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EDITORIAL

A butterfly cannot fly with one wing

ften it is not easy to assess the
impact of a project when it is only
in its second vear of implementation.
However, as | was involved

out of more appropriate health plans that
reflect local health needs and problems.

Although TEHIP is still battling with
teething problems its

in the planning of TEHIP
when I was the Director of
Preventive Services in the
Ministry of Health I have
closely followed-up the
path trodden to bring it on
board and also I had the
opportunity to monitor its
nuplementation.

Unlike vertical projects fo-
cussed on districts, TEHIP
i1s basically a local
government progranime.
lts activitics arc performed with a high
degree of transparency and are
cmbedded in the local government
system. Right from its conception and
initial planning, it involved all
stakcholders as well as the clientele
population. a factor which has enabled
communitics. through the District Health
Management Teams (DHMTS), to par-
ticipate in the management of their own
health eventually leading to working

Dr Peter Kilima

contributions to the
Health Sector Reform
are definitive. The two
districts that are
implementing the
project have come up
with more rational
plans based on rela-
tively reliable health
information. It has
shown the strength of
basing plans on
evidence and directly
involving the beneficiaries.

As a butterfly cannot fly with one wing,
likewise development cannot be achieved
without research. The benefits of marrying
the two in provision of health care have been
demonstrated by the project. Progress is
cvident in the implementation of the test
package on the Integrated Management of
Childhood Illnesses (IMCI). Gathered
cvidence has shed light on how best we
could fight the major killers of children -

malaria, diarrhoea, pneumonia and malnu-
trition - through prevention and treatment.
Also the various tools developed in the
course of implementing the project, such
as those for cost tracking, community
voice,district health budget planning,
burden of disease analysis and cost
effectiveness analysis, will go a long way
in solving problems encountered in the day-
to-day administration of health services and
rationalize referral procedures.
Undoubtedly, the strength of the project is
its thrust in capacity building which
includes training and technical, financial
and material assistance. Although the major
challenge of any organization is the
retention of the capacity built overtime, the
training of DHMTs and other district
workers has marshaled the capacity and
means to plan, set priorities and allocate
resources. This is an invaluable asset that
will continue to be utilized even when
TEHIP support to the district comes to an
end.

Dr. Peter Kilima

Former Director of Preventive Services,
Ministry of Health

Whatis TEHIP? '

ﬁ'hLT anzama Essential Health Interven-
ons Project 1s a collaborative venture
%r.g\wun Tanzama's Ministry of Health
Egud Canada’s International Development
wamh Centre TEHIP was cstablished
test innovations in planning. priority
setung and resource allocation in the
wext of on-going health reform. Fund-
%13; is provided by both the governments
: da and Tanzania.

What doés '1"EH1P do?

 TEHIP examines the feasibility of insti-
quttonalizing a more evidence-based
pproach to planning n the specific
context of decentralization at the District
level in Morogoro Rural and Rufiji

atly asked questions about TEHIP _

Districts.

What Questions does TEHIP Ad-
dress?

How and to what extent can district
health plans be more evidence based
(e g. evidence from burden of disease,
cost-effectivencss, community voice
and system capacity); how and to what:
extent can such plans be implemented;
and how, to what extent, and at what
cost do such planning interventions
have an impact on population health?

How was TEHIP conceived?

Over a period of three years follow-
ing publication of the WDR 1993
Report “Investing in Health™, a series

of broad consultative design conferenees.
were held at international and national
levels involving health development and
research practitioners from a wide
variety of multi-lateral, bilateral,
government and academic institutions
(World Bank. WHO, IDRC, CIDA
UNICEF. Edna McConnell Clar
Foundation and the Government o
Tanzamnia) to agree on the hypotheses
be tested and the approach to be taken

What is the time frame of TEHIP?

Support to the project officially com-
menced in October 1996, while support
to Districts and to the Tanzanian research
community began in 1997. The project
will unfold over 4 annual district health
planning cycles ending in 2001 :
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INTERVIEW

Team-work reaps reward for the district

n implementing the Health Sector Reforms,

districts have been given greater autonomy in
planning services and allocating resources in
response to local needs. At the helm of Health
Reforms at the district levelis the District Medi-
cal Officer (DMO) who heads the District Health
Management Team (DHMT). In this issue,
Morogoro Rural DMO, Dr. Harun Machibya
relates his experiences in the implementation of
the Tanzania Essential Health Interventions
Project in his district.

Q: What is your role in the DHMT?
A:  As the chairman of the District Health
Management Team, | am the coordinator
of activities in the health sector at the
district level.

Q: Are there any changes in health care
delivery since the TEHIP took off?

A: TEHIP has empowered the district to
work out its plans and implement them with
autonomy. Although some people think that
we are implementing a donor project that is
not the case. TEHIP came along at the time
when decentralization was taking off the
ground and the changes effected through the
project gave us more resources and

iténtinu_ed :ffom page 3 o

with Development?

growing interest in basing health systems

are delegating more responsibility and
authority. Therefore TEHIP is about
testing a new process of planning and
priority setting. Tanzania has recognized
that the health reform process includes
research. All TEHIP research is con-
ducted by consortia of Tanzanian re-
sscarch institutions.

%Wh_v does TEHIP include Research |
Following the WDR 93, there has been |
development on a foundation of evidence. |

‘How to do this is unknown, especially at |
the District level where health reforms §

authority to decide on our development.
Before TEHIP implementation we did not
identify and prioritize our interventions

- Y . ;

::::§
Dr. Harun Machibya, Morogoro
Rural District Medical Officer

rather we implemented plans worked out cen-
trally. Even in budgeting the tendency was
to add some percentages to previous years’
planned and budgeted activities. Now that
we have the necessary resources at our dis-
posal, we find that we have more work to do
and this new situation has given us job sat-
isfaction.

Q: How is the district contributing in ca-
pacity building?

A:  We play a major role in training of
health workers. We have provided techni-
cal support to our health workers on how to
write quarterly reports. We have worked out
a checklist on supervision as well as IMCI™
formats that are currently in use. We have
also modified some training materials for
example Ten Steps to a District Health Plan
which is now more user friendly. The
Workbook was written by the Iringa Primary
Health Care Institute.

Q: What factors in TEHIP enhance the
implementation of District Plans?.

A: There are several, but I would rank
availability of resources as number one.
With the availability of vehicles and other
modes of transport , mobility has been made
relatively easier to enable the DHMT and
other health workers perform their duties
even in the very remote areas of the district.
Through the project we have access to a
working telephone as well as’E-mail

FulI time research is underway in the
areas of;

WHealth Systems: DHMT Planning and
Implementation Processes

WHealth Behaviour, Household Trends in
Utilization of Essential Health Interventions
mHealth impacts:  Direct demographic
surveiliance of mortality

mPianning Tools: Development of practical
tools for priority setting and planning
mRegular Development activities at the
districtlevel addressing: Direct funding
support to district planned activities for essen-
tial health interventions training and delivery
(IMCI, ITNs, EPI, STDs, TB - Dots).
mFinancial and administrative support and
capacity buildng (e.g.) provision of training
in computers, DHMT office refurbishment,
funding support to transport and
communications, strengthening budgeting
and accounting of the district health plan, imple-

What is happening now?

mentation of a cost tracking system at facility
level.

mCapacity building to address areas of
weakness e.g. team building, delegation,
management, communication, planning,
reporting.

mCommunity involvement initially targeting
community-driven  health facility
rehabilitation and maintenance.

What is TEHIP's role in defining the

Essential Health Interventions

Package?
BMTEHIP does not prescribe the package,
but proposes and tests principles by which
District Planners can improve technical and
allocative efficiency and select the best mix
and coverage of cost-effective interventions
in response to their priority burdens of -
disease.
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communication. Previously, a simple matter
that could be solved by telephone would
mean an officer boarding a bus to Dar es
Salaam.

Q: What factors are hindering imple-
mentation of the project? .

A: Among them is the low rate of literacy.
In the district only about 52 percent of male
and 40 percent of women are literate. This
makes it difficult for the population to absorb
messages and change their behaviour.

Q: How are relationships with local
authorities?

A:  Very good. When we started some
viewed our operations as just another donor
project, but its implementation changed
perspectives. TEHIP is now seen as a local
and central government initiative.

Q: How is health planning done in your
district?

A: The basis for planning was the reports
from health facilities all over the district.
In 1996/97 we incorporated reports of Adult
Morbidity and Mortality Project (AMMP)
in our plans and since 1997/98 we went be-
yond the health facility to reach communi-
ties as a source of information for planning

purposcs. In 1998/99, we adopted a Partici-
patory Rural Appraisal initiative to find com-
munities needs and priorities. In a nutshell,
communities express their needs, the District
Health Management Team reviews them and
subsequently forwards the prioritized needs
to the District Planning Team, where a plan
is shaped and presented to committees of
the District Council and to the TEHIP Op-
erations Committee

Q: How free are you to allocate resources
according to plans?

A: The District Executive Director is the
accounting officer of all funds and we work
hand-in-hand to make sure that the funds
are used according to the plan. Re-
allocation of the funds may be done but after
being granted permission from the specific
funder-

Q: How are the Local Government Re-
forms likely to affect the project? .

A: The Reforms will definitely enhance
the project. The reforms empower the
district which is what TEHIP is all about.
Actually, we are now implementing the
reforms and I guess we are at an advanced
stage.

Q: How are you linking up with other
programmes?

A: Our links are harmonious especially in
view of the fact that I have a role in all the
health programmes being implemented in
the district.

Q: How s the research office assisting the
district?

A: We got very useful data from them last
year. The DHMT and the District Health
Planning Team utilized the information in
developing the 1999/2000 plan.

Q: What have you learnt in the course
of implementing the project?

A: I have a wealth of experience. The
bottom line is that the communities that we
serve are crucial in the success of a
programme. We tend to underrate them but
their contribution is crucial. Also, team
work is the best approach to undertake a
task. I would say that I have been effective
as a DMO because we have been operating
as a team.




IMPLEMENTATION

DHMT: Movers and

shakers in

health

care delivery

The District Health Management Team (DHMT) is an
executive body of all health matters in the district. It is multi -
disciplinary and has a wide range of functions

eter Nkulila, a clinical officer and

member of the Morogoro Rural District
Health Management Team (DHMT) is
proud of his job and role in planning but he
has some reservations when he discusses
about logistics. Moving medical supplies
from the District Headquarters to some of
the outlying health facilities is often a
nightmare in the 19,250 square kilometre
district with a dominant mountainous
terrain.
“Some facilities have no access road at all,”
Nkulila said as he narrated about a
dispensary in Lumba Chini, in Morogoro
Rural which is not reachable by a motor
vehicle and therefore not easy to estimate
the exact time from the district headquar-
ters.
Supplies to that facility are offloaded at
Singisa Mission and a messenger is sent out
to scale the rugged mountain to inform
workers at the uphill facility of the new
arrival. The supplies would eventually be
carried by a porter at a fee and not many are
enthusiastic to brave the ascent which nor-
mally takes at least two hours.
As Morogoro Rural health workers struggle
to ascent highlands in order to deliver
supplies and discharge other services, some
three hundred kilometres away, rowing
boats have to be used to reach villages and
health facilities surrounded by flood water
in Rufiji District. Delivering supplies and
supervision work is complicated when the
Rufiji River swells and increases its width

6

by about 15 kilometres in some areas. But
even when flood water is not posing a
challenge, still boats have to be used to reach
villages scattered in the Rufiji Delta zone.

Peter Nkulila, a Member of the Morogoro
Rural Health Management Team .

There are more intriguing stories of the
logistic difficulties that have to be endured
to reach health facilities in the TEHIP
districts.The long rainy season which
normally runs from March to May is
blamed for many of the woes. The rains
wash away sections of the rural roads
rendering some of the facilities inaccessible.
When they have to use alternative routes in

some areas the distance may ificrease even
threefold which means more fuel and man-

hours lost.

In view of the logistic problems, both
districts DHMTs obtained four-wheel
vehicles, motor-bikes and bicycles. Rufiji,
‘with an extensive flood plain, a myriad of
wetlands and a delta area, obtained a boat
which is used all year round to reach some
facilities.

The DHMT bear the burden of ensuring
that supplies are delivered to all government
health facilities in their district. However,
that is not their only test of endurance and
concern. They have a more formidable task
of ensuring the delivery of high quality, cost
effective district health services that takes
into consideration equity of access.
Performing their functions without the
necessary resources and tools has invariably
been an impossible mission. In the project
districts, the capacity of DHMTs to be
functional and effective has been enhanced.
“What we are doing today is implementing
1deas concerved many years ago but could
not be carried out”, said Nkulila.
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A villager carries medical supplies to a health facility in Morogoro Rural. One of
the functions of the DHMT is to ensure proper management and availabilty of
resources such as drugs and medical supplies

Rufiji district: In some parts of the district dug out canoes are the only means of
transport during the rainy season
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aded by the District Medical officer. Its',
- functions include:
B Reviewing development plans in the
district {including private and NGOs) 2
® Preparation of annual health plans. |
after consultation with all stakeholders
| Implementaion of health serwces
based on district health plans and in
accordance with national rules ané
egulations.

® Initiation and promotion o!
partnerships with other health providars
‘and other sectors to enhance collabo:
ration and partnership in the district.
mPutting in place mechanisms that
. enhance proper collaboration and com-
munication at all levels of the heaith
service.

B Strengthening health managemerit
information to ensure effective use of .
. data for planning and selecting appraa
priate health interventions.

Fostering of heaith system research
~and analysis in the district and utiliza-
tion of findings to improve health status. |
B [dentification of training needs in the' |
district and staff development plan for
\proper career development of staff.
Establishing functional commmees
to enhance community pamcnpatmn
“espectially at health centre, community |
‘and household level so as to encour-
age community partuo:patnon :
“m Monitoring of all health service per-
formance in the district and taking cor-
rective action where required. ]
W Ensuring proper management and
availability on a regular basis of re-
sources within the budget. Thisincludes
personnel, drugs and medical supplies.
' ® Ensuring the support of all initiatives
\for local mobilization of resources.




IMPLEMENTATION

The challenges of building the capacity of
DHMTs in problem solvmg

he strengthening of health adminis-

tration and resource management
within the context of health sector
reforms (SHARMs) project originated
from discussions between Tanzania Es-
sential Health Interventions Project
(TEHIP) and the Primary Health Care
Institute, Iringa. The project was
preceded by a rapid training needs as-
sessment among representatives of
Morogoro Rural and Rufiji Districts
Health Management Teams (DHMTs).
The results of the appraisal indicated that
there was an immediate need in
management support to the two DHMTs
focussing primarily on improvement of
the capacity of the DHIVITs to implement
their plans.
The Primary Health Care Institute was
commissioned to execute the management
support programme following presenta-
tion and discussion of a detailed project
proposal with the TEHIP management.
The strategy that was selected for use in
the project was that of building the
capacity of DHMTs in problem-solving
with regard to day-to-day problems that
impede implementation. The strategy or

method was 1n fact an adaptation of the
“Strengthening of Health Management”
Process as developed by WHO.

The project took off on March 26, 1998
with preliminary visits to each of the
districts during which the project was
explained to the DHMTs and District au-

8

Facilitation techniques used in SHARMS are designed to suit adult learriers.

thorities. Tentative timetables and other
organizational issues were also agreed
upon.

Definitive project activities were con-
ducted over a 9-month period, between
April 26 to December 31, 1998. Similar
sets of activities were carried out in each

of the two districts. Thus, initial ten-day
start-up workshops were conducted
which were followed by two-to-three-
month implementation periods. Three-
day follow-up visits were conducted in
the middle of the implementation penods.
Review workshops, also of ten-day

Investigators Charles Mayombana
(standing) and Ahmed Makemba
consult each other in one of the capacity
building sessions

duration each, were then conducted after
the implementation period following
another two to three months of
implementation four-day final review
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Makamba Mbega, a member of the Rufiji
DHMT during a Strengthening Health
Management workshop.

meetings were carried out.

The project was well received by the

DHMTs. The level of active participation by
all individuals was high. The main strength
of the method is the fact that it enhances
problem solving and analytical skills which
are qualities required of all managers. For
similar reasons, its potential for initiating a
sustainable process in health management
development is high since the facilitators do
not need formal training in management.
Of course, building capacity within the
DHMTs to address problem-solving is only
one aspect. This entry point has stimulated
the identification of other areas of manage-
ment needs by the DHMTs themselves and
has resulted in a "knock-on" effect. The
DHMTs now function better as a team than
before and hold regular meeting swith agen-
das and minutes. This has led to more effi-
cient delegation of tasks among DHMT
members and thus shared responsibility to-
wards improving district health service de-
livery. An indication of the success of this
practical approach to management skill-
building has been the regular production of
quarterly financial and technical reports for
the district health plans.
In the long term, these capacity building
elements, after appropriate pilot experience,
will form the essential components of a
DHMT management "toolkit". It is envis-
aged that this will complement the existing
DHMT Managment Training Course Mod-
ules which will be offered through the Min-
istry of Health Zonal Training Centres.
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| the control of malaria.

The identification of the animators was done in collaboration with village
; governments. The animators with the co-operation of the peripheral frontline

treat their mosquito nets and respond to their questions or problems that
' might arise.
~ The animators are currently being provided with bicycles to ease the travelling
- within their localities.

N THE MOVE: Animators promote

use of ITNs in communities

peanoe e XSINEE

iR

S
appazaff R g

‘| n order to fight malaria, the number one killer disease in the district,
| Morogoro Rural District has embarked on the use of Insecticide
Treated Nets (ITNs) as one of the most cost-effective strategies towards

To promote the use of ITNs, the District Health Management Team (DHMT)

has identified 85 animators in the current 155 villages covered with the ITNs ‘
activities. .

health workers will promote the use of ITNs, encourage communities to re-




.S. Kashindye has reached

retiring age but as he was about to
bid farewell to the job he has been doing
for several decades that was when
enthusiasm started and he began to enjoy
it. “Now | can complete amonth'’s job within
three days and with accuracy,” said
Kashindye, an accountant with the
Morogoro Rural District Council. Ironically,
what Kashindye sees now as his best and
dependable tool had given him sleepless
| nights when rumours of its imminent
coming spread in the district headquarters
like bush-fire.
When it was confirmed in 1997 that
computers would be brought to the ac-
| counts section of the District Council, he
| was sure that the technology would dis-
lodge him from his job.

Computers make light work of chores

which has made his work much easier. The |

District Council is now in the process of

computerizing its accounting system.

Anecdotes and fantasies of the wonders |

of computerization are widespread in both

districts where TEHIP is undertaking its |

project. There are no computers at Kibiti
health centre in Rufiji district but Al Msumi,
who takes care of all medical records be-
lieves that once he gets access to acom-

puter the hardships of keeping records
and tallying figures would be over. Had |

he not visited Ikwiriri, about 20 kilometres
from the centre,
would probably not have been having such
imagination. Msumi saw a computer for
the first time when he called at TEHIP Re-

search Station at Ikwiriri to deliver cost |

tracking forms. After a demonstration by
a data entry clerk he

pened. In his office at the District Council
headquarters, are two computers daily
churning out accounts figures, budget write-
ups and research data for TEHIP and the
District Council.

Kashindye now boasts of the marvels of
- computerizdtion. Although his office has
| been using computers for a hardly one year,
he can't figure out proper accounting and
data analysis without the use of a computer.
The computer system in his office has,
| among others, a spreadsheet programme

‘| was

restless be- was struck with awe
e Sf"o‘:;m (i and then realizgd tﬁat L
not computer ! not afraid of me, there was a missing
A | {iets work toaether tool in his operanons. |
R of . Py Acompgter is what he :
BBlarias” of would Iakq to lay his |
computers h'and_s on in order to
displacing simplify hl_s work. Over
"people = the past sn_x months he
\work places has experienced ?n in-
he said. But crease of pat!e.mts -
tartunal ely' coming to the.facmty, a|
what he change which has |
T e 45 more o less qoqblqd _
hasn't hap- his workload. His job is

also more tasking now
than ever as he has to compile information
required by the Health Managent
Information System

At the time being installing computers at
governmenthealth centres like Kibiti is stilt

afar cry but TEHIP's initiatives do indicate |

that it is a viable undertaking. Just as
Kashindye's fears have been allayed, so
will Msumi's dreams be realized when the
process being tested by TEHIP proves
positive and their benefits are widely dis-
seminated.

E

in recent months he

10

Using reliable
information 1

Bringing reliable  health
information to bear on policy and
planning in resource constrained countries
is still a far cry in the world's poorest
countries. For large parts of the world's
population there remains a void in vital
health information. Without population-
based data, health services rarely reach those
at greatest risk, many of whom die without
any contact with the health system.

The imperative for a reliable
information base to support health
development has never been greater.

A critical contribution to this is the
experience of a limited, but increasing
number of field stations which have, as their
foundation, continuous monitoring of

TEHIP News July-December, 1999



Alex Magomi of the Morogoro Listrict
Council is one of the personnel trained in

data processing.
ealth

lecision making|

geographically defined populations that can
generate high quality, population-based,
health and demographic data.

These data are able to inform priority
setting, policy decisions and the allocation
of resources. They also lead to highly
focused intervention-oriented, research
agenda, including a range of health, social,
economic and behavioral studies.

It was against.that background that
ata meeting in Dar es Salaam, in November
1998 - members of field sites based on
demographi¢ and health surveillance
convened to establish an International
Network of field sites with continuous
Demographic valuation of Populations and
Their Health in developing countries
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(INDEPTH). Seventeen field sites, drawn
from13 countries in Africa and Asia,
participated in this constituting meeting.
The INDEPTH founding document was
drafted, debated and adopted by all member
sites, a coordinating committee and chair
were unanimously elected, and seven initial
workgroups were formede The prime
purpose of the Network will be to
substantially enhance the capabilities of
INDEPTH field sites through:

Mtechnical strengthening
Mmethodological development

Ewidened applications to policy

and practice

f:_Deﬁnihg: cuaracteristics of
INDEPTH settings

| and behavioural studies.

- A geographically defined population
I \(or populations) under continuous
| demographic evaluation, which allows
the timely production of data on alf
- births, deaths and migrations within that,
- population: sometimes called a demo-
' graphic surveillance system (DSS).
- This system provides a platform for a;
- wide range of health, social, economic

=

Mincreased interaction between site
leaders, researchers and managers.
Much of this can be effectively

addressed through bringing these
field stations into ongoing and
effective contact, so providing
opportunities to:

®Continually improve the methods
and technologies used in
resource-poor settings

M Cultivate cross-national activity

and broaden the scope of research
MBuild capacity at individual

and institutional levels

W Strengthen the interface of research
with policy and practice

®Improve the validity and
generaliza-bility of findings.

its Secretariat in Ghana at E-mail:

indepth@africaonline .com.gh

The Indepth Network can be contacted at

Sentmel DSS shows good results in

| tracking burden of disease

. tand Tanzania Essential Health Interventions Projects (AMMP and TEHIP) work to support
~the use of evidence in health priority setting and resource allocation. Since 1992, AMMP has
maintained a demographic surveillance system (DSS) among more than 300,000 people in
three locations, including Morogoro. The DSS, which uses ‘verbal autopsies' to determine cause of
| death, could form one part of a national surveiliance system to track the burden of disease. _
~ AMMP records over 2,000 deaths per year in Morogoro among a population of over100,000.
85% of residents live within 5 km of a health facility, yet over 80% deaths occur af home; in
' 41% of cases, there is no contact with the formal health sector befo:e death. DSS has shown

. that acute febrile iliness (query malaria) is responsible for 44.7% of years of life lost (YLLs)
| among under fives. Health facility data have routinely indicated malaria as the leading cause

- 'prominence in district health plans or budgeting.

- analysis of the disease burden by District Health Management Teams, who used it to influence
| priority setting, budgsting and selection of cost-effective interventions. This led to increased
. investment, selection and delivery of interventions effective for malaria cure and prevention:
~ the Integrated Management of Childhood liinesses (IMCI) Package, and the social marketing
. of insecticide treated nets (INTs). To-date, these programmes have reached 75% and 28% of

'  this trend toward e_videncebased planning, and its impact.

al l n Morogoro rural district, the Tanzanian Ministry of Health's Adult Morbidity and Mortality

of facility attendance, admissions, and in-patient mortality. Despite this, malaria was not given

 In 1997, TEHIP introduced evidence based planning to Morogoro. This allowed more detaited :

i the targeted population for IMC! and { TNs respectively. AMMP and TEHIP continue to monitor
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SUPERVISION

Follow-up is key to sustaining improved

services

orogoro Rural district has been
M implementing various activities that
are in their district health plans and much
interest has been placed on how the districts
could implement their plans and the
challenges they could face in the process of
translating the district health plans into
delivery of the services.
Among the district priorities for the past two
vears was the Integrated Management of
Childhood Illnesses (IMCI) approach. This
approach being one of the well-defined
interventions in terms of implementation
guidelines has been going on in the district
since March 1997. Training activities took
place in this district and by the end of No-
vember 1998, 93 per cent of all health
facilities in the district had at least one
heaith worker trained in IMCI.
Follow up of trained health workers was
also planned to take place as the training
plan was being implemented. The aim was

to support the trained

practicing the IMCI &
skills in their health
facilities with the goal of
reducing childhood
illnesses in the district.
The approach is aimed at
improving management s S
of sick children within S%8
and dependent on the [}
existing health delivery |

system.
After one year it was
noted that only 60% of

trained health workers were followed up. It
was also found that regular supervision was
being done with great difficulties.

Since the two activities are complementary,
with the regular supervision activity being
crucial in sustaining any intervention in the
district, there was an interest to look into

Regular supervision is crucial and often radio has to be
used fo keep track of what is going on in the districts.

how best the district could address this
problem and sustain the process of
improving the delivery of health services
through the strengthening supervision in the
district.

The 5th session for follow-up after training
took place in December 1998. This session

i

it gt about two years since the

;mpl-ementaﬂén of T‘EH’P started in eamest.
The period is somawhat too short to take stock
of acfuevememts or failures. In a recent visit to
 the project area, 'TEHIP News had a chat with
health Mm and pabents on the impact of
the project in the delivery of health services. The
 following are excerpts from their perception:
Tarsis Bwakila, Clinical Ofﬁcer, lkwmn
Health Centre:
“TEHIP has contributed ¢normously in

achlevemems m attendmg the under-ﬁves

dxsee.se and the way' of managmg dlseases.
has 1mproved Now we take more time to

cator of nnproved seMces is the increas-
ing number of paucms commg to our
facility. :_ e
Sbadrack aninri Klbiﬁ Healﬂl Centre,
Rufiji:

12

terms of Lralmng and improving health
serv:ces and care. [am tmpressed with the

address patients' complamts A good indi-

Enconrﬁgmg 51gns of a new approach

but I am no stranger to the district’s health
facilities. I have been working in this
district since 1980 and I can easily assess
the impact of the TEHIP. We now attend
about 150 patients daily compared to 30 to
40 when we used to receive only the

Essential Drugs Kits. More patients are

coming to us because they know they will

'be attended well and get the prescribed

medicine. We even give some patients
appointments to visit us after two days to

check their progress. The various courses
provided to health workers have been
Sfruitful.

| Wilfred Matee, District Nursing Officer

and DHMT member, Morogoro Rural:

“It is evident that TEHIP has enhanced

coordination in the delivery of health

 services. Before TEHIP implementation,
- coordination and communication even
. among members of the DHMT was limited.

Withi the take off of the project we have

witnessed 1mprovement in supphes infra-

Wilfred Matee

structure and even more support from the
local administration _

Asha Rajabu, Clinician, Ntombozi
Dispensary, Morogoro Rural:

“I have been working in this dispensary for
the past 10 years and ['ve seen great changes
since TEHIP activities became operational.
There are more drugs especially for under-
fives compared to previous years. We were
using a rundown building erected in 1930s,
now the facility has been renovated and we
are happier to work in such a facility.

TEHIP News July-December, 1999




was different from the previous ones because
both Follow-up after training and regular
supervision 1ssues were being addressed at
the same time.

How it was done

One day for preparations was set aside in
order to orientate all the supervisors on the
regular and specific tasks they needed to
perform during the supervision process.
Tools used included Follow up after training
forms, District supervision forms, and Su-
pervision checklist developed by the PHC
being used in Tanga. Three groups of
supervisors were formed.

The routes and corresponding number of
health facilities to supervise were
determined and allocated for each group.

Achievements

There is evidence that the district health
system is committed and supports the
implementation of IMCI and would like the
process of improving district supervision to
take place.

Health Facility level
¥ Procedures in all health facilities
have changed in favour of implementation

of IMCI and improvement of services in
general. Those that have not changed are
willing and ready for changes.

% There is readiness for health workers
who are not trained to share tasks with good
quality after orientation from trained health
workers. Equipment and drugs have been
made available by supplenienting health
facilities with EDP kit drugs including those
needed for IMCI, STD and HIV prevention,
Family Planning, Malaria management, In-
secticide Treated Nets and TB/Leprosy
drugs in some health facilities.

Health worker skills

Health worker skills have improved in
relation to management of the sick child,
STD and HIV prevention, Family Planning,
Management of malaria, cost tracking and
some in the knowledge about the INDENT
system. This is due to the training sessions
that took place in 1998 related to the men-
tioned interventions in the district.

Rational drug use

IMCI information collected though special
forms indicate that trained health workers
who are practicing the learnt skills have
good rational drug use attitudes. This can

be easily reflected in their well kept records.
The majority of heaith workers visited are
practising rational drug use. That is using
the right treatment correctly for a particular
illness.

Interaction with the community
Interaction with the community is very good
especially for those who have been in contact
with health workers in the facilities during
illness of their children mothers appreciate
the improved services being provided.

Problems

Among problems that surfaced is the
overlap of activities in the district health
plans including supervision plans and
schedules. Planned activities schedules were
not adhered to due to various reasons.
DHMT is overburdened by other activities
like training, supervision, planning administra-
tive issues, leave and other unavoidable
circumstances. With regard to supervision,
some health workers are not visited for very
long periods by the DHMT. Distances from
the central district level to some health facili-
ties are long and the roads are often not
passable.

tant In-charge, Milali Daspensary,
Morogoro Rural

we have been receiving supphes of
medicines especially for under-fives. Adults
supplies have also increased because what
we don’t use for c}uldren mcrease stocks
for adults.

her areas has helpx

Amadeus M‘Wananiiéﬁe, Medical Asﬁ's- :

Thc tratmng'wluch. recexved in MCI and _

Shadrack Bushm A

- _management of various dlseases I guess:"f:
‘mortalities have been reduced in this area.
Smoe January this year (Intemew conducted :
on Apnl 14 1999) only one infant dealt

- | have worked here ‘since 1995 and the !
changes are clear. In the past one year or so

Officer, Morogoro Region: “I am grateful
having the project here. Delivery of health
services and carein Morogom Rural District

 is unparalled in the region 's districts. The
‘district has been able to wnte a;
comprehens:ve health plan. Plans of

TEHIP News July-December, 1999

‘There are many changes that are explicit, fo
i exampie the DHMT CApacxty has been en- |
“hanced; support in terms of funds, transport,
~ and communication means, hence articulated, |
. elaborate data collection that facilitates early i
I)r. Ferdmand Fupl, Regional Medical

‘warning of outbreaks, and rehabilitation of
facilities. There is community involvemen
‘going with Lhe changes hence there is ne;
doubt of the beneﬁts and etﬁcacv
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SERVICE PROVISION

Facilities attract more patients

or the past four years, twenty-five year-

F old, Mwanaisha Saidi has been attend-
ing the Ikwiriri Health Centre whenever she
experienced health problems. During the
rainy season, she uses a dug-out canoe to
wade through swamps and subsequently
ride on a bicycle back seat, as a passenger,
to cover the 24-kilometre distance between
her village and the health centre. On April
16 this year she waited three hours in the
queue to see a doctor but she did not regret
the long wait. “Eventually I got attended and
received the medicine that will cure my ail-
ment,” she said.
Ms Saidi has an option to go to a Mission
Hospital about one kilometre from the health
centre commonty known in the area as “Kwa
Wazungu” where she could be attended
within a much shorter time, but she cannot
afford the user fees charged there despite
the fact that they are heavily subsidized.
In both Ikwiriri and Morogoro -districts,
patients are flocking to government facili-
ties that had previously been frowned at by
patients due to unsatisfactory services and
lack of drugs. For many years dispensaries,
and health centres depended on Essential
Drug Kits uniformly packed with an assort-
ment of drugs deemed essential for every
district in the country.
In many facilities, the one-month supply
would last no more than 10 days and during
the rest of the month, patients would only
be given prescriptions and advised to buy
medicine elsewhere. In the rural areas where
pharmacies do not exist, patients found
themselves in dire situations and many did
not see any sense in attending the medical
facilities.

In the wake of the initiatives being imple-
mented by the government in collaboration
with TEHIP, health facilities in Rufiji and
Morogoro Rural districts are increasingly
attracting large numbers of patients. Many
of the facilities now attend between 150 to
200 patients a day whereas prior to the ini-
tiatives hardly 50 patients a day were at-
tended. According to Asha Rajab, a clinician
at Mtombozi Dispensary in Morogoro Rural
District the facility remains open for about

14

12 hours during week-days in order to cope
with the increasing number of patients. The
situation 1s more or less the same in most
of the facilities covered by the project.

Many patients do acknowledge improve-
ment of services and care in the facilities.
Nineteen year old Salima Mohamed of
Kipera Village in Morogoro is already a
mother of two and has been attending Mlali

IMCI drugs, equipment and supplements to
the Essential Drugs Kit distributed by the
Medical Stores Department. The drugs
related to IMCI and the supplements are dis-
tributed to health facilities according to dis-
trict demands processed at the Medical
Stores Department.

At Kibiti Health Centre workers have noted an increase of patients since
implementation of TEHIP started.

dispensary since 1994 but never
quite appreciated the facility
services. She was also disgusted
by “We don’t have this medi-
cine here” remark. She decided
to attend a dispensary at the
Institute of Development and
Management at Mzumbe but
now she’s back again to her old
facility. Reason: “I get better
service and free medicine here.”
The DHMT allocates funds for

A clinician at Mtombozi Dispensary. More
rational use of drugs has been observed

TEHIP News July-December, 1999



ASSESSMENT

Efforts to
combat major
Killers start to

pay off

O n May 3, 1999 the Minister for Health,
Dr. Aaron Chiduo opened a World
Health Organization Workshop on Expansion of
Integrated Management of Childhood [linesses
(IMCI)inthe African Region. The three day work-
shop discussed a wide range of issues aimed at
improving implementation of IMCI so as to reduce
childhood mortality and increase growth and de-
velopment. The following is an excerpt of his speech:

I n Tanzania, like in many other Afri
can countries, the main causes of
death in children are malaria, diarrhoea, pneu-
monia and malnutrition. IMClI tries to tackle
these major killers of children, through pre-
vention and treatment, by using the IMCI
strategy which has three components:

1. Improving case management skills
of health workers through provision of
guidelines on integrated management of
childhood illness, training and follow-up of
trained health workers.

2. Improving health systems to sup-
port effective case management by:

B Ensuring availability of essential

drugs and other supplies;

B Improving organisation of

work in health facilities;
B Improving referral pathways and

care;

® [mproving monitoring and
supervision.

3. Improving family and community

practices.

The strategy brings together improved
case management with aspects of nutrition,
immunization and several other influences
on child health, inciuding maternal health.

The first global pretest or trial of IMCI
took place in Arusha in February 1995. Us-
ing the experience from that workshop, the

Integrated Management of Childhood Illnesses is one of the Essential Health
Interventions Packages in the National Health Sector Reforms. In the project
districts, like the rest of Tanzania, Malaria is a main cause of death for both children
and adults. Above a woman and her two children wait for diagnosis at the Tkwiriri
Health Centre.

generic WHO/UNICEF materials were
finalised, which are used for local adapta-
tion all over the world now.

Tanzania was one of the first coun-
tries in Africa and in the world, which
started training sessions on IMCI, in 1996.
The materials have been adapted to our situ-
ation, and translated into our language,
Kiswahili. Theearly implementation phase
started in September 1996 with the first Mas-
ter Training. This was followed by training

TEHIP News July-December, 1999

and follow-up visits in 7 districts: Mpwapwa,
Morogoro Rural, Rufiji, Magu, Korogwe,
Muheza and Igunga.

In May 1998, we had a major review
and planning meeting. The outcome was a
5-year strategic document and a 2 year plan
of action. This meeting was the start of the
expansion phase. To-date to date over 700
health workers have been trained in 15 dis-
tricts. We even assisted our neighbouring
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Improved services

continued from page 15

countries by starting IMCI training for
health workers in refugee camps, which
house refugees from Burundi, Rwanda,
and the Democratic Republic of Congo.

In order to expand more quickly, IMCI
has also been introduced in the curricu-
ium of 5 of the 20 schools for AMO’s
and Clinical officers. This effort will
continue to cover other training institu-
tions.

During follow-up visits in their facilities
it was found that most of the trained
health workers are implementing proper-
ly what they have learned, and therefore
the services of our facilities have
improved.

Tanzania Government’s key partners in
IMCI implementation are WHO,
UNICEF, GTZ, TEHIP, the Christian
Social Services Council, and the World
Bank.

The IMCI strategy does not only involve
training and follow-up visits, but also
improving health systems support and
community and family practices. This
will only be possible through coopera-
tion with other ongoing developments in
the health sector.

Tanzania is undergoing a process of
National Health Sector Reforms. The
main objectives are equity decentralisa-
tion and cost-sharing. IMCI has been
selected as one of the Essential Health
Interventions Packages in the National
Health Sector Reforms. therefore the
IMCI strategy and the National Health
Sector Reforms will mutually support
each other.

Besides implementing IMCI within the
country, Tanzania has also been hosting
several international IMCI activities.

Currently Tanzania has been chosen as
the site for the global study on the impact
of IMCI in two districts, Morogoro Rural
and Rufiji.

From the experience of IMCI in our
country and in these international meet-
ings, we learned that there are many
challenges remaining in order to expand
IMCI. Firstly, capacity building in the
districts is needed. Then we are working
hard on improving drug system, and
supervision. Most important will be
implementation of the household family
and community components which will
improve child care practices, care seek-
ing behavior and increase the utilisation
rates of the health facilities.
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IMCI restores confidence of care givers

he integrated Management of Childhood Ilinesses (IMCI) Regional Task Force
met in Harare, Zimbabwe from June 22-24 this year to re-examine the IMCI strat-
egy and devise practical solutions to problems that are likely to be dealt with-in
the next
Millennium.

The World Health
Organisation  African
Regional Director, Dr.
Ebrahim M. Samba,
told members of the
Task Force that IMCI in
the African Region was |
taking the lead globally.
He said “In the few |
years of its implemen-
tation in our Region
IMCI has become “A
Best Practice” in child [ 2
health’f' Twenty eight IMCI has become A Best
countries are currently
at various stages of
implementation of IMCI. Improvements have been reported in the quality of care pro-
vided by the 3,000 IMCI-trained health workers in their facilities.

E 1
Practice in child health in the
few years of implementation in the WHO African Region

“Such success would not have been recorded but for the support that we receive from
all our partners - USAID, DFID, the World Bank, UNICEF, GTZ, TEHIP and AVSC - to
name a few,” he said. IMCI is ranked among the first ten interventions that are capa-
ble of reducing the global burden of disease and improve equity. Its relevance hard-
ly needs emphasis in the African environment where inequity, poverty and disease
prevail.

Dr. Samba also said the improvements, undoubtedly restored the confidence of the
care-givers in the Region’s health services. WHO/AFRO has developed a strategic
plan for the accelerated implementation of IMCI for the year 2000-2005.

Three members of the TEHIP management team - Dr. Harun Kasale, Dr. Graham Reid,
and Dr. L.D. Mgalula attended the Task Force meeting during which they shared with
others their experiences in the implementation of IMCI district support.

TEHIP News

TEHIP News is a development oriented newsletter published by the Tanzania
Essential Health Interventions Project. it is aimed at linking health, develop-
ment 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 News hopes
that it will stimulate new ideas and enthusiasm. The newsletter is free of
charge to institutions and individuals working to promote health and devel-
opment. The newsletter is also available on the IDRC web site:
http://idrc.ca/earo/. To be included on our mailing list write to:

TEHIP News, P O Box 78487, Dar es Salaam, Tanzania
Email:admin.tehip @twiga.com
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