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Executive Summary 
 
The 6th Annual Joint Health Sector Review was concluded successfully at Kunduchi Beach hotel, 
between 4th and 6th April 2005. It was preceded by a Technical preparatory meeting, held at Belinda 
Hotel. This year’s was the largest Review yet, with over 200 participants. As well as government and 
donor representatives, the meeting was attended by a variety of civil society and NGO representatives. 
The Honourable Minister of Health opened the meeting. 
 
Judged by the milestones, performance over the last year has been mixed. The advent of the Joint 
Rehabilitation Fund, the successful integration of Health into MKUKUTA, the scaling up of AIDS 
Care and Treatment and a steep budget increase (FY2004/5) were all registered as achievements. 
However, little if any progress was achieved in tackling the Human Resources crisis. The meeting 
resolved to address the issue with renewed commitment and urgency. 
 
A good deal of quantitative data was presented at the meeting, including the State of Health report, the 
updated health sector performance profile, and the ten-district study. In most respects these reports 
point to improvement in health service delivery between 2000 and 2003. The major areas of concern 
were maternal health services and child malnutrition – neither of which seem to have made any 
improvement over the last 2 decades. Weaknesses in the routine information system mean that data 
for 2004 is still patchy. 
 
Public Private Partnership was the theme of the technical review this year. The clearest message 
emerging in plenary was the need to replace the current government subsidy to faith-based providers 
by a service agreement, linked to outputs. Another resonating theme was the need to expand the 
opportunity for NGOs (including FBOs) to participate in health planning and management at district 
level. More generally, there was a commitment by both public and private stakeholders to deepen 
their collaboration. The recommendations of the Technical Review extended well beyond these 
themes.  
 
A good start has been made with the rehabilitation of district health infrastructure. This is expected to 
accelerate in the year ahead. Participants called for a holistic approach towards prioritisation and 
effective monitoring of implementation. 
 
The Honourable Minister called for a new approach and renewed urgency in tackling the human 
resources crisis. The challenges and the priorities are clear enough. But the shared commitment of 
MOF, PO-PSM, PORALG and MOH will be needed in order to move forward. A cabinet paper was 
seen as one way to secure this joint commitment. 
 
The financing situation for Health has improved markedly. The PER demonstrates a 33% nominal rise 
in health budget between 2003/4 and this budget year. FY2005/6 will witness a further steep increase. 
This good news is tempered by the fact that payroll expenditure is not keeping up with “other 
charges”, and central government expenditure is expanding much faster than local government. Even 
these increases are not sufficient to cover the requirements of the health sector. A T. Shilling 167 
billion resource gap was documented by the MOH. New financial commitments continue to come on 
stream, often initiated by short-term donor funding. Moreover, a substantial portion of new money 
coming into the sector is tightly earmarked. Flexible, discretionary resources remain highly 
constrained and tough choices on resource allocation will have to be made. Detailed discussion of 
health financing in general, and user charges / CHF in particular, was deferred to the Health Financing 
Workshop due in early May. 
 
A new set of Milestones, some of them carried over from last year, was debated and concluded after 
the meeting. These are reproduced in Table 7. 
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Introduction 
 
The sixth annual joint health sector review (“Main Review”) took place on 4th-6th April 
at Kunduchi Beach Hotel, Dar es Salaam. It had been preceded by extensive 
preparatory work, including a Joint Technical Preparatory Review in mid-March at 
Belinda Hotel. The recorded summary of that meeting1 identified the issues to be 
carried forward for discussion at the Main Review. Reports and presentations tabled at 
the Main Review are presented at Annex 2. Copies are obtainable from the Health 
Sector Reform Secretariat, MOH. 
 
The Main Review was the biggest yet, with over 200 invitees. According to the Terms 
of Reference (Annex 3) the overall objective of this Review was to present for 
discussion all conclusions and recommendations [from the Technical Review] and to 
reach consensus on conclusions and priority actions for the year ahead. Specific sub-
objectives included: 
 
• Share information on developments, achievements and intentions in key areas of 

health sector strategy 
• Receive, and deliberate on the findings of, the PPP technical review report and 

identify pertinent issues and actions 
• Review the implications of changing SWAp environment, including MKUKUTA 

clusters (especially cluster 2), budget support, global funding mechanisms 
• Receive progress report from Human Resources Working Group 
• Receive summary findings from the Local Government Reform Programme review 

(October 2004), and the joint evaluation of General Budget Support 
• Receive and discuss issues arising from the Technical meeting 
• Formulate milestones for FY2005/06. 
 
Opened by the Honourable Minister of Health (Annex 1), the meeting also included 
senior officials from Ministry of Health, Ministry of Finance, and President’s Office – 
Regional Administration and Local Government. In addition to Donor Development 
Partners, a number of Regional and District Medical Officers attended, as did a range of 
Non-Governmental Organisations and Civil Society Organisations. The meeting hosted 
visiting delegations from Zanzibar, Malawi and Mozambique. The list of participants is 
reproduced at Annex 4. 
 
This report provides a brief record of the proceedings. The report is organised around 
the topic order of the timetable (Annex 5). The summary of recommendations from the 
Technical Review Report (PPP) together with Government’s response is reproduced at 
Annex 6. 
 

                                                 
1 Entitled “Joint Technical Preparatory Meeting, Belinda Hotel, 15-17 March 2005” 
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Opening Session 
 
In her opening speech, Honourable Minister Anna Abdallah pointed to tangible 
improvements in the health sector over recent years. This is manifest in greater public 
and media satisfaction with the sector, fewer parliamentary questions on shortages or 
corruption, as well as in health service performance indices and growing demand for 
public health services. Health facility committees and the Community Health Fund 
have provided avenues for the public to voice their needs and increase the 
responsiveness of service providers. The progress made is testament to the solid 
partnership with development partners, based on patience, mutual trust and a 
willingness to adopt change. 
 
On Public Private Partnership (PPP) the Honourable Minister noted the transition from 
competition to collaboration since the liberalisation of the health sector in 1991. She 
welcomed the focus on PPP for this year and expressed her hope that this would help to 
move forward the aspirations originally set out in “strategy seven”. There has been 
notable growth in private-for-profit services, in spite of meagre profit margins. Not-for-
profit providers receive government subsidy and are responsible for a substantial share 
of service delivery.  
 
Financing innovations, including cost-sharing in 1993, community health funds in 1996 
and national health insurance in 1999 have increased the role of private contributions to 
the sector. Although the revenues are small, these schemes improve quality, build 
popular ownership, and increase community voice, accountability and transparency. 
Exemptions are supposed to protect access for all. “If we feel that they are not working, 
let us find a system that will better protect access for the poor and vulnerable”. The 
lobby for abolition of user fees, she felt, would reverse these gains, reduce 
sustainability and take us back to a dependency mentality. The Minister appealed to 
development partners to co-operate on the basis of openness and trust, to avoid generic 
policy prescriptions, and to engage in constructive, evidence-based policy debate. 
 
In spite of the conclusions and commitments reached at last year’s review, there has 
been little movement on the area of Human Resources. The Honourable Minister 
expressed her concern and urged concerted and urgent action. The bottlenecks must be 
tackled now. She noted the low proportion of births taking place at health facilities and 
recommended that the policy on Traditional Birth Attendants be revisited. She 
cautioned that global financing initiatives carry risks. They must not undermine the 
holistic national health system, national strategy or the SWAp. A functioning district 
health system is the keystone supporting service improvement: “Help us to move 
forward, not push us forward.” 
 
The vote of thanks, delivered by the representative of the Christian Social Services 
Commission (CSSC) echoed the hopes of the Honourable Minister that the focus on 
PPP would help us to move ahead. She noted that until now there is a gap between 
policy and practice and that we must move further towards collaboration rather than 
competition. She recommended the introduction of specific PPP mechanisms at all 
levels, including the adoption of a service agreement arrangement for funding non-
governmental service providers. This forum must deliberate on the recommendations 
and move us forward. 
 
In his opening remarks, the Chief Medical Officer reminded participants of the 
differences between the health and education sectors. The health sector begins from a 
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high base – with a widespread infrastructure network built more than 30 years ago. 
Tanzania’s performance on services such as EPI is one of the best in Sub-Saharan 
Africa, in spite of severe resource shortages. Health impact would have been even 
better were it not for HIV. 
 
On user fees, the CMO re-emphasised the rationale: to improve accountability, reduce 
drug mismanagement and leakage, to improve the availability of quality services and to 
create a sustainable, efficient and effective health system. He noted that cost-sharing 
and insurance mechanisms “level the playing field” between public and private service 
providers. On equity he stressed that there is one policy and one standard of service for 
all – not one for the rich and one for the poor. The only issue is who pays and how 
much. Availability of services at the time of need is the key yardstick. He conceded, 
however, “it is an open secret that the exemption system is not working well”. He 
reassured participants that research was ongoing to identify the problems and propose 
solutions. He also noted that there is a problem with skilled assistance at delivery. 
Nutrition presents a chronic challenge, attributable in part to food insecurity and 
poverty. The Human Resources problem has worsened since last year and needs to be 
addressed with renewed commitment. 
 
In reference to working with development partners, the CMO appealed to partners to 
work constructively with the Ministry and avoid posing endless questions – not all of 
which have answers! He stressed that the government welcomes technical advice – but 
not imposed solutions. And he emphasised the importance of strengthening the health 
system as a whole. 
 

Health Sector Performance 
 
The meeting reviewed recent performance of the sector with reference to: 
• the milestones set last year 
• the “state of health report” 
• the updated health sector performance profile and 10 district study 
• presentations on progress on priority health issues 

 
Milestones 

 
Progress against the milestones is described in detail in the matrix presented by 
government at the Review. For brevity, this is summarised in the table below, showing 
whether milestones were fully achieved, partially achieved, or not achieved. 
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Table 1: Summary of Progress against Milestones set  in March 2004 
 

 
No. Milestone Description Achievement 
1. Human Resources  
1.1 High level decision with MOF, PORALG PO-PSM to increase radically recruitment of frontline health workers. Specific recruitment targets agreed for next year Not achieved 
1.2 Maximum effort to fill all posts with permits in FY2003/4 and 2004/5  Not achieved 
1.3 Hiring procedures clearly communicated to all levels and support provided to councils to expedite procedures Not achieved 
1.4 Strategy for equitable deployment, including incentive scheme for hardship posts agreed and applied Not achieved 
2. Health Sector Financing Gap  
2.1 High level Health-MOF committee functional, including to propose revised budget ceiling for health sector for 2004/5 and intended ceilings for subsequent years Achieved 
2.2 Specific financing plans for major financing gaps in priority programmes, including HIV Care and Treatment, immunisation, reproductive health commodities, 

IMCI, malaria combination therapy and TB 
Partially achieved 

2.3 PER completed by end December 2004 Not achieved 
3 Regional Secretariat Health Team  
3.1 Tasks and composition of RHMT confirmed Partially achieved 
3.2 All posts filled/confirmed Not achieved 
3.3 Orientation and training completed Not achieved 
4 Sector Performance measurement and monitoring  
4.1 High level decision on recommendations of information and monitoring task force Achieved 
4.2 At least 10 districts with complete data set for HMIS related sector performance indicators Achieved 
4.3 Analysis of trends in these key indicators in these 10 districts Achieved 
4.4 Health statistics abstract published including interpretation of results Not achieved 
4.5 State of Health in Tanzania report produced for next review Achieved 
4.6 Achievements in scaling up priority health interventions documented and reported Achieved 
5 PRSP2  
 New health chapter drafted, drawing on inputs from stakeholders and shared with partners in Sept. 2004 Achieved 
6 HIV and AIDS  
6.1 Care and Treatment plan operational in at least 15 sites Achieved 
6.2 Progress on other (prevention) aspects of health sector HIV/AIDS strategy Partially achieved 
7 District Health Infrastructure  
7.1 Fund for infrastructure rehabilitation of primary facilities established and disbursement started Achieved 
8 Scaling up hospital reforms  
8.1 Hospital reforms started in regional and district hospitals Partially Achieved 
8.2 Generic service agreement concluded and agreed as a basis for funding in FY2005/06 Not achieved 
9 Improved transparency and accountability to the public  
9.1 Information publicly available on health funds and drugs at national, district, facility level Partially achieved 
9.2 Council health basket funds audit available in good time for next review Not achieved 
9.3 All council health boards established and functioning and health facility committees in 80% of facilities Partially achieved 
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As acknowledged by all in plenary, progress has fallen far short of expectations on 
Human Resources. The constraints and way forward are discussed further in the relevant 
section below. The milestones on Regional Health Team were also not met. It was 
explained that although conclusions had been reached on the intended number and 
composition of Health staff, the Attorney General’s Office asked PO-RALG to complete 
the same exercise for all sectors before submission for the amendment of legislation. This 
should be complete by the time of the next Review.  
 
On health financing the picture is mixed. On the positive side, an increase in the health 
sector budget ceiling was agreed following last year’s review, and an even bigger budget 
increase has been agreed for the coming year. The PER report was not completed by 
December, but was availed to all participants at the review. Financing gaps persist in 
priority health programmes, and actual funding requirement for some has not yet been laid 
out in detail. But every effort has been made to prioritise within the constrained resource 
envelope. Government has succeeded in raising additional resources from domestic and 
foreign sources for Care and Treatment. Funding is secured (for the initial 2 years) for new 
malaria therapy.  
 
Most of the milestones on sector performance measurement and monitoring were met. 
A pre-final updated health sector performance profile was made available to participants at 
the review. There was clear consensus, however, that much more needs to be done to 
make routine data systems fully functional. The health chapter for the National Strategy 
for Growth and Reduction of Poverty and the implications of the MKUKUTA  for the 
health sector was completed on time. This was discussed in more detail on day 2.  
 
The HIV and AIDS  milestone on number of Treatment sites has been exceeded. But the 
number of patients on treatment falls far short of the target in the plan. Participants called 
for treatment targets to be more realistic, voiced concerns on funding and drug supply 
continuity, and called for greater emphasis on HIV prevention, particularly condom supply 
and availability of safe blood.  
 
The joint rehabilitation  fund has been set up and disbursement has commenced. 
Development partners are keen that lessons are learned from the first 16 councils and are 
applied as the programme is rolled out to 40 councils.  
 
Regarding hospital reforms, guidelines, a strategic plan, and annual plans have been 
completed. But the status of implementation in Regions and Districts was not presented.  
 
Finally, regarding accountability and transparency, government reported that 
information on funding and drugs is available as a matter of policy both at district and 
facility level. Development partners stressed that the actual availability of public 
information remains patchy and that more emphasis is needed on making public 
information readily accessible. Audit of the district basket fund has not taken place to date. 
It was suggested that this should be covered by the routine audit by the Auditor General 
rather than a separate, contracted, audit of basket funds. Council Health Boards have been 
established in all councils, as have health facility committees. However more than half of 
these have yet to be inaugurated and so are not yet functioning. It is expected that all will 
be functioning by this time next year. 
 
In summary, progress against the milestones has been mixed, with Human Resources 
standing out as the main area where progress has fallen far short of expectations. 
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State of Health Report, Sector Performance Profile and 10 District Study 
 
The “State of Health in Tanzania” the pre-final update of the “Health Sector Performance 
Profile” and the “10 district study” were distributed to participants. The former illustrates 
that underlying health determinants still pose a major challenge. The report calls for more 
attention to be paid to certain areas of ill health, such as disability and non-communicable 
disease.  
 
The picture on health outcomes is mixed. Historic data from the DHS surveys and the 
census suggests little if any improvement in mortality rates. Trend data from demographic 
sentinel surveillance, however, paints a rosier picture for infant, under-five and maternal 
mortality – at least in the districts covered.  
 
As regards health service inputs and service delivery, the report confirms that funding for 
the sector has increased steadily in recent years. It concludes that “There is a wide 
consensus amongst directly involved stakeholders and development partners that the 
performance of the health system has improved, although it is still a patchy progress.” 
This is confirmed by a number of service delivery indices including EPI, implementation 
of IMCI, improvements in malaria treatment and TB treatment success rates. Client 
satisfaction surveys show relatively high levels of public satisfaction. On equity the 
authors conclude that the exemption systems are not fully functional.  
 
However the authors conclude that Tanzania has achieved notable successes in the health 
sector. The principal challenge identified is the human resource crisis and the continued 
threat of HIV. The authors recommend full implementation of the “burden of disease” 
approach to health planning, continued strengthening of planning capacity, and greater 
attention to maternal health and to non-communicable disease. The report concludes by 
recommending that the timing of future reports be selected to coincide with the release of 
major new data sets such as the census and DHS. 
 
The updated health sector performance profile report2 contains a wealth of data drawn 
from various sources, including routine data systems, the 10 district study, census, surveys 
and demographic surveillance. A summary version of performance against the 22 annual 
indicators is presented in table 2 below. The table of 11 periodic indicators (sourced from 
DHS and other surveys) is not reproduced because no new data was available for 2004. 
 
As Table 2 (below) shows, data for 2004 has only been reported for 5 out of the 22 annual 
indicators. “Not available” is signified in the grey shaded cells. Four indicators showed an 
improvement (shaded green) – 3 of them relating to health sector funding and one 
describing the utilisation of data for district health planning. One indicator remained stable 
(shaded yellow): district health funding as a proportion of total district funds. In his 
presentation, the Head of Health Information called for radical action to strengthen the 
Health Management Information System (HMIS) so as to obtain timely data on these and 
other indicators. Development partners echoed this point, appealing for greater 
commitment to strengthening the HMIS. 
 

                                                 
2 “Health Sector Performance Profile in Tanzania for the Year 2004” Draft Version 1.2, MOH 1/5/2005 
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An alternative data set (for 1999-2003) is obtainable from the “10 district study”.3 This 
quantitative data is supplemented by qualitative data from key informants and community 
survey and focus groups.  
 
On health care financing, total and per capita expenditure on health more than doubled in 
nominal terms over the period, although the increase has been faster for central MOH than 
for local government.  
 
The authors confirm that the human resource situation remains in crisis, with only 30%-
40% of staffing requirements met in key cadres. The situation is much more grave in 
health centres and dispensaries than in hospitals. Paradoxically, the charts in the report 
seem to show an increase staffing as a proportion of staffing norms over the period.  
 
TB and Leprosy treatment completion rates improved between 1999 and 2002, but fell 
slightly in 2003. The proportion of women of reproductive age using family planning 
rose in 2001, but has since stagnated or fallen. Immunisation coverage has improved 
considerably for all antigens reaching the 90% mark in 2003.  
 
There has also been a marked improvement in the proportion of health facilities judged to 
be in a good state of physical repair. The percentage of dispensaries in good repair rose 
from 25% to 55%; health centres from 40% to 75%, and hospitals from 70% to 81%. The 
trend in drug stock-out (using 3 tracer drugs) is more mixed, although the authors 
conclude that drug availability is improving.  
 
The proportion of births  taking place in government facilities is judged to have returned 
to the level in 1999 (52/53%) after falling to 47% in 2000. Skilled birth attendance was 
reported to have reached 80% in 2003, a finding which is not consistent with the 
proportion of births taking place in health facilities. Participants noted the need for clarity 
and consistency in the definition of “skilled attendance”. 
 
The report suggests that the proportion of children moderately or severely underweight 
(weight for age) improved from 11.1% in 1999 to 9.2% in 2003, although there are stark 
variations in malnutrition prevalence across districts. No significant change occurred in 
the leading causes of OPD attendance over the period.  
 
The community survey (from 2003) found that two thirds of people equate health sector 
reforms with cost-sharing, while the proportion aware of health boards or health facility 
committees was only 3% and 6% respectively. There is a strong preference for 
government (rather than private) health facilities, mainly because of geographical 
proximity. Drug availability and physical state of facilities was judged to have improved, 
and levels of satisfaction with services were high.  
  

                                                 
3 “Assessing trends in the overall performance of the health sector in Tanzania. The use of sector 
performance indicators from 10 selected districts”. Makundi E.A. et al, NIMR/MOH, January 2005. 
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Table 2: Summary Annual Health Sector Indicators 
####    IndicatorIndicatorIndicatorIndicator    2001200120012001    

Baseline Baseline Baseline Baseline 
YearYearYearYear    

2002200220022002    2003200320032003    2004200420042004    

INPUT INDICATORS 

1 Total GoT Public allocation to health per capita (in USD): Central 
                                                                      Regional 
                                                                      District 
…………………………………………National 

1,245 
 172 
  848 
2,265    

1,529 
   208 
1,058 
2,795    

1,702 
   242 
1,334 
3,278    

2,799 
   351 
1,375 
4,525    

2 Total GoT and donor (budget and off-budget) allocation to health per capita (in USD) 5,100 6,361 6,868 8,815 

3 Recurrent expenditure broken down by level Central,  Hospital Services; Preventive Services, 
Total (in USD) 

  190 
1,077 
   894 
2,161    

   246 
1,100 
1,231 
2,577 

  423 
1,270 
1,397 
3,090 

  565 
1,716 
1,630 
3,911    

4 Distribution of Medical Officers as % of the staffing norms - 30% - - 

5 Distribution of Assistant Medical Officer as % of the staffing norms  23%   

6 Distribution of Public Health Nurse as % of the staffing norms   23%   

7 Percentage of GoT funds available for budgeted and actual district health activities against 
the total overall funds available for districts 

18% bud. 
15% act. 

 
17.6% 

 
Na 

 
17.7% 

PROCESS INDICATORS 

8 Number of districts reporting and showing use of the HMIS, NSS, Performance Monitoring 
data in the preparation and use of health plans 

24% 35% 35% 37% 

9 Proportion of public health facilities in a good state of repair 72.0% 
61.7% 
42.7% 

80.8% 
72.2% 
49.0% 

80.8% 
75.0% 
54.8% 

 

10 % of public health facilities without any stock outs of 4 tracer drugs and 1 vaccine     

11 Average number of days with no drug kits in public health facilities. 10 days 10 days   

OUTPUT INDICATORS 

12 Cost-sharing fees collected by the public health facilities as proportion of targets. 0.46    

13 Number of outpatient attendance per capita. 0.71 0.72   

14 TB treatment completion rate (cure rate) 81% 80%   

15 Total number of family planning acceptors (new and old) 22% 17% 21%     

OUTCOME INDICATORS    

16 The proportion of children who receive three doses of vaccine against diphtheria, pertussis 
(whooping cough), tetanus and Hepatitis B by their first birthday. 

89% 
65% 
92% 
79% 

90% 
80% 
94% 
90% 

92% 
90% 
98% 
90% 

    

17 % of children born to HIV-infected mothers who are HIV+           

18 HIV prevalence 15-24 age group 9.0% 7.4% 6.7%     

19 Proportion of births taking place in Government Health Facilities  68.5%         

20 Top 6 causes of morbidity among OPDs attendees and top 6 causes of mortality The information is presented separately 

IMPACT INDICATORS    

21 Percentage change in mortality attributable to malaria among children under-five Dar: 11% 
increase 
Hai: 10% 
decrease 

Moro: 2% 
decrease 

Dar: 11% 
increase 
Hai: 7% 
decrease 

Moro: 0% 
decrease 

     

22 Proportion of deaths to women of child-bearing age due to maternal causes 0.02 (Dar) 
0.007 
(Affluent 
Rural) 
0.036 (Poor 
Rural) 

0.051 (Dar) 
0.011 (Hai) 
0.047 
(Moro) 

        

 
On the priority health programmes, a brief presentation was made summarising key 
points from the range of presentations heard at the Technical Preparatory Meeting.  
 
Good progress has been made on malaria control and plans are in place to move towards 
combination therapy. The HIV care and treatment programme has also advanced, although 
there are concerns about financing, drug supplies, human resource constraints and the 
balance between treatment and prevention. In contrast, the malnutrition situation is poor 
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and showing little sign of improvement. Maternal care too is an area where performance 
has deteriorated and where concerted effort will be needed to reverse the trend. On child 
health, improvements have been achieved in IMCI and immunisation. Yet infant and 
under-five mortality remain high and the MDG is unlikely to be attained – in part because 
of underlying malnutrition. 
 
In plenary, development partners, civil society organisations and non-governmental 
organisations all stressed the need for concerted action to tackle the slow progress in 
reproductive and child health, particularly maternal health. The human resource crisis 
must be tackled if coverage and quality is to be improved. They called for universal access 
to be achieved for antenatal care, post-abortion care, delivery care (including Emergency 
Obstetric Care), post-natal care, family planning and sexual health. These areas require 
additional policy attention and emphasis. It was proposed that clear strategies are needed 
to address maternal mortality, that this should be designated as a milestone, and that 
progress should be measured year on year. The parlous state of child nutrition was also a 
matter of concern to participants, although no consensus was reached on what should be 
done, how and by whom. NGOs further stressed that the inter-sectoral linkages necessary 
to improve food security and livelihoods need to be made a reality. Others noted that 
participants’ appeals for faster progress come in the context of a resource gap of 167.8bn 
shillings that needs to be filled.  
 

Public Private Partnership 
 
Towards the end of Day 1, the leader of the Technical Report team presented their 
findings and recommendations on Public Private Partnership. These are summarised in 
Table 3 below. The government’s initial response to these recommendations was provided 
to participants4 and is reproduced at Annex 6.. The recommendations from the Technical 
Review on PPP have been taken forward to milestone number 1 and action will be taken 
accordingly. 
 
Participants warmly welcomed the renewed attention to this area. Both government and 
non-governmental representatives committed to renewed collaboration and co-operation. 
There was broad recognition of the important role in health care played by faith-based 
organisations as well as by the private-for-profit sector. 
 
Faith-based organisations called for the finalisation and implementation of a service 
agreement framework to form the basis of government subsidy. This should be applied to 
all categories of service, not only District Designated Hospitals and Voluntary Agency 
Hospitals. Preparatory work on a draft template is already advanced and government 
representatives were confident that this would be concluded soon.  
 
Faith based organisations and NGOs also pointed to the gap between policy and district 
level practice with regard to information sharing and formal participation in district health 
planning. All agreed that greater co-operation is desirable and that both NGOs/FBOs and 
district health authorities should make renewed effort to work together in a spirit of trust 
and collaboration. It was recognised that this sort of collaboration is much more advanced 
in some councils than in others. FBO/NGO participants proposed that the formal “space” 
for collaboration be codified in national guidelines so that the opportunity for 
collaboration is not left to the discretion of individual council health teams. NGOs stressed 

                                                 
4 Recommendations from technical review and response from MOH (8pp) 
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the need to complete the formation of Health Facility Committees and Council Health 
Boards.  
 
Table 3: Summary recommendations of PPP Technical R eport  
Specify Roles and Responsibilities  
Define more clearly present and future roles of regulator, purchaser/fund-holder and provider 
Use public/private providers to deliver the essential health package 
Decentralise drugs budgets to council level 
Address human resource constraints for public and FBO providers 
Contractual Agreements  
Finalise and implement contractual agreement between councils and FBO providers 
Service agreements for private AND public providers to promote performance 
Review and update health legislation as required 
Review/improve efficiency of registration & accreditation process 
Adopt national standards, applicable equally to public and private, for accreditation and quality assurance 
Facilitate private providers to attain quality standards/accreditation 
Set, through negotiation, prices for essential drugs and services 
Define PPP concepts separately for private-for-profit, FBO and NGOs 
Institutional Set -up and mechanisms for co -ordination  
Pro-active promotion of PPP by MOH and PORALG 
Create formal, permanent forum for public-private dialogue and information sharing 
Separate PPP desk in MOH from hospital registration desk 
Formal, funded, steering committee as broker between government and private sector representatives 
Include NGOs in policy debate, planning and implementation 
Encourage National Policy Forum 
House Medical Council independently of MOH 
Different private sector segments to organise themselves into representative bodies / umbrella organisations 
Medical Association of Tanzania (MAT) should become umbrella for professional associations 
APHTA should become umbrella for PFP actors 
CSSC to build up the inter-faith forum to be representative of all FBOs 
Other Recommendations  
Disseminate examples of PPP best practice 
Donors support/facilitate capacity on both public and private sides for PPP 
Periodic monitoring and evaluation of PPP implementation 
Capacity and Service Utilisation  
Comprehensive study into capacity and utilisation of private providers (profit and non-profit) 
Comprehensive study into source of capital and recurrent financing for private providers (non-profit and maybe profit) 

 
They also called for “simple and easily understood systems for public scrutiny of budgets, 
disbursements and uses of health funds need to be instituted in every village, ward and 
district.” This last point was endorsed by the Director for Local Government, PO-RALG. 
PO-RALG re-emphasised that NGOs should be welcomed by CHMTs as long as they 
have made themselves known and made their case. By law all interested parties are 
already entitled to request observer status at meetings of the Council. 
 
FBOs raised the difficulty they have in accessing district/basket funding and the short-
comings of the existing guidelines. There is broad consensus on the need to move beyond 
the existing system of grant subventions and substitute it with a service agreement 
arrangement which relates subvention to levels of service output. It was also clarified that 
FBOs are supposed to be able to access the Joint Rehabilitation Fund. 
 
The private-for-profit (PFP) representative also commended government for the growing 
collaboration with PFP providers.  He noted that user fees were essential to the 
sustainability of private providers. He called for equal treatment of PFP and FBO sub-
sectors, specifically in access to wholesale drugs from MSD. He stressed that information 
could be obtained (on activity levels) from private providers and suggested that this be 
linked to regular registration/accreditation. The private for profit sector is attempting to 
build and consolidate its representation through APTHA. This is in the process of building 
its capacity, developing a new constitution, and a national secretariat. Liaison offices 
might also be established in 6 zones. 
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Local Innovations 
 
This presentation summarised key points and policy implications from a series of 
presentations made at Belinda by regions, districts and FBOs. From faith-based providers, 
the clearest messages coming through were: 
• The paucity of government subsidy in relation to actual service delivery costs 
• Poor access to this funding, particularly for facilities not designated as DDH or VA 
• The gap between policy and practice in the involvement of non-governmental 

providers in health sector planning and management; the need for greater mutual 
transparency and trust. 

• The need to move towards a service agreement model of subsidy for non-profit 
providers 

 
Also included in this presentation were experiences of contracting out ancillary services 
(Morogoro Regional Hospital), solar electrification of rural facilities in Songea Region, 
the medical equipment maintenance service being provided by FBOs, and the need for 
vehicle replacement.  
 
More than half (57.4%) of the primary health care vehicle fleet exceeds the economical 
age of 5 years. The current procurement rate is totally inadequate to renew the vehicle 
stock. Although a “vehicle replacement fund” (depreciation account) has been proposed, 
consensus was not reached on the best modality for setting funding aside for vehicle 
replacement or on procurement modalities. 
 

Umasida 
 
This presentation show-cased the mutual health scheme catering for informal sector / self-
employed people in urban areas. Participants were impressed by the scheme. It has 
succeeded in expanding its subscriber base through group premium payment and other 
flexible arrangements. By spreading financial risk across people and over time it reduces 
the impact of health payments. The scheme has used its “buying power” to secure 
improvements in prescribing habits, driving cost down and quality up. It success to date 
illustrates the feasibility of such a mutual / pre-payment scheme and the willingness to pay 
of subscribers. Participants cautioned that Umasida subscribers – while evidently low 
income – are nonetheless better-off than the rural poor. The MOH proposed extending this 
model as an urban model of the CHF, to be known as “tiba kwa kadi” – though some 
participants felt that successful mutual schemes can only grow through bottom-up 
participation. 
 

Infrastructure Rehabilitation 
 
The presentations focused on the new Joint Rehabilitation Fund. This has allocated T.Shs. 
5.2 billion for rehabilitation in FY2004/5, of which 1.8bn had so far been disbursed in 16 
councils. The funds available fall far short of the funding needed for comprehensive 
rehabilitation, so councils are prioritising (using multiple criteria) the top 25% of basic 
facilities in need of rehabilitation. Presenters noted that the functionality of rehabilitated 
facilities would remain sub-standard until adequate human resources are put in place to 
staff them. For the coming year, the scheme is expected to expand to 40 councils, with a 
total outlay of T.Shs 16.5 billion. Development partners stressed that they are keen for 
infrastructure rehabilitation to expand as quickly as possible. However, it will be 
important to institute spot checks on project completion and financial management. DPs 
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also called for a comprehensive, harmonised approach towards rehabilitation using a 
single set of criteria for the JRF and the domestically-funded local government capital 
grants. They stressed that lessons from this first phase must be incorporated into the roll-
out to 40 councils. Participants also noted the importance of health facility committees and 
the ownership of health infrastructure by communities as essential elements in assuring 
ongoing maintenance. A further point raised was the need to assure that standard designs 
are updated to reflect the functions expected of facilities, including VCT and PMTCT. 
 

Human Resources 
 
The range of problems on Human Resources for Health is well known: foremost among 
them the chronic shortage of skilled staff, particularly in remote areas. The Director 
Human Resources stressed the need to move “from talk to action”, noting that solving this 
crisis requires the joint commitment of MOF, PO-PSM, PORALG and MOH. He laid out 
the immediate priorities as: 

1. To fill the 674 vacancies for clinical officers in 116 councils 
2. To obtain permission to recruit other critical cadres 
3. To steadily reduce the staffing gap through phased recruitment of 20,000 staff over 

five years, at a total additional payroll cost of T.Shs 26.3 billion 
4. To upgrade the skills of existing cadres through in-service training; continue the 

upgrading of clinical assistants and MCH Aides; and strengthen the capacity of the 
Zonal Training Centres to achieve this. Greater use should be made of the Regional 
Hospitals for health worker training. Reciprocal internship arrangements between 
public and private training schools and facilities should be encouraged. 

5. To strengthen the capacity of the HRH department at MOH in order to take this 
ambitious agenda forward. 

 
Over the medium term, he set out the need to: 

1. Revisit HR policies, including renegotiation of health worker remuneration scales 
and incentive packages for hardship posts 

2. Refine the staffing norms 
3. Define a medium and long-term HR plan, including the supply side (training 

outputs) 
4. Introduce bonding (“national service”) for new graduates as one measure to fill 

unpopular postings 
 
All of these steps will require a strategic and longer term improvement of the basic and 
continuing education training capacity, greater use of private training capacity, and the 
concomitant improvement of health infrastructure. Also noted were the international 
dimensions of the HR crisis (brain drain). In plenary, participants suggested a collective 
approach on the brain drain problem by SADC countries.  
 
The plenary discussion on HR issues5 emphasised the chronic shortage and maldistribution 
of staff as the number one problem faced by the health sector. This was clearly stated 
by the Honourable Minister, and was echoed in formal statements by Development 
Partners and NGOs. The Minister, like the DPs, called for a new and more urgent 
approach to the problem. A Cabinet Paper on the subject was proposed as the best 
mechanism to secure consensus and action across the relevant arms of government – and 
this was subsequently adopted as one of the “milestones” for the coming year. The 
Director HR proposed in his presentation that the fast track recruitment and deployment 

                                                 
5 Including comments on Day 1 



 

Final Draft, 2 May 2005 13

may need to be re-centralised in MOH, at least over the short term, to make significant 
progress in filling vacant posts. 
 
Other points raised in plenary included: 
• Recruitment needs can be reduced if more attention is paid to retention and motivation 

existing staff, thus raising their productivity 
• Upgrading the skills of existing staff will help to address shortages, improve 

capability, improve retention and staff morale. 
• The brain-drain contributes to high attrition rates. Tanzania should address this 

problem together with other countries in the SADC region. 
• Government’s investment in training health workers is wasted if they do not go on to 

use the skills 
• To take this agenda forward, the HRH Task Force should be reconvened, develop 

detailed action plan with clear allocation of responsibilities and adequate resources to 
follow through. 

• Shortage of the most scarce skills could be addressed by requiring hospitals to provide 
outreach clinics and supervisory support 

• Difficulty in attracting staff to unpopular areas is linked to “environmental” 
considerations, including employment for spouse, education for children, living 
conditions and amenities. 

• Health worker pay and “hardship posting” incentives need to be tackled in the context 
of overall public sector pay reform (going on now) 

• MOF pointed out the need to consider the supply side for human resources. Are trained 
staff really available to fill 20,000 posts over 5 years? 

• The cost of additional health workers is small in relation to the total resource envelope, 
small in relation to annual budget increment, and would be money well spent in terms 
of health system productivity 

 
In subsequent plenary it became clear that Ministry of Finance is not fully aware of the 
gravity or urgency of the problem. The Commissioner of Budget wondered whether the 
problem lay in cumbersome recruitment procedures rather than financial provision. He 
stated that if MOH and PORALG come up with the analysis of needs, cost implications 
and availability of unemployed skilled staff, the Ministry of Finance would be happy to 
look at it. The PS Ministry of Health stated that she would follow this up with MOF. 
 
It was also proposed that, in view of the gravity of the situation, Human Resources should 
be selected as the focal topic for next year’s Review. 
 

Health Sector Financing 
 
This session comprised the presentation of the MKUKUTA, key findings from the Public 
Expenditure Review, the outline MTEFs of Central MOH as well as PORALG and Local 
Government (Health), and a presentation on the coming year’s budget process and 
ceilings. 
 
In his presentation on the National Strategy for Growth and Reduction of Poverty (NSGRP 
or MKUKUTA), the Head of the Health Sector Reform Secretariat described how this 
links to the health sector strategy, Vision 2025, and the Millenium Development Goals. He 
explained the three “clusters” and the relevance of Health, particularly in Cluster 2. The 
MKUKUTA is a living document, which can be updated. All health sector stakeholders 
should be familiar with it and understand its contents. He reassured participants that the 
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document is fully consistent with the Health Sector Strategy and that all the major 
programmes and initiatives are reflected in it. However, these aspirations have major 
implications for human and financial resources. The health sector will not be able to attain 
its goals if the resource gap cannot be narrowed. 
 
The PER shows that the current financial year (2004/5) has witnessed a sharp increase in 
funding for the health sector. In nominal terms there was a 33% increase (compared to 
17%) the previous year. As a share of the total GOT budget, health reached 10.1% in 
2004/5. This is a small increase compared to the previous year, but still falls short of the 
11% achieved in 2001/2 and even further short of the 15% Abuja target. Per capita 
expenditure in current dollars has reached $7.42, compared to $5.41 in 2003/4. 
 
As can be seen in Table 4 below, around 50 billion of the total increase is attributable to 
foreign aid not passing through the exchequer. A much bigger absolute increase (93 
billion) is evident in total “on-budget” health spending, of which 52 billion is an increase 
in MOH Recurrent budget, and 18.5 billion for Local Government recurrent. Total on-
budget development spending is up 25 billion, 15bn of the increase being at MOH and 10 
for PORALG, Regions and LGAs. 
 
At the level of the LGAs, total recurrent subvention (excluding basket funds and 
development) increased from 40.7 bn in 2002/3 to 46.5bn in 2003/4 and 63.6bn for the 
2004/5 budget. The latter represents a nominal increase of 37%. However, the increase is 
much greater for the OC element (up 56%) compared to PE (up 29%). 
 
Table 4: Change in Health Sector Spending by Compos ition (T.Shs. Billions) 

  

2002/3 
actual 

2003/4 
actual 

% change  
year-on-

year 

2004/5 
budget 

% change  
year-on-

year 
Recurrent 
Acc Gen's Office 5.5 10.6 93% 10.1 -5%
MOH 72.3 87.1 20% 139 60%
Regions 7.8 11.9 53% 9.7 -18%
LGAs 57.5 63.8 11% 82.3 29%
Sub-Total Recurrent 143.1 173.3 21% 241 39%
Developmentt 
MOH 29 41.4 43% 56.7 37%
PORALG   0.3  0.7 133%
Regions 2.5 2.7 8% 9.4 248%
LGAs 1.7 2.3 35% 5 117%
Sub-Total Development 33.2 46.8 41% 71.8 53%
Total on-budget 176.4 220.1 25% 312.8 42%
Cost-sharing 1.7 7.5 341% 7.5 0%
Other foreign 59.1 82.8 40% 132.9 61%
Total off-budget 60.8 90.3 49% 140.3 55%
Grand Total 237.1 310.4 31% 453.2 46%
 
Finally, the PER found that spend on “priority items”6 within the sector has increased in 
nominal terms. But expressed as a share of total sector spending/budget it has slipped from 
36% in FY ending 2003 and 2004 to 30% in FY2004/5 budget.  
 

                                                 
6 This comprises the total subventions to LGAs, the preventive sub-vote of Regions, drugs for LGAs within 
the MOH budget, and the MOH Preventive Services sub-vote. 
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The subsequent presentations on preliminary budget ceilings / MTEFs for the coming year 
show that a further steep increase is anticipated, particularly for the central government 
element. 
 
The Ministry of Health budget ceiling for next year (2005/6) is up 54% (T.Shs 105 billion) 
compared to the current budget year. Less than half (45 bn) of this increase is attributable 
to more foreign development assistance. An increase of 58 bn (up 56% compared to 
2004/5) is anticipated on the GOT recurrent budget, almost all of it on “other charges”. 
While these increases are very considerable, it should be borne in mind that MOH 
documented a total resource gap of 167 billion (between ceiling allocated and the resource 
requirements for priority activities). 
 
Within the MOH Recurrent budget, the biggest increases are for the sub-votes of 
Department of Hospital Services (up 23bn to 76.5bn), Chief Medical Officer (up 18bn to 
25 billion) and Department of Preventive Services (up 47 billion to 60 billion). 
 
For ease of interpretation and to provide a preliminary “sector-wide” view, the figures 
presented for MOH, PORALG and Local Government are set against those of FY2004/5 
budget in Table 5 below. Comparator figures for 2004/5 Local Government have been 
extracted from the PER. 
 
Table 5: Preliminary Allocations for FY2005/6 vs Bu dget FY2004/5 

 
Budget  
2004/5 

Indicative  
2005/6 

Nominal  
increase % change  

Ministry of Health     
Personal Emoluments 5.9 6 0.1 1%
Other Charges 98.5 156.7 58.2 59%
Total GOT Recurrent 104.5 162.7 58.3 56%
Domestic Dev't 3.6 5 1.4 41%
Foreign Dev't 87.7 1337 45.4 52%
Total Development 91.2 138 46.8 51%
Total MOH 195.7 300.8 105.1 54%
PORALG & Local Govt     
LGA Recurrent (GOT) 63.6 70.5 6.9 10%
Council Basket Recurrent 18.7 19.6 0.9 5%
Basket Rehabilitation 5.2 18.6 13.4 72%
PO-RALG Basket n/a 0.1 n/a n/a
RHMT Basket n/a 0.4 n/a n/a
Total PORALG, Regions, LGAs8 87.5 109.2 21.2 19%
 
As the table shows, the increases anticipated in health sector spending next year are much 
bigger for Central MOH than for the Local Government level. Domestically-funded 
recurrent budget for MOH is expected to increase by 56%, while the GOT recurrent 
subventions to councils will increase by 10% and the council basket by 5% 
 
The major change for the local government component is the significant increase in funds 
allocated for rehabilitation under the Basket. In another new departure, basket funds have 

                                                 
7 Note: This 133bn Central Foreign-Development includes 46 billion Basket fund, of which 35+ billion is 
actually going to the councils. Adjusting for this, the foreign development component in the MOH ceiling 
would come down from 133 to around 98bn. 
8 NB: excludes Regions GOT budget for health and LGA GOT budget for development 
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been allocated to PORALG and to the Regions to help monitor comprehensive council 
health planning and to facilitate and monitor the joint rehabilitation fund. 
 
The Commissioner of Budget, Ministry of Finance put all of this in wider perspective, 
describing the key changes in the budget process with the introduction of the MKUKUTA. 
Unlike previous years, when priority sectors received preference, the new emphasis is on 
MKUKUTA priority outcomes. This is illustrated by the preference allocated by MOF to 
MKUKUTA priorities in the MOH’s resource bid. 
 
Table 6: MOH Resource Bid vs Ceiling Allocated (T.S hs. Millions) 
 Resource Bid Ceiling Allocated Ceiling as % Bid  
NSGRP items       344,945       262,762 76%
Non-NSGRP items        10,832          3,274 30%
Total        344,945       266,036 77%
 
The new “Strategic Budget Allocation System” (SBAS) is expected to: 
• enhance outcome-orientation 
• ensure consistency between policy and budget 
• standardise inputs for the budget guidelines 
• improve transparency to stakeholders (matching allocations vs priorities) 
• track NSGRP goals, targets and MDA allocations 
 
In plenary a number of comments were made on the impact of ARV funding on the sector. 
The increase in funding for ARVs was welcomed. But the key concern was whether this 
was displacing funding for other health priorities. Participants wanted to know how much 
of the increase in the new budget is attributable to care and treatment, and whether the 
drugs budget for non-ARVs has increased. DPs suggested that funding for ARVs be 
considered separately from MOH’s budget ceiling for other health priorities in order to 
assure additionality. But MOF made clear that it makes no difference where – in the 
overall resource envelope – ARVs are budgeted. The Commissioner of Budget 
emphasised that the new budget system allocates resources to MKUKUTA priorities, not 
simply to sectors. The resource gap is not peculiar to Health. Indeed Health has done well 
this year in relation to other sectors. He stressed the need for sectors to prioritise the 
allocation of scarce resources within the sector. 
 
These concerns were mirrored in a wider discussion on the growing commitments 
associated with scaling up essential health interventions. Noting the massive future 
funding requirements of AIDS care and treatment, combination therapy for malaria and 
new vaccines, the CMO posed the question, “What should I do?” He noted that in many 
cases, new activities are supported by donors for only two or three years, after which 
government was expected to carry an “impossible” burden of costs. A growing proportion 
of new money coming into the sector is tightly earmarked, meaning that there is a much 
smaller increase in discretionary, flexible resources. 
 
Turning to the allocation of resources within the sector, it was noted that the steep 
increases in non-personnel budgets are not being matched by the personal emoluments 
budget. The result is more money for the health system, but not the staff to run it. The 
sentiment was also expressed that health expenditure is still too centralised – and the 
central component is growing faster than local government health resources (domestic and 
basket). The stronger financial management environment at council level means that more 
of the centrally held money, including drugs budgets, could be devolved. Linked to this 
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was the need to have more transparent criteria for the allocation of the drugs budget. The 
meeting concluded, though, that the drugs budget will need to remain with MOH for the 
time being. 
 
The session on financing wound up noting that in spite of the major funding increases this 
year and next, a major resource gap exists. MOH appealed to both MOF and DPs to 
increase further the funding for the sector. 
 

Milestones 
 
The final day was devoted to a discussion on milestones. The PS MOH opened the session 
saying that these must be specific “deliverables” which the MOH (and other health sector 
stakeholders) must be committed to achieving since performance will be judged on them 
next year. 
 
This was a difficult session to chair, since only a very preliminary list of topic areas was 
presented for debate. A variety of suggestions were made to elaborate on this and to arrive 
at specific milestones for the year ahead. Written submissions to the Secretariat were made 
by various stakeholders to propose milestones. 
 
While consensus began to emerge on some of the topics, it was recognised that the 
milestones need to be kept to a manageable number. The Technical Committee was tasked 
with further refining the milestones based on the priorities which emerged from 
discussion. The final outcome of these deliberations is reproduced below in Table 7. 
 

Closing 
 
In her closing remarks, the spokesperson for the Development Partners thanked all parties 
for making the sixth annual health sector review a success. She congratulated government 
on the progress that has been made over the past 5 years, emphasising the importance of a 
solid partnership and strong government leadership. Noting the trend towards direct 
budget support, she noted the implications for securing an increasing share of GOT 
budgetary resources and reiterated the need to maintain strong sector dialogue.  
 
For their part, the NGOs assured the meeting of their renewed passion and commitment, 
thanking the government for making the space for active NGO participation. The 
spokesman assured the meeting of a commitment by NGOs to work in partnership, and 
their commitment to promoting equity.  
 
The PS from Ministry of Health Zanzibar thanked the organisers for their invitation, 
saying that the delegation had learned a lot. Similar reforms, albeit at an earlier stage, are 
ongoing in Zanzibar and Development Partners were welcomed to play their part.  
 
The PS MOH formally closed the meeting, thanking all for their active participation and 
looking forward to a further year of work in partnership. 
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Table 7: Milestones 2005-2006 
S.No. Milestones Responsible 
1 Public Private Partnership  
1.1 Service Agreement governing subsidy to non-profit providers 

concluded by Sept 2005, process of implementation started and 
included in MTEF FY 2006/7 

MOH, 
PORALG, 
CSSC 

1.2 Technical Working group on PPP established by June 2005; develop 
and implement work plan to take forward recommendations of PPP 
Technical Report 

MOH 

2 Health Sector Financing  
2.1 High level meeting of MOH and MOF to review PER and Health 

MTEF, and agree a medium term funding strategy for the health 
sector in the context of MKUKUTA 

PS-MOH 

3 Human Resources  
3.1 To secure top-level commitment, submit Cabinet Paper setting out 

the urgency and severity of the problem, the proposed solutions, the 
financial implications and the obstacles to be overcome 

PS-MOH 

3.2 Plan of action for “quick wins” developed and implementation 
started by June 2005 

DHR-MOH 

3.3 Approved health care worker vacancies in all councils are filled 
through a fast-track approach, with assistance from PORALG and 
MOH 

Director Local 
Govt.-PORALG 

4 Maternal and Child Health  
4.1 Finalise by August 2005 roadmap for reducing maternal mortality 

with defined indicators that are measured and monitored annually. 
Priority actions are fully integrated into MOH MTEF and council 
comprehensive health plans FY2006/7 

DPS 

4.2 Revision of TBA policy finalised and disseminated by March 2006. DPS 
4.3 Strategy for rapidly accelerating progress in reducing under-five 

mortality is agreed following June and October meetings of the MCH 
partnership 

DPS 

5 HIV and AIDS  
5.1 Full implementation of Health Sector HIV/AIDS Strategy, with 

particular emphasis on prevention aspects, including a secure 
condom supply. Progress on this reported at next Review 

CMO 

5.2 Monitoring system including ARV logistics and security developed 
and put in place 

CMO 

6 Sector Performance Monitoring  
6.1 Update and interpret health sector performance profile matrix to 

include all 2004 and 2005 data by March 2006 and present at next 
Review. 

Ag. DPP 

6.2 Publish and disseminate health statistics abstract 2003 by July 2005 
and HAS 2004 by March 2006 

Ag. DPP 

7 Regional Health Teams  
7.1 Comprehensive restructuring of Regional Secretariat, including 

Regional Health Team, agreed FY2005/6, outcome presented at next 
Review, and implemented in FY2006/7 

Director LG, 
PORALG 



 

Final Draft, 2 May 2005 19

 
 

 

 

 

 

 

 

 
Annexes 

 

 

 



Annex 1: Opening Speech by Hon. Minister for Health  

Annex 1: Joint Annual Health Sector Review Report 2005, Page 1 

ANNEX 1: 

Opening Address By Hon. Anna M. Abdallah (MP)  Minister Of Health  

 
The Permanent Secretary, Ministry of Health, 
Permanent Secretary, President’s Office, Regional Administration and Local 
Government,  
Distinguished Representatives of Development Partner Agencies, 
Representative of the Union the Government Ministries, 
Representatives of the Government of Zanzibar,  
Representatives of Private Partner Agencies, 
National Consultants and International Consultants, 
Invited guests, 
Ladies and gentlemen, 
 
On behalf of the Government and people of Tanzania I would like to take this 
opportunity to formally welcome you all distinguished participants to this important 
forum. To those coming from outside Tanzania, I wish to extend to you a warm 
KARIBU SANA and to all others known to us I say KARIBUNI TENA. 
 
As we embark into this very important exercise of looking back after another similar 
joint and very transparent review conducted last year, we need to congratulate 
ourselves on the progress made in implementing health sector strategic plan in the 
context of Sector Wide Approaches. 
 
Ladies and gentlemen, 
If we had the ability to play back the “reform tape” depicting what the situation was 
five years ago, I do not think there would be anyone in this room who will deny the fact 
that a substantial change, for the better, has been achieved by the health sector in 
Tanzania.  In that context I feel most honored and privileged to be the Minister for 
Health and therefore I am pleased to be associated with this progress.  
 
My colleagues in the region, whom I have had contacts with, often ask me how, we 
have managed to continually improve health care service coverage and accessibility 
despite the immense obstacles we face.  I am also frequently asked how we have 
managed to have such cordial working relationships with our development partners in 
our sector.  How are we managing to strengthen ownership of the services to 
communities through initiatives that include health financing options?   
 
My very frank responses to all these questions and comments has been PATIENCE, 
OPENESS IN OUR PARTNER RELATIONSHIPS, TAKING RISKS, AND THE 
WILLINGNESS TO CHANGE BY ALL THE HEALTH SECTOR 
STAKEHOLDERS. WE HAVE BEEN TRUSTED AND WE ALSO MUST TRUST 
OTHERS. THESE ARE IMPORTANT PRE REQUISITES IF ANY REFORMS ARE 
TO SUCCEED OR BE SUSTAINED. 
 
I do not know how many of us in this room know the health reforms that have given 
yield to these positive results and how we access our consumers’ appreciation.  To 
mention a few simples methods to measure our successes are: 
 
(i) through appreciation messages receive from the public. 
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(ii)  the declining number of complaints in the media regarding health 
services in this country and; 

(iii)  in my position, as Minister of Health for the last four years I answer 
fewer questions in Parliament regarding drug  

shortages, corruption and other problems of the sector, than before. 
(iv) Latest figures from the Prevention of Corruption Beaurau (PCB) from 

various regions also indicate complaints of corruption being directed to 
the health sector have gone down, and; 

(v) People’s voice concerning the performance of the health sector is being 
articulated through their committees. 

 
Interestingly for the first time there is a trend by the people to prefer public to private 
and NGO health facilities for their health care probably indicating more satisfaction due 
to improving quality of services signaled by more reliable drug supplies and more 
competent and skilled health workers. This also goes for the movement of staff from 
private to public facilities. 
 
This trend was noticed way back in 1996 when CHF was being pre tested in Igunga 
District, and later piloted in 10 other districts. This shows that the complementary 
financing options introduced are working and serving consumers the way they perceive, 
and the quality of the services being provided by public facilities. 
 
However, the experience has not been all along smooth.  We have encountered short 
falls and pot holes along the way but a lot of water has flowed under the bridge.  Based 
on our vast experience, we can confidently advise others on THE DO’s and DON’T’s 
of partnerships for reforming health sectors or other sectors for that matter.  
 
I am proud to inform this gathering that because of the experience we have gained, 
various officials from my ministry are engaged in providing guidance and other forms 
of support to the Ministries of Education and Agriculture on the mainland and Ministry 
of Health in Zanzibar on their own reforms. We are frequently visited by officers from 
other Ministries and Zanzibar, and from as far as Nigeria, Malawi and Kenya. 
 
With regards to the progress achieved, there are available reports and studies indicating, 
among many other things, the following achievements. These include but not limited 
to: 
• High immunization coverage 
• High antenatal care coverage 
• Dropping Total Fertility Rate 
• Sharp reduction in child mortality in some districts and regions  
• High TB detection and treatment completion rates, 
• Good geographical access to basic health services 
• Progressive upward trend in health care financing  
• Progressive improvements in quality of health infrastructure network 
• Overall improvements in availability of drug and other medical supplies   
 
Nevertheless, there are still some challenges we are facing; the health human resource 
situation remains a crisis. This is made worse by the HIV/AIDS epidemic. Also despite 
the existence of an extensive health infrastructure network, our success in improving 
functional accessibility of health services is being constrained by staffing levels in the 
health facilities. 
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Births taking place at public health facilities still remain lower compared to those 
taking place at homes.  However the Traditional Birth Attendants (TBA) policy 
guidelines encourage safe pregnancies, to be supported by TBAs to deliver at home.  
We may need to revisit this approach. 
 
Ladies and gentlemen, 
Looking back at the commendable achievements in the health arena in Tanzania that I 
had made reference to earlier, they have to be viewed in the context of the relatively 
low expenditure on health compared to other countries in the region undergoing similar 
reforms.  
 
While Tanzania is spending a meager US $ 6 per capita for these results, other 
countries in sub Saharan Africa are said to be spending about US $ 12 per capita or 
above (DFID 2005). 
 
These successes would not have been achieved if there were no increased efficiency, 
effectiveness, harmony, commitment, and consistency within the government and the 
Ministry of Health on one side and likewise within the development partners group and 
the private sector on the other hand. 
 
 Our Sector Wide Approach  (SWAP) modalities of successfully conducting jointly 
agreed interventions, year after year, for the benefit of the health sector is actually a 
model for our peers in other countries to learn. 
 
Ladies and gentlemen,  
This is not a minor achievement and let us all give ourselves a very big clap. I 
thank you all for this vision and wonderful partnership. 
 
Ladies and gentlemen, 
Turning to the theme for this year’s review, I am happy that it was jointly agreed to 
focus on the important area of Public Private Partnership. This was articulated in the 
Proposals for Health Sector Reforms in 1994, as Strategy 7 in the Programme of Work 
of the 1st Health Sector Strategic Plan and subsequently, in the review of the National 
Health Policy in 2002 and presently in the second Health Sector Strategic Plan.  
 
Experience shows that for a country like Tanzania, that at one stage of its development 
had instituted restrictions on private for profit health providers, the decision by the 
government to bring them back in 1991 into the mainstream, as collaborators rather 
than competitors, did arouse fear and mistrust from the private sector.  Frankly 
speaking the government at the time had also little experience to work collaboratively 
with the private sector. 
 
I am glad to say that this fear and mistrust is slowly being allayed, thus paving the way 
for the new relations under Public Private Partnership. 
 
Ladies and gentlemen, 
The private health sector for profit in this country is significant and gaining 
prominence, particularly in the urban areas. (In my own personal view there is no 
private health facility for profit in this country.  I have not seen any private health 
facility for profit nor its owner getting rich).  The voluntary health sector, which is a 
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part of the private sector, though not purely, since it receives subversions from 
government, is also large and provides health care services to nearly half of the 
Tanzanian population, especially in rural areas. 
 
I take note of all these commendable achievements and congratulate all our partners in 
health service delivery for the good work and effort they are investing in health care of 
the people of this country.  
 
The private sector therefore, is a vital component of Tanzania’s health care system, and 
requires the due attention and support it deserves. The element of mistrust, where it still 
exists, has to be eliminated, and I should insist here, that it should be eliminated as 
quickly as it is possible, for the benefit of the people of Tanzania.  
 
Records show that private health care was already in place in Tanzania since 1898, with 
some form of user fees. To date we have numerous private health facilities, all charging 
user fees of various types. 
 
In 1993 the government shared some experiences on health financing with the private 
not for profit providers and introduced cost sharing, followed by Community Health 
Financing in 1996 and finally the National Health Insurance Fund in 1999. We value 
the inputs we received from the private sector towards enhancing   health financing 
options. 
 
As I make this appeal for the required partnership and collaboration between the public 
and private health providers, I would also like to re iterate the important role of the 
government, and specifically the Ministry of Health, in regard to policy, leadership and 
standards setting for quality assurance. 
 
Increased recognition of the private health sector is not synonymous with government 
abdication of its responsibilities. We will strengthen supervision, legislation, regulation 
and inspection to further the sense of accountability and quality by all providers. 
 
In this context, the role of Local Government Authorities, under whose’s areas’ of 
jurisdiction most of the basic health care services are being provided, their 
responsibility to ensure adherence to quality of health services cannot be over 
emphasized.  
 
It is my sincere hope that the report of the technical review that preceded this main 
review forum will assist this meeting to take note and propose action on the issues 
raised and to help us chart a more constructive way forward in the area of Public 
Private Partnership which will be more effective and productive. 
 
Ladies and gentlemen, 
The way forward should be based on a foundation of trust, partnership, transparency on 
both sides, and respect of law and order, as this will enhance the welfare of our clients. 
The district level, where the majority of the people get their health services, should 
always be the focus of our attention in all our joint reviews. 
 
We need to know, on a continuous basis, how the services are being delivered, whether 
they are accessible and the level of satisfaction of the ordinary citizens.  We also need 
to track the satisfaction of the providers of these services. Providers are an important 



Annex 1: Opening Speech by Hon. Minister for Health  

Annex 1: Joint Annual Health Sector Review Report 2005, Page 5 

element to the service equation and should not be taken for granted especially under the 
present climate of health human resource crisis.  
 
Ladies and gentlemen, 
At this juncture I would like to take the opportunity to turn to another important area 
that will warrant our joint attention. I say “joint” because that has been, and will 
continue to be so in the foreseeable future, our way of addressing problems of the 
health sector. When the reforms were initiated, one of the problem areas identified to be 
addressed was the financing gap and related to it was, and still is, the issue of 
ownership of health facilities and services by the users.  
 
Concern had been raised about the lack of voice from the communities on matters 
pertaining to quantity and quality of health services being provided. The services were 
seen and believed to belong to the government and other providers. 
 
To address these important issues, policy changes were instituted; among others they 
include the introduction of cost sharing. Within this new approach other 
complementary financing modalities in the form of Community Health Financing 
(CHF), National Health Insurance Fund (NHIF), and Drug Revolving Funds (DRF) are 
under implementation. These actions taken by government in health financing policy 
are bearing fruit. The quality of services has improved. Let me make it clear that cost 
sharing, or for that matter user fees, do not mean cost recovery. As I said earlier, the 
objective of cost sharing is not primarily to collect funds from the users.  It is mainly to 
give them voice in health care, ownership in the form of share holding and instill a 
sense of accountability on the part of the service providers to the communities they 
serve. Transparency leads to prevention of corrupt practices and is a move to enhance 
good governance.   
 
Cost sharing was, and still is, a means to give voice to the users of services and not 
intended to fully fill the funding gap in the sector. After all, the amounts in revenue 
collected usually do not exceed more than 15% of the total government budget; but 
with these token amounts contributed, the clients feel empowered to speak out as and 
when required to do so. 
 
We have visited other countries with similar programs like Thailand and the 
Philippines. Their collections are within the range of 10 – 20% and their programs are 
viable.  The Hydom Lutheran Hospital is collecting approximately 27% of their budget 
through user fees (I understand they have a presentation at this meeting).  The other VA 
services collect even more. 
 
Ladies and gentlemen, 
It has to be said that most of these highly successful innovations are home grown. We 
appreciate the recommendations of the Commission on Macroeconomic and Health 
(CMH) and Millennium Project with regards to financing health services in developing 
countries. However in my personal view, the ongoing moves, initiated by certain 
quarters within the development partner groups, and presently outside the health sector, 
to abolish cost sharing is not appropriate, especially when the sector itself and its major 
stakeholders are sidelined. We think that each constraint should be looked at in its 
context. 
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There is no room for ready made prescriptions, as was done in the past, often times 
with no success. Let us enhance our partnership through mutual respect, trust and 
support for government initiatives. 
 
The ongoing contrary moves to abolish cost sharing are simply against the principles of 
encouraging home grown solutions to our problems. If they were to succeed they will 
have massive negative implications on the continued existence of Community Health 
Fund (CHF), National Health Insurance Fund (NHIF) and Drug Revolving Fund (DRF) 
as all of them are interdependent. 
 
These initiatives have proved to be working, in this country.  They have been designed 
by ourselves to suit our context at great financial cost.  A policy change to remove user-
fees in government health facilities will amount to substantial cost increase to the 
government.   Moreover it will also be a loss to whatever gains we have made. The 
question to ask ourselves is, IS THIS SUSTAINABLE? HOW CAN WE IMPROVE? 
CAN THE HEALTH SECTOR RELY ON HAND OUTS FOR EVER?   
 
We need to revisit the principle that poor nations have to participate fully in their 
development programmes and own those programmes.  They should not be taken as 
objects of charity.  (The Shanghai forum of leaders in June 2004).   President Mkapa 
also addressed this forum with similar pronouncements. 
 
Having come this far and having bitterly learnt the lesson that “FREE HEALTH 
SERVICES EQUALS TO NO SERVICES”, moves to abolish CHF and the like, 
literally aim at crippling the health sector and ultimately turning the needy population 
to objects of charity. This is certainly not acceptable. 
 
Ladies and gentlemen, 
This forum has to have a common stand to protect successful local initiatives from 
international generic agendas, which disregard local circumstances and peculiarities. 
Abolition of cost sharing will effectively silence the communities from speaking up 
when required to.  We would appreciate assistance that will consolidate our success in 
this area of cost sharing initiatives at the same time eliminate deficiencies rather than 
suggesting new initiatives which we have tried before and we know their results. 
 
This move will also rock the two boats that also keep afloat the Faith Based 
Organization providers and the private for profit providers. It is then obvious that the 
change of health financing policy will also affect negatively our private/public 
partnership. 
 
Faith Based providers and the private sector are also beneficiaries of the Community 
Health Fund (CHF), National Health Insurance Fund (NHIF) and Drug Revolving Fund 
(DRF) as these are sources for service agreements and service contracts to the private 
sector as well. Our analysis showed the only difference between the Fourth Based 
Organization (FBO)’s services and that of the public facilities was; one was charging 
fees and the latter was not.  To be equitable the token fees’ in public services are very 
essential. 
 
Ladies and gentlemen, 
The big question I ask is, whoever is pushing this agenda for free health services for 
whatever reason, will she/he offset the huge gap that will result in the government 
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budget, for it to be able to provide quality free services in a sustainable manner to all 
Tanzanians? and for how long can this support be guaranteed? 
 
Or will it be for a few years, under the guise of support towards “poverty reduction” 
and then after it becomes another disastrous decision, we will be required, as a 
government, to make another U-turn in our policies?  
 
The challenge is also for the private providers – are you ready to provide free health 
care or will you have to close your doors? I would like to make an appeal to our 
development partners to continue cooperating with us based on the premises of 
openness. 
 
There are no generic solutions to all our problems; and sectors like education, though 
related, are not alike. Even in the education sector where today there are no fees being 
charged for primary education, parents continue to contribute in many other ways.  For 
the rural water services the committees of the poor have taken over from the 
government and are Cost Sharing.  Even in Malaria Control through “Hati punguzo” 
(the voucher system) the mothers are Cost-sharing the Nets. 
 
The so called English medium schools that of recent have mushroomed in our society 
have come in for the better off children and are establishing a two tier system. 
 
Constant changes with disregard to existing successes, stalls the process of 
development itself, instead of hastening it. I have always believed that cost sharing, 
with its related initiatives like Community Health Fund (CHF), National Health 
Insurance Fund (NHIF) and Drug Revolving Fund  (DRF), has been a step forward as 
they ensure self reliance and sustainability to our systems. I still hold on to that view 
now. 
 
Today the hoarding of drugs by households due to fear of shortages at the time of need 
is a thing of the past. Most important they give recognition to the contributors and the 
users of the services, giving them the power to speak out about what is provided and 
making the providers more accountable to the users. Making services free will only 
increase dependency of the people on their government, a stage of development I 
thought is well behind us. 
 
Under the current exemption arrangements, the most vulnerable groups in our society, 
children under five, pregnant women, the poor and the elderly, and patients with 
diseases of public health importance like outbreaks, TB and leprosy; HIV/AIDS are all 
exempted from paying. Exemptions also include preventive interventions like 
immunizations, maternal care during pregnancy and after delivery, and family planning 
services.  In short the government is financing the essential health package through 
budgetary provision. 
 
There has always been misconception on the implementation of exemptions in cost 
sharing policy.  The exemptions can be categorized into two major groups; one is 
meant for a range of services, groups or individuals and particular diseases; second is 
for those who cannot afford to pay.  Failure of exemptions has always been looked at 
those who cannot afford to pay and not the first type of exemption, which has faired 
very well. 
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However, if we feel the exemption mechanisms are not working, then let us address 
that specific area and find more workable measures to protect the weakest amongst us 
and ensure that they, like all their fellow citizens have access to similar health care at 
the time of need.  
 
Abolishing cost sharing and making people fully dependent on their government will 
only suppress initiatives, strengthen inertia among our people and breed further 
corruption among the “silenced”. 
 
Ladies and gentlemen, 
Last year the issue of the health human resource crisis in our sector was deliberated. In 
the course of the discussions, concern was raised about the lack of sufficiently urgent 
and strong actions that were required to be taken, jointly by the stakeholders, worthy of 
the seriousness of the situation. 
 
I would like to appeal to this most distinguished forum to seriously review whether 
since last year there has made any progress to address this crucial deficient area. So 
much depends on having the required skilled human resource in the correct numbers, 
skills mix for the facilities where they are required. 
 
Continuing to just talk about the situation without resolving it with the seriousness it 
deserves will only undermine all the achievement we have jointly scored over the years. 
We need actions and not more reports and resolutions. The present bottlenecks to 
ensuring staffing of all the existing facilities simply have to be tackled now, not 
tomorrow! I am calling on our partners to help us in this area. 
 
Ladies and gentlemen, 
I would now like to say a few words on the problem of HIV/AIDS, Malaria and TB, a 
group of diseases set to be massively funded under the Global Fund and other 
international initiatives. While we appreciate the immense support being provided, 
caution has to taken not to derail the ongoing efforts of the Ministry and its 
development partners in the sector to address the sector in its entirety as this makes the 
health system functional. Health system must be holistic as the National Strategy for 
Growth and Reduction of Poverty (MKUKUTA). 
 
A district that is functional is the key to our functional health delivery system   and no 
vertical program initiatives, be it local or international, should be permitted to divert 
from this premise; modalities different from those of the government are neither 
workable nor sustainable. We ask you to support us to move forward instead of pushing 
us forward. 
 
In conclusion, it is my sincere hope that this meeting will be another successful 
milestone in our joint efforts to address the challenges facing the health sector in 
Tanzania. It is also the expectation of my Ministry that the focus this year on the area of 
Public Private Partnership will effectively cover the gaps in our knowledge to complete 
the equation of quality health service provision especially at the district level. Do not 
spend too much energy on the process, as MKUKUTA is outcome oriented.  
 
Once again let me say with confidence that we should all be proud of our joint 
achievements so far and I personally feel honored and privileged to be the Minister for 
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Health when some of these successful changes were being affected as part of the on 
going reforms of the health sector.  
 
There is still a lot of ground to cover and we should therefore guard these achievements 
with all the power we can muster and agree not to be swayed from our chosen path. 
 
With these remarks, I now have the honor and privilege to declare this year’s Annual 
Joint Health Sector Review meeting formally open.  
 
Thank you all for your kind attention.   
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ANNEX 2: List of Resource Documents and Presentations 
 
Resource Documents 
 

1. Joint Technical Preparatory Meeting, 15-17 March 2005, Belinda Hotel. Final 
Record of Technical Review Proceedings. 

2. Progress against the milestones set in March 2004. Final Version 2 April 2005 
3. Health Sector Performance Profile in Tanzania for the Year 2004. Draft Report 

Version 1.2. Ministry of Health, 1st April 2005 
4. Strengthening of Health Information Systems in Tanzania. Implementation level 

of recommendations agreed by high level decision-makers from MOH and 
PORALG conducted at the Golden Tulip Hotel on 3rd September as per 30th 
March 2005. Ministry of Health. 

5. Assessing trends in the overall performance of the health sector in Tanzania. 
The use of sector performance indicators from 10 selected districts. Final 
Report, January 2005. E. A. Makundi et al. 

6. Review of the State of Health in Tanzania 2004. Unapproved Draft, 27th March 
2005. N. Lorenz and C Mpemba, on behalf of MOH, PORALG and GOT. 

7. Technical Review 2005. Public Private Partnership for equitable provision of 
quality health services. Final Draft, March 2005. HERA, on behalf of MOH, 
PORALG and GOT 

8. [Summary] Recommendations from Technical Review (PPP) and Response 
from the Government. 3rd April 2005 

9. Summary Presentation of Experiences and District Innovations – Key Points for 
policy debate. Ministry of Health. 

10. The UMASIDA Mutual Health Care Scheme. A case study of an urban-based 
community health fund. March 2005. A.D. Kiwara, IDS, Muhimbili 

11. Health system assessment of Mara, Mtwara and Tabora. Phase 1 Report (Vol 1-
2). First Health Rehabilitation Project. Ministry of Health. 30th September 2004. 

12. Health Sector PER update FY 2005, MOH. Zero draft, 10th March 2005 
13. Issues Paper. DPG Health Preparatory Meeting for the Joint Health Sector 

Review 
14. NGO Statement Joint Health Sector Review 2005 (1): Promoting effective 

partnerships in health 
15. NGO Statement Joint Health Sector Review 2005 (2): Maternal and Child 

Health 
 
Presentations 
 

1. Opening Speech, Honourable Minister of Health, Anna Abdalla 
2. Address by Dr G L Upunda 
3. Progress against the milestones set in 2004. Dr F. Njau 
4. Priority Health Outcomes and Programmes: Summary of Key Points from 

Technical Review. Ms. A. Nswilla 
5. Health Sector Performance Measurement and Monitoring. Mr J.J. Rubona 
6. 2004 State of Health in Tanzania. C. Mpemba. 
7. Technical Review 2005: PPP for equitable provision of quality health services. 

Mr L. Deville 
8. Urban Based Community Health Funds. A Case Study of Umasida Mutual 

Health Scheme. Prof. A.D. Kiwara 
9. Experiences and Innovations: Key Points for Policy Debate. Mr J Kelya 
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10. Rehabilitation of Health Facilities. Mr A Sayile 
11. Human Resources for Health. Dr G. R. Mliga 
12. Public Expenditure Review for Health Sector 2005. Mr R Mkumbo 
13. Preparation of the Budget Guidelines for 2005/6-2007/8. Mr N. Magambo, 

Commissioner of Budget, Ministry of Finance 
14. Updates on the NSGRP. The MKUKUTA: what it contains and linkages to 

MDGs. Dr F. Njau 
15. MOH MTEF for 2005/2006 in relation to MKUKUTA. Ms R.L. Kikuli 
16. PORALG MTEF 2005/06: Support to the Health Sector. Mr M.W.F. Maganga 
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Tanzania Joint Health Sector Review 2005 
Terms of Reference  

Introduction 
Every year a joint review is undertaken of health sector progress, constraints and future 
priorities. This process is lead by Ministry of Health and PORALG, with close collaboration 
of other parts of government, development partners, other health sector stakeholders and civil 
society. This year’s Review marks the second year of implementation of the new Health 
Sector Strategic Plan taking into cognition changing conditions and new challenges facing 
SWAPs in the health sector such as shifting from health sector funding to general budget 
support global funds targeting selected vertical programmes or selected diseases which if not 
applied correctly may derail the gains attained so far at district level through development of 
comprehensive Council Health Plan and targeting of resources to priority interventions and 
disease burden in the district. 
 
The review will be carried out taking into cognition new set of national strategy for growth 
and poverty reduction with   Three cluster broad outcomes and goals under which health is 
clustered under cluster 2 dealing with Improvement of Quality of Life and Social Well Being. 
 
The specific area of this years review will be to carry out a Technical Review on Public 
Private Partnerships the findings of which will be one of the agenda items of the main review. 
 
A Technical review team comprising of (two) international consultant and two local 
consultants will undertake technical review in January 2005. Specific TOR for technical 
review will guide their work. Other areas to be discussed during main review are: 
 
• Receive and comment on draft MOH- MTEF covering the period July 2005 to June 2006 
• Assessment of progress made against milestones set in March 2004 
• Review findings of study on 10 districts as relates to complete data set for HMIS related 

Sector Performance Indicators 
• Review of State of Health in Tanzania Report 
• Study Report on the 3 regions (Mtwara, Mara and Tabora) 
• Receive, comment and make recommendations on way forward as regards report on 

update on addressing HR crises 
• Discuss specific report on fighting HIV/AIDS 
• Review Health Sector PER report for 2005  

 
The process of the Review will proceed as follows: 

� Discussion and agreement among stakeholders on the terms of reference, timing 
and organization of the Review Process 

� Assembly of relevant documentation and reports, including further analysis 
where necessary 

� Commissioning of Technical Review study/report on Public Private Partnership 
and deliberation on the findings and recommendations. 

� Policy Review, comprising all health sector stakeholders, where all conclusions 
and recommendations are tabled for discussion and consensus is reached on 
conclusions and priority actions for the year ahead (FY 2005/6). 

 
The final Report of the Health Sector Annual Review will comprise the proceedings of the 
meeting, an agreed set of “milestones” for the year ahead, and a “side agreement” with 
Basket Fund contributors setting out mutual obligations and commitments (including 
financial commitments).  
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Objectives 
 

1.  Share information on developments, achievements and intentions in key areas of 
health sector strategy: 

a. Progress against prior year milestones 
b. Implementation of the Health Sector Strategic Plan 2003/2008. using routine 

annual and semi-annual reports submitted by MOH to Ministry of Finance 
c. Budget execution on approved budget; actual disbursements of the budget and 

actual expenditure against disbursements and releases 
d. Service delivery performance (health sector performance profile, Poverty and 

Human Report, HMIS/routine data system, and other sources of service 
delivery performance which may be available) 

2. Receive, deliberate on the findings of the PPP technical review and identify pertinent 
issues and actions 

3. Review resource allocation and management; specifically the findings of the Public 
Expenditure Review, the health sector expenditures, and proposed allocation of 
resources (draft MTEF) covering the period July 2005 to June 2006. 

4. Review implications of changing conditions and challenges on SWAPS brought arising 
due to new PRS II as relates to change in strategy from sector priorities to clustering of 
broad outcomes and goals taking into account that some targets/outcomes are 
multisectoral and are better financed through budget support and including challenges 
brought about by global funding mechanisms that are targeting selected diseases. 

5. Ask the PRS Secretariat to present a paper that will elaborate more on cluster 2 dealing 
with improvement of quality of life and social well being and to get clarity on some of 
the statements contained in this cluster of new PRS II under health e.g. “that the 
government will therefore increase financial, human and technical resources in the 
health sector to target the needs of under served populations, including the vulnerable 
groups and that The strategic plan for the health sector 2003-2008 will be implemented 
fully” then  make some conclusions and way forward 

6. Receive progress from Human Resources Working Group on steps taken by the two 
ministries (MOH and PORALG) to urgently address the human resources crisis in the 
health sector the way crises are supposed to be handled. The report will take into 
account recommendations arising from the last SWAPs meeting that was held on 23rd 
of September 2004 

7. Receive summary reports on findings and recommendations emanating from the Joint 
Government Donor Review of the LGRP of October 2004, Joint evaluation of General 
Budget Support in Tanzania, Joint Government Partners evaluation of the health sector 
in Tanzania, and identify some relevant if any lessons that can feed into Policy and 
Strategy development of the sector 

8. Receive and discuss summaries and issue papers from the technical meeting analysing 
important experiences from projects and programmes and results from recent studies9  

9. Determine and formulate milestones for FY2005/6. 
 

Linkages 
As in previous years, the Joint Annual Health Sector Review will seek to harmonise its 
work with related government processes, specifically: 
� The new HSPS II especially operational modalities and financing mechanisms  
� The routine narrative and financial reporting on progress and expenditures against 

disbursed funds 

                                                 
9 as e.g.: study report of 10 districts with complete data set for HMIS, 3 regions health study report, 
implications of Tanzania’s Mortality burden summary report AMMP, fixing health systems TEHIP 
experiences, , receive report on ECD-HIV/AIDS sector review study, Nutrition study and study on the 
Kibaha and Kilosa Insecticide Treated Nets discount Voucher schemes 
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� The Public Expenditure Report, National Audit reports, Budget Guidelines and 
Medium Term Expenditure Framework. 

� Public Service reforms and Local Government Reforms 
 
Similarly, the conclusions and recommendations of the Joint Annual Health Sector Review 
should be widely disseminated and should feed in to discussions on health sector progress 
and resource bid (MOF, Social Services Budget Committee, Parliament), and the interface 
between the Health Sector strategies with the crosscutting reforms. 
 

Lessons from last year’s Review   
 

Last main review preparations by the government and partners was excellent. The main 
review was well attended and documents to be tabled at the main review were received 
well in advance. There was also good and active representation from both the Districts and 
Regions.   The lessons learned last year should be borne in mind for the coming Review: 
 
� The Presentations from 4 DMO enriched discussion of the main review, this will be 

continued this year with presentation by 3 districts presentation focusing on service 
delivery10 and 3 other districts will make presentations focusing on the main theme 
Private Public Partnership (PPP)  

� Despite the setting up of taskforces on human resources and financing there was little 
progress made to meet expectations of the main review in these areas. 

� Conveners of taskforces should ensure that they meet regularly and deliver according 
to their TOR 

� There was active participation of the management team of MOH, PORALG and other 
government ministries representatives although the Hon Minister of Health was not 
able to attend the last review; it is the wish of the review members that efforts be made 
to make it possible for the minister to attend. 

� Good forward planning, preparation and time management is essential 
� The Technical committee should again appoint a Facilitator to assist MOH HSRS to 

coordinate the process of Review, synthesis of comments and drafting of reports 
(Technical and Main sessions). 

� Again keep to a minimum the number of recommendations and milestones and allocate 
adequate time between Technical Review and Main Review so that MOH/GOT and 
partners have enough time to deliberate on recommendations, milestones and prepare 
adequately for Main Policy Review  

� Secure formal agreement with Basket Partners on a limited number of specific 
commitments (milestones). 

� Since PER Sector Working Group will not need clearance of the PER document with 
MOF the PER should therefore ensure that the document is made available in time 
before the review 

� Assure full participation of PORALG and other vital stakeholders by ensuring that 
intended dates/venue are communicated as early as possible and official invitations are 
issued. 

� Participation of all RMOs and a selected number of DMOs is essential. 
 
Process and Preparation 
 

The MOH HSR Secretariat will take overall responsibility for the planning, preparation 
and co-ordination of the Review and will draw upon other Government personnel, 
funding partners and consultants as necessary. During the Technical Review and Main 
Review the HSR Secretariat will be assisted by a facilitator appointed by the Technical 
Committee for the SWAP committees who will be responsible for collaborating with 
the HSR Secretariat to facilitate the Review, assist in the collation of technical reports 

                                                 
10 10 minutes not more than 10 slides 
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and recommendations, assist in the drafting of the final Review report, and provide a 
liaison point for Partners 
 
Relevant GOT personnel relating to the full range of HSR strategies / Departments will 
form working groups (distinct from the Technical Groups) to undertake the preparatory 
work necessary for reporting on implementation, progress against milestones and other 
key documentation. 

 
Deliverable 
 

The final output of the whole Review Process will be a Main Report, which 
captures the proceedings of the Review, conclusions reached and milestones 
agreed for the year ahead and the Basket Partner/GOT side agreement. This 
Main Report will be supported by the report of the Technical Review, together 
with other documents tabled for discussion at the Review. 

 
Timing 
 

The Technical Review work will be carried out from Mid January 2005 and 
completed by first week of February so that the report can be finalized and 
discussed during the 2nd week of February. Other documentation in preparation 
for the Policy Review will be assembled over the same period. Invitations to the 
Policy Review will issue during the 4th week of February. All documentation for 
discussion at the Review will be circulated to participants 2 weeks before the 
main review. 
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TOR Annex 1: Timeline for Joint Health Sector Review Preparation 
S/
N 

Activity 
 

Period Responsibility Remarks 
Start End 

1 Prepare report outlining 
progress to implement some of 
agreed milestones of main 
review 2004 to SWAp meeting 
in September 

01/08/04 31/08/04 DPP/HSRS Done 

2 Conduct SWAp Committee 
Meeting 

23/09/04 23/09/04 DPP/HSRS Done 

3 Agree on discussion topics for 
both technical and main review 

01/09/04 01/11/04 Technical 
committee 

Agreed 

4 Preparation of ToR for Health 
Sector Technical Review on 
Private Public Partnership 
(PPP) in the delivering of health 
services to the people 

01/09/04 10/11/04 Technical 
Committee 

Done 

5 Identify and select consultants 
to assist the MoH during 
technical and main review 
scheduled for January and 
March 2005 respectively 

01/09/04 10/11/04 Technical 
Committee 

Done  

6 Preparation of ToR for Joint 
Health Sector Review and State 
of Health in Tanzania 

01/09/04 10/01/05 Technical 
Committee 

Done 

7 Finalise and prepare a 
consolidated latest progress 
report outlining implementation 
by MoH/PORALG and others 
for main review 2004 
milestones 

01/01/05 10/03/05 HSRS/MoH 
and DLG, 
PORALG 

In 
progress 

8 Undertake Technical review on 
PPP 

10/02/05 
5/01/05 

25/02/05 DPP (HSRS) Done 

9 Ensure that all 
documents/reports needed for 
main review are finalised in 
readiness for the technical and 
main review 

01/01/05 15/03/05 DPP (HSRS) In 
progress 

10 Invitations and dissemination of 
documents reports and papers to 
be tabled at main review 
scheduled for April 2005 

17/02/05 19/03/05 HSRS In 
progress 

11 Conduct Technical Review 
workshop 

15/03/05 17/03/05 HSRS and 
Partners 

Done 

12 Finalise Agenda and topics for 
Main Review 

25/02/05 23/03/05 HSRS Done 

13 Conduct April 2005 Main 
Review 

4/04/05 6/04/05 DPP Done 

14 Signing of the Side Agreements  07/04/05 07/04/05 Govt and DP  
15 Produce and disseminate report 

on the Main Review 2005 
4/04/05 30/04/05 HSRS  
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TOR Annex 2: Timetable (presented separately) 

 
TOR Annex 3: Participants at Annual Review 

 
 
Ministry of Health Tanzania Mainland and Zanzibar 
PORALG 
MOF 
CAG 
VPO 
OPSM  
Sector Ministries reps 
Regional Health reps 
District Health and Council Directors reps 
Development Partners 
Faith-based orgs, CSSC, Bakwata 
NGOs and Civil Society Orgs reps 
Private Health Sector reps 
Media reps (TVT, ITV, DTV, Daily News, Guardian, Mwananchi and 
Mtanzania). 
 

TOR Annex 4 : TOR for Technical Review 2005 Public Private Partnership 
for equitable provision of quality health services 
 
INTRODUCTION: 
 
As an input and an important resource document for the Annual Joint Health Sector 
Review it has been decided to conduct an independent technical review with a focus on 
Public Private Partnership (PPP) for equitable provision of quality health 
services. The purpose is to assess progress, constraints and opportunities in the PPP for 
health service delivery, focusing on equity, financing and quality. The report need to be 
concise, targeting priorities and be implementable within the available health sector 
budget and in line with the NATIONAL STRATEGY FOR GROWTH AND 
REDUCTION OF POVERTY (NSGRP) and the Health Sector Strategic Plan, 2003-
2008 (HSSP).  
 
In conducting this study, it has to be considered that the Private Health Sector in 
Tanzania is marked by distinct sub-sectors: Private not-for-profit (Mainly religious or 
faith-based institutions and Voluntary Agency units) and Private for-profit (licensed 
and tax paying) 
It is therefore expected that the study should cover these sub-sectors. Any information 
and/or conclusions should be specific and clarify separately the state of each sub-sector 
in the PPP review as regards equitable provision of quality health services.  
  
Weak collaboration between the Public and Private Health sectors was identified in the 
1993 sectoral analysis as one of the areas that needed attention.  Strategy 7 in the HSSP 
(2003-2008) is geared towards addressing this weakness. A Public Private Partnership 
(PPP) Steering Working Group consisting of members from the MOH providing a 
Coordinator of the group, Private Health sector, Faith-Based Health sector (CSSC, 
BAKWATA and others) Development Partners (GTZ, DCI, CORDAID etc) and TPHA 
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was set up to address issues that will strengthen the required collaboration between the 
Public and the Private Health sectors.  
 
According to the Health Sector Strategic Plan 2003-2008 (HSSP) the role of the 
Government (MOH) will be more of a facilitator in creating a conducive environment 
for the growth of private sector in the provision of equitable health service by both 
public and private sector. The focus of the government will be more on policy 
formulation, governance, regulation, financing, monitoring and quality assurance. 
Included will be its role in standardisation of equipment, devising quality assurance 
schemes and strengthening of Health Management Information System (HMIS). 
 
One of the main objectives of the ongoing Health Sector Reform is to utilize available 
resources through participation of the private sector in the implementation of the 
reforms and the integration of the private services in the decentralized district health 
care systems. The private sector is partly represented by different umbrella 
organisations, which are supposed to play a key role in the partnership approach. Up to 
date, however, capacities on both sides remain weak and cooperation and collaboration 
are insufficiently institutionalised and depend mainly on individual efforts, relations 
and motivation.  
 
OBJECTIVES OF THE STUDY: 
 

1. To assess the state of the Private Health sector in Tanzania: Trends, 
opportunities, strengths, weaknesses and constraints that need to be addressed in 
order to strengthen PPP and raise the quality of healthcare provision.  

2. To analyze the roles of Regulator, Provider, Purchaser and Client in the 
Tanzanian Health System and its implications for the Private Public Partnership  

3. To asses the existence of partnership arrangements in the field of health and 
how far rules and principles are in harmony with national health policy; and 
HSSP 

4. To assess partnership/contractual policies in view of maximizing impact on the 
performance of health systems, how they harmonize practices of all parties in a 
transparent way, and how they avoid adverse effects.  

5. To provide a concise report of the findings and recommend tangible 
recommendations on how to move forward in strengthening the partnership in 
health services provision between the Public and Private Sectors in line with 
health sector strategic plan (HSSP, 2003-2008), the NSGRP 2004 (draft) and in 
the larger context of Vision 2025. 

 
The following specific areas need to be addressed: 
 
Regarding Policy and Planning: 
 

• How to further a pluralistic policy environment, including a fruitful policy 
dialogue between MoH, and the private sectors.  

• attitude of government (How do planning modalities (guidelines, practice, 
supervision etc.) integrate the private sector? mainstreaming or focal point in 
MoH? Are policies of PORALG, of Decentralisation conducive?) 

• MOH – private sector participation in Policy formulation, monitoring and 
evaluation 
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• Role and capacity of organisations of private sector associations to assist MOH 
in evaluation and monitoring of the Private Health Sector. (Need for all “private 
for profit” to be members of a recognised association)  

• Development Partners’ relationship with the private sector in view of their 
desire to raise the quality of care in Tanzania and taking into consideration the 
fact that Private sector contributes nearly 40% of care, and is growing. 

• How much government resources contribute to financing the private sector and 
how much is spent out of pocket? (if possible according to location and level of 
health service) 

 
Regarding Human Resources: 
 

• Assess how planning of Human Resources for Health (HRH) is taking care of 
the interest of both the public and the private providers (“user” of the 
workforce) 

• Consider competition for the same staff categories between the private and 
public sector and interchange of staff between public & private. Consider the 
full equation in terms of input, process, outputs, quality outcomes, and quality 
of health services 

• comment on how public and private institutions of basic and continued 
education are contributing to the provision of the health work force in adequate 
numbers and quality.  

 
(take into consideration recent studies on Human Resources for Health in Tanzania)  
 
Regarding Quality assurance 
 

• How is quality of care assured in both Private and Public Health Facilities? 
What can be improved? 

• Regulations and enforcement (Inspection) 
• Role for self-regulation (Role and membership of Professional Associations) 
• Role of accreditation and franchising  
• Comparative assessment of quality of care within the Public sector 
• Incentives for the private sector, particularly encouraging to work towards the 

GoT's goals (in terms of PRS, HSSP etc.),  
•  

(take into consideration recent studies and the proposed Framework for quality 
improvement) 
 
Regarding Financing: 
 

• How are GOT and DP subsidies to the Health Services enhancing PPP? What 
can be improved? Long-term perspective? 

• How does the policy on cost recovery, the policies of pricing (both public and 
private) and the interaction of prices in the public and private influence 
consumer choices in terms of availability, physical access and cost of services at 
the point of use of care?  

• How do CHF, NHIF and Private Insurance Companies support funding of 
equitable provision of quality health services through both private and public 
health services 
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Regarding collaboration between the two sectors at district level: 
 

• How does PPP support efficient coverage of equitable quality health services in 
the districts including quality of care?  

• How does the private sector contribute to the general improvement of quality of 
care – that is equitable and gender sensitive are essential interventions being 
implemented (and to what degree) through both public and private health care 
providers according to EHP guidelines with focus on disease and health 
conditions responsible for disease burden (HIV/AIDS, Malaria, TB, IMCI, EPI, 
SMI and Nutrition) 

• How far do private providers participate in joint planning? Are there 
comprehensive facility plans available which include the private sector? What 
can be improved?  

• Are allocations of subsidies (basket, block grants, projects, others) used in a 
way to strengthen PPP (e.g. through service agreements and contracting out of 
none core health services) and making use of the comparative advantages of 
different types of health care providers  

• Accountability on subsidies and funds from different sources in both public and 
private structures 

• Relate cost and funding of private health services and the accessibility for the 
sick poor who cannot pay for care? 

• Are potentials for outsourcing of certain services to the private sector identified 
and used?  

• Is the referral system integrating health facilities from both sectors according to 
their comparative strength and advantages? 

• Is there joint planning and sharing of human resources including personnel 
development and continued education 

• Access to essential drugs and medical supplies 
• Roles of drug sellers/Pharmacists and traditional healers 

 
Methodology/Approach 
 
Given the limited time available, the assessment cannot be expected to gather primary 
data. The team should rely upon interviews with key informants, documentation 
already prepared, and relevant data available at the national and district levels. The 
study team is encouraged to split up to be able to cover the scope of work as described 
above.  
Also due to time limits, it will not be feasible to cover a large sample of districts. 
It is proposed that at least four districts be covered. 
The mission should start with a meeting with members of the TC and the PPP working 
group to clarify the scope of work and receive inputs and recommendations on the 
details of the approach  
 
The team should: 
 
• review relevant literature, studies, available milestone progress reports, etc 
• assess activities of the PPP Steering Group so far in enhancing PPP objectives as 

regards: 
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• interview representatives of the MOH, PORALG, CSSC and other Christian Health 
organisations, BAKWATA, APHTA and other relevant organisations and some key 
stakeholders to get their impression on progress or lack of progress.  

• Undertake field visits to a few selected regions and at least 4 districts (interview 
CHMTs, health care providers (both private and public), drugs store and pharmacist 
sellers, some traditional healers and users of health services) 

 
Outputs 
 
An Inception  Report to be circulated to key stakeholders for comments and input due  
 
Debriefing Note and presentation to the Ministry Management Team and Technical 
Committee February 2005  
 
A Report, with a short main text, supplemented by annexes if deemed necessary, and as 
much as possible referring to existing texts and documentation 14th March 2005  
 
A presentation at the Main Sector Review Meeting – April 2005. 
 
A final Report  - due on 30th of April and forming part of the final documentation of 
the 2005 Joint Annual Review of the Health Sector - should take into consideration 
major amendments from the Review Meeting. 
 
Composition of the Team 
 
 Two international (one as team leader), 30 WD each 
 Three (3) nationals, 30 WD each 
 
The team leader will be responsible for the output of the team as a whole, including 
managing and quality-assuring the contributions of individual team members. 
 
Reporting Arrangements 
The team will through its team leader, liaise with the HSRS Secretariat for 
coordination, logistics support and time tabling of the planned steps and activities by 
the team 
 
Timing 
 
February 2004  
 
The Team Leader and the National consultants will attend the Main Health Review on 
4th – 6th of April 2005 and present the findings and recommendations of the team 
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ANNEX 4: LIST OF PARTICIPANTS  

 
S/NO. NAME TITLE ORGANIZATION/ADDRESS  

1. Hon. Anna M. Abdallah (MP) Minister for Health Ministry of Health , P.O.Box 9083 
2. Dr. Hussein A. H. Mwinyi 

(MP) 
Deputy Minister for Health Ministry of Health , P.O.Bx 9083 

3. Mariam J. Mwaffisi Permanent Secretary Ministry of Health , P.O.Box 9083 
4. Dr. G. L. Upunda Chief Medical Officer Ministry of Health , P.O.Box 9083 
5. Dr. G.. Mliga Director Human Resource Ministry of Health, P.O.Box 9083 
6. Dr. Z.A. Berege  Director of Hospital Service Ministry of Health, P.O.Box 9083 
7. Mr. W. Shayo Director of Administration & 

Manpower  
Ministry of Health, P.O.Box 9083 

8. Dr.Charles Masolwa Chief Accountant  Ministry of Health, P.O.Box 9083 
9. Anna Mhere Chief Internal Auditor Ministry of Health, P.O.Box 9083 
10. Dr. A. Mzige Director of Preventive Ministry of Health, P.O.Box 9083 
11. Ms. L. Kikuli Ag.Director Policy & Planning Ministry of Health. P.O.Box 9083 
12. Dr. E. Mashimba  Chief Government Chemist Ministry of Health, P.O.Box 9083 
13. M. Ndomondo-Sigonda DG TFDA BOX 77150 DSM 
14. Rashid Kitambulio Economist PORALG BOX 1923 DODOMA 
15. Dr. J. R. Budotela MD SONGEA DISTRICT COUNCIL 
16. J. S. Muhume Chief Pharmacist MOH BOX 9083 DSM 
17. M. W. F. Maganga Senior Accountant PORALG BOX  1923 DODOMA 
18. Dr. Mary Kitambi Programme Manager EPI – MOH BOX 9083 DSM 
19. Dr. Hassan Mshinda Director IFAKARA HEALTH RESEARCH 

CENTRE BOX 53 IFAKARA 
20. S. J. Nanyaro Private Secretary to the Minister MOH 
21. U.L. Mwakilufi Private Secretary to the Deputy 

Minister 
MOH 

22. Dr. Ulomi, S. S. RMO RAS SHINYANGA BOX 17 
23. Prof. Philip Hiza National Consultant PPP BOX 65044 DSM 
24. R. L. Mkumbo Head, Basket Fund MOH BOX 9083 DSM 
25. Dr. Mleoh L. MO i/c KIBONG’OTO HOSPITAL BOX 12 

SANYA JUU MOSHI 
26. Dr. D. Mwizamholya RMO RAS TABORA BOX 22 
27. Andrew Swai DCS MNH BOX 65000 DSM 
28. David Tregoning ED MNH 65000 DSM 
29. K. H. Lema CA PORALG BOX 1923 DODOMA 
30. Dr. A. M. Ngonyani Head –HSIU MOH 
31. Dr. R. B. M. Kalinga Head – District Health Services MOH 
32. V. J. Ndalahwa Ag. RMO RAS MWANZA BOX 132 
33. Dr. Fatma Mrisho Retired Health Worker SELF EMPLOYED BOX 65374 

DSM 
34. Robert Marealle Engineer MOH BOX 9083 DSM 
35. W. Ph. Kutta GFP MOH BOX 9083 DSM 
36. Anna J. Mhere CIA MOH BOX 9083 DSM 
37. Dr. A. M. Mwita PM Malaria MOH BOX 9083 DSM 
38. Giorgio Dhima SDC Representative SWISS DEVELOPMENT 

COOPERATION (MAPUTO) 
39. Vincent Yusufu Mgaya PLT MOH BOX 9083 DSM 
40. J. M. Boyi PM Radiology MOH BOX 9083 DSM 
41. J. M. Sekirasa RMO RAS MARA BOX 28 MUSOMA 
42. L. Kikuli PAO MOH BOX 9083 
43. Dr. P. Mung’ong’o HVP MOH BOX 9083 
44. Dr. N. Ole King’ori RMO RAS ARUSHA BOX 3092 
45. Dr. C. R. Majinge Director BUGANDO MEDICAL CENTRE 

BOX 1370 MWANZA 
46. Dr. Salash M. Toure RMO RAS MANYARA BOX 310 BABATI 
47. Dr. Z. A. Berege DHS MOH BOX 9083 
48. Dr. G. R. Mliga DHR MOH BOX 9083 
49. Dr. O. M. S. Kisanga TGPSH/MOH Coordinator BOX 65350 DSM 
50. Tingirawanyuma K. M. C. DED SONGEA DISTRICT COUNCIL 

BOX 995 
51. A. Mohamed Accountant HSPS MOH BOX 9083 DSM 
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S/NO. NAME TITLE ORGANIZATION/ADDRESS  
52. E. B. D. Humba DG NHIF BOX 11360 DSM 
53. H. P. Maarifa HBA NHIF BOX 112360 DSM 
54. E. N. W. Shayo  

DAP 
MOH BOX 9083 

55. S. Kimboka DCHN TFNC BOX 977 DSM 
56. N.B.S.Magambo Commissioner for Budget MoF 
57. M. S. Mussai SCDO MCDGC BOX 3448 DSM 
58. A. Matowo PST POPP BOX 9242 DSM 
59. Dr. J. K. M. Chuwa EPRU MOH BOX 9083 
60. Amaleck A. Ngajilo Head-CTU MOH BOX 9083 
61. Benedict Jeje Director of Planning TFNC BOX 977 DSM 
62. Dr. Peter Kilima Director Anglophone Africa INTERNATIONAL TRACHOMA 

INITIATIVE BOX 3545 DSM 
63. Dr. Edith Ngirwamungu Country Representative INTERNATIONAL TRACHOMA 

INITIATIVE BOX 78834 DSM 
64. N. Mwamwaja Communication Officer MOH BOX 9083 DSM 
65. Titus A. Mkapa Head – CSC MOH BOX 9083 DSM 
66. M. Masunga Accountant MOH BOX 9083 DSM 
67. Dr. S. M. A. Hashim President APHTA BOX 20252 
68. Dr. R. O. Swai Program Manager NACP, MOH BOX 11857 DSM 
69. Dr. S. R. Kabuma RMO RAS RUKWA BOX 43 
70. Dr. D. V. Kamara Ag. Programme Manager NTLP, MOH BOX 9083 DSM 
71. Dr. Pius Tubeti RMO Kagera  Ministry of Health 
72. Dr. Anders Jeppsson Senior Health Advisor  HSPS/MOH, DANIDA 
73. Dr. Singano N. A. AG.RMO  Coast  Ministry of Health 
74. Mr. J. J. Rubona Head HIR Ministry of Health  
75. Manuel Ndimande Health Economist  MOH Zimbabwe 
76. Prof. C. Mkonyi Repr.Principal MUCHS MUCHS MNH 
77. Joseph M. Kaupunda President TARENA  TARENA, TANGA 
78. Pius G. L. Affa DED  S’wanga District Council 
79. Dr. Sam Nyaywa DSSA/HSPS MOH/DANIDA 
80. Jovitus Mukela Computer Specialist  MOH BOX 9083 DSM 
81. Gradeline Minja Health Economist , MOH ,HSR MOH BOX 9083 DSM 
82. Joseph Kelya Principal Health Secretary, MOH, 

HSR 
MOH BOX 9083 DSM 

83. Kenny Lawson Economist /Consultant  MOH BOX 9083 DSM 
84. Dr. Bennett Fimbo Head IEC NACP/MOH 
85. J. J. Ringo Chairman  DHBA 
86. R. Massawe Director HR MNH MNH 
87. Danstan C. Nyagalu SAMO CCT 
88. Chrysanthus M. E. Mbawala PA Zone  NAO 
89. Ali Mbilili Zonal Auditor  National Audit Office, DSM 
90. Cyprian Mpemba Consultant   
91. Helene B. Probst JPO HSPS/HSRS 
92. John Kronow SPA,HSPS MOH/DANIDA 
93. Dr. Budeba S. M. RMO MTWARA 
94. Dr. D. Mmbando RMO MBEYA 
95. Dr. Ezekiel Y. Mpuya RMO IRINGA 
96. Dr. H. Bhwana RMO KILIMANJARO 
97. Dr. M. M. Z. Massi RMO MOROGORO 
98. Dr. Eleuter R. Samky Medical Superintendent  Mbeya Referral Hospital 
99. Nicola Jones Representative UNIFPA 
100. Dr. Benedict T. Ndawi Director  PHCI , Iringa 
101. Neema Jamu Economist MOH BOX 9083 DSM 
102. Fatina Aly Medical Doctor  SDC Mozambique 
103. E. Mwakalukwa Head HRH MOH BOX 9083 DSM 
104. F. Mkony Health Administrator  MOH 
105. Sr. H. Katebera Sr. Dioceses Health Coordinator  S’wanga Dioceses  
106. Dr. A. O. Mwakilasa Head CEU MOH BOX 9083 DSM 
107. Severine Kahitwa Local Government Specilist  PORALG LGRP- ZRT,DSM 
108. Lemuel Rugumyamheto J. 

M. 
Deputy Director  Peramiho Hosptial 

109. Dr. Matiku Nyakarungu RMO Singida RAS Singida 
110. Eng. W. A. Lyatuu Principal Engineer Ministry of Workds 
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S/NO. NAME TITLE ORGANIZATION/ADDRESS  
111. A. N. M. Sayile Coordinator DHIRC PORALG 
112. Paul Smithson Consultant  HSRS 
113. Jeremiah Sendoro CHF Coordinator  MOH BOX 9083 DSM 
114. Liudovick Nduhiye Economist  MOH BOX 9083 DSM 
115. Bigegeko B. Claudio Ag. DLG, PORALG PORALG, Dodoma 
116. Sophie I. Ngahyoma PNO/Ag.CNO MOH BOX 9083 DSM 
117. Edward Ganja Ag. RMO RAS Dodoma 
118. Anna Nswilla DHS Coordinator MOH BOX 9083 DSM 
119. Mariam Malima Chairperson  MSD 
120. M. Pascal Accountant  Ministry of Finance 
121. Dr. J. Temba Director Policy and Planning  TACAIDS 
122. Renalda Ndono PNO (P) RCH-MOH BOX 9083 DSM 
123. Patricia M. K. Maganga PSA MOH BOX 9083 DSM 
124. Mariam Ally Economist MOH BOX 9083 DSM 
125. U. L. Mwakilufi PA-NWA MOH BOX 9083 DSM 
126. Dr. Deo Mtasiwa RMO REGIONAL ADMINISTRATIVE 

OFFICE BOX 63320 DSM 
127. Adolph Kapinga Study Coordinator MOH BOX 9083 DSM 
128. Dr. F. N. Njau Head, HSRSecretariat MOH BOX 9083 DSM 
129. Dr. Jolees Johansen Hospital Management Advisor RDE BOX 9071 DSM 
130. W. Nshangeki Economist PORALG BOX 8005 DSM 
131. Dr. Sugishita JICA Morogoro Health Project JICA BOX 1193 MOROGORO 
132. Prof. Aaron F. J. Masawe Specialist APHTA BOX 65843 
133. Ibrahim G. Voniatis Accountant MOH BOX 9083 DSM 
134. Margaret Nyantahe Accountant MOH BOX 9083 DSM 
135. Dr. P. G. M. Mujinja Senior Lecturer MUCHS BOX 65015 dsm 
136. Kasanzu Kitwana Ex. Chairperson AFRICAN YOUTH 

DEVELOPMENT FOUNDATION 
BOX 16464 

137. Issa A. Mussa Program Coordinator HSPS 
Zanzibar 

MINISTRY OF HEALTH & SOCIAL 
WELFARE BOX 236 ZANZIBAR 

138. Fadhil A. Said Chief Planning Officer MINISTRY OF HEALTH & SOCIAL 
WELFARE BOX 236 ZANZIBAR 

139. Said A. S. Natepe DPP MINISTRY OF HEALTH & SOCIAL 
WELFARE BOX 236 ZANZIBAR 

140. Dr. Omar M. Shauri PS MINISTRY OF HEALTH & SOCIAL 
WELFARE BOX 236 ZANZIBAR 

141. Dr. Paul Waibale Country Director AMREF BOX 2773 
142. Vedasto Rwiza Secretary General DSM HBA BOX 75053 DSM 

 
143. Paul Sangya Chairperson SHINYANGA FOUNDATION 

FUND BOX 1038 SHINYANGA 
144. Shogo Kanamori Malaria Control Advisor JICA BOX 9450 DSM 
145. Dia Timmermans Senior Advisor RNE  BOX 9534 DSM 
146. Jacqueline Mahon Health & Poverty Advisor SDC BOX 23171 DSM 
147. Christopher W. Msemo Ag. Director General MEDICAL STORES 

DEPARTMENT BOX 9081 DSM 
148. Leo Deville Technical Review Team Leader HERA 
149. Thomas Vander Heijden Board of Directors AMREF BOX 77230 DSM 
150. Oscar F. Picazo Senior Economist World Bank 
151. Kronslev Log. Advisor MSD 
152. Dr. Kerida Mcdonald Prog. Coordinator Early 

Childhood 
UNICEF BOX 4076 DSM 

153. Vicky Chuwa Project Management Specialist USAID BOX 9130 DSM 
154. Anna Dominiel Research Scientist IHRDC BOX 78373 Ifakara 
155. Ssanyu Nyinondi Communication Officer IHRDC BOX 78373 Ifakara 
156. Dr. Rose Nathan Senior Research Scientist IHRDC BOX 78373 Ifakara 
157. Dr. Patrick Swai Project Management Specialist USAID BOX 9130 DSM 
158. Dr. Yahya Ipuge Director of Programms CDC BOX     DSM 
159. Rose Shija NPO, EDM WHO BOX 9292 DSM 
160. Dr. Mahewa Mathew Health Advisor CIDA BOX       DSM 
161. Maggie Bangser Director WOMEN’S DIGNITY PROJECT 

BOX 79402 DSM 
162. Marjone Mbilinyi Head, Actions TGNP BOX 8921 DSM 
163. Michiko Tajima Health Advisor MOH/JICA BOX 9450 c/o JICA 



Annex 4: List of Participants 

Annex 4, Joint Annual Health Sector Review Report, Page 4 

S/NO. NAME TITLE ORGANIZATION/ADDRESS  
164. Edward T. Maganu Representative WHO BOX 9292 DSM 
165. Peter Gunnenzeg Public Health Specialist HSPS BOX 1554 BUKOBA 
166. A. D. Kiwara Director UMASIDA BOX 31125 DSM 
167. Peter Okwero Health Specialist WORLD BANK BOX 4463 

KAMPALA 
168. Cristoph Kurowski Health Specialist WORLD BANK 
169. Julie Maclaughlin Head Health Specialist WORLD BANK BOX 2054 DSM 
170. Harish Dhukia Chairman TANZANIA ASSOCIATION OF 

PHARMACEUTICAL 
INSTITUTIONS BOX 3491 DSM 

171. Dr. Chilanga Asmani Health Coordinator SAVE THE CHILDREN BOX 10414 
DSM 

172. Dr. Jorm Heldrop Senior Health Advisor DANIDA BOX 3460 DSM 
173. Dr. Oyster Olsen Senior Health Advisor DBC BOX 105297 
174. Dr. Mganga A. Kipuyo Medical Secretary ELCT DIOCESE IN ARUSHA BOX 

3164 ARUSHA 
175. Mr. Irenei Kiria Executive Director YAV BOX 12283 DSM 

 
176. Subila Mwambingu SPO WOMEN’S DIGNITY PROJECT 

BOX 79402 DSM 
177. Dr.F.C. Kigadye Director  CSS BOX 9433 DSM 
178. Adeline I. Kimambo Deputy Director CSSC BOX 9433 DSM 
179. Sukanja Borgmann Project Officer KfW BOX 1519 DSM 
180. Kai Gesing Senior Public Health Advisor KfW DEVELOPMENT BANK, 

GERMANY 
181. Meri Helleranta Health Specialist WORLD BANK INSTITUTE, WD 
182. Aalodiel Kimambo Policy Analyst CARE BOX 10242 DSM 
183. Dr. Alban Hokororo Executive Secretary TEC BOX 2133 DSM 
184. Dr. Saidi Mpendu Director of Health Department BAKWATA BOX 21422 DSM 
185. Jennifer Matafu PO EMBASSY OF SWEDEN/SID BOX 

9472 DSM 
186. Dr. Edwin Kiula Western Zonal Coordinator (II) CSSC BOX 86 MANYONI 
187. Dr. Barbara Pose   
188. Dr. H. J. Mponezya Programme Manager 

 
TPHA BOX 7785 DSM 

189. Dr. E. F. Ndyetabura Programme Specialist UNDP BOX 9182 DSM 
190. Jim Alcman Public health adviser USAID – US EMBASSY 
191. Minako Yamamoto Assistant Resident 

Representative 
JICA BOX 9450 DSM 
 

192. Peter Iveroth MD SIDA 
193. Dr. Finn Scheleimann Regional Technical Adviser DANISH EMBASSY BOX 9171 

DSM 
194. Dr. David Weakliam Health Adviser DCI 
195. Jonas Chambule Health Advisor DCI MOE 
196. Mohd Makame Health Advisor DCI 
197. Dr. Bou Peters SHA DANIDA DANIDA BOX 2747 DSM 
198. Pippa Bird Social Sector Adviser DFID BOX 9200 DSM 
199. Alastair Robb Senior Health Advisor DFID BOX 920 DSM 
200. Jeanelle De Gruchy Health Adviser DFID (LONDON) 
201. Dr. E. G. Malangalila Sr. Health Specialist WORLD BANK BOX 2054 DSM 
202. Ilaria Dali Deputy Country Director SDC BOX 23371 DSM 
203. Nadia Isler Programme Officer for Health SDC MOZAMBIQUE MAPUTO 1 
204. Giorgio Dhima Assistant Country Director SDC MOZAMBIQUE MAPUTO 1 
205. Dorothy Temu-Usiri Assistant Representative UNFPA BOX 9182 DSM 
206. Salh Mwanasalli Programme Officer JICA BOX 9450 DSM 
207. Mr. Takahiro Moriya Assistant Resident 

Representative 
JICA BOX 9480 DSM 

208. Rene Bergen HIV Officer USAID BOX 9130 DSM 
209. Graham Reid IDRC/MOH/TEHIP IDRC BOX 78487 DSM 
210. Michael Mushi HP Officer USAID 
211. Bernadette Olowo-Freers UCC UNAIDS BOX 9182 DSM 
212. Lamine Thiam 3 x 5 Team Leader WHO 
213. Maximillian Mapunda NPO-HSD WHO 
214. Masuma Mamdani Senior Researcher REPOA 
215. Hans Olsen Development Advisor PORALG GOX 1923 DODOMA 



Annex 4: List of Participants 

Annex 4, Joint Annual Health Sector Review Report, Page 5 

S/NO. NAME TITLE ORGANIZATION/ADDRESS  
216. Sanue Olsen Head of Section DANIDA 
217. Martha Jerome Programme Officer UMATI BOX 1372 DSM 
218. N. S. Rashidi Ag. DED MBULU DISTRICT COUNCIL BOX 

74 MBULU 
219. Dr. Alban Holomo  MOH 
220. Mohamed Abdallah Accountant  MOH 
221. Dismas Muyanja Accountant MOH 
222. Jerome Francis Auditor  MOH 
223. Aishinide Munuo Personal Secretary MOH 
224. R. M. Kilango Office Attendant MOH 
225. Dorah Mgondah Office Management Secretary MOH 
226. Mwamahamisi Jazza Personal Secretary MOH 
227. E. Mpagike Office Attendant MOH 
228. M.Kiula Personal Secretary  MoH 
229. Ms. M. Siwa Office Management Secretary MOH 
230. Ms. I. Mchau Personal Secretary MOH 
231. Mr. E. Kawalega Personal Secretary MOH 
232. Ms. M. Bundala  Personal Secretary MOH 
233. Ms. U. Pondamali Personal Secretary MOH 
234.    
235. Reantus Mutabuzi   
236. Flora Mzema   
237. Furaha Thonya   
238. Yasmini Protace   
239. Mgeta Mganga   
240. Greyson Kalumu   
241. Sabina Mgellah   
242. Harieth Mauda   
243. Rose Reuben   
244. Khalfan Said   
245. Victor Guuze   
246. Protos Quesmo   
247. Othuman Nyoni   
248. Salum Mbwana  Driver  MOH 
249. Jamal K. Liogope Driver  MOH 
250. Mohamed Hamduni Driver  MOH 
251. Salehe Ayubu Driver  MOH 
252. Shaaban Bane Driver  MOH 
253. Msifu Chenjela Driver  MOH 
254. Juma Mhina Driver  MOH 
255. Juma Songani Driver  MOH 
256. Yona Lyimo Driver  MOH 
257. Nicas Kachala Driver  MOH 
258. A. Mombokayene Driver  MOH 
259. J. Mkony Driver  MOH 
260. B. Kigalu Driver  MOH 
261. Juma Salehe Driver  MOH 
262. Adam Magege Driver  MOH 
263. Jaffari Abdalah  Driver  MOH 
264. M. Umande Driver  MOH 
265. Iddy Jumbe Driver  MOH 
266. David Komba Driver  MOH/RCHS 
267. B. C Lopa  Driver  GCLA 
268. Malko John Driver  L.G.R.P DSM 
269. Mohamed Sumbi Driver  PORALG DAR 
270. Hamisi Abdallah Driver  PORALG DAR 
271. Nemes J. Maro Driver  UMASIDA 

272. Zununi Kweka Driver  AIDS Control  
273. John P. Mateso Driver  TFNC 
274. Malick Abdul Driver  NAO 
275. Iddi Mpoma Driver  T-MARC 
276. William Bulla Driver  ARGEN DAR 
277. Nicolaus Kachala Driver  MOH  
278. Mathew Shamlamba Driver  HAZINA 



Annex 4: List of Participants 

Annex 4, Joint Annual Health Sector Review Report, Page 6 

S/NO. NAME TITLE ORGANIZATION/ADDRESS  
279. Benedict Minde Driver  Mambo ya Ndani 
280. Mrisho S. Hongo Driver  Ujenzi 
281. Festo J. Nyagawe Driver  TFDA 
282. Badru Hussein Driver  TRACHOMA 
283. Mustafa Rashid Driver  RMO PWANI 
284. Abdalah Ngagama  Driver  RMO Morogoro 
285. Ally Kibwana Driver  PORALG Dodoma 
286. Lazaro Mwanjela Driver  R.F. Mbeya 
287. Hemed Bakari Driver  MHN Morogoro 
288. Euzebio Kilanga Driver  RMO IRINGA 
289. Elibariki Simon Driver  TAMISEMI – Dodoma 
290. Seif Bakari Driver  TAMISEMI – Dodoma 
291. Swalehe I. Matatah Driver  RMO Manyara 
292. R. Salanda Driver  RMO Singida 
293. Laurent Ngolo Driver  PHC-Iringa 
294. Zuberi Chande Driver  DED Songea 
295. Kaaya Driver  RMO Arusha 
296. Omari Kapunde Driver  RMO Rukwa 
297. Mwalimu Omari Driver  Afya Morogoro 
298. H. Mafutah  Driver  DED Shinyanga  
299. Avelin Magoha Driver  IHRDC Ifakara 
300. Daniel Mbiche  Driver  TACAIDS 

 



Annex 5: Timetable 

 Annex 5, Joint Annual Health Sector Review, Page 1 

Annual Joint Health Sector Review, 4th-6th April 2005: Timetable 
 

Monday 4th April 2005 
No Time Session Time 

Allocation 
Responsible 

1 08.00-
08.30 

Registration 30 Secretariat 

2 08.30-
09.00 

Self-Introduction 30 Participants 

3 09.00-
09.10 

Welcome Note 10 Ag. DPP (R. Kikuli) 

4 09.10-
09.30 

Opening Speech 20 Hon Minister for Health (Anna 
M. Abdallah) 

5 09.30-
09.40 

Vote of Thanks  10 CSSC Representative (Dr A. I. 
Kimambo) 

6 09.40-
09.50 

Group Photograph 10 Secretariat 

7 09.50-
10.20 

Tea Break 30 All 

8 10.20-
10.40 

Opening Remarks 20 CMO (Dr G.L. Upunda) 

9 10.40-
11.10 

Presentation: Progress 
against Milestones 

30 Head HSRS (Dr F.N. Njau) 

10 11.10-
11.30 

Presentation: Progress on 
priority health issues 

20 District Health Coordinator 
(Anna Nswilla) 

11 11.30-
12.10 

Discussion on Milestones 
and Priority Health Issues 

40 Chairperson – Permanent 
Secretary, MoH. (M. Mwaffisi) 

12 12.10-
1.10 

Lunch Break 60 All 

13 1.10-
1.40 

Presentation: Health Sector 
Performance Profile and 
the use of Sector 
Performance Indicators from 
10 selected districts 

30 Head HIR (J.J. Rubona) 

14 1.40-
1.55 

Presentation: State of 
Health in Tanzania 

15 Consultant (C.Mpemba) 

15 1.55-
2.35 

Discussion on Health Sector 
Performance 

40 Chairperson (M. Mwaffisi) 

16 2.35-
3.05 

Tea Break 30 All 

17 3.05-
3.35 

Presentation: Findings and 
Recommendations of PPP 
Technical Report 

30 Team Leader Technical Review 
(Leo Deville) 

18 3.35-
3.45 

MOH Response to 
Recommendations 

10 HSRS (Dr F.N.Njau) 

19 3.45-
4.45 

Discussion on PPP Report 
and MoH response 

60 All 
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Tuesday 5th April 2005 

No Time Session Time  
Allocation 

Responsible 

20 08.30-
09.00 

Recap of points from Day 1 20 Masaule 

21 09.00-
09.15 

Presentation on Prepayment 
scheme for informal sector in 
an urban setting (UMASIDA)  

15 Prof A.D.Kiwara 

22 09.15-
09.35 

Summary Presentation of 
Experiences and District 
Innovations – Key points for 
policy debate & decision-
making 

20 J.Kelya 

23 09.35-
10.05 

Discussion on experiences, 
innovations & policy options 

30 Chairperson 

24 10.05-
10.35 

Tea Break 30 All 

25 10.35-
11.05 

Presentation: “3 Regions 
Study” and (PORALG): 
Health infrastructure  
rehabilitation 

30 Coordinator, DHIRC (A. 
Sayile) 

26 11.05-
11.35 

Discussion on Rehabilitation 30 Chairperson 

27 11.35-
11.55 

Presentation: HR Crisis – 
what must we do now 

20 DHRD (Dr G. Mliga) 

28 11.55-
12.10 

Presentation: Key messages 
and concerns arising from 
Public Expenditure Review 

15 PER Secretariat (R. 
Mkumbo) 

29 12.10-
1.10 

Lunch Break 60 All 

30 1.10-
1.40 

Presentation (MOF): Budget 
guidelines: health in context, 
new developments in budget 
process, messages for the 
health sector from budget 
support review 

30 Commissioner for Budget 
MoF (N.B.S. Magambo) 

31 1.40-
2.40 

Presentation on MKUKUTA/  
Implications for health sector 
MTEF for 2005/2006 

60 Head HSRS and Ag. DPP 
(Dr F.N.Njau and R. 
Kikuli) 

32 2.40-
3.00 

Presentation: PORALG and 
local government Health 
MTEF 2005/06 

20 DLG PORALG 
(M.W.F.Maganga) 

33 3.00-
3.30 

Tea Break 30 All 

34 3.30-
4.15 

Discussion on Health 
Financing 

75 Chairperson 
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Wednesday 6th April 2005 
No Time Session Time 

Allocation 
Responsible 

35 08.30-
09.00 

Recap of Points from Day 2 30 Masaule 

36 09.00-
09.30 

Draft milestones: presented 
for discussion 

30 Dr. F. N. Njau 

37 09.30-
10.30 

Discussion on milestones 60 Chairperson 

38 10.30-
11.00 

Tea Break (secretariat works 
on milestones consensus) 

30 All 

39 11.00-
12.00 

Plenary: Reaching consensus 
on the milestones 

60 Chairperson 

40 12.00-
12.10 

Closing remarks from 
Development Partners, 
NGOs Representative, MoH 
Zanzibar 

10 Rep of Partners, NGOs 
and MoH Zanzibar 

41 12.10-
12.30 

Official Closing 20 Chairperson 

42 12.30-
1.30 

Lunch Break 60 All 

43 2.30-5.00 Side Agreement 
Negotiations MoH and 
Basket Partners 

2 Hours 
30 
Minutes 

Govt. and Partners 

 
 

Note: Chairpersons for the Main Review are: Permanent Secretary, MoH; Permanent 
Secretary, PORALG and Chairperson of the Development Partners. 
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RECOMMENDATIONS FROM TECHNICAL REVIEW (PPP) 
Prepared by Review Team. 

 
 

Review 
Focus 

Recommendation  Timing  Level  Responsible  Need for 
additional 
Resources 

Response from the 
Government 

General 
framework of the 
health sector  

• Define more clearly the present 
and future roles of different 
players as regulator/policy 
maker, purchaser and /or fund-
holder (s), providers of services 

• Define the concepts of PPP and 
partnership in the above 
framework 

• Decide on critical issues such as 
moving from institution-based 
financing to output-based 
financing  

• Consider decentralizing drug 
budgets to council level 

• Develop medium term 
vision/action plan to move from 
present situation (roles, change 
process, output based financing 
etc) 

• Develop PPP action plan as part 
of the above action  

 

2005 Central MOH, PORALG, 
MOF 
representatives of 
FBO, PFP, NGO 

No (workshops) All the recommendations key 
word is to define roles. 
The MoH will continue to refine 
the definitions in collaboration 
with the key stakeholders. This 
will require revisiting the legal 
instruments and regulations 
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Review Focus Recommendation Timing Level Responsible Need for 
additional 
Resources 

Response from the Government 

General 
framework of 
the health 
sector  

Undertake a comprehensive private sector 
study: 

• Study of the capacity and utilization 
of private sector providers (FBOs 
and PFP) 

• Study of the source of capital and 
recurrent income in FBO (and 
possibly PFP) health units 

• Comprehensive inventory of private 
for profit institutions (service 
providers, drug outlets, maternity 
homes, laboratories, etc 

2005 Central MOH, PPP Unit, 
PPP SG  

Yes (out –source 
study) 

PPP need to propose what more is 
needed and inform the Govt 
through strategy 7 

Allocate public budget finances based on 
services being delivered: - 

• Review present procedures of 
allocation of financial and human 
resources to DDH and VA 

• Develop and test several scenarios 
for output-based/performance-
based financing to public and FBO 
facilities  

• Test out-
sourcing/contracting/service 
agreements of specific/selected 
EHP services to PFP in pilot urban 
settings  

2005-
2006 

Central MOH, FBO, PFP No Service agreements are on the 
making.  
 
This requires further analysis, to 
see if it is practicable at the current 
financing levels. 
This can be practiced by NHIF, 
CHF but not the grants as this 
doesn’t cover full cost of services 
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Review Focus Recommendation Timing Level Responsible Need for 
additional 
Resources 

Response from the Government 

Use of 
resources and 
contractual 
arrangements 

Use public and private providers where they 
are available to deliver the EHP (or 
elements of EHP)  

• Develop strategies for using selected 
PFP providers where public providers 
are limited  

• Provide conducive environment for PFP 
to open practices in peri-urban areas, 

• Introduce quality standards and 
accreditation as part of testing 
contracting of/out-sourcing to the PFP 

2005-
2006 

Central MOH, PPP Unit, 
PPP SG, PFP 

Yes Recommendation noted for 
action 
 
This is a function of economic 
performance more and market 
forces and pricing other than the 
public network. 
 
The policy is very clear it is 
more of complementarity than 
competitiveness.  

Address the issue of human resources for 
public and FBO providers: 

• Address council’s capacity to 
attract staff 

• Address budgetary constraints 

• Consider reviewing staff 
establishment in function of volume 
of work 

• Remove inequitable conditions of 
service between seconded and 
non-seconded staff  

• Provide similar work conditions for 
public and FBO staff 

2005 Central MOH, CSC, MOF, 
PORALG, FBO 

Budget The human resource issue is 
critical and need to be 
addressed as an emergency. 
Last years HRH committee will 
require its mandate to be 
extended and propose the next 
steps to be followed. 
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Review Focus Recommendation Timing Level Responsible Need for 
additional 
Resources 

Response from the Government 

Finalise and insitutionalise the service 
agreement between Councils and FBO  

2005 Central 
Councils 

MOH, PORALG No Advise noted, More work is 
needed on this are. 
Service Agreements to be 
completed strategy 7 
Learn more from NHIF 
&CHF 
 

Regulatory 
frameworks  

Review and update health legislation, taking 
into account PPP and the role of the private 
sector  

2005 Central MOH No This is under consideration. 

Support APHTA to become a representative 
body for PFP actors 

2005-
2006 

Central APHTA, MOH, PFP Yes, (small seed 
money-limited in 
time 

The decision lies with PFP. If 
APHTA is chosen, the support is 
already there. May only need to be 
strengthened.  

Support CSSC to effectively develop the 
Inter-Faith Forum as representative 
organization of FBOs 

2005-
2006 

Central CSSC, MOH Yes, (small seed 
money-limited in 
time 

Agreed 

Monitoring and 
Evaluation  

Publish examples of best practices of PPP 2005 
onwards 

Central  MOH, PPP Unit, 
PPP SG 

Yes (as par of 
operational budget) 

We need to develop clear criteria 
for what is a best practice. We 
need a benchmark. 

Review the efficiency of the registration 
process for service providers (also including 
drug outlets laboratories, etc) 

2005 Central MOH, TFDA No Yes 

Install national standards for accreditation 
and QA for both public and private providers 
as per QIP 

2005-
2006 

Central  MOH No Agreed 
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Review Focus Recommendation Timing Level Responsible Need for 
additional 
Resources 

Response from the Government 

Streamline policies on user fees throughout 
public and private sectors  

2005 Central MOH, MOF, 
PORALG, FBOs 

No  National workshop of the 
financing options is 
scheduled on May 2005.  In 
the public services yes, but in 
the private sector will require a 
study, this may not be feasible. 
The services are price in elastic. 

Consider introducing mechanisms for setting 
prices in PFP sector (e.g. drugs, services) 

2005 Central MOH.MOF,TFDA,P
FP 

No Yes this is regulatory function of 
the government. 

Institutional 
set-up and 
coordination 
mechanisms 

MoH and PORALG to actively promote PPP 
in health promotion and health care  

Continu
es 

Central 
Council 

MOH, PORALG No  Yes, This is already covered in the 
National Health Policy and HSSP 
2003/08 and in 
MKUKUTA 

Quarterly meetings of the sector 
coordination forum with FBOs PFP, NGOs 

As from 
2005 
onwards 

Central MOH, PORALG, 
FBOs, PFP NGOs 

No Strategy 7 Coordinator link with 
MTEF 

Institutionalise and resources the PPP desk 
as a semi-independent entity. Provide full-
time local champions to (wo) man the unit  

2005 Central MOH Yes, (HR and 
operation budget  

Under consideration MoH 
restructuring need. This 
recommendation needs to be 
evaluated. 

Continue using the PP working group as a 
broker to engage with private sector 
representative bodies and build trust.  
Transform the PPP steering Group in the 
PPP Forum with formal mandate and TOR 

Continui
ng until 
PPP 
desk 
could 
take 
over this 
role 

Central  MOH, PPP SG WG Yes (operational 
budget, studies, 
pilot testing  

The PPP desk is there it may need 
strengthening, working group to 
link with strategy 7 Coordinator 
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Review Focus Recommendation Timing Level Responsible Need for 
additional 
Resources 

Response from the Government 

Encourage the NGO Policy Forum to 
establish it self in a coordinating role 

2005  Central MOH, PPP SG 
NGO PF 

No Encouraged 

Consider housing the Medical council 
outside MOH 

2005 Central MOH, Medical 
Council 

NO When time it is ripe.  There are 
several professional councils.  This 
recommendation needs further 
evaluation. 

Monitoring and 
Evaluation 

Support MAT (or another representative 
professional association) to become an 
umbrella organization for professional 
associations  

2005-
2006 

Central MAT, MOH 
Professional 
associations  

Yes (small seed 
money for capacity 
building –limited in 
time) 

The associations need to decide 
themselves democratically which 
one umbrella the others. 

 

 


