respect to spatial, social, and
economic determinants.

The
largest research effort in

TEHIP focuses on household
health seeking behaviours in relation to
essential health interventions. Dr.
George Lwihula, principal investigator of
the Component explained that what they
are actually doing is following the foot-
steps of the Health Sector Reform. "The
major issue is evidence based planning
rather than working on assumptions.

This component addresses re-
search questions like the other compo-
nents, which demand skills of a number
of disciplines such as health anthropol-
ogy, health demography, health sociol-
ogy, health systems analysis, health eco-
nomics, epidemiology, etc. Researchers
have been drawn from Tanzanian insti-
tutions mainly the Ifakara Health Re-
search and Development Centre, the Uni-
versity of Dares Salaam and Muhimbili
College of Health Sciences.

To create a base for realistic plans,
research in this component is designed
to understand trends in behaviours and
utilization patterns at the household level
with respect to the selected essential
health interventions.

Household behaviours may both
influence the very nature of DHMT Plan-
ning process and in turn will be affected
by DHMT plans. It is at the household
level that health seeking behaviour,
health service utilization, risk perception,
household decision making and house-
hold expenditures for health are likely to
change.

Behaviour research could thus re-
veal important perspectives on user uti-
lization. This could help determine which
interventions are selected, or how they
are derived, and help explain the use or
non -use of essential interventions. It is
at this level that trends in access and
equity will also be seen.

In order to clarify the research paths,
TEHIP uses four interactive research
modules to study Household Health
Seeking Behaviours in Relation to Es-
sential Health Interventions. Deriving
from the Principal Research Objective,
each module has its own specific objec-
tives which address, in a sequential man-
ner, distinct phases of description, analy-
sis, and community participation. The
four modules are:

Behaviour Research Module 1
Utilization Situation Analysis
The module seeks to identify,

through rapid assessment procedures
(RAP) initial utilization patterns of se-
lected essential health interventions at
the household level.

Research on household seeking be-
haviour is needed to better understand
the links between household needs, pref-
erences, and decision making, and the
degree to which these household and
community needs relate to the choice
and utilization of selected essential
health interventions.

To obtain answers to essential ques-
tions RAP is employed using key com-
municator and key informal interviews
that are complemented by focus group
discussions. This module is now com-
pleted.

Behaviour Research Module2
Utilizauioii Qualitatii'e Analysis

This module is intended to ex-
plore initial issues through focussed
ethnographic studies, and identify emer-
gent issues and themes that impact on
utilization patterns and trends with re-
spect to the selected essential health in-
terventions.

It is essential to use an ethnographic
approach so as to understand the barri-
ers and constraints to health seeking
and utilization patterns, whether

continued on page 12

TEHIP News, Issue No.



r(ES EARC H AND DEPME NT

L

istrict, Community, and Hous

DHMT Level

Process

j

Resea

Health Systems

DHMT Level

Context & Stakeholders

Planning & Prioritization

Process & Content

Resource Allocation & Control

Ma nagement

Facility Level j
Impletation

Quality

10 TEHIP News, Issue No. 3

Health Accounts Matrix

F- Burden of Disease

Cost Information

Cost Effectiveness

H Community Voice

L_ Health Service Mapping

HFSupportCascade j
Integrated Supervision

L ComplianceHealth System Admin
I

Health Resources Database Satisfaction

Cove rage



ho[ Level Research in TEH

H

RESEARCH AND DEVELOPMENT

Household Level

- Health Seeking Decisions

Utilization

Expenditure

- Satisfaction

- Perceived Quality

Access

Equity

Community Level

Compliance

Participatory Action Research

L Social Mapping

Impact

Mortality Surveillance (DSS)

Household Level_I

Census & Vital Events

Verbal Autopsy

Health Seeking Behaviour

Community Level

District Level

Case Control Studies

YLLs by Intervention

J

TEHIP News, Issue No. 3 11

L Spatial Analysis

L Mortality by Cause



coiituiued from page 9

politically, economically or culturally
determined. Also the context of health
care seeking not presently understood
(e.g. environmental issues) and other
patterns of resistance (dilemmas in health
care utilization, coercision, control).

In-depth interviews and focus group
discussions are conducted with key com-
municators from the popular, folk and pro-
fessional health domains.

Behavioural Research Module 3
Utili:iitiwi Qiuintirative AnaIsis
This module allows the multi-disci-

plinary teams to test the realibity of the
instruments developed as well as the va-
lidity and generalizabity of emerging
hypotheses. This module identifies ob-
served utilization patterns and attempts
to explain differences in
access.

Surveys are admin-
istered to a cross-section
of households once per
planning cycle that also
allow an evaluation of
utilization trends and
health seeking behav-
iour.

Behaviour Research
Module 4

'oinin unity
Preferences

This aims at iden-
tifying Community
based strategies that
ensure appropriate utili-
zation and increase effectiveness of es-
sential health interventions and that in-
crease the effectiveness of the process
through which they are planned. A need
exists to have community views identi-
fied, understood and communicated so
as to be part of the DHMT planning proc-
ess. The module deals with the poten-
tial of communities/groups/associations
to assist in health planning and health
development.

District Council Social animators
working in community settings to accom-
plish health and development goals and
who are guided by an experienced Par-
ticipatory Action Researcher (PAR) are
the agents of facilitation in this reflec-
tion-action, evaluation, and monitoring
process.

BEHAVIOUR

Fostering a community voice
When the work is done the people will say: We ye

done it ourselves."
'Community voice", - participatory action research (PAR) module recently commenced

its field operation as part of the ongoing field research modules of household health seeking

behaviour. This action research is a multi disciplinary programme. Its composition includes

DHMT members, district community development staff, research assistants and module

leaders.

The potential benefit for co-opting DHMT and the district community development de-

partment staff is that, they will practically participate in the process of creation of an effective

procedural framework for communicative actions towards health development that will be a

tool for health planning process not only during the project life but more important after the

project is over. This module will not only seek to identify community potential in influencing

planning and implementation of selected health interventions but also test approaches and

framework for introducing community preferences in DHMT planning and implementation of

essential health interventions. Soon after community entry process, sensitization/aware-

ness creation meetings were held at village and hamlet levels in four villages (two villages in

each of the study dis-
- tricts - Morogoro Rural

and Rufiji).

Although it is still
early to mention the ben-

efits of the PAR process,

there are convincing re-

sults that the technique

has given hope among
community members
that this research will
lead to action for the ben-

efit of the community.For

example community
members of two hamlets

identified the lack of a
dispensary to be a
number one community

problem and have agreed that every ten cell leadership should contribute 1,000 bricks as a

step towards solving this long standing problem. This should go hand in hand with each

community member contributing Tsh.1,000 to revive the safe water source. Lack of a dis-

pensary and safe water were mentioned as immediate community problems in all hamlets.

In one hamlet members of the community have made a committee to oversee the develop-

ment of the dispensary.

In Kibungo Juu, Morogoro Rural District community members had always thought

renovation work was the responsibility of the government and not theirs. PAR technique and

tools have reversed their previous thinking. Three weeks after the sensitization meeting, the

same community organized itself on self help basis and began renovation work. In Gefu

hamlet in Kilimani Village, (Rufiji District), in an informal discussion under a cashewnut tree

shade, some elders expressed satisfaction on participatory action research (PAR) philoso-

phy and have suggested to educate their fellow village members to open a village health

account that will take care of health issues. Money for this account will be accrued from

local taxation of their products (cashewnuts, rice, fish and timber). Some members of
Nyamango hamlet (Bungu-Rufiji) pressured their chairman to call the PAR research assist-

ant and his team to attend a meeting in which they expressed their desire to have PAR

activities started. One hamlet member was quoted as saying, "We understood the objective

of the introduction meeting held at our primary school, we want things to get started now."

v4 K'UP(ARA4TI
IivE.TL)

12 TEHIP News, Issue No. 3



IMPACT -

Health Impact Studies
A community based research component

Since
February

1999 Dr. E. A.
Mwageni, the Rufiji DSS
Station Manager at
Ikwiriri. has not had a
'computer-free day"
With the input of field su-
pervisors, enumerators,
key informants and data
personnel, the station is
a beehive of activities
throughout the week,
sometimes, week-ends
and holidays not with-
standing. It is the nerve
centre of the health im-
pact research in relation
to health interventions
using the Direct Demo-
graphic Surveillance
System (DSS).

Like the other research components,
this path addresses research questions
which demand the skills of a wide range
of disciplines. Among those harnessed
for this particular component are health
anthropology, health demography,
health sociology, health systems analy-
sis, development studies, population
studies, health statistics, health econom-
ics, nutritionists and epidemiology. All
the required skills have however been
obtained from Tanzanian institutions.

The health impact study on the ef-
fectiveness of investments in health is
crucial in the context of the World De-
velopment Report 93 which proposes
the use of what is known as the Disabil-
ity Adjusted Life Year (DALY) to meas-
ure burden of disease and cost-effective-
ness. In Sub-Saharan Africa most DALYs
are lost through premature mortality.
Half of all DALYs are lost by children
under five years of age. This means that
much of the impact of the advocated
essential health interventions will prob-
ably result from improvements in child
survival.

The Demographic Surveillance Sys-
tem (DSS) is thus a major community
based research component ofTEHIP that
also provides the sampling frame for

Quatifying the Burden of Disease can assist in setting health service priorities

The Principal Research Objective is
to document burden of disease for

priority setting and to quantify
changes in the burden of disease to

assess impact of reforms.

other community based survey work of
TEHIP and others. The Rufiji DSS is
funded and managed as a collaboration
between TEHIP and the Adult Morbid-
ity and Mortality Project.

Although impacts on mortality, mor-
bidity and household behaviours will not
begin to be evident until later in the
course ofTEHIP, baseline status was es-
tablished early.

The need to quantify the BUD and
use it as a monitor in health services
and health studies is justified by several
reasons. The indicator can assist in set-
ting health service priorities, both cura-
tive and preventive. In addition it is pos-
sible to use it for identifying groups that
are disadvantaged in terms of health pro-
vision and thus devise interventions that
target these groups. The BUD monitor-
ing can as well be of use in setting addi-
tional health research priorities. This
indicator also provides a comparable
measure of output for intervention, pro-
gramme and sector evaluation and plan-

ning. In this re-
spect, the main
thrust of TEHIP,
increasing ca-
pacity to plan
and deliver ef-
fective health in-
terventions at
district level, can
be evaluated us-
ing the findings
of this Compo-
nent.

Measuring
the BUD is a cru-
cial exercise in
any health sys-
tem. The BUD
could feed into a

useful tool for effective planning as well
as evaluation of health services and in-
terventions. In many populations, the
BUD is a reflection of the amount of in-
vestment in the health sector and also
consequences of operations that safe-
guard or damage health. As far as TEHIP
is concerned, the quantification of the
BUD is a crucial strategy towards evi-
dence based planning since it has dual
purposes. Firstly, it can be used as a
tool to assist districts, especially the
DHMTs, in their planning processes and
secondly, as a tool to assess the impact
of various health interventions, devel-
opments and reforms so far introduced
in the districts.

Module C-i employs a longitudinal
direct demographic surveillance system
DSS) to collect health status data. It in-
volves a continuous surveillance at
household level for demographic and
socio-economic statistics such as age,
sex, household demographic composi-
tion, aspects ofnuptiality, births, deaths,
migration, education and occupation.
The DSS is considered as the most rel-
evant methodology to obtain up-to-date
and accurate data on the impact of inter-
ventions on health where mortality is
high and vital registration system is

continued on page 16
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Collaborative initiative: an opportunity for
a research and development platform

In Tanzania Demographic Surveillance Systems (DSS) are operating in four
contiguous districts. Combined with TEHIP and AMMP research in two of
these districts and Ifakara Health Research and Development Centre
(IHRDC) research in the other two, the initiative has created the opportunity
to develop a rural Research and Development (R&D) platform. The districts
forming the platform are Kilombero, Ulanga, Morogoro Rural and Rufiji.
This unique situation creates an excellent platform for nested comparative
studies of health and health services such as the lMCl Multi-Country
Evaluation (MCE) and the Interdisciplinary Monitoring Programme for
Antimalarial Combination Therapy in Tanzania (IMPACT-Tz).

DSS Collaborative Research Platform
(AMMP I IHRDC I TEHIP)

Tanzania
Comparon Districts
230,000 Under Surveillance
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May, 2000
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IMCI Multi-
Country Evaluation

Tlie
Integrated Management of

Childhood Illnesses (IMCI)
Strategy was developed by WHO and
UNICEF to address five leading causes
of childhood mortality namely: malaria,
pneumonia, diarrhoea, measles and
malnutrition. The three main components
addressed by the strategy are: improved
case management, improved health
systems and improved family and
community practices.

WHO is supporting a multi-country
evaluation (MCE) of the impact of IMCI
on reducing under five morbidity and mor-
tality. Worldwide there are 30 countries at
different stages of implementation of
IMCI among which Uganda, Peru, Bang-
ladesh and Tanzania will participate in the
MCE. The IMCI-Multi-Country Evalua-
tion in Tanzania is implemented as a col-
laboration between: the Tanzania Essen-
tial Health Interventions Project (TEHIP),
Ifakara Health Research and Develop-
ment Centre (IHRDC), Adult Morbidity
and Mortality Project (AMMP), World
Health Organization (WHO) and the Min-
istry of Health (MoH). Tanzania presents
a special opportunity where the two
TEH I P collaborating districts (Morogoro
Rural and Rufiji) are implementing IMCI
and doing regular population based moni-
toring of births, deaths and migration.
These two districts can therefore be com-
pared to two other contiguous and rather
similar districts (Kilombero and Ulanga)
not implementing IMCI but having a

similar population based monitoring. The
IMCI MCE will be able to show whether
or not this intervention is successful, how
successful it is and at what cost. This
information is vital for making policy at
national and international levels. The
inclusion of Tanzania in the global
evaluation exercise is a manifestation of
Tanzania s impressive promotion of this
very important health intervention.
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IMCI Multi-Country
Evaluation will:

Document the effects of IMCI
interventions on health workers
performance, health systems and
family behaviours;

Determine whether and to what
extent, the IMCI strategy as a
whole has a measurable impact
on health outcomes;

Describe the cost of IMCI
implementation at national, district
and health facility levels;

Increase the sustainability of
IMCI and other child health strate-
gies by providing a basis for the
improvement of implementation;
and

Support planning and advocacy
for childhood interventions by
ministries of health in developing
countries and national and interna-
tional partners in development.

The IMCI Multi - Country Evaluation will be able to show, among others, how
successful this intervention is.

Antimalarial Combination Therapy

Malaria
is one of the most im

portant public health prob-
lems nTanzania. Dealingwiththis has
become even more challenging since
some malaria parasites have become re-
sistant to commonly used drugs like
chloroquine. In Tanzania, chloroquine
is being replaced by sulfadoxine-py-
rimethamine (SP) for the treatment of
uncomplicated malaria because SP is
substantially more effective at curing
malaria infections. But already some
malaria experts and health officials
have become concerned that once ma-
laria parasites develop resistance to SP,
there are few effective and affordable
alternatives. For this reason, TEHIP
scientists and district health officials are
collaborating on a large research study
to investigate one possible way of ex-
tending the useful lifespan of drugs for
the treatment of malaria.

The Interdisciplinary Monitoring
Programme for Antimalarial Combina-
tion Therapy in Tanzania (IMPACT-Tz),
is a broad partnership between the U.S.

Centres for Disease Control (C DC) and
Ifakara Health Research and Develop-
ment Centre IHRDC), London School of
Hygiene and Tropical Medicine
(LSHTM), Tanzania Essential Health In-
terventions Project (TEHIP), the Na-
tional Institute of Medical Research
(NIMR), Muhimbili University College
of Health Sciences (MUCHS), the Adult
Morbidity and Mortality Project
(AMMP), World Health Organization
(WHO), and district and national level
health authorities. The project will take
place over a five year period (2000-2005)
in four districts: Kilombero, Ulanga,
Morogoro Rural and Rufiji.

Over the project period, as SP use
becomes available throughout Tanzania,
the researchers will work with health of-
ficials in one district (Rufiji) to deliver
SP in combination with another antima-
larial drug, artesunate. A similar combi-
nation of drugs may have helped halt
the unchecked spread of drug-resistant
malaria in Southeast Asia. IMPACT-Tz
is intended to help researchers and

policy makers evaluate whether this
same approach, using SP & artesunate
can be effective in Tanzania and Africa.

This year, residents in all 4 dis-
tricts have already taken part in base-
line household surveys and drug effi-
cacy studies. Based on the results of
these preliminary investigations, the col-
laboration expects to help the MOH to
introduce antimalarial combination
therapy in Rufiji District sometime in
2001.

Over the next five years, research-
ers will continue to monitor the devel-
opment and spread of SP-resistant ma-
laria parasites in all four districts,
through a number of different studies
both at health facilities and in the com-
munities. IMPACT-Tz will also help re-
searchers learn more about how people
accept and use anti-malarial medicines
in their day-to-day lives; and could of-
fer hope to communities suffering from
malaria all over the continent.
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continued Ironi page 13
either non-existent or incomplete. Us-
ing households as the main unit of analy-
sis is not unique to Rufiji DSS orTanza-
nia. The approach developed by the
Population Council at Navrongo, Ghana,
is now used in Rufiji, Kilombero and
Ulanga in Tanzania and in about eleven
sites across Africa. The Adult Morbid-
ity and Mortality Project also conducts
DSS surveillance in Hai, Morogoro and
Dares Salaam.

The Rufiji DSS approach uses a
population size between 70,000 and
100,000 combining both census taking
and use of key informants. It begins by
baseline data collection using pre-coded
forms. Then after every four months an
update survey is conducted to capture
events such as migration and nuptiality
issues concurrently. The major role of
key informants is to report all births and
deaths as they occur in the study area.
The key informants consist of commu-
nity leaders. In addition the DSS con-
ducts verbal autopsies on all registered
deaths to ascertain their main and un-
derlying causes. The interviews are nor-
mally conducted on a person or relative
who was caring for the deceased at the
time of death.

Outputs
The DSS data can, among others,

generate the following distributions: Di-
rect and underlying cause of death, popu-
lation size and structure, average house-
hold size, household leadership by gen-
der; relationship with head of household,
population distributions, population
movement and trends in terms of births.

The information obtained in the
course of the impact research is shared
with the beneficiaries and utilized in plan-
ning. "We have two sessions a year with
the DHMTs and whenever they want
any information from what we have col-
lectedwe provide it", said Dr. Mwageni.
TEHIP on all fronts, has started to pay
dividends. So far annual plans of both
districts covered by the project do re-
flect efforts of the researchers and the
enthusiasm of the District Health Man-
agements Teams to work out realistic
plans based on reliable information.

Question: Why was it necessary to
introduce Health Reforms in Tanzania?

Answer: I will try to summarize.
Tanzania had rapid development in the
health sector between 1972-1980. We put
emphasis in rural development and ex-
panded our services in education, health,
water and other social services in the
rural areas. During this period, we had
an elaborate Programme to provide
health facilities and train health auxilia-
ries across the country. It was indeed a
welcome initiative to give every indi-
vidual access to health services and
care.

However, in the 1980s, we found
ourselves in an economic slump, as the
case was in many other African coun-
tries, and therefore we could not meet

some of the demands of an expanded
health sector. We started to experience
drug shortages, dilapidated structures
and inadequate services. The need to
revisit our strategies was therefore felt,
and we did so but upholding the basic
principles of equity. The commitment
was to provide services to all the people
especially the most vulnerable that is
women and children. We thus decided
to reform in order to meet our objectives.
The reforms are part and parcel of the
on going general social reforms.

Q: What are the strategies of the
Reform?

A: We came up with a number of
strategies. The district became the main
focus. We realized that we must
strengthen district health services. In this

Drug supplies are an important element in the Health Sector Reform. There is
now a shift from Standardized Essential Drug Kits to an indent system which is

demand-driven.
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Where are we in the Health

Sector Reform process?
The Health Sector Reform, being implemented under the auspices of the Ministry
of Health, aims at improving efficiency and accessibility of health care services
to communities. What is the status of the reform? In an interview with TEHIP
News, the Minister of Health, Dr. Aaron Chiduo explains where we are in the

implementation of the Reform strategies.



'Lessons from Rufiji and Morogoro will be applied in other districts'
respect we put emphasis on district hospitals, health centres
and dispensaries. It was however, realized that running cost
of these facilities were prohibitive and therefore there should
be alternative sources of funding. Possibilities were explored
such as Cost Sharing, Community Health Fund, Health Insur-
ance for Civil Servants and recognizing the contribution of
the private sector.

Q: What are the other
strategies?

A. They revolve
around the management
and organization of health
services. Decentralization
became imperative. This
means devolving power
from the centre to the dis-
tricts. Such shifts of power.
of course had to be accom-
panied with authority and
responsibility.

In decentralization hu-
man resources development
was emphasized which en-
tailed developing the neces-
sary knowledge, skills and
desired attitude of all cad-
res of health personnel to
ensure quality and adequate
services. That notwith-
standing, we have to build the capacity of the personnel al-
ready in service in order to make them more effective. Zonal
Training Centres were put in a position that enabled them to
play their role in capacity building.

Drug supplies also are another important element and
the issue is, foremost, getting adequate drugs to all the units.
We are shifting from Standardized Essential Drug Kits to in-
dent system which is demand -driven. The kits will now take
into consideration the epidemiological picture and djsease
burden of the area.

Q. Where are we now in the implementation of the strat-
egies?

A. We are now implementing the strategies but not con-
currently. For example, the Community Health Fund is being
implemented in only 10 pilot districts. We know what we want
to do but implementation is being carried out in phases. We
are going in phases also in order to tally or correspond with
reforms of the Local Government and Civil Service. The Civil
Service Reforms are mainly concerned with Human Resources
Development and capacity building while local government
reforms deal with the devolution power to the district. We
want to match health reform with local government reform. Up
to now we have 37 districts that are implementing the reforms.

Cost Sharing: We have shifted from the so called free

Wo hiv kodij tuted
with DI-1MT, Dltiet eouneil,

tho MOU nd ll loel tkholdw

services to a new arrangement of sharing costs. Cost sharing
was first introduced in consultant hospitals, then Regional
and District hospitals. We are in the process of applying the
same to Health Centres and Dispensaries. The government,
however, continues to provide essential services like Immuni-
sation, Family Planning, Treatment of chronic diseases, TB!
Leprotosy, children and other special groups.

Community
Health Fund: Ten
districts have
started implement-
ing the Community
Health Fund. It was
piloted in Igunga
district to test com-
munity ownership
and Management of
Health Care Deliv-
ery. The fund co-ex-
ists with facility user
charges hence one
may opt to either
contribute to the
fund or pay user
charges. The Com-
munity Health Fund
largely depends on
the initiatives of the
districts with regard

to contributions which vary from district to district.
Health Boards: District Health Boards have been estab-

lished in some districts based on existing Local Government
Act. The boards are the overseers of Health Care delivery in
the district

Drug Indent System: We ye not gone very far. We are
just coming out of the Standard Essential Drug Kits to order-
ing drugs according to the needs of a particular area.

Sector Wide Approach: (SWAP). This involves a funda-
mental partnership between the donor community and the Min-
istry of Health. Through the SWAP, agreed plans are drawn
up, funded and evaluated jointly. Some donors are testing a
'basket' funding mechanism whereby they pull their financial
contributions together with that of the Government. The
SWAP approach calls for a shift from vertical project funding
into partnership programme financing. As such, the SWAP
should also promote an expansion of health related problems
into intersectoral planning, financing and implementation. Af-
ter all, health is not merely the absence of disease but also an
enhancement of overall quality of life. Intersectoral collabora-
tion is thus not only desirable but ultimately essential.

continued on page 18
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continued from page 17

Q: What role does the Tanzania
Essential Health Project play in the Re-
forms?

A: We are now in the process of
devolving power to the districts. Dis-
tricts should draw their own health plans
and implement them with active involve-
ment of communities. This is where
TEHIP's contribution comes in. TEHIP
is examining how best we can develop
district health services. Through TEHIP
we shall know the essential health serv-
ices that need to be provided and what
is the cost of running these services?
The lessons that we get from the project
in Rufiji and Morogoro Rural Districts
will be applied in implementing reforms
in other districts. What TEHIP is testing
is serving as input to DHMTS in work-
ing out and implementing their health
plans. Already there are lessons that
have been learned that can serve as 'best
practices' to be adapted in other dis-
tricts. The project period has been ex-
tended so as to concretize the lessons.

Q: Are you satisfied with the pace
of implementation of the Health Sector
Reform?

A: The pace has been slow. It is
bogged down by numerous appraisal
meetings. We should now focus into
implementing action plans. However, we
realize that the changes that we are insti-
tuting are processes that require, among
others, harmonization of related reforms
particularly at the district level. We are
definitely cautious of the scope and com-
plexity of the task.

Q: What is the problem with re-
gard to implementation of the HSR?

A: One of the weaknesses is that
the skills to plan and manage are still lack-
ing in the districts. We want to see that
the District Medical Officer has a com-
munity orientation. He/she should be
someone with a community outlook and
community approach. He/she should
have the required knowledge and skills
to run the district. We also need to have
functional District Health Management
Teams and this can be achieved in the
on going capacity building exercise.

IN MEMORY OF OUR

COLLEAGUE, ALICE MMARI

It is one year since our colleague, Alice Mmari
passed away. Alice died suddenly in Harare on Saturday, 22
October 1999 as a result of celebral malaria. She was in Harare
chairing meetings of the African Community Action Network for
Health (Afri-CAN).

Born in Tanzania, Alice was the Project Officer for the Essen-
tial Health Interventions Project (EHIP) Secretariat in Nairobi. She
was also a key member of the Tanzania Essential Health Interven-
tions project team and spent part of her time in Dar es Salaam.

Alice co-ordinated the establishment of TEHIP News and served
as a member of the newsletter's editorial committee.

Her career in the field of health included serving as Director
for Primary Health Care of the Tanzania Red Cross Society.

Originally a nurse, Alice obtained a Masters Degree in
Community Health and an advanced Diploma in Public Health from
the School of Tropical Medicine of the University of Liverpool in
the United Kingdom.

She is survived by her husband, William Mmari and three
children, Eric, Irene and Patrick. A requiem Mass was held at St.
Peter's Church on Tuesday, 26 October,1999, followed by burial at
Kinondoni, Dar es Salaam, Tanzania.

Alice is sadly missed by all of us.
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Component A
Health Systems Research
Dr Peter Kamuzora
Principal Investigator, Institute of
Development Studies, University of
Dares Salaam.
Mr Phares Mujinja
Co-investigator, Institute of Public
Health, Muhimbili University College
of Health Sciences.
Mr Cyprian Makwaya
Co-investigator, Institute of Public
Health, Muhimbli University College of
Health Sciences.
Dr Innocent Semali
Co-investigator, Institute of Public
Health, Muhimbili University College
of Health Sciences.

The core questions of TEIIIP

In the context of Decentraliiation

How, and to what extent can DHMTs do planning that is more
evidence - based?

if so,...

How, and to what extent can DHMTs implement
evidence-based plans?

if so,...

How, and to what extent, and what cost, does this reduce
the burden of disease?

TEIUIP supported researchers
Component B
Health Behaviour Research
Dr George Lwihula
Principal Investigator, Institute of
Public Health , Muhimbili University
College of Health Sciences.
Mr Charles Mayombana
Leader, Module B 1 and overall Coordi-
nator for component B-Ifakara Health
Research and Development Centre.
Mr Ahmed Makemba
Leader, Module B4 and Coordinator for
Component B in Rufiji-Ifakara Health
Research and Development Centre.
Dr Felician Tungaraza
Leader Module B3 Department of
Sociology University of Dares Salaam
Mr Godwin Naimani
Co-investigator, Department of
Statistics University of Dares Salaam
Ms Joyce Nyoni
Co-investigator, Department of
Sociology, University of Dar es Salaam

Component C
Health Impact Research
Dr Eleuther Mwageni
Station Manager, RDSS, Ikwiriri
Mr ZaharaniJuma
Data Manager, RDSS, Ikwiriri
Mr Mohamedlrema
Field Manager, RDSS, Ikwiriri
TEHIPandAMMP Teams
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TEHIP News
TEHIP News is a development oriented newsletter published by the

Tanzania Essential Health Interventions Project (TEHIP). It is aimed at
linking health development workers and researchers, especially those

struggling with questions about how best to allocate human and financial
resources to maximise the health status of populations in low income

countries. TEHIP hopes that the newsletter will stimulate new ideas and
enthusiasm. The newsletter is free of charge to institutions and individuals

working to promote health and development. The newsletter is also
available on the IDRC website: www. idrc.caiearo/.To be included in our

mailing list write to:
TEHIP News, P. 0. Box 78487, Dares Salaam, Tanzania

E-mail: admin.tehiptwiga.com
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