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EXECUTIVE SUMMARY 

Introduction 

The estimated maternal mortality ratio (MMR) in the 2015-16 TDHS-MIS of 556/100,000 live 

births is higher than the ratios reported in the 2010 TDHS (454). Similarly, the neonatal 

mortality rate in Tanzania is as high as 21/1,000 live births. However, the Government of 

Tanzania (GOT) is committed to reducing maternal mortality ratio to 292 per 105 live births, 

neonatal mortality rate to 16 per 1,000 live births and stillbirth rate from 16 to 8 per 1000 live 

births by 2020.  

 

Improving availability and accessibility of Comprehensive Emergency Obstetric and Neonatal 

Care (CEmONC) services to all women is one of the known high impact interventions in 

reducing maternal and neonatal mortality. CEmONC refers to care provided in health facilities 

to treat direct obstetric and neonatal emergencies that cause the vast majority of maternal 

and neonatal deaths during pregnancy, at delivery and during the postpartum period. It adds 

ability to surgical intervention and provision of blood transfusion during delivery to the 7 

cardinal signal functions of Basic Emergency Obstetric and newborn Care (BEmONC). 

  

In order to achieve this goal, in 2016, the government of Tanzania launched a second phase 

of the National Roadmap Strategic Plan to Improve Reproductive, Maternal, Newborn, Child 

and Adolescents Health in Tanzania 2016-2020 called One Plan II. One of the Plan II strategies 

is to increase the number of Health Centres (HCs) providing CEmONC services in government 

HCs from 12% to 50% by 2020.  

 

Development of this resource package provides a unified and simple picture of what it entails 

and costs to have CEmONC services in place at the HC level by providing guidance for the 

resources and costs required for effective and efficient implementation of quality services. It 

covers costing of major elements of all the components of the health systems building blocks 

at HC level within the Tanzanian context and includes strategies for scaling up CEmONC in the 

country, an analysis of enabling and inhibiting factors, and a generic 3 months CEmONC 

curriculum at HC level 

 

Approach and Results 

Development of the toolkit was analyzed from findings of the qualitative studies and experience 

from the Accessing Safe Deliveries in Tanzania (ASDIT) project in the 5 intervention and 2 

control HCs in Morogoro Region. Training, Capital and non-capital costs, budgetary allocations, 

supply requirements, completed government rehabilitated & new HC infrastructure costs, 

medical and demographic data at HCs was shared, assessed and analyzed during the 

engagements. Enabling and inhibiting factors for CEmONC implementation were elicited using 

the qualitative study approach. Strategies for Processes and content necessary to ensure 

scale-up were implemented and captured through multiple stakeholders engagements and the 

generic CEmONC curriculum was developed by training 42 Associate Clinicians from the 5 

intervention HCs in teams for 3 months in CEmONC and anesthesia followed by regular and 

continuous post training supportive supervisions (SS), mentorships and e learning.  
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Summary of the estimated running Costs and Costs for New/Rehabilitation of CEmONC 

HCs in Tanzania show that most running costs are on HRH which stand at around 208,000 

USD (Tshs 480,000,000 in 2020) per annum for a well-staffed HC with around 50 health care 

providers (HCPs) followed by costs of medicines, reagents, and medical equipment which 

together stand at an average of 87,000 USD per annum (Tsh 200,000,000 in 2020). Total 

construction cost for new infrastructure for a CEmONC HC is estimated at 174,000 USD (Tshs 

400,000,000 in 2020). Training costs for a team of 4 HCPs on CEmONC is estimated to be 

13,050 USD (Tshs 30,000,000 in 2020). These costs are within the expenditure limits of what 

was spent by the GOT when constructing and renovating its HCs to become CEmONC ready. 

Development of Strategies for scale up show better outcomes by having across the board 

multiple engagement strategies that are  Comprehensive, Continuous and Cross sectional – 

horizontal across peers and vertical across levels from the project design stage.  

 

Enabling and inhibiting factors findings include enablers such as the GOT political will, 

availability of relevant policies and most of the resources needed for integrated CEmONC 

implementation at HCs. Inhibitors include key challenges of suboptimal leadership and 

managerial skills at all levels, inadequate staff/skill mix and motivation, poor financial 

management skills hampered by weak approval financial systems, poor infrastructure with 

inadequate planned preventive maintenance (PPM), gaps in resource supply chain systems 

(SCS), insufficient utilization of Health Management Information System (HMIS) data at base, 

poor quality of health and customer care services, inadequate community engagements and 

inadequate uptake of innovations from implementation intervention results. These factors 

reduced effectiveness and efficiency of CEmONC services provision as well as early uptake and 

scale up. The 3 months training curriculum was approved by the MOHCDGEC after 

showing significant positive results in the number of deliveries, referral rates reduction and 

safety of surgeries and anaesthesia 

 

Conclusions 

The implementation of CEmONC at HC level in rural Tanzania is not only justifiable but feasible 

as an intermediate means to reduce Maternal and Newborn Mortality and Morbidity.  

 

Implications and Recommendations  

The GOT construction of new and rehabilitation of more than 350 HCs between 2015 and 2020 

to be CEmONC ready is a clear demonstration of its political will to scale up CEmONC at HC 

level. It calls for other Stakeholders to join hands. This toolkit is geared to help stakeholders’ 

successful integration and scale-up of CEmONC at the HC level for new and rehabilitation of 

HCs based on an integrated approach. The three months training curriculum for associate 

clinicians in maternal and newborn emergency care followed by post training supportive 

supervisions & mentorships with eLearning is safe, effective and an intermediate solution that 

will save lives of mothers and newborns.  

 

Processes and strategies for a sustainable scale up have to be multiple and engage 

Stakeholders through a comprehensive, continuous, cross-sectional and horizontal across 

peers and vertical across levels.  
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The GOT has to enhance enabling factors and address key inhibiting factors (challenges) by 

conducting Leadership & Management (L&M) in-service training and tailor specific supportive 

supervisions and mentorship visits on L&M to the frontline health facilities; address staff/skill 

mix shortages, as well as address issues of motivation of staff; work out a more rational and 

equitable budgetary allocation ceiling and improve the Direct Health Facility financing System 

(DHFFS) by cascading approval and expenditure authorization; improve on PPM and the SCS; 

improve HMIS and its utilization at base, introduce a Litmus Quality Assurance tool and dash 

board indicators to monitor CEmONC implementation; improve on community engagements 

and feedback mechanisms ; institute close M&E  of all future implementation interventions at 

all levels to assess quality, impact and intake using by adopting the IMCHA project model as 

applied by the ASDIT project . 
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1.0 BACKGROUND 

Tanzania has the fifth highest number of maternal deaths in the world with 11,000 deaths 

annually and with a lifetime risk of maternal death of one in 36.1 Although reducing maternal 

and perinatal mortality has been at the top of the country health agenda for over the last 25 

years, Tanzania has failed to achieve this goal until the end of 2017. The estimated maternal 

mortality ratio (MMR) in the 2015-16 TDHS-MIS of 556/ 100,000 live births is higher than the 

ratios reported in the 2010 TDHS (454).2 Similarly, the neonatal mortality rate in Tanzania is 

as high as 21/1,000 live births.3 However, the government is committed to reducing maternal 

mortality ratio to 292 per 105 live births, neonatal mortality rate to 16 per 1,000 live births 

and stillbirth rate from 16 to 8 per 1000 live births by 2020.  

In order to achieve this goal, in 2016, the government of Tanzania launched a second phase 

of the National Roadmap Strategic Plan to Improve Reproductive, Maternal, Newborn, Child 

and Adolescents Health in Tanzania 2016-2020 called One Plan II.4 One of the Plan II strategies 

is to increase the number of health centres providing comprehensive emergency obstetric and 

newborn care (CEmONC) services in government HCs from 12% to 50% by 2020. In 2019, 

Tanzania had a total of 701 HCs of which 518 were government owned and 183 were non-

government.5  

More recent data released by the President of the United Republic of Tanzania during a 

nationwide address at the annual Medical Association of Tanzania (MAT) conference in Dar es 

Salaam detailed health facilities now (2020) in Tanzania standing at a total of 8,446 from 

7,014 in 2015. These included among them 23 renovated Regional level Referral Hospitals, 

321 district level hospitals from 186 in 2015; 1,119 Health Centres from 718 in 2015 and 

6,400 dispensaries from 6,040 in 2015. He also said that the government had constructed a 

total of 301 new staff houses and increased the total government budget for medicines, 

reagents and other medical consumables/non consumables from 31/= billion in 2015 to 270/= 

billion in 2020 as well as employed over 11,000 new health workers in the 2019/2020 fiscal 

year alone. 

Improving availability and accessibility of CEmONC services to all women is one of the known 

high impact interventions in reducing maternal and neonatal mortality.6 Comprehensive 

                                                           
1 Trends in maternal mortality 2000 to 2017: estimates by WHO, UNICEF, UNFPA, World Bank Group and the United Nations 
Population Division. Geneva: World Health Organization; 2019. Licence: CC BY-NC-SA 3.0 IGO. 
2 National Bureau of Statistics (NBS) [Tanzania] and ICF Macro. Tanzania Demographic and Health Survey 2010. Dar es Salaam, 
Tanzania: NBS and ICF Macro. 2011 
3 National Bureau of Statistics (NBS) [Tanzania] and ICF International. Tanzania Demographic and Health Survey and Malaria 
Indicator Survey 2015-16, Key Indicators Report. Calverton, Maryland: NBS and ICF Macro. 2016. 
4 The United Republic of Tanzania, Ministry of Health, Community Development, Gender, Elderly and Children. The National 
Road Map Strategic Plan To Improve Reproductive, Maternal, Newborn, Child & Adolescent Health In Tanzania (2016 - 2020). 
One Plan II. 2016 
5 Kapologwe, NA et al (2020). Development and upgrading of public primary healthcare facilities with essential 
surgical services infrastructure: a strategy towards achieving universal health coverage in Tanzania. BMC Health 
Serv Res 20, 218. 

6 WHO, UNFPA, UNICEF & AMDD. Monitoring emergency obstetric care. A handbook. 2009. 
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emergency obstetric and neonatal care refers to care provided in health facilities to treat direct 

obstetric and neonatal emergencies that cause the vast majority of maternal and neonatal 

deaths during pregnancy, at delivery and during the postpartum period. It adds ability to 

surgical intervention and provision of blood transfusion during delivery to the 7 cardinal signal 

functions of Basic Emergency Obstetric and newborn Care (BEmONC).  

Roughly 70% of maternal deaths are a result of hemorrhage, infection, eclampsia, prolonged 

or obstructed labour, complications of abortion and ruptured uterus.7 Strengthening 

accessibility of CEmONC services is founded on the fact that all pregnant women are at risk of 

unforeseeable complications of pregnancy and childbirth. It is well known that most of these 

obstetric complications can neither be predicted nor prevented but if women receive effective 

treatment in time, almost all can be saved. Therefore, health care providers in all facilities 

where women give birth must have life-saving skills in BEmONC which are critical when 

obstetric complications occur plus the ability to do surgery and give blood transfusion 

(CEmONC). 

Infrastructure development and upgrading to support safe surgical services in primary health 

care facilities is an important step in the journey towards achieving Universal Health Coverage 

(UHC). Quality health service provision together with equitable geographic access and service 

delivery are important components that constitute UHC. Tanzania has been investing in 

infrastructure development to offer essential safe surgery close to communities at affordable 

costs while ensuring better outcomes.8 

Between 2015 and 2019 there has been great improvement in physical status of primary health 

facilities as a result constructions, upgrading and equipping the facilities to offer safe surgery 

and related diagnostic services. Despite the achievements, still there is a high demand for 

good physical statuses and functioning of primary health facilities with capacity to offer 

essential and safe surgical services in the country also as an important strategy towards 

achieving UHC. This is also in line with the National Surgical, Obstetrics and Anesthesia plan 

(NSOAP)9
 

Before making the improvements, out of 5,072 existing public primary health care facilities 

(518 Health Centers and 4554 Dispensaries), the majority (46%) had a physical status of A 

(good state), 33% (1693) had physical status of B (minor renovation needed) and the 

remaining facilities had physical status of C up to F (needing major renovation). About 33% 

(1673) of all health facilities had piped water and 5.1% had landline telecommunication 

system. Between 2015 and August 2019, a total of 419 (8.3%) health facilities (Consisting of 

                                                           
7 Khan KS, Wojdyla D, Say L, Gulmezoglu AM, Van Look PFA. WHO analysis of causes of maternal death: a systematic review. 
Lancet; 2006, 367:1066-74 
8 Kapologwe, NA et al (2020). Development and upgrading of public primary healthcare facilities with essential 
surgical services infrastructure: a strategy towards achieving universal health coverage in Tanzania. BMC Health 
Serv Res 20, 218.  

9 Kapologwe, NA et al (2020). Development and upgrading of public primary healthcare facilities with essential 
surgical services infrastructure: a strategy towards achieving universal health coverage in Tanzania. BMC Health 
Serv Res 20, 218. 
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350 health centers and 69 District Council Hospitals) were either renovated or constructed and 

equipped to offer safe surgery services. Of all Health Centers only 115 (22.2%) were offering 

the CEMONC services. Of these 115 health facilities, only 20 (17.4%) were offering the 

CEMONC services with all the 9 signal functions and only 17.4% had facilities that are offering 

safe blood transfusion services.10
 

Despite the massive construction of new HCs and expansion/rehabilitation of rural HCs done 

by the government to enhance provision of CEmONC services, including training of associate 

medical practitioners – non graduate doctors - particularly Assistant Medical Officers (AMOs) 

in CEmONC and Clinical Officers and Nurse-Midwives in anaesthesia, equipment, medicines 

and supplies,11 it has however been noted that there has been a mismatch between 

investments in health infrastructure and other components of the CEmONC services delivery 

at HC level which need to be harmonized from the central government. On the other hand, 

there have been several requests by stakeholders (non-government organizations and 

government authorities) for a CEmONC toolkit to guide them in supporting the introduction of 

sustainable CEmONC services at HC level.  

The ASDIT project conducted a mapping exercise in order to get an overview of CEmONC 

related package at the HC level in Tanzania.  

Development of the comprehensive resource package is intended at providing a unified and 

simple picture of what it takes and what it costs to have CEmONC services in place at the HC 

level. This resource package is a toolkit which provides guidance for effective implementation 

of CEmONC services at HC level mostly in remote and rural areas in Tanzania. This part 

includes the costing elements covering major components of all the health systems WHO 

building blocks and a proposal on a more efficient budgetary ceiling allocation tool to enhance 

equity and quality of service delivery. It also includes strategies for scaling up CEmONC in the 

country, an analysis of enabling and inhibiting factors and a generic CEmONC curriculum.  

 

  

                                                           
10 Kapologwe, NA et al (2020). Development and upgrading of public primary healthcare facilities with essential 
surgical services infrastructure: a strategy towards achieving universal health coverage in Tanzania. BMC Health 
Serv Res 20, 218. 
11 The United Republic of Tanzania. Ministry of Health and Social Welfare, and Prime Minister’s Office Regional 
Administration and Local Government. Summary and Analysis of the Comprehensive Council Health Plans 
2013/2014. 2013 
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2.0 GOAL AND OBJECTIVES 

2.1 Overarching Goal 

To reduce maternal and neonatal morbidity and mortality in Tanzania 

2.2 Broad Objective    

To develop and cost a comprehensive resource package with the most effective and feasible 

components to help stakeholders sustain and scale up CEmONC services at HC level in 

Tanzania 

2.3 Specific Objectives 

1. To determine requirements and cost estimates of infrastructure, other capital resources 

and medical consumable/non-consumables within the supply chain system needed at a 

CEmONC HC 

2. To determine requirements and cost of human resource for health staffing levels and staff 

skill mix together with training costs of care providers needed for efficient provision of 

services including CEmONC, newborn care and anaesthesia at a CEmONC HC 

3. To determine requirements and cost for leadership and managerial capacity strengthening, 

supportive supervision, mentorship and for M&E needed at a CEmONC HC 

4. To determine the various health financing options, financial mechanisms required and costs 

needed for an efficient financial management and accounting at a CEmONC HC 

5. To determine components and costs necessary for continued deliverance of comprehensive 

and quality health services at a CEmONC HC 

6. To determine requirements and costs needed for an efficient and effective Health 

Management Information System (HMIS) at a CEmONC HC   

7. To determine requirements and costs needed for advocacy, community sensitization and 

participation at a CEmONC HC  

 

3.0 METHODS 

In order to help stakeholders sustain and scale up CEmONC services at HC level in Tanzania 

and beyond, we developed and costed the comprehensive resource package with the most 

effective and feasible components. These include costing elements covering major components 

of all the health systems WHO building blocks, strategies for scaling up CEmONC in the country, 

an analysis of enabling and inhibiting factors and a generic CEmONC curriculum, the following 

steps were implemented. 

3.1 Identification of Essential and Feasible Components of a Resource Package 
The analysis of the most effective and feasible components of a resource package designed to 

help stakeholder scale up CEmONC was achieved by conducting comprehensive, continuous 

and cross sectional stakeholders engagement – horizontal across peers and vertical across 

levels as well as through the Qualitative study at all levels of health systems, Review of 
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documents, reports, policies and guidelines, and lessons learned from CEmONC 

implementation 

 

3.2 Costing the CEmONC HC Level Resource Package  

Sources and Data Collection Process: The prices for essential infrastructure, capital/medical 

equipment and consumable/non-consumable pharmaceuticals for CEmONC services provision 

were mainly collected from the intervention and control Health Centres, Medical Store 

Department (MSD) website, non-governmental organizations and district councils which had 

upgraded health centres for CEmONC services provision. These included Kilombero District 

Council, Thamini Uhai, Lion’s Club International of Morogoro region and World Lung Foundation 

(WLF). Data were also sought from Mzumbe University Health Center in Mvomero District, 

from the District Medical Officer’s (DMO’s) office in Muheza, from Muheza Designated District 

Hospital.  

3.3 Enablers and Inhibiting Factors 

A list of inhibiting and facilitating factors was elicited largely through qualitative study, review 

of Policies, regulations, reports and documents and the mapping report on health care in 

Tanzania, and through quarterly supportive supervision and mentorship visits conducted 

during the implementation period of the project.  

 

3.4 CEmONC Curriculum: Development and Implementation 

The generic CEmONC curriculum at HC level was developed by making an analysis of how a 

three-month CEmONC course could be improved to allow non-physician clinicians (e.g., 

associate clinicians, nurses, midwives) to more effectively deliver CEMONC in health centres 

training associate clinicians from the five intervention HCs in teams for three months in 

CEmONC and anaesthesia. Available training curricula was reviewed and updated with content 

on Newborn, Maternal and anaesthesia to ensure attainment of competence by the trainees. 

Participants were exposed to clinical and practical opportunities at the teaching hospital to 

improve their skills. The competence of participants was assessed through Objective 

Structured Clinical Evaluations (OSCE), log books maintained by trainees during the course 

and direct observation by mentors.  

Post training quarterly Supportive Supervision and Mentorship was instituted throughout the 

implementation period. Post training support included opportunities for teleconsultation and 

installation of eLearning platform. Finally the training curriculum was reviewed and approved 

by the MOHCDGEC. 

 

3.5 Scaling up of CEmONC Services 
To ensure research uptake by key stakeholders, the research team insured that this 

intervention fitted into national plans. The CEmONC project was fully justified in the current 

National Roadmap Strategic Plan to improve Reproductive, Maternal, Newborn, Child, and 
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Adolescent Health (2016 – 2020) – One Plan II that aims at having 50% of all government 

HCs offering CEMONC by 2020. The processes and content necessary to ensure stakeholders 

are engaged and policies for scaling up CEMONC are informed included Knowledge Translation 

(KT) strategies. These included sharing of key findings with the key stakeholders during the 

regular meetings including sharing fact sheet and policy briefs. Mass media (local newspapers 

and televisions) were engaged to communicate the key findings with stakeholders at all levels. 

The target audience for the key findings included community members, decision makers from 

Council Management Health Teams (CHMT) and Regional Health Management Team (RHMT), 

academics, support partners, and policy makers at the line ministries.  

 

Monitoring and evaluation (M&E) enabled the project to assess the quality and impact of the 

intervention and its deployment. Through M&E, were able to review progress, identify 

problems in planning and/or implementation stage and make adjustments that were likely to 

“make a difference”. The indicators listed in the methodology section were used to measure 

the achievements.  

 

3.6 Ethics Consideration 

In this project a number of important ethical issues were considered. Firstly, Institutional 

Review Board (IRB) approval from respective institutions was obtained. These institutions 

included the Tanzania Commission for Science and Technology (COSTECH), the National 

Institute for Medical Research (NIMR), and the Dalhousie Research Ethics Board. These were 

high level IRBs, given that the study covered a large area and involved the National Health 

system. Approval from the respective Districts was also obtained; this was issued by District 

Medical Officers. The study protocol will be submitted to these bodies including data collection 

tools, consent forms, and description of research participants. 

 

Our study involved a qualitative branch in which the community members were interviewed 

through administered questionnaires and focus group discussion. In this case the village 

leaders and local elders were consulted prior to conducting interviews and group discussions. 

At the individual level, informed consent was obtained from all participating subjects. If the 

informant was illiterate, witnessed verbal consent was obtained prior to questionnaire 

administration. The consent explicitly mentioned “Non-coerced” to the individuals 

participating. Confidentiality was ensured through a number of mechanisms including data 

storage plans and encryption of electronic data. 

Furthermore since the study involved selection of health workers to undergo a three-month 

training course, efforts were made to ensure there was replacement of those workers so as to 

ensure that health services were not compromised. However, the responsibility to do so rested 

with the funders of HC, especially the Local Governing Authorities. The temporary absence of 

health workers from HCs for training purposes was an accepted and normal occurrence within 

the Tanzanian Health System. 
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4.0 RESULTS  
 

4.1 COMPONENTS OF A FUNCTIONAL CEmONC HC TOOLKIT  
 

The proposed health systems resource package at a CEmONC HC includes, but not limited to 

the following systems and sub-systems; 

 

I. INFRASTRUCTURE, CAPITAL AND SUPPLY CHAIN SYSTEM  

 

Infrastructure, capital and supply chain system in a standard CEmONC Health Centre is 

proposed to have at least the following in place. 

 

a) Infrastructure  

1. Standard Obstetrics Operating Theatre as per MOH standards with an ICU, recovery room, 

sterilization unit and an added minor theatre for other operations and also as standby for 

CEmONC services in busy HCs 

2. Laboratory with a Blood Bank capable of making point of care diagnostics to at least the 

top ten diseases of that particular area 

3. Radiology and sonography services 

4. Wards with between 30 - 50 beds 

5. Administration, OPD with Dental/Ophthalmology units, Accounts and Registration Offices 

6. Resource Centre with IT facilities and with reference materials, SOPs, policy documents, 

pertinent government circulars, e learning modules etc 

7. Pharmacy Main Store and dispensing unit 

8. Laundry  

9. Key staff houses (Anaesthetist, Theatre Nurse/Matron, Medical officer i/c and Ambulance 

driver) 

10. Maternity Waiting Home with a kitchen and a capacity of at least 10 beds 

11. Mortuary 

12. Fencing with a gate and security lights 

13. Posts and signboards 

 

b) Water Supply and Sanitation 

1. General plumbing joined to local water supply system 

2. Reserve tanks – capacity of 5,000 -10,000lts - at least 5 one @ in Maternity ward, labour 

room, operating theatre, other wards and OPD 

3. Facilities for rain water harvesting including a storage tank with capacity of at list 

100,000lts 

4. Proper waste disposal soakage and ……. pits. 

5. Incinerator and placenta pit – one @ 

 

c) Electricity (Grid and/or solar) 

1. Joined to National Electricity Grid System 

2. Stand by power  
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 Electric Generator – capacity of at least 2000 - 3000 KWs 

Solar power – as an additional alternative standby power supply to at least the operating 

theatre and labour rooms. Other green electricity supply may be prioritized as an 

alternative stand by supply where available. 

 

d) CCTV Monitoring 

1. Nice to have CCTV camera for monitoring  of patient flow and service provisioning without 

compromising privacy eg in waiting areas, corridors, dispensing pharmacy and cash office 

2. Nice to have CCTV camera for security 

 

e) Transport  

1. Ambulance  

Considering the state of rural roads surrounding most HCs and the villages where most 

communities reside, preferably 4WD ambulances will be of choice so that they are also 

used for  

 Both referrals from the dispensaries/communities to the HC and to nearby referral 

hospitals from the HC,  

 Delivery of supplies and general cascade supportive supervision and mentorship of 

catchment dispensaries 

 Outreach services,  

 Mobile clinics  

 During epidemic and pandemic outbreaks 

 

2. Motorbike 

This will be used on day to day basis for  

 Quick response and supply of consumables to the dispensaries,  

 HMIS data support and collection from the dispensaries,  

 Financial management support to dispensaries,  

 Supervision and support of chws for their day to day community services during far 

away house visits at the request of dispensaries 

 monthly delivery of reports to the CHMT 

 

f) Supply Chain System  

This involves all consumable and non-consumable requirements as follows 

a) Basic medicines, drugs and reagents  

The possibility of having special packages for essential services is proposed whereby 

comprehensive complete sets may be required for execution of particular tasks Examples 

in this case would include  

 Sterile C/S packs  

 Clean Delivery Packs/Kits (CDPs) 

 

b) Basic Medical Equipment  

i) Operating Theatre equipment 

ii) Laboratory equipment and blood bank equipment 

iii) Radiology and sonographic equipment 
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iv) In patient general Ward equipment 

v) Outpatient basic equipment 

vi) General basic Emergency equipment 

vii) Basic PPE 

viii) Basic Laundry capital equipment 

ix) General other equipment e.g. fire extinguishers, wheelbarrows etc. as may be 

necessary 

 

 

II. HUMAN RESOURCE FOR HEALTH 

a) The objective way of estimating required staffing needs for facilities is using the Workload 

Indicators for Staffing Needs (WISN Ratio). However, we estimated a minimum required 

staffing levels (key medical and non-medical staff) of between 39 and 56 depending on the 

category of HC and /or HRH plans for recruitment and retention depending on planned 

future development requirements (Staffing levels for Ministry of Health and Social Welfare 

departments, health service Facilities, health Training Institutions and Agencies 2014-2019 

– revised) However due to additional CEmONC services at HC level it is proposed that an 

additional 4 health workers be added to reinforce the existing maximum number thus 

making the maximum number of HCPs at a CEmONC HC go up to 56 and the minimum at 

39 HCPs to be distributed as follows - minimum staffing levels  of 39 at 15: 8: 8: 8 = 

Morning: Evening: Night & off duty respectively and maximum levels at 56 at 23: 11:11: 

11 = Morning: Evening: Night & off duty respectively  

b) At least 4 staff members trained in CEmONC, Anaesthesia, Newborn Care (1 AMO, 1/0 CO 

and 2/3 nurses) 

c) HFMT/HF i/c trained in general basic administration and Human Resource management 

especially on issues relating to staff retention, development and motivation  

 

 

III. LEADERSHIP AND MANAGEMENT 

Show good leadership and managerial practice by having in place, 

a) a complete HFMT which has received basic Leadership and managerial training 

b) an office with basic office and stationery requirements 

c) a Strategic Plan 

d) an Annual Plan (Health Facility Comprehensive Plan) 

e) a resource centre – well accessible to the health workers where they can access relevant 

policies, regulations, strategic plan, annual plan, minutes of meetings and periodic reports 

and feedbacks 

 

Be able to conduct Supportive Supervision (SS) and Mentorship 

a) Conduct internal SS and cascade SS 

b) Conduct internal and cascade Mentorship 
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IV. HEALTH MANAGEMENT INFORMATION SYSTEM 

The following need to be in place; 

a) At least 2 Workers trained in HMIS  

b) HFMT trained and supervised to create capacity for adherence to Format, Relevance, 

Amount, accuracy, Completeness and timeframe of HMIS data 

c) Adequate stock of tools for collection, analysis and reporting (MTUHA/HMIS) Books and IT 

equipment) 

d) HFMT trained on elementary IT knowledge/utilization 

e) All workers trained on the basics of IT  

f) HFMT trained and supervised to create capacity for internal utilization of data and for doing 

simple operational research projects 

g) HFMT trained and supervised to create capacity for timely transmission of HMIS data 

h) HFMT trained and supervised to create capacity  for E learning and utilization  

i) HFMT trained and supervised to create capacity for doing internal M&E and cascade M&E 

to its satellite dispensaries including quality assurance audits and star rating assessments 

j) HFMT trained and supervised to create capacity to provide Periodic Reports, conduct simple 

operational research studies that focus on improving services, equity and gender and 

thereafter be able to analyse and interpret the findings as well plans for appropriate and 

sustainable implementation strategies. 

 

 

V. QUALITY HEALTH SERVICES DELIVERY 

For effective and efficient quality health services delivery the following need to be in place at 

a CEmONC HC: 

 

a) Quality assurance practice  

 All workers trained in 5S (Sort, Set, Shine, Standardise and Sustain) as per MOHGCDEC 

guidelines 

 A trained and active Quality Improvement Teams (QITs) as per MOHGCDEC guidelines 

 All health providers trained and supervised to create capacity to adherence to Standard 

Operating Procedures (SOPs) as per MOHGCDEC guidelines 

 All health providers trained and supervised to create capacity to adherence to Infection 

Prevention Control (IPC) protocols as per MOHGCDEC guidelines 

 Availability of Basic health and health and medical Guidelines 

 

b) Customer Care 

 All health providers trained and supervised to create capacity for good customer care 

practice as per MOHGCDEC guidelines 

 HFMT trained to conduct Client exit interviews as per MOHGCDEC guidelines  

 Put in place Suggestion boxes and other feedback mechanisms as per MOHGCDEC 

guidelines 
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VI. ADVOCACY, COMMUNITY MOBILIZATION AND PARTICIPATION 

When a health facility becomes a CEmONC HC its bond and relationship with the community 

is expected to be stronger as a consequence of its expanded services hence increased demand 

and expectations from the community as well as increased pressure to the health workers to 

deliver quality services. Mistakes are bound to be more sensitively noticed due to the more 

delicate nature of the services offered.  

The following need to be in place 

a) A complete, trained  and well-functioning Health Facility Governing Committee (HFGC) as 

per MOHGCDEC specifications 

b) At least 2 health care workers trained on basic IEC skills to conduct effective community 

sensitization and participation  

c) A trained HFMT that is able to present effective advocacy at the various hierarchal health 

and administrative levels.  

d) Effective Utilization of Social Welfare and Community Development staff for community 

engagements including support and supervision of CHWs 

e) A trained HFMT that can maintain a robust Public Private Partnership (PPP)  

 

 

VII. HEALTH FINANCING 

Health financing is crucial for provision of continuous and flawless quality health services. HCs 

providing CEmONC services need to be assured of a guaranteed, appropriate and accessible 

financing. In order to be able to properly manage finances at this level, the following need to 

be in place as Health Financing is the lifeline for effective health services provision and such 

its management in the broader aspect has to be ascertained for it is crucial for effective 

provision of a comprehensive, continuous, flawless quality health services. 

  

In year 2017/2018, the Government of Tanzania introduced the Direct Health Facility Financing 

System (DHFFS) in which funds went directly from the treasury to the primary health facilities 

instead of the traditional financial system in which funds were disbursed through the district 

which directly controlled and authorized expenditures to the primary health care facilities. The 

new approach enhanced autonomy, control, ownership and transparency as well as reducing 

bureaucracy thus expediting efficiency, value for money and quality of service 

Thus CEmONC HCs need to be assured of appropriate financial management at its level in as 

far as the following areas are concerned; 

a) An accounting system in place for the control of the proportionate minimum budget 

disbursements, commitments and expenditures as allocated  by Central Government, Local 

Government and Development Partners based on Category of Health Centre as per 

approved budget  

b) A trained HFMT staff with capacity to manage Direct Health Facility Financing (DHFF) 

system and the Facility Accounting and Reporting System (FARS) 

 At least 3 Staff members trained in Basic Accounting and Financial Management 

 Staff trained in Basic Book keeping  
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 Staff trained on Financial Reporting 

 FARS – Facility Accounting and Reporting System - An accounting system for accounting 

and reporting the proportionate DHFF budget disbursements, commitments and 

expenditures as allocated by the Central Government, Local Government and 

Development Partners based on Category of Health Centre as per approved budget 

 

c) Trained HFMT and HFGC to handling petty cash and adhere to expenditure approval ceilings 

at the Health Centre and higher hierarchical levels at the council level to promote some 

degree of autonomy in expenditure thus reducing bureaucracy and expedite service 

provision without jeopardizing financial control and accountability. 

d) Trained HFMT able to solicit, lobby, follow up, Commit, supervise and control 

Comprehensive Sources of funding from 

 Central Government 

 Personnel Emoluments 

 Major Development Budget (eg major rehabilitation/ construction) 

 Medicines, Medical Equipment and HMIS supplies through MSD and other approved 

vendors 

 Vaccines and immunizations 

 Other Vertical programs eg TB/Leprosy, HIV/AIDS 

 DHFFS 

 HMIS materials and equipment 

 Seed medical training costs and postgraduate studies 

 Local Government Authorities 

 Minor development 

 Temporary employees 

 SS & Mentorship 

 Environmental health and sanitation 

 Cost Sharing 

 User Fees 

 National Health Insurance Fund (NHIF) 

 Improved Community Health Fund (ICHF)) 

 Partners 

 NGO/CSOs – line programs 

 Religious organizations 

 Individual companies/Institutions 

 Researchers – pertinent operational research 

 Development Partners (DPs) – direct subsidy through basket funding  

 Community contributions 

 Direct community contributions - ward/village funds 

 Indirect/in kind community contributions 

 Individual contributions  
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4.2 COSTING THE CEmONC HC LEVEL RESOURCE PACKAGE  

4.2.1 HUMAN RESOURCE FOR HEALTH 

Cost of Human Resource for Health for a new Category 1 CEmONC Health Centre 

a) A new CEmONC health centre would require between 39 (minimum staffing levels of a 

CEmONC HC) and 56 (maximum standard staffing levels of a CEmONC HC) health workers 

of different cadres both medical and non-medical staff. The minimum required staffing 

levels (key medical and non-medical staff) of between 19 and a maximum of 56 depending 

on the category of HC and /or HRH plans for recruitment and retention depending on 

planned future development requirements to be distributed as follows - minimum staffing 

levels  of 19 at 19: 4: 4: 4 = Morning: Evening: Night & off duty respectively. Considering 

that an average of 2 staff members will be on their mandatory annual leave at any 

particular time, then, the number of staff available will be reduced to 17 thus making the 

allocation to be 17 at 8:3:3:3. Similarly with a maximum levels at 56 at 23: 11: 11: 11 = 

Morning: Evening: Night & off duty respectively the staff available at any particular time 

minus those on mandatory annual leave at an average of 5 workers will be 51. Thus the 

allocations will then be 51: 21:10:10:10 = Morning: Evening: Night & off duty respectively. 

However, for practical purposes of costing various personnel related costs, the average 

number of health workers has been estimated at 30 health care workers and their average 

wage bill per annum would be …..  

b) The HCs Personnel Emoluments average budget for the 5 intervention HCs in 2015 stood 

at 345,000,000 average of (39 HCPs) ranging from 20 to 60 HCPs For the year 2020 stood 

at an average of 46 HCPs for the five intervention HCs ranging from 26 to 86 HCPs 

c) Analysis of PE costing at a CEmONC HC with an average of 50 HCPs stands at 

480,000,000/= (208,000 USD at 2,300/= per 1 USD I 2020) 

d) Training cost in CEmONC and anaesthesia.  

Training, especially in-service training and task shifting are very helpful in alleviating the 

staff/skill mix gaps in our facilities. Considering the critical shortage of graduate doctors, 

particularly in rural areas, upgrading of health centres for CEmONC services provision 

should strategically involve adopting the concept of task-shifting. To meet the need for the 

upgraded health centres, assistant medical officers can be trained in comprehensive 

emergency obstetrical and neonatal care while clinical officers and nurse-midwives can be 

trained in new-born care and as anaesthetic assistants, to give spinal anaesthesia and 

ketamine general anaesthesia (the details of the training have been reported elsewhere).12 

The trainees can be recruited in teams comprising of at least one AMO and two NMs or COs 

from the same facility. The concept of team training is devised in order to ensure inclusion 

of key categories of staff able to perform obstetric surgeries and anaesthesia. 

 

                                                           
12 Nyamtema AS, Pemba SK, Mbaruku G, Rutasha FD, van Roosmalen J. Tanzanian lessons in using non-physician 

clinicians to scale up comprehensive emergency obstetric care in remote and rural areas.  Hum Resour Health 2011, 

9:28  doi:10.1186/1478-4491-9-28 
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Training Cost  

Training per-head costs for three-month training at TTCIH were computed. This included 

costs for transport, meals, teaching allowances, overhead costs for training institution and 

a hospital, out-of pocket allowances and accommodation during the training period.   

Based on the costs of the program conducted at the TTCIH in Ifakara for three months 

averaged per-head cost of Tshs. 7,363,182 i.e. 4,463$ in 2010 and 2011 (Table 1) were 

the exchange rate was 1 U.S. $ to 1,650 TShs. The biggest portions of costs went to meals, 

participants’ allowances, and accommodation.   

 

After completion of their studies, it is assumed that they will be in service for the next 25 

years after which they may switch jobs or retire.  Considering that their price is the cost of 

training that was incurred in preparing them, which is Tshs. 7,363,182, the annual cost of 

such an individual distributed across 25 years will be Tshs. 294,527.28.  It should be born 

in mind that training costs are indirect costs, and in this study, they are on annual basis. 

 

Table 1:  Training costs for care providers in CEmONC and anaesthesia for three 

months at TTCIH, Ifakara (existing) 
COST ITEM Course 1 Course 2 
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Participants’ meals  
10 18 90 16,200 1,620 33 21 90 62,370 1,890 1,755 763 

Participants’ 

travel/transport 

costs 

10 40 2 800 800 33 200 2 13,200 400 240 104 

Participants' 

allowances 
10 400 3 12,000 1,200 33 500 3 49,500 1,500 1,350 587 

Participants’ 

accommodation 
10 20 90 18,000 1,800 33 15 90 44,550 1,350 1,575 685 

Supplies for 

participants 

(stationeries, 

uniforms) 

10 300 1 3,000 300 33 300  9,900 300 300 130 

Overheads: 

management and 

hospital costs 

 9,000  9,000 900 1 9,000  27,000 818 859 373 

Full-time staff 

teaching allowances 
8 3,100 3 9,300 930 7 4,200 3 12,600 382 656 285 

Part-

time/supporting 

staff allowances 

29 3,400 3 10,200 1,020 13 2,600 3 7,800 236 628 273 

Total and average 

cost per course 

participant 

10   78,500 7,850    226,920 6,876 7,363 3,201 
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Incentives/ Motivation Package 

Human beings are prone to exhaustion and taking matters lightly when they are used or bored 

with a particular routine function. Hence apart from showing fairness, gentleness, politeness 

etc, health providers need to continuously from time to time be motivated for targets to be 

met and for achievements gained in order to invoke inner self aspiration for success and 

satisfaction. Having a known incentive package in place at work places not only does it 

motivate but also stimulate enthusiasm and a spirit of working effectively and efficiently. 

Incentives may be monetary or non-monetary depending on situations. 

 

Non-monetary incentives are many and depend on many factors. Monetary incentives are 

short lasting and are usually implemented in areas where the demand is high and there is a 

critical shortage of health workers. These are given to workers who have to sometimes double 

shift in order to make ends meet 

 

Cost Estimates 

These involve for example; Extra duties, Overtime payments, Uniform allowances, leave travel 

allowances, terminal Pension benefits etc. Non-monetary incentives are also very important 

The motivation package proposed later on will propose a better way for motivating staff  

 

 

4.2.2   LEADERSHIP AND MANAGEMENT 

Since the government is decentralizing its health services to the primary health facilities as a 

way of improving efficiency and effectiveness, then it is also necessary to improve the 

managerial capacities of its HFMTs so as to be able to effectively and efficiently mobilize its 

human, infrastructure, capital and financial resources for quality health services provision. 

CEmONC health centres have to have good leadership and managerial practice by having in 

place a leadership that would be inspirational and embrace team work with a clear common 

vision with a goal and objectives to achieve.  

Thus there has to be in place the following; 

a) a complete HFMT which has received basic Leadership and managerial training 

b) an office with basic office and stationery requirements 

c) a Strategic Plan 

d) an Annual Plan (Health Facility Comprehensive Plan) 

e) evidence of Adherence to commitments to policies, regulations, strategic plan, annual plan 

and to providing Periodic reports and feedbacks 

 

The RHMT, CHMT and HFMT have to conduct periodic Supportive Supervision (SS) and 

Mentorship as well as M&E at these facilities at least quarterly. CEmONC HCs have to be able 

to; 

a) Support and respond accordingly to SS by RHMT/CHMT  

b) Support and respond accordingly to M&E by RHMT/CHMT 

c) Conduct internal SS, M&E and cascade SS plus M&E at Health Centre level 
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Cost Estimates 

HC level training allowances for trainees for at least 5 days consisting trainees of 10 HMT 

members, 2 HFGC members and an estimated 10 satellite dispensary I/Cs at an average rate 

of 80,000/= equivalent to Tsh 10,400,000. Allowances for 5 trainers (including 1 RHMT 

member and 1 CHMT member) @ 120,000/= per day equivalent to Tshs 4,200,000. Allowance 

for Driver 7 days @120,000/= equivalent to Tshs 840,000. Average to and from transport/Fuel 

costs of trainers approximated at a total of 2,000 lts equivalent to Ths 4,400,000. Total cost 

for L&M strengthening equals to Tshs 19,840,000 which is approximately 20,000,000/= (USD 

8,700 @ 2300/= per 1 USD IN 2020) 

 

2.2 Supportive Supervision and Mentorship by RHMT/CHMT 

Considering that CEmONC training is usually a three to four months program and care 

providers are mid-level, it is important to design supportive supervision and post training 

mentorship after launching the services. Supportive supervision and mentorship activities are 

critical for quality care. 

Frequency: At the first three months following introduction of CEmONC services, supportive 

supervision and onsite mentorship visits should be carried out monthly and thereafter three 

monthly to cement the skills and confidences gained.  

Composition of Supervision and Mentorship Team: A team of obstetrician (or a more 

experienced medical officer), paediatrician and anaesthetist for 2–3 days in each health centre.  

 

Activities: During these visits a set of activities are recommended, 1) review of data to assess 

the performance of the facility, 2) clinical audit, and 3) training for continuing professional 

development (capacity building). Clinical audit is geared at performing a systematic 

assessment of practice against a defined standard, with a view to recommending and 

implementing measures to address specific deficiencies in care. It is a retrospective critical 

review of clinically undesirable pregnancy related events. Audit topics include maternal deaths, 

severe maternal morbidity (including severe pre–eclampsia/ eclampsia, uterine rupture, 

antepartum and postpartum haemorrhage and puerperal sepsis], and intrapartum and very 

early neonatal deaths. Other areas for audit include the indications and justification for 

caesarean section, assessment of Infection Prevention and Control (IPC) and health facility 

emergency preparedness.  

 

Cost Estimates 

Data from Thamini Uhai and ASDIT project revealed that quarterly supportive supervisory and 

mentorship visits for such newly established services at a given health center would need a 

team of at least an obstetrician (or a more experienced medical officer), paediatrician and 

anaesthetist together with the driver, whose cost is at Tshs. 1,740,000 (i.e. a per diem average 

of 120,000/- for four people for 3 days of stay at a health centre plus fuel [4pp x 3 days x 

120,000/- per diem per person plus average 300,000/- for fuel]). The annual cost for SS is 

thus estimated at Tshs 6,960,000 per HC. These costs will have to be incurred and therefore 

be budgeted by the RHMT and CHMTs 

 



24 

 

2.3 Monitoring and Evaluation (M&E) 

Monitoring and Evaluation (M&E) is a process that helps improve performance and achieve 

results. Its goal is to improve current and future management of outputs, outcomes and impact 

of introducing CEmONC services at the health centres. Monitoring and evaluation is about 

collecting, storing, analyzing and finally transforming data into strategic information so it can 

be used to make informed decisions for program management and improvement, policy 

formulation, and advocacy. 

 

Indicators for M&E 

The outputs, outcomes and impact of introducing CEmONC services at the health centres can 

be measured by comparing the pre and post intervention:13 

1. Monthly health facility delivery rates,  

Goal: To assess utilization of CEmONC services by the surrounding community 

2. Caesarean section rates of deemed justified through audit. 

Goal: To assess and monitor the quality of decision making for surgical intervention in 

obstetric care. 

3. Referral rates for women with obstetric complications, 

Goal: To assess the rate, obstetric indications and logistical reasons for referring women 

with obstetric complications. Although referring a woman with obstetric complication may 

be a life-saving intervention, it may also be associated with delaying intervention due to 

distance and preparedness.  

4. Proportion of maternal deaths due to direct and indirect causes in CEmONC facilities 

Goal: To assess the quality of care by determining the obstetric case fatality rates, 

intrapartum and very early neonatal death rates in CEmONC facilities. 

Goal: To assess the quality of intrapartum care for foetuses and newborns delivered at 

facilities. This may involve assessing fresh stillbirth rates for women admitted at the facility 

with viable foetuses (i.e. audible foetal heart beats on admission). 

5. Quality of documentation and records keeping CEmONC facilities 

Goal: The quality of results is determined by the quality of data, hence it is essential to 

assess and ensure that there is quality documentation and records keeping in all CEmONC 

facilities 

 
Costs Estimates for M&E 

This work will be done by staff of the facility as routine work that may only need extra time 

allowance for 2 people every month at an average rate of half per diem of 60,000/= 

Thus the estimated cost for one quarter will be 2 x 60,000 x 3 which equals to 360,000/= and 

annual costs will be Tshs 1,440,000 

During supportive supervision the records of M&E will be scrutinized and discussed and areas 

that may need mentorship will be identified.  

 

                                                           
13 WHO, UNFPA, UNICEF, AMDD. Monitoring  emergency obstetric care; a handbook, 2009 
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2.4 Conduct internal SS and cascade SS at Health Centre level 

Health Centres need to conduct quarterly internal SS and mentorship as well as cascade 

supportive supervision and mentorship to its satellite dispensaries to sustain delivery of 

effective and efficient health services.  

 

Cost estimates 

This work will also be done by staff of the facility as routine work that may only need extra 

time allowance for 2 people every month at an average rate of half per diem of 60,000/= 

Thus the estimated cost for one quarter will be 2 x 60,000 x 3 which equals to 360,000/= and 

annual costs will be Tshs 1,440,000 

Cascade SS and mentorship will be done to all the dispensaries which are under the direct 

supervision of the HC. SS and mentorship to an average of 10 dispensaries by 2 HC staff per 

two dispensaries per day will cost 60,000 x 2 x 5 trips equals 600,000 per quarter and 

2,400,000 per annum  

 

 

4.2.3 INFRASTRUCTURE, OTHER CAPITAL RESOURCES AND MEDICAL CONSUMABLES/ 

NON-CONSUMABLES 
 

Infrastructure and supply chain system in a standard CEmONC Health Centre is proposed to 

have at least the following: 

 
a) Infrastructure  

 

The Service Availability and Readiness Assessment (SARA) of 2012 and Tanzania Service 

Provision Assessment (TSPA) of 2014/2015 showed that more than 50% of facilities required 

urgent major renovation or complete re-construction. There was inadequate space for service 

provision as more than 60% of the health facilities did not have the required number of rooms 

based on the standards defined by MoHCDGEC.  

 

The deteriorating physical infrastructure, uneven distribution of health facilities, and also 

challenges in the referral system as well as lack of facilities for safe surgeries, blood transfusion 

and poor waste management called for renovation of the existing health facilities based on the 

following criteria:  

1. Distance from the district head office of more than 20 km 

2. Health facilities with a physical state of C and D  

3. Inadequate availability of utilities, such as water and electricity 

4. The status of transportation methods to enhance the referral system  

5. Areas with a catchment population of more than 10,000 people and  

6. Health centers with no operating theatre 

 

The aim this time was to equip these facilities so that they can also offer safe surgeries to 

people in need. In March 2018, MOHCDGEC launched a National Surgical, Obstetric, and 
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Anesthesia Plans (NSOAPs). NSOAP lays out the necessary foundation to improve six major 

domains of surgery, anesthesia and obstetric health care system, which are service delivery, 

infrastructure, workforce, information management and technology, finance and governance. 

This was set to address the challenge of 20% of deaths in Tanzania resulting from diseases 

that can be treated by surgical care, therefore having to ensure all Tanzanians can access safe 

surgical care by 2025, this has been supported also by WHO.14  

 

The existing infrastructures for the large majority of public health centres in Tanzania were 

not established to provide surgical services (CEmONC services). In public health centres 

available infrastructure includes buildings for out-patient department, general ward, maternity 

ward and laboratory. Upgrading a public health centre to provide CEmONC services involves 

construction of standard building for operation theatre and new maternity buildings, water 

system and electricity in places where the last two do not exist. A new maternity building is 

usually needed because the existing ones in most health centres are inadequate particularly 

in view of increasing health facility delivery rate after introduction of CEmONC services.15,16 

 

Cost Implication 

For each healthcare facility, a total of TZS 700,000,000 (305,650.16 USD) was put aside to 

renovate health facilities of which TZS 500,000,000 (218,321.54 USD) was used for 

construction of 5 to 6 buildings (operating theatre, maternity block, laboratory, mortuary, staff 

building, incinerator and placenta pit) as well as waste management infrastructure. Review of 

available data indicates that the MoHCDGEC has standards to be used for construction of health 

centres and hospitals for CEmONC services provision. The following are the architectural 

drawings of the recommended operation theatre and maternity buildings for upgrading health 

centres for CEmONC services provision (Fig 1), Dimensions of the recommended operating 

theatre for upgrading health centres (Table 2). The estimated cost of constructing a new 

theatre is around Tshs. 100,000,000 whose life span was estimated to be 30 years.   

 

Wards 

CEmONC services at health centre level will increase more patients both in obstetrics and 

gynaecology as well as paediatrics and general surgical cases. Medical cases are also bound 

to increase to expansion of service. Post-surgical care also takes on average more bed stay at 

the facility 

Wards for inpatients with a total of 50 beds in four blocks as follows; 

1. Maternity Wards 2 with 10 beds each i.e. 20 beds 

                                                           
14 URT (2018). Government of Tanzania launches a national strategy to ensure all Tanzanians can access safe 
surgical care by 2025. https://www.safesurgery2020.org/updates/tanzania-surgery-anesthesia-obstetric-plan. 
15 Nyamtema AS, Mwakatundu N, Dominico S, Mohamed H, Pemba S, Rumanyika R, et al. Enhancing maternal and 
perinatal health in under-served remote areas in sub-Saharan Africa: a Tanzanian model.  PLoS ONE, 2016, 11(3): 
e0151419.  
16 Nyamtema A, Mwakatundu N, Dominico S, Mohamed H, Shayo A, Rumanyika R, et al. Increasing the availability 
and quality of caesarean section in Tanzania. BJOG, 2016; 123: 1676–1682. 
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2. One Paediatric Ward with 10 beds i.e. 10 beds 

3. One Male and one female medical wards with 5 beds each i.e. 10 beds 

4. One male and One female surgical ward with 5 beds each i.e. 10 beds 

Cost for new wards (4 blocks): Estimated at 45,000,000/= x 4 equals 180,000,000/= 

Cost for extension where existing wards exist is approximated to be 50% as usually only the 

maternity and paediatrics blocks are constructed/ fully refurbished  

 

Staff houses 

Availability of at least 4 Key staff houses to key staff in order to provide 24 hour monitoring 

of the facility and respond to emergencies as may be necessary is important. This would 

include a house for the Medical officer i/c, Matron, Anaesthetist and Ambulance driver. It is 

suggested that these be built in 2 blocks to house 2 staff members each. Cost estimates for 

2 blocks for 4 Key Staff members is estimated at @ 40,000,000/= thus equals to 

80,000,000/=. 

 

Administration block & OPD with MCH services, maternity waiting home and a 

resource centre  

A well-functioning CEmONC HC has to have an OPD with a registry for patients’ files and 

records, administration offices cater for management offices, staff documentation and 

meetings, HFGC meetings as well as for accounting staff and also serve as a resource centre 

for all staff. Cost estimates: administration and OPD block with MCH services and a resource 

centre has been estimated at 50,000,000/= 
 

Laboratory with blood bank (BT), Radiology & imaging block, Pharmacy store and 

dispensing pharmacy  

A diagnostic facility is mandatory for proper diagnosis and thus management of patients. Cost 

estimates Pharmacy store and dispensing pharmacy Laboratory with blood bank (BT) has 

been estimated at 40,000,000/=. 
 

Laundry & Incinerator  

Proper cleaning of linen and disposal of medical waste is mandatory. Cost estimates for a 

laundry building without the laundry equipment and an Incinerator and placenta pit as well as 

waste management infrastructure is estimated at 20,000,000/= 

 

Water and Sanitation & Electricity 

Water and electricity are essential necessities for quality health services. Estimates have been 

included as part of the construction works which also caters for reasonable reserve tanks 

specifically to critical areas such as the operating theatre, labour wards and the laboratory. 

Only annual running costs for minor repairs and monthly bills have been calculated. Cost 
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estimates of 30,000,000/= averaging 10,000,000/= for both water and electricity specific 

installations plus 20,000,000/= for waste water disposal systems   

 

Transport 

Rural HCs require 4WD Ambulances to transfer critically ill patients from dispensaries and for 

referral to higher health facilities. These vehicles can also be used to ferry essential supplies 

such as blood and vaccines whenever the need arises. Cost estimates for a tax free bulk 

order 4WD ambulance is 80,000,000/= 

 

Essential surgical equipment and instruments 

 

Basic surgical equipment and instrument are essential for CEmONC services provision. 

Upgrading HCs to provide CEmONC services involves also investment in surgical equipment 

and instruments. Surgical equipment and instruments comprise various tools or instruments 

that are directly related to CEmONC services delivery including operating table, operating 

lights, instrument trolleys, surgical instruments [caesarean section (CS), dilatation and 

curettage (D&C) and laparotomy sets], suction machine, anaesthetic machine, sterilizer and 

essential furniture for operating building (see Table 3 for the details). 

 

Cost Implication 

200,000,000 (87, 328.62 USD) for medical equipment (Exchange rate 1 USD = 2290.20 TZS 

as of 07.11.2018). Upgrading HCs to provide CEmONC services involves investment in 

essential medical equipment. Capital inputs in this regard includes non-medical things like 

solar power, while medical equipment comprise various tools or instruments that are directly 

related to CEmONC services delivery, all lasting one year or beyond. Data from different 

sources indicated that, generally, all capital inputs and medical equipment had life spans of 

more than five years, and were amortized at 3%, as most equipment is done in various 

literatures. To this effect, the estimated total costs for capital inputs and medical equipment 

of an ideal health center were at 1,320,000,000/= (6000,). The amount set aside for medical 

equipment by the GOT was 200,000,000 (87,328.62 USD) (Exchange rate 1 USD = 2290.20 

TZS as of 07.11.2018).17
 

 

 

Maintenance of medical equipment  

In addition to equipping health centres with essential surgical equipment, there is a need to 

establish a maintenance mechanism for sustainable provision of CEmONC services.  

                                                           
17 Kapologwe, NA et al (2020). Development and upgrading of public primary healthcare facilities with essential 
surgical services infrastructure: a strategy towards achieving universal health coverage in Tanzania. BMC Health 
Serv Res 20, 218. 
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Table 3: Capital Inputs and Medical Equipment estimated Costs 
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Building  30 30 30 Professor Don 1 
 86,000,000  

106,041,918 

1. Kilombero; 

2. Lions Club Int 

       

96,020,959  

       

96,020,959  

 

4,898,918 

 

1,224,729 

Operation Bed + 

Accessories 
15 15 15 AHA/GTZ 1 

   8,000,000      

7,000,000 

1. Kilombero; 

2. Thamini Uhai 

          

7,500,000  

          

7,500,000  

 

628,249 

 

157,062 

Operation Lamp Set 20 20 20 Lion’s Club int. 1 

   4,000,000     

4,000,000 

5,600,000 

1. Kilombero; 

2. Thamini Uhai 

3. Lion’s Club Int 

    4,533,333       4,533,333  304,711 76,177.80 

Mayo Table 15 15 15 AHA/GTZ 1       472,500  Alibaba.com 472,500       472,500  39,580 9,894.93 

Anesthetic Table 15 15 15 AHA/GTZ 1    4,200,000  Alibaba.com 4,200,000  4,200,000  351,820 87,954.91 

Geomed Theatre 

Machine/Anesthetic 

Machine (OMV) 

7 7 7 AHA/GTZ 1       5,040,000  Ebay.com     5,040,000       5,040,000  808,952 202,238 

Oxygen Concetra-Tor Dual 

Model 2 Flow Meters 6LPM 
10 10 10 AHA/GTZ 1     42,500,000  Kilombero   42,500,000     42,500,000  4,982,297 1,245,574 

Oxygen Paso Meter 7 7 7 AHA/GTZ 1 907,200  Amazon.com 907,200  907,200  145,611 36,402.84 

Sphygmomanometer 

Aneroid 
10 5 7.5 AHA/GTZ 

 

3 
           75,000  Kilombero         75,000          225,000  33,947 8,486.85 

Stretcher Folding Type 10 15 
12.

5 
AHA/GTZ 2 

600,000 

      800,000 

1. Kilombero; 

2. Thamini Uhai 
      700,000       1,400,000  135,962 33,990.50 

Surgeon Stool 15 10 
12.

5 
AHA/GTZ 2         70,000  Kilombero       70,000      140,000  13,596 3,399.05 

Wheel Chair Invalid 

Folding (Adult) 
7 7 7 AHA/GTZ 2          400,000  Kilombero       400,000          800,000  128,405 32,101.27 

Anesthetic Stool 10 15 
12.

5 
AHA/GTZ 2         65,800  Kilombero      65,800       131,600  12,780 3,195.11 

Autoclave   80 Mls  10 10 10 Dr. Mero MU 1   2,000,000  Kilombero 2,000,000   2,000,000  234,461 58,615.25 

Autoclave Machine 20L 

Capacity (Elect.) 
10 10 10 AHA/GTZ 1       1,500,000  Kilombero     1,500,000       1,500,000  175,846 43,961.44 
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Equipment Cupboard 15 15 15 AHA/GTZ 1 650,000  Kilombero 650,000  650,000  54,448 13,612.07 

Drums For Sterilization 

20mls 
8 8 8 AHA/GTZ 2          158,900  Kilombero       158,900          317,800  45,273 11,318.16 

Drums For Sterilization 

80mls 
8 8 8 

AHA/GTZ 
2          300,000  Kilombero       300,000          600,000  85,474 21,368.46 

Drip Stand 15 15 15 AHA/GTZ 2       373,300  Kilombero     373,300       746,600  62,540 15,635.03 

Basin (Stainless Steel) 15 15 15 AHA/GTZ 3 30,000  Kilombero 30,000  90,000  7,539 1,884.75 

Bucket (Stainless Steel) 15 15 15 AHA/GTZ 3 20,000  Kilombero 20,000  60,000  5,026 1,256.50 

Stop Watch 10 10 10 Dr. Mero MU 1        15,000  Kilombero      15,000         15,000  1,758 439.61 

Washing Machine 50 mls 15 15 15 AHA/GTZ 1  20,646,000  Kilombero 20,646,000  20,646,000  1,729,445 432,361.21 

Preparation Table 15 15 15 AHA/GTZ 1 945,500  Kilombero 945,500  945,500  79,201 19,800.33 

Kettle 5 5 5 AHA/GTZ 1 50,000  Kilombero 50,000  50,000  10,918 2,729.43 

Surgical Trolley 10 10 10 AHA/GTZ 2       968,000  Kilombero 968,000  1,936,000  226,958 56,739.57 

Patient Monitor 10 10 10 AHA/GTZ 1  12,000,000  Kilombero 12,000,000  12,000,000  1,406,766 351,691.52 

Doppler 5 5 5 AHA/GTZ 1 126,000  Alibaba.com 126,000  126,000  27,513 6,878.17 

Trays (Trolley Price Given) 12 12 12 AHA/GTZ 
 

3 
         200,000  Thamini Uhai      200,000          600,000  60,277 15,069.31 

Anaesthesia  Machine 15 15 15 AHA/GTZ 1 40,000,000  Thamini Uhai 40,000,000  40,000,000  3,350,663 837,665.80 

Sterilizer Machine 10 10 10 AHA/GTZ 1 5,000,000  Thamini Uhai 5,000,000  5,000,000  586,153 146,538.13 

Oxygen Concentrator  10 10 10 AHA/GTZ 1     3,500,000  Thamini Uhai 3,500,000  3,500,000  410,307 102,576.69 

Suction Machine 15 15 15 AHA/GTZ 2    2,000,000  Thamini Uhai 2,000,000   4,000,000  335,066 83,766.58 

Vacuum Extractor 7 7 7 AHA/GTZ 1       450,000  Thamini Uhai    450,000  450,000  72,228 18,056.96 

Blood Bank Fridge 10 10 10 AHA/GTZ 1  15,000,000  Thamini Uhai 15,000,000  15,000,000  1,758,458 439,614.40 
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Neonatal Resuscitation 

Table (Warmer) 

 

10 

 

10 

 

10 

 

AHA/GTZ 

 

1 

         

8,000,000  

 

Thamini Uhai 

         

8,000,000  

         

8,000,000  

 

937,844 

 

234,461.01 

Drum Dressing(Set) 15 15 15 Dr. Mero MU 1      700,000  Thamini Uhai    700,000      700,000  58,637 14,659.15 

Examination Lamp 15 15 15 Dr. Mero MU 1      300,000  Thamini Uhai     300,000       300,000  25,130 6,282.49 

Resuscitation Bags 5 5 5 Dr. Mero MU 2      100,000  Thamini Uhai    100,000       200,000  43,671 10,917.73 

MVA Set 3 3 3 Dr. Mero MU 3      150,000  Thamini Uhai     150,000       450,000  159,089 39,772.17 

Cheatle Forceps + Jar 10 10 10 Dr. Mero MU 1         21,025  Alibaba.com 21,025  1,025  2,465 616.19 

Dustbins (Steel) 5 5 5 Dr. Mero MU 3        20,000  Shopkeeper 20,000  60,000  13,101 3,275.32 

Sluice For Dirty 20 20 20 Dr. Mero MU 1 50,000  Shopkeeper 50,000  50,000  3,361 840.20 

Solar Power 200 Watts 15 15 15 AHA/GTZ 1    3,300,000  Mobisol.co.tz  3,300,000    3,300,000  276,430 69,107.43 

Caesarian Section Set 10 10 10 AHA/GTZ 2 1,942,500  Kilombero 1942500 3885000  455,441 113,860.13 

Stethoscope Binaural 5 5 5 AHA/GTZ 2     80,000  Kilombero 80000 400000  87,342 21,835.46 

Clinical Thermometer 15 15 15 AHA/GTZ 1       1,700  Kilombero 1700 17000  1,424 356.01 

Fetoscope 20 20 20 Dr. Mero MU 1    105,000  Alibaba.com* 105000 210000  14,115 3,528.82 

Laparatomy Set 
10 10 10 

AHA/GTZ 
2 

5,110,600 

5,200,000 

1. Kilombero 

2. Thamini Uhai 
5,155,300  10,310,600   1,208,717  302,179.22 

D&C Set [with self- 
sterilization tray] 

10 10 10 
Dr. Mero MU 

1 1,650,000  Kilombero 
1,650,000  

  1,650,000   193,430  48,357.58 

Scissor Dissecting Mayo's  
21.5 Cm 

10 10 10 
Dr. Mero MU 

10      10,100  Kilombero 
     10,100  

     101,000   11,840  2,960.07 

Amp Bag For Adults 5 5 5 Dr. Mero MU 2      98,400  Kilombero      98,400       196,800   42,972  10,743.04 

Umbilical Cord Clamp, 
Disposable (Cord Ligature) 

 
7 

 
7 

 
7 

 
AHA/GTZ 

 
2 

      
15,200  

Kilombero 15200  30,400  4,879 1,219.85 
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Essential medicines and supplies  

Reduction of newborn and their mothers’ deaths necessarily requires provision of proper services facilitated by adequate 

availability of medical supplies. Hence, it was important to examine the cost implication of having the services scaled up from the 

perspectives of medicines and supplies. Data on medical supplies were on quarterly basis. Quarterly requirements for medicines 

in a given health center that can provide all-inclusive emergency obstetrical and newborn services of between 50 and 60 cases 

per month and a catchment population of around 40,000 – 50,000 people and an average of 50 HCPs were estimated at Tshs. 

32,791,000 while quarterly supplies were at the tune of Tshs 31,454,600, totaling Tshs. 64,245,600 (USD 29,933 AT 2300/= per 

1 USD in 2020).equivalent to 111,731 USD 256, 982 tshs in 2020. This is constitutes capital and recurrent expenditures. A full 

list of the different types of medicines and supplies including their quantities and prices are provided in table 4 & 5. 

 

 

Table 4: Cost estimates for essential medicines for CEmONC services provision (Quarterly)  

SN Item Unit Qty needed Unit cost Source Total cost 
TSHS 

USD 

1 Ketamine 10ml Injection 50mg/ml 10 vials 10 65,000  Kilombero 
   650,000  

      283  

2 Lignocaine+Adrenaline 50ml Inj 2%+1: 80000 10 vials 50 100,000  Kilombero 
5,000,000  

   2,174  

3 Lignocaine 50ml Inj 2%(20mg/ml)  10 vials 30 15,000  Kilombero 
   450,000  

      196  

4 Bupivacane 10 vials 12 31,000  Kilombero 
   372,000  

      162  

5 Amoxicillin  Capsules 250mg 1000 cp 50 33,000  Kilombero 
1,650,000  

      717  

6 Adrenaline 1ml inj 1mg/ml 10 ampoules 40 8,900  Kilombero 
   356,000  

      155  

7 Sodium lactate compound (hartmann's),500mls 24BT 100 27,000  Kilombero 
2700000 

   1,174  

8 Sodium chloride injection 0.9% for iv,500ml 24BT 100 27,000  Kilombero 
2700000 

   1,174  

9 Diclofenac sodium  25mg/ml,  3ml amp 10 amp 100 2,000  Kilombero 
200000 

       87  

10 Ceftriaxone pdr f inj  1g 1 amp 200 1,200  Kilombero 
240000 

      104  

11 Oxytocin 1ml inj 5iu/ml 10 amp 300 6,100  Kilombero 
1,830,000  

      796  

12 Metronidazole injection 500gm/ml 10 vial 150 6,200  Kilombero 
   930,000  

      404  
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13 Gentamicin 2ml inj 40mg/ml 10 amp 60 2,200  Kilombero 
   132,000  

       57  

14 Cresol saponated (lysol) liquid 50% 5 lt 10 40,000  Kilombero 
   400,000  

      174  

15 Magnesium sulphate injection 50mg/ml 25 vials 30 77,800  Kilombero 
2,334,000  

   1,015  

16 Dextrose 50% intraveneous 100 milliliters 50 6,700  Kilombero 
   335,000  

      146  

17 Methylated spirit liquid 70% 5 lt 10 18,000  Kilombero 
180,000  

       78  

18 Chloroxylenol (dettol) liquid 5% 5 lt 10 28,000  Kilombero 
   280,000  

      122  

19 Chlorhexidine + cetrimide (savlon) liquid  1.5% + 

15% 

5 lt 10 43,000  Kilombero 
430,000  

      187  

20 Ceftriaxone powder inj 250 mg 20 vials 80 22,200  Kilombero 
1,776,000  

      772  

21 Diazepam 2ml inj 5 mg/ml 10 vials 60 3,600  Kilombero 
   216,000  

       94  

22 Hydralazine 1ml pdr f inj 20mg/ml 5 vials 40 40,400  Kilombero 
1616000 

      703  

23 Spinal needles, disposable, 23g 50 pieces 30 77,800  Kilombero 
2334000 

   1,015  

24 Water for injection 10ml 100 vials 100 7,900  Kilombero 
790000 

      343  

25 Dextrose injection 10%,500ml 24 BT 60 26,500  Kilombero 
1590000 

      691  

26 Dextrose injection 5%,500ml 24 BT 120 27,500  Kilombero 
3,300,000  

   1,435  

 TOTAL       32,791,000   14,257  
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Table 5: Cost estimates for essential supplies for CEmONC services provision (Quarterly)  

 
SN Item Unit Qty needed Unit cost Source Total cost USD 

1 Linen (green) sheet –rolls Roll 5 52,000  Kilombero 260,000  113.0 
2 Cotton wool absorbent 500 g Single unit 50 5,600  Kilombero 280,000  121.7 
3 Gauze absorbent bpc 90 cm x 100 m Roll  100 40,400  Kilombero 4,040,000  1756.5 
4 Syringe auto disable 10cc  with  needle 100 Pieces 600 15,600  Kilombero 9,360,000  4069.6 
5 Syringe auto disable 2ml 100 Pieces 600 9,500  Kilombero 5,700,000  2478.3 
6 Syringe auto disable 5cc  with  needle, 100 Pieces 800 9,500  Kilombero 7,600,000  3304.3 
7 Foley balloon catheter 30cc 18f- sterile- two ways 

 
3 9,800  Kilombero 29,400  12.8 

8 I.V. giving set , 25 PC 30 8,000  Kilombero 240,000  104.3 
9 I.V. canula 22 g 50 Pieces 10 18,900  Kilombero 189,000  82.2 

10 I.V. canula 24 g 50 Pieces 10 18,900  Kilombero 189,000  82.2 
11 I.V. canula 20 g 50 Pieces 12 18,900  Kilombero 226800 98.6 
12 I.V. canula 18 g 50 Pieces 10 18,900  Kilombero 189000 82.2 
13 Foley baloon catheter 30cc 16f- sterile- two ways 10 Pieces 3 9,800  Kilombero 29400 12.8 
14 Folley baloon catheter three ways size 20fr 10 Pieces 3 9,800  Kilombero 29400 12.8 
15 Theatre boots Pairs 20 61,100  Kilombero 1,211,000  526.5 
16 Theatre garment (rolls) Rolls 3 400,000  T/Uhai 1,200,000  521.7 
17 Theatre aprons Pieces  10 5,000  T/Uhai 50,000  21.7 
18 Mackintosh (25 feet) 

 
1 225,000  T/Uhai 225,000  97.8 

19 Outoclaving tape Single unit 1 4,600  MSD 2017 4,600  2.0 
20 Airway guedel rubber infant size 54 mm 10 pieces 1 6,000  MSD 2017 6,000  2.6 
21 Airway guedel rubber small adult size 82 mm 10 pieces 1 6,000  MSD 2017 6,000  2.6 
22 Sutures-cromic catgot no 1 + 2 24 Pieces 24 16,000  MSD 2017 384,000  167.0 
23 Sutures-vicrily no 1 +2 10 Pieces 1 6,000  MSD 2017 6,000  2.6 

TOTAL 31,454,600     13,676  
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4.2.4 HEALTH FINANCING 

Health Financing is the lifeline for effective health services provision and such its management 

in the broader aspect has to be ascertained for it is crucial for effective provision of a 

comprehensive, continuous flawless quality health services.  

Health Expenditures  

The 2015-16 TDHS-MIS collected data on inpatient health care expenditures in the six months 

before the survey, outpatient expenditures in the four weeks before the survey, as well as 

any expenses on health-related items (vitamins or bandages, for example) they incurred 

during the four weeks before the survey. Based on those inputs, the estimated total annual 

health-related expenditure per household in Tanzania is 48,332 TZS. Health-related 

expenditures are higher for households in Zanzibar (68,702 TZS) and urban Mainland areas 

(62,861 TZS) than in rural Mainland areas (40,362 TZS). The wealthiest households spend 

more on health-related expenditures than the poorest households (80,620 TZS versus 38,342 

TZS). Regionally, health-related expenditures are highest in Rukwa (119,519 TZS) and lowest 

in Dodoma (13,451 TZS). ©2016 

In year 2017/2018, the Government of Tanzania introduced the Direct Health Facility 

Financing System (DHFFS) in which funds went directly from the treasury to the primary 

health facilities instead of the traditional financial system in which funds were disbursed 

through the district which directly controlled and authorized expenditures to the primary 

health care facilities. The new approach enhanced autonomy, control, ownership and 

transparency as well as reducing bureaucracy thus expediting efficiency, value for money and 

quality of service 

Thus CEmONC HCs need to be assured of appropriate financial management at its level in as 

far as the following areas are concerned; 

An accounting system in place for the control of the proportionate minimum budget 

disbursements, commitments and expenditures as allocated by Central Government, Local 

Government and Development Partners based on Category of Health Centre as per approved 

budget  

At least 2 staff trained with capacity to manage Direct Health Facility Financing system 

Staff trained in Basic training on Accounting and Financial Management 

Staff trained in Basic Book keeping  

Staff trained on Financial Reporting 

Trained HFMT and HFGC to handling petty cash and adhere to expenditure approval ceilings 

at the Health Centre and higher hierarchical levels at the council level to promote some degree 

of autonomy in expenditure thus reducing bureaucracy and expedite service provision without 

jeopardizing financial control and accountability 

Trained HFMT able to solicit, lobby, follow up, Commit, supervise and control 

Comprehensive Sources of funding from 
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 Central Government 

 Personnel Emoluments 

 Major Development Budget (eg major rehabilitation/ construction) 

 Medicines, Medical Equipment and HMIS supplies through MSD and other approved 

vendors 

 Vaccines and immunizations 

 Other Vertical programs eg TB/Leprosy, HIV/AIDS 

 DHFFS 

 HMIS materials and equipment 

 Seed medical training costs and postgraduate studies 

 Local Government Authorities 

 Minor development 

 Temporary employees 

 SS & Mentorship 

 Environmental health and sanitation 

 Cost Sharing 

 User Fees 

 National Health Insurance Fund (NHIF) 

 Improved Community Health Fund (ICHF)) 

 Partners 

 NGO/CSOs – line programs 

 Religious organizations 

 Individual companies/Institutions 

 Researchers – pertinent operational research 

 Development Partners (DPs) – direct subsidy through basket funding  

 Community contributions 

 Direct community contributions - ward/village funds 

 Indirect/in kind community contributions 

 Individual contributions  

Cost estimates 

a) Accounting System installation and post installation follow up. 

The estimated costs for acquiring, installation and training of the existing Government of 

Tanzania Hospital Management Information System (GoTHoMIS) is presumably to be 

continued to be done centrally through PORALG  

 

b) Training 

 Costs for training of 10 HFMT members and 2 HFGC on basic financial management and 

accounting protocols and Training costs of 10 HFMT members and 2 HFGC members to 

handling petty cash and adhere to expenditure approval ceilings at the Health Centre and 

higher hierarchical levels plus training of 10 HFMT and HFGC to be able to solicit, follow 

up, supervise and control Committed Comprehensive Sources  

 Training costs at a central council site for one week in 2 groups 2groups x 7days x 

6people x per diem 120,000/= equals 10,080,000/= 
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 Training costs of staff with capacity to manage Direct Health Facility Financing system 

by training 2 staff members in Basic training on Financial Facility Accounting and 

Reporting System (FFARS) and Financial Management eg on Basic Book keeping and 

on Financial Reporting 

 Costs 1 person x 2 sessions x 7 x 120,000/= equals 1,680,000/= 

 Trainers costs: 

 2 sessions in every district/council of one week each to train all elements and 

groups on financial management aspects 

 Costs per Diem: 2 sessions x 7days x 3 people x 120,000/= equals 5,040,000/= 

 Costs facilitation: 2 sessions x 7days x 3 people x 200,000/= equals 8,400,000/= 

 Fuel: lump sum 500,000/= 

 Driver: 1 x 14days x 120,000/= equals 1,680,000/= 

 Drinking water and Snacks: 84 trainees & 6 others = 90 x 5,000/= equals 

450,000/= 

 Stationery: total of 84 trainees x 5,000/= equals 420,000/= 

 Venue: 14 days x 500,000/= equals 700,000/= 

 Contingency: 500,000/= 

Total trainers’ costs for 2 sessions of one week duration each per council will be 

5,040,000/= + 8,400,000/= + 500,000/= + 450,000/= + 420,000/= + 700,000/= + 

500,000/= equals 16,010,000/= 

 

These trainers’ costs will be shared by all HCs trained in the council. 

An assumption of an average of 6 government HCs for each council has been used. 

The average trainers’ costs on each HC is 16,010,000/6 equals approximately 

2,670,000/= shared average 

The total training cost per HC under this thematic area will be 10,080,000/= + 

1,680,000/= + 2,670,000/= equals 14,430,000/= 

Issues of equity as per Health Expenditures in the different parts of the country  

The 2015-16 TDHS-MIS collected data on inpatient health care expenditures in the six months 

before the survey, outpatient expenditures in the four weeks before the survey, as well as 

any expenses on health-related items (vitamins or bandages, for example) they incurred 

during the four weeks before the survey. Based on those inputs, the estimated total annual 

health-related expenditure per household in Tanzania is 48,332 TZS. Health-related 

expenditures are higher for households in Zanzibar (68,702 TZS) and urban Mainland areas 

(62,861 TZS) than in rural Mainland areas (40,362 TZS). The wealthiest households spend 

more on health-related expenditures than the poorest households (80,620 TZS versus 38,342 

TZS). Regionally, health-related expenditures are highest in Rukwa (119,519 TZS) and lowest 

in Dodoma (13,451 TZS). 

 

In order to improve and maintain quality and equity of services at the CEmONC HCs 

there has to be put in place a simple and an appropriate financing mechanism of the 

HCs to be implemented by grading OR categorizing HCs in accordance to size and scope 
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of each HC’s operations in order to determine its quantitative load as well as its qualitative 

assessment as done by the 2 yearly existing star rating system.  

 

4.2.5 HEALTH MANAGEMENT INFORMATION SYSTEM 

Health Management Information System (HMIS) is mandatory in evidence based decision 

making. Issues relating to quality of data such as Format, Relevance, Amount, Accuracy, 

Completeness and timeframe have to be emphasized as well as issues relating to; The 

following need to be in place; 

a) At least 2 Workers trained in HMIS  

b) HMT trained and supervised to create capacity to adherence to Format, Relevance, 

Amount, Quality, Completeness and timeframe of HMIS data 

c) Adequate stock of tools for collection and analysis (MTUHA (HMIS) Books and IT 

equipment) 

d) HMT trained on basic IT knowledge and utilization 

e) All workers trained on the basics of IT  

f) HMT trained and supervised to create capacity of internal utilization of data and of doing 

“small” operational researches 

g) HMT trained and supervised to create capacity  of timely transmission of HMIS data 

h) HMT trained and supervised to create capacity  for E learning and utilization  

i) HMT trained and supervised to create capacity of doing internal M&E and cascade M&E to 

its satellite dispensaries including quality assurance audits and star rating 

 

Cost estimates 

Training costs of 2 Workers in HMIS data collection and entry 

a) Training costs of 10 HFMT to create capacity to adherence of Format, Relevance, Amount, 

Quality, Completeness and timeframe of HMIS data, on basic IT knowledge and utilization, 

on internal data utilization and timely transmission and on operational research on E 

learning and utilization 

b) Costs for tools of collection and analysis (MTUHA (HMIS) Books and IT equipment) 

c) Training costs of 30 HC workers on the basics of IT   

d) Training costs of 10 HFMT and supervised to create capacity of doing internal M&E and 

cascade M&E to its satellite dispensaries including quality assurance audits and star rating 

 

NB: This training can be done by combining it with the other training sessions 

 

 

4.2.6 QUALITY HEALTH SERVICES 

Star rating is a quality assurance approach for primary health facilities introduced in 2015 by 

Ministry of Health, Community Development, Gender, Elderly and Children as a strategy to 

improve the quality of primary health care service provision. This approach rates the primary 

health facilities in relation to a set of scores and ranks them from 0 to 5. Countrywide star 
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rating findings for the year 2015 showed that 456 (6%) of primary health facilities scored 0; 

2396 (33%) scored 1 star; 3067 (42%) score 2 stars; 1276 (18%) scored 3 stars; 94 (1%) 

scored 4 stars and none of the facilities scored 5 stars.18  

 

While the average star rates for the five intervention HCs was 2.2 in 2016, it increased to 2.8 

in 2018. Two HCs maintained their star rates of 2 while three HCs increased their star rates 

each by one. The star rates of the two control HCs were the same at 2 in 2016 and in 2018 

 

For effective and efficient quality health services delivery the following need to be in place at 

a CEmONC Health Centre: 

a) Quality assurance practice  

 All workers trained in 5S (Sort, Set, Shine, Standardise and Sustain) 

 Presence of trained and active Quality Improvement Teams (QITs) 

 Capacity to adherence to Standard Operating Procedures (SOPs) 

 Capacity to adherence to Infection Prevention Control (IPC) protocols 

 Availability of Basic Health Guidelines 

b) Customer Care 

 Capacity and evidence to Conduct Client exit interviews  

 Have in place functioning Suggestion boxes 

c) Capacity to provide Periodic Reports and conduct operational research 

 

Cost estimates 

a) Training costs of 40 workers on 5S (Sort, Set, Shine, Standardise and Sustain) 

Training costs of 6 Quality Improvement Teams (QITs) members 6 members x trained in 

sessions to a total of 5 days for theory and practical @ 100,000/= equals 3,000,000/= 

b) Training costs of 10 HFMT members on Standard Operating Procedures (SOPs) and on 

Infection Prevention Control (IPC) protocols 10 members x trained in sessions to a total 

of 3 days for theory and practical @ 100,000/= equals 3,000,000/=  

c) Total costs 6,000,000/=. 

 

 

4.2.7 ADVOCACY, COMMUNITY MOILIZATION AND PARTICIPATION 

Roles of the Communities:  

Communities are involved in RCH interventions through Councils in the process of planning, 

monitoring and evaluation and other health services. Their participation includes coordination 

of the activities of Community Health Workers, inclusion and participation in the health boards 

and health facility governing committees and promoting RCH outreach activities (Tanzania 

One Plan II 2016 -2020) 

 

                                                           
18 Kapologwe, NA et al (2020). Development and upgrading of public primary healthcare facilities with essential 
surgical services infrastructure: a strategy towards achieving universal health coverage in Tanzania. BMC Health 
Serv Res 20, 218. 
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Working with individuals, families and communities is critical for ensuring the continuum of 

care during pre-pregnancy, pregnancy, child birth, the immediate postpartum period and 

childhood (Tanzania Sharpened One Plan 2014 -2015) 

 

When a health facility becomes a CEmONC HC its bond and relationship with the community 

is expected to be stronger as a consequence of its expanded services hence increased demand 

and expectations from the community as well as increased pressure to the health workers 

because any mishaps are bound to be more noticed due to the sensitive and delicate nature 

of services offered.  

The following need to be in place 

a) A complete, oriented  and well-functioning Health Facility Governing Committee (HFGC)  

b) Capacity to conduct scheduled outreach MCH services 

c) Capacity to support, supervise and work with CHWs 

d) Leadership that seeks support from and works with local authorities and communities in 

planning, monitoring and evaluation of service provision 

e) At least 2 trained health workers on basic IEC skills to conduct effective community 

sensitization and participation  

f) A trained HMT that is able to present effective advocacy at the various hierarchal health 

levels 

g) A trained HMT that can maintain a robust Public Private Partnership (PPP)  

  

Cost estimates 

1. Selection, orientation  and maintenance costs for quarterly Health Facility Governing 

Committee (HFGC) meetings 

7 members x 4 meetings per annum @ 80,000 equals 2,240,000/= 

Stationery at 10,000/= per annum x 7 members equals 70,000 

Total costs 2,310,000/= 

2. Training costs for 2 health workers on basic IEC skills and of conducting at least quarterly 

effective community sensitization and participation sessions 

2 x 100,000/= x 7 days equals 1,400,000/= 

3. Monthly on-site training costs for 8 HFMT members on skills for effective advocacy at the 

various hierarchal health levels and on Public Private Partnership (PPP) for an estimated 

cost of lunch allowances at 10,000/= x 8 x 12 equals to 960,000/=  
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Summary of total average costs (in year 2020) includes the costs for construction, development of CEmONC 

training,  key capital costs for the integrated functional resource requirements summarized as follows in Tshs and 

USD: 

No System Sub-system 

NEW/REHAB 
CEmONC HC 

COSTS YEAR 1 
(Tshs) 

NEW/REHAB 
CEmONC HC 
COSTS YEAR 

1 (USD) 

% 
CHANGE 

RECURRENT 
COSTS in 

(TSHS) 

Recurrent 
costs 
(USD) 

Lions Club 
Sweden 
actual 
costs 
(USD) 

1 
Leadership & 
Management 

SS & Mentorship 20,000,000 8,700 100 20,000,000 8700 - 

2 
Human Resource for 
Health 

PE Salaries - average 50 
HCPs 

480,000,000 208,000 104 500,000,000 217,500  

CEmONC training per 
trainee 

30,000,000 13,050 25 7,500,000 3,262 2,200 

3 Health Financing Training as team 10,000,000 4,350 10 2,000,000 870 - 

4 
Infrastructure, supply 
chain System including 
transport 

Operating Theatre 80,000,000 34,800 25 10,000,000 4,350 67,000 
Maternity Block 
(MB)/Waiting Home 

200,000,000 87,000 1 2,000,000 870 50,000 

Other buildings (minus 
MB)  

120,000,000 52,200 1 1,200,000 522 -_ 

Equipment: 
theatre/general 

100,000,000 43,500 100 100,000,000 43,500 
(Solar) 
77,100 

Medicines/Reagents 100,000,000 43,500 100 100,000,000 43,500 6,300 
Ambulance  - 4WD 80,000,000 34800 5 4,000,000 1,740 - 

  Water supply/electricity 10,000,000 4,350 100 10,000,000 4,350 100,000 

5 HMIS 
Training plus HMIS 
supplies 

10,000,000 4,350 10 1,000,000 435 - 

6 Quality Health Services Training plus Equipment 20,000,000 8,700 10 2,000,000 870 - 

7 
Advocacy, Community  
Sensitization & 
Participation 

CHWs, Public Address 
equip & Mobilization 

20,000,000 8,700 10 2,000,000 870 - 

TOTAL ESTIMATED COSTS 1,380,000,000 574,000 58 761,700,000 331,174 302,500 
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SUMMARY OF ESTIMATED AVERAGE COST SUMMARY OF A NEW “CEMONC 

HEALTH CENTRE” 

 

No 

1 

2 

3 

4 

Item Tshs  (000) USD 

Infrastructure – Construction works 400,000,000 173,900 

Capital equipment plus equipment 100,000,000 43,500 

Personnel items Emoluments (PE) 480,000,000 208,800 

Consumables/non-consumables  including 

Medicines, drugs and laboratory reagents (Other 

charges – OC) 

200,000,000 87,000 

Total estimated average costs for a new 

“CEmONC Health Centre” (A) 
1,380,000,000 574,200 

  

Summary of Estimated average Costs for upgrading an existing HC 

  

No Item Tshs  (000) USD 

1 

2 

3 

4 

Infrastructure – Construction works 160,000,000 69,560 

Capital items plus equipment 100,000,000 43,470 

Personnel Emoluments (PE) additional costs 20,000,000 8,700 

Consumables/non-consumables  including 

Medicines, drugs and laboratory reagents  
120,000,000 52,180 

Total estimated average costs for upgrading 

an existing HC to become CEmONC ready (B) 
400,000,000 173,910 

 

SUMMARY OF ESTIMATED AVERAGE ANNUAL RUNNING COSTS OF A CEmONC HC 

 

No Item Tshs  (000) USD 

1 

2 

3 

4 

Infrastructure – Planned Preventive Maintenance 

(PPM) 
4,000,000 1,740 

Capital items plus equipment 10,000,000 4,348 

Personnel Emoluments (PE) 500,000,000 217,390 

Consumables/non-consumables  including 

Medicines, drugs and laboratory reagents  
120,000,000 52,174 

5 Other running costs 127,700,000 55,522 

Total Estimated average annual Running costs of a 

CEmONC HC (C) 
761,000,000 331,174 

 

The estimated costs of establishing a new CEmONC HC with HCPs annual Personnel 

Emoluments (salaries etc) is Tshs 1,380,000 (USD 574,200) while the estimated upgrading 

additional costs for an existing HC to become a CEmONC HC is 400,000 Tshs (USD 173,910). 

Thee total estimated running costs for a fully fledge CEmONC HC is approximated at Tshs 

761,000,000 (USD 331,174).  
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4.3 ENABLING AND INHIBITING FACTORS 

Eliciting the basic enabling and inhibiting factors at HCs implementing CEmONC services has been innovated by use of an 

approach to elicit at both the implementing and control HCs’ strengths, areas of improvement (weaknesses), opportunities and 

challenges (threats) with the strengths and opportunities as enablers while areas of improvement and challenges were taken as 

inhibitors.  

 

Table of basic enabling and inhibiting factors at CEmONC Health Centres (HCs) in the ASDIT project using the 

SAOC approach  

NB: *ENABLING FACTORS; **INHIBITING FACTORS 

 

SYSTE
M NO 

SYSTEM AREA 
SYSTEM 
SECTION 

Basic Question *STRENGTHS 
**AREAS OF 

IMPROVEMENT 
*OPPORTUNITIES **CHALLENGES 

1 

LEADERSHIP, 
MANAGEMENT, 
GOVERNANCE 
AND 
ACCOUNTABILITY 

LEADERSHIP 

What is the 
leadership Style? 

Knowledge of 
different leadership 
styles, including 
transformational 
leadership 

Strengthening 
leadership 
knowledge and 
practice 

Continuing 
education on 
leadership; 
 
Recognition of 
importance of 
strong leadership 
at all levels 

Access to 
leadership 
training/ 
ongoing 
learning;  
 

Role 
model/Commitme
nt 

Commitment exists 
among HCs to 
improve leadership; 
most of those 
receiving training 
were given 
leadership roles; 
mentorship for 
others on team; 
commitment to 
collaboratively 
working in teams 

Utilizing workers 
trained in 
leadership roles 
within the 
organization; 
Succession 
planning;  
Improve 
communication 
across management 
teams and staff; 
 

Ongoing 
mentoring of 
leaders to 
support 
successes and 
address ongoing 
challenges; 

Continued 
access to 
leadership 
training;  
Integrated 
succession 
planning; 
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SYSTE
M NO 

SYSTEM AREA 
SYSTEM 
SECTION 

Basic Question *STRENGTHS 
**AREAS OF 

IMPROVEMENT 
*OPPORTUNITIES **CHALLENGES 

Does the 
leadership have a 
Strategic 
focus/plan? 

Many have 
developed strategic 
plan 

Implementing 
strategic plans; 
 

Additional 
training and 
ongoing 
mentoring to 
continually 
develop 
leadership 
capacity and 
strategic planning 

Strategic plans 
becoming 
dated;  
 

MANAGEMENT 

Is the 
administrative 
structure available 
and functioning? 

HFMTs are 
functioning at all 
HCs 

Capacity for overall 
management;  
Succession planning 

Scaling up of 
leadership and 
management  
training/ 
mentoring that 
has been 
developed; 

Sustained 
leadership 
training; 
assuring 
mentorship; 
Insufficient 
succession 
planning 

Are tasks clearly 
defined to all 
workers 

Tasks are 
performed  by 
different cadres 

Tasks should be 
clearly defined in 
writing 

BRN star rating 
requires tasks to 
be defined in 
writing 

Lack of  specific 
Supportive 
supervision  and 
availability of 
stationery 

Are there regular 
internal SS visits 

Some SS which is 
Sporadic and 
undefined available 

Institute a defined 
regular SS by HFMT 

Existence of 
policy and 
Quality 
Improvement 
Teams (QITs) 

Staff shortages 
and follow up 

GOVERNANCE 

Is there a Facility 
Governing 
Committee? 

Available and 
formally functioning 

Roles and functions 
not clear to some 
members 

BRN Star rating 
assessment 
criteria as well 

Missing formal 
Accountability 
through reports 

Are there regular 
HFGC meetings? 

Some meetings are 
taking place 

Improve on 
regularity 

Supported by 
clear policy 

Logistic 
mechanisms to 
support 
meetings 
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SYSTE
M NO 

SYSTEM AREA 
SYSTEM 
SECTION 

Basic Question *STRENGTHS 
**AREAS OF 

IMPROVEMENT 
*OPPORTUNITIES **CHALLENGES 

Does Mgt respond 
to HFGC 
resolutions? 

Some pressure from 
meetings enhances 
accountability 

Formalize reports 
and action taken 
due to meetings 

BRN Star rating 
assessment 
criteria as well 

Follow up and 
accountability  

ACCOUNTABILIT
Y 

Are there regular 
mgt reports? 

Reports are 
produced regularly 

Use of reports for 
decision-making 

Scaling up of 
leadership and 
management  
training/ 
mentoring that 
has been 
developed; 

Follow up and 
accountability 
System 

Are there Postings 
on Notice Board as 
required? 

Some are available Postings are not 
utized as intended 

Many postings 
are supplied by 
MOH 

Follow up and 
accountability  

Is there a 
Suggestion Box? 

Most facilities have 
suggestion boxes 

Utilization as per 
policy 
Address perceived 
bias or less-than-
favourable 
perceptions of 
inaction by clients;  

Implement 
strategies for 
objective, 
transparent 
review of 
suggestions and 
action 
development 

Inaction on 
suggestions; 
Lack of 
transparency; 

2 
HUMAN 
RESOURCE FOR 
HEALTH 

NUMBERS 

Proposed Staffing 
levels by institution 

Some Task shifting 
implemented 

Staffing based on 
needs of population 
and services being 
provided 

Utilize needs-
based HRH 
planning for 
teams and WISN 
for ongoing 
workload 
monitoring 

Insufficient 
capacity to 
apply tools; 

Available staff Numbers of 
available staff to 
perform CEmONC 
services increased  

Staff shortages exist 
with increase of 
services offered; 

Utilize needs-
based HRH 
planning for 
teams and WISN 
for ongoing 

Insufficient 
capacity to 
apply tools; 
 
Capacity to 
implement 
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SYSTE
M NO 

SYSTEM AREA 
SYSTEM 
SECTION 

Basic Question *STRENGTHS 
**AREAS OF 

IMPROVEMENT 
*OPPORTUNITIES **CHALLENGES 

workload 
monitoring 

strategies 
aimed at 
reducing HRH 
gaps 

Strategic/ Key staff 
deficiencies 

Staffing levels need 
to be aligned with 
needs of population 
and services (ie 
increased number/ 
type of services at  
HCs 

Utilization of needs-
based HRH planning 
approaches; 
Enhanced use of 
WISN for facility-
level workload 
planning 

Coordination of 
needs-based HRH 
planning at 
district and 
national levels 

Capacity for 
HRH planning; 
health 
information 
system gaps in 
HRH data; 

SKILLS 

Clinicians (trained 
on CEMONC / 
anaesthesiology) 

Training programs 
to enhance clinical 
skills within 
facilities; 
Mentorship – 
leading to  
Improved skills 
among 42 
associated 
clinicians; 
E-learning modules 
utilized 

On-going access to 
training/mentorship
; 
 
Non-human 
resource 
availability; 
 
 
 

Scaling up of 
training program, 
perhaps including 
the use of train-
the-trainer 
approaches;  
 
Costing packages 
utilized; 
 
Improved supply 
chain 
mechanisms;  
 
Enhanced 
utilization of HRH 
planning tools 

Workload/ 
Competing 
demands in 
clinic; 
Deployment 
practices within 
HCs – e.g., 
shifting trained 
MNCH staff to 
other areas; 
Sustainability 
(Movement of 
clinicians)  
 

Nurses (theatre 
nurse) 

Improved skills in 
CEmONC; 
Enhanced team 
collaboration; 
E-learning modules 
utilized 

Ongoing team 
development; 
Workload planning; 
Improve access to 
e-learning materials 
via mobile phones 

Scaling up of 
training program 
to include nurses; 
Costing packages 
utilized; 
 

Workload; 
Deployment 
practices; 
Sustainability; 
Lack of  
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SYSTE
M NO 

SYSTEM AREA 
SYSTEM 
SECTION 

Basic Question *STRENGTHS 
**AREAS OF 

IMPROVEMENT 
*OPPORTUNITIES **CHALLENGES 

 
Improvements seen 
in commitment and 
dedication of 
existing staff;  
 
Improved team 
spirit among staff - 
Health providers 
working as a team 
to respond to 
emergencies 

for nurses as well as 
clinicians 

Improved supply 
chain 
mechanisms 
Enhanced 
utilization of HRH 
planning tools; 
 
Utilizing current 
technology 
(phones/tablets) 
for continuing 
education 

Supporting staff All facilities have 
supporting staff to 
assist in 
nonprofessional 
duties 

Training for safety 
and proper handling 
of medical and non-
medical work: 
Staying away from 
involving 
themselves into 
professional duties 
 

Existence of 
Policies, 
regulations and 
protocols for 
their specific 
roles 

Shortage of 
staff 

MOTIVATION 

Key Staff Houses Existence of some 
key staff houses 

Increase number of 
staff houses; 
Rehabilitation and 
repair 

Availability of 
space for 
construction 

Finance 
Maintenance 
culture and 
policy 

Payment of leave 
travel Allowances / 
extra duty 

Facilities are 
implementing at 
different rates 

Planning and 
budgeting 

Existence of 
Policy to that 
effect 

Finance and 
lack of authority 
at base 

Provision of 
Uniforms 

Facilities are 
implementing at 
different rates 

Planning and 
budgeting 

Existence of 
Policy to that 
effect 

Finance and 
lack of authority 
at base 
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SYSTE
M NO 

SYSTEM AREA 
SYSTEM 
SECTION 

Basic Question *STRENGTHS 
**AREAS OF 

IMPROVEMENT 
*OPPORTUNITIES **CHALLENGES 

3 
HEALTH 
FINANCING 

DIRECT SUBSIDY 

DHFFS, Dev, MSD Decentralized 
financing allowing 
for local decisions 
based on need 

Expenditure 
approval process; 
Utilization of health 
Information for 
decision-making 

Council level 
cascaded 
expenditure 
approval process; 
 
Availability of a 
health 
management 
information 
system 

Inflexible 
department and 
facility level 
cascaded 
expenditure 
approval 
process ; gaps in 
information 
collected  

Own Source – 
LGA/FBO 

Some funds 
allocated 

Transparency and 
eligibility 

Council 
Authorities’ 
mandates 

Equity in access 
due to income 
status 

Cost sharing Availability of Cost 
sharing and 
Community Health 
funds  

Transparency and 
accountability 

Availability of 
HFGC 

Auditing and 
HFGC mandate 
for 
accountability 

PARTNERS 

Basket Health Fund Available and life 
server 

Participatory 
Planning 

Clear allocation 
formula and 
reporting system 

department and 
facility level 
cascaded 
expenditure 
approval 
process 

NGOs Independent 
support from NGOs 

Transparency and 
coordination 

Complementatio
n of services 

Line up with 
Strategic plan 

Private Supplementary 
services  

Affordability and 
professionalism 

Complementatio
n of services  

Charges for 
services 

COMMUNITY 

CHF contributions Increased 
community 
enrolments 

Community 
enrolment still low 

Policy for 
improved CHF 

Free Medicare 
to some groups 

NHIF 
reimbursements 

Mostly done Late 
reimbursements; 
Quality of claims 
 

Availability of 
alternative 
financing 

Graded costs 
for reimbursed 
same services 
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SYSTE
M NO 

SYSTEM AREA 
SYSTEM 
SECTION 

Basic Question *STRENGTHS 
**AREAS OF 

IMPROVEMENT 
*OPPORTUNITIES **CHALLENGES 

Other community 
support 

Indirect Local 
Community 
involvement and 
support 

Sensitization, 
Participation and 
transparency 

Community 
ownership policy 
and HFGC 

Competing 
interests and 
conflicts of 
interest 

4 
INFRASTRUCTUR
E AND SUPPLY 
CHAIN SYSTEM 

INFRASTRUCTUR
E 

Availability and 
state of Buildings 

Monitoring of 
infrastructure part 
of BRN star-rating  

General upkeep of 
buildings; additional 
buildings/areas for 
key MNCH services 
such as neonatal 
ICU, blood bank, 
testing centres 

Development of 
SOP for 
infrastructure 
maintenance and 
repair 

Dedicated 
resources for 
infrastructure 

Electricity or solar 
power supply 

Grid power 
available in most 
facilities 

Installations at all 
buildings 

National Rural 
electrification 
program 

Finance for 
Payments of 
bills 

Water Supply 
system 

Water systems in 
place 

Water harvesting 
systems 

Improved water 
supply schemes 
to village 

Finance for 
Payments of 
bills and repairs 

TRANSPORT 

Availability of an 
Ambulance or 
tricycle ambulance 

Ambulances have 
become available at 
some health centres 

Improve availability 
of ambulance 
support at all health 
centres 

Improve access 
to CEmONC 
services through 
improved 
ambulance 
availability 

Insufficient 
funding for 
ambulance 
purchase and 
maintenance 

Availability of 
General (public) 
transport 

Most facilities (3 out 
of the 4 govt HC) 
have 4WD 
ambulances 

PPM and availing 
the ambulances to 
ferry emergency 
case for homes 
and/or dispensaries 
to the HCs 

Free services Finance for PPM 
and 
replacements in 
cases of 
accidents, old 
age, etc 

Availability of 
Personal/private 
transport 

Mechanisms in 
place  for referrals 
by private transport 
from the 
community 

Transparency in 
fixing rates 

Availability and 
willingness of 
transport from 
the community 

Affordability 
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SYSTE
M NO 

SYSTEM AREA 
SYSTEM 
SECTION 

Basic Question *STRENGTHS 
**AREAS OF 

IMPROVEMENT 
*OPPORTUNITIES **CHALLENGES 

MATERIALS 

Medicines (tracer 
drugs) 

There has been 
some improvement 
in the availability of 
medicines at most 
intervention health 
centres 

Consistent and 
reliable availability 
at all health centres 

Development of 
resource 
packages for 
CEmONC 

Inconsistent 
supply chain 
management; 
lagging national 
guidelines/ 
policies 

Essential Medical 
Equipment 

There has been 
some improvement 
in the availability of 
equipment at most 
intervention health 
centres 

Consistent and 
reliable availability 
at all health 
centres; 
Availability of 
Essential Delivery 
Packs and Essential 
C-section Packs 
Availability of blood 
for Blood 
Transfusion 
Replacing outdated 
equipment; 

Development of 
resource 
packages for 
CEmONC 

Resources for 
procurement; 
Inconsistent 
supply chain 
management; 
lagging national 
guidelines/ 
policies; 
Insufficient 
capacity to 
maintain/ repair 
equipment 

Essential General 
Supplies 

There has been 
some improvement 
in the availability of 
supplies at most 
intervention health 
centres 

Consistent and 
reliable availability 
at all health centres 

Development of 
resource 
packages for 
CEmONC 

Inconsistent 
supply chain 
management; 
lagging national 
guidelines/ 
policies 

5 

HEALTH 
MANAGEMENT 
INFORMATION 
SYSTEM (HMIS) 

SUPLLIES 

Availability of HMIS 
materials & 
utilization at base 

HMIS functioning at 
all facilities 

Availability of HMIS 
tools all the time; 
Utilization of HMIS 
data at base 

HMIS tools 
centrally supplied 

Urgent 
Feedback and 
absence of 
Dash-board 
indicators for 
CEmONC quick 
response 
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SYSTE
M NO 

SYSTEM AREA 
SYSTEM 
SECTION 

Basic Question *STRENGTHS 
**AREAS OF 

IMPROVEMENT 
*OPPORTUNITIES **CHALLENGES 

Availability of 
Stationery for 
official use 

Some available Key stationery for 
basic managerial 
functions  

Participatory 
planning and 
budgetary 
process 

Insufficient 
resources to 
support e-
records 

 Availability of IT 
gear 

Some IT hard ware 
available 
Availability of 
mobile phones 
including smart 
phones 

Internet access 
IT gear including 
tablets and smart 
phones 

Availability of 
mobile IT services 
Transition to 
electronic 
records 

Stable internet 
connectivity 

DATA ENTRY 

Format, Relevance 
Quantity 

National core 
indicators database 
has been 
developed; 

Consistent data 
collection;  
Add core indicators 
for MNCH; 

Expand core 
indicators to 
improve 
monitoring  and 
responses where 
indicated 

Insufficient 
commitment to 
improving 
capacity; 
Resourcing for 
improving 
capacity 

Skills on HMIS Some staff trained 
on HMIS 

New staff training 
Retraining also 
required 

TOT and 
Availability of 
Training 
curriculum 

Finance and 
shortage of staff 

Time required for 
filling HMIS and 
other data entry 

Most facilities 
accomplish within 4 
days after end of 
month 

Entry and 
interpretation 
redlines 
Electronic transfer 

Cascade 
collection 
systems in place 

Accountability 
and utilization 

DATA ANALYSIS 

Immediate action Some actions taken Regular HFMT 
meetings 

Availability of 
Regulatory 
Policies and 
support 

Finance 
Human 
Resource for 
Health 

Joint response HFGC meetings Regular HFMT 
meetings 

Availability of 
Regulatory 
Policies and 
support 

Finance 
Human 
Resource for 
Health 
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SYSTE
M NO 

SYSTEM AREA 
SYSTEM 
SECTION 

Basic Question *STRENGTHS 
**AREAS OF 

IMPROVEMENT 
*OPPORTUNITIES **CHALLENGES 

Planning HFGC meetings OPR 
HFMT meetings and 
Stakeholders 
engagements 

Availability of 
Regulatory 
Policies and 
support 

Finance 
Human 
Resource for 
Health 

REPORTING 

Accuracy Cascade scrutiny Cross checking due 
to Inadequate staff 

Availability of 
Regulatory 
Policies and 
support 

Finance 
Human 
Resource for 
Health 

Timeliness HMIS regulation 
and cascade 
collection 

Absenteeism when 
sending reports out 
of station is 
required 

Availability of 
Regulatory 
Policies and 
support 

Human 
Resource for 
Health 

Completeness Cascade scrutiny Inadequate sharing 
at base 

Availability of 
Regulatory 
Policies 

Human 
Resource for 
Health 

DESSIMINATION 

Internal feedback Some HFMT 
meetings 

Regular HFMT 
meetings and all 
workers meetings 

Regulatory 
requirement 

Finance 

Clients  Sporadic Health 
Education sessions 

Regular focused 
health education 
sessions 

Regulatory 
requirement 

Finance 

Community National campaigns HFGC meetings 
Notice Boards 
Provision of Health 
Reports to local 
authorities and 
during Regular local 
meetings 

Regulatory 
requirement 

Finance 

6 
HEALTH 
SERVICES 
DELEIVRY 

OPD 

Reception Room Available 5 S arrangements Quality 
Improvement 
Team (QIT) 

Finance 
HRH 

Drug dispensing Room Available Cleanliness, Safety, 
adequacy and IPC 

Quality 
Improvement 
Team (QIT) 

Finance 
HRH 
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SYSTE
M NO 

SYSTEM AREA 
SYSTEM 
SECTION 

Basic Question *STRENGTHS 
**AREAS OF 

IMPROVEMENT 
*OPPORTUNITIES **CHALLENGES 

Injections & 
dressings 

Rooms Available IPC Quality 
Improvement 
Team (QIT) 

Finance 
HRH 

MCH 

FP Availability of FP 
drugs and options 

Health Education Vertical supplies Transport and 
maintenance of 
Cold chain 
system 

Maternal health MCH Clinics Outreach services Vertical supplies Transport and 
maintenance of 
Cold chain 
system 

Child health MCH Clinics and 
vaccinations 

Outreach services Vertical supplies Transport and 
maintenance of 
Cold chain 
system 

INPATIENT 

Male in-patients 
bed space 

Some beds and 
linen available 

Address cleanliness 
of linen and repair 
of beds 

Stocks available 
from MSD 

Finance 

Female in-patients 
bed space 
including OBS 

Some beds and 
linen available 

Address shortages 
of beds, particularly 
in maternity wards 

Stocks available 
from MSD 

Finance 

Paediatrics in-
patients bed space 

Some beds and 
linen available 

Address cleanliness 
of linen and repair 
of beds 

Stocks available 
from MSD 

Finance 

CEMONC 

Availability of a 
Theatre 

Standard Theatre 
available 

Improve on 
cleanliness, sterility 
and equipment for 
operation 

Presence of 
Theatre Nursing 
cadre 

Training and 
shortage of HRH 

Availability of a  
Maternity Waiting 
Home (Pre and 
Postnatal MWH) 
 
 

Community 
awareness of need 
for local resources 
for women; 
 
 

Availability in all 
health centre’s 
catchment areas 

Community 
mobilization and 
CHMT advocacy;  
 
Use of health 
data for 

Insufficient 
space 
availability; 
resourcing;  
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SYSTE
M NO 

SYSTEM AREA 
SYSTEM 
SECTION 

Basic Question *STRENGTHS 
**AREAS OF 

IMPROVEMENT 
*OPPORTUNITIES **CHALLENGES 

determining 
extent of need  

Are Mentorships 
on CEMONC 
conducted? 

ASDIT project 
demonstrating 
importance of 
mentorships; 
Mentorship 
program developed 

Frequency of 
mentoring 
(continuous vs 
sporadic); 
assessment of 
where & when 
mentoring is 
required 

Scaling up of 
mentorship 
programs; 
 
Local 
involvement 
(CHMTs / RHMT 
and HFMTs) in 
the 
implementation 
of mentorship 
programs 

Sustainable 
resourcing for 
mentorship; 
insufficient use 
of data for 
identifying need 
for mentorship 
interventions 

LABORATORY 

Parasitological 
tests 

Conducted in all 
facilities 

Improvement of  
test accuracy, 
reagents , reagents 
and waiting time 

Availability of 
trained personnel 
and SOPs 

Staff shortage 

Microbiology tests Conducted in all 
facilities 

Improvement of  
test accuracy and 
waiting time 

Availability of 
trained personnel 
and SOPs 

Staff shortage 

Haematology tests 
with Blood bank? 

Blood is available 
for transfusion  

Sufficient blood 
supply in banks; 
establishment of 
banks in health 
centres that 
currently don’t have 
one 

Utilize 
private/public 
partnerships;  
 

Insufficient 
supply chain 
management;  
Capacity to 
maintain quality 
assurance;  

X-RAY AND 
ULTRASONOGRA
PHY 

X-ray  
 

Some health 
centres can now 
provide this service 
 
 

Ensuring all health 
centres have 
capacity to provide 
these services 

National policy to 
ensure this 
service is deemed 
‘essential’ for all 
health centres 

Resources to 
ensure 
equipment is 
obtained (e.g., 
ultrasound) and 
capacity for 
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SYSTE
M NO 

SYSTEM AREA 
SYSTEM 
SECTION 

Basic Question *STRENGTHS 
**AREAS OF 

IMPROVEMENT 
*OPPORTUNITIES **CHALLENGES 

both operating 
and routine 
maintenance on 
site (i.e., trained 
personnel) 

Ultrasound Introduction of 
these services at HC 
level 

Ensuring all health 
centres have 
capacity to provide 
these services 

National policy to 
ensure this 
service is deemed 
‘essential’ for all 
health centres 

Resources to 
ensure 
equipment is 
obtained and 
capacity for 
both operating 
and routine 
maintenance on 
site (i.e., trained 
personnel) 

 

Supplies Supplies required to 
be provided by 
patients are 
available within 
communities; 
communities/ 
families generally 
ensure mothers 
have supplies 

Availability of 
supplies within 
health centres 
versus external 
sources 

Delivery supply 
packages 
provided directly 
at health centres 
(even if provided 
for point-of-care 
purchase by 
patients) 

Resources to 
ensure 
packages are 
available  

NHIF/CHF, 
ELDERLY & 
ADOLESCENCE 
SERVICES 

Special Clinics - 
NHIF /CHF clients  

NHIF/CHF clients 
served  

Improve NHIF/CHF 
services 

Availability of 
policies 

Inconsistent 
implementation  

Elderly services Given priority Strengthen elderly 
services 

Availability of 
policies 

Inconsistent 
implementation  

Adolescence 
services 

Barely available Strengthen 
adolescent health 

Availability of 
policies 

Inconsistent 
implementation  



56 

 

SYSTE
M NO 

SYSTEM AREA 
SYSTEM 
SECTION 

Basic Question *STRENGTHS 
**AREAS OF 

IMPROVEMENT 
*OPPORTUNITIES **CHALLENGES 

SOPs 

Materials SOPs have been 
developed  

Review & update 
SOPs 

Uptake of 
findings from 
IMCHA projects 
to inform SOP 
updates; 

Inconsistent 
implementation 
of SOPs; 

Practice Observation of SOPs Consistent 
implementation 
across health 
centres 

Action on 
recommendation
s on processes 
for improved 
utilization; 

Inconsistent or 
delayed 
implementation 
of updated 
SOPs at the 
facility level 

Dissemination Networks are in 
place for 
disseminating SOPs 
from Ministry 

Ensure consistent 
and timely 
dissemination 

Utilize national/ 
regional/ 
community 
networks for 
improving 
dissemination 

Ensuring uptake 
on timely basis 
across facility 

The Kaizen 
system of Total 
Quality 
Management by 
Continuous 
Quality 
Improvement  
i.e., 5S criteria 
(Sort, Set, Shine, 
Standardize and 
Sustain),  

Practice? Some facilities 
practicing 5S 

Training and 
retraining 

Availability of 
policies including 
BRN star rate 
assessments 

Inconsistent 
implementation 
and 
accountability  

Materials Some materials 
provided 

Improve supplies Availability of 
policies including 
BRN star rate 
assessments 

Inconsistent 
implementation 
and 
accountability  

QITs Quality 
Improvement 
Teams (QIT) formed 

Responsibility and 
functions of the 
QITs 

Availability of 
policies including 
BRN star rate 
assessments 

Inconsistent 
implementation 
and 
accountability  

IPC 

Water, soap and 
Disinfectants 

Available in all 
facilities 

Improve on supplies 
and more training 
and retraining 

SOPs Finance 
Accountability 

Sterilization Sterilization done in 
all 

More Sterilization 
equipment needed; 

SOPs Finance 
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SYSTE
M NO 

SYSTEM AREA 
SYSTEM 
SECTION 

Basic Question *STRENGTHS 
**AREAS OF 

IMPROVEMENT 
*OPPORTUNITIES **CHALLENGES 

Training on PPM 

Disposal of Sharps Special sharp waste 
boxes available 

Training and 
retraining: 
Sorting waste 
disposal gear 

SOPs Accountability 

CLEANLINESS & 
ENVIRONMENT 

Hospital Waste 
disposal Mgt 

Availability of waste 
boxes and 
incinerators 

Training and 
retraining: 
Sorting waste 
disposal gear 

SOPs Finance 

Availability of an 
Incinerator 

Present in all 
facilities 

Repair and 
maintenance 

Development of 
schedule (or SOP) 
for  regular 
maintenance / 
repairs as 
required 

Adequate 
budgeting 

Cleanliness of 
buildings and Open 
spaces 

Some degree of 
cleanliness at 
facilities 

PPM and inspection Community 
assistance 

accountability 

CLIENT 
SATISFACTION 

Service provision ASDIT intervention 
sites showed 
improvement in 
service provision 

Staffing; 
supplies/medicine 
availability and 
affordability;  
Some services (such 
as ultra-sound) not 
available at all 
health centres, even 
if able to provide 
CEmONC 

Ongoing 
monitoring to 
ensure sustained 
efforts to 
improve services;  
 
Use of current 
and expanded 
core indicators  

Cost of 
medicines and 
supplies 
preventing 
women from 
delivering at 
health facility  

Average time for 
securing services 

Patients treated 
within the same 
visit 

Consistency across 
types of health 
centres;  
Improving wait 
times where 
possible; 

Utilize integrated 
planning tools to 
determine 
human and non-
human 
resourcing which 

HRH and service 
delivery not 
aligned;  
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SYSTE
M NO 

SYSTEM AREA 
SYSTEM 
SECTION 

Basic Question *STRENGTHS 
**AREAS OF 

IMPROVEMENT 
*OPPORTUNITIES **CHALLENGES 

can address wait 
times.  

Distance from 
facility 

Clients and families 
generally prepare to 
move closer to 
facility when they 
get close to delivery 
time;  
Some health 
centres have 
ambulances  

Improved access to 
maternity wait 
homes;  
 
Improved access to 
ambulances for 
emergency 
situations and other 
transport for non-
emergencies; 
Improve access to 
ambulances  

Community/ 
Facility 
partnerships for 
coordination of 
transport services 
and maternity 
wait homes 

Transport/ 
Ambulance 
availability and 
affordability; 
insufficient 
availability 
and/or 
affordability of 
maternity wait 
homes 

7 

COMMUNITY 
MOBILIZATION, 
PARTICIPATION 
AND ADVOCACY 

MOBILIZATION 

Health Education Mechanisms for 
community 
mobilization exist 
through councils 
and CHMTs; 
 

Improved utilization 
of CHWs;  
 

Improved 
ordination and 
oversight by 
CHMTs, 
Community 
councils, and 
dedicated health 
providers (e.g., 
community-
based nurses)  

Continued 
cultural beliefs 
which may act 
as barrier to 
accessing health 
centres for 
delivery; 

Campaigns National campaigns Lack of IEC 
equipment and 
trained staff 

Support from the 
Centre and 
stakeholders  

 

CHF/Cost sharing 
uptake 

Rising enrolment Multi sectoral 
approach: 
Underutilization of 
politicians 

Political will Cost sharing 
exemptions 

PARTICIPATION 
During Planning Some stakeholders 

engaged 
More stakeholders 
and training needed 

Utilize 
community 
meetings to 

Finance 
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SYSTE
M NO 

SYSTEM AREA 
SYSTEM 
SECTION 

Basic Question *STRENGTHS 
**AREAS OF 

IMPROVEMENT 
*OPPORTUNITIES **CHALLENGES 

engage in 
planning process 

Community 
Support during 
implementation 

Community 
awareness of 
improved access to 
CEmONC services 

Community 
education on MNCH 

Enhance 
community 
engagement 
through CHMTs 

Resources to 
ensure fulsome 
community 
education and 
engagement 

Community 
initiatives/activities 

Existence of several 
community  

Poor engagement 
strategies 

Existence of 
Public Private 
Partnership 
policy, law, and 
regulations 

Conflicts of 
interest 

ADVOCACY 

Council level 
advocacy 

Enhanced 
understanding of 
leadership and 
advocacy 

Strengthening 
strategic/action 
plans 

Strong linkages 
between Council, 
Regional and 
National/Ministry 
levels; 
 
Community 
engagement  

Strong Central 
control 

Regional level 
advocacy 

RHMTs included in 
leadership training 

Strengthening 
regional oversight 
and support for 
facility actions (e.g., 
improving BRN star-
ratings); 
participation in 
needs-based HRH 
planning;  

Strong linkages 
between Council, 
Regional and 
National/Ministry 
levels; 
 

Strong Central 
control 

National/Ministry 
level advocacy 

Presence of clear 
policies and 
regulations 

Improve 
Dissemination at all 
levels  

Capitalize on 
global trend to 
increase 
investments in 
ensuring quality 

Strong Central 
control 
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SYSTE
M NO 

SYSTEM AREA 
SYSTEM 
SECTION 

Basic Question *STRENGTHS 
**AREAS OF 

IMPROVEMENT 
*OPPORTUNITIES **CHALLENGES 

and quantity of 
health workforce;  
 
Enhance 
utilization of 
strategic 
public/private/ 
NGO  
partnerships; 
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5.0 IMPLICATIONS AND RECOMMENDATIONS 
 
The Resource Package is a document that will assist in future scale up initiatives in Tanzania 

and may also be a useful tool to other countries that may wish to adopt the policy of CEmONC 

implementation at their frontline health facilities 

 

Costing  

The Package shows affordable costs as demonstrated by the GOT. The estimated costs of 

establishing a new CEmONC HC with HCPs annual Personnel Emoluments (salaries etc) is Tshs 

1,380,000 (USD 574,200) while the estimated upgrading additional costs for an existing HC 

to become a CEmONC HC is 400,000,000 Tshs (USD 173,910). Thee total estimated running 

costs for a fully fledge CEmONC HC is approximated at Tshs 761,000,000 (USD 331,174) 

 

The Enabling and Inhibiting factors 

Emphasis on Leadership and management capacity has to be put on supportive supervision 

specific improving L&M at health facilities as opposed to the current situation where supportive 

supervision is concentrated only on medical specific interventions. To be able to accomplish 

this training on L & M to RHMTs and CHMTs as TOTs has to be a continuous intervention. Also 

L&M training has to also be emphasized in medical schools. Strategic Plans at health facilities 

have to thereafter be developed and leaders be held accountable for their implementation 

 

Human Resources for Health have to be increased to meet the increased demands at this 

level. Redistribution and task shifting is recommended as a temporary measure to meet 

existing gaps. On job simulation training to improve skills is a better option that keeps workers 

at their stations during training thus not exuberating the shortage crisis. Motivation strategies 

have to be adopted and implemented to go hand in hand with institutional and individual 

accountability 

 

Infrastructure & Supply Chain System: Planned Preventive Maintenance (PPM) has to be given 

more prominence by allocating a mandatory budget for maintenance of infrastructure as well 

as medical and other capital equipment some of which are very expensive. Despite massive 

infrastructure development at most facilities, the GOT has to also consider the additional 

construction of Maternity Waiting Homes (MWHs) avail waiting space for pregnant mothers 

with danger signs who may need emergency care within short notice. Provision of transport 

(ambulances) to mothers and babies (and others) in need for referrals from dispensaries to 

higher health facilities is necessary. Ensuring adequate availability of safe blood for 

transfusion is a lifesaving necessity. Essential supplies of Delivery packs & C – section packs 

have to be ensured most efficiently through the Medical Stores Department (MSD) by a push 

system.  

 

Financial bottlenecks have to be dealt with to improve the DHFFS by instituting a more 

“Equitable Budget allocation ceiling based on actual and proven quantitative and qualitative 

requirements  
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A cascaded approval and expenditure autonomy needs also to be instituted as well as 

increased transparency on all finances especially on cost sharing funds.  

 

Health Management Information System: HCPs have to be able to interpret and utilize HMIS 

data at base as well as carry out operational research at their work places. HMIS data has to 

be able to monitor quality and justification of C sectioning and choice of anesthesia and have 

In place a C/S Dash board indicators for urgent action 

 

Quality of Health Services: To improve and sustain the Quality of Health Services the BRN 

Star rating application has to be strengthened and instituted by the RHMTs, CHMTs and 

facilities as a continuous on going internal assessment and monitoring for quality assurance. 

Institutional accountability has to be emphasized through a simplified monitoring tool to be 

used by local and regional authorities. There is needs to concentrate on the 5S Kaizen 

approach and all other quality improvement approaches have to align to this proven approach 

by improving it in order to avoid duplications and contradictions and confusion. Client Charters 

and Client feedbacks have to be reemphasized through monthly exit Client interviews and a 

robust use of suggestion boxes 

 

Advocacy, Community Mobilization and Participation has to be implemented in earnest 

through outreach services, the support and supervision of Community Health Workers (CHWs) 

and working together with other partners and departments in a multi-sectorial approach. The 

active incorporation of Social Welfare & Community Development staff will ensure a robust 

community engagement  

 

6.0 CONCLUSIONS 

 
This toolkit may be of assistance during planning, scaling up and running CEmONC services 

at HC level in Tanzania by providing a picture of what it takes and what it costs to have 

Comprehensive Emergency Obstetric and Neonatal Care (CEmONC) services in place at the 

HC level. The package has provided guidance for the resources and costs required for effective 

implementation of services at a “CEmONC HC” in remote and rural areas in Tanzania. It has 

included costing the elements in the package which covering all the major components of the 

WHO health systems building blocks at HC level within the Tanzanian context. It has also 

included strategies for scaling up CEmONC in the country, an analysis of enabling and 

inhibiting factors and a generic CEmONC curriculum. 

The implementation of CEMONC at HC level is fully justified as it will assist in the reduction of 

maternal and newborn deaths by going beyond complementing the current Tanzania One Plan 

II policy that aims at having 50% of all government HCs to be offering CEmONC by 2020.  

Since the government of Tanzania has demonstrated in action its seriousness in scaling up 

CEmONC at HC level, other stakeholders including Development Partners need to join hands 

to fill in gaps to save lives of mothers and newborns in rural areas of Tanzania using the 
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toolkit as a guide. It is therefore proposed that the research findings be shared with various 

developing partners in order to promote commitment for scale up.   

Future efforts for continuation of scaling up CEmONC at HC level by all stakeholders for new 

and rehabilitation of CEmONC HCs should be based on all the resource needs as per all health 

system blocks wholesomely or fill in existing gaps in the package. The processes and 

strategies for a sustainable scale up should start from the very beginning of Stakeholders’ 

engagement which has to be comprehensive, continuous, cross-sectional, horizontal across 

peers and vertical across levels. 

New financing mechanism for CEmONC HCs can be adopted for a more rational way in the 

allocations of annual budgets to CEmONC HCs for better effectiveness, efficiency, equity, 

motivation of staff and quality of services at these centers. The three months training 

curriculum for associate clinicians in maternal and newborn emergency care is safe, effective 

and an intermediate solution that will save lives of mothers and newborns in Tanzania. 

MOHCDGEC and PO-RALG as the policy-making pillars of the Tanzanian health systems has 

to reinforce the task shifting policy for all cadres to facilitate training of more non-physician 

clinicians for CEmONC rollout in order to more effectively implement CEmONC at HC level. 

Academic institutions’ have a role in the results uptake by integrating the findings into their 

training curricula to induce the skills to all future health workers working at all levels.  

Research bodies’ embracement of the results is proposed to facilitate publications in renowned 

medical journals as a strategy for effective scale up and sustainability as well as various other 

methods of dissemination like the use of media, and creation of a website portal for the project 

to share documents and get feedbacks and discussions. 

Close Monitoring and Evaluation at all levels to assess the quality, impact and intake of future 

interventions can be achieved by using the IMCHA project model as applied by the ASDIT 

project whereby the consistent deployment of Decision Makers as Co-PI to interface between 

government, health care providers and the community to enhance project’s findings 

implementation and uptake for policy action proved very effective.  

This toolkit may be of assistance during planning, scaling up and running CEmONC services 

at HC level in Tanzania by providing a picture of what it takes and what it costs to have 

Comprehensive Emergency Obstetric and Neonatal Care services in place at the HC level. The 

package has provided guidance for the resources and costs required for effective 

implementation of services at a “CEmONC HC” in remote and rural areas in Tanzania. It has 

included costing the elements in the package which covering all the major components of the 

WHO health systems building blocks at HC level within the Tanzanian context. It has also 

included strategies for scaling up CEmONC in the country, an analysis of enabling and 

inhibiting factors and a generic CEmONC curriculum.      

 


